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ABSTRACT

Over the course of the twentieth century, the quality, quantity and accessibility of 

health care services in Nicaragua were remarkably altered in accordance with the agendas 

of stakeholders in the national government and providers of “development aid”, many of 

whose objectives were as much or more political as they were humanitarian. Much of the 

international health literature has focused on sociocultural factors that impact health care 

seeking, yet little research has been conducted on the political economic dimensions.  

This dissertation examines how sociocultural factors, political economy and social 

relations interacted in health care seeking decision-making among 50 poor and lower-

middle-income households in Nicaragua, a country with high rates of poverty, child 

morbidity and child mortality. Attending to the ways that global and national policies 

were experienced in a local setting, the study provides an in-depth analysis of health care 

services in a country that has undergone three major regime changes within the last 25 

years. How did the ideology of each regime influence health care, and how did the state 

influence both health staff and the lay population, especially with regards to people’s 

expectations and understandings of the allocation of responsibility for health? 

The data indicate that health care services have significantly worsened during the 

recent years of neoliberal-oriented governance, concordant with an increase in economic 

insecurity.  In conjunction with these macro-level processes, conditions of poverty have 

undermined people’s ability to maintain longstanding reciprocal exchange relations and 

health care responsibilities. In ideology and praxis, the struggle between an ethos of 

solidarity and cooperation, versus one of individual competition and self-preservation, 
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was engaged on a daily basis within and across extended households of kin, as well as 

between and among health care seekers and practitioners.  Local level efforts to make up 

for the gap in government responsibility were limited precisely because the policies 

implemented by the government and international bodies undermined them.  Neither the 

state nor civil society currently possesses the capacity to meet the basic health needs of 

the majority of Nicaraguans. For communities to thrive, the state must restore its safety 

net of health and other basic services.
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INTRODUCTION

…I finally went to the health center today, concerned that the word about my 
return was getting out and people might take it personally that I had not visited them yet 
– two of the doctors had already stopped by my house this weekend. The pharmacy is 
now located inside the main building, and when I walked in I was immediately 
recognized by the first nurse I saw, although I didn’t quite remember her initially.  She 
showed me where the pharmacy was, just beyond the entrance, and there was Aracely 
dispatching in a very tiny room with just a tiny selection and quantity of medications, 
with Margarita seated beside her.  Margarita was supposed to be my counterpart during 
Peace Corps, but we didn’t really hit it off, and I ended up working with others.  But 
today, just seeing a familiar face after so many years was a very happy moment, and we 
warmly greeted each other.  Aracely gave me a big hug as well, and pulled up a seat for 
me.  They didn’t know I was coming back, so it was great surprise. Of course they asked 
me if I had married yet, and I gave them my standard answer, “No, ya soy niña vieja, I’m 
an old maid,” which produced quite a few laughs.  I explained my reason for returning in 
between greeting several other people who came over to the doorway, and everyone 
expressed enthusiasm about the study.  They cautioned me, however, that it’s no longer 
safe to walk alone in the rural areas, that there are bands of youths now who rob and 
rape, and many huelepegas (glue sniffers) and marijuaneros (marijuana users)…  

Aracely took me to the other building to meet a couple of doctors and to greet 
some nurses whom I’d known.  She kindly told people I had known that I’d asked to see 
them, even if I hadn’t, which made the greetings all the happier.  Afterwards, we returned 
to the pharmacy, talking about my research plans and catching up with each other as 
various staff members and patients came and went.  For most of the people approaching 
her window with their prescriptions, she immediately handed back at least one and 
sometimes all of them, saying, “No hay. There aren’t any.”  For what was available, she 
didn’t charge anyone.  I commented at how few medications there were, and she agreed.  
She said that many patients have been complaining about it too.  The centro only receives 
supplies once every two months, and the current period is nearing its end. The amount 
they received this last time, moreover, was insufficient to meet their needs, because this 
season everyone has been getting sick.  Locally the affliction is known as la quebradora, 
but, she explained, what they have is actually dengue…

 The director passed by, and they called her in – the room was now at full 
capacity with four us squeezed into it.  Margarita and Aracely introduced me to her and 
told me to explain who I was, my past relationship to the health center, and my current 
research.  Upon hearing my description of returning to study the health of the poor, 
Vilma, one of the nurses, laughed and said, “But here, all of us are poor, Laura!”  

- Fieldnote entry, November 2002
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In late 2002, I returned to Nicaragua in order to study the ways that economics, 

sociocultural factors, and social relations interacted in health care seeking strategies 

among households living in poverty.  Having already spent two years there as a Peace 

Corps volunteer in the mid-1990s, this was a research issue inspired directly by my 

previous experience and the uncomfortable realities that I confronted in the course of my 

daily activities.  As a Community Health Promoter, I passed a considerable amount of 

time with the staff of the region’s two government health centers, as well as with 

brigadistas – lay volunteer health workers who provided some essential health services to 

their fellow neighborhood residents1 – and assisted health staff in their community-based 

activities.  Peace Corps had only re-established its program in Nicaragua three years 

earlier, and during my training I had been instructed to focus on my role as a health 

educator and to scrupulously avoid political discussions.  With the Contra war still very 

fresh in people’s minds, however, and a national election drawing near, politics were 

intimately intertwined with nearly every facet of daily life.  La situación, as people 

referred to the nation’s political economic circumstances, was a major topic of 

conversation, and the arena of health care was hardly neutral terrain.  

Over the course of the twentieth century, the quality, quantity and accessibility of 

health care services in Nicaragua was remarkably altered in accordance with the agendas 

of stakeholders in the national government and providers of “development aid”, many of 

1 Brigadistas are unpaid, lay volunteer health workers.  As will be discussed further in subsequent chapters, 
in the early 1980s, the Sandinista regime instituted a volunteer health brigade modeled on its successful 
literacy brigade.  Some brigadistas were already lay midwives or healers prior to becoming volunteer 
health workers for the Ministry of Health.  From the 1990s onwards, they have received training from the 
Ministry of Health, and/or development agencies.  Their responsibilities include assisting the Ministry of 
Health personnel with vaccinations, administration of oral rehydration therapy, malaria surveillance, census 
taking, and mosquito abatement activities.
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whose objectives were as much or more political as they were humanitarian. As residents 

of the community that I am calling San Rafael endeavored to adjust to the new social, 

political and economic conditions of the mid-1990s, they constantly assessed their lives 

through comparisons with the most recent era of their past, which they now called 

simply, “the war”.  

The dominant sentiment could best be characterized as one of uncertainty. On the 

one hand, people felt relief that the war and certain hardships they associated with it, 

particularly the loss of loved ones who had been killed while serving in the military or 

who had emigrated to other countries, and the severe rationing of food and other basic 

necessities, had ended.  Yet the economic situation did not appear be improving, despite 

the end of the US-backed embargo and an increase in international aid.  Certain markers 

of el progreso were evident, particularly in the local infrastructure: major roads were 

being paved, a new water tank was installed in the urban center, the number of buses in 

service increased.  At the same time, there were also markers of an atraso, a delay or step 

backwards.  This was particularly evident in the arena of health care services.  

Nicaragua’s once internationally-acclaimed health care system had begun to deteriorate 

even before the Sandinistas were voted out of power in 1990, largely owing to an ever-

increasing amount of resources being channeled into defense against the US-backed 

counter-insurgency. Under the neoliberal economic paradigm of the 1990s, the health 

services offered were further limited. 

My arrival to San Rafael coincided with the opening of a brand new oral 

rehydration building at the local government health center. Another sign of el progreso.  



20

My Peace Corps training, rooted in the Health Belief Model approach to health 

promotion, as well as the modernist “development” paradigm, centered on finding 

culturally appropriate and effective ways to teach people about the major ailments 

afflicting them as members of a “developing” country. Early on, it became clear that my 

earnest efforts to improve rural people’s health through education would not yield 

significant outcomes. Three experiences particularly stood out. At a nutrition and hygiene 

food preparation workshop that I co-facilitated, I noticed that the participants were 

carefully rationing water from a twenty gallon, rusted metal barrel in order to wash their 

hands, cooking utensils, and vegetables.  In response to my inquiry about the water 

source, it was explained that the neighborhood derived its water from a communal spigot 

that only flowed once a week – and it did not always arrive on schedule.  The vegetables, 

in turn, had to be purchased from a market in Managua, located an hour away by bus, 

because the majority of residents no longer owned enough land to raise subsistence crops.  

And while they understood that stored water could be contaminated and therefore should 

be boiled prior to consumption, the wood required for the cooking fire was expensive to 

purchase; using it simply to boil water was hence prohibitively costly.  

Although the workshop attendees were incredibly gracious and kind to their 

international hosts, I felt embarrassment as it occurred to me that I had been instructing 

people on aspects of nutrition and hygiene that they were simply unable to incorporate 

into their daily lives, because the government infrastructure and their personal economic 

circumstances did not permit it.  For the remainder of my time, I decided to concentrate 
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on illness prevention and treatment strategies that I believed to be more useful and 

practical for the brigadistas serving local neighborhoods. 

A few months later, Indira, a teenage brigadista who regularly attended my 

workshops, arrived at my home with her three-year-old brother in tow.  The child was 

suffering from diarrhea caused by amoebas and a bacterial infection, and she had been 

told that neither the anti-parasitics nor the antibiotics he needed were in stock at the 

health center.  With only enough money to cover her bus fare to and from the health 

center, she lacked the funds, equivalent to US $4, to purchase the medications from a 

private pharmacy.  I agreed to “loan” her the money to pay for the medications.  When I 

went to her home a couple of days later to check on the boy’s progress, I was relieved to 

find that his condition had markedly improved.  This relief was dampened, however, by 

the condition of the remaining household members, most of whom were also ill.  The 

family had no money with which to seek treatment, and neither of Indira’s parents were 

currently earning an income because they were too sick to work.  Instead, they would 

have to wait until eventually one or both recovered with time, and then seek whatever 

form of employment they could find, locally or in Managua.

Indira’s mother had told me that without the medications, her son would have 

died.  In my own home in the center of town, the baby of the family with whom I lived 

had experienced a similar infection, and the doctor at the hospital similarly concluded 

that the child had narrowly escaped death. People frequently spoke of children being at 

the point of death, or of having died from common ailments such as diarrhea or 

pneumonia. Near the end of my Peace Corps service, I arrived at a neighborhood for yet 
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another training workshop, and was told that Doña Isoila, one of the most revered 

brigadistas, had just lost her baby granddaughter to diarrhea.  Precisely because of her 

longtime involvement in health care as a brigadista, dating back to the Sandinista era and 

continuing into the present, she became immediately concerned when her ten-month-old 

granddaughter did not respond to the oral rehydration therapy in a timely manner.  The 

case was grave and in need of medical attention.  It was the weekend, however, so the 

health centers in San Rafael were closed, and the buses that traveled to Managua were 

running infrequently.  Moreover, when she arrived at the children’s hospital with her 

daughter and the baby in tow, they were not attended to promptly.  The child died in the 

waiting room.  

Accompanied by the other brigadistas, I went to Doña Isoila’s house to express 

my condolences.  The mother of the child, Liseth, was seated on a bench and gazing into 

space, as if in shock, except for the steady stream of tears running down her face.  Doña 

Isoila brought out a picture frame containing a half-dozen photos of the baby girl, dressed 

in her Sunday church outfit, clutching a rosary in her hand, and resting in her coffin.  

These photos were the recuerdo, the memento, they now had of the child, she explained. 

Owing to their limited economic resources, they had never been able to afford to take her 

picture, so they hired a photographer to attend the funeral.  Everyone present commented 

on how pretty the little girl was, and said it looked as though she was simply asleep.

 Experiences like the three I have summarized here all shared in common a salient 

factor that my Peace Corps training modules had certainly acknowledged, but never 

directly incorporated into the health belief model approach to problem-solving: 
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economics.  It was not, in fact, that people lacked the “knowledge” of what to do 

maintain good health, prevent illness, or recognize symptoms that indicated a need for 

medical care.  Health education was important, but not sufficient.  Rather, the single 

biggest “obstacle” was the lack of economic resources, at the national, local and 

individual levels.  Insufficient attention to the relationship between economics and health 

care seeking has long been hegemonic in the modernist paradigm of development.  For

people living in poverty, health care seeking decisions are made in conjunction with 

considerations of how to allocate scarce resources to meet the needs of multiple 

household members.  Much of the international health literature has focused on 

sociocultural factors that impact health care seeking. Yet little research has been 

conducted on the relationship of economics to health seeking strategies in poor 

households.  

The analysis that follows in the subsequent chapters of this manuscript primarily 

focuses on the period in which I returned to San Rafael to conduct my dissertation 

fieldwork, from November 2002 through October 2003. Only the family I had previously 

lived with knew that I was returning, so, as suggested in the opening fieldnote entry, my 

first visit to the local health center was a surprise to the staff.  During the next couple of 

months, I experienced several additional warm greetings and emotional reunions, while 

making new acquaintances and adjusting to the current social, political and economic 

conditions.  

As the experiences of Indira, Doña Isoila and Liseth illustrate, health care services 

left much to be desired in the mid-1990s, a period in which the nation was transitioning 
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from the socialist revolution to civilian democratic governance, struggling to stabilize its 

economy, and contending with new international aid agreements contingent on neoliberal 

structural adjustment policies that required, among other things, the downsizing of health 

and other vital services.  By late 2002, the effects of such policies were even more 

evident in San Rafael.  On the day of my first visit to the health center, the pharmacy 

carried only a fraction of the medications it previously had in stock, hence the dispatcher, 

Aracely, had to send several patients away empty-handed.  Not a single person with 

whom I spoke over the course of the study believed that the government health services 

were adequate, and many went further in their criticisms, stating that going to the health 

center was “a waste of time.”

Much of the adult Nicaraguan population has lived through three ideological 

shifts in their national history – a dictatorship, a revolutionary regime, and now, a 

neoliberal, civilian democratic one, all within just a couple of decades.  Each regime 

change, accompanied by shifts in the international social relations as well, dramatically 

impacted people’s everyday lives, and they were very much aware of this connection.  As 

was the case during the mid-1990s, their assessments of la situación in 2002 entailed 

both a comparison of the present with previous eras, and considerable reflection on the 

ways that their personal struggles were embedded within a wider relationship between 

macro- and micro-level forces.  “But here, all of us are poor, Laura!”  Vilma’s reaction 

to my study focus, suggesting that to study the poor in Nicaragua was to study the entire 

population, spoke to a general discourse that I had heard frequently during the mid-

1990s, and which I was to hear repeatedly during my fieldwork as well. The phrase, 
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“Aqui en Nicaragua somos muy pobre, Here in Nicaragua, we are very poor”, was used 

by people across social classes to refer not just to themselves in particular, but the nation 

in general.  In the arena of health care, national poverty was manifest both in the lack of 

resources available in the government health facilities, and in the lack of resources 

available in individual households. As Doña Elisabeth, a woman I came to know during 

my second extended stay in Nicaragua, declared, “Now there is no treatment for anyone.”  

Her view was widespread, not only among lay people, but the government health staff as 

well.

Research Questions and Chapter Outlines

The central research questions that I explore in this analysis are multiple.  First, 

this dissertation examines how sociocultural factors, economics, and social relations 

articulate in health care and resource decision-making among poor and lower middle 

income households in Nicaragua, a country with high rates of unemployment and 

underemployment, and high rates of child morbidity and mortality.  The relationship of 

health care seeking to health outcomes has received significant attention in the 

international health literature.  Much of this literature has focused on predisposing factors 

that impact health care seeking, including lay people's perceptions of illness 

classification, etiology and prognosis based on symptoms and seasonality, as well as 

people's preferences for particular courses of action.  Sociocultural notions of entitlement 

based on age and gender have also been addressed.  Yet little research has been 

conducted on the ways that economic factors directly and indirectly constrain or facilitate 



26

health care seeking strategies in poor households (Lock and Nichter 2001; Nichter and 

Kendall 1991).

While researchers acknowledge that health care seeking is a process influenced by 

many micro- and macro-level factors, applying this concept has proven difficult since 

individual factors are frequently multifaceted.  Health care seeking is a complex, non-

linear process embedded within other micro- and macro-level domains of a social system.  

It thus requires a holistic analytical approach.  Treating San Rafael as a case study, I 

examine how sociocultural and economic factors articulated in intra-household health 

care and resource decision-making for the treatment of acute and chronic illnesses.  I also 

address how members of poor and lower middle income households engaged in decision-

making for health care seeking in response to variations in financial and social resources 

impacted by specific illness episodes that arose among different household members, and 

other financial needs that affected the allocation of resources in the household production 

of health.   

To understand the relationship between economics and health in Nicaragua, it is 

necessary to examine the broader political, economic and historical forces that have 

shaped the present circumstances.  The second level of analysis is therefore a study of the 

changes in health care services in a country that has undergone three major regime 

changes within the last 25 years, including the impact of, and responses to, contemporary 

structural adjustment policies and international development interventions in the sphere 

of health care.  These changes have been well-documented from a macro-level 

perspective in the development aid literature, but have yet to be addressed in depth 
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through ethnographic analysis that incorporates the health care seeking experiences of 

those whose daily lives have been dramatically affected by these policies, as well as their 

responses to, and their perspectives on these. Hence, it is an examination of how macro-

and micro-level factors interacted, and how global and national policies were experienced 

in a local setting. Viewing San Rafael as the microcosm of the Nicaraguan nation-state, I 

consider how the ideology of each regime influenced health care, and how the state 

influenced both health staff and the lay population, especially with regards to people’s 

expectations and their understandings of the allocation of responsibility for health.

Finally, this is a dissertation that uses illness as circumstance to examine social 

relations in a culture that has experienced tremendous change – relations among kin, 

neighbors, professionals and clients, as well as changes in people’s relationships with the 

state. Diseases occur within social contexts.  Thus, around a particular individual, 

numerous people may be involved in health care seeking processes and decision-making 

regarding illness diagnosis, treatment strategies, and resource allocations.  In what ways 

have lay people as well as health practitioners worked together to maximize health care 

seeking opportunities, and in what ways have they been separated due to structural 

factors that have fostered individual rather than collaborative forms of survival strategies 

in Nicaragua?  How were the social relations of health care seeking both related to, and 

reflective of, wider forms of social relations within and across households, local 

communities, and the nation?

The chapters are organized as follows. Chapter One provides the context in which 

health care services, and, by extension, health care seeking, existed during the study 
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through an overview of the history of political economy and development aid in 

Nicaragua. Nicaragua makes for a particularly interesting case study of how government 

health policies and programs reflected larger state agendas during three distinct historical 

periods: the dictatorship of the Somoza dynasty, the socialist revolution of the 

Sandinistas, and the contemporary neoliberal civilian democratic governance. During 

each period, health and development policies and programs shifted as a result of changing 

ideologies and the relationship between the state and its populace. Transitions in national 

health programs occurred not simply as a result of the regime changes, moreover, but as a 

result of changes in international development policies and donor actions as well.  In the 

first part of the chapter, I situate Nicaraguan health and development policy within the 

broader context of national and global forces that have shaped local health programs. In 

the second, I turn to how this history was experienced in San Rafael. Drawing from 

Raymond Williams’ writings on hegemony and “structures of feeling” (1977), I consider 

how competing ideologies from each era have been engaged in the assessments that 

residents of this community made about the past and present, as well as their outlooks for 

the nation’s future.  

With the broader political economic and historical context thus established, 

Chapter Two examines the history of health care services in Nicaragua, and how they 

have been shaped and re-shaped in response to broader national and international policies 

and ideologies.  I then explore how this history played out in San Rafael.  Significantly, 

while study participants were divided over whether Nicaragua as a nation was better off 

in the past or present with respect to economics, violence and social programs, no one 



29

among lay people or health practitioners opined that the public health services of today 

were superior to any era in the past.  Rather, they believed that health care services had 

worsened over the course of the 1990s and into the new millennium, and, like a number 

of scholars, they implicated macroeconomic structural adjustment policies as causal 

factors. 

With the transition to neoliberal-dominated regimes of the 1990s and economic 

dependence on bilateral and multilateral agencies prioritizing domestic fiscal stability and 

debt servicing over the living conditions of the populace, health services have become 

increasingly privatized and decentralized.  Whereas health care had formally been 

declared a human right during the Sandinista regime several years earlier, many people 

now believed that it had become a precious commodity available to only a small segment 

of the population.  In Chapter Three, I analyze how people responded to these changes in 

health care services, and the ways in which political economic dimensions of people’s 

lived experiences in utilizing various treatment modalities helped shape their 

understandings of which options were available to them as appropriate patterns of resort. 

I also explore how they utilized health care services in the public versus private sectors, 

the efforts made by both lay people and health practitioners to find creative ways to treat 

illnesses in the absence of a sufficient government safety net, and some of the 

consequences that have resulted from the shifting of responsibility for health services 

from the state to civil society.

How do economics play out in a family, in a community?  Health care policy has 

been shaped by two arguments that have guided social science and development aid, both 
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ultimately stemming from ideas about “modernization”.  The first constructs culture as a 

“barrier”, suggesting that people fail to pursue the “proper” course of action either 

because they lack the proper type of knowledge or they possess erroneous views about 

illnesses and treatments, often due to their adherence to “traditional” rather than 

“modern” beliefs.  The second posits that responsibility for health care seeking decision-

making lies with individual caregivers and adult patients. In Chapters Four and Five, I 

attend to the ways that local understandings of health and illness have been inflected and 

shaped by multiple traditions, over time, in a dialogue between people’s experience and 

their social reality. 

Each political regime legitimated different forms of care through its health 

policies.  At the same time, health beliefs and practices have not been determined by the 

state alone. In San Rafael as in other parts of Nicaragua, there existed a dense, 

complicated popular health culture, informed by a plurality of healing modalities 

available in the wider popular health care arena.  In these chapters, I describe the range of 

treatment options pursued in this arena, and explore the ways that health care seeking 

strategies were influenced by the interaction of health beliefs and material contingencies.  

Which forms of treatment were considered ideal, and to what extent did people base their 

treatment seeking activities on their health ideologies versus pragmatic assessments of 

what could be done with the limited resources available?  How did the interaction 

between meaning and the material promote creativity and resourcefulness, and what were 

the tensions that emerged when certain ideals could not be met yet the expectations 

surrounding them persisted?  
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One of the most politically and socially charged tensions that arose from conflicts 

between cultural ideals and material realities pertained to the allocation of responsibility 

for health care.  While material conditions have changed, a pre-existing cultural ethos 

structuring social relations has persisted.  Ideologies legitimated by past and present 

political regimes all co-existed as well, resulting in competing discourses and 

expectations. Chapters Six and Seven thus address the social relations of health care 

seeking.  As a potential safety net to offset the diminishing services and support provided 

by the state and paid employment, to what extent did social networks constitute a 

significant source of support versus an additional form of stress?  How did people’s 

understandings of responsibility for health care impact not only their practices, but their 

views of others, and, of equal importance, their own moral identity?  Drawing from 

Mikhail Bakhtin’s (1984) discussion of “double-voiced” discourses, and Pierre 

Bourdieu’s analysis of the ways that cooperation and competition are structured and 

negotiated within “social fields” (Bourdieu 1990; Bourdieu and Wacquant 1992), I 

examine the ways that social relations and the politics of responsibility played out within 

and across households, the wider community, and relations between civil society and the 

state.  

In Chapter Six, I describe how, within households, economic constraints 

contributed to tensions over how to allocate resources for health seeking and other needs, 

and between efforts to pool resources together on the one hand, versus individuals’ 

strategies to maintain autonomy over their personal earnings on the other.  I argue that the 

social relations of health care seeking have been exacerbated by structural violence, as 
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conditions of poverty have undermined people’s ability to fulfill cultural ideals pertaining 

to social support, especially with respect to exchange relations and health care 

responsibilities across extended households of kin.  

Finally, in Chapter Seven, I consider the ways in which the social relations of 

health care engaged by individual households were situated within the broader context of 

community and state.  I begin with an overview of local level social relations, and then 

proceed to a consideration of how these relations have affected the potential for 

grassroots organization as well as the participation of churches and NGOs in the arena of 

health care.  I then shift to an analysis of the relationship between civil society and the 

state by examining the social relations of the government health staff within the health 

center and the wider community. In ideology and praxis, the struggle between an ethos of 

solidarity, cooperation and service, versus one of individual competition and self-

preservation, was engaged on a daily basis in San Rafael.  How did macro- and micro-

level forces facilitate certain forms of collaboration, and impede others? Can the health 

care services within civil society develop and thrive in response to a downsized, 

weakened state, or is the relationship between the two characterized by a mutual 

dependence such that a strong state is needed in order to have a strong civil society?  

It is my argument that while the efforts of social movements and institutions 

within civil society may have much to offer for developing innovative solutions to local 

level problems, they cannot surmount the sweeping effects of macro-level policies: local 

level efforts to make up for the gap in government responsibility have been limited 

precisely because the policies implemented by the government and international bodies 
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have undermined them.  In Nicaragua, there has been a disconnect between policymakers 

and the populace, with respect to how policies have impacted local communities, and 

how people have responded to them. This disconnect also exists in the identification of 

current and future needs. By juxtaposing the experiences of residents in San Rafael with 

macro-level policy analyses, it is my hope that this dissertation will help bridge this 

divide, and thus contribute to informing health interventions in Nicaragua, as well as 

build on health care and/or economic research conducted by anthropologists examining 

the subject in other cultural contexts.

The Study Site, Methods and Social Relations of Fieldwork

San Rafael is a municipality located about 30 kilometers south of Managua, with 

a population of about 40,000.  Approximately 20% of the population resides in two small 

urban sectors, and the remaining 80% live in the outlying rural neighborhoods.  During 

the fieldwork period, the region’s health facilities consisted of a health center in the main 

urban sector, a smaller health center in the secondary urban sector located just two 

kilometers away, and public hospitals in Managua and neighboring cities, located 30-60 

minutes away by bus.  The entire region is relatively compact, with most of the rural 

neighborhoods located within ten kilometers of one of the urban sectors.  However, most 

people travel by foot or bus on the hilly unpaved roads, thus getting to the health centers 

can be difficult, especially during the rainy season.  

For the past several years, Nicaragua has been ranked as either the second or third 

poorest nation in the western hemisphere. Nationally, 42-45% of the population has been 
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estimated to live on less than a dollar a day, while 75% has been estimated to live on less 

than two dollars a day (El Nuevo Diario 2003a; UNICEF 2004).  The majority of people 

in San Rafael, like the rest of the nation, live in poverty.  Due to the elevated rates of 

unemployment and underemployment, along with high inflation and low wages, multiple 

forms of income earning were frequently pursued within most households, and household

incomes varied greatly throughout the year. Employment was centered regionally in 

agriculture, primarily citrus fruits.  A significant number of men and women worked as 

vendors in Managua, commuting daily by bus to sell produce in the markets. Many young 

women in their late teens and twenties also commuted by bus to work in the multinational 

factories of Managua.  Still others depended on seasonal agricultural employment from 

the area’s big landowners, or migrated to Costa Rica, sending remittances home. Finally, 

household income was generated by informal employment such as housekeeping or 

caregiving, or operating microenterprises, such as tailoring or selling food, beverages and 

other commodities out of the home.  

Background interviews with primary caregivers, brigadistas, and health 

practitioners were conducted from November 2002 – January 2003, to identify economic 

factors impacting on health care seeking, and local illness categorizations and health care 

seeking patterns associated with these.  I then administered a baseline survey of 214 

households, located in three rural neighborhoods between 1-5 kilometers from the

secondary health center, with variations in transportation accessibility, economic 

resources, occupations, and community social organization. Meeting individually with six 

key informants in order to assess the socioeconomic level of each household, drawing 
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from Sol Tax’s (1963) estimation methods, I selected 53 households to follow up on for 

the remainder of the study. Of these, 51 households participated for the duration. Based 

on the criteria established through background interviews and post-survey assessments 

with key informants, one-third of the households selected for the sample were very low 

income, one-third were low income, and the remainder were lower middle income.  Each 

household had at least one child under the age of six, and several households had kin ties 

to others participating in the study, facilitating an examination of inter-household social 

relations.

From March through September of 2003, I visited each of these households every 

two weeks to collect qualitative and quantitative data on household health statuses, illness 

symptoms, health care seeking activities, reasons for adherence and delays, inter- and 

intra-household social relations, and changes in economic resources available.  During 

these visits, I conducted open-ended, semi-structured interviews with primary caregivers 

and other household members.  I also interviewed local government health center 

personnel, private physicians and pharmacists, and non-biomedical practitioners, to elicit

service providers' impressions about delay, adherence to treatment regimens, and factors 

impacting on variations in adherence, as well as whether or not service providers 

extended credit to clients.  Finally, I conducted participant-observation in a private 

pharmacy, both of the region’s government health centers, and study site neighborhoods 

as I accompanied health center staff during their vaccination campaigns, mosquito 

abatement projects, and pregnancy monitoring activities.  As was the case for Lancaster 

(1992) when he conducted his research in Managua during the 1980s, I was unable to 
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tape-record interviews.  The recorder itself was both a distraction and a source of 

discomfort to people.  I was, however, able to take extensive written notes, and I typed 

them up at the end of each day while events and conversations were still fresh in my 

mind.

As indicated earlier, I have assigned a pseudonym to this region.  There are at 

least two towns that bear the name San Rafael elsewhere in Nicaragua.  Although 

choosing a unique name might help avoid some confusion, it would be extremely difficult 

to come up with one that also reflected the region’s nomenclature.  Most places in 

Nicaragua derive their names from meaningful religious, political or indigenous figures 

or events, and duplications are not uncommon.  I have chosen to call this region San 

Rafael after the patron saint of health, which seems appropriate to this study and would 

probably meet with the approval of most of my study participants.  I have also assigned 

pseudonyms to all of the residents of San Rafael who appear in the manuscript, and have 

intentionally omitted providing a more precise description of where the municipality and 

the individual study neighborhoods are located.  Nicaragua is a small country with very 

few “degrees of separation”, and owing to my prior Peace Corps service as well as the 

bureaucratic measures I had to undertake in order to obtain my research visa, it is 

certainly not impossible for someone with sufficient familiarity with the country to 

identify the study site.  In order to help protect the anonymity of my study participants 

and hopefully minimize any harm they could suffer should their identities be surmised, I 

have also omitted some details from my descriptions of them and what they told me.
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The Social Relations of Fieldwork

As technically-oriented as the above research methods might appear, their daily 

execution was subject to the complexity of local level social relations and the 

complicated lives of both study participants and field assistants.  During my Peace Corps 

years, I visited every neighborhood in the municipality at least once, and I worked in 

several of them on a regular basis.  I also spent much time in both of the region’s health 

centers.  This prior experience was invaluable to undertaking this research project, but 

yielded certain challenges of its own.  I was overwhelmingly received with tremendous 

warmth when I returned in late 2002.  The family I had previously lived with painted the 

entire house, inside and out, in preparation for my return, and arranged for private 

transportation to greet me at the airport in Managua.  My old room was restored to its 

prior state, with all of the original furniture that they had provided for me, as well as the 

bed I had purchased to replace the cot.  And the map of the United States that they had 

purchased to make me feel “at home” back then was once again adorning the wall.  Our 

fictive kin relations were also re-established, and my Nica parents and sisters proved to 

be an incredible source of practical advice and emotional support for me. 

My relationship with the health center staff was somewhat more complex.  As 

mentioned in the opening fieldnote entry, I did not end up working closely with my 

formally-assigned host country counterpart during my Peace Corps years.  Ultimately, I 

ended up collaborating with other staff instead, and even then there were times that 

various people complained that I spent too much time in the rural areas and not enough in 

the health center.  Owing to my “rebelliousness”, I was probably not a model volunteer in 
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the eyes of many; nevertheless, when I returned, I had apparently been forgiven.  I was 

permitted to attend staff meetings, and several auxiliaries offered to help introduce or 

reacquaint me with local leaders and brigadistas in the communities in which they 

worked.  I was always made to feel welcome anytime I paid a visit to the health centers, 

everyone I asked indulged my request for an interview, and the new director graciously 

provided me with the host country affiliation I needed to acquire my research visa, solely 

on the basis of the recommendations of other staff who had previously known me.  I am 

deeply grateful for the tremendous assistance they all provided to me.    

After obtaining formal permission from the health center director to conduct my 

study, I next had to meet with local leaders in the proposed study neighborhoods.  Again, 

health staff assisted me in introducing or reacquainting me with people, taking care that I 

met with key individuals representing a range of political, religious and other social 

groups.  Finding field assistants turned out to be a sensitive issue.  While the war may 

have ended, political and personal divisions bound up in national and local relations had 

not.  In each neighborhood, I was told that due to the politics of the community, it was 

very important that I choose someone of confianza, someone who was widely known, 

trusted and respected.  After several meetings with neighborhood committees, religious 

clergy, brigadistas and health staff, I ended up with four part-time field assistants.  Their 

levels of education ranged from the fourth grade through college.  One was a college 

student, two were mothers and one was a grandmother.  Although I had originally 

envisioned hiring a college student who studied public health or anthropology, it quickly 

became clear that my field assistants were masters at navigating the complicated social 
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relations of their neighborhoods.  Once they became familiar with my research questions, 

moreover, they took on an active role in the bi-weekly visits, helping me to rephrase 

questions that were initially unclear, and facilitating discussions that broached more 

sensitive or personal issues. In short, they were invaluable to me and I cannot imagine 

having successfully completed the study without them.

Finally, there were the households that participated in the study.  One of the most 

difficult parts of conducting this study pertained to recruitment.  Many people 

remembered me from my Peace Corps years, and still associated me with international 

development.  It did not help that my study was concerned with the relationship between 

health and economics.  It was exceedingly challenging to persuade people that I was not 

affiliated with any development agency, and that I did not have any development aid to 

offer.  Several people approached my field assistants or the health staff to ask why I had 

not included their households in the baseline survey, concerned that they were being 

denied the opportunity to participate in a development project.  Among those who said 

they understood that I was only there as a student doing a practicum for my degree, every 

so often a relative or neighbor of a study participant would ask me whether I would be 

returning with aid upon the completion of the study, or venture that perhaps someday, 

when I had a good job, I would “remember” my friends in San Rafael.  I often wondered 

how many study participants secretly hoped this might be the case as well.  To 

complicate things further, the beginning of the bi-weekly visit phase of the study 

coincided with the US invasion of Iraq.  For many residents of San Rafael, the invasion 

caused painful memories of the Contra war to resurface.  Several worried that in the 
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current global political climate, another world war would result, and the Nicaraguan 

populace as a whole became very upset when President Bolaños announced that the 

nation would be joining a US-led coalition of forces.  

My identity as an American and former Peace Corps volunteer influenced how 

people perceived me, and situated my fieldwork within the wider political economic and 

historical context of Nicaraguan-US relations.  For those who had not previously known 

me, the US invasion of Iraq did cause a few to speculate as to whether I had a dual 

agenda for being there.  After a short time, assisted by many very kind people who 

vouched for my good character, I was able to proceed with the study, but owing to both 

the political circumstances and a much higher level of delinquency and violence in the 

rural neighborhoods than had been the case during my Peace Corps years, I was 

accompanied by at least one field assistant at all times.  

As had occurred in the mid-1990s, people frequently brought up the subject of 

politics, with reference to the past and present, and did not hesitate to offer their opinions 

of my government as well, or ask for my view.  I was always in a dual role, as an 

American and as an individual.  Among those I had already known, people offered me a 

history of what had happened nationally, locally and personally since I had last lived in 

San Rafael. Even among those whom I had only recently met, once they learned that I 

had already resided there, the response was typically, “Oh, so you already know our 

situation!”, and from there they too would commence with a comparison of the past and 

present, soliciting my impressions of how things had changed as well. Owing to people’s 

frequent reflections on how their country and their lives had changed from the 1980s 
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through to the present, my conversations with them encompassed a period spanning 

approximately 20 years, the last several years with which I was personally acquainted. 

Like the many people of San Rafael that I have come to know, I too have spent much 

time reflecting on how Nicaragua and this particular community within it have changed, 

and these comparisons inflect my analysis.

The saliency of the international political relations and the fascinating, 

sophisticated political analyses that people provided to me notwithstanding, what stands 

out the most about the time I spent with study participants is the incredible warmth they 

displayed to me, and the graciousness with which they invited me into their homes and 

lives.  My field assistants and I were always offered the best chairs in the house, and 

several people insisted on feeding us or providing a fresh fruit drink, coffee or soda, 

despite their extremely limited economic resources.  There was often much joking and 

laughter during the visits.  Sometimes there were tears, as women shared painful stories 

of their lives or spoke of troubling circumstances they currently faced.  There are only so 

many details of study participants’ experiences I can share here, and I regret the extent to 

which certain writing conventions utilized in the dissertation fail to capture their full 

humanity. The people who appear in this manuscript in the context of case studies and 

excerpted quotes are complex individuals who had multiple reasons for choosing to 

participate in the study, and perhaps multiple reasons for disclosing certain aspects of 

their lives to me.  I am indebted to them for their generosity and the trust they have 

placed in me to tell their stories.
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CHAPTER ONE

“WE ARE RICH, BUT OUR GOVERNMENT MAKES US POOR”: 
THE HISTORY OF POLITICAL ECONOMY AND DEVELOPMENT 

IN NICARAGUA

We have a government that says, “We are going to get out of poverty,” but the politicians 
only say this in order to win their elections.  The people don’t have food or medications.  
They are dying from the lack of food.  And there is no longer the assistance from other 
countries as there was during the 80s.  The government changed, and the politicians took 
all the money.  They bought their mansions, their cars…the political system atrasó, it 
went backwards… Every day there are two or three suicides in this country.  The 
newspapers just say that people killed themselves due to economic factors.  But there are 
many factors.  The primary one is the state.  The state doesn’t help the youth by building 
recreation centers.  There is no dignified form of employment.  Most of all the problem is 
the state, which doesn’t provide any opportunities…

- Amanda, health center auxiliary nurse, December 2002

Introduction

Amanda’s perception of the political process as having taken a step backwards in 

recent years, resulting in devastating consequences for the populace, was shared by 

many.  Although not everyone had favorable memories of the Sandinista regime, the 

predominating opinion across the political spectrum was that Nicaragua was well 

“behind” (atrasado) where it should be, perhaps even going “backwards” as the word 

atraso may also be defined.  Examples of the atraso in several domains of daily life were 

readily available to people, including, as described above, the lack of sufficient 

medications in the health center, the lack of employment with a decent living wage, and 

the lack of food security. Not unlike their academic and policymaking counterparts, 

Nicaraguans gauged their country’s level of development based on a range of indicators 

such as a secondary school education that remained a luxury obtainable to only a 
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minority of the populace, elevated inflation, unemployment and underemployment rates, 

low wages, contrasts with neighboring Costa Rica, and, thanks to the influx of television 

programming from the United States, the disparities of wealth and technology not only 

within the country but between Nicaragua and the nation widely viewed as the gold 

standard for “progress” and “development”.  On all of these counts, people felt, 

Nicaragua was not where it should be, and many believed la situación was worsening 

rather than improving. 

International development ideologies and policies have exerted a profound 

influence on state formation and political economic processes in Central America. While 

donor nations and development agencies expected that political, economic and social 

stability would result from their policies, “progress” has been slow and in several cases, 

like Nicaragua, economic and health disparities have actually increased.  After more than 

40 years of “development” efforts in Central America, many scholars have argued that 

we need to rethink the concept, objectives, and design of development aid, as well as the 

meaning of “modernization.”  The concept of “development” that has arisen within the 

past century denotes 1) “a transition to a modern, capitalist industrial economy”; and 2) 

an improvement in “the quality of life and standard of living...the reduction or 

amelioration of poverty and material want” (Ferguson 1990:15).  Modernization has thus 

come to be viewed as synonymous with the reduction or even elimination of poverty, 

through participation in a global capitalist economy enabled by such policies as structural 

adjustment. 
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Health status and the availability and use of health services are primary indicators 

used to evaluate the effects of government policies and programs and to determine a 

nation’s overall development ranking.  Nicaragua makes for a particularly interesting 

case study of how government health policies and programs reflected larger state agendas 

during three distinct historical periods: the dictatorship of the Somoza dynasty, the 

socialist revolution of the Sandinistas, and the contemporary neoliberal civilian 

democratic government.  During each period, health and development policies and 

programs shifted as a result of changing ideologies and the relationship between the state 

and its populace. Transitions in national health programs occurred not simply as a result 

of the regime changes, however, but as a result of changes in international development 

policies and donor actions as well.  In this chapter I will situate Nicaraguan health and 

development policy within the broader context of national and global forces that have 

shaped local health programs. First, I will discuss the political economic history of 

development in Nicaragua at the national level.  In the second part of this chapter, I will 

turn to an analysis of the history of my study site, San Rafael, to show how these macro-

level changes have affected this community.  The social forces that have shaped San 

Rafael, both as a community in itself and as a microcosm of the Nicaraguan nation, are 

key to understanding how health care services and health care seeking activities have 

changed during each historical era, the subject matter of the subsequent chapters.
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Part One: Development and Nicaraguan History

The Nicaraguan Nation-State from 1821 – World War II

While the transition to a capitalist industrial economy might be implicit in the 

definition of “development” noted above, Nicaragua’s participation in the global 

capitalist economy precedes its history as a nation-state, as does its history of foreign 

intervention.  Following independence from Spain in 1821, Nicaragua and its Central 

American territorial counterparts were initially subject to Mexican rule, then formed the 

United Provinces of Central America in 1823, and eventually became individual nation-

states in 1838.  The governments of the United States and Britain were both interested in 

replacing Spain as the major foreign power in the region, and turned their attention to 

Nicaragua in particular as a potential site to build a canal to facilitate trade between the 

Pacific and Atlantic oceans in Central America.  Britain initially established a military 

presence by invading the San Juan del Norte port located along the Rio San Juan in 1848, 

and by the end of the century, Nicaragua and other Central American nations had 

incurred a substantial financial debt to Britain.  The U.S. intervened, however, by 

forming a treaty with Nicaragua to gain exclusive rights to a future canal in exchange for 

territorial sovereignty and protection from invasion by Britain or other nations.  

Politically and economically, the U.S. ultimately prevailed in Central America, and 

established a long term military occupation in Nicaragua by deploying U.S. Marines 

starting in 1912 (La Feber 1993). 

  Capitalist expansion into Nicaragua was realized through class alliances among 

multinational corporations, U.S. policymakers, and local elites (Calla 1996; Dunkerley 
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1988). Drawing from Wolf (1982) and Enloe (1993), Calla (1996) describes how regional 

and international relations significantly changed concordant with increased world market 

demand for specialized crops during the 19th century.  In response to increasing 

international demand for coffee, a labor and land intensive crop, NIcaraguan elites began 

to divest peasant and Indian farmers of their land through legislative and violent means, 

and then forced them into debt peonage (La Feber 1993).  The encroachment of cash 

crops on subsistence production in the absence of the creation of generalized industry and 

improved wage relations resulted in a process of uneven development. The U.S. 

solidified its political agenda by closely controlling presidential elections, intervening in 

political and economic conflicts between liberal and conservative elites, and utilizing 

U.S. Marines to contain political uprisings.  Opposition to U.S. military occupation grew, 

however, and led to popular resistance efforts headed by Augusto Sandino during the late 

1920s. In response, the Hoover administration gradually replaced Marine occupation with 

the National Guard, a U.S.-trained police force (Calla 1996; La Feber 1993).  

The National Guard ended the resistance movement by assassinating Sandino in 

1934.  As part of a truce that the U.S. had negotiated between liberals and conservatives, 

the unit was supposed to be “apolitical”.  After staging a successful coup in 1936, 

however, the National Guard’s leader, General Anastasio Somoza Garcia, became 

Nicaragua’s new president, marking the beginning of a 43-year family dictatorship.  His 

presidency was immediately accepted by the US government; President Roosevelt 

followed Hoover’s policy of accepting dictators for the sake of maintaining regional 
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stability and protecting U.S. economic interests (Booth and Walker 1989; Calla 1996; La 

Feber 1993).

The Cold War Era and the Introduction of Development Aid

As fears of communism increased during the 1950s, U.S. foreign policy in Latin 

America shifted from encouragement of democratic regimes to maintaining friendly 

relations with anti-Communist, authoritarian regimes that demonstrated support for U.S. 

policies.2 Although the Eisenhower administration was concerned that the extreme levels 

of inequality and poverty of the majority of the populations in Latin America might 

render them vulnerable to communist ideological indoctrination and political 

mobilization, it did not think that attempting to improve the economic situation was 

feasible at that time, since the American populace would not have supported the 

expenditures (Schoultz 1998). Following the Cuban Revolution, however, the first 

comprehensive development assistance to Latin America commenced in the 1960s with 

the Alliance for Progress program of the Kennedy administration.3 Economically,

disparities in Nicaragua were exacerbated in the 1950s, as large numbers of peasants 

2 After being labeled a communist by U.S. officials following the expropriation of United Fruit Company 
lands, for example, Guatemalan President Arbenz was overthrown by U.S.-backed forces in 1954 (Booth 
and Walker 1989; La Feber 1993).
3 From its origins, international development assistance has had a political agenda.  A combination of 
ideological shifts in the development paradigm, informed by U.S. domestic and international concerns, has 
contributed to changes in foreign aid priorities over time. When the World Bank and the International 
Monetary Fund were created in 1944 by the Allied Powers at the Bretton Woods Conference, and the 
Marshall Plan was devised, the aim was to help reconstruct the economies of Europe and to regulate 
international finance and investment.  As the Cold War era commenced, fears of social unrest generated by 
poverty and its potential to render countries of close proximity to the Soviet Union and China vulnerable to 
communist ideologies and forms of governance were key determinants of which countries were included in 
the Marshall Plan.  Accordingly, requests by leaders of Nicaragua and other Latin American countries for 
aid were initially rejected because the State Department believed that “Communism in the Americas is a 
potential danger, but...it is not seriously dangerous at the present time” (Schoultz 1998).
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were dispossessed of their lands by local elites in response to international demand for 

cotton cultivation.  Income and wealth became even further concentrated, however, with 

the onset of the new development aid schemes in the 1960s.

The cornerstone of the Alliance for Progress was the nation-state, which was to 

become “developed” bureaucratically and military, and which was to oversee the 

development of its economy; modernization theory provided the ideological foundation:

“Economic and military aid were designed to create a powerful state in control of the 

development process” (Conroy et al. 1996:68).  Through the processes of 

“modernization”, it was posited, economic and political stability would be attained 

(Conroy et al. 1996).4 To achieve this stability, the Alliance for Progress targeted 

stimulating economic growth; raising the standard of living through economic growth 

and the redistribution of income and wealth; promoting democratic values and social 

institutions; and strengthening the security apparatuses of Latin American states (Adams 

2000; Conroy et al. 1996).  While Nicaragua and other countries did experience 

significant economic growth during the 1960s and 1970s, economic and political stability 

were weakened rather than bolstered. Development policies resulted in uneven outcomes 

4 Alvin So (1990) concisely identifies the core assumptions of modernization theory as: 1) development is 
driven primarily by factors internal to the nation-state; 2) the course of development is unidirectional; 3) 
“tradition” is an obstacle to development; and 4) “Third World” countries benefit from modernization.  
Drawing from 19th century social evolutionists and the ideas of Durkheim and Weber, modernization 
theorists conceived of development as a means of transforming “traditional” societies into “modern” ones, 
and correspondingly, poorer countries into wealthier ones, by developing capitalist economies and the 
values and social institutions identified by researchers as vital to economic growth (Harris 1968; Roberts 
and Hite 2000).  Writing during the Cold War era, Talcott Parsons and other modernization theorists were 
concerned with “evolution, as opposed to revolution”, hence they did not dwell on forces undermining 
stability beyond the extent necessary for “progress” to occur (Turner 1982:61).  Based on his analysis of 
the industrialization histories of Europe and the United States, Rostow (2000) argued that modernization 
necessitated an economic transformation realized through a series of stages; for most societies, the 
transformation was initiated by, and could be accelerated through, the “external intrusion” of other societies 
located further along the economic continuum.
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that increased the disparity of the wealth in the region, and contributed to human rights 

abuses.  

The objective to reform the authoritarian systems of governance, in turn, “was 

never fully developed or implemented” through the Alliance for Progress (Adams 

2000:39).  Rather, existing relations of power and inequality were maintained and even 

strengthened, as the disparity of the wealth increased and the Alliance for Progress’s goal 

of strengthening state power was at least partially fulfilled.  As with their economies, 

Central American state governments experienced marked growth, in size as well as in the 

scope of their responsibilities, during the 1960s and 1970s (Conroy et al. 1996:67).  The 

security apparatuses of the Central American states were also strengthened and expanded. 

Military officers received training in the School of the Americas set up in the Panama 

Canal Zone during the Kennedy administration, and USAID provided domestic police 

forces with training in the operation of “gas guns, helicopters, and other anti-riot 

equipment” (LaFeber 1993). At the same time, these nations remained weak vis-à-vis the 

United States in economic and military terms, subordinate to USAID personnel in 

formulating and implementing development policies, and incapable of overcoming the 

resistance of local elites to implementing land reform.

A fundamental contradiction of modernization theory discerned by Marxist and 

Foucaultian-influenced scholars is the apolitical role expected of the state in 

development, when in fact the state is essentially a political apparatus (Ferguson 1990; 

Loker 1999; Scott 1998).  As Ferguson (1990) demonstrates, World Bank reports depict 

countries as “quasi-individuals” with a singular “national economy” and a unified 
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populace.  These “country profiles” thus represent the modernist perspective of the state 

as playing a neutral, benevolent role in the design and implementation of development 

policies and projects.  In the absence of democratic governance, the state’s legitimacy for 

authoritarian regimes comes to depend on its “technocratic efficiency” in achieving 

economic growth and increasing material consumption through the joining of the public 

sector, the transnational corporation, and the modern capitalist sector of the national 

economy (Carnoy 1984:201).   

Overlooking political and economic fragmentation makes it easier to design and 

administer projects, although it also diminishes the likelihood of achieving the projects’ 

stated goals.  Such was the case for development program outcomes in Nicaragua, where 

increases in agricultural production exceeded that of the other Central American nations 

from 1950 to 1977. Notably, most of the benefits were reaped by three large financial 

groups with ties to foreign banks.  Dominating one of these groups, the Somoza family 

embezzled much of the development aid and eventually amassed an estimated fortune of 

$500 million, including up to 15% of the country’s land.  Rather than using development 

aid to diversify crops, state-led production intensified coffee and cotton cultivation, 

rendering the economy vulnerable to fluctuating world market prices, displacing greater 

numbers of peasants from their lands, and increasing unemployment rates by replacing 

human labor with machinery.  Cotton cultivation, moreover, encroached on grain

production, transforming the country from a net exporter to a net importer, thus 

undermining its food security (Booth and Walker 1989; La Feber 1993).  
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From a Marxist perspective, even in a democratic regime such as Costa Rica, the 

capitalist state “is the institution beyond all others whose function it is to maintain defend 

class domination and exploitation” (Miliband 1983:464).  At the national level, the state 

has the responsibility of maintaining a stable social order and controlling class conflict. 

At the international level, it represents the interests of its capitalists in global exchange 

relationships.  Within both the core and periphery nations, the state represents above all 

the interests of its elites (Bottomore 1983; Cardoso 2000).  The state’s responsibility for 

maintaining a stable social order founded upon class rule, however, entails a relationship 

between the state and subordinated classes as well.  To maintain its legitimacy as a 

neutral representative of the collective will, and to maintain order without resorting to 

brute force, the state must concede to at least some of the demands of the subordinated 

classes (Offe 1973). The states of El Salvador, Guatemala, Honduras and Nicaragua, 

however, were not democratic regimes during the 1960s and 1970s, but authoritarian 

ones whose military and police forces were substantially bolstered by development aid 

during these decades.  The need to maintain legitimacy in the eyes of the poor majority of 

the population was not a great concern, as political uprisings were dealt with by 

repressive policies (Booth and Walker 1989).  

Gramsci (1971) has observed that the establishment of hegemony, the ability to 

lead with authority rather than to seize power and rule by brute force, entails a dialectic 

of coercion and consent.  One important means of eliciting consent is through negotiation 

with other groups, thus compromising the dominant group’s agenda.  Scholars studying 

authoritarian regimes of “developing” countries, however, have noted the absence of such 
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negotiations: subordinated classes are excluded from political participation through 

extremely coercive measures, and economically excluded as the state shifts its spending 

on social welfare to infrastructure promoting foreign investment and the state 

bureaucracy, particularly its military.  

A key difference between the “development” in Central American countries 

versus Europe and the United States is that the authoritarian structure of the former has 

entailed an additional, higher tier of authority: that of donor nations and their agencies.  

Rather than promoting democratic institutions in Nicaragua in accordance with the 

Alliance for Progress, development policies in the 1970s instead maintained political 

“stability” through the strengthening of the security apparatus and continued U.S. 

backing of the Somoza dynasty.  U.S. military aid rendered the National Guard “the most 

heavily U.S.-trained establishment in Latin America” (Booth and Walker 1989:31). The 

Somozas, in turn, complied with all U.S. government demands, and contained both 

popular uprisings and elite dissent through extreme measures of repression executed by 

the National Guard. By the end of the 1970s, it had taken the lives of an estimated 50,000 

people (La Feber 1993; Lancaster 1992) – in a country whose population totaled just 

under 3 million at that time (FAO 2004).  

Revolution and War: 1979 – 1990

Whereas modernization theorists emphasized stability and gradual progress 

through “evolution” rather than “revolution”, Marxist scholars have observed that, 

ironically, modernist development schemes have actually undermined the political, 
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economic and social stability of many countries (e.g., Carnoy 1984; Grimes 2000; Loker 

1999 Carnoy 1984). During the 1960s-1970s, worsening conditions of economic 

disparity, repression, and exclusion of a sizable segment of the bourgeoisie from political 

participation and economic gain by the dictator-led government facilitated the emergence 

of widespread resistance among diverse segments of the Nicaraguan population.  Forging 

alliances with working class and peasant-based organizations, as well as with bourgeois 

opposition, the Sandinista National Liberation Front (FSLN), a military movement of 

students, workers and peasants, “led the popular resistance to a general insurrection” that 

successfully overthrew the Somoza regime in 1979 (Babb 2001:6-7; Calla 1996).  

Shortly after the FSLN assumed power, however, class tensions and other 

competing interests reemerged. Efforts to redistribute resources through agrarian reform, 

food subsidies, housing, mass literacy campaigns, and universal access to health care 

generated much popular support, but threatened the privileged status of members of the 

middle and upper classes.  Funding these programs was also challenging.  The economy 

was already in a precarious state when the Sandinistas first came to power.  In response 

to price increases for oil during the 1970s, Central American countries incurred 

substantial debt as they took out loans to compensate for the sharp reduction in their 

foreign exchange reserves.  Export earnings were also significantly curtailed as a global 

recession caused export markets to collapse and commodity prices to drop (Adams 2000; 

Conroy et al. 1996).  In Nicaragua, the national economy was further weakened by the 

embezzlement and other inappropriate usage of government funds by the Somoza 
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dynasty.  By the time Anastasio Somoza fled the country, Nicaragua had “the highest per 

capita foreign debt in Latin America”, and was bankrupt (Garfield and Williams 1992:6).  

More broadly, the revolution “had raised expectations that it could not meet”, as 

competing interests within and across classes, as well as gender and ethnic issues, were 

not easily reconcilable through legislative changes and a socialist mixed economy that 

preserved private property and production (Gould 1998:273; see also Babb 2000; 

Lancaster 1992). The government’s hierarchical policymaking and administration was 

also a source of criticism. These internal conflicts articulated with the breakdown of 

external relations with the United States. Viewing the Sandinista government “as an 

extension of Soviet communism”, the Reagan administration terminated its development 

aid and trade relations, led an international trade embargo, and provided training and 

support for a counterrevolutionary army aimed at overthrowing the FSLN (Babb 2001:7).  

 Economically and politically, the Contra war of the 1980s took a substantial toll 

on Nicaragua.  Defense absorbed over 60% of the government’s budget, and the 

economic embargo resulted in a loss of revenue for export crops, as well as the inability 

to purchase parts and equipment necessary for the American-made agricultural and 

industrial equipment.  In response to high inflation, increasing unemployment and food 

shortages, the FSLN implemented structural adjustment measures that created further 

hardships for the poor and working class (Lancaster 1992).  

Politically, material and ideological attempts to unite the populace through a 

national identity yielded contradictory outcomes (e.g., Gould 1998; Lancaster 1992).  

Scholarly consensus is lacking over the extent to which democratization was limited by 
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economic crisis and war (Babb 2001).  Overall, resort to coercion by the Sandinista state 

was much less in both severity and scale compared with the Somoza and authoritarian 

regimes elsewhere in Central America during the post-World War II era. Nevertheless, 

viewing dissent within and outside the FSLN as a threat to its political legitimacy during 

wartime, the government did utilize coercive means of rule alongside methods of eliciting 

active consent, including press censorship, mandatory military service, imprisonment and 

exile of dissidents, and human rights abuses committed by the police and army.  

Ultimately, however, the main impetus for the victory of U.S. -backed Violetta Chamorro 

in the 1990 election was the human toll of a war against forces funded and trained by the 

U.S., which included 30,000 lives lost and 500,000 people displaced. Further human 

suffering was also experienced as a result of the economic crisis precipitated by the loss 

of development aid and the U.S.-led embargo (Lancaster 1992).  As Robinson concludes, 

“the structural constraints of globalization and the direct power of the US state conjoined 

to make an alternative to polyarchy and free-market capitalism unworkable” (1998:478).

The Rise of Neoliberalism: 1990 - Present

Booth describes Nicaragua’s transition from a revolutionary to a civilian 

democratic state regime as reflecting a broader regional trend within Central America, 

wherein the “tactical and ideological needs” of the political Left and Right led to the 

pursuit of a civilian democratic model, and U.S. “acceptance” of democratic states 

following the end of the Cold War (2001:29-30). Robinson further notes that the 

transition began a process of Nicaragua’s “reinsertion” into the global economy, 
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including a program of neoliberal structural adjustment policies (1998:479).  Although 

modernization theory has continued to influence development policies, programs, and 

“projects”, the hegemonic development paradigm underwent a ideological shift at the 

global level during the US-led boycott of Nicaragua, in response to changing political 

economic contexts.  While the brevity of this chapter precludes an in-depth discussion of 

these changes, a confluence of factors, including an increase in oil prices during the 

1970s, a global recession that caused export markets to collapse and commodity prices to 

drop, the debt crisis of the 1980s, and the end of Cold War, facilitated the elevation of 

neoliberalism to the most influential ideology of development (Conroy et al. 1996; Loker 

1999; McMichael 2000).  

Loker defines neoliberalism as “a theory of political economy that claims that the 

market is the most efficient mechanism for the distribution of goods, and that state 

interference with the workings of the market and capitalist production should be 

minimized” (1999:11).  McMichael (2000) further argues that the international debt crisis 

of the 1980s resulted in disillusionment with the modernist development paradigm’s 

promises of “progress”.  Hence, he posits, development has been replaced by 

globalization, “an historically specific project of global economic (financial) 

management” that has become the rationale for states and economies to undergo 

restructuring to conform with the policies of “financiers, international and national 

bureaucrats, and corporate leaders,” in order to secure or stabilize market conditions for 

corporate expansion on a world scale (McMichael 2000:277, 285). To this end, the state 

ministries of education, health, agriculture, and social services have been reduced in size 
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and power as financial and trade ministries have been prioritized.  According to Portes 

(2000), rather than attempting to reduce the economic and social inequalities between the 

developed and underdeveloped countries of the world, the dominant development players 

now view such inequalities as acceptable and even facilitative of the maintenance and 

growth of the global economy.  

While transnational bodies determine economic policies, neoliberalism upholds 

the modernist view of the nation-state as accountable for policy implementation and 

outcomes, and as playing a neutral, apolitical role in development.  Hence, paradoxically, 

the state is expected to manage its economy even as neoliberal policies have greatly 

diminished its capacity to do so (Loker 1999).  With respect to Central America, 

Robinson cautions that globalization “has not resolved the social contradictions that 

generated the regional upheaval in the first place, and has indeed introduced a new set of 

contradictions” (1998:492).  The resumption of aid has done little to help the majority of 

the population in Nicaragua.  Unemployment and underemployment rates rose even 

higher during the 1990s, and the disparity of wealth has increased as well, with the 

economic benefits of foreign aid and the return of multinational corporations continuing 

to accrue primarily to elite and transnational interests (Babb 2001; Robinson 1998). The 

state’s downsizing, moreover, has included reductions in health, education and other vital 

social services.  In its 2005 Congressional Budget Justification, USAID’s (2005) own 

assessment of Nicaragua’s current economic conditions was likewise bleak:

The per capita gross domestic product (GDP) and income levels are lower than those 
of the 1960s, and real economic growth declined from 7.4% in 1999 to 1% in 2002. 
Nicaragua’s external and internal debt of $6.5 billion and $1.5 billion respectively, is 
greater than its 2002 GDP, and serves as an economic straightjacket that inhibits 
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future growth. Around three-quarters of the population live on less than $2 a day; 
unemployment and underemployment are close to 50%; and income inequality is very 
pronounced. Access to capital decreased sharply with the collapse of the national 
banking sector in 2001, and foreign direct investment has been declining.

Although the FSLN retains a role as the main opposition party, Babb (2001) notes 

that Sandinista leaders have not produced an alternative model of development to 

neoliberalism; their dissent focuses on the rapid pace and scope of the implementation of 

structural adjustment, rather than a questioning of its necessity.  The absence of an

alternative from Nicaragua’s political Left reflects an uncertainty discernible at the 

international level as well.  Although critical of the repression and exploitation that have 

characterized so much of the relations between the state and subaltern groups in “Third 

World” countries, Marxist scholars have criticized neoliberal policies during the current 

period of globalization for reducing the state’s role in development policies and programs 

(e.g., Conroy et al. 1996; Loker 1999).  This criticism stems mainly from the observation 

that downsizing has been particularly acute in the social services provided to citizens, 

whereas the state’s military apparatus has been left intact.  Significantly, while the 

capitalist state ultimately represents the interests of the dominant group, Marxists, like 

modernization theorists, have traditionally viewed the state as the locus of development.  

Hence, Loker (1999) questions the significance of recent transitions from authoritarian to 

“civilian democratic” regimes within Central America, insofar as the popular majorities 

have inherited a “hollow state” with little autonomy in national planning.  

Scholars have also expressed concern for globalization’s impact on accountability 

for political economic processes.  Given the ability of transnational corporations to shift 

their operations elsewhere, nation-states are constrained in their capacity to demand and 
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enforce better wages and work conditions for their citizens.  There further exists a lack of 

accountability and transparency on the part of the international agencies such as USAID, 

the World Bank and IMF, none of whose personnel are publicly elected officials (Conroy 

et al. 1996; White 1999).  

While concerned with the outcomes of the diminished role of the state under

neoliberalism, contemporary Marxist writings reflect ambivalence about endorsing 

renewed state empowerment.  A number of scholars have combined moral and pragmatic 

justifications for strengthening the state’s role, emphasizing its potential capacity and 

obligation to provide vital services for its citizens, and to protect them from exploitation 

by transnational corporations, export production zones, and operations in the informal 

sector (e.g., Froehle 1996; Petras 1996).  More cynically, others have suggested that 

states may need to take such measures in order to avoid social unrest (Pattnayak 1996; 

Portes and Schauffler 1996).  Finally, many have looked to non-governmental 

organizations (NGOs) and social movements to engage in a number of the development 

activities formerly within the realm of the state’s responsibilities.  These researchers 

express hope that such organizations will help to strengthen and democratize civil 

societies by utilizing participatory approaches to meet objectives, being more effective in 

meeting humanitarian development goals, and mobilizing participation to bring about 

social justice (e.g., Babb 2001; Robinson 1998).  As will be further explored in Chapter 

Two, however, a number of case studies indicate that the actual performance of many 

NGOs has not lived up to these expectations (e.g., Uvin 1998; White 1999).  

Significantly, the literature lacks suggestions on how NGOs might be made accountable 
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to the communities and nations in which they operate without the state or an international 

agency serving as an intermediary.  

While neoliberal candidates have prevailed in the national elections of Nicaragua 

since the 1990s, Babb’s (2001) analysis of “structures of feeling” (Williams 1977) among 

working class individuals suggests that the hegemony of the neoliberal paradigm is 

incomplete. In sharp contrast to the abstract discussions of policymakers and party 

officials, people she interviewed articulated a counter-discourse to the prevailing 

neoliberal ideology, invoking their embodied experiences of the physical and emotional 

hardships suffered.  Given the absence of an alternative development paradigm among 

the social actors of the state, political parties, and international financial institutions 

mandating much of the structural adjustment policies, both Babb and Robinson (1998) 

have looked to civil society as the holding the most viable prospects for social change. 

These authors discern a resurgence of popular participation in social movements 

operating independently of political parties and state structures, made possible by the 

current articulations of global and local contexts.  

Certainly Nicaragua has a stronger civil society today compared with the Somoza 

era, and perhaps even since the Sandinista regime.  The press is free of censorship, people 

can voice political views and participate in political activities without suffering 

repression, and workers in a number of key sectors have successfully unionized and 

organized strikes.  Yet, it remains to be seen how popular forms of participation within 

civil society articulate with other political economic and social processes, especially as 

wealth and social disparities continue to increase and, correspondingly, social relations 
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break down within and across local communities, a subject I will return to in Chapters 

Six and Seven.  In the second half of this chapter, I now turn to a consideration of the 

local level, by examining how the history of development in Nicaragua has been 

experienced by residents of San Rafael.

Part Two: Nicaraguan History as Experienced in San Rafael

Little data is available on the early history of San Rafael, but according to local 

records,5 the region was first populated by Chorotegas, a people originating from the 

south of Mexico.  Artefacts estimated to be between eight to five centuries old and 

identified as those of the Nicarao people, also believed to have migrated from Mexico, 

have been found in the area as well.  Unfortunately, none of the sources further discuss 

the already-established presence of an indigenous population, although one reports that to 

this day, San Rafaeleños have one of the highest proportions of aboriginal blood in the 

Department.6  Other sources begin their history with the arrival of farmers who came 

from the Department of Managua during the mid-19th century.  Cultivating tobacco and 

cereals, these farmers resided in the region during planting and harvest seasons, while 

maintaining their homes in Managua. Towards the end of the century, two Ladino 

families emigrated from a neighboring municipality to settle permanently in San Rafael, 

and others arrived thereafter, with the local cathedral being built in the first years of the 

twentieth century.  Production shifted to sugar cane and citrus fruits, as well as a plant 

5 To preserve the anonymity of the region, publications and other documents which reveal the study site’s 
name or department in the title have been omitted from the bibliography.
6 As will be addressed in Chapter Five, the population of San Rafael, as in most of the Pacific region of 
Nicaragua, is considered to be mestizo, and while aspects of pre-columbian culture and dialect can be 
discerned today, there is much stigmatism associated with an indio identity among local residents.
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used to make soap and candles, and by the mid-1960s, coffee production was well 

underway with over three million plants.  

In 1960, the population of San Rafael was just under 10,000.  Increasing at a rapid 

pace, the current population has been estimated at 36,000 – 43,000, with a growth rate of 

approximately 4.5% a year.  This rate was elevated compared with 2.9% nationally from 

1970-1990, and 2.7% since then.  Nearly 80% of the municipal population was rural in 

2000, compared with 57% nationally (UNICEF 2004).  Urban and rural communities 

have extended in all directions from the original Cathedral and central square, as large 

landholdings became subdivided due to inheritances, sales, and mortgages.  Although a 

number of people lacked the former title to their property, the vast majority of study 

participants either lived on land that they legally owned, land that they were attempting to 

gain formal possession of, or land that belonged to a relative, most often a parent.

“Development” in San Rafael: Economics

Approximately 85- 90% of the population of San Rafael continues to be directly 

or indirectly dependent on agricultural production today. An estimated 1388 – 1735 

acres7 of the largest landholdings were converted into cooperatives during the 1980s as 

part of the agrarian reform program.  Thirteen cooperatives were formed on these lands, 

and as of 1996, 20% of all the farm land in the region was held by cooperatives; by 2002, 

there were still 8 in existence.  Most of the land has been subdivided among the former 

7 In Nicaragua, the unit of measurement is the manzana, which is equivalent to 0.699 hectares, or 1.727 
acres.  To assist the reader in perceiving the landholding sizes, I have converted the original statistics from 
manzanas to acres.
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cooperative members, many of whom have sold part or all of their land.  During a walk 

with a couple of neighbors, we passed by one of the former cooperatives, which, I was 

told, had originally belonged to a member of the Somoza family.  

Some of the land that was redistributed in San Rafael remained in limbo during 

the fieldwork period.  In one of the neighborhoods I worked in, land that was supposed to 

be designated for campesinos was swapped for another parcel by the original landowner 

during the Chamorro administration of the early 1990s.  However, the landowner never 

signed the final paperwork.  The residents, each of whom had a tiny parcel of land just 

big enough for a modest home and small garden in an area where few crops could be 

grown, were involved in litigation with the help of an NGO, but in addition to the non-

cooperation of the landowner, they also faced the obstacle of coming up with the funds to 

pay for their land titles, as well as their travel fares to the court located in another city.  In 

1996, according to an NGO study, 79% of the rural farms in this area were between 0-15 

acres.  All of my study participants had landholdings in this range, most at the lower end. 

In some cases, people whose homes were on very small parcels also had land elsewhere 

in the municipality or in a neighboring one where they cultivated crops.      

Most of the individual producers in San Rafael consumed rather than sold most of 

their crops.  Due to variations in microclimates, however, in some communities only 2-3 

crops could be cultivated, hence those residents were dependent on cash crops.  In two of 

the three study neighborhoods, those directly engaged in agricultural production were 

primarily dependent on cash crops.  Since the global economy for coffee had become 

saturated, coffee cultivation had ceased to be profitable for small landowners, hence they 
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largely ceased its production, harvesting just enough for personal use and concentrating 

their efforts on citrus fruits instead.  While several study participants would periodically 

take their produce to sell in Managua, many cash crops were sold to merchants with 

trucks.  According to an NGO study, the majority of the agricultural produce destined for 

markets, and, in turn, the profits, ended up in the hands of third party merchants.  Farmers 

interviewed by the same NGO consultants also reported that their profit margin was 

reduced due to the saturation of the national markets with imports from Honduras, 

government limitations on the use of chemicals that could result in higher crop yields, 

and spoilage due to lack of proper storage facilities.  During the Sandinista years, the 

government was responsible for storage, but since then the responsibility has reverted to 

individual farmers. Finally, the limited supply of running water or nearby reservoirs 

rendered them highly dependent on rainfall irrigation, and drought was identified as a 

major problem by 64% of farmers.

Across sectors, 34% of the population of San Rafael was estimated by a mayor’s 

office report to be economically productive in 2002.  Twelve percent had salaried jobs in 

the public or private sector, 12% were part of cooperatives, 26.5% were self-employed, 

21.2% had temporary employment, and 28% were unemployed.  Small farms of 3.5 or 

fewer acres (characteristic of the majority of my study participants who had farms) were 

estimated to generate US$48 - $115 a month, while medium-sized farms of 

approximately 10 acres were estimated to generate US$73-$343.  While the vast majority 

of economic activity was generated by the agricultural sector, this included produce 

vendors.  Despite the predominance of agricultural economic activity, the municipality 
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did not have an open air market, nor was there a grocery store.  Hence consumers 

purchased their produce from pulperias (small general stores), trucks that passed through 

the area, a few street vendors, or the markets in Managua.  Meat and bread were usually 

purchased from local vendors, while grains, oil, soap and other basic goods were either 

purchased in small quantities from the pulperias (small storefronts) or in bulk for cheaper 

prices at the open air markets in Managua. 

The best off merchants were those who owned pulperias, bars, liquor stores, 

laboratories and pharmacies, as well as those who were distributors.  Such enterprises 

were estimated to earn anywhere from US$100 - $250 a month.8  Most vendors, however, 

did not own stores but instead traveled to Managua and sold just enough to meet their 

daily subsistence needs. A number of study participants told me that they and others had 

to borrow funds or purchase their goods on credit, and they did not always earn enough to 

make a profit.  The most lucrative services were medical and transport (buses and 

microbuses), generating an estimated US$285 and $357 a month respectively. 

As for salaried employees, the mayor’s office reported local teachers as earning 

an average of about US$57 a month, and La Prensa (2003g,h) reported that nationwide, 

primary and secondary teachers earned $62 and $74 respectively.  Even by Central 

American standards, this was well below the regional average of $330 (La Prensa 1 

November 2004l).  In the health sector, auxiliary nurses at the government health center 

8 The Mayor’s Office of San Rafael, which provided me with this data, estimates revenues for taxation 
purposes.  For this reason, it is possible that the estimates are actually below the true figures, in so far as 
most merchants and farmers did not want to pay any more in taxes than necessary.  Some businesses in 
both the urban and rural sectors also attempted to operate clandestinely in order to avoid paying taxes.  
Small farms in the poorest rural communities, including two of those included in my study, were exempt 
from paying taxes.
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could earn up to about $85 a month based on the number of years of service and per diem 

for those who worked in the outlying rural communities. According to the El Nuevo 

Diario (2003d), at the national level auxiliary nurses earned $71-$115 a month, while 

licensed nurses in supervisory positions could earn up to $143-$170 a month.  The fee 

collectors on the buses and microbuses earned about US $3.50 a day (working six days a 

week on average, this totaled US $84 a month), while the drivers earned double that.  

In the rural communities I visited, the most common salaried jobs consisted of

security guards (US$65 - $115 a month) and gardeners for men (no salary data available), 

or seamstresses in the zona franca (export production zone) for women.  According to 

women who held these jobs and/or their relatives, the basic salary ranged from about 

$65-$70 a month.  They further said that it was possible to earn up to about $100 a 

month, but this entailed working 12 hours a day Monday through Friday, and a half-day 

on Saturdays.  Additionally, women had to pay their bus fares to commute to the 

Managua-based factories, and their health insurance of about $28 a month.  

While the official descriptions of economic activity do not elaborate on the nature 

of temporary employment or work in the informal sector, the most common forms of 

such occupations among my study participants were as agricultural day laborers or 

construction work for men, and working as a maid or washing and ironing clothes for 

women.  Construction work paid the best, about 70-120 córdobas ($4.80 – $8.00) a day.  

The jobs based in Managua paid at the higher end, but in those cases, about $2.75 of this 

would end up being spent on transportation and food.  Temporary forms of employment 

paid about two dollars a day, except for working as a maid in Managua.  In the capital, 
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maids could earn up to about $3.50 a day.  Women engaged in this form of employment 

generally resided in their employers’ homes and returned to San Rafael to visit their 

families twice a month.  Most people engaged in temporary employment did not actually 

have full-time work.  It varied according to season and during the dry season it was 

usually just 2-3 days a week.  In 35% of the communities surveyed by an NGO, 

migration to other regions of Nicaragua was reported as a source of income-generation.  

Two-thirds of those who migrated went to work on coffee fincas.  

More recently, migration to Costa Rica for employment has increased 

substantially. By the late 1990s, an estimated 1 million Nicaraguans – one-fifth of the 

nation’s entire population – were living permanently overseas (WHO n.d.). Many 

families I knew in both the urban and rural sectors had relatives there, remaining for 

anywhere from six months to several years.  Incomes in Costa Rica were reported to be 

much higher, and most who left had declared the intention of saving enough to build a 

home upon their return to Nicaragua. No one among my study participants acknowledged 

receiving remittances from their relatives; most often parents told me that they could not 

count on or make demands of their adult offspring who “already have their own 

obligations”, i.e., children to support.

Among my study participants, the upper poor/mas o menos category consisted of 

households in which one or more members had jobs such as a security guard, factory 

worker, or maid working in Managua, or the better off vendors and merchants.  The 

estimated cost of a “basic basket” of consumer goods for the average household was 2200 

córdobas, about US$152.00, in June 2003 (El Nuevo Diario 2003b; La Prensa 2003e).  In 
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other words, even in those households in which two people worked up to five days a 

week, at $2-3 a day in wages, the majority of the poor households and even a number of 

the “mas o menos” ones did not earn enough to cover the government’s estimated costs 

of basic subsistence needs.  Nationally, 42% of the population was estimated to live on 

less than $1 a day, while 75% was estimated to live on less than $2 a day (El Nuevo 

Diario 2003a).  The most recent UNICEF report (2004) cited a slightly higher figure for 

those living on less than a dollar a day, at 45%.  From the perspective of most study 

participants, nurses and teachers were doing fairly well and occupied a slightly higher 

socioeconomic niche, yet even their salaries fell short of the cost of the basic basket.  

Perhaps not surprisingly, a number of the lower paid auxiliary nurses were themselves 

residents in the lower income rural communities, while the middle class teachers living in 

the urban center frequently sought additional income-earning opportunities by working 

extra shifts or putting up micro-enterprises (e.g., selling sodas) in their homes.  

At the opposite end of the continuum, structural adjustment policies requiring 

fiscal austerity have apparently spared those occupying the highest ranks within the 

government.  Members of the National Assembly earned about US$3700 a month, 

Ministers (e.g., of Health, Education, Transportation) earned over $5000, the vice-

president earned over $7000, and the President earned US$10,700 a month. Put another 

way, the president was earning 100 times the salary of the lowest paid government 

worker, in a country where the gross national income (GNI) per capita was $730 a year.  

Moreover, President Bolaños, in fact, was earning two salaries; in addition to his pay as 

president, he was already receiving a monthly retirement pension in the amount of US 



69

$8,600 for his former tenure as vice-president under Arnoldo Alemán (La Prensa

2003c,i; UNICEF 2004). Thanks to his double-income, Bolaños was the highest paid 

president in all of Latin America, in the region’s poorest country. The irony of this 

notwithstanding, his own position of privilege did not stop him from calling on the nation 

as a whole to make sacrifices in order to qualify for the Highly Indebted Poor Country 

initiative (HIPC) status during his live television speeches over the course of the study 

year. 

The discrepancy between the salaries of high ranking government officials and 

the general populace received much media attention and was discussed by many of my 

neighbors, friends and study participants.  Ultimately, however, what disturbed people 

most was not the injustice of this particular wealth disparity so much as the difficulty of 

making ends meet on their meager wages, and the de facto wage decrease that all suffered 

due to the country’s high inflation.  As one study participant explained, “Aquí todo sube 

menos los salarios.  Here, everything increases except for salaries.”  Correspondingly, 

Pastor Enrique, a local evangelical minister, characterized the current salaries as being so 

low as to no longer even qualify for the label: “Ya no son salarios que recibimos, es una 

‘ayuda’. They are no longer salaries that we receive, it’s an ‘aid.’”  Notably, he 

augmented his ministerial wage by selling produce with his truck, and his wife made and 

sold tortillas from their home.  

Doña Juana, my Nica mother, recalled that when Chamorro came to power in 

1990, her administration readjusted the monetary system and set the córdoba at a par 

with a dollar.  As a result, purchasing power was initially strong, and the family was able 
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to buy a freezer to store perishables for sale in their small home-based venta.  When I 

first arrived in late 1994, the exchange rate was about 7 córdobas to the dollar; upon my 

return in late 2002, it was about 14 córdobas to the dollar, and reached 15 by the time I 

left a year later.  Unfortunately, salaries have not kept up with inflation, neither in the 

public nor private sectors.  In fact, Chamorro intentionally raised government salaries at a 

lower rate than inflation in order to reduce the national budget (Birn et al. 2000), and 

when teachers demanded a 200% raise to bring their salaries closer to the equivalent of 

the basic basket in 2003, the minister of education flatly stated that this would be 

impossible; ultimately they received a raise of about 20% instead (El Nuevo Diario June 

2003c; La Prensa 2003g,h, 2004l).

The low wages people received were exacerbated by suboptimal working 

conditions and poor enforcement of workers’ benefits and rights.  Men who worked as 

agricultural day laborers, for example, lacked the proper clothing and equipment to 

protect themselves from exposure to pesticides.  They also tended to have the most 

pronounced coughs during the dry season, when the rural air was filled with dust being 

swept off the ground by the wind.  When I first arrived in November of 2002, the country 

was experiencing the final weeks of the rainy season, and nearly everyone with whom I 

came into contact was suffering from the flu.  Yet no one seemed to take time off from 

work, not even those with steady jobs, such as the bank tellers and bureaucrats I visited in 

Managua to establish residency and other related affairs.  

People in a variety of jobs, in both the private and public sectors, told me that they 

either received no or very few sick days, and even when they were officially entitled to 
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take sick leave, to actually do so could lead to their dismissal.  One woman I met early on 

had just been fired from her job as a secretary at a university because she had to miss a 

week of work due to being hospitalized.  That she had the hospital paperwork to prove it 

did not matter.  Women working in the zona franca factories, in turn, reported that they 

could be fired after three absences, regardless of cause.  When ill, they had to seek 

permission to visit a doctor from their supervisor, who would determine whether or not 

the ailment required medical attention.  If they did take time off for themselves or their 

children, they not only lost their day’s wages, but the attendance bonus for the entire two-

week pay period as well, which could amount to up to 20% of their salary.  Newspaper 

articles reported that factory workers were also limited to just one bathroom break during 

their long shifts, even if they were ill, pregnant or menstruating.  While no one I 

interviewed worked in a factory quite this strict, women did tell me that they only 

received a 15 minute meal break per shift.

Participating in a global economy, Nicaragua has experienced a constant rise in 

prices in response to world market prices and events. The oil workers’ strike in 

Venezuela (from which Nicaragua received a majority of its oil) and increasing 

escalations between the US and Iraq during 2002, for example, resulted in an increase in 

engine fuel costs of 39 – 56% (La Prensa 2003k).  The rise in transportation prices, in 

turn, incited an increase in food and medicine, while bus cooperatives threatened a 

nationwide strike if permission to increase their fares was not granted.  Informally, a 

number of buses traveling between San Rafael and other cities began to charge more for 



72

fares covering shorter distances, especially for those passengers failing to provide exact 

change.  

As part of structural adjustment policies required by international agencies, many 

services have been privatized, including the phone and electric utilities, and plans to 

privatize water were underway in 2003.  The electric utility, run by the Spanish company 

Unión Fenosa, was especially unpopular, as its price increases were perceived as 

dramatic, never-ending, and unethical.  Locally, people told me they believed the meters 

installed by the company spun too fast and hence inflated their actual consumption rate; 

nationally, Unión Fenosa came to be nicknamed “Unión Mañosa” (mañosa means

“tricky” or “deceitful”), especially as cases arose in which rates suddenly tripled and 

households possessing no major appliances received bills amounting to thousands of 

córdobas (e.g., El Nuevo Diario 2002a,b; La Prensa 2003l). 

In conjunction with globalization processes, the prices of transportation, 

consumer goods, utilities, and a variety of other services were based on the value of the 

dollar.  Phone rates, for example, were based on the dollar, although consumers were 

charged in córdobas, thus the local rates increased every month as they were adjusted for 

the high inflation.  The only area of the economy that had not been dolarizada, as 

everybody noted with displeasure, was salaries.  The ‘dollarization’ of the Nicaraguan 

economy was widely discussed in both the press and in daily conversation.  Certain 

services were even quoted in dollars, although people still paid for them in córdobas.  For 

example, when one of my study participants needed to obtain x-rays for her daughter 

from a private lab, she was charged 48 dollars.  Although the vast majority of financial 
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transactions were made in córdobas, dollars were also acceptable in many contexts –

everyone knew the current exchange rate.  Although I made it a point to conduct all of 

my transactions in the local currency, it was not uncommon to witness others paying for a 

bus fare or produce with a one dollar bill, and every so often Don Pablo, my Nica father, 

would bring over a 10 or 20 dollar bill that someone had offered him in a business 

transaction for me to inspect in case it was counterfeit.  

Owing to unemployment, underemployment, high inflation and low wages, 

people resorted to both drastic and creative survival strategies.  During the baseline 

survey phase of my study, I found that most of the very poor and poor families only 

consumed meat once or twice a week, subsisting mainly on beans, rice, and boiled 

plantains or bananas; parents frequently reported that they ate less so that their children 

might eat more.  The average amount these families reported spending on food per week 

– about US $2.50 per person – in fact, was equivalent to what the middle-class family 

with whom I lived spent per person every two days, and several the poorest families spent 

only half this amount. No one I met among the poor or middle class possessed a credit 

card, but a number of people did report that they could purchase food on credit from local 

merchants.  Many families did not have all of their children enrolled in school each year, 

and unless an illness was perceived as very serious or to have afflicted an individual who 

was vulnerable in general, most ailments were treated with home remedies or through 

self-prescribing practices.  In some cases, medications originally prescribed by a 

physician were also shared within and across households for those who appeared to have 
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similar symptoms. Finally, many people were illegally connected to the electrical power 

lines because they could not afford to pay the utility bill.  

Development and Infrastructure

Many residents of San Rafael commuted to Managua several times a week to sell 

agricultural produce or other merchandise.  Some middle class residents in the urban 

center also commuted to Managua for work, or their children attended their university 

courses there.  Prior to the Chamorro administration, there were no paved roads in the 

region, and transport was extremely limited.  During the Somoza years, travel to the 

capital was via oxen-drawn carts, taking several hours.  In the 1980s, there were only 

three buses a day to take people and goods to the capital, and bring them back at the 

day’s end.  The poorly maintained dirt highway was also dangerous, particularly along 

the hilly stretches, and the buses were at risk of breaking down or brake failure.  

By the time I first arrived in San Rafael in late 1994, the road connecting it to the 

capital was paved, and the town square had recently been paved with bricks.  The main 

highway was further paved to connect San Rafael to the next town over during most of 

1995, drastically cutting short the travel time to a nearby major city and thus generating 

an increased amount of thru-traffic as an alternative route between there and Managua.  

By the mid-1990s, there were several buses in operation, run by a transport collective 

whose members each owned their individual buses and coordinated the scheduling 

together.  Buses went to two major markets in Managua from before dawn until late at 

night, and to the nearest major city from early morning to early evening.  Formerly 
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school buses in the US, these vehicles were well past their prime, traveled slowly, and 

frequently broke down.  

When I returned in 2002, these vehicles were still in operation, but had been 

supplemented by mícrobuses, vans that could accommodate anywhere from 10-18 

passengers depending on the number of children on board (as well as the will of the 

operators to pack as many bodies in as possible).  Charging about 70% more than the 

regular buses, the microbuses could transport passengers in nearly half the time, and 

extended their service to two other cities in the region.  With over 150 buses and 

microbuses traveling to or through the municipality en route to and from the capital 

and/or other nearby communities by 2001, communication, commerce and travel between 

San Rafael and other areas has greatly increased in recent years.  The mayor’s office and 

various development proposals for the region have hoped to capitalize on this to develop 

a tourist industry, as will be discussed shortly.  

Access to electricity and water – both potable and non – have improved over time 

but were not universally available or affordable in San Rafael. Development of the 

municipality’s infrastructure has been an ongoing process, accelerating over the past 15 

years with the advent of the Chamorro administration.  The first formal “development” 

diagnostic of the region was also conducted during this period, in 1994.  Although the 

region is subtropical and lush with wild vegetation owing to an annual rainfall of 1200 –

1500 millimeters, natural water reserves are few.  At the south end, a natural water basin 

located between San Rafael and a neighboring municipality was the primary source for 

much of the population in that vicinity.  Many residents living in the northern and eastern 
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areas obtained their water from a lagoon located up to two hours away by foot, and 

inaccessible via motor transport.  Prior to 1940, 25 large basins were built throughout the 

region, but reaching these was difficult and time consuming in a number of areas.  In one 

of the neighborhoods I visited, for example, the basin could only be reached along a dirt 

footpath that became narrow and steep towards the end.  The journey took about a half-

hour from the main road, and carrying water and/or wet laundry for the return journey

was extremely arduous and cumbersome. In January of 2003, one of my field assistants 

took me to the basin:

It was incredibly windy today, and now that we’re well into the dry season, 
the dust being kicked up was awful.  My eyes were tearing up from the dirt getting 
into them, and my teeth quickly acquired a gritty dirt film.  The paths at the end of the 
neighborhood became very narrow, steep and slippery, and more than once I worried 
about losing my footing and falling down into a hillside filled with thorny plants.  
Esther was a good guide, using old palm fronds as sticks to wave at the bravo dogs, 
spotting a snake trail across the foot path and stopping to make sure he was safely 
gone before we proceeded, and pointing out various vegetation to me.  She tried to 
choose our routes as carefully as possible, waiting for me to catch up in the slippery 
areas.  We took a small detour so that I could see the pilas themselves. Esther, her 
family and most other residents used to come here to obtain their water, until around 
15 years ago.  There used to be several concrete pilas here for everyone to wash their 
clothes, but now there was just a single pile of stones to serve this purpose, and a 
woman present said that most people, including her, fill up their buckets  to do the 
wash at home instead.  

The woman and a couple of adolescent males from another nearby home were 
filling up five-gallon buckets while we were there.  Esther was surprised to find that 
one of the two gigantic pilas – really an enormous water basin, has completely dried 
out.  The other one had at least five feet of water, and was very dirty, green in color 
and filled with palm fronds.  Esther pointed a tadpole out to us, and we laughed.  The 
woman who lives closest to the pilas told us that she maintains this basin, but others 
come over and leave it in bad condition, and there’s nothing she can do to stop them.  
(Fieldnote entry, January 2003)

Potable, running water service was first installed in 1960, but initially reached 

only those homes in the urban areas.  Rural areas began to receive potable water through 



77

community pipes and wells during the Sandinista administration of the 1980s.  During 

my years as a Peace Corps volunteer in the mid-1990s, communal spouts were located on 

various people’s properties, and neighbors would queue up to fill their buckets.  When I 

returned to conduct my fieldwork in late 2002, many homes now had their own personal 

pipes in their yards, and plans were underway for the government agency ENACAL to 

start billing them for the service.  

Access to water remained a problem, however.  Various publications contain 

conflicting data, reporting that anywhere from 55% - 85% of the population currently had 

access to potable water.  Nationally, 81% of the population was estimated to have access 

to “improved drinking water sources” in 2002 (UNICEF 2004).  Some of the poorest 

and/or most remote households still used the poorly maintained, large communal basins 

at least for laundry, and had to buy water from neighbors.  During the Chamorro and 

Alemán administrations of the 1990s, the government of Japan funded the installation of 

three very large above-ground tanks, but water was still rationed year-round, and was 

especially scarce during the dry season.  

In the urban center, running water came through the pipes at least three days a 

week in the rainy seasons of 2002-2003, and two days a week during the dry season.  In 

the rural areas, service was provided anywhere from once every 4-7 days, depending on 

the neighborhood and time of year.  Although there was a schedule, it was not always 

reliable.  Moreover, at times service was disrupted due to repairs or because the electrical 

power was down.  Due to the precarious nature of water service, even those with running 

water filled up barrels and other vessels as well as their pilas (concrete water basins used 
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as sinks and for washing laundry), and used water conservatively.  Bath water, for 

example, was rationed out of five-gallon barrels, the water meted out and poured over 

oneself with a small plastic bowl.  Two to three people might get a bath out of a single 

such barrel when water was scarce.   

Data on installation of electricity in the urban areas was unavailable, but rural 

areas began to receive service during the Sandinista years.  As of 2002, there were still 

four rural neighborhoods lacking electrical power, and throughout the municipality, 

approximately 44% of households were reported to lack electricity in 2000.  It is 

important to note that a substantial number of homes have clandestinely installed 

electricity; they comprised 20% of those covered in the above estimates.  However, it is 

possible that the official estimates are low. When I conducted my baseline survey, nearly 

all households reported that they had electricity, and many volunteered that they did not 

have it legally.   In one neighborhood, a resident even described it as a “project” that he 

and a few other households had coordinated together, pitching in to buy the wiring, and 

reinstalling it on those occasions when an electric company employee would discover it 

and cut it down.  Although no one felt guilt about stealing electricity from the power 

company, tensions did arise within the community because legally registered neighbors 

believed that the usage was driving up their bills, and the excess consumption also 

resulted in a reduced amount of power available to all.  Light bulbs were frequently dim, 

for example.  

Electrical power was being rationed nationwide when I began to live to in 

Nicaragua in late 1994, and was unavailable for about 4-5 hours a day at that time.  Since 
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then, service has been fairly constant, although once or twice a month the power might go 

out for anywhere from a few minutes to several hours.   Electrical service was expensive, 

however, especially now that it was operated by a private company.  No homes had air 

conditioning or heating, and electrical appliances were also relatively expensive to 

purchase, hence most electrical power consumption was limited to light bulbs, radios and 

televisions.  Generally only merchants selling items requiring refrigeration owned 

refrigerators or freezers, and even they did not run these appliances around the clock.  

Produce, eggs and cheese were not refrigerated, and meat was consumed the same day of 

purchase.  Ice, ice cream and beverages were purchased from merchants.  Laundry was 

washed by hand.  In middle-class and some of the “mas o menos” (upper poor/lower 

middle income) households in which women were employed, someone might be hired to 

do the wash, but no one owned a washer and dryer.  

Individual households were also responsible for their own waste disposal, 

entailing either burning (including toxic materials such as plastic bags) or burial.  There 

were also several illegal dumping sites in the municipality, and much trash was simply 

dumped along the ditches alongside the main road.  The mayor’s office was attempting to 

implement trash collection service when I left in late 2003, beginning with coverage in 

the urban areas.  A fee was to be levied, however, and a number of people with whom I 

spoke articulated a reluctance to incur yet one more expense to their already stretched 

budgets.

As for the homes themselves, these too have changed over time, yet even these 

changes indexed both an increase in the disparity of wealth and employment 
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opportunities, as well as an example of how not all material changes necessarily 

constitute “progress” or “improvement” in the standard of living. Middle-class houses 

were usually constructed of cinderblock, with painted walls, glass windows protected by 

metal bars, and roofs of either zinc or “nicalit” (a non-zinc sheeting material less resistant 

to erosion).  Floors were tiled and there were multiple rooms, although frequently the 

doorways had curtains rather than doors.  Most homes had a front patio or porch, but not 

driveways; most residents did not own cars, and those who did had only acquired them 

within the last few years.  Due to the risk of earthquakes, most homes were one-story.  

Although a handful of casas antiguas could still be found in the town center, the majority 

had been torn down either due to structural instability or land divisions among heirs.  

Lower middle-income homes, especially those in the rural areas, were also constructed of 

cinderblock, but often lacked paint and windows, and might have a cement rather than 

tile floor.  

Poorer homes were constructed of cinderblock and/or wood, and the poorest 

homes were made of wood, zinc or even plastic tarp sheeting supported by a few poles or 

wood planks, with zinc or nicalit roofs and dirt floors.  The casas de plástico, as they 

were called, were vulnerable to destruction during the monsoon season, and some people 

described them to me as “temporary” or “starter” homes for young people who had just 

started families of their own and had put up the structures on their parents’ land.  In my 

survey, I did find that those in the most decrepit homes tended to be either young couples 

or single mothers.  Only the most affluent families in the urban areas had flush toilets, 

and poor households frequently had to share latrines.  In fact, in 2002 the mayor’s office 
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estimated that on average, there was one latrine for every two households in the region, 

and many latrines were in poorly maintained states.  At the national level, about 66% of 

the population was using “adequate sanitation facilities” in 2002 (UNICEF 2004).  As I 

discovered during my first month of fieldwork, while the homes of the most marginal 

families were now being constructed with more “modern” materials such as concrete and 

plastic, the living spaces were tiny even by Nicaraguan standards, and items essential to 

daily survival were still prohibitively expensive:

…A couple of days ago, I accompanied Elsa, a physical therapist from the 
health center, to visit a woman in one of the rural areas whose 18-month- old child 
has not yet shown the inclination to walk.  As the woman spotted us and waved, I 
realized that the tiny, one-room building made of simple bamboo stalks and wood 
planks was not a kitchen or other such secondary structure for the main house – it 
was the house.  There were gaps between the planks, thus letting the winds pass 
through.  I had forgotten to take along a sweater and it was quite cold that morning –
it’s much colder at night.  The entire home was about the size of my bedroom here –
perhaps 8 X 6 feet. The furniture consisted of a wooden twin-size bed frame with no 
mattress, a small table with a working black and white TV set on top, and two purple 
plastic chairs.  Four people lived there – Graciela and her husband, their three year 
old son, and their 18-month-old, who displayed all the classic symptoms of 
kwashiorkor, a form of malnutrition.  For toys, the three-year-old played with the 
remnants of a child’s bike – it no longer had wheels or a bike chain – as well as with 
a couple of plastic toy trucks and a branch with leaf extensions he liberated from his 
mother’s homemade broomstick for the purpose of pretending to ride a horse.  A 
structure that only partially hid the latrine was located a few yards from the east side 
of the house, and on the west side was a large open concrete water basin, a smaller 
blue plastic water barrel with a lid, and a pila.  

Graciela’s husband worked with his father in their carpentry workshop...  She 
made and sold tortillas to generate some extra income.  The outdoor pila, a concrete 
structure with a water basin and built in washboard on the ‘sink’ side for cleaning 
clothes, cost the equivalent of approximately US $41.  They purchased it on credit, 
and it would take them about a year to pay it off, making a steep cut into their 
monthly income...    (Excerpt of letter I wrote in late November 2002)

Witnessing the struggle of Graciela and her husband to pay off their $41water 

basin and feed their children in a dwelling the size of a small kitchen made for a 
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memorable re-introduction to the region, all the more impressionable when juxtaposed 

with the most recent change in San Rafael residents – a higher tier of local elites.  Since 

the election of Alemán in 1996, a number of Nicaraguan ex-patriots living in the United 

States have returned and built mansiones, mostly along the same street near the center of 

town.  Some affluent capitaleños have also built luxury homes as a getaway or as a less 

costly alternative to the gated surburban communities of Managua that have arisen over 

the course of the 1990s and into the present (Babb 2001).  These palatial residences in 

San Rafael were also gated and patrolled by security guards, and by virtue of their size, 

architecture, construction materials and fancy cars in the driveways, they stood out even 

compared with the homes of the formerly best off residents.

Global and Local Linkages in San Rafael 

Communication between San Rafael and elsewhere has been facilitated in recent 

years with improvements in postal and telephone services.  Data on the history of these 

services was scant, but in 1995, 281 households had phone service, and with the 

privatization of the phone company around that time, in concordance with neoliberal 

structural adjustment policies to downsize the state, the infrastructure was developed to 

increase the capacity to cover up to 1000 residences.  With a total of approximately 4,868 

residences at that time, this was equivalent to 5.8% of the population, compared with 7% 

who had phone service at the national level (UNICEF 2004). In the mid-1990s, there 

were two telephone and post office centers, each sharing a newly constructed building 

and personnel.  Each facility had two public phones with per minute charges, and there 
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was usually a long wait to use them.  The postal service continued to be maintained by 

the government in 2003, but had been moved to a private residence.  One of the residents 

served as the postal clerk, delivering mail to the urban areas once every few days.  Rural 

residents had to pick up their mail in town.  Little communication occurred via mail, and 

many people did not even know how to address an envelope.  Instead, contact with 

family members living and working in Costa Rica, the United States, or elsewhere was 

usually maintained by telephone, and remittances were delivered either in person or 

through a courier service.

Phone service was still limited to the urban areas in 2003, and many homes there 

lacked phones, mainly owing to the economic costs of maintaining such a service.  

People would often make or receive calls at a neighbor or relative’s home, especially if 

the Enitel office was closed.  In two of the rural neighborhoods I visited, there was a 

single residence with a phone, and in one of these cases neighbors could use it for a fee.  

Cell phones were also becoming increasingly popular among the middle class in the 

urban center.  Buying the phones on credit, people tended to use these as much or more 

as markers of modernity and status, rather than as a means of placing and receiving calls. 

Most phones were activated through pre-paid phone cards, and if the money was lacking 

to buy a new card, the phone simply adorned one’s waist as a fashion accessory, or as a 

source of video games.  

Halfway through my Peace Corps service, internet service became available to 

volunteers when we visited the office in Managua, with all of us sharing a single email 

account. When I returned in late 2002, there were several cybercafes in Managua and 
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other cities, and even one in San Rafael, charging just under a dollar an hour to clients.  

While still maintaining its single rotary dial phone, the local health center had replaced its 

typewriter with a 386 pc computer and dot matrix printer.  A few middle class families in 

San Rafael owned computers, and basic computer courses were offered both locally and 

in nearby cities.  Middle class adolescents and young adults were the most computer 

literate, partly due to interest, and partly because of their parents’ hopes that computer 

skills and perhaps even a certificate or degree of some sort from the computer courses 

would result in enhanced career opportunities. 

Politics, War, and Social Memory 

San Rafael had representation from all the major political parties during the years 

I lived there, but historically the Liberal Party of the Somoza dynasty and its 

contemporary successors (particularly the Partido Liberal Constitucionalista of 

Presidents’ Alemán and Bolaños) have predominated in elections.  According to one of

my neighbors, because the region was mostly Liberal during the Somoza years, there was 

less repression and also less resistance, although there were residents who joined the 

Sandinista movement.  In some cases, political divisions existed within the same family, 

even to the extent that one person might have been a member of the National Guard, 

while another covertly participated in the Sandinista movement.  While there were 

explosions and shootings in neighboring municipalities, San Rafael itself was relatively 

quiet during the years leading up to the revolution.  
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San Rafael was also not a site of combat during the Contra war that followed; 

nevertheless, people on the political Left and Right had painful memories of la guerra.  

Some former members of the National Guard fled the country after Somoza was ousted, 

abandoning their wives and children forever.  Although the literacy brigade remains to 

this day one of the cornerstone achievements of the Sandinista regime, one woman told 

me that she had been required to participate against her will, and was separated from her 

three young children for the six months of service.  Others spoke of having received 

fewer rations because they refused to join the Sandinista party.  

Limited amounts and varieties of food comprised a common war memory.  

Because of the disruption to agricultural production due to participation of much of the 

labor force in the military, as well as the war being fought on agricultural terrain, much of 

the food provided to the populace had to be imported.  The beans that arrived from Cuba 

and elsewhere were significantly larger than the ones normally eaten, and reminded 

people of vitamin pills.  The rice was either too hard or turned to mush, and the corn 

yielded poor quality tortillas.  During my Peace Corps service, many of the children’s 

food supplementation programs received donations of soybeans, and I had been asked to 

help provide recipes and instructions on how to prepare them.  When I brought some 

soybeans home from the market, to my surprise Doña Juana deftly showed me how to 

soak them and remove their skin.  She explained that soybeans had been donated during 

the war as well, and to this day she associated them with it, as a substitute for the 

preferred bean, and one that was very labor intensive to prepare.  At times, households 

would exchange food items with one another if each had uneven amounts of certain food 
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rations, and although there existed a black market, products were extremely expensive 

and making the transactions had to be conducted with the utmost of secrecy.  

Many families lost loved ones who served in the military, and people across the 

political spectrum recalled the military trucks that would come through in search of new 

recruits.  One of the neighborhoods I visited regularly was located just off the main 

highway, and people there recalled that at the first sight or sound of a military vehicle, 

word would spread, and only women and very young children would be left standing 

outside. As Mirna, who self- identified as a Sandinista, told me, “Whereas now people are 

afraid of the pandilleros (gang members) and other delinquents, during the war we feared 

the army.”  

Memories of those lost remained vivid in people’s thoughts, and their narratives 

were filled with a level of detail and emotional intensity that the past 15-20 years had 

done little to subside, such as was the case for Dona Eugenia, whose son Roberto was 

killed in the war. He had spent five years in Cuba for schooling, and three days after he 

returned, he was called up for military service.  Doña Eugenia’s sister next door had nine 

children and but hid her sons, hence none of them ended up serving.  Doña Eugenia, her 

husband and daughter all told Roberto not to go, but he felt an obligation to report to the 

site where he had been summoned.  He was pleased to already receive work after 

returning from Cuba, and enthusiastic about working side by side with some of his fellow 

former student friends there.  

Parents were permitted to visit their children just once during military service to 

bring them fresh clothing and some food.  Doña Eugenia’s husband and youngest 
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daughter went to the north to meet him, while she stayed at home to care for her baby 

grandson.  She was happy about the visit, and in good spirits when a military jeep pulled 

up to the house.  The people in the vehicle gave her a friendly greeting and asked whether 

her husband was home.  She told them no, and they said they would return to see him 

later.  She knew they were acquainted with him, so she did not think anything of the visit.  

A short while later, however, one of her sisters came over in another vehicle, ran over to 

her, and exclaimed, ‘Eugenia, tu hijo está muerto!’  At this point in the story, Doña 

Eugenia began to cry, but continued to speak: “I was alone at the house, feeding my baby 

grandson, when I received the news, and I went crazy.  Late that night, my husband and 

two of my daughters returned with the casket.” The house filled up with people, and, 

Doña Eugenia went on,, she no longer remembered what became of all the food she 

prepared, nor did she care: 

These tears never leave me, Laura, not after all these years.  They say it’s bad to cry 
for the dead because it makes their souls suffer, but I can’t stop myself.  I have 
illnesses, but I don’t really have pain.  I have sadness.  My sugar and my arthritis are 
not really what hurt me.  A parent never stops thinking about their child, a parent 
never stops worrying about their child. That’s why I always ask you whether you’ve 
heard from your parents, Laura.  Do you think they ever stop worrying about you?  
They ask how you’re doing, and you tell them fine.  Even if things were not fine, you 
would tell them you were fine because you wouldn’t want them to worry, verdad?  
But parents never stop thinking about their children when they’re far away.  My 
daughter has told me that I shouldn’t cry because Roberto wanted to go to the north.  
She tells me, “You did everything you could to try to stop him.  You told him not to 
go, my father told him not to go, I told him not to go.  But he wanted to, and he is at 
peace because he did what he wanted.  You don’t have to feel bad, because you didn’t 
send him away.”  But I can’t stop my tears…that’s why I always ask about your 
parents, Laura.

Although Doña Eugenia’s son willingly opted to serve, many more people 

recalled the standard response being to hide.  Even among those who supported the 
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Sandinista government, people felt torn between their loyalty to the revolution and the 

prospect of making the ultimate sacrifice to it in the form of either their own or their 

children’s lives.  Obligatory military service, officially called “patriotic service”, was the 

most unpopular policy implemented by the Sandinista regime, and continued to be 

bitterly remembered by study participants. Doña Eugenia and her family have maintained 

their support for the Sandinista party, but to this day, she was still consumed with guilt 

and regret for having failed to hide her son, even if against his own wishes, so that she, 

like her sister, could have protected her offspring.  For her daughter Yarixa, in turn, not a 

day went by when she did not think about her brother; she was literally haunted by his 

image during both her waking and sleeping hours:

I still see him every day, but he doesn’t scare me.  I imagine that he’s coming down 
from the hill, or walking down the street, smiling, but just when he’s nearly reached 
me and is about to hug me, he disappears.

Although Yarixa was the only one to tell me of ghost sightings, the present-day 

grieving and other expressions of trauma suffered through the war were common.  On a 

symbolic level, many people were haunted by individuals and actions of their past.  For 

Mirna’s brother Alberto, such hauntings stemmed from his participation in the fighting 

itself. Alberto served in the military for four years, and although his family too supported 

the Sandinistas, he was a reluctant recruit.  He had wanted to continue studying, but the 

law prohibited young men from completing their last two years of high school until after 

their military service.  Alberto looked young for his age, so he managed to stay in school 

an extra year before being drafted.  Close to the end of his four years of service, he 

escaped, but was eventually found, and forced to return to the military.  He was still 
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treated well, but was no longer eligible to return to his studies afterwards.  Hence, unlike 

many veterans who had the opportunity to receive university training, he never went 

beyond the third year of secondary school.  Although he had attempted to abandon the 

military and did not like to talk much about his military service due to the trauma he 

suffered, he remained loyal to the ideas of Sandinismo and spoke highly of the socialist 

form of governance under the Sandinistas: 

The university I attended was the university of life...  I served in the military, I came 
of age during the revolution, and the system of socialism agreed with me.  We’ve had 
three epochs in my country: forty years of la dictadura, ten years of war following the 
revolution, and now what we in the third world call neoliberalismo.  The socialist 
system worked very well, the state provided for the people.  We taught people how to 
read, I taught many of my neighbors here.  There was good health care.  The 
government provided the infrastructure.  Before, there was no running water.  There 
were only two puestos de agua (water posts) in the community.  And before then, my 
grandparents used to walk with buckets of water on their head that they filled at the 
basins. They would get up at three, four in the morning to walk there and carry the 
water back.  I was one of the people who worked to bring running water directly to 
our homes here…

 The state has a responsibility to provide for the populace.  I’m not saying that
socialism is perfect, but it is very good until certain limits.  Capitalism has its benefits 
too, up to limits.  The problem is that the capitalists only want one system.  I can 
respect that people have a different opinion, but the capitalist system has not been 
good for Nicaragua.  The socialist system was good, but the system fell, the country 
fell into a hole, and now, under the hegemony of neoliberalism, there is no work, and 
there is no subsidio (unemployment compensation or welfare) for the people.  There 
are no medications in the health center, if people become sick they have to look for 
plants to cure themselves.  Alemán and his party don’t care about the people.  They’re 
only interested in their own power and liderazgo (leadership).  

Although memories of the war could be invoked in a variety of contexts, the US 

invasion of Iraq in the spring of 2003 brought them into fresh relief.  While walking 

through a route that borders forestland one morning, one of my field assistants informed 

me that people had hidden there during the war in an effort to avoid being drafted. 

Recalling the repression exercised by the US-supported dictator Somoza and his National 
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Guard prior to his overthrow in 1979, their suffering as soldiers or as parents or siblings 

of young men who were killed in battle during the 1980s, and the extreme hardships 

posed by food scarcity due to the US-led embargo of the 1980s, many people identified 

with the Iraqi citizens caught in the crossfire, and were especially disturbed by the images

of the women and children who had been injured or killed.  One woman burst into tears 

as she told me that she thinks of the mothers of both the US and Iraqi soldiers who might 

never see their sons alive again.  On another occasion, when I arrived at the home of a 

friend to take pictures of her family, the children present were told to pose for a picture 

with their uncle, an uncle they have never met - he died in 1985 at the age of 22 while 

fighting for the Sandinistas.  A black and white framed picture of the young man was 

produced and placed in its niche in the memorial his parents had built for him just inside 

the home’s entrance. The children assembled around it, perfunctorily providing the 

obligatory smiley face pose for the photo session.  

In addition to concerns about the continuing impact of rising oil prices on the 

local economy, some people worried that Nicaragua would be pulled into a world war.  

One woman speculated that it could provoke another civil war here, since the Liberal 

party officially endorsed the US while the former Sandinista regime had maintained ties 

with Iraq. The children in my house also asked their mother if there would be another war 

here, and she tried to reassure them that this would not occur.  She then recalled for me 

her own witnessing of a church in a nearby town which was bombed by Somoza’s troops 

during the revolution, and the graphic injuries of the civilians who had taken refuge 

inside.  
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A war that takes place on one’s own soil is not soon forgotten.  When Chamorro 

became president and the war ended, everyone was very happy, Alberto’s sister Mirna 

told me.  For the most part, people in San Rafael expressed a sense of relief about the end 

of the war that had accompanied the UNO coalition’s victory, and no one expressed 

skepticism about the validity of the election outcome.  Although San Rafael is a small 

town, Nicaragua is also a very small country, enabling candidates to cover a lot of ground 

on their campaign trails.  During the national election of 1996, when candidates from 

over 20 parties ran for president, several caravans rode through town, with both Daniel 

Ortega and Arnoldo Alemán riding past my house.  The Sandinista party received the 

most votes among the urban population, but the PLC, Alemán’s party, won among the 

rural residents, who made up nearly 80% of the municipality’s population.  

Initially, fueled in part by national news reports of election anomalies and stories 

of foul play occurring within local precincts, many people told me they believed there 

had been fraud, and that Alemán had not truly won.  When I returned for a follow up visit 

in 1998, however, some of the same individuals told me they no longer believed this; 

rather, they suggested that many who claimed to have voted Sandinista had lied to their 

fellow party members. Across party lines, the concern with maintaining social stability 

appeared to be a primary factor in how people voted. In the 1996 and 2001 elections, 

media reports and propaganda generated by the PLC party promoted fears that a 

Sandinista government would inevitably lead to another war; such speculations were not 

been taken lightly. In one case, for example, a friend of mine expressed reservations 

about Nicaragua’s future should the Sandinistas return to power.  In response to her 
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complaints about the Alemán administration, I had ventured that perhaps the Sandinistas 

would prevail in the 2001 elections.  After a pause, she quietly replied: 

Laura, in my heart I will be always be Sandinista.  But many say that the Sandinistas 
only know how to make war, and how to rule in times of war.  Both of my brothers 
served during the war, one of them was only 14 and the other was 15 when they were 
summoned for service.  My older brother was killed, and my younger brother was 
taken prisoner.  He survived, but he has never recovered from his trauma.  Now I 
have a son, and I don’t want him to go war.  

Although the view that Sandinistas themselves would start a war was usually 

articulated by their opponents, in other instances, party members themselves, such as my 

friend above, told me that they feared another war in  Nicaragua if the Sandinistas 

returned to power, either because the Sandinista leadership would seek it, or because the 

US would not tolerate a Sandinista regime.  As my neighbor Don Carlos explained: 

Many people vote Liberal because they remember the servicio patriótico of the 
Sandinista regime.  The intention had been to solidify national unity by having all 
young men participate, but many of them went off to the mountains and returned in 
coffins. Parents don’t want to send their children off to fight another war.  They say, 
“Sí, somos pobre, estamos sufriendo, pero mejor morirnos de hambre que morirnos 
en guerra. Yes, we’re poor, we’re suffering, but it’s better to die of hunger than to die 
in war.”

To the extent that the hegemonic process is successful, individuals and groups 

internalize their subordination.  Yet such internalization is not a given.  As Raymond 

Williams observed, the meanings and values imparted through the institutions of civil 

society are often contradictory, and subject to the individual’s own interpretations and 

selective incorporation. Calling attention to the affective dimensions of hegemony, 

Williams (1977:122-3) identifies three instantiations of interacting cultural meanings, 

values and practices that people experience: the dominant order of the present; the 

residual elements of the past which carry over into the present; and the emergent forms 
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that are in development.  Through this process, each generation develops its own 

“structures of feeling”, characterized by “meanings and values as they are actively lived 

and felt…the relations between these and formal or systematic beliefs are in practice 

variable (including historically variable) over a range from formal assent with private 

dissent to the more nuanced interaction between selected and interpreted beliefs and acted 

and justified experiences…” (1977:132).  As I have discussed above, among those who 

lived through the Somoza dictatorship and the subsequent revolution, a range of views 

can be discerned regarding the quality of life under each regime, but they also converge 

in their collective social memory of the saliency of particular historical events and the 

structure of social relations, and, significantly, the sense of an ongoing relationship 

between these past and present circumstances, as illustrated in the fears that the linkages 

between national and international relations could result in another war for Nicaragua.  

While war memories have continued to impact on people’s lives and social 

relations of the present, they are also fading as the first generation without such memories 

comes of age with its own emergent “structures of feeling.” When a twenty-year-old 

neighbor asked me about the US invasion of Iraq and how long it might last, I told her I 

did not know, but that I believed the first one had lasted less than a year.  “But that’s a 

long time!”, she exclaimed.  “Not compared with other wars,” I replied.  “The war here 

lasted nearly the entire decade of the 80s.”  “Really?”, she asked, startled.  She went on to 

say that she did not really remember it, that she did not even think she had been born 

until after it ended.  A couple of teachers, in turn, noted that the current school 
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curriculum was scant on critical analysis of Nicaragua’s political history, and they 

themselves were reluctant to expand on it for fear of dismissal from their jobs.  

As part of the ongoing struggle to represent the past and present at the national 

and local levels, symbolic markings of the Sandinista era were also disappearing from the 

San Rafael landscape, just as they had in Managua when Alemán was mayor during the 

first half of the 1990s (Babb 2001).  An early source of confusion as I became 

reacquainted with the local geography for fieldwork emanated from the name changes of 

schools and neighborhoods.  In some cases, places that had acquired names in honor of 

significant dates and martyrs of the revolution had reverted back to their former names, 

or were given new ones.  At times the renaming process was contested, indexed by those 

who continued to use the former names.  In some instances, I noticed people hesitating 

before deciding which name to use, even making a small comment about it so as not to 

risk offending others.  

Following the election of Chamorro in 1990, many Sandinistas with high 

positions in the government either resigned or were replaced.  In San Rafael, some 

Sandinista government employees in lower positions experienced persecution through job 

losses, inability to get hired, or discrimination in work settings, as well as marginalization 

from development interventions due to their political affiliation, but violent forms of 

repression and government censorship were not reported to me by anyone.  Notably, in 

the media news coverage and daily conversations, people seemed comfortable expressing 

their political views.  At the outset of my fieldwork, I was advised by numerous people to 

avoid asking about politics during my surveys and interviews, lest research participants 
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fear that I had a hidden agenda or that I might offend someone.  I had been given the 

same instructions by Peace Corps personnel when I was a volunteer, but at both times I 

found that people frequently – very frequently, in fact – initiated the subject themselves.  

While a majority of the population had not completed primary school, most 

people did keep up with both national and international news, and in fact seemed to be 

better informed about current events than many college-educated Americans.  It was not 

uncommon to find campesinos reading newspapers on the bus, and once I came upon a 

woman from one of the poorest households, possessing only a fourth grade education, 

reading the newspaper in her front yard.  Regardless of literacy level, most people 

listened to the radio and/or TV news coverage, and many made direct connections 

between their own life circumstances and national and international events of the past and 

present.  

Frequently, these connections were made at the intersection of corruption.  At the 

national level, there has been a long history of corruption in Nicaragua, persisting beyond 

the Somoza dynasty.  The outgoing Sandinista regime was tainted by the “piñata”, the 

last minute seizure of land and funds for the personal use of certain party members.  

During the Chamorro years, Alemán, as Mayor of Managua, began his own 

misappropriation and embezzlement of funds, which, by the time he completed his 

presidency, totaled over 100 million dollars; he was later charged with criminal 

association and electoral violations (CNN 2003).  Others in his presidential 

administration were also implicated, most infamously his Vice Minister of Finance and 

the Director General of Taxes, Byron Jerez, who was accused of using international aid 
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received for the damage caused by Hurricane Mitch to construct a luxury beach mansion, 

and appropriating other government funds to buy 25 vehicles (La Prensa 2003d,f,j).  Also 

during that period, several banks went bankrupt, causing some people to lose their all 

their savings, and eroding public confidence in the institutions that survived (La Prensa

2001b-d).  

Finally, the FSLN and PLC made a pact to consolidate their power into a de facto 

two-party system through partisan appointments to the Supreme Court and the Supreme 

Electoral Council, and the imposition of rigid prerequisites for political parties to gain 

legal status and put up candidates in elections.  The same pact conferred diplomatic 

immunity upon all ex-Presidents by granting them lifetime membership in the National 

Assembly, thus protecting Ortega against allegations by his stepdaughter that he had 

repeatedly sexually abused her, and protecting Alemán against prosecution for 

embezzlement (La Prensa 2000a,b, 2001a, 2002a,b).

President Bolaños promised to clean up corruption during his administration, and 

between 2003-2004, both Alemán and Jerez were tried and jailed.  Both have since been 

released, however, and little of the laundered money has been recovered (La Prensa

2003a, 2004a).  Moreover, Alemán’s release has been attributed to further behind-the-

scenes negotiations between the FSLN and the faction of the PLC still supporting 

Alemán; in 2003, the two groups had made a second pact for the naming of court justice 

appointments (Carribean and Central American Report 2004; La Prensa 2003b, 2004a-d).  

A nationwide survey conducted that same year found that over 70% of those interviewed 

believed that ex-Presidents Ortega and Alemán were the ones who truly exercised power, 
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while only 17% believed that the current President Bolaños was in charge; over 80% also 

believed that the FSLN and PLC pacts were formed to further the Ortega’s and Alemán’s 

personal and party interests rather than those of the populace (La Prensa 2003b).  With 

both the FSLN and the pro-Alemán faction of the PLC in opposition to Bolaños, he in 

turn has now been implicated in a scandal of his own, for electoral delinquencies 

including the acceptance of illegal foreign donations as part of his 2001 election 

campaign, and has become vulnerable to losing either his political office or having his 

presidential powers severely curtailed by the National Assembly (La Prensa 2004a,g).  

Thus far, the numerous scandals have hurt the political Right more than the Left.  

In the municipal level elections of November 2004, the FSLN gained control of the 

National Assembly and over half of the municipal governments, including 14 out of 17 of 

the Department capital governments, thanks to divisions that have fragmented and 

weakened the PLC.  At the same time, over half of those eligible to vote abstained in this 

election, an unusually high percentage for Nicaragua, and one which was interpreted in 

the press to signal widespread disillusionment with the current state of the political 

system and the leadership in the major political parties and government (El Nuevo Diario

2004; Harper’s 2005; Latin News Daily 2005; La Prensa 2004h-k).  The US government 

has continued to support the rightwing politicians, however, and has been working to 

reunify the Right and provide funding for such efforts in order to prevent a Sandinista 

victory in the 2006 presidential and national elections (La Prensa 2004f).

Tales of corruption at the national level were not simply experienced as abstract, 

distant events reported in the news.  Rather, their effects reverberated into local daily life.  
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In San Rafael, the only bank in town was one of those to permanently shut its doors after 

only a couple of years of operation there in the late 1990s, due to the widescale collapse 

of the banking industry during the Alemán administration, although it survives in the 

collective memory as a landmark for the bus stop and directions, “Where the bank was...”  

Stories of corruption also implicated various local government agencies and other lower 

level bureaucrats, as well as development programs. During the survey phase of the 

study, several spoke of particular neighbors who had received material assistance or were 

unfairly selected for participation in development projects, of assistance being 

conditional on one’s political affiliation in so far as certain programs were administered 

by government officials, NGOs with political ties, and of projects that had become 

politicized through the infiltration of participants with ulterior agendas.  One of the local 

diagnostic evaluations, in fact, listed the politicization of local organizations as one of the 

major obstacles to their ability to function.  While not all rumors were necessarily correct, 

the suspicion generated by the sense of widespread corruption made it difficult for some 

groups to work together, as volunteer executive committee members for any endeavor 

involving a budget were at risk of becoming the subject of speculation, and scrutinized 

for any signs of evidence of inappropriate personal gain.

Politics, Poverty, and Violence

In addition to corruption, the rise in structural violence constituted a second point 

in which people’s individual life circumstances intersected with national and international 

events. Uvin defines structural violence as “a condition in which the poor are denied 
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decent and dignified lives because their basic physical and mental capacities are 

constrained by hunger, poverty, inequality, and exclusion” owing to political, economic 

and social factors (1998:105).  A number of scholars have demonstrated through case 

studies that the relationship between development aid and state formations is implicated 

in systemic, interrelated processes of structural and political violence (e.g., Ferguson 

1990; Green 1999; Uvin 1997). Illustrating the historical associations between structural 

and political violence experienced in Mayan communities in Guatemala, and the 

contributions of development aid programs and policies to these processes, Green 

concludes that development aid projects which neglect political conditions not only limit 

their ability to eradicate structural violence, but help perpetuate political violence, for 

their “apolitical” stance “serves to legitimate the status quo” (1999:70).9

In Nicaragua, the utilization of coercive measures to repress dissent has 

substantially diminished; structural violence, however, is increasing, and in the process, 

social stability has been undermined.  Significantly, participants in the present study 

hailing from diverse political affiliations shared a common perception that health care 

and other social services have worsened during the recent years of neoliberal-oriented, 

civilian democratic governance.  They further noted an increase in economic insecurity 

and violent crimes.10 “Before the danger was from the war, and now it’s from the 

9 Uvin (1998) makes a similar argument in his case study of the genocide in Rwanda. In his analysis, he 
describes how structural violence sets the foundation for acute violence, as constraints against the latter’s 
usage are weakened through: routinizing and legitimating the social marginalization of certain populations; 
reduction of people’s self-respect; and disruption of community-level social relations.
10 People’s perceptions of a rise in violent crime are also supported by statistical data.  According to a 
World Bank report, “violent crime accounted for almost half of all reported crime” in 1995, and “crimes 
against life almost tripled in a single year,” from 1997 to 1998 (Moser et al. 2005:126).



100

delinquency”, Mirna told me.  Amanda, a health center nurse, drew parallels between the 

violence of the Somoza regime and the present: 

Before, there was somocismo, the dictatorship.  People didn’t study, they were killed 
by the guardia (National Guard).  Now they can go to Managua and not return 
because of the delinquency.  There are robberies and drugs due to gangs.  Only the 
form of violence has changed.  There is no longer security for citizens…there is no 
work, no financing for campesinos. There is delinquency due to this same problem of 
poverty.

While Amanda perceived a return to violence after a respite during the Sandinista 

years, other participants expressed a nostalgic yearning for the “order” and relative 

economic stability enforced under the Sandinista and/or Somoza regimes, through 

martial law.  One person even opined that a benefit to the obligatory military service 

during the Sandinista years was that it kept delinquent male youths off the streets out of 

fear of being rounded up by the army trucks searching for draftees.  Others attributed 

youth delinquency, drug use and gang involvement to the combined lack of recreation 

centers, economic ability to stay in school, and jobs.

In Chapter Seven, I will further discuss how social relations have been affected by 

rising rates of crime and violence.  For the moment, let me note that I had no memories of 

anyone even referring to pandilleros (gang members) in San Rafael during the mid-

1990s. During the course of this fieldwork, however, I personally witnessed and in some 

cases interacted with pandilleros in both the urban center and all three of the 

neighborhoods I regularly visited. Health center nurses and field assistants, in turn, would 

not venture into certain areas reputed to be solito (isolated), for fear of being assaulted.  

Petty theft by delinquents known as rateritos was also a problem in both urban and rural 

areas.  In such instances, trespassers would steal whatever they could, from TVs and 
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radios indoors to chickens or freshly washed clothing and plastic dishware left outside to 

dry.  Often suspecting their neighbors or other nearby residents of having committed such 

thefts, people expressed a mistrust that both reflected and reinforced social tensions.

Given the corruption of their politicians, inadvertently facilitated by various 

development agencies, and the disparity of wealth and material resources, a number of 

San Rafaeleños questioned the extent to which their society could truly be called 

democratic. As my neighbor, Don Carlos, opined, “There is no democracy in this 

country. When the rich have all the power and money while the poor are dying of hunger, 

that is not democracy.” Don José, a local community leader in one of the neighborhoods I 

visited, explicitly identified the relationship between development agencies and 

politicians as an obstacle to both the economic and political “progress” of Nicaragua:

I’m not an expert, I’m not an economist, but the IMF and the World Bank have to 
assure that the funds they send reach the population.  All of the aid that arrives 
remains with the public officials, with the politicians, and does not reach the poor. 
Many organizations realize this now and are starting to work directly with the
communities.  

Don José eked out a living by raising ornamental plants and fruit to sell, and had 

experienced the direct involvement of organizations in communities first hand through 

his participation in a local cash crop scheme.  Although he viewed such projects as a step 

in the right direction, he maintained his concern about the potential for his country to 

make a substantial change:

…hay atraso aqui.  There is a delay here.  People in other countries say that 
Nicaraguans are guerreristas, that we only know how to make war, and this why we 
can’t progress.  [sigh] And they’re right.  Costa Rica has progressed bastante, their 
economy is strong and the country has a real democracy.  It’s not like here, where the 
politicians go around regalando cositas (giving away small things) to buy the 
elections.  Costa Rica is fifty years ahead of us in el progreso.
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It was common to hear members of the middle class disparage the campesino vote 

as having been bought as they questioned the extent to which a true democracy existed in 

Nicaragua.  These votes were cheap, they explained, acquired in exchange for a new roof, 

a cement floor, a few medications or a couple of sacks of beans and rice.  People 

attributed the success of such bribes to campesinos’ lack of education and ignorance.  In 

my own interviews, however, I found that people’s motivations were far more pragmatic 

and complex.  

Some people openly stated that their decisions to vote for certain candidates were 

based on who offered the most to them at election time.  Several felt let down afterwards 

because they had believed that the goods they had received were a token of more to come 

following the elections.  For others, the condition of sheer poverty meant that election 

bribes were one of the few opportunities they had to directly benefit from the political 

process.  They hoped that successful politicians would “remember” the rural 

neighborhood that voted for them outside of election years.  Two of the neighborhoods in 

my study, had, in fact, received new school buildings within the past couple of years.  

One of them has also been the site for multiple agricultural development projects, and the 

mayor seemed very receptive to assisting a neighborhood which had shown strong 

partisan support in the last two elections.   Overall, however, rural residents expressed 

skepticism about the motives of both major political parties, believing that politicians 

cared little for the population aside from capturing votes.  As another local community 

leader told me, “La politica de aqui es dura, it cannot be escaped, and therefore the 

country cannot develop.”
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Nicaragua es Pobre, Nicaragua es Rico… Is Nicaragua a Poor or Rich Country? 

Doña Carmen looked tired as we approached, but offered us chairs to sit on.  She is 
“mas o menos” at present.  “For two days I had fever and lower back pain, like la 
quebradora (dengue).  Today I felt like getting up, but I want to go to the hospital to get 
an exam.”  She hasn’t been able to go, however, because she needs to care for her 
grandchildren while her daughter works as a domestic servant in Managua.  “I can no 
longer support this back pain.  I’m only with pills.”  Doña Carmen commented that 
everyone in the US is rich, they earn in dollars and the dollar “rinde”, it goes far.  In 
contrast, “Nicaragua es pobre, more poor than other countries in the world...Here there 
has been the earthquake, hurricanes, war…” Doña Carmen says that she can only count 
on her daughter’s income.  Her husband, son and son-in-law only work “sus diitas” in 
the campo, earning 20, 25, or 30 córdobas a day at most, and they don’t have work every 
day.  (Fieldnote entry, August 2003)

In the beginning of this chapter, I noted that the economic situation of the national 

and local levels was so preeminent in people’s minds that it was often simply referred to 

as “la situación.” In Nicaragua, poverty is practically a characteristic of the national 

identity.  The phrase, “Aquí en Nicaragua somos muy pobre, Here in Nicaragua we are 

very poor” was used by people across social classes to refer not just to themselves in 

particular, but the nation in general.  On the surface, this discourse might seem to be 

filled with a sense of fatalism or shame, yet people often used it to construct a form of 

nationalist pride. 

Notably, in the Introduction’s opening fieldnote entry, Vilma articulated this 

discourse in the context of a joke, laughingly correcting me on my intention to study 

health care among the country’s poor: “But here, all of us are poor, Laura!”  People 

regularly joked about the individual and collective dimensions of poverty and suffering.  

According to Sergio Ramirez, “The Nicaraguan puts on an armor of humor when facing 

difficult situations.  Life here is incomprehensible without a sense of humor” (Gentile 

1989:128-9, cited in Field 1999:27).  Combining intelligence, shrewdness and pride, this 
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armor of humor, he further explains, is a form of “defense” which helps define the 

national character and preserve the national dignity of the Nicaraguan people.  For the 

most part, describing Nicaragua or Nicaraguans as poor was connected to the many 

tragedies the nation has suffered, ranging from natural disasters to the man-made ones 

such as the war and political corruption, all contributing to a weak economy.  The 

discourse of poverty was a critique of the current political economic conditions of the 

country, but it did not necessarily extend to people’s assessments of the potential that 

could be achieved. This became clear through further discussions in which a counter- or 

companion discourse emerged, depicting the true Nicaragua as a rich country, rich in 

resources and in its people.  “No es que somos pobre”, Pastor Enrique explained to me.  

“It is not that we are poor.  Nicaragua is rich in potential, but the government and the 

politicians say the opposite so that we can receive international funds.”  

The idea that Nicaragua was rich in potential was to be repeated frequently during 

the fieldwork period.  Pointing out the lush vegetation all around us one day, my field 

assistant Esther asked me rhetorically, “Nicaragua is a country of riches, no?  There used 

to gold mines here too.  For this reason, the Spaniards came here.”  Aracely, who had 

been present when Vilma made her joke to me in the health center, similarly noted the 

interest other countries had in Nicaragua’s resources on another occasion.  Like many 

others, she implicated the corruption of Nicaragua’s politicians for holding the country 

back. To ground her impression, she told me how during a recent illness she had turned to 

prayer after being told that the medication she needed was not available at the health 

center and would cost her the equivalent of nearly five month’s wages. “El Señor me 



105

curó,, God cured me,” she said.  When I asked why the health center had not provided 

her with the medications for free, she scoffed, “¿Qué medicamentos?  There aren’t any!”  

“Not even for health workers?” I asked.  “Not even for us.”  Sighing, she continued:  

The truth is that we are not poor in my country. It is a very rich country, Laura.  
We have many beautiful resources, things that people from other countries would 
like to have, that is why they come to export them.  But we do badly because of 
the administration.  As long we have corruption, as long as our government 
remains corrupt, no podemos salir adelante.  We can’t move forward.  We’ll 
never raise ourselves up.  No matter how much aid arrives, it won’t help us.  The 
aid that arrives never reaches the people, all of it goes to the salaries of the highest 
funcionarios.  And if more arrives, only their salaries will increase.  And Alemán 
was the worst, look at how much he stole.  In the meantime, the lower ranking 
government employees struggle to get by on their meager salaries. The workers in 
the ministries of health, education and the police, these three are the worst off.

Aracely believed that all politicians were corrupt, regardless of political 

affiliation, a view shared by many.  Several people compared Nicaragua with neighboring 

Costa Rica, arguing that Nicaragua’s natural resources and hard working people were 

superior, and that they would actually be more “developed” than their Central American 

neighbor were it not for the war of the 80s and the corruption of the political regimes 

since then.  Some who blamed the Sandinista regime for contemporary problems felt that 

things had been better during the Somoza years.  When I mentioned this to my neighbor 

Don Carlos, a Sandinista, he agreed that this was potentially true, for the population had 

been much smaller, there was more agricultural production, and there was more food to 

go around.  

As to whether and how much “progress” had been made since the Sandinista 

years, people tended to be divided, citing different material and technological markers as 

indicators.  Those who believed things were better off would note the changes in 
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infrastructure such as the paved roads and transportation system, and point to the wide 

array of consumer goods now available.  “Not everyone can afford them, but at least they 

are available now”, said Doña Elena, a volunteer health worker.  Others said the opposite, 

“Everything can be found in the markets now, but we can’t afford to buy them.”  

Amanda, who held the latter viewpoint, defended the Sandinista government: 

There were many advances during the Sandinista epoch, in education and health… 
Now we are going backwards.  Many people have complained about the suffering 
during the 80s, and it’s true that there was rationing, but at least the food rations were 
free and they were distributed to everyone.  It wasn’t like now when people who can’t 
afford the food are left to suffer…Yes, things were rationed, but they were free and 
distributed honestly.  Not even those with money could buy more.  And now there is 
everything wherever you look, but there is nothing (no money) with which to buy.   
And in the ‘free market’, one goes shopping, and the merchants say that their 
products are high quality, but when you buy something and take it home, you realize 
that it doesn’t work.  That is the ‘free market’.  

Amanda had been the one to introduce me to Pastor Enrique, and she now reworked his 

original commentary on Nicaragua as a rich country: “It’s like the evangelical pastor said, 

‘We are not poor.  We are a country rich in resources, the rivers are made of milk.  We 

are rich, but our government makes us poor.’”  

Indicators of  “El Progreso” versus “El Atraso” in Nicaragua’s Future

As with their academic and policymaking counterparts, residents of San Rafael 

evaluated a range of material indicators to assess whether and to what extent their 

community and nation was moving adelante (ahead), especially in the realms of 

economics, governance, infrastructure and education. Based on these indicators, the 

dominant outlook for Nicaragua’s future was pessimistic.  Without an end to the political 

corruption, people opined, Nicaragua’s future was bleak.  Additionally, a number of 
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participants expressed concern about the country’s continued shift away from agriculture 

production and the impact of competition from imports.  Shortly after I first met her, my 

field assistant Doña Ximena told me that there used to be a strong cotton economy in 

Nicaragua, “but now the clothes everyone wears are imported and the fabric da calor

(makes one warm).”  She touched her own blouse as she told me this, and I realized that 

the imported clothing worn in this subtropical climate was mostly made of non-

breathable polyester and rayon fabric. Don Esteban, in turn, recalled that when he was the 

age of his youngest daughter, there was much more agricultural production.  People grew 

beans, corn, and other granos básicos.  In his neighborhood there was substantial 

production. “But now the people don’t plant. The majority are vendors, and the beans and 

corn that we buy, who knows where they come from!”  

Don Esteban himself stopped growing beans five years ago.  I asked why things 

had changed, and although he initially implicated the state, he also cited environmental 

and local level factors.  Recent volcanic activity had released harmful gases that reduced 

crop yields and rendered the yields more unpredictable.  Also, it was very expensive to 

rent land and raise the crops.  Locally, it cost 400 córdobas to rent a manzana of land, 

and once the costs of planting, cultivating and harvesting were factored in, it was no 

longer profitable. Even subsistence crops could cost more than just buying them at the 

market.  “For this reason, many people say, it’s better to buy my quintal11 of beans and 

not plant.” Finally, he cited the risk that delinquents would come through and cut the 

crops to sell themselves just when they were ready to be harvested.  Some even came in 

11 A quintal is a weight measurement equivalent to 101.5 pounds.
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vehicles at night and could thus clear an entire field.  “That is their profession”, Don 

Esteban joked.  Most people even had to buy their bananas now, he went on, and for the 

few who had the trees on their land, they cut their bunches of guineo early to prevent the 

fruit from being stolen.

Don Esteban, like a number of others in their forties or older, attributed the 

increased delinquency in the country to youths who felt it was beneath them to work in 

the campo or engage in other forms of manual labor, but who could not find alternative 

employment.  One of the challenges that residents identified to obtaining better paying, 

higher status jobs, particularly for the poor and lower middle income families, was access 

to education. The first school was founded in San Rafael following the arrival of a 

teacher in 1920.  Elders recalled for me that during their youth, schooling was only 

available in the urban center, except for those families able to afford to pay a teacher to 

provide private lessons in their homes.  A second urban-based primary school was built 

in 1963, while construction in rural areas was underway by the late 1960s.  Even in those 

areas already possessing schools by the time the Sandinistas came to power, however, 

literacy rates among the adult population were low, and brigades were sent to teach and 

live in the rural communities of San Rafael for six months at a time.  In 2002, there were

primary schools in all of the rural areas, although in the most remote areas classes were 

only offered through grade four.  The municipality also had three secondary schools, two 

public and one private, located in the urban sector.  

Nationally, 36% of the population was estimated to be illiterate in 2000 (UNICEF 

2004).  A 1997 diagnostic survey administered by the local health center, covering 11 of 
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the rural communities of San Rafael, reported that 16% of the population was illiterate on 

average, with the rates among individual communities ranging from 7 to 30%.  While this 

rate was substantially lower than that of the national level, observational data of actual 

reading levels and surveying methods suggest that many of those classified as “literate” 

could not read very well. Moreover, the same survey reported that only 8% of the 

population had actually completed elementary school, and 5% had completed high 

school.  It should be noted, however, that the survey included all people over age seven, 

rather than basing its percentages on the segments of the population old enough to have 

completed primary and secondary schooling.  The mayor’s office statistics (2001) do 

show a significant drop off in attendance following primary school, however.  In 2001, 

73% of the student population was enrolled in primary school, 18.6% was in high school, 

and only 3% attended a university. 

In my own surveys, the majority of household members possessed less than a 

fourth grade education.  Most rural residents had not completed elementary school, and in 

large families, not all children were enrolled in school each year.  In some cases, children 

who expressed a dislike for school or who did poorly in classes were no longer sent.  As 

the parents explained, although school was supposedly free, in practice it was very costly 

due to the uniforms, shoes, classroom materials and snacks required for the children, as 

well as cooperación fees levied by the schools to cover costs of supplies such as chalk, 

toilet paper, custodial supplies and various projects.  Therefore it was impractical to 

enroll children who did not apply themselves, or who did not do well in their coursework.  
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Uniforms and shoes were not required in poor neighborhoods, but the children 

themselves sometimes felt a sense of shame if they were among those to arrive in street 

clothes and chinelas (house sandals), or if they lacked money to buy a snack during 

recess.  Additionally, children who were held back a year by teachers due to poor grades 

or whose parents could not afford to enroll them every year would sometimes eventually 

drop out due to embarrassment as the age difference between themselves and a majority 

of their classmates became pronounced. In the urban areas, where the secondary schools 

were located, uniforms were mandatory, and the cooperación fees were in fact more 

compulsory than voluntary.  Combined with transportation fees and other miscellaneous 

expenses, and factoring in the limited economic opportunities available with a high 

school degree, secondary education was an unaffordable luxury for most rural 

households.

At the same time that secondary education remained elusive to a majority of the 

poor, for the middle class and some lower-middle-income families there has been a 

significant increase in the number of universities in Nicaragua within the past few years.  

Most of the private universities set their tuition at rates comparable to those of the public 

universities, while the public universities have opened additional satellite campuses in 

smaller cities.  For both recent graduates and alumni, however, having a degree has not 

necessarily provided them with better career opportunities.  Herein was the second major 

obstacle posed to social mobility and economic security: Nicaragua’s elevated 

unemployment and underemployment rates, across economic sectors. One of the 

volunteer health workers with whom I collaborated during my Peace Corps years, for 
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example, has since gone to college and obtained her teaching degree.  After two years of 

being unable to get a position in the public school system, she ended up taking a job as a 

factory worker in the zona franca.  

Doña Lupe, in turn, whose household was one of the few that was actually too 

well off to qualify for my long term study sample, told me that all of her children had a 

university education, but she questioned its value given that only one of her offspring 

actually had a white collar job.  “One of my sons is an engineer, and he sells fruit in the 

market.  Can you imagine that?  An engineer selling fruit in the market?  This is how we 

live in Nicaragua!”  Her family continued to maintain itself through its farm land.  Such 

circumstances were common among the families in the urban center as well.  People with 

college degrees frequently ended up working as merchants or taxi cab drivers.  On my 

street, recent college graduates living on either side of me were faced with the choice of 

either working in remote regions on the Atlantic Coast, or leaving the country, while two 

of my Nica sisters transferred to other universities after deciding their initial degree 

programs were not employable.  “La juventud siente decepcionada,” Doña Juana told me 

one evening, “The youth feel disillusioned because after all their hard work and sacrifice 

in school, they can’t find work when they graduate.”  

Doña Lupe worried that Nicaragua faced an uneasy future due its present 

relationship between education and economic development.  On the one hand, she said, 

there were too few people with an education, and without an educated population, the 

country could not progress.  On the other, many young people, such as her children, have 

pursued university degrees in careers for which there are no jobs.  “We need fewer of 
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these universities that are emerging all over the place, and more technical institutes.  We 

need schools that teach mechanics, that teach practical skills through which people can 

find work.”  Worse still, she believed, now that the younger generation has learned to 

study, they do not even know how to work, nor do they want to.  Others made similar 

comments, sometimes extending the discussion to those youth who lacked a secondary or 

post-graduate education, but who shared the dream of a better life and therefore eschewed 

engagement in manual labor since it did not fit in with the aesthetic of modernity.  As 

Doña Ximena explained, “Many youths don’t work now, not simply because of 

unemployment, but because many feel ashamed to use the machete.  They won’t work on 

someone else’s land for wages, or even help out on their parents’ land.”

The most optimistic perspective on the future of San Rafael came from the 

mayor’s office, where the mayor and staff spoke with enthusiasm about plans to try to 

develop a tourist industry capitalizing on the region’s picturesque landscape, areas with 

potential to become designated natural reserves, and artisans.  The development plans and 

the mayor’s office budget report yielded an impression of much activity, ranging from 

rural homes already refitted with new zinc roofs and cement floors, to projects in the 

works to replace old school buildings, pave more roads and increase the number and 

range of health care facilities and services.  The majority of discourses I heard from 

survey participants on development, however, focused on the inequitable distribution of 

such resources, and corruption.  

Development as “progress” was certainly discernible with respect to 

infrastructure, communication and the availability of consumer goods in San Rafael.  
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These changes have not been equally accessible to all however, for they have been 

accompanied by an increased disparity of the wealth.  While the new elites of San Rafael 

build their gated mansions, the poor struggle to meet their daily subsistence needs.  The 

middle class, in turn, has been eager to participate in the modernity project through the 

internet and consumerism, especially the youth, but they generally have to work more 

than one job to acquire their luxury goods – and even then, many are buying on credit.  

The urban/rural disparity within San Rafael has increased as well, as exemplified by 

levels of education, access to technology resources such as phones, computers and the 

internet, and other consumer goods.  For rural residents, contemporary forms of 

participation in globalization have been largely limited to factory employment in the zona 

franca, migration to Costa Rica to work in agriculture or construction, development 

projects and visiting medical brigades.

Conclusion

According to Eric Wolf, “we shall not understand the present world unless we 

trace the growth of the world market and the course of capitalist development…we must 

be able to relate both the history and theory of that development to processes that affect 

and change the lives of local populations” (1982:21).  In this chapter, I have examined 

how the history of political economy of Nicaragua has been shaped by interacting 

international and domestic social relations, resulting in the production and reproduction 

of political, economic and social inequality.  The implementation of a development aid 

program through the Alliance for Progress resulted in uneven outcomes that increased 
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rather than alleviate these inequalities.   “Modernist” views of development, which 

provided the underlying logic of the Alliance for Progress and have continued in various 

guises to influence contemporary development aid logics, imply that the nation-state 

plays a neutral, benevolent, apolitical role in the design and implementation of 

development policies and projects.  History in Nicaragua tells a different story. 

Maintaining a façade of accountability to donor agencies was important to the 

authoritarian Somoza dynasty of Nicaragua. In reality, funds were embezzled and used 

for political patronage, public protest was prohibited, and a repressive regime maintained 

control through violence when challenged. Despite the Alliance’s stated goal of the 

promotion of democratic institutions, the U.S. government was willing to ignore this 

repression to support what it viewed as a staunchly anti-Communist regime, and help it to 

remain in power during the Cold War era.  Political violence reached its highest levels 

during the 1970s and 1980s, culminating in Nicaragua’s 1979 revolution. In response, the 

U.S. backed counterinsurgency efforts and introduced an economic embargo.  By the end 

of the 1980s, a pro-U.S. government had returned to power, and democratic elections 

have been held for the past 15 years. Despite the resumed flow of aid, however, 

Nicaragua remains the second poorest country in the western hemisphere, and its political 

system is fraught with corruption.

Over the last 25 years, Nicaragua has undergone multiple regime changes, from 

an authoritarian dictatorship to a revolutionary socialist-oriented government, to a 

civilian democratic one starting with the transitional right-center UNO coalition and 

finally, the right-wing neoliberal dominated government since the late 1990s.  Whereas 
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the Somoza dynasty resorted to coercive measures to marginalize the populace from 

participating in the political process, overtly repressive measures have significantly 

decreased in the present. Nevertheless, the legitimacy of the current political system is 

suspect in the minds of its citizens, given the widespread corruption. Development aid 

intended for the poor has been used by political parties to solidify their position and has 

been unfairly distributed. Politicians see development dollars as sources of wealth and 

patronage. Paradoxically, one of the outcomes of the alliances between the FSLN and 

PLC has been to weaken both of the major parties through internal in-fighting and 

factionalism. Fighting over scarce resources (often development dollars) has eroded their 

legitimacy in the eyes of the populace.  

In the introduction to this chapter, I noted that many scholars of development 

have questioned the actual gains made by the transition to civilian democratic regimes in 

Central America, given the lack of autonomy states have in national planning, and the 

lack of transparency and accountability on the part of the international agencies. Often 

these agencies make their aid and loan agreements conditional on macro-level structural 

adjustment programs that prioritize economic efficiency over vital social services. While 

some researchers have suggested that the potential for social change might lie in the 

development of a strong civil society, one of the challenges cited by San Rafaeleños was 

the interdependence of political and civil society at the macro- and micro-levels.  

Corruption and economic instability have permeated relationships at the local level and 

made it difficult for development programs and community-level organizations to 

function, in a context of extreme poverty, wherein social relations are breaking down in a 
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climate of distrust.  This is not to say that “success” stories were absent in San Rafael, but 

there are limits to what can be achieved locally when macro-level forces undermine 

social relations, and the state does not provide the political, economic and social 

infrastructure necessary for people to meet their basic subsistence needs with dignity.

In the second part of this chapter I summarized the history of “development” in 

San Rafael, including its population growth, infrastructure, economy, politics and 

participation in globalization.  Over the past 15 years, substantial improvements have 

been made in road conditions and other aspects of infrastructure such as electricity, 

water, and transportation, as well the construction of schools in rural neighborhoods.  

However, San Rafael has continued to suffer from high rates of unemployment and 

underemployment over the course of 1990s through the present. Notably, the disparity of 

wealth and education between the urban and rural sectors has become more pronounced.  

I have provided this background because health care is but one dimension of people’s 

lives; moreover, both the health care system and the overall health of the population have 

been influenced by the broader historical social forces discussed here.  To understand 

how and why households determine, or to what extent they are even able to determine, 

whether, when and what form of care to seek, it is necessary to situate their decision-

making processes within the wider context of their daily lived experiences.  In the next 

chapter I will provide an in-depth examination of the history of health care services in 

Nicaragua, and then turn to an analysis of the local history and contemporary political 

economy of health care seeking in San Rafael in Chapter Three.
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CHAPTER TWO

“WE WERE ALMOST BETTER OFF DURING THE WAR”:
THE HISTORY OF HEALTH CARE SERVICES IN NICARAGUA 

During lunch, the news had a report of the hospitals being on strike.  The major 
complaints reported by the personnel interviewed had to do with the conditions of the 
hospital – the lack of medications and other supplies.  Some hospitals don’t even have 
acetaminophen in stock, and a doctor complained about not being able to administer 
injections due to the shortage of needles.  A woman showed that they had resorted to 
using the old pages of a desk calendar to write out prescriptions. When I went to the 
health center a short while later, the gate was locked and a woman was waiting outside.  
Don Mauricio permitted me to enter, and I found the rest of the health staff in a meeting 
discussing their own plans to strike. Aracely told me it was to demand a raise in salaries, 
to protect their benefits, and for medications – I’m not sure if that was for the patients or 
employees, however.  Marta and I went to the park for a Coke afterwards. “Life is harder 
here in Nicaragua now,” she said, sighing. “With respect to the health center, many 
people don’t go now.  Health services are similar to going to a pulperia, a store.  Just as 
someone would inquire, ‘Hay gaseosa?’, Is there soda?’, people now ask, ‘Hay consultas 
hoy?  Are there consults today.’ And the answer is usually ‘No, no hay.’  To get an 
appointment people have to arrive by 8, and they start lining up at 7.  If they show up at 
10, they are told they have to wait to get an appointment until after lunch.  If they do get 
an appointment, they don’t get a full check up.  Instead, they tell the doctor their 
symptoms, and, the doctor simply writes prescriptions.”

- Fieldnote entry, November 2002

International Development Aid and Health: Ideologies, Rhetoric and Policy

In late 2002, the morale among the health center staff was as low as the quantity 

of medications currently in stock.  Marta, who had come of age during the Sandinista era, 

was dismayed that even the most basic of public health services were nearly non-existent.  

She was equally concerned about the changes she had observed among her colleagues.  

Marta and her siblings had been active supporters of the Sandinista regime, and she 

continued her own efforts to provide services to the most economically marginalized 

residents of San Rafael, making house calls even when she was unlikely to receive 
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reimbursement from the Ministry of Health to cover her travel expenses.  Yet, as we sat 

in the park, she confided to me that she did not want to participate in the health workers 

strike.  This struck me as odd in so far as she shared her co-workers’ concerns regarding 

their low wages, the risk of losing benefits, and the lack of essential health services 

available for staff and patients alike.  As she continued her discussion of the problems in 

the health center, however, it became clear that her concerns extended to some additional 

changes she had observed among her colleagues, changes that would not be resolved by 

the potential gains from the strike: “Even worse than the prescriptions, a number of the 

doctors tell the patients that the medications can be purchased at their private 

pharmacies.” 

The health centers stopped charging for consultas in July of 2002 because many 

people could not even afford the fee of two cordobas (approximately US $0.15).  It also 

became prohibited to charge for medications, which formally cost five cordobas per visit.  

Since there were so few medications in the health center, however, doctors began 

referring patients to their own pharmacies instead.  “But some medications never even 

make it to the shelves of the centros or hospitals,” Marta continued.  “Health workers are 

entitled to free medications, but when my nephew needed an expensive medication, there 

was none available through MINSA (the Ministry of Health).  It cost 340 cordobas (US 

$$23.45) at a private pharmacy, but Genara (a nurse) told me she ‘happened to have 

some’ that she could sell for 100 cordobas (US $6.90) a bottle.  Sure enough, the bottles 

bore MINSA labels.”  Partially covering her face with her hands, Marta whispered, 
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“Whereas before the corruption of the country was hidden, now people engage in it 

openly, it has become normal.” 

 By 2002, Nicaragua’s once critically-acclaimed health care system possessed few of 

the resources necessary to meet the basic needs of the populace.  Even the health staff 

could not receive the care they needed for themselves, and were experiencing conflicts of 

interest between their desire to serve their patients, versus the need to secure their own 

economic security. In his call for medical anthropologists to be “anthropologists of 

‘health and social justice’”, Heggenhougen argues, “issues of health and human welfare 

must be considered as inseparable from those of equity and human rights” (2000:1172, 

1174).  At the most general level, the principle of justice is widely valued; yet specific 

beliefs about what constitutes justice and how to achieve it vary significantly, both with 

and across cultures (Takala 2001).  Abstract notions of the moral good do important 

cultural work and are interpreted in diverse ways by those within social institutions that 

impact health.  

In Chapter One, I documented how foreign intervention in the name of health and 

development has been a constant in Nicaragua’s history as a nation-state.  In this chapter, 

I examine the history of health care services in Nicaragua, and how they have been 

shaped and re-shaped in response to broader national and international policies and 

ideologies.  Just as health care resource allocation decisions at the level of the household 

are made with consideration of other expenditures that must be made with a limited 

budget, so too has the national government had to determine how much of the budget to 

allocate to the health sector, what types of services to provide, and for whom.  
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The History of Health care in Nicaragua

The Origins of Biomedical Health Care

According to Garfield and Williams (1992:10), European healing traditions were 

first introduced to the region by the Spanish in the 17th century, who built a hospital in 

the city of Leon in 1624.  A medical school was established in the same city during the 

early 19th century.  US influence became prominent starting in the early 20th century, with 

a hookworm program implemented by the Rockefeller Foundation in 1915.  A malaria 

control program and a public health administration came about in the 1920s, while long 

term US military occupation facilitated the involvement of US doctors and nurses in 

leadership roles in the health sector starting in the 1930s.  The Ministry of Health was 

established by 1946, and the National Social Security Institute (INSS) was also created 

after World World II, to serve segments of the working population which were becoming 

organized (Donahue 1986; Garfield and Williams 1992).

Health Care Services during the Somoza Dynasty

Biomedical care during the Somoza regimes mainly focused on curative rather 

than preventive care, and was inaccessible to a majority of the population, especially the

poor living in rural areas.  According to Donahue, in the 1970s, just 28% of Nicaraguans 

“had regular access to health care” and “90% of health resources went to 10% of the 

population” (1986:12).  Moreover, while the Ministry of Health was responsible for the 

health care of over 90% of the population, over half of the national health budget was 

expended by the Social Security Institute (INSS) for health services provided to workers 
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in selected sectors, totaling just 8.4% of the populace.  Of that small percentage covered 

by the INSS, two-thirds were state employees, 28% were employed in the industrial 

sector, and 2.7% worked in the agricultural sector.  Of the money that did go to the 

Ministry of Health, three-quarters of it was allocated to Managua, which contained just a 

quarter of the country’s population in 1972 (Donahue 1986:9-10). Although the 

percentage of the government budget allocated to health was actually more than twice 

that of the average for developing countries, the public health system was poorly 

organized, consisting of about 25 separate institutions and characterized by inefficiency.  

Most of the nation’s biomedical health resources, moreover, were consumed by the 

wealthy, while the poor and rural residents relied mainly on indigenous healers and 

midwives (Donahue 1986; Garfield and Williams 1992).  

USAID was the major aid provider to the health sector and a significant influence 

on health policy during the 1960s – 1970s, in concordance with the Alliance for Progress.  

In 1965 it provided $2.2 million in loans to promote a more equitable distribution of 

health resources, by building 55 new health centers and developing outreach programs in 

rural areas.  Utilization rates of the new facilities were low, however, so USAID awarded 

two grants in the mid-1970s to help alleviate deficits in staff, management and supplies. 

In total, Nicaragua had 33 hospitals, 93 health centers and 38 health posts by 1974, and 

had a fledgling primary health care system (Sandiford et al. 1991:32-6).  Sandiford et al. 

suggest that the increased concern with directing resources to primary care in the 1970s 

may have represented an effort by Somoza to appease the population as it increasingly 

mobilized against him.  Donahue, in turn, argues that Somoza “used American aid to 
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advance his personal economic and political goals”, and therefore implemented the 

reforms called for by USAID only to the extent that they were compatible with his own 

agenda (1986:18).

The Sandinista Years: 1979 – 1990

When the Sandinistas came to power in 1979, reforming the health system was 

the fourth priority, after the defense, economic, and education sectors (Donahue 1986).  

At the global level, the WHO/UNICEF Declaration of Alma Ata had been issued just a 

year earlier.  Heggenhougen (1995) credits the jointly issued WHO/UNICEF Declaration 

of Alma Ata in 1978 for legitimating the need to link health with human rights and 

political as well as socioeconomic factors.  Specifically identifying the provision of 

primary health care as an obligation of nations, and stipulating that access to medical care 

and health education should be both universal and equitable, the declaration recognized 

that equities in access and health outcomes required simultaneous interventions to 

promote equities in non-health domains such as economics (Gruskin and Tarantola 2000).  

The declaration thus called attention to broader determinants of health and illness, and the 

need for a more holistic approach to health care policymaking.

Garfield and Williams note that the primary health care strategy advocated at a 

global level, “seemed to fit well with Sandinista values” (1992:23). As Donahue (1986) 

observes, gains made for the population in the economic and education sectors of 

Nicaragua could yield potential health benefits, hence these priorities were interrelated.  

In Taylor’s (n.d.) analysis of the debates among conference participants over the 
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language of the Alma Ata declaration, he notes that western health professionals 

criticized the rhetorical slogan, “Health for All by the Year 2000” because of its obvious 

infeasibility and its presumption of a universal definition of health.  Whereas western 

representatives focused on health, however, non-western participants emphasized “health 

for ALL”, explaining, “let each country decide for itself what level of health they can 

achieve… the important change we are committed to is that whatever level, health must 

be available for all” (Taylor n.d.:2; see also Taylor and Jolly 1988). For the Sandinistas, 

internal debate existed over this issue; while the government’s economic resources were 

extremely limited, the idea of implementing a less costly, and hence more restricted, 

system of health care services struck some as ‘institutionalizing underdevelopment’ 

(Garfield and Williams 1992:96).  During the early years of the Sandinista government, 

the latter view prevailed in policy planning.

In 1979, health indicators for Nicaragua were on a par with Bolivia and Honduras; 

the populations of these three countries shared in common the lowest health statuses in 

Latin America (Garfield and Williams 1992).  Having identified development of the 

health sector as a key priority, the new Sandinista regime created the National Unified 

Health System three weeks after assuming power, designating the Ministry of Health 

with the responsibility for administrating most health care facilities and the social 

security system. Over the next few years, the number of clinics more than tripled, with 

the establishment of new facilities in rural areas taking precedence, and accessibility to 

health care services extending to cover 70% of the population.  To staff these facilities 

and replace the health care personnel who emigrated to other countries following the 
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revolution, a second medical school was built in order to train more doctors, enrollment 

of professional nursing students was increased, and auxiliary nursing student enrollment 

was augmented by an incredible 500%.  Additionally, over 15,000 volunteers (called 

brigadistas) from the literacy brigade were trained to work in the health sector.  In the 

area of preventive health, immunization coverage for six major diseases increased 

significantly, while a new malaria control strategy was devised, based on community 

participation, mass drug administration and ongoing epidemiologic evaluation (Birn et al. 

2000; Garfield 1999; Garfield and Williams 1986).

Declaring health care to be a fundamental right of the population, the government 

promised free care in government facilities, and the number of visits to physicians per 

capita more than tripled by 1983, as did surgeries and prescriptions filled.  Utilization of 

health care facilities and demand for consultation and medications increased rapidly, so 

much so that facilities became overburdened and medication shortages resulted.  By 

1983, it was clear that the health system was incurring problems in organization, 

efficiency and cost.  While the primary care system had been greatly expanded, the 

quality and quantity of secondary care was declining as hospitals suffered from shortages 

in personnel and supplies, as well as deteriorating equipment.  Additionally, many people 

were bypassing the health centers and health posts to go directly to hospitals, or were 

inappropriately referred there by inexperienced health center physicians, for conditions 

which would have been better served in the primary care system.  As shortages increased, 

a “hospital shopping” phenomenon (Garfield and Williams 1992) also arose, in which 

people would seek treatment from multiple health facilities in the public and private 
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sector simultaneously in an effort to circumvent supply shortages at specific locales.  At 

the same time, physicians were over-prescribing medications, for reasons that included a 

deficit of time to spend with each patient, lack of diagnostic resources, insufficient 

training in the poorly equipped national medical schools, and, importantly, patient 

demand (Donahue 1986; Garfield 1989, 1993; Garfield and Williams 1992; Slater 1989).   

Beyond the problems within the health care system, however, just sustaining it 

became increasingly difficult as the Contra war got underway.  As a result of Contra 

attacks on health care facilities and personnel, 10% of the population no longer had 

access to health care services by 1985, and hundreds of health volunteers ceased their 

participation in the health sector for fear of being targeted by the Contras.  Many new 

graduates in the health professions also began to refuse to complete their two years of 

social service for the government out of fear for their safety, and 25% of MINSA 

employees resigned annually from 1984-1987 due to the war and the economy, either 

emigrating to other countries or seeking work in the private sector (Garfield 1989; 

Garfield and Williams 1992).  

Conflicts in Rhetoric and Policy at the Global and National Levels

The rhetoric of human rights may be appropriated to serve other political agendas 

and mask power relations.  The masking of agendas and power relations is problematic to 

many of the health and human rights initiatives.  Furthermore, health care reforms 

designed to improve the equity, quality and accessibility of services may look good on 

paper but be difficult to implement in practice, or yield unintended results.  In her case 
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study of primary health care in Costa Rica from 1978-1983, Morgan (1990) notes that the 

Alma Ata Declaration’s call for the incorporation of community participation was based 

more on political concerns to identify democracy with health, thus bolstering the 

legitimacy of capitalist developing countries, rather than evidence that democratizing 

health care would result in improved health outcomes.  Paradoxically, “democratic” 

participation, demanded by international agencies rather than the populace, was 

implemented by the state through top-down measures that enabled it to preserve control 

over participants’ activities.  Moreover, in cases where participation in health initiatives 

facilitated people’s recognition of the linkages between poor health and other social 

inequalities, local elites became alarmed.  Arguing that community participation 

undermined political stability, the Costa Rican government appealed to WHO and 

UNICEF, and eventually the program was discontinued.  

Morgan’s case study of Costa Rica illustrates how at times, the rhetoric used to 

promote domestic health care policies may be more reflective of ideologies and agendas 

at the international level than the local; in this instance, once the potential to shift from a 

democratic veneer to the actual undermining of existing hierarchical social relations 

became apparent, international agencies yielded to the local elites’ appeals to maintain 

the status quo.  In contrast, the Nicaraguan government’s commitment to provide 

universal access to health care and promote the democratization of health through 

community participation was in accordance with the human rights agenda that was being 

advocated at the global level.  Yet multilateral funding to Nicaragua, including funding 

for health care services, was mostly rescinded in compliance with the US-led embargo. 
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The World Health Organization and UNICEF continued to provide assistance, but it was 

insufficient to make up for the loss of aid from the World Bank, IMF and Inter-American 

Development Bank, as well as the substantial assistance formerly provided by USAID 

(Conroy 1987; Donahue 1989; Norsworthy 1990; Vanderlaan 1986; Walker 1997).  In 

this case, the power relations and agendas being masked by the rhetoric were not those at 

the national level, but the international level, pertaining in particular to the United States 

and the Cold War.

Adams (2000) identifies three motivations for the United States government, and, 

over time, other core states, to have implemented and maintained a foreign assistance 

program: to provide humanitarian assistance, to help achieve the donor nation’s political 

objectives, and as a means through which to pursue economic interests, particularly those 

of transnational corporations and other businesses based in the donor nations.  Although 

debate exists among scholars over which of these objectives has dominated donor 

agendas, Adams suggests that all three have been present throughout the post-World War 

II era, and the extent to which any one has been prioritized is historically and 

contextually specific.  

In terms of official rhetoric, Adams identifies four stages of U.S. foreign aid 

policy in Latin America.  During the Alliance for Progress program of the 1960s, 

economic growth and raising the standard of living of each country’s population were 

prioritized.  The agenda for the New Directions reforms of the 1970s emphasized “basic 

human needs” (e.g., nutrition, health care, education, and rural development), and, during 

the Carter administration, the promotion of human rights. Conceiving of human rights as 
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falling into distinct domains, international documents of the Cold War era located health 

within a broader rubric of economic, social and cultural rights.  Whereas the USSR 

emphasized these rights, the U.S. prioritized political and civil rights in rhetoric and 

policymaking.  Although the dictatorial Somoza dynasty was certainly no more 

democratic than the revolutionary regime of the Sandinistas, the former was more 

acquiescent to US influence and hence “politically stable” from the US government’s 

vantage point.  

As discussed in Chapter One, the US-led embargo of Nicaragua and the increased 

allocation of the national budget to defense precipitated an economic crisis.  While new 

sources of international aid were secured, especially from Cuba, the Soviet Union, and 

the Scandinavian countries, overall international funding of health decreased from 20% to 

6% of the MINSA budget between 1981-1984, and donations of goods-in-kind greatly 

exceeded direct dollar donations (Garfield and Williams 1992).  Although the health 

sector was largely spared from governmental budget cuts until 1988, neither could the 

budget be increased to address shortages of personnel and medications.  Starting in 1983, 

a series of reforms were implemented, and by 1987, President Ortega called for a 

“survival economy” approach to health.  According to Garfield and Williams, this 

entailed an attempt “to adapt effective, inexpensive modern medical technologies to the 

country’s most common and urgent problems” (1992:97).  

Although many of the “survival economy” changes were made in response to 

resource scarcity, Garfield and Williams argue that they yielded a number of benefits 

which could serve as a model for other developing countries.  Reforms included 1) the 
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“decentralization of budgeting and priority-setting”, facilitating coordination across 

sectors, the generation of resources, and community input into health services and 

activities; 2) implementation of low-cost technologies such as oral rehydration centers 

and a midwife training program; 3) reliance on volunteers for immunization campaigns 

and several other health promotion activities; 4) “coordination of public and private 

health services”; and 5) a gradual transition from universal free health care to the 

prioritizing of those most in need (1992:234-5).  In an effort to generate funds MINSA 

even began to incorporate private sector services, such as the private wards within public 

hospitals.  Policy changes and the failing economy inadvertently led to further “de facto” 

decentralization and privatization as well.  Informal policies were also implemented in 

several facilities, including the levying of user fees for services, although this practice 

was banned by MINSA in 1986.  

The most dramatic reforms began to be implemented in 1988, when the already 

beleaguered economy and populace suffered the impact of Hurricane Joan, whose 

destruction amounted to approximately “four times the country’s current annual export 

earnings” (Garfield and Williams 1992:214).  Significantly, structural adjustment 

measures such as decentralization, privatization and subsidy reductions in health and 

other sectors actually began prior to the regime change in 1990 and the subsequent return 

of USAID, the IMF and the World Bank (Birn et al. 2000; Garfield and Williams 1992).  

Although Garfield and Williams broadly characterize these reforms as “successes” given 

the realistic economic limitations faced by the Sandinista government, they note that 

these did not come without hardships for the population.  By 1988, subsidies for 
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medications were only available for the priority groups, and many people could no longer 

afford to fill their prescriptions.  

In sum, the Sandinista government made remarkable improvements in the 

development of a primary health care infrastructure, accessibility and distribution of 

health care services, child survival and maternal health, and immunizations.  It also 

devised a number of innovative strategies to minimize costs and promote community 

participation, although physicians continued to enjoy hegemony in most aspects of 

decision-making.12  After sustaining several years of direct and indirect hardships 

stemming from the Contra war, economic crisis, and the hurricane, however, by the time 

the UNO presidential candidate Violetta Chamorro was elected in 1990, the health 

system was “in decline” (Garfield et al. 1993:989; see also Garfield and Williams 1992; 

Slater 1989).

Health Care Transitions during a Transitional Regime: The UNO Coalition, 1990 – 1996

The UNO coalition consisted of several groups who concurred in their opposition 

to the FSLN, but held divergent, in some cases, conflicting views on politics, economics 

and social issues. Moreover, the global political economic context, and by extension, 

development discourses on health, had also changed over the past decade.  As noted 

earlier, primary health care policy and its philosophical underpinnings were prominent in 

development discourses in the 1970s, beginning with the “basic human needs” agenda 

and transitioning to the promotion of human rights by the time the Alma Ata Declaration 

12 The subject of community participation in health care during and since the Sandinista years will be 
examined in further depth in Chapter Seven.
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was issued.  Accordingly, USAID adjusted its development programs and policies, and 

attempted to implement them in Nicaragua while Somoza was still in power.  Somoza, 

however, accepted aid money but adapted health policies and programs to suit his own 

agenda.  Moreover, local level, community participation, envisioned in the Alma Ata 

Declaration as a “bottom-up” process, was actually implemented through a “top-down” 

organizing scheme in Nicaragua during the Somoza era.  Hence, when the Sandinistas 

came to power in 1979, a primary health care system as envisioned by international 

agencies was not entirely absent but only existed minimally.  

Loker (1999) notes that one of the political motivations for providing aid for 

“basic human needs” and to promote social equity was the representation of capitalism in 

general and the U.S. foreign policy in particular during the Cold War: 

Although the vast majority of projects and initiatives funded through multilateral and 
bilateral development assistance over the years were capitalist in nature, the viability 
of socialist ideologies and political parties placed pressure on the architects of 
development to incorporate social concerns into development, to present capitalism 
with a human face.  At least in theory, attention to such issues as social equity was 
necessary to avoid revolution and to counteract the appeal of socialism (1999:12).  

With the end of the Cold War came the end of competition with the Soviet Union for 

political-military alliances and access to resources and markets in Third World countries, 

as well as the weakening of socialism “as an ideological counterweight to capitalism” 

(Loker 1999:12). Concomitantly, the Reagan administration embraced a neoliberal 

political economic ideology, realized in policy through the Private Enterprise Initiative 

that prioritized development of the private sector, the privatization of state-owned 

industries, and the deregulation of domestic economies (Adams 2000).  
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In the health sector, bilateral and international donor agencies began to make aid 

conditional upon the implementation of structural adjustment programs (SAPs) that 

required reductions in governmental spending on health care and other social services.  

As noted above, although it did not receive aid money from the World Bank, IMF or 

USAID, the Sandinista government did implement a number of policies not unlike those 

designed by these agencies by the late 1980s.  After the UNO coalition began to govern, 

the Nicaragua government re-established relations with the United States, and aid from 

the World Bank, IMF and USAID gradually resumed.  The US State Department made 

aid contingent on the Nicaraguan government forfeiting its claim to financial damages 

from the US for the Contra war awarded by the World Court, while Western European 

countries used promised aid as a levy to renegotiate the loans on which the Sandinista 

government had defaulted (Garfield and Williams 1992).  At the same time, aid from, and 

trade relations with, a number of Eastern European countries and Cuba were mostly 

discontinued (Garfield and Williams 1992).  Despite the loss of aid from these nations, 

Nicaragua experienced a tremendous increase in external assistance, from a total of 

approximately $1.2 billion during the 1980s, to $5.4 billion in the 1990s, yielding one of 

the highest rates of aid per capita in the world.  Significantly, however, most of the 

international assistance was expended on debt repayment rather than “development” in 

the 1990s, with only 20% of the funds allocated to the social sector, including health, 

education, social programs, and municipal development (WHO n.d.).  

Concordant with the changes in foreign aid relations and the hegemonic 

development ideology, the new government, consisting of an UNO President and a 
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National Assembly marginally dominated by the FSLN, was itself divided over how to 

proceed with the health care system.  Moreover, disagreements existed both across and 

within each of these political groupings (Garfield and Williams 1992).  During the early 

1990s, the Chamorro administration limited the number of changes it attempted to make 

to the health care system, for a number of reasons.  Members of the political Left and 

Center both desired to continue to meet the health needs of a populace of whom 75% 

lived in poverty. Moreover, as Birn et al. observe, although the UNO coalition gained the 

lion’s share of power in the election, the health care system developed by the Sandinistas 

enjoyed “widespread popular support” (2000:113); negotiation is essential for the state to 

maintain its legitimacy as a neutral representative of the collective will (Offe 1973).  In 

so far as the Sandinistas had a majority of the seats in the National Assembly and ex-

President Ortega’s brother maintained control over the military, the FSLN was not 

without its own bargaining power either.  Further, the existing health system still had 

some international backing as well, and even USAID praised the Sandinista government 

for its achievements in administrative decentralization, decreases in infant, child and 

maternal mortality rates, eradication of polio, and epidemiologic surveillance (Garfield 

and Williams 1992:241).  

Beyond ideological, political and ethical issues, there was also the actual 

infrastructure of the health care system. Slater suggests that implementing preventive 

health care and a public health system was relatively easy for the Sandinistas because so 

little existed before, they could be “built almost from scratch” (1989:650).  In contrast, 

secondary care posed a greater challenge because, “the Sandinistas had to contend with 



134

an already entrenched medical care system for curative services” (Slater 1989:650).  By 

the same token, perhaps the now “entrenched” primary care, public health infrastructure, 

complete with buildings, personnel, protocols, bureaucracy and patients, was likewise 

responsible in part for the policies and practices that survived the transition from a 

socialist-oriented to a transitional right-center, and subsequently, a right-wing neoliberal 

regime.

The first national health plan shared many of the same objectives as the last one 

of the Sandinista government, and to date, the constitutional right to health services for 

all has been preserved (Avendaño and Espinosa 2000; Garfield and Williams 1992).  

Nevertheless, as Birn et al. (2000) describe, structural adjustment policies implemented to 

stabilize the economy, in accordance with international donor agency guidelines, quickly 

resulted in significant decentralization, privatization, a reduction of government 

personnel, and a reduction in spending in the health sector – “real health spending 

declined by over 12% in Nicaragua from 1992 to 1996” (2000:116).  In 2001, the amount 

of funds designated to reduce chronic malnutrition in children under age 5 was equivalent 

to just US $1.37 per child (Quirós Viquez 2003).  According to the World Bank’s 

Development Indicators (2005a), only the government of Haiti spent less per capita on 

health in the Latin America and Caribbean region in 2002.13

13 The government of Nicaragua’s per capita expenditure on health was $29.46 in 2002, or 49.1% of the 
total combined public and private per capita expenditure of $60. These figures are roughly comparable to 
the public and private per capita expenditures of Honduras, and well below the average per capital health 
expenditure for the Latin American and Caribbean region as a whole ($217.90, $104 of which was 
expended by governments). The average per capita health expenditures for the United States totaled $5274, 
of which the US government covered $2368, or 80 times as much as the Nicaraguan government (World 
Bank 2005a).
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Starting in 1991, primary and secondary health facilities were organized into 17 

regional jurisdictions to be administered through a Local Integrated Health Systems 

model (SILAIS) rooted in a Pan American Health Organization (PAHO) design.  While 

each regional SILAIS was charged with responsibility for the provision of clinic and 

hospital services, the majority of the health budget continued to be under the control of 

the central Ministry of Health, as were many aspects of policymaking, hence actual local-

level decision-making capacity was limited.  In 1993, the Social Security Institute was 

once again made directly responsible for the health care of workers in the formal sector, 

and its services in turn were privatized as it contracted out-patient services to private 

insurance companies, while private hospital wards were established within MINSA for 

the in-patient services.  Each local SILAIS was granted authority to sell services to INSS 

and private purchasers, ostensibly to use the funds generated to subsidize its other 

activities, but “in practice, the revenues from private wards have been directly invested 

back into the private wards, leading to higher quality care only for Social Security and 

private-paying patients (Birn et al. 2000:120).  While only approximately 5% of the 

population was covered through INSS, 36% of the entire national public health budget 

went to subsidizing their private insurance providers in 1995 (Avendaño and Espinosa 

2000).14

Significantly, much of the privatization, decentralization and increases in costs 

incurred to patients that occurred was not planned, but arose instead as indirect 

consequences of health policies and economic activities.  In addition to the health 

14 By 2004, approximately 6.6% of the population was covered by INSS (World Bank 2005b).
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personnel who left the public sector due to the downsizing retirement initiative, others 

who remained increasingly resorted to augmenting their government wages, which were 

decreased through inflation in accordance with IMF guidelines, by practicing in the 

private sector during the evenings and weekends (Birn et al. 2000; Garfield and Williams 

1992).  As had occurred during the Sandinista years, many health facilities began to 

collect user fees as their budgets shrank and supplies dwindled. Based on my own 

findings, the lack of medications, supplies and functioning equipment in government 

health facilities, in turn, has resulted in a de facto increase in direct costs incurred by 

health care seekers as people are forced to resort to the private sector or forego treatment 

for a variety of illnesses, even if they are officially part of a prioritized segment of the 

population.  By 1995, 36.5% of health costs were being covered directly by households, a 

greater percentage than that paid by the government (Avendaño and Espinosa 2000). 

Birn et al. (2000) note that “anecdotal evidence” indicates that many people have 

delayed or foregone seeking medical care because they are unable to afford even small 

user fees levied at government facilities.  A PAHO (2001) report confirms this finding, 

identifying “a significant reduction” in resort to public health facilities among the rural 

poor, for whom the incidence and prevalence of morbidity are disproportionately higher 

than those with higher incomes living in urban areas, due to the increase in out-of-pocket 

expenditures for these services.  Observing that the rate of malaria per 1000 population 

tripled in the 1990s as epidemiologic surveillance and volunteer participation declined, 

and user fees were even levied by some malaria control stations, Garfield concludes, “I 
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find it ironic…that the Contra war was less of a barrier to effective malaria control than 

the structural adjustment programs of the 1990s” (1999:417).

The Ascendancy of Neoliberal Health Policies: 1990s – Present 

Bilateral and international donor agencies have been widely criticized for making 

aid conditional upon the implementation of structural adjustment policies (SAPs) that 

neglect consideration of the values and practices of people within local cultural contexts, 

require reductions in governmental spending on health care and other social services, and 

undermine the ability of the nation-state to design, implement and regulate health care 

services for its citizens.  The health policies endorsed by donor agencies have been 

denounced as economistic, favoring “cost-efficiency” over health equity, using economic 

indicators such as DALYs15 to prioritize health resource allocations within populations, 

and implementing ‘technocratic’ solutions that neglect the political, cultural and ethical 

dimensions of preventive and curative health.  Scholars and social activists have also 

noted a marked increase in economic, political, social and health disparities in a majority 

of countries following the implementation of SAPs (Antia 1993; Buse and Walt 2000; 

Hellinger 1999; Institute for Social Justice 1995; Laurel and Lopez Arellano 1994).  

In accordance with structural adjustment policies, many of the functions formerly 

performed by the Nicaraguan government are now being undertaken by international 

15 DALY is the acronym for “Disability-Adjusted Life Year”. Introduced by the World Bank in its 1993 
World Development Report, “Investing in Health”, a DALY is “a quantitative indicator, a measure of the 
burden of disease and it reflects the total amount of healthy life lost, to all causes, whether from premature 
mortality or from some degree of disability during a period of time” (Homedes n.d.:2).  The indicator was 
devised as a means of prioritizing aid allocations and health policies by assessing the outcomes of health 
interventions in DALY units, and comparing the cost-effectiveness of interventions with comparable 
DALY reduction outcomes.
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financial agencies, and branches of the United Nations and the Organization of American 

States.  As discussed in Chapter One, Loker (1999) questions the significance of recent 

transitions to “civilian democratic” regimes within Central America, insofar as the 

populaces have inherited a “hollow state” with little autonomy in national planning.  

Describing the change in Central American states from “developmentalist” to 

“neoliberal” models, Robinson considers the linkages between global, national and local 

political economic policies as evidence of “an emergent transnationalized state 

apparatus” (1998:487).  Although economic policies are determined by the IMF, the 

World Bank, and other transnational bodies, the nation-state is held accountable for 

policy implementation, and the outcomes of those policies.  Noting the dissonance 

between the nation-state’s idealized role and its diminished capacity, Loker comments 

that “It is one of the true ironies of neoliberalism that the process places increased 

emphasis on and faith in the state as a manager of the economy, while at the same time 

reducing the power of the state to take autonomous decisions in the political economy” 

(1999:19).

Laurell and Lopez Arellano (1996) note that the World Bank, now the largest 

health funding agency for low and middle income countries, seeks to significantly 

downsize the state’s role in the provision of health care services, shifting the most 

potentially profitable health services to the private sector, and concentrating state 

interventions on limited, low-cost services for those who cannot afford to pay for private 

health care.  USAID was the major aid provider to the health sector during the Somoza 

years, and one of the first to return to Nicaragua after the war; it has also been one of the 
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largest donors since then.  Between 1990-2003, it provided $1.1 billion in development 

assistance (USAID n.d.).  Japan and the US have provided the largest amount of bilateral 

aid since 1997, contributing approximately $50 million each a year between 1997-2002 

(USAID 2003).  For the health sector specifically, the largest donors have been the US, 

Japan, Sweden, the Inter-American Development Bank (IDB), and the World Bank.  

Additionally, USAID currently heads up the “roundtable” which coordinates activities 

between the Nicaraguan government and aid donors for the economic growth sector 

(USAID 2005).  

It bears reminding that much of the “aid” provided, particularly from the IDB and 

World Bank, continues to come in the form of loans which must eventually be repaid.16

In 1998, Nicaragua had the largest amount of foreign debt in Central America and 25% of 

the national budget was expended on debt repayment; in that same year, only 11% was 

spent on the health sector (WHO n.d.).17  Following the onset of Hurricane Mitch in late 

1998, Nicaragua received assistance with debt-servicing through the World Bank’s 

newly-created Central American Emergency Trust Fund and the Danish Trust Fund.  As a 

result, the amount the government spent on debt-servicing in 1999 was equivalent to that 

spent on health.  In January 2004, Nicaragua became the tenth country to fulfill the 

prerequisites to qualify for partial loan forgiveness as a Highly Indebted Poor Country 

(HIPC).  Under the HIPC initiative, the Nicaraguan government must initially increase 

16 According to a WHO publication (n.d.), the amount of aid allocated to the health sector in the form of 
loans during the 1990s was 12%, which WHO considered to be a relatively low proportion. However, the 
organization also noted that this figure appeared to be increasing at the time the report was written, in 2000.
17 According to Birn et al. (2000), the amount of the Nicaraguan national budget that went to debt servicing 
was equal to six times the amount allocated to health services in the year 2000, but I was unable to 
corroborate this figure through other sources.
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the percentage of the national budget expended on debt servicing.  Although allocations 

for debt-servicing would subsequently decrease, they were projected to rise again starting 

in 2010 through payments on new loans (Jubilee Research 2005, 2004, 2001).  Most 

recently, in June 2005, the United States and Britain negotiated an agreement to provide 

full international debt relief to Nicaragua and seventeen other countries.  Notably, this 

agreement was made with the anticipation of these countries taking out new loans in the 

future, hence they would not be free of debt-servicing indefinitely (Becker and Stevenson 

2005).

Although laissez-faire ideology espouses a “free” market economy, Gramsci 

argues that in practice this constitutes “a form of state ‘regulation’, introduced and 

maintained by legislative means” (1971:160).  For Nicaragua and other developing 

countries, this regulation has increasingly been introduced and maintained by an 

international tier of governance.  With a significant proportion of health sector funding 

being provided by international governments and agencies – the amount donated in 1996 

was equivalent to half of the Ministry of Health’s budget for that year (Birn et al. 2000), 

and just over a quarter of the Ministry’s overall budget between 1991-1998 was derived 

from international aid (PAHO 2003) – the autonomy of the Nicaraguan government and 

its populace has been significantly reduced, while accountability and transparency have 

likewise been constrained. The implementation of the SILAIS model, in fact, occurred 

without national legislation (Birn et al. 2000).  Dependency on external bodies for health 

policy planning may have also been exacerbated by the change in Ministry of Health 

personnel.  As noted by Garfield and Williams (1992), the new UNO-appointed MINSA 
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officials had little experience in health administration.  Additionally, as noted in Chapter 

One, Sandinista dissent has focused on the rapid pace and scope of the implementation of 

structural adjustment, rather than a questioning of its necessity or the proposal of an 

alternative model to neoliberalism (Babb 2001).

Yet another form of ‘free’ market legislation is to impact health care delivery 

systems and exacerbate the population’s access to medications via the Central American 

Free Trade Agreement (CAFTA).  Despite the fact that the Nicaraguan government is 

already unable to adequately stock its public health facilities, and a majority of the 

population cannot afford to purchase all of their medications at private pharmacies, the 

US has demanded that within 10 years of CAFTA’s ratification, all Central American 

nations must comply with US pharmaceutical company patents and regulate both the 

public and private sectors to block the manufacturing, purchasing and sales of competing 

generic brands (Centro de Estudios Internacionales 2003). US ‘aid’ and trade policies are 

not free of regulations conferring an advantage to US interests.  

Hirschmann observes that while the major impetus for privatization came from 

neoliberal economists and right-wing policymakers, “the political left had long been 

fundamentally critical of the third world state, and more populist thinking was also 

uncomfortable with the service that the increasingly isolated state was providing”

(1999:295).  In light of the many problems that have arisen through structural adjustment 

programs, current literature reflects uncertainty about the benefits of the diminished role 

of the state in development.  Yet few are wholeheartedly endorsing a renewed 

empowerment of the state.  Much of the literature on the subject in general and on 
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Central America in particular, in fact, does not explicitly address the issue, even when 

discussing public policy recommendations. 

Such silence is understandable, given that within each local context, the trade-offs 

to downsizing the state must be weighed against restoring power to an elite-dominated 

institution that historically has not demonstrated the best interests of the majority of its 

citizens, and which in many cases is currently dominated by neoliberal, right-wing 

political actors.  Instead, many critics as well as the donor agencies themselves have 

increasingly focused their attention on the potential for NGOs to fill the vacuum left by 

the downsizing of the state, to assume responsibility for implementing development aid 

and providing social services neglected by the for-profit private sector.  A number of 

Sandinistas, fearful of the changes a new regime would render to the health system, opted 

to work through NGOs rather than MINSA.  Correspondingly, a portion of the 

international aid that had previously been donated to MINSA was instead allocated to 

NGOs, “in what must be the first international campaign to privatize leftist assistance for 

public health” (Garfield and Williams 1992:224).  At the same time, several religious and 

political groups on the Right became involved in the health sector as well, submitting 

proposals to USAID for funding.  By the end of the 1990s, the WHO (n.d.) estimated that 

the NGOs active across the development sectors in Nicaragua were “mobilizing” $300 

million a year, and employing around 10,000 people. 

Hopes for NGOs and new social movements to strengthen and represent the 

interests of civil society in a wide range of political-economic activities are in some cases 

articulated by scholars focusing on Nicaragua and elsewhere (e.g., Babb 2001; Harcourt  
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2000; Robinson 1998; Sen 1999; Sklair 2000).  NGOs may not necessarily prove to be a 

panacea for health service issues, however.  One of the greatest challenges to the 

relationship among NGOs, civil society, the state, and donor agencies is the issue of 

accountability versus autonomy.  Many of the NGOs examined by scholars in Vietnam, 

Bangladesh, and Rwanda received funding from bilateral and multilateral agencies, and 

therefore were accountable to them, rather than to the state and/or civil society (Gray 

1999; Uvin 1998; White 1999).  Gray notes that “whatever the limitations of 

representative democracy, the state is at least nominally accountable to its citizens 

through the process of elections, and even law” (1999:321).  On the other hand, he 

identifies numerous constraints placed on the objectives that could be pursued by 

Vietnamese NGOs due to threats by the state to shut them down. These authors have also 

found that the funding of many NGOs by international donors results in those who best 

learn how to play the “development game” (Uvin 1998) receiving the funds, thus 

diminishing the potential for these organizations to engage in better, alternative forms of 

development or in forms of social activism that can meaningfully contribute to 

democratizing civil society. 

Birn et al. observe that international agencies impact economic and social policies 

not only through SAPs but by providing funds and “technical assistance that promote 

specific health services delivery policies” (2000:114).  This includes international 

agencies providing aid to both the Nicaraguan government and NGOs working in 

Nicaragua.  From 1998-2003, for example, USAID’s $55 million “Healthy Families” 

program was implemented through at least 10 US-based NGOs, universities and 
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contractors, and 19 US private voluntary organizations (PVOs) and “local” NGOs 

(USAID n.d.).  In addition to promoting immunization and family planning 

programs/contraceptive use, the program contributed to the privatization and 

decentralization of health services through the creation of 17 new private “low cost” 

clinics (USAID n.d.).  At the same time, USAID plans to recentralize its own control 

over how its funds are expended through PVOs and NGOs:

The Intermediate Results selected for USAID/Nicaragua’s Country Plan in the 
area of human investment reflect an explicit prioritization of investments that will 
have a national impact. Our focus is on good governance in the social sector and 
implementation of sound policies that address the key constraints to development. 
These mark a major departure from how the Mission did business in the past, and 
many traditional grantees are not likely to continue to be recipients under the new 
strategy. The Mission has decided that individual child survival or health grants 
with U.S. PVOs and national NGOs and geographic “niche” projects will not 
result in the national level impact being sought… USAID/Nicaragua will need the 
help of the LAC Bureau to work on discouraging directives to fund organizations 
that do not directly contribute to the new, focused Country Plan (USAID 2003:16-
17).

It is not my intent to argue that advocates of NGOs are misguided in their 

optimism; indeed, other researchers have found that despite their lack of resources and 

power vis-à-vis the nation-state and multilateral bodies, a number of NGOs have been 

able to achieve significant results in the provision of social services and in the arenas of 

human rights and social justice (e.g., Sen 1999).  There is, however, a need for critical 

examination of the types of NGOs in operation, their objectives, and the manner in which 

these groups and the Nicaraguan government are influenced by bilateral and multilateral 

agencies. For Central America in particular, ethnographic research on this topic is scant, 

and in the case of Nicaragua, it appears that many NGOs are themselves dependent on 
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other agencies for funding, hence their ability to act as autonomous agents representing 

and accountable to the interests of civil society may be limited.

In this section I have reviewed the history of health care services in Nicaragua and 

how they have changed in response to transitions in the governing regime, global 

development ideologies and foreign relations. In the second part of this chapter, I 

examine the history of health care services in San Rafael.  I consider how macro-level 

political-economic and social forces have played out within the local context, and the 

ways that health care seekers have adjusted their strategies in response to changes. 

Health Care Services in San Rafael 

In Chapter One, I described how people reflected on the ways that national and 

international social relations across political regimes impacted their personal economic 

situation. Residents of San Rafael also compared the current range, accessibility and 

quality of public health care services with those available in the past.  They have 

witnessed the implementation and development of biomedical health care services in 

their community, and experienced the effects of each regime’s health policies.  In their 

discourses, people’s perceptions of the quality and accessibility of health services were 

embedded within the wider context of distinct historical periods: the dictatorship of the 

Somoza era, the socialist-oriented Sandinista era, the transitional Chamorro era, and the 

recent neoliberal period of the Aleman and Bolaños administrations. Most frequently, 

study participants tended to reflect unfavorably on the present in contrast to the 1980s 
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through to the mid-1990s, and implicated the dynamic between macro-level and micro-

level political economic forces. 

San Rafael most likely received its first government health center in the 1960s,

during the period that USAID was providing funding to increase the number of health 

facilities in rural areas.18  According to both study participants and diagnostics conducted 

by international development organizations in the region, the main options for health care 

seeking prior to the establishment of the health center consisted of 1) a private physician 

who ran a clinic and pharmacy in a neighboring town; 2) seeking out a local healer or 

midwife; and 3) using medicinal plants growing wild or cultivated on one’s own or a 

neighbor’s land. Study participants spoke highly of the care provided by the doctor, 

recalling that he was willing to attend to emergency cases at night and to provide services 

on credit.  However, reaching his clinic was difficult due to the poor road conditions and 

restricted bus and taxi service.  For residents living at the opposite end of the 

municipality, it could take over an hour to arrive after motor transport was obtained. 

Doña Eugenia, whose son was killed in combat during the war, also lost her 

mother during childhood and a young daughter; each spiked a high fever and died before 

reaching the doctor. Another woman recalled being at the clinic during the revolution 

when the church located down the street was bombed by the National Guard.  The clinic 

was immediately flooded with casualties. The doctor provided treatment, but being a 

18 Nicaraguan historians Julian N. Guerrero and Lola Soriano de Guerrero (1965) visited San Rafael and 
neighboring municipalities in 1965, and reported that the only health center in the entire department was 
located in the regional capital.  As for San Rafael in particular, their discussion of health care services was 
limited to curanderos (lay healers).
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supporter of Somoza, his clinic was sacked soon after the Sandinistas came to power, and 

he fled the country. 

As discussed earlier, expansion of health care services, coverage and personnel 

was a key priority for the Sandinista regime, and the staffing of auxiliary nurses was 

expanded by 500%.  Many of the auxiliary nurses working in San Rafael in 2002-3 were 

also lifelong residents of the region, from low or lower- middle socioeconomic statuses 

akin to those of the majority of the local population.  Celia was among the first to receive 

training to become an auxiliary nurse during the early 1980s.  Also the first member of 

her family to receive a post-secondary education, she studied at night with a kerosene 

lamp in her family’s rural home, while taking care to arrive at the bus stop early to travel 

to her classes in Managua, lest the only bus for the day leave her behind. The education 

was provided for free, an opportunity that had not been available during the Somoza 

years, she noted (and which she felt was becoming less available in the present).  In 

return, she and her fellow students had to spend their vacation periods harvesting coffee 

for the government. Although she herself came from a family of limited means, she 

observed that even medical students from better off families had to harvest coffee since 

the government could not afford to pay for agricultural workers.19 Upon the completion 

of her program, she was placed at the San Rafael health center, where one doctor, another 

nurse and she were responsible for providing health care services for the entire 

municipality, whose population totaled somewhere between 10,000-15,000. 

19 As discussed by Lancaster (1992), the redistribution of land under Sandinista agrarian reform policies 
resulted in a labor shortage for coffee and cotton, the country’s key export crops. In response, the 
government resorted to volunteer brigades that relied heavily on students and activists to harvest crops on 
state-owned land as a means of generating revenue for the government.
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Both Celia and Amanda, who at that time was employed at a hospital in another 

city, recalled that during those years, health care facilities were much better equipped, 

providing, for example, not only prenatal check ups and vitamin supplements for 

pregnant women, but food supplements as well. Among study participants, those 

identifying as or sympathizing with Sandinistas had similar recollections, but especially 

emphasized the availability of medicines in the health center.  As was the case elsewhere 

in the country, secondary health posts and base houses were set up in the rural areas of 

San Rafael, and volunteer health workers known as brigadistas were trained to assist 

health center personnel with vaccinating the population. One health post and fifteen base 

houses were established throughout the municipality during the early to mid-1980s, 

although in some cases the locales were actually residential homes or churches. They 

lacked a permanent staff, and were instead used as temporary sites for people to gather 

when health staff would visit the rural neighborhoods.  

By the time I arrived in San Rafael in the mid-1990s, the main health center had 

about four physicians and several nurses, along with a couple of medical residents, while 

the health post had one doctor and a few nurses.  The rural sites were still used as 

temporary sites for occasional staff visits, during which vaccinations were administered, 

children were weighed, and, if a doctor was in attendance, consults were given.  When I 

returned for my dissertation fieldwork, the urban sector health post had been elevated to 

the status of a health center in terms of its functions, with responsibility for about a fourth 

of the region’s inhabitants, and the rural sites were seldom used.  
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From the mid-1990s through to the present, the main health center has undergone 

a gradual expansion in its material and social infrastructure. Originally consisting of just 

one building with about six rooms plus a waiting area, an oral rehydration unit was built 

while I was there as a Peace Corps volunteer, and a third structure was constructed with 

funding from the government of Luxemburg while I was conducting fieldwork in 2003.  

At that time, there were approximately a half-dozen physicians, a couple of residents, a 

registered nurse and several auxiliary nurses serving approximately 30,000 residents, 

while the smaller health center had three doctors and five auxiliary nurses for 

approximately 10,000 residents. Both facilities had a small laboratory, a sparse 

emergency room, and a pharmacy.  In addition to the oral rehydration unit, the main 

health center also had a dentist, a program for patients with chronic illnesses, an 

ambulance, an old rotary phone, and a computer.  

Residents pertaining to the smaller health center, as well as some of the health 

staff themselves, frequently perceived the material resources of the main health center to 

be superior, and at times patients were either sent there or attempted to seek medical 

attention or medications on their own initiative. As will be addressed in further depth 

shortly, the health centers in the neighboring municipalities and Managua were also 

perceived to have better services, in particular a greater supply of medications, and a 

number of people reported attempting to pass themselves off as residents of these other 

communities in order to be admitted to the health centers there.
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Primary Health Care in the New Millennium

The mission of the Ministry of Health is to ensure that the population has access to health 
services that respond to their real and perceived needs and that the health system 
emphasizes health promotion and prevention of disease through an integrated and 
humane approach. 

- Nicaragua: Country Health Profile. PAHO 2001
-

During my background interviews with health center staff, I asked them, “What 

types of treatments are available to treat the most common illnesses in this community?”

The following responses a representative of what I was told:

Antibiotics, acetaminophen, analgesics, anti-parasitics, and oral rehydration.  
Although we don’t have much.   We don’t meet all the demand of the patients.

Antibiotics – penicillin, others.  But the quantities of medications that there are in the 
center are few.  At times we only give prescriptions, and therefore the majority of 
people don’t come. If the people can’t buy the medications, they are left with God’s 
blessings. If they buy food, there’s nothing for medications, due to the situation here.

The truth is that not a single illness is treated here, because there is nothing. The only 
thing we have is penicillin for the flu. For diarrhea we have oral rehydration and 
trimeprim sulfa.

As indicated in these quotes, despite the Ministry of Health’s formal mandate to 

provide health services that meet the population’s “real and perceived needs”, the health 

center staff felt ill-equipped to do so.  According to a 2001 PAHO report, the Ministry of 

Health was responsible for covering an estimated 91% of the population.  Three-quarters 

of patient visits to government facilities occurred in the primary care sector’s 165 health 

centers and 708 health posts.  Although health posts were originally established by the 

Sandinista government as the initial entry point for patients, they were seldom used by 

the late 1990s, probably owing to the lack of staffing and medications (PAHO 2001).  As 

noted above, San Rafael’s health post functioned as a health center by 2002, and while a 
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number of study participants believed that the supply of medications was better in the 

main health center, few households attempted to seek attention there. As for the base 

houses, they were seldom staffed or otherwise utilized by health staff and patients alike.  

In 2002-3, both of the San Rafael government health centers provided a range of 

health care services prioritizing, in accordance with international and national policies, 

maternal and child health, as well as programs designed for adolescents and the elderly.  

In practice, “maternal and child health” translated into children under age five and 

women of childbearing age. Services included medical consultations, vaccinations, a 

healthy child program (through which children age five and under were weighed, 

vaccinated, and provided with anti-parasitics and vitamins), birth control and a “madres” 

program (for pregnancy monitoring).  Medical consultations were free for people of all 

ages, as were medications, while children enrolled in the healthy child program and 

pregnant women received lab exams for free as well.  For others, basic urine and stool 

exams cost ten córdobas – approximately US$ .66 - apiece. The health centers also ran a 

TB program in conformance with the DOTS protocols, and medications and exams were 

free for TB patients.  

While primary health care for developing countries as described in the literature 

has tended to emphasize acute diseases such as diarrheal diseases, respiratory infections 

and tropical diseases, over three-quarters of the households in my study reported at least 

one member to be afflicted with a chronic ailment. Both of the health centers offered a 

program for patients with chronic illnesses, but the medications often had to be purchased 

elsewhere and the exam fees were significantly higher.  An exam to check one’s blood 
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sugar level, for example, cost 25 córdobas, while an exam to check for uric acid levels 

cost 40 córdobas, four times as much as a urine or stool exam.  Although this was 

comparable to just US$2.66, for many households this was equivalent to a day’s salary or 

even greater, thus making it a prohibitively expensive fee.  Both centers had a laboratory 

which provided stool and urine exams, and checked for blood sugar levels, but most other 

exams required samples to be sent elsewhere for analysis, or patient referral to a hospital 

facility.  Pap smears were officially offered, but the materials necessary for the exams 

were not always in stock.  

Nationwide, there were 28 public hospitals in Nicaragua by the year 2000 (PAHO 

2001). For secondary and tertiary health services, the nearest hospitals to San Rafael were 

located in Managua and two regional capitals.  Depending on one’s location in the 

municipality and the mode of transportation, it could take anywhere from twenty minutes 

to over an hour to reach one of these facilities.  In 2000, the Nicaraguan government 

announced plans to build a hospital in San Rafael with international assistance, but these 

plans had evaporated by the time I arrived in 2002.  For urgent cases, each health center 

did have an “emergency room”, but it was a rather sparsely furnished and supplied one.  

In addition, it was only open during the regular health center weekday business hours, 

and if it was necessary to transfer the patient to a hospital, the family was usually 

responsible for arranging the transport. 

During my Peace Corps years, the main health center had a functioning 

ambulance, but even then it was seldom used for emergency transport. People living in 

rural areas lacked telephone service, and after hours no one was in the health center to 
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answer the phone anyway. Those who did make use of the ambulance were asked to pay 

for gas and possibly a beverage for the driver.   Most frequently the vehicle was used to 

transport health center personnel between the two the centers in the municipality, to 

workshops held in the regional SILAIS, and to the rural areas for vaccinations, census 

collection, on-site consults, and other such activities.  By 2001, the dilapidated, rusted 

ambulance was inoperable and sat permanently on the main health center grounds.  As a 

result, when I arrived over a year later, doctors were no longer visiting the rural areas to 

hold on-site consults. The government of Luxemburg donated a new ambulance in 2003, 

along with a few bicycles for health personnel to visit the rural areas.  The new 

ambulance was rarely used by the time I left, however. Due to the health center’s limited 

supplies and hours, patients and their families generally sought care from a local private 

physician or traveled directly to a hospital for emergency care. 

Finally, each site had a pharmacy, with a limited supply of medications.  At the 

national level, 165 essential drugs were identified for health centers, but frequently they 

were not actually in stock, and only an estimated 60-70% of drug needs were being met 

(PAHO 2001). Personnel assigned to the secondary health center in San Rafael told me 

that their site, in turn, received a disproportionately smaller supply of medications than 

the main center.  Staff at both centers, however, universally lamented that their facilities 

generally had only a few antibiotics and analgesics, and at times even these were not in 

stock. When I first arrived to begin fieldwork, the dentist told me she was unable to 

perform any procedures on patients at present because she lacked anesthesia.  It should be 

noted that oral contraception was one of the few medications that seemed to always be in 
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stock – which fit with international policies on family planning for developing countries.  

As I will discuss in greater depth in the subsequent chapters, the limited supply of 

medications constituted not only a significant source of frustration for health staff, but the 

most common complaint articulated by the population they were mandated to serve.  “En 

el centro solo recetan”, In the center they only prescribe, and variations of this phrase, 

were uttered by nearly every study participant at least once over the course of my data 

collection, with one person even going so far as to assert, “Ya no son centros de salud, 

son centros de recetas.” They’re no longer health centers, they’re prescription centers.

In Chapter One, I identified competing discourses assessing the quality of life 

during the Sandinista era in comparison with the present.  People were divided over 

whether Nicaragua as a nation was better off in the past or present with respect to 

economics, violence and social programs.  No one, however, opined that the public health 

services of today were superior.  While no one wished to return to a state of war either, 

Petronila, a 40-year-old woman living with her husband, five children, and three 

grandchildren, did venture that perhaps the people had been better off during wartime 

since at least they had good health care: 

Casi estabamos mejor durante la guerra.  We were almost better off during the war.  
The men were dying in the mountains, but the people in the pueblos below had good 
health services.  Now there isn’t anything. Terminó la guerra y terminaron los 
medicamentos. The war ended and the medications ended.  Now there aren’t even 
band aids for vaccinations.  Men were off fighting in the mountains, dying, but at 
least the people below had medications.

Just prior to making this comparison, Petronila had responded to my baseline 

survey questions by telling me that nearly the entire household was ill, and four of them 

suffered from chronic ailments.  She herself had been living with a hernia for the past 
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three years but had not received an operation because it would be carisima, extremely 

expensive.  During the past month, her husband, who had been experiencing symptoms of 

a kidney infection20 for the past seven months, could no longer tolerate the pain. Since 

the health center was closed for two weeks over Christmas, he had to seek a private 

physician, and paid over US$20 for treatment – equivalent to the cost of a week’s worth 

of food for the entire household.  Even when the health center was open, however, she 

told me that they did not always go there, even for vaccinations: “At times we don’t go 

because they (the staff) pass by the house to vaccinate.  Also, one has to spend the whole 

day in the center.  And if there are no medications in the center, you have to buy them.  

What am I going to do if there are no treatments and I only receive a little piece of 

paper?”

Other Health Care Services

Nicaragua has experienced substantial privatization and decentralization of health 

care services, beginning during the later years of the Sandinista regime, and increasing 

with the transition to neoliberal governance. NGOs have played a major role in the 

funding, design and provision of services. In San Rafael, the Catholic Church established 

its clinic at the end of 1994, and an evangelical church with funding from the US and 

Costa Rica opened its clinic’s doors in 2003.  The evangelical church also ran children’s 

food supplement programs in at least three of the rural neighborhoods, while World 

20 Urinary tract infections were generally described by lay people and health center staff alike as kidney 
infections.
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Vision implemented a few health-related programs in selected rural areas, and Planned 

Parenthood (known as Profamilia in Nicaragua) had local representatives.  

As noted above, local healers and midwives were the only practitioners residing 

in the municipality prior to the arrival of the first health center, and resort to such 

practitioners has continued.  In fact, one of the health center staff members who worked 

extensively in the rural communities perceived this pattern of resort to have increased 

over the past decade, since their low fees rendered them more accessible, and 43% of 

study participants sought their services at least once during my fieldwork.  

Finally, outside the municipality, there were other government health centers 

which many people perceived to have a greater stock of medications.  A small hospital 

with limited services opened in a neighboring town near the end of the Alemán 

administration in 2001, and full-scale hospitals existed in two regional capitals as well as 

in the nation’s capital.  Other church clinics, private practitioners, pharmacies and labs 

were also located in these areas.  Paved roads and the dramatic increase in buses and 

microbuses, moreover, enabled residents to reach most of these facilities within 1 – 1 ½ 

hours, making travel to services in neighboring regions and the capital a viable option 

depending on one’s economic and time constraints, as well as one’s ability to get around 

local residency or religious affiliation requirements.

As with much of the country, government health care services were difficult for 

residents of San Rafael to access during Somoza era.  According to Garfield and 

Williams, some Sandinistas had envisioned a Cuban model for health care, which would 

entail the abolishment of private services and hence the abolishment of a two-tiered 



157

system of health care for the poor and the elite.  In the short term, however, the public 

health care system could not accommodate all of the health needs of the entire 

population, so the private sector was permitted to continue its services as a stop-gap 

measure. As the economy worsened during the mid- to late-1980s, the private sector 

began to grow as physicians increasingly resorted to setting up home-based clinics or 

working in other private facilities to augment their meager government wages.  

Additionally, a number of pharmacies became ‘de facto’ privatized when the government 

first ceased to provide medications for free to all health centers, and then gradually 

reduced its subsidies of medications.  Moreover, the Minister of Health, Dora María 

Téllez, began to set up private wards within public hospitals in an effort to generate more 

funds (Garfield and Williams 1992; Garfield 1993; Slater 1989).  

Despite the public health sector’s decreasing capacity to provide basic health care 

services, according to a nationwide survey, 58% of those households with illnesses 

experienced within the past month expressed a preference for government health services, 

while only 30% preferred the private sector; resort to the latter correlated with an increase 

in household income level (Avendaño and Espinosa 2000).  While the survey indicates 

that a majority of households would prefer to resort to the public health care system, long 

term policy plans aim to counteract this.  In USAID’s Strategic Plan for Nicaragua for the 

years 2003-2008, a shifting of resort to the private sector is identified as one of the 

primary objectives: “New Nicaraguan laws and regulations stipulate that the private 

health sector will provide an increasing proportion of outpatient and curative services, 

particularly in urban areas…the goal is to shift the burden away from the Ministry of 
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Health…” (USAID 2003:14-15).  The plan describes the shift towards privatization as 

being accomplished through “partnerships between private sector providers, the social 

security institute, and the Ministry of Health, with the latter transitioning from its role as 

“a primary service provider to that of regulator and guarantor of quality care and work” 

(USAID 2003:14-15). In practice, there is much overlap between the private and public 

health care services.  Patients with insurance coverage, for example, may be treated by 

their doctors in government hospitals contracting out “hotelería” (hotel) services.  

Private biomedical attention predates public in San Rafael, in so far as people’s 

earliest experiences with biomedicine were largely realized through consults with the 

doctor who ran a clinic in the neighboring town.  Yet the establishment of private 

practices in San Rafael itself did not begin until the mid-1990s.  As Garfield and 

Williams (1992) describe, the Sandinistas attempted to prohibit and discourage private 

practices during the 1980s, but the private sector persisted.  

In San Rafael, private sector growth has been realized through physicians who 

began their careers in the public sector. The physicians living and working in San Rafael 

today attended medical school during the Sandinista era or later.  All of them have 

worked in the government health care system at some point in their careers, and most 

continued to do so during the study period.  When I first arrived as a Peace Corps 

volunteer in the mid-1990s, a private pharmacy existed, but no clinics or labs.  Physicians 

who lived in town were sometimes sought for urgent cases when the health center was 

closed, but did not formally establish private practices. By the end of 1996, the first three 

physicians working in government health centers or hospitals opened up private practices 
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in their homes, attending to patients during the evenings and weekends.  When I returned 

in late 2002, all of the government-employed physicians had private practices on the side, 

and only one physician worked exclusively in the private sector.  The private clinics were 

not accredited, and provided that no psychotropic or narcotic drugs were sold, these 

clinics could also operate as unlicensed, informal pharmacies.  There were also two 

practices widely recognized to be pharmacies run by doctors whose clinical services 

could also be sought.  One of these was licensed and employed a registered pharmacist 

who worked part-time.  Finally, there was one private dentist, and two private 

laboratories, one run out of a doctor’s clinic, and another existing as a stand-alone 

enterprise.  

Significantly, both the USAID plan and an NGO evaluation (FES 2000) describe 

a formal, regulated “partnership” and division of health care services.  In my study, 

however, I found that the same personnel were actually working in both sectors, 

particularly the doctors.  The patients seeking private services, in turn, were not people 

covered by social security or worker’s insurance but paying out-of-pocket based on an 

informal sliding fee scale or credit system negotiated with the physicians.  The overlap of 

personnel and patients in the public and private sectors had a major impact on the social 

relations of health care seeking and health care utilization strategies, as I will address in 

depth in Chapter Three.  As for insurance coverage via the national social security 

institute or private companies, 15% of study households reported that at least one 

member had coverage, although in one of the neighborhoods I visited, not a single 

member of any household possessed it.  Moreover, in most cases, only the worker and his 
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or her young children were entitled to medical attention at the seguro clinics, located in 

Managua. 

Overall, there were far more health care facilities and services available in San 

Rafael during my fieldwork period than ever before.  This was due in part to the 

establishment of new facilities in the local area, and because of improvements in roads 

and transportation connecting the rural areas to the urban centers, and to services in other 

urban areas.  However, just because they were available did not mean they were 

accessible to people.  Fifty-three percent of the households in the study reported delaying 

or not seeking treatment for one or more illness events because they anticipated they 

could not afford the costs.  In a nationwide survey, 60% of households in which an illness 

had occurred within the past 30 days reported that they did not seek any medical attention 

at all (Avendaño and Espinosa 2000:18).  Over the course of the study year, it was 

extremely rare for a household to report an absence of any illness episodes during my bi-

weekly visits, and over ¾ of the households had at least one member with a chronic 

illness.  Nearly ¾ of the households with at least one chronic illness, moreover, were 

unable to regularly seek medical attention to monitor these ailments and purchase 

adequate dosages of the medications required due to economic constraints. The lack of 

medications and lab materials in the government health centers, as well as the user fees 

levied on patients, comprised the primary reason people cited for resorting to other health 

care seeking options or delays in seeking care.
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Conclusion

In this chapter I have reviewed the history of health care services in Nicaragua 

and how they have changed in response to transitions in the governing regime, global 

development ideologies and foreign relations. The role of the state in planning and 

providing health care services has likewise changed, as has its capacity to do so.  At the 

global level, the primary health care model and the goal of universal access to health care 

were popularized in development aid discourses during the 1970s.  Utilizing development 

aid for his own personal political and economic objectives, however, Somoza selectively 

implemented the policies and programs mandated by USAID.  

While the Sandinistas’ socialist-oriented health care agenda initially received 

funding from WHO and UNICEF, and continued to receive support from Scandinavian 

countries, Cuba and the Soviet Union during the 1980s, the US-led embargo and Contra 

War limited the economic and human resources available, necessitating a downscaling of 

subsidized health services.  With the transition to neoliberal-dominated regimes of the 

1990s and economic dependence on bilateral and multilateral agencies prioritizing 

domestic fiscal stability and debt servicing over the living conditions of the populace, 

health services have become increasingly privatized and decentralized.  

As Donahue and McGuire wryly conclude, as a result of the leading role of bi-

lateral and multilateral organizations in shaping health policies through structural 

adjustment programs,  “the field of choices are being defined by the demands of bi-lateral 

and multilateral lending agencies…the ‘logic of the majority’ has been replaced by the 

‘logic of the bankers’” (1995:51).  Even NGOs, widely lauded for their “independence”, 
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must often compromise their agendas due to their financial dependence upon national and 

international institutions (Butt 2002; Gray 1999; White 1999).  

Significantly, while representatives of developing countries may participate in 

international conferences and policymaking, the poor and other marginalized populations 

– the very people intended to benefit from development and health initiatives - have been 

generally excluded from both the health care policy planning and evaluation processes 

(Butt 2002).  A central aim of this dissertation is to help correct for this oversight, and it 

is with this in mind that I have devoted the second part of this chapter to the history of 

health care services in San Rafael.  Despite the Ministry of Health’s formal mandate to 

meet both the population’s real and perceived needs for health services, most of these 

needs were considered to have been unfulfilled by residents of San Rafael.  How did 

people determine whether, when and which services to seek? To what extent did their 

actual practices reflect their ideals of what constituted appropriate and adequate care?  In 

the remainder of this dissertation, I address these questions as I turn to an examination of 

health care service utilization in San Rafael, focusing on the ways that economic factors, 

cultural understandings and practices, and social relations influenced health care seeking 

activities. I will begin with an analysis of how people have responded to the changes in 

health care services that have occurred since the transition to the neoliberal era, and the 

ways in which political economic dimensions of people’s lived experiences in utilizing 

various treatment modalities helped shape their understandings of which options were 

available to them as appropriate patterns of resort.
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CHAPTER THREE

“GOD PROTECTS ALL PEOPLE, BUT ONLY THE RICH CAN CURE 
THEMSELVES IN CLINICS”: THE POLITICAL ECONOMY 

OF HEALTH CARE SEEKING  

It was already 9 AM when the mayor arrived in her car, driven by a chauffeur.  
Dressed in matching manila-colored linen slacks and a sleeveless blouse, with lots of 
gold jewelry, she greeted and shook hands with people as she slowly made her way to 
and through the entrance, while the driver remained in the car.  Only about 25 people 
were present, out of a combined population of more than 5000 for the three sectors. 
Hermano Miguel, a local evangelical pastor, called the meeting to order and briefly 
criticized the poor representation, explaining that “the whole world” had been invited...  
After the mayor delivered a short speech on her efforts to equitably allocate funds across 
the rural and urban districts of the municipality, someone asked her about the local
cemetery and rumors that it was to be privatized.  Directing her response to a new plot of 
land instead, the mayor said that she wanted to make something very clear.  From what 
she’d heard, local residents had purchased the land and it was to be for everyone.  Her 
office had been asked about helping to administer its management, but some rumors then 
started to circulate that there would be some sort of fees – several people present all said 
that the fees were to be US$4 a vara.21  She said that she didn’t know how much the 
rumored fees were, and that she had never, ever, discussed levying a fee, she had nothing 
to do with this aspect of administering the cemetery…  

Yaneth asked me what had been discussed in the meeting.  I gave her an update, 
the best I could.  She and her sister told me that the cemetery was almost full, so an 
additional piece of land had been purchased.  They too had heard that there would be 
fees, although they hadn’t heard how much.  When I told them the rumors were US$4 a 
vara, they said this was very expensive, and began to discuss how many varras were 
necessary for burial.  Her sister initially estimated 1 or 1 ½, but Yaneth extended her 
arms out and said that this span alone was 2 varas.  They concluded that it would be very 
expensive.  “Ah pues,” Yaneth declared, “ya no vamos a morir porque no podemos pagar 
para enterrarnos. Oh well, now we’re not going to die because we can’t pay to bury 
ourselves.”  They both laughed, and her sister said, “Or we’ll have to be buried right 
here!” gesturing to the ground beneath her feet in their home. 

- Fieldnote entry, December 2002

21 A vara is a unit of measurement equivalent to approximately 33 inches.
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Introduction

To Become Sick is a Luxury, Now We Can’t Even Afford to Die

Over the course of the 1990s and continuing into the present, neoliberal structural 

adjustment policies upon which aid to Nicaragua is dependent have resulted in the 

privatization of several vital services, including utilities, health care, and now, San 

Rafaeleños feared, their cemeteries.  In a region where a majority of residents were 

struggling to meet their basic subsistence needs on a daily basis, Yaneth’s wry joke about 

not even being able to afford the costs of death anymore provided a scathing critique of 

the current economic conditions and the ongoing adjustment to ever-lower standards of 

living due to the shifting of services from the public sector to the private ‘free’ market.  

Over the next several months, I discovered that Yaneth was not the only one to 

assess the national and local conditions of resource scarcity in such literal cradle-to-the-

crave terms.  An elder woman greeting my field assistant one morning joked that despite 

their ages, they both had to continue to work to stay alive because they could not afford 

to pay for their coffins.  In a discussion with my neighbor Iliana about her teacher’s 

health benefits, she explained that only the inexpensive medicines were covered, and 

teachers had to buy the rest.  She opined that in Nicaragua today, good health care was 

elusive even for those with government jobs: “Es lujo enfermarse aquí.  Si agarramos 

algo grave, solo podemos comprar nuestros cajones.”  It’s a luxury to become sick here.  

If we get something grave, we can only buy our boxes (coffins).  “Although they may 

have to be cardboard ones,” her daughter interjected, to which everyone laughed.  

Similarly, Doña Elisabeth, whose joint household was constantly afflicted with several 

acute and chronic ailments over the course of the study, lamented one day:
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La mayoria de la casa esta bien enfermo ahorita. The majority of the house is very sick 
right now.  And there’s no money to cure ourselves.  We are slaves with these illnesses.  
In the health center the help that they (other countries) send…we go there and they don’t 
do anything. They do the exams and prescribe.  We are in God’s hands.  And the men are 
without work.  My husband and I worry but we also joke about our health problems and 
how we’re going to cover our funeral costs if we die.  In one respect it’s a joke and in 
another it’s serious.  My husband recently joked that he will be buried in a rice sack 
because there won’t be any money to buy the wood for a coffin.

Whereas health care had been formally declared a human right several years 

earlier, many people now believed that it had become a precious commodity available to 

only a small segment of the population.  A number of study participants even used the 

same phrasing as my neighbor to describe becoming ill as a “luxury” beyond their grasp.  

Or, as another declared, “God protects all people, but only the rich can cure themselves in 

clinics.”  

In its recently published National Development Plan Proposal, the Nicaraguan 

government reported that over one-half of those with illnesses do not seek medical care, 

“only 45% of the population has access to medications through MINSA (the Ministry of 

Health)…” and the shortage of medications “has become a serious crisis” (Nicaragua 

National Development Plan 2003:187-190).  In a nationwide survey, 60% of households 

in which an illness had occurred within the past 30 days reported that they did not seek 

any medical attention at all, primarily because the illness did not seem severe, they 

already had “knowledge” of the illness, economic problems, distance from the health 

center, lack of time, or the poor quality of medical attention available (Avendaño and 

Espinosa 2000:18).  The WHO Country Cooperation Strategy (n.d.), in turn, reported that 

only a third of those with illnesses actually seek treatment from health care services.  

Delays in seeking biomedical attention or foregoing it altogether were also common 
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among households participating in my study, and for the same reasons.  Overall, 

however, the majority of households were very active in health seeking activities, ranging 

from the administration of home remedies or the purchasing of small amounts of 

medications from local shops, to seeking the services of local healers, church-run clinics, 

government health facilities, or the private sector.  

In this chapter, I focus my attention on the political economic dimensions of 

health care seeking.  Economic constraints at both the national and individual levels 

comprised the most significant variable for household members in their assessments of 

whether and when to seek treatment, as well as the type of treatment.  Political economic 

dimensions of people’s lived experiences in utilizing various treatment modalities helped 

shape their understandings of which options were available to them as appropriate 

patterns of resort. Economics also proved to be a significant factor in adherence to 

treatment regimens.  

Shortly after I returned to San Rafael to begin my study in late 2002, I met with a 

local neighborhood committee to talk about my research design and seek permission to 

interview residents in the community.  I had already provided committee members with a 

copy of my background interview questions for key informants, and one of the group 

members offered me some feedback: “In this municipality, the overall population is in the 

utmost level of extreme poverty.  They have too many problems, and it’s difficult to have 

good health because medicines are hard to obtain.” Holding the questionnaire in his hand, 

another committee member interjected, “In number five, for example, you ask, ‘For 

which illnesses is it most difficult to seek treatment?’” Considering the question to be 
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flawed, he explained that the difficulty did not stem from the nature or type of illness, but 

from the economic status of the people: “It’s difficult due to the lack of money. If we 

don’t have it, we’re resigned to die.”  I persisted in using the question anyway, only to 

find that most key informants shared the same perspective.

As discussed in Chapter One, unemployment and underemployment rates were 

high both nationally and locally.  In San Rafael, an estimated 28% of the economically 

active population was unemployed, and nearly another 22% had temporary employment.  

Even among the 12% fortunate enough to possess salaried trabajo fijo (steady jobs), 

incomes tended to be low, ranging from US$50 - $100 a month, whereas a basic basket of 

subsistence goods for a family of six was estimated to cost over $150 a month (La Prensa 

2003e).22 Most residents either owned the land they lived on or, as was frequently the 

case for young couples, they lived on their parents’ land, so they did not need to pay for 

housing.  However, for poor and very poor households, incomes just barely covered the 

cost of food.  Many were illegally poaching electricity because they could not afford to 

pay for the utility. Nor could they afford to send all of their children to school during the 

same year, or educate them beyond primary school, due to the out of pocket 

“cooperation” and school supply fees, and the costs of uniforms and transportation. 

Under these circumstances, expenditures for health were extremely difficult to make, and 

treatment of serious illnesses generally required obtaining medical services on credit and 

going into debt.  

22 The Nicaraguan government’s estimations of the cost of a basic basket of goods is based on a household 
size of 5.72 people (La Prensa 2006).  The average household size for my study sample was six people.
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For the lower-middle-income “mas o menos” households, economic 

circumstances were a little better.  In these homes, people could generally afford food, 

although they too ate little meat due its high cost, and they could keep their children in 

school longer.  Allocating a share of the household budget to health care was a bit more 

manageable, but still entailed a sacrifice; accordingly, these households, deployed a 

number of strategies to minimize health-related expenditures. In the first part of this 

chapter, I will provide an overview of the range of health care seeking activities and 

patterns of resort utilized by study households, within and across the poor to lower-

middle-income households.  I will then examine how these households utilized health 

care services in the public sector, and conclude with an analysis of the impact of the rise 

of privatized health services in the region.

General Patterns of Resort in the Context of Health, Illness and Poverty

Poverty and poor health go hand in hand. In response to the baseline survey 

questions regarding household resources, people commonly said “no hay”, “there isn’t”, 

in response to queries about employment, latrines, utilities, and luxury foods such as meat 

and vegetables. When I transitioned to the subject of illnesses, however, many 

immediately replied, “Sí, eso hay. Yes, that there is.” Noting the many infectious 

diseases that disproportionately affect the poor, Heggenhougen (1995) describes 

structural violence as a form of “functional apartheid” contributing directly and indirectly 

to human rights abuses.  Farmer suggests that the social and medical segregation of the 

poor has facilitated the persistence of infectious diseases such as tuberculosis, while at 
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the same time limiting their spread among “those whose deaths might be considered more 

important” (1996:263). 

For very poor, poor and lower-middle-income households in San Rafael, 

economic constraints resulted in common trends, including delays in seeking care until 

symptoms became intolerable; delaying or declining exams suggested by health center 

doctors; filling only a portion of prescriptions received from health center or hospital 

doctors; bypassing physicians to purchase medications directly from a private pharmacy 

or shop; trying an inexpensive over the counter or herbal remedy; and visiting a local 

healer.  For illnesses perceived as mild or for chronic or recurring ailments, treatments 

were often limited to herbal or inexpensive over-the-counter remedies, especially 

pastillitas, or “little pills” – usually an analgesic or antibiotic.  The diminutive form of 

the word connoted people’s perceptions of the efficacy of such treatments as well.  In 

response to my query about what she had done to treat her multiple ailments in the past 

two weeks, for example, Doña Elisabeth replied, “Nothing. I just take a little pill in God’s 

name and use homemade remedies.” 

Sharing medications within and across households for individuals with similar 

symptoms was also common. This could span a long period of time, for example, a 

leftover cough syrup might be used for a different household member afflicted with gripe

three months later. Medication sharing also occurred in conjunction with self or lay 

diagnosis of ailments, at times drawing from an earlier medical diagnosis.  For example, 

a woman previously diagnosed with “alergias” by a health center physician would buy 

ten pills at a time for herself when she experienced symptoms, based on the prescription 
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she had initially received. When her daughter began to manifest similar symptoms over 

the course of the study, the woman gave her pills to the girl rather than taking her to the 

health center for a consult.  In the case of young children, mothers would sometimes take 

the youngest child to the health center, either because of beliefs about the increased 

vulnerability of small children, or because that child was eligible for free services through 

the niño sano (healthy child) program.  The medications received or prescribed would 

then be shared with the older children or adults displaying the same symptoms.  

Illness events perceived as grave or life-threatening were accorded the highest 

priority, and although not everyone may have consciously taken this into consideration, 

there did exist an expectation that such events could and would occur, often 

unexpectedly.  Minimizing on other costs in the meantime facilitated the mobilizing of 

resources for these occasions.  

To the extent that health care seeking varied by economic level, it tended to be 

more a matter of degree.  Poorer households often waited longer, or in the case of the 

very poor, permitted symptoms to progress to truly life-threatening conditions before 

seeking care.  Once care was sought, health care seekers were more likely to opt for 

public rather than private sector services, although there were notable exceptions.  Poorer 

households were also more likely to seek care from the inexpensive local healers, 

whereas the lower-middle-income households had a higher rate of private sector 

utilization.  In terms of overall expenditures, lower-middle-income households did tend 

to spend more on health, for physicians, examinations, and medications.  As will be 

discussed in greater depth in Chapter Four, however, a number of poor (though not very 
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poor) households made significant and/or frequent health expenditures for household 

members considered to be vulnerable in general.  In such cases, they were only able to do 

so by resorting to the private sector to receive medical attention on credit.

The patterns of resort discussed above had important consequences.  First, 

pressures to minimize expenditures in order to meet daily subsistence needs as well as the 

prioritized ailments constrained study participants’ ability to engage in a number of 

preventive health measures, such as diagnostic exams and dietary practices.  Second, 

inappropriate medication purchases and consumption practices, such as consuming the 

wrong medication or an insufficient quantity of an antibiotic, resulted in the recurrence of 

a number of diseases, in particular, diarrheal diseases, respiratory ailments, and urinary 

tract infections, to such an extent that a number of households considered these illnesses 

to be chronic.  Many acute and chronic illnesses such as respiratory infections, kidney 

infections and diabetes, inappropriately or insufficiently treated, also worsened to the 

point of becoming life-threatening.  Literature on prescribing practices and medication 

consumption has further identified individual and population-based risks, such as the 

development of antibiotic-resistant bacteria and mild to dangerous side effects.  While 

serious side effects from self- or lay-prescribed medications were not reported by any 

study participants, the purchasing of antibiotics and strong painkillers without 

prescriptions occurred in 72% of the study households, and in several cases asthma 

medications were administered to children with respiratory illnesses despite their never 

having been diagnosed with asthma. 
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What I wish to emphasize here is that these patterns of resort resulted in large part 

from the extreme conditions of poverty in which household members lived, and the 

extremely impoverished conditions of the public health services available to them.  

Ironically, as Babb observes, neoliberal policymakers have utilized “the metaphor of the 

economy or the body politic as a sick person,” describing the reductions in the state 

sector and social services as a form of “shock therapy…to stabilize the pathologically ill 

economy”, all the while overlooking the devastating impact these measures have had on 

real human bodies (2001:196).

Analyses of health seeking activities which may not only fail to cure people but 

even cause their condition to worsen must be approached with care. “Non-compliance” 

and “delay”, as well as terms such as “irrational drug use” (e.g., PAHO 2001), have 

figured prominently as key research issues in the health care seeking literature.  

Implicated in poor health outcomes and increased rates of mortality, particularly for 

infants and children suffering from treatable diarrheal and respiratory diseases, it is 

understandable that investigations into these dimensions of health care seeking have been 

accorded such high priority.  Frequently overlooked, however, is the impact that public 

health discourses have had on the representations of health care seekers, their “cultures”, 

and the politics of responsibility for health outcomes.  

The persistence of these misrepresentations, and the insufficient examination of 

the social, political economic and geographic contexts within which health care seeking 

strategies are pursued, have obscured a host of additional variables that impact people’s 

practices.  Indeed, the very terms “non-compliance” and “delay” place the onus of 
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responsibility – and blame – for health outcomes on the very populations that the research 

is intended to help, ironically laying the groundwork for victim-blaming by centering our 

gaze on individual (mis)behaviors and condemning more broadly the local “culture”.  By 

limiting the scope of “the problem” in this way, the scope of the “solutions” generated 

has likewise been constrained, diminishing the potential for program “successes.” To 

maximize the efficacy of health interventions and better serve target populations, 

researchers and policymakers must develop a critical awareness of the organizational 

framework guiding research questions and approaches to problem- solving.

Notably, researchers seldom address the question of who gets to define delay.  As 

a result, even the best intentioned of scholars implicitly promote victim-blaming in their 

publications.  For example, a recent article with many fine points nevertheless labels as 

delay all forms of care sought prior to visiting a biomedical health clinic or hospital, 

including home-based treatments and visits to traditional healers or pharmacists (de 

Souza et al. 2000).  Such labeling implicitly undermines the validity of other forms of 

care, as well as the justifications for not seeing a physician first.  Perhaps the most 

unappreciated factor in studies organized around non-compliance and delay are the power 

relations invested within these terms.  Trostle argues that the causes and persistence of 

non-compliant behaviors have remained elusive to researchers and practitioners because 

they have neglected to recognize compliance as an ideology that legitimates medical 

authority: 

The basic problem with research on medical compliance is that it is dominated by a 
series of ideological conceptions of the proper roles of patients and physicians.  
Though presented as a literature about improving medical services, [it] is 
preeminently, although covertly, a literature about power and control…the problem 
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lies in patients’ behavior or in doctor/patient interaction; the solution lies in patient 
education, behavioral reinforcements, and better doctor/patient communication 
(1988:1299).

By viewing patient and caregiver behaviors that contradict biomedical authority 

as deviant, health care seekers are thus held responsible should poor health outcomes 

result.  Moreover, Trostle (1988) notes that rather than focusing on the types of situations

fostering non-compliance, researchers and practitioners tend to view particular types of 

people as being non-compliant.  Building on Trostle’s argument, I would suggest that it is 

useful to consider the ways in which delay is an ideological concept as well.  Notably, 

researchers seldom address the question of who gets to define delay.  As a result, even the 

best intentioned of scholars implicitly promote victim- blaming in their publications.  In 

public health discourse, sociocultural factors are often presented as a “problem” of 

knowledge and beliefs bound up in the local “culture”: people fail to pursue the proper 

course of action either because they lack the proper type of knowledge or they possess 

erroneous views about illnesses and treatments, often due to their adherence to 

“traditional” rather than “modern” beliefs.  Once the knowledge gaps or misperceptions 

are identified, they can be resolved through “education”.  Indeed, in a number of cases 

health education campaigns have yielded fruitful results.  In others, however, 

interventions have fallen well short of achieving significant outcomes.  

Left unasked in many studies, is to what extent are strategies determined by 

routine practices and general preferences versus economics, and how are general 

preferences mitigated by what people have the economic capacity to do at a particular 

moment in time?  Significantly, the health care seekers accused of engaging in acts of 
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non-compliance and delay in the international health literature are usually poor, living in 

“less-developed countries,” and often further marginalized within their own societies 

through complex articulations of class with race and/or gender.  Restricted options are 

available to impoverished households (Berman et al. 1994).  For people living in poverty, 

health care seeking decisions are made in conjunction with considerations of how to 

allocate scarce resources to meet the needs of multiple household members.  

The literature on health care seeking has accorded significant attention to the 

influence of predisposing sociocultural factors, including beliefs about illness etiologies 

and trajectories, expectations of outcomes resulting from treatment strategies, treatment 

preferences, and characteristics of the individuals engaged in health seeking.  To better 

understand the ways that knowledge, beliefs and values are engaged in health care 

seeking processes, however, it is important to recognize that in practice, decision-making 

is also influenced by a variety of enabling (accessibility), and service-related factors.  

Enabling factors include costs and availability of treatment strategies, and access to the 

financial, social and time resources necessary to pursue particular courses.  Service-

related factors emanate from structural features of a country’s health care system and the 

macro level social, political and economic forces manifest within it (Kroeger 1983). 

The limited research conducted on enabling and service-related factors indicates 

that these elements may significantly impact health care seeking expenditures and the 

selection of treatment modalities. In their study of a rural region in Burkina Faso, for 

example, Sauerborn et al. (1996a,b) identified several economic factors that limited 

health seeking and caregiving opportunities, including: the loss of time engaged in labor 
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due to assuming the sick role or due to providing caregiving for someone who is ill; the 

lack of cash to pay for health services; and the need to weigh the costs of treatment 

against the limited supply of food available to household members.  Coreil (1983) and 

Oths (1994), in turn, note that poor households more frequently allocate resources to 

curative rather than preventive investments, acting in response to crises.  In her study of 

the effects of a severe economic crisis on health care seeking in a poor highland 

community of Peru, Oths also found that as treatment costs rose, illnesses perceived as 

life threatening received greater priority than other illnesses in household resource 

allocations. 

Following Trostle’s lead to focus on situations promoting certain patterns of 

resort rather than certain types of people, I now turn to an examination of three case 

studies which illustrate the broader economic dimensions within which health care 

seeking strategies were pursued by households of varying income levels:

Case Study One: Health Care Seeking in Response to Changes in Employment Status

Alberto and his wife, both in their mid-30s, had three children.  The couple was 

originally deemed to be in the “mas o menos” (lower-middle-income) category by my lay 

panel of experts because they had a painted cinderblock home on their small parcel of 

inherited land, and they were both employed.  As discussed in Chapter One, Alberto 

served in the military during the war. When I first met him, he was working half-time as

a security guard, his hours having been cut back because his place of employment was 

not doing well.  His wife worked as a domestic servant in Managua, and she too had her 
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hours reduced to half-time because the family she worked for began to experience 

economic troubles.  Early into the initial interview, I asked Alberto to identify the 

household’s greatest expenses, and like most study participants, he ranked food first, 

adding that despite this ranking, the amount spent was still not sufficient for the family to 

meet its nutritional needs: “We spend 200 córdobas a week, and we don’t eat what 

corresponds to us (the amount we need) – we’re not eating in these conditions. Meat is 

prohibited for us (laugh). It has to be a special occasion to eat it.  We only eat rice, beans, 

cheese and a little egg.”

At the time of the baseline survey, four of the five household members had either 

an acute, recurring or chronic ailment.  The couple’s eighteen month old son currently 

had the flu and a cough, and experienced pneumonia and bronconeumonia every three 

months.  The last time this had occurred, a month earlier, Alberto and his wife took their 

son to a Catholic church clinic located in a nearby city, because, “They don’t give us 

anything in the [government] health center, they only give us prescriptions.”  The clinic 

charged about US$1.35 for the consult, and provided the medications for free. Although 

Alberto did not elaborate on the condition, his eight year old son needed a special exam 

of his cerebro (brain) that would cost US$300.  Alberto and his wife had written a letter 

to solicit the funds from the secretary of the vice-president of the country, but had not 

received a response.  Both Alberto and his wife, in turn, suffered from la presión (blood 

pressure), headaches, and a skin fungus.  Alberto also needed glasses but could not afford 

to buy them.  They had not sought any treatment for their own ailments during the past 

month. He told me that in general, they took their youngest son to the Catholic Church 
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clinic or one of the clinics funded by an international organization because the Ministry 

of Health, the local health center and the state did not “respond.” For himself, he said he 

usually went to a local curandera (healer) who would give him either an injection or an 

herbal remedy: “This is the extreme poverty that we live.” 

At the end of the interview, when I asked Alberto which household health 

problems worried him the most, he framed his response in terms of the family’s ability to 

receive adequate services from the government health facilities:

La gripe es permanente en esta comunidad.  The flu is permanent in this community.  
Our youngest son has a cough – the longest he is healthy is a month.  Diarrhea occurs 
in all the children, and the flu.  There is a danger scale, until the point when we 
decide to seek attention.  But if my wife or I have a fever, headache, or toothache, we 
save; we look for a homemade remedy or the money to buy pills, a cream.  The 
hospital is the same as the centro, there are no medications.  We also turn to friends 
for advice and help.  I suffer from poor vision as well, but we don’t do anything.  I 
have vision problems but there are no resources with which to buy glasses.  My wife 
and I suffer from la presión, headaches, a skin fungus…There are times when all of 
us are in bed, and the neighbors too.  I want to get an exam for my son.  I think his 
illnesses are because he is poorly nourished.

As Alberto continued, he extended his frustration with these services to the lack 

of initiative on the part of the state and politicians, weaving it into a larger narrative on 

political corruption, the national economy, and their connections to the personal 

conditions of poverty experienced by himself and other members of his community:

There are no medications. MINSA doesn’t resolve anything, the state does not 
respond in any aspect.  Salaries froze ten years ago in this country.  I earn 60 
dólares23 a week – what can I do?  And I’m at the top of the salary scale.  At least I 
don’t have any vices.  I don’t drink, I’m not a womanizer, my wife and I have worked 
to build our home for the last four years.  We think about our children. I learned from 
my father to not have vices, and I teach this to my son.  Esta vida es tan dura.  This 

23 As discussed in Chapter One, as a result of the “dollarization” of the Nicaraguan economy, people 
frequently gave economic figures in U.S. dollars rather than the local currency.
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life is so difficult.  We don’t have any alternative to move up the scale.  I want my 
children to study because I have no inheritance to leave them.  I myself can’t study 
anymore, only my children. It’s the politicians’ fault.  Power is like a prize to them, 
and the population suffers.  Here almost all of us are equal.  We are not poor because 
we want to be, but because there’s no opportunity.  There are people who look for 
work in Costa Rica, but they are mistreated there.  

With only a small parcel of land just big enough to hold their house and not 

amenable to further subdivisions, Alberto and his wife could not guarantee a future home 

to their children.  As with many people who struggled to secure subsistence resources on 

a daily basis, Alberto also worried about the prospects for his children once he could no 

longer provide for them, hence his hopes that with an education, his children might have 

opportunities that he has not:

I studied at night, worked in the day.  I was in the army for seven years, and 
afterwards I had to work.  I wanted to have a career.  We were mutilated, but in our 
social level.  Instead of continuing to advance, we are going backwards… The 
economic situation has become even worse this past year.  It was horrible for us.  I 
was earning 800 córdobas every two weeks, and now I only earn 400 and a bit every 
two weeks. The state only wants its salary, look at salaries of the diputados compared 
with those of the population!  I want for my family and my barrio, and for Nicaragua.  
We are dying from hunger, from health… 

We were mutilated, but in our social level…we are dying from hunger, from 

health.24  Roseberry proposes that we use the concept of hegemony “not to understand 

consent but to understand struggle,” to identify and analyze the “points of rupture” in the 

hegemonic order (1994:360, 365).  Contrasting the social and material conditions of 

himself and others to the high standard of living enjoyed by the nation’s political 

officials, Alberto, as did others, contested the moral legitimacy of the current regime. As 

24 In her Managua-based study conducted during the 1990s, Babb similarly observed the usage of violent 
tropes used by her study participants to describe their impact of the economy on their lived experiences 
(2001:195).
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discussed in Chapter One, recent scholarship has begun to examine the ways that 

structural and political violence entail systemic, interrelated processes.  In Alberto’s 

narrative, he explicitly made this connection, in the context of his own lived experience, 

as he related his military service during the war to his disrupted education and low 

paying, limited economic prospects during the years of neoliberal governance that have 

followed.  

A few weeks after this initial interview, Alberto was laid off, and had to seek 

temporary construction jobs. His wife, whose hours were initially cut in half due to her 

employers’ own economic troubles, was also laid off.  She found another home to work 

in after a couple of months, starting off half-time, and eventually increasing to five days a 

week, while Alberto did housework and watched the children on the days that he lacked a 

job.   After another couple of months passed, he was hired to work on the construction of 

a new elementary school, funded by the World Bank. The job was to last about four 

months, and he lamented that the pay was low even by local standards, because the 

World Bank had awarded the building contract to the lowest bidder.  Nevertheless, he 

was grateful for the temporary position.  

When I conducted my first interview with Alberto, it had been six months since a 

household member had sought care at the health center.  This also turned out to be the 

last trip to the health center they reported over the course of the study. He and his wife 

did not treat their chronic ailments, and sought no care for their acute illnesses beyond 

remedios caseros (homemade remedies) and an occasional analgesic.  During this time, 

his wife had a cough for over a month, and Alberto developed a toothache but never went 
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to the dentist.  Because of their precarious employment situation, in nine months, they 

spent a total of just 300 córdobas (US$ 20) on health care, most of it going to 

medications to treat their children’s ampollos – the term literally means blisters but in this 

case it was a condition resembling chicken pox.  Explaining that he had purchased the 

medications directly from the pharmacy, he added, “We haven’t gone to the health center 

because they only do exams and tell you what you have, but they don’t give anything.”  

Their youngest son had diarrhea frequently, and they treated it with remedios caseros.  

Unlike the ampollos and his respiratory illnesses, this ailment was not deemed serious 

enough to merit medical attention given the family’s scarce resources. Additional efforts 

to procure the US$300 exam that their older son needed were not pursued.  

Case Study Two: Prioritizing Urgent Care in the Context of Multiple Ailments and 

Multiple Household Members with Illnesses

Forty-year-old Doña Santos lived in a joint household with her husband and three 

youngest children, as well as her 20-year-old son, his wife, and their baby. During the 

baseline survey, Doña Santos told me that she and her five-year-old daughter suffered 

from chronic ailments.  When I asked what had been done to treat these conditions, she 

initially told me what they “usually” do.  For herself, this entailed an annual visit to a 

private physician to treat all of her conditions “in a single trip, to not go multiple times.”  

For her youngest daughter, who had anemia and recurring kidney infections, the “usual” 

resort was to visit the health center, and sometimes Doña Santos would seek attention for 
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herself as well, but the last trip for her daughter had actually been eight months ago, and 

even longer ago for herself. 

 As with Alberto, Doña Santos spoke of the dual obstacles posed to maintaining 

good health and to health care seeking due to resource scarcity at both the personal and 

national levels: “The health center almost doesn’t cure one, due to the money. We can 

only pray to el Señor above. Está dura la vida.  Life is hard. I go to the health center too.  

When they have them, they give us medications, but when there aren’t any, no. We took 

her to the health center and they prescribed something.  There weren’t any medications –

we bought them – they gave us vitamin drops, but there wasn’t anything for anemia and 

kidneys.  And we couldn’t buy everything due to the money, por la pobreza.  The 

situation of Nicaragua is very difficult…now in Nicaragua we are poor.” 

The next time I visited, Doña Santos reported that her teenage son experienced 

chronic headaches and her teenage daughter, like the youngest sibling, suffered from 

anemia, as well as migraines. She bought them pills and vitamins when she could, but 

had not been able to do so recently. Instead, she was treating everyone, including herself, 

with herbal remedies.  During the next couple of visits, Doña Santos reported that she had 

bought and/or prepared herbal remedies for her children, and that she prayed to God.  On 

one occasion, she added that she had bought injections and other pills in Managua for her 

teenage daughter in the past: “Aunque estamos pobre buscamos remedio. Although we 

are poor we seek remedies. The health center has Panadol but it doesn’t always work for 

her.”  
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In May, Doña Santos visited the private physician when her ear “se reventó” 

(burst) – she was prone to recurring ear infections. She went to the private physician 

because, unlike the government health center, he provided treatments “ahí mismo”, right 

there in his clinic.  The doctor also gave her dietary advice to control her gastritis. 

Although she had found it difficult in the past to adhere to these restrictions, she was 

trying to comply, for “si no se cuida, es caro curarse ahora.”  If you don’t take care of 

yourself, it’s expensive to cure yourself now. When I next asked about her children’s 

health, she told me that her five year old daughter still suffered from anemia.  

Perhaps feeling some discomfort over having just reported spending the 

equivalent of about US $20 on her own visit to a private physician, Doña Santos went on 

to tell me that she had not taken her daughter to the health center recently, owing to 

economic difficulties. She and her husband, along with two of their older children, sold 

produce at a market in Managua.  “At times the business goes well, at times it goes badly. 

The situation is difficult here. But I’ve spent a lot.  It’s only a dream with her.”  Doña 

Santos articulated a similar discourse when I asked about her sixteen-year-old daughter, 

who still suffered from anemia and currently had a headache.  “She’s lying down right 

now, the migraines are hitting her hard.” Her daughter had had the headaches for the past 

two years, and Doña Santos was unsure whether they were related to the anemia. Telling 

me that she took her daughter to the doctor a year ago, she explained, “Yo le hecho la 

inteligencia, no la he abandonado.  I have used la inteligencia for her, I haven’t 

abandoned her. The doctor prescribed four injections, but I wasn’t able to buy them 

because they cost 100 – 150 córdobas each.”  Instead, she began to purchase vitamin pills 
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for the teen, costing 3 córdobas each.  She most recently bought 12 pills for her, and 

there were three left.  

No additional health care seeking activity for the daughter was discussed on 

subsequent visits for the next two months, but when the teen experienced severe 

abdominal pains and a fever in July, Doña Santos took her to the nearest hospital.  She 

was diagnosed with a kidney infection and possibly kidney stones.  Although the hospital 

was a public facility, the medications prescribed were not in stock, and the doctor 

cautioned that surgery might be needed if the treatment did not prove effective. Worried 

over the prospect of her daughter requiring an operation, Doña Santos bought all of 

medications prescribed, spending a total of 700 córdobas, about US $45. Her household 

was among the relatively better off lower-middle-income range in the study, but with

eight family members to support, an expenditure of this amount for a single person was 

substantial – in fact, it was more money than was spent on health for all other household 

members combined over the course of the study, and equivalent to two weeks’ worth of 

food for the household. After her daughter finished the course of medications, Doña 

Santos took her back to the hospital for the follow up visit, where she was relieved to 

learn that her daughter had recovered and surgery would not be required. No further 

health care seeking was reported for the young woman’s anemia, however.
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Case Study Three: Non-Treatment and Cessation of Care in Conditions of Extreme 

Poverty

Saira and Yesenia were two sisters in their 20s sharing a cinderblock home with 

their compañeros and children.  The home had belonged to their grandmother and was 

inherited by their mother, who now lived in Managua.  Saira’s compañero traveled 

around the country to sell apples, a luxury fruit, while Yesenia and her compañero sold 

various sundries in Managua.  In both cases, their meager earnings only covered food; 

based on how thin all of the household members looked, it did not appear that the basic 

subsistence needs were being met.  According to Saira, breakfast consisted of bread and 

coffee, while lunch entailed beans and rice.  The children would become hungry again 

later in the day, but there was not always food leftover to serve for dinner. Moreover, at 

times they had to forego the purchasing of food in order to pay their water bill.  Although 

I later learned that the older two of Saira’s children actually lived with her mother in 

Managua, she provided the names and ages of all four for my survey. Saira’s one-year-

old daughter had been experiencing vomiting, diarrhea and a fever for the past three days, 

and did not want to eat or drink.  Saira herself, in turn, had a hernia, foot pain, and heart 

condition.  

Yesenia, whose taut, weathered face made her look considerably older than her 

years, had three children, all of whom suffered from asthma.  At the time of my first visit, 

it had been six months since Yesenia had been told by a health center doctor in Managua 

that her ovaries were inflamed and she would need an operation, but that she could not 

have it performed yet because she also had a kidney infection.  She asked about the prices 
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of the medications for both her ovaries and kidneys at a private pharmacy, but they were 

too expensive to purchase.  Without resolving the kidney condition, she could not receive 

the operation.  She also suspected that her pains might be due to appendicitis, a hernia, or 

her gall bladder because she experienced pains in the lower left quadrant of her stomach, 

making it painful to walk and giving her nausea as well. No medical attention had been 

sought for any household member since Yesenia’s health center visit in Managua, 

however, and in the past month no health expenditures had been made for anyone.  “I 

haven’t gone to the center or hospital por la situación,” Saira explained, “one is going to 

spend there, medications are not found.” Both sisters were evangelical, and emphasized 

their faith in God’s healing powers to compensate for their lack of financial resources to 

pay for care: “I have faith in God that he will heal me and my children,” Yesenia said. 

When I next visited the sisters, six weeks later, Saira’s one-year-old was again 

reported to be ill, this time with a cough and diarrhea.  Saira gave the child suero (oral 

rehydration therapy) and was going to take her to the children’s hospital in Managua, but

Yesenia told her not to, due to the anticipated expenses: “If there are no medications here 

in the centro in San Rafael, mucho menos is there going to be anything in the hospital.  In 

the hospital they only give suero.  We also asked about a medication at the pharmacy, but 

it would cost 200 córdobas…only with God can we move forward.”  The baby recovered 

without treatment, but three weeks later, Yesenia took her own three children to the local 

health center when her two-year-old son had a nosebleed. She received vitamins for the 

children “to improve their appetites,” but the medication the doctor prescribed for their 

asthma was not in stock, so Yesenia prayed to God because she lacked the money to fill 
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the prescriptions. “God is the ultimate healer but he also gave us medical science,” she 

explained, “but if there's no money, we can't use it.”  

Yesenia did not return to the center or seek any other form of treatment when all 

three children began to experience asthma symptoms two weeks later.  The following 

month, she reported purchasing 12 cerefol capsules (a very inexpensive herbal cough 

remedy) for her kids, and thanked God that they were doing better, for “only God can 

heal.”  She did not take them to the centro, because “there is nothing there.”  She further 

reported that a local woman had recently healed her of her kidney infection and swollen 

ovaries through prayer.  She and the woman were now praying for Saira, who had a 

hospital appointment for her heart condition but could not go; her compañero’s sales 

were not doing well, and they lacked the funds to cover the travel and anticipated exam 

costs.  Saira did end up going to the hospital a couple of weeks later, and was told that 

her ovaries were inflamed and surgery might be required if medications did not prove 

successful.  Her compañero bought the medications, and since she felt better by the time 

she finished taking them, she did not return to the hospital for the follow up appointment. 

From June through September, the rainy season, treatments were not sought for 

Saira’s children, and it appeared that their symptoms were downplayed when I would ask 

for bi-weekly updates.  Yesenia, in turn, took precautions to try to minimize her 

children’s asthma symptoms, including making her children wear the same clothes 

multiple days in a row until the washed ones finally dried on the clothesline, not letting 

them walk around barefoot, and not letting them bathe in cold water. Her two-year-old 

experienced asthma symptoms twice during this period.  On the first occasion, she took 
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him to the health center and received pills for him, which she supplemented with 

salbutamol syrup leftover from a prior trip to a health center in Managua.  On the day of 

my last visit to the home, the child was reported to have a severe case of “asthma and 

bronconeumonia.”  Yesenia had taken him to the hospital, a neighbor reported to me.  

The neighbor, also an evangelical, had warned Yesenia not to spend a lot of money there 

since she did not have the resources, adding, "Solo Dios con su poder puede curar."  Only 

God with his power can cure.

In sum, over the course of the study period, minimal health care seeking was 

pursued by the two sisters for their children and themselves.  Saira sought treatment for 

herself just once, and did not pursue the follow up examinations once her symptoms 

subsided.  Yesenia primarily resorted to prayer for her major ailments, and purchased a 

painkiller on two occasions for a headache and earache. She attempted to take preventive 

measures to manage her children’s asthma and visited the health center twice for them, 

but lacked the financial resources to purchase the medications prescribed. It was unclear 

what would occur if the hospital where she took her son at the time of the last visit were 

to levy user fees or give her prescriptions to be filled elsewhere.  It was also unclear 

whether Yesenia’s kidney infection and reproductive health problem had indeed gone 

into spontaneous remission, or whether Saira was completely cured of her reproductive 

health problem.  Without the money with which to access “medical science,” however, 

they had no choice but to maintain their faith in God’s power to heal them.

Although Saira did not seek attention from a doctor or local healer for her 

daughter, nor did she buy her any medications or report using a homemade remedy, she 
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did report in the first interview that there was no money for treatments because what little 

there was went to feed her children, and even then there was not enough to adequately fill 

their stomachs.  In fact, the amount this household reported spending on food, less than a 

dollar a day, would not even cover the cost of a course of antibiotics or anti-parasitics to 

treat the child. For many households living in extreme poverty, the choice between food 

and health care had to be made on a regular basis, since it was rare for all members to be 

illness-free at any given time.  

Additionally, while not explicitly discussed, Saira appeared to view her 

daughter’s ailments as sufficiently mild to avoid the financial outlay for care.  Notably, 

Yesenia also discouraged her from taking the child to the hospital, anticipating that only 

suero would be provided, which Saira was already administering at home.  That Yesenia 

did take her own children for treatment when they experienced respiratory distress from 

asthma suggests that this ailment ranked higher on the “danger scale” described by 

Alberto in the context of his wife’s and his assessments of illness severity.  As will be 

discussed in greater depth in Chapter Four, children were highly valued and parents 

expressed much worry for their well being, including worry about how their children 

would someday have to survive without them. Above, Alberto discussed his desire to 

educate his kids because he had no inheritance to leave them.  Another couple was 

anxious to acquire the legal title to their land prior to death so that their children could be 

guaranteed a place to live. Delays and neglect in seeking treatment did not reflect a lack 

of concern for children, but rather, a lack of accessible treatment options to pursue.
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Using la Inteligencia in Health Care Seeking

In the three case studies above, the range of health care seeking decisions and 

activities varied by household but in all instances they were limited by economic 

constraints. Doña Santos’ household was the best off of the three, but even she and her 

family frequently delayed care or ignored ailments, mainly responding when an ailment 

became acute and the pain intolerable.  At those times, however, they sought care from 

either a private physician or a hospital, and spent relatively large amounts of money.  As 

with Doña Santos, Alberto and his wife did not utilize the local health center during the 

course of the study, for the same reason that they anticipated that no medications would 

be in stock there.  Instead, they resorted to herbal remedies and an occasional analgesic or 

stronger painkiller in pill form for respiratory and diarrheal illnesses, as well as for 

Alberto’s toothache, and treated their sons’ skin and fever outbreaks with medications 

purchased directly from the pharmacy.  While no emergency situations arose, they did 

not follow up on the expensive exam that their older son had been reported to need.  

Saira and Yesenia, truly living on the margin, sought medical attention 

sporadically, resorting only to public health services, and foregoing follow up 

appointments.  Saira had endured her stomach pains for over three months before going 

to the hospital, and while her compañero did purchase the medications, she did not return 

to find out whether she had indeed been cured. Yesenia, unable to purchase her own 

medications, ultimately found someone to pray for her instead.  Unlike Saira, Yesenia did 

seek care for her children, but was unable to purchase their asthma medications when the 

health center did not have them in stock. 
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Significantly, while members of all three households cited economic constraints 

as their primary obstacle to treating their many ailments, in none of these cases did they 

adopt a fatalistic stance.  As Doña Santos said, “Although we are poor, we look for 

remedies.” This sentiment was expressed by several study participants, and in the three 

examples provided here, people did attempt to treat illnesses even when they lacked 

financial resources, whether through preventive measures, herbal remedies, trips to the 

health center or hospital with the hopes of receiving at least a partial treatment, or 

prioritizing budgetary allocations for urgent health needs.  Finally, they resorted to 

prayer, acknowledging their desire to purchase medical treatments even as they affirmed 

their steadfast faith in God as the ultimate healer.  To a certain extent, each of the 51 

households participating in the study had its own unique economic situation, range of 

illnesses among its members, and range of health care seeking activities.  Hence the 

above three described in depth cannot be said to comprehensively represent the rest. 

Taken as a whole group, however, one of the most striking features was the amount of 

creativity employed to compensate for or bypass both the limitations of individual 

household resources and the resources offered by the local health center.  This creative 

process, moreover, was overtly recognized by many household members themselves, 

who described it as making, applying or putting forth la inteligencia.  

To apply la inteligencia was not limited to health care seeking; frequently it was 

invoked in the context of making ends meet in general.  For health in particular, the 

phrase tended to be uttered when people described the creative measures they pursued for 

health care when economic resources were scarce, or, less frequently, when people 
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selected treatment strategies for an illness whose diagnosis was ambiguous.  These 

measures were numerous.  When people lacked the money to purchase the medications 

prescribed by a public or private doctor, but did not want to entirely neglect or delay 

treatment, they might resort to buying by the pill, filling partial prescriptions, filling the 

cheaper prescriptions, buying cheaper over-the-counter medications and supplementing 

them with herbal remedies, and/or sharing medications with relatives and neighbors.  

When multiple household members were ill with similar symptoms, medical attention 

might be sought for one household member and the treatment shared with others; if one 

of these members was a child under age five and hence eligible for free exams and 

medications through enrollment in the health center’s healthy child program, this was the 

one who would be taken for treatment.  In two households in which the ill household 

member was the primary income earner and could not afford to take time off of work to 

seek care, another family member feigned the symptoms to the doctor instead, also 

choosing a facility more likely to have the treatment in stock and for free.  

Considerable creativity was also deployed in the selection of the treatment 

facility. In some cases, as described by Alberto, care was sought at a church clinic where 

the consult and medications were either free or provided for a very low fee.  In others, 

people engaged in what Garfield and Williams (1992) describe as “hospital shopping”, 

seeking care from multiple government facilities for the same illness in order to garner as 

many medications from each as possible.  To this end, health centers in neighboring 

regions and Managua were widely reputed to have more medications in stock, and some 

people would attempt to pass themselves off as local residents in order to receive care at 
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these facilities.  Such attempts were more likely to be successful if one had a relative 

living in the vicinity whose address could be used.  Additionally, certain individuals 

reported that they knew which hospitals to use, or what to say so that they could avoid 

being assessed user fees.  Finally, as I discuss in depth below, for illnesses perceived as 

grave or life-threatening, resort to private doctors who offered treatment on credit was 

often pursued precisely by those families who lacked the money to pay for exams and 

medications should the local health center or hospital levy user fees or provide 

prescriptions to be filled elsewhere.  

For ailments with ambiguous symptoms, applying la inteligencia might refer to 

utilizing multiple treatment modalities, such as visiting both the health center and a local 

healer, especially if people were either unable to afford all of the exams and medications 

prescribed, or if they mistrusted the doctor’s diagnosis.  For both ambiguous cases and 

financial reasons, people frequently attempted to use an inexpensive herbal or other type 

of homemade remedy.  It appeared, in fact, that resort to remedios caseros had increased 

substantially since I had previously lived in the region.  Notably, during an early meeting 

with a group of local brigadistas, as I expressed my interest in learning what illnesses 

were most common in the region and what people did to treat them, one of the women 

told me the community had a strong need to learn more about medicinal plants, for 

people had neither work nor money to pay for medicines: “Health is the most important 

thing in life…but we don’t have work, so we want to know about plants…it would be 

good for people to know more about medicinal plants so they could use them instead of 

buying medicines.”  
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As noted in Chapter Two, western biomedicine was quickly embraced by the 

Nicaraguan population as it became available, and it continues to be the preferred form of 

treatment for most illnesses today. In many homes, when people described their remedios 

caseros to me, they made explicit links between this resort and the absence of funds to 

pay for biomedical treatments, saying the “weeds” or “plants” were only “calmantes, no 

se curan” – they helped soothe symptoms but did not cure the underlying ailment.  In this 

respect, some people did not even cite resort to an herbal remedy when I asked open-

ended questions about treatment strategies used for a given ailment, only later affirming 

their usage in response to follow up questioning.

Several study participants reported success in putting forth la inteligencia.  The 

local healer was able to treat a child’s diarrhea and fever, and for less money than filling 

the prescription provided by the health center.  The neighboring health center provided at 

least one or two medications, rather than just a “pile of prescriptions” as was typically the 

case locally.  Applying la inteligencia often yielded limited results, however. For 

example, one woman who took her daughter to the health center received four 

prescriptions.  Unable to afford them all, she opted to fill the three cheapest ones, 

consisting of vitamins and painkillers, so that she could administer the majority of the 

treatment regimen. Unfortunately, the one medication not purchased, since it would have 

cost as much the other three combined, was the antibiotic needed to actually treat her 

daughter’s kidney infection. Purchasing private medical services on credit, in turn, meant 

incurring debt, thus it was considered an extreme resort only to be pursued for urgent 

cases. 
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To apply la inteligencia could also be extremely time-consuming, and households 

had to weigh the risk of wasting their time and economic resources should a particular 

strategy prove ineffective.  For those with chronic illnesses, for example, while a health 

center in a neighboring town might be more likely to have medications in stock, it was 

not a given, and people were reluctant to spend the travel fares, the trip time, and the long 

wait at the facility only to end up with prescriptions after all, or with only an inexpensive 

medication they could have purchased locally for the amount they had now spent on 

travel instead.  

Significantly, while the efficacy of la inteligencia could be limited, making the 

effort was imperative from a moral perspective.  Above, Doña Santos invoked the phrase 

as she provided testimony on the health seeking efforts she had made on her daughter’s 

behalf in the past, in order to demonstrate that she should not be judged by the lack of 

recent activities in the present.  When successful, moreover, people reported their 

inteligencia efforts with pride.  Despite the widespread recognition of the structural 

forces contributing to individual and collective poverty, at the local and national levels, 

personal accountability for the health of oneself and one’s dependents persisted.  As will 

be discussed in Chapter Four, the moral identity of parents was largely dependent on their 

caregiving efforts; closely scrutinized by others, fatalism was not condoned.
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Utilization of Public Health Care Services 

The Health Center

I asked Celia and Amanda (two of the health center auxiliaries) at separate times 
today about the lack of alcohol for injections.  Both of them told me that it’s been years 
since the centro had alcohol.  Celia thought that it was at least 10 years, telling me that 
they haven’t had it since the revolution ended.  Amanda didn’t attempt to pin it down to a 
date, but she said that everything has gotten much worse with respect to health center 
supplies since Alemán was elected.  Both told me that there’s a risk to injecting people 
without alcohol.  Officially they’re supposed to use boiled water from the oral 
rehydration unit.  Celia always carries cotton balls soaked in this water, but worries 
because the water cleans but doesn’t sanitize the skin.  The cotton that Amanda carried 
today was dry.  She makes mothers bathe their babies first, but she injected adults after 
simply wiping the skin a bit with the dry cotton.  And as I watched one of the mothers 
washing her baby today, I noticed that she didn’t use soap, just cold water.  Amanda was 
actually reluctant to inject some babies.  For those women whom she deemed as 
responsible in going to the centro for  their babies’ regular appointments, she 
recommended they wait until that  date, adding that they could get their babies weighed 
at the same time.  As for those whom she did inject, she asked the mothers if they had 
acetaminophen to give the babies afterwards in case of fever, and told them to buy some 
if they didn’t.  She also told mothers to breastfeed their children substantially today, for 
that would help prevent a strong reaction to the shots…  

In addition to vaccinating, Amanda gave some impromptu charlas (talks) to those 
we visited, about breastfeeding and the need to go to the health center for prenatal care.  
“Now that there are almost no medications in the centro,” she explained to them, 
“MINSA wants us to promote preventive health.”  

- Fieldnote entry, January 2002

Feeling compromised in the care they could now provide, and worried about their 

potential to be held liable for negative outcomes, Celia and Amanda tried to distance 

themselves from the health center practices and policies they were obligated enforce to 

ensure that all residents in the communities of their jurisdiction received the appropriate 

vaccinations.  On other occasions, I heard health staff warn patients to check the 

expiration dates of medications they received from the health center, and once I directly 

witnessed a confrontation between the staff and parents of a child over what appeared to 
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have been a reaction to an expired vaccine.  This had not been the first time a formal 

complaint had been registered regarding an expired vaccination, vitamin supplement or 

medication.  While no health staff members were actually held responsible by the 

Ministry of Health for these instances, the knowledge that patients and their families 

shared a different view made the staff feel resentful that a better system of 

pharmaceutical control was not in place.  

Most significantly, Amanda understood her responsibility for providing charlas

on preventative health measures to be the Ministry of Health’s strategy for coping with 

the inability to provide adequate treatments at its facilities.  Her reference to the paucity 

of medications available in the health center further indexed her frustration with the 

constraints posed to doing her job effectively.  That she and other staff openly expressed 

their lack of confidence in health services to the population they served was 

understandable in so far as it served as a means of protecting their moral identity, but it 

also had the effect of further undermining the credibility of public health care services in 

the eyes of local residents. 

A 1995 WHO survey found that medical treatment was sought for fewer than a 

third of those Nicaraguans who reported feeling sick.  The main reasons cited were “lack 

of resources to pay for consultation and treatment,” and “the low response capacity of 

health services” owing to “difficulties in the supply and distribution of essential drugs; 

old and poorly maintained medical equipment; queues in health centers; few laboratory 

exams; [and] the requirement to pay for drugs and health care.” (WHO n.d.:5-6).  Every 

household participating in the study, and every individual with whom I spoke about my 
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study, including health center personnel, articulated dissatisfaction with the current 

condition of the government facilities. 

The biggest complaints centered on the lack of supplies and the out of pocket 

expenses that patients and their families had to cover: the health center and hospital had 

no medicines; they lacked the supplies to do exams; they charged fees for exams or 

requested “cooperation” fees for medications. Across all households, for just over half of 

the visits to the health center in which prescriptions were written, none of the medications 

prescribed were in stock.  A partial amount of the medications prescribed were in stock 

for about a quarter of the visits, and all of the medications were in stock for just one-sixth 

of the visits. “Todo es comprado ahora,” everything is bought now, was a common 

utterance articulated both in general and for specific visits to health centers and hospitals 

alike.  

The second most common form of complaints addressed the costs of time due to 

scheduling. To get an appointment, one had to arrive early, by 7 or 7:30 am for the local 

health center, and spend up to the entire morning waiting for one’s turn with the doctor or 

nurse. If the appointment was not finished by the time the laboratory staff was ready to 

close for lunch, it would be necessary to return another day for the exams.  If the 

laboratory did not complete the exams in time to see the doctor the same day, yet another 

trip would be necessary to receive the diagnosis and prescriptions or medications.  The 

“loss of time” spent in the health center was further compounded for women with 

multiple children enrolled in the healthy child program, if their children were assigned 

different appointment dates and the health center staff refused to synchronize them. 
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Additionally, the health center was closed on evenings and weekends, as well as during 

vacation periods, weekly staff meetings, and periodic health worker strikes, causing a 

certain amount of confusion as to when exactly one could seek attention there.  

Finally, people expressed displeasure with the demeanor and quality of care 

provided by certain health personnel: the staff was odioso (hateful) or rude; the admission 

clerks would refuse to give people appointments if they had forgotten to bring their 

children’s niño sano cards or if they arrived late, even if the condition appeared to be 

grave; the doctors misdiagnosed conditions or failed to perform sufficient exams to 

render a diagnosis, and the prescriptions they wrote were often for expensive medications 

that people could not afford; and the nurses scolded women for their children’s 

malnutrition and hygiene, for not breastfeeding, and for missing niño sano and prenatal 

appointments.25

“Going to the Health Center is a Waste of Time”

As a result of the lack of desired services and out-of-pocket expenses, the cost of 

time and inconvenient scheduling, and perceptions of an uncaring and/or incompetent 

staff, many people felt it was no longer worthwhile to seek care at the public facilities.  

As one woman explained when telling me that she and her adult daughter no longer liked 

to go for themselves or their children, “Now in the health center they leave the poor to 

die, and in the hospitals too…they only prescribe, they don’t give anything, they only 

give a pile of prescriptions. It’s a waste of time.  It’s disheartening to go to the center.”  

25 The social relations of the health center will be addressed in further depth in Chapter Seven.
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Many people claimed, in fact, that they never or “almost never” went to the health center.  

In practice, however, what most people reported as their “usual” forms of resort differed 

somewhat from their accounts of actual health care seeking activities.  Over 80% of the 

households reported visiting one of the region’s health centers at least once over the 

course of the study.  For 22% of households, it was the most frequent pattern of health 

care seeking resort, and it was the second most frequent course for another 33% of 

households.  The tendency was thus to underutilize health center services, rather than 

forego them entirely. The key to understanding the discourses versus actual practices lies 

in an examination of how people did and did not utilize public health care services.  

The most common services utilized were the health center’s niño sano (healthy child) 

program for children under age five, consults for young children with illnesses, birth 

control, and consults for chronic or recurring ailments, especially for elders.  Forms of 

utilization were based to a great extent on people’s perceptions of for whom and what 

types of ailments the health center provided services.  For example, during the baseline 

survey, many people reported that they never or seldom went to the center because there 

were no longer any small children in the household.  Although the health staff told me 

that medications were free to all patients, a number of study participants believed that 

only children under age five, under age one, or those enrolled in the niño sano program 

received free medications.  Moreover, several women had the impression that their 

children who were enrolled in the niño sano program would only receive lab exams and 

medicines free of charge during the regularly scheduled niño sano appointments.  This 

had two implications.  First, if a child became ill, the mother would wait until the next 
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appointment to seek care.  Second, rather than going to every scheduled appointment, 

most women only went if the child were ill.  

Those with chronic or recurring ailments, such as diabetes or hypertension, tended 

to keep their appointments more often, particularly elders, especially if they received at 

least a portion of medications during these visits.  People whose medications were 

seldom in stock, however, tended to limit their trips to the health center to times when 

their symptoms became acute. Among a few of the lower-middle-income households, in 

contrast, adults with chronic illnesses did attend their appointments regularly to have 

their conditions monitored.  In these cases, they did not have the expectation or hope of 

receiving a medication, but viewed the facility as a lower cost alternative to seeking 

services from a private physician.

After repeated experiences of only receiving prescriptions, many people with 

chronic illnesses limited their visits to the health center to just once or twice a year, 

filling old prescriptions at private pharmacies either in response to symptoms or when 

there was enough money available to make a purchase.  Doña Carmen used both of these 

purchasing strategies, foregoing medications altogether when she was free of symptoms, 

and rationing the limited quantities she could buy to make them last until the next time 

she could garner the financial resources for a refill. Having undergone a hysterectomy 

five years earlier, Doña Carmen frequently recalled the details and aftermath of this 

experience during our visits.  Suffering from blood pressure, nervios, and other chronic 

ailments ever since she had the surgery, she worried about financial problems constantly.  



202

The ability to buy more of her nervios pills was of particular concern.  Her 

husband had only occasional work as a day laborer in the campo. Two of her children, a 

daughter and a son, gave her money when they could, but they only got paid once a 

month. Doña Carmen was supposed to take her pills daily – “Son para vivir tranquila. 

They are for me to live peacefully. If I take them daily, this doesn’t afflict me.”  

However, if she did not receive enough money from her children, she would have her 

husband buy her a smaller quantity and she would take her pills just once every 2-4 days 

to make the supply last longer. The closer she was to running out of pills, the more 

anxious she became, worrying that she would run out before she had the money to buy 

more.  She bought the pills ‘por carton’ (sheet), with each containing what should be a 

week’s supply. Her prescription was for four sheets a month, but in lean times she was 

only able to buy one. 

The only other medication that Doña Carmen currently consumed was the 

inexpensive dolofín pills for when she had a headache.  “I’m supposed to take my 

medications regularly, but they don’t give me anything in the health center,” she 

explained. “The center never had my nervios medication, but before they would at least 

give me my presión medication.  They also prescribed an injection that I was to receive 

every month, but it cost 50 córdobas.” Fifty córdobas was equivalent to approximately 

two days’ pay for husband, and he did not have work on a daily basis; as a result, the 

injection was prohibitively expensive.  “I haven’t received the injection in three years, I 

don’t know what it would cost now.”  My field assistant Esther speculated that it would 

probably cost double the amount today, and informed us that the prices of medicines had 
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just increased again this past Monday. “Ay, vamos a morir por falta de medicamentos,” 

Doña Carmen lamented.  We are going to die from the lack of medications. 

The higher prevalence of public health care service utilization among young 

children and elders reflected the priority accorded to these population groups by 

international and national policy planning.  Women of childbearing age were also 

accorded priority in policies.  Women did go to the health center for prenatal check ups 

and birth control, but they often missed appointments.  They were more likely to seek 

care for themselves if they were already making the trip to seek care for a child.  

Additionally, since their exams were only provided for free during pregnancy, women 

often did not get the exams recommended at other times, owing to financial constraints.  

Adult men, in turn, tended to utilize public health services the least, and when they did 

seek this modality, they were more likely to go to the hospital.  

Visits to the health center were also influenced by intrahousehold and 

interhousehold needs.  If it was decided that one household member, usually a small 

child, should seek medical attention at the health center, other household members with 

recent or chronic ailments might accompany them, or a mother would seek care for 

herself and/or her other children at the same time.  Neighboring members of extended 

families might also decide to join them and make the trip together.  In addition to the lack 

of utilization by adult men in general, health center services were seldom sought for 

ailments perceived as mild or pasadero, folk illnesses not recognized to exist by health 

center staff (to be addressed in Chapter Four), and illnesses perceived as severe or life-

threatening, thus warranting urgent care that the health center was not deemed as 
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equipped to provide.  For such cases, the hospital or a private physician was usually 

sought instead.

Earlier, I noted that a number of study participants perceived the health centers in 

the capital and neighboring regions to offer a better supply of medications, and 

sometimes a more caring, courteous staff as well.  Utilization of distant health care 

centers constituted a means of applying la inteligencia for a number of households, 

especially those who lived near the border of a neighboring district and/or who had 

family members living there.  Concern about whether one could actually be admitted to 

these facilities discouraged a number of people from attempting to make the trip to seek 

care, even if they had been successful in the past.  If a condition was deemed serious 

enough to warrant medical attention, however, and especially if the local health center 

had already been visited without success in obtaining medications, people went. Some 

people who either provided a fake address or lived in a bordering neighborhood were able 

to get medical charts and admittance cards for future visits.  

For those desiring to seek attention at the other health center in San Rafael, some 

were able to get their charts transferred there if they complained about the services in 

their own district’s facility or expressed the desire to continue seeing a doctor who had 

been reassigned from one facility to the other. One woman regularly attended both health 

centers, for her granddaughter was registered at the farther away one, a strategy pursued 

by the child’s mother.  If she had to take her granddaughter for care, she would entreat 

the staff to grant an appointment for herself as well so that she would not “waste her 

time” with two separate trips.  



205

Similar to Garfield and William’s (1992) description of “hospital shopping”, a 

number of households did attempt to seek care from multiple facilities for the same 

ailment, in an effort to obtain free medications and exams.  The health staff was aware of 

this and at times they even condoned it, sharing a similar perception about the resources 

if not the quality of the personnel at other facilities. To some extent, it may have been a 

case of the grass being greener on the other side.  People who lived near the main health 

center voiced the same complaints as those living near the secondary one, and once a 

visitor from a neighboring town scoffed at the idea that her health center was considered 

superior by residents of San Rafael.  The differences were minor, for none of the sites had 

an ample supply of medications, all had limited hours, and all had service issues 

stemming from local social relations.  However, those who sought care at facilities 

farther away seemed to have more success in at least obtaining a couple of medications, 

generally low cost analgesic or anti-parasitic pills and perhaps a cough syrup, rather than 

simply a stack of prescriptions.  

While a number of people were willing to travel to farther away facilities to seek 

care, few did so on a regular basis, and only a couple were willing to go as far away as 

Managua, a trip which would require them to get up in the middle of night in order to 

arrive in time to obtain an appointment. In fact, another complaint people voiced was the 

lack of a health center or health post even closer by, preferably in their own 

neighborhood. Desire for a neighborhood health center or post may have been bound up 

in memories of health care from the past: there used to be a greater number of health staff 

visits to rural neighborhoods for vaccinations, niño sano monitoring, and on-site consults.  
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During my Peace Corps years, the staff made such visits frequently, with at least one 

auxiliary nurse and a doctor attending to patients in the base houses originally established 

during the Sandinista years.  Their objective was to visit each rural neighborhood once a 

month.  While they did not achieve this goal, the visits were frequent enough for local 

residents to become accustomed to receiving care in their own neighborhoods and at 

times even in their homes.  

By 2002, the national vaccination campaign was conducted only once a year, and 

while auxiliaries would follow up on homes where children in the “healthy child” 

program or pregnant women had missed multiple appointments in a row, they did not 

visit regularly, and doctors no longer accompanied them to provide consults and 

medications. Some study participants still expected these visits, however, and cited this 

as a reason for not going to the health center for children’s vaccinations or for treatments. 

At least one neighborhood committee had petitioned for a health post to be built there, 

and a local official in San Rafael told me of plans to establish health posts in two rural 

areas, but nothing occurred during the fieldwork period. Moreover, the same people who 

expressed desire for this also told me it would not actually be useful unless the medicines 

were also available there, something which currently was not even available in the 

existing health centers.  

Hospitals 

Hospitals were utilized for illnesses and ailments perceived as severe or life 

threatening, injuries and for special diagnostic exams and conditions that could not be 
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treated in the primary health care centers.  In all but one case, people went directly to a 

hospital facility without first obtaining a referral from the health center.  Moreover, 

people often sought care from hospitals during the weekend when the health center was 

closed.  Although many women did visit the health center for prenatal check ups, most 

did not go to the hospital to give birth, but were instead attended by a local midwife at 

home.  Nationally, despite efforts made by health care personnel during and after the 

Sandinista regime, many women have continued to give birth at home.  By 2002, only 

half of births occurred in a hospital, although a majority of women in labor were attended 

by a health practitioner (Republic of Nicaragua 2003; USAID 2004).  Also during and 

since the Sandinista regime, the government has greatly underreported the maternal 

mortality rate, which various development agencies now estimate to be around 230 per 

100,000 (Quirós Víquez 2003; United Nations 2005).  The reasons for not giving birth at 

a hospital included transportation and comfort issues, concerns about costs, and hospital 

policies requiring women to breastfeed.  

Over the course of the study, 29% of the households utilized a hospital at least 

once.  Hospital care was sought for injuries such as deep cuts and broken bones, acute 

respiratory illnesses in children (the lay diagnosis being pneumonia), acute chest, 

stomach and lower back (a locally recognized sign of a kidney infection) pains in adults, 

fever with convulsions, and in one case, a miscarriage.  Although hospitals, like health 

centers, supposedly provided free care, many households were reluctant to visit them due 

to concerns about anticipated costs, which sometimes bore out.  When Reyna’s husband 

began to experience sharp stomach pains, she and her husband, fearing he had 
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appendicitis, borrowed 100 córdobas (about US $7) and went to a hospital in Managua.  

“Todo fue comprado, everything was bought,” Reyna reported afterwards.  The hospital 

even charged for medications in stock at the pharmacy, charging even more than a nearby 

private pharmacy that they later found.  The 100 córdobas was not enough to purchase all 

of the medications, and once they learned that the diagnosis was simply bad indigestion, 

they felt the trip had been a waste of their time.  

When people resorted to hospitals for care, they primarily desired diagnostic 

exams and medications. Operations could be potentially expensive due to user fees levied 

for anesthesia, other operating room supplies, medications, and daily trips by other family 

members to visit and provide food.  As discussed will be further discussed in Chapter 

Four, people also harbored many fears about having surgery, hence they were reluctant to 

consent to it except under life-threatening circumstances.

Worker’s Insurance

Eight of the study households had at least one member with worker’s insurance 

coverage.  However, insurance did not cover all household members.  Dependents were 

limited to children under age 16 and excluded spouses. Furthermore, even when the 

insurance was available, it was not used exclusively in at least three cases, due to 

coverage limitations and dissatisfaction with the quality of care available. For example, 

Indira, a 24-year-old single mother of two, lived with her parents, two younger siblings, 

and a nephew.  Her job as a seamstress in the zona franca required her to rise at 4 AM 

each morning to arrive in time for her 7 am – 7 pm shift on Monday through Friday, 
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leaving her children in the care of her mother.  She also worked a half-day on Saturday.  

If she missed a day, even because she or her children were ill, she could lose her bonus 

for the entire two-week pay period, amounting to 20% of her salary.  Whether she would 

actually lose the bonus was at the discretion of her supervisor, who could formally give 

her permission to visit the clinic but who usually refused. As a result, Indira had to weigh 

the urgency of any given health need against the salary loss incurred through visiting her 

seguro clinic.  Moreover, she considered the clinic’s services to be even worse than those 

in the health center.  Medications were seldom in stock, and only the inexpensive ones 

were ever available.  Obtaining diagnostic exams, in turn, was even more difficult than in 

the government health centers.  

In January 2003, Indira’s two-year-old daughter fell and began to experience leg 

pains. Due to the difficulty of obtaining permission to visit her insurance clinic, and her 

concerns about the quality of care offered at both the clinic and government health 

centers, Indira took the little girl to the children’s hospital in Managua. The hospital “did 

nothing”, however, so she then went to another government hospital, where she was 

referred to a private lab because the hospital facility did not have x-ray transparencies in 

stock.  She was charged US$ 48 for two x-rays, nearly two weeks’ of her pay. The 

following July, Indira began to experience symptoms of diabetes, but her seguro clinic 

refused her request to have her blood sugar checked.  She therefore went to a private 

physician, and once she showed the positive exam results to the seguro clinic staff, they 

provided her with pills to manage the condition. By September, however, she had 

resumed purchasing the medications from a private pharmacy. Ironically, because 
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Indira’s condition had improved with the medication, her supervisor had deemed her 

healthy enough to work and said she had no reason to take additional time off to return to 

the clinic for follow up visits. Thus for Indira and others with insurance coverage, the 

limits to services and access rendered it necessary to pursue additional treatment 

elsewhere.

Utilization of Private Health Care Services

Amanda introduced me to some brigadistas today.  The first house we visited was also an 
oral rehydration and children’s post.  Amanda asked me if I recalled having visited there 
during my Peace Corps years.  The brigadista was in Managua, but we spoke with his 
wife, Doña Maribel. She informed me that  the first thing one has to do with respect to 
their health is have faith in God:  “There’s no reason to go to the health center, for all 
they do is give you a few prescriptions and then you have to go buy them.”  She has gone 
to a clinic and hospital in Managua instead. “The clinic treats people with much respect, 
calling them ‘Señor’ and ‘Señora’, and the medications and consultas are offered at good 
prices.”  “That’s because MINSA is bandida,” Amanda said, “the NGOs only do 
inspections in Managua, so the services there are prioritized compared with elsewhere in 
the country.”  “But this was a private clinic,” Doña Maribel interjected. “Well, 
Managua is still prioritized in this respect,” Amanda replied, “and the clinics there offer 
affordable services for all classes of people to encourage the privatization process.  As 
clinics and hospitals privatize, their services improve because they can be more selective 
in how they spend their funds, leaving the public sector, which can’t turn anyone away, 
with the more problematic cases... And even though they’re now called ‘private,’” 
Amanda continued, “they are still receiving government funding.  As for the hospital, 
Roberto Calderon, it’s a very good public hospital but it is for specialized illnesses only, 
and it’s difficult to get a referral there.”  Doña Maribel agreed, explaining that even 
though she has successfully done so, she recently heard that now you have to arrive at 2 
AM in order to get an appointment that day.  “Yes,” Amanda said, “and it takes months 
before one can receive an operation there. Doña Maribel was able to successfully get 
medical care is because she is very active, Laura.  Many people here give up after they 
are initially told the treatment or exam costs, and don’t try to find another, more 
affordable place.”  Recalling how things were when “Tacho” (Somoza) was overthrown, 
Doña Maribel gestured with her hands that there had been upwards improvement during 
the Sandinista years, “pero la situación se quebró después, the situation broke down 
afterwards.”  

- Fieldnote entry, November 2002
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In her assessment of the quality of care in public versus private facilities, as well 

as the privatization of public facilities, Amanda discerned a trend of improving the range, 

quantity and quality of private services by diverting resources away from the public 

sector. As she noted, a number of private services, including clinics and hospital wards 

accessible to only a small segment of the population, were being subsidized with public 

funds. Concordant with its shift to neoliberal governance over the last 14 years, 

Nicaragua has experienced a series of macro level political-economic transformations, 

including several structural adjustment policies aimed at privatizing its once 

internationally acclaimed public health care system.  As discussed in Chapter Two, 

structural adjustment policies implemented to stabilize the economy during the Chamorro 

administration, in accordance with international donor agency guidelines, quickly 

resulted in significant decentralization, privatization, a reduction of government 

personnel, and a reduction in spending in the health sector.  

Laurell and Lopez Arellano (1996) argue that the World Bank’s aim to 

significantly downsize the state’s role in the provision of health care services, shifting the 

most potentially profitable health services to the private sector, and concentrating state 

interventions on limited, low-cost services for those who cannot afford to pay for private 

health care, “recreates a modern version of the 19th century charity.” As such, “the 

benefits provided are regarded as concessions rather than rights,” and a two-tiered health 

care sector based on “private affluence for a minority and public scarcity for a majority” 

is being created (1996:3,16). Amanda provided a similar evaluation in her explanation 

that the private facilities could provide better services because they had more autonomy 
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to determine how to allocate their resources, and to select their patients, in contrast with 

the public sector “which can’t turn anyone away.”  Of equal significance, vital public 

services to which people were officially entitled were often rendered difficult or even 

impossible to access due to geographic distance, the ability to obtain a physician referral 

through the appropriate bureaucratic channels, long wait lists for operations, and the lack 

of a referral system to assist people in locating affordable services. 

Rather than simply replacing one form of health care with another, however, 

overlapping boundaries between public and private spheres have emerged, resulting in 

ambiguous intersections of social actors, budgets, regulation practices, physical spaces 

and other resources.  Increasing numbers of government health center physicians run 

private clinics out of their homes after hours.  Public hospitals refer patients to private 

laboratories and pharmacies when their own supplies are inadequate, while renting beds 

and operating rooms to the privately insured.  Contracting out services for insured 

workers and retirees, the state has further called for private sector investment in the more 

costly tertiary levels of care.  Even as it seeks to divest itself of responsibility for the 

provision of certain services, however, the state faces the task of creating legislation to 

regulate, accredit and supervise a private sector already fraught with problems.  In this 

section, I examine the complex ways in which the private and public spheres articulated 

during the study period, and how low income health care seekers negotiated their 

movements across and within each in daily practice.  Attempting to maximize their 

agency and apply la inteligencia whenever possible, patients and caregivers endeavored 

to assess the array, quality, and accessibility of options for a wide range of illnesses in a 
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constantly changing health care arena, while resorting to social capital to augment limited 

economic resources in local settings. 

Pharmacies, Local Healers, and Church-Sponsored Health Care

The most common form of resort to the private sector was to shops or pharmacies 

for medications, for self-prescribing practices or to fill government health center 

prescriptions.  The first question people with prescriptions would ask the attendants was 

the price.  Upon learning it, they generally either made no purchase at all, bought some 

but not all of the medications, or bought a portion of certain medications, based on the 

amount they could spend rather than the dosage prescribed.  People also based decisions 

on price for medications that were self-prescribed or recommended by pharmacy 

personnel or others.  During observational periods in one of the local pharmacies, I found 

that the vast majority of people did not even ask attendants for advice on dosages, instead 

saying, “Give me x córdobas worth”, the x most often being no more than five córdobas, 

equivalent to approximately US $0.33.

Resort to local healers, church-run clinics, or internationally-organized volunteer 

medical brigades were also common among many households, especially the poorer ones, 

but these services were much more limited in scope.  As will be discussed further in 

Chapter Five, local healers were mainly sought for folk illnesses that biomedical doctors 

“did not know about”, to treat minor injuries, or to “cover all bases” for ambiguous 

symptoms which might pertain to either a biomedical or folk illness.  Church-run clinics 

and volunteer medical brigades had greater supplies of medications than the government 
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health centers, but did not offer laboratory exams.  The clinics also had limited hours of 

service, were often located far away, and frequently required people to first pass through 

a series of gatekeepers.  To receive attention, the patient usually had to be a member of 

the sponsoring religious sect, and provide written verification from a local pastor. 

Every six months, an evangelical ministry also sponsored international medical 

brigades in two of the three rural communities I studied.  Officially, people of all faiths 

were welcome to attend, but in both communities, some households complained that it 

was by invitation only, and that the local church member charged with issuing the 

invitations did not inform all. The doctors participating in the brigades, moreover, were 

mainly from Canada, the US and Germany, and did not speak Spanish.  Translators were 

provided, but while health seekers felt that the brigade personnel were very friendly, a 

number of miscommunications occurred, particularly with respect to explanations for 

medication usage.  The brigades provided people with several medications for free, and 

health seekers were again pleased with this, especially since a number of the medications 

were American brands, considered to be the gold standard.  Study participants frequently 

brought out their small plastic bags, boxes and syrup bottles garnered from the brigades, 

asking me to explain what each medication was for, and the dosage instructions.  The 

prescriptions, written in Spanish by the translators, tended to contain sparse instructions, 

and the medications in their original packaging were labeled in English.  Overall, while 

those who attended the church medical brigades expressed satisfaction with the services 

received, the infrequency of the visits, limited accessibility to the local population as a 
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whole, and limited services provided did not render this option a reliable treatment 

modality.

One of the evangelical churches, receiving funding from the United States, also 

opened up a clinic in the urban sector during 2003, with admission open to its members, 

prioritizing children under five, pregnant women, and elders.  The consult cost 10 

córdobas (US$0.66), and the medications were free. Non-members could gain entry if 

they obtained a written referral from their community’s local branch minister, but no one 

enrolled in the study reported having acquired such, though some expressed interest in 

doing so.  For the most part, non-members expressed skepticism at the possibility of 

being able to get through the gatekeepers. As for members who sought attention, people 

expressed much satisfaction with the medical consult and the free medications received, 

again perceiving the American brand medications to be of high quality.  Overall, 

however, since even most evangelicals in the study were not members of this particular 

church, the clinic was not utilized by a majority of households.  Moreover, since the 

clinic’s hours and days of operation were limited, there was also some confusion about 

when one could go there.  Another limitation was its lack of laboratory services, resulting 

in people being referred back to the government health center.

The Catholic Church established a clinic in San Rafael in 1994, just prior to the 

onset of my Peace Corps service.  Yet although a majority of the study participants were 

Catholic, the clinic was seldom visited.  As with the evangelical clinic, the hours of 

operation were limited. Medical consultations were only provided on certain days, and 

only in the late afternoon and early evening, an inconvenient time for families living in 
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the rural areas.  Bus service was more limited at these hours, and it was unsafe to walk 

after dark when pandilleros (gang members or other delinquent youths) were out in the 

street in the rural areas.  Additionally, the medications were discounted, but not free.  I 

was told by personnel that the priest could waive the fee if someone was unable to afford 

it, but I did not meet anyone who had pursued that option.  It appeared that few people 

were even aware of the clinic’s services, and a number had the impression that the 

services were difficult to access.  One household told me that it was necessary to line up 

as early as 4 AM to gain a consultation and medications.  When my field assistant 

informed another Catholic household that a dentist attended to patients at the clinic once 

a month, they were surprised.  Although distance from the Church clinic may have been a 

significant factor for rural residents, there did not seem to be a high turnout among the 

urban population either - I never saw more than three or four patients at a time there 

during my visits.

Although NGOs are described in the literature as playing an increasing role in the 

provision of health care services in Nicaragua, the religious organizations and other 

NGOs did not sufficiently fill the gap left by the government in this region, and were not 

universally accessible.   As observed in a Nicaraguan NGO evaluation of the effects of 

SAPs in the health care sector, NGO contributions had increased 58% by 1995, “which is 

important in relation to past volumes but not significant with respect to coverage of the 

total population” (CISAS 1995:20).  By the same year, private sector spending had 

increased by 28%, mainly for out-patient services.  The evaluation further notes the 

limited benefits to the private sector growth, which “is aimed at satisfying the middle-



217

and high-income strata that does not represent more than 10% of the population, since the 

charge for these services is beyond the possibility of the average incomes prevailing in 

this country” (CISAS 1995:20).  Although private services were indeed costly in the 

study site, nevertheless, they were paradoxically becoming an increasingly important 

resource for a number of low-income households.

Private Physicians

Although national and international policy plans for Nicaragua identify a formal, 

regulated “partnership” and division of health care services (USAID 2003; Avendaño and 

Espinosa 2000), the same personnel were actually working in both sectors in San Rafael, 

particularly the doctors.  The patients seeking private services, in turn, were not people 

covered by social security or worker’s insurance - nationally, only 6.6% of the population 

had insurance coverage (World Bank 2005b) – but paying out of pocket based on an 

informal sliding fee scale or credit system negotiated with the physicians.  The private 

clinics were not accredited, and as long as no psychotropic or narcotic drugs were sold, 

these clinics could also operate as unlicensed, informal pharmacies.  

While dual physician employment in the private and public sectors has been 

documented elsewhere in Nicaragua as a response to low government wages in the 1980s 

(Slater 1989; Garfield and Williams 1992), the trend developed in San Rafael more 

recently.  During the time that I lived there as a Peace Corps volunteer in the mid-1990s, 

the first three physicians working in government health centers or hospitals opened up 

private practices in their homes, attending to patients during the evenings and weekends.  
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When I returned to the same region to conduct my dissertation fieldwork in late 2002, all 

of the government-employed physicians had private practices on the side, and only one 

physician worked exclusively in the private sector.  While a few people sought private 

practitioners located in other cities, the most popular physicians sought for private 

services also worked in the local regional health centers.  Given that the health center 

consults with these same physicians were rendered free of charge, and that there were 

numerous complaints articulated about health center personnel, it initially seemed odd 

that their private services were in high demand. Under what circumstances did health care 

seekers opt for private biomedical services, even though the practitioners they visited 

might also work in the regional government health center?  

The most significant variable for seeking private biomedical services was 

perception of illness severity.  Private physicians and laboratories offered a much greater 

range of services than the government health center, local healers, and church-run clinics, 

and were even considered to be an alternative to hospitals in cases of illnesses perceived 

as life-threatening.  Overall, resort to government health facilities was much greater than 

resort to the private sector.  Nevertheless, 24 out of 51 households – nearly half of the 

study sample - resorted to private physician services at least once during the data 

collection period.  Although this number included households of all income levels, 

socioeconomic status proved significant.  Thirteen of these households fell into the 

lower-middle-income category, seven were poor, and just three were very poor.  Whereas 

two-thirds of the lower- middle-income households resorted to private services, only 40% 

of the poor and 20% of the very poor households did so.  Additionally, both the very poor 
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and most of the poor households only resorted to private services for conditions 

perceived as grave or life-threatening, whereas nine out of thirteen lower-middle-income 

households also visited private physicians for a wider range of ailments.

For the most part, study participants did not resort to the private sector 

exclusively. Rather, the type of illness and perceptions of severity played a major role in 

determining public versus private sector utilization.  Additionally, if a treatment in one 

setting did not yield the desired results within a certain time period, people might select 

another pattern of resort, going from the health center to a private clinic, or vice-versa.  

Patterns of resort also varied according to which household member was ill. On any 

given day, the majority of visitors to the government health center were women and 

children.  Men tended to delay or neglect health care for themselves for as long as 

possible, often buying analgesics or antibiotics as “calmantes” instead, but once they did 

seek attention, substantial financial outlays would be made.  

Women, like men, delayed or neglected to seek medical attention for themselves, 

attempting self-treatment instead.  Ten women across all 51 households (a number of 

which had more than one adult woman in their membership) did see a physician in 

private practice over the course of the study, but only three did so exclusively.  The 

others normally went to the government health center, but had sought out a private 

physician or lab due to a serious or life-threatening emergency, or an unusual or 

persistent ailment which the health center could not adequately treat. 

Significantly, all but two of the life-threatening emergencies for which private 

care was sought were for children.  Repeated visits to the private sector for the same 
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illness, or regular patterns of resort to the private sector regardless of the ailment, were 

also almost always for children perceived to be vulnerable.  

Seeking Government Health Center Doctors in Their Private Practices

Although one of the criticisms people made of the public health services pertained 

to the competence and attitude of government personnel, 18 of the 24 households seeking 

private sector appointments went to doctors who also worked in one of the local 

government health centers.26  One reason was because bureaucratic regulations limited 

their choices of practitioner in the health centers, although some of the more savvy health 

care seekers reported ways to bypass these constraints.  Several other advantages were 

also identified, however.  One was time and convenience. To see a doctor at the health 

center, one had to arrive by 7-7:30 in the morning, and possibly wait up to several hours 

for a consult.  If the health center turned out to be closed or closing early that day, due to 

a staff meeting or strike, then a consult could not even be obtained.  In contrast, the 

doctors’ private home-based clinics were open in the evenings and weekends, providing a 

wider range of times to seek attention, and with considerably shorter waiting periods.  

A second advantage was the accessibility of treatment in the private sector. In 

their private practices, doctors had a wide range of medications available, and sometimes 

offered the lab exams as well – thus people could receive the treatment in the same trip.  

Third, that a physician also worked in the government facilities was itself an asset should 

hospitalization ultimately be deemed necessary. If the private practitioner was also a 

26 On at least one occasion, 4 of these 18 households also sought private sector services from physicians 
who did not work at one of the region’s government health centers.
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Ministry of Health doctor, she or he could write referral for a patient to be hospitalized, 

hence it was not necessary to make the extra trip to the first point of entry in the public 

health care system. Hence, referrals could be made from the private to public sectors. 

Although private care was not accessible to all, paradoxically, financial 

constraints actually made private care a more attractive option precisely for economic 

reasons, due to the ability to pay for services on credit. For medications, this was 

especially important, since pharmacies would not offer credit to those walking in with 

prescriptions.  Rather, it was because of the doctor-patient relationship that credit was 

extended to the client – the transaction was framed within the context of a clinical setting 

rather than a pharmaceutical shop. Particularly when an illness was perceived as severe or 

life-threatening, people were more likely to seek out private practitioner, anticipating an 

expensive treatment that they could not afford at present but which they could receive on 

credit.  Private sector services were not necessarily more expensive, moreover, or at least, 

it sometimes appeared that way: frequently, a consult fee was discounted or waived if one 

was poor, or if the doctor was a distant relative or family friend in this small community.

Quality of care was perceived as yet another benefit. Those seeking private sector 

services shared a perception that the doctors offered better treatment and attention in their 

private clinics than in the health centers. This was especially the case for children, life-

threatening situations, and rare ailments requiring specialists. In the context of the private 

setting, people felt that they had established a personal doctor-patient relationship, in 

contrast with the bureaucratically-assigned one at the government facilities. 
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A related issue was the influence of a past experience with death, near-death or 

other trauma suffered by a household member due to what appeared to be poor quality 

care at a government health center or hospital. Notably, such perceptions were reinforced 

by certain practitioners, who told patients or caregivers that the ill person would have 

died or had almost died in a government facility.  Yenifer and her husband Raul, for 

example, stopped seeking treatment at the public health center and hospitals after their 

youngest daughter experienced a seizure which a private physician, whose treatment was 

ultimately successful, attributed to an overdose of a drug provided by the hospital 

physician.  The problem, they explained, was that the nearest public hospital was a

teaching facility: “They only have doctors and nurses doing their practicum.”  Moreover, 

they believed a private clinic might actually be cheaper, for “everything in the hospital is 

bought” – many hospital treatments must be purchased by patients and their families. 

After their hospital experience, Yenifer and Raul only took their daughters to a local 

doctor whom they felt was especially good with children, and who also worked in a local 

government health center, but not the one that served their particular neighborhood.  

Negative hospital experiences were also identified by other study participants as a 

reason why they preferred private care.  Melania, a recently divorced mother of four, was 

concerned about the forcefulness with which the hospital staff had inserted an IV into her 

baby daughter, whom she had brought there to be treated for diarrhea and fever.  The 

nurse attending to the child was very impatient and the first vein collapsed.  The nurse 

then attempted to insert the IV into the other arm, and again, the vein collapsed, causing 

the baby’s arm to swell and the child to cry out in pain.  The hospital nurses also insisted 
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that the baby be bathed, which the mother feared would “enfriar” (chill) the child.  When 

the child later became ill with pneumonia, Melania took her to a private physician to 

spare her the trauma of the hospital.  Again, the doctor she chose, Doctora Irene, worked 

in a local government health center, but not the one in her district.  

The past experience of another mother, in contrast, was based on treatment sought 

from the local health center. When Susana’s baby daughter appeared to be having trouble 

breathing, she took her to the health center, only to be told that the child simply had a 

cold.  Upon the advice of her mother, Susana then took the child to Doctora Irene. The 

physician told her that the health center staff had failed to diagnose the girl’s life-

threatening pneumonia, and that she would have died the next day without treatment.  

Doctora Irene then said that she could either treat the child in her clinic, or write a referral 

to the public hospital, but suggested that her own services would be more effective.  

Notably, this doctor knew the staff members whose competency she questioned, which 

made a lasting impression on Susana.  Following this episode, although Susana and her 

husband were poor, she always took all three of her children to this doctor, and once 

sought attention for herself, in all cases receiving services on credit.  As she explained to 

me, “Ya no creo en el centro, I no longer believe in the center. In the center, they leave 

the children to die.”  

At times people resorted to a private lab or specialist because the service was 

simply unavailable in the public sector.  Eva, who suffered from diabetes, first went to 

the health center because she was not feeling well.  She thought she was pregnant but was 

told by the staff that she was not.  The symptoms persisted, so she sought a second 
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opinion at the nearest public hospital, located about sixteen kilometers away.  The 

hospital staff said she needed an ultrasound, but their machine was not working, so they 

referred her to a private lab located in the same city.  Eva went to the private lab and 

brought the results back to the hospital, whereupon they determined that she had indeed 

been pregnant, but that her diabetes, for which she had stopped taking medications due to 

her inability to afford them, had “burned” the fetus.  The hospital staff told her she 

needed emergency surgery since her body had not aborted the fetus, and that she would 

die without it.  They provided her with diabetes medications during her stay, but once she 

returned home she could no longer obtain them from the hospital or the health center.  

Her husband, a security guard, bought her the pills from a private pharmacy for a short 

while, but within a couple of weeks she was no longer taking medications.  

Significantly, referral to private services by public hospitals was common.  A 

number of people reported that public hospitals would require the families of admitted 

patients to purchase the required medications from a nearby private pharmacy, and during 

a hospital workers’ strike in Managua, the workers themselves cited the paucity of 

medications in the hospital pharmacy as one of their grievances.

Finally, resort to private practitioners could be selected for a combination of 

reasons.  Alexandra, a young mother of two who frequently left her children with her 

mother while she and her husband sold fruit in Managua, originally went to the children’s 

hospital in Managua when her one-year-old son experienced fever and convulsions.  A 

medication was prescribed there, and she and her husband purchased it, but after it was 

used up, they had no money to buy more. “Solo recetan en el hospital, they only 
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prescribe in the hospital,” she explained, despite this being a facility for children, as well 

as the nation’s constitutional mandate to prioritize services for children under five. The 

next time the child convulsed, it was during the evening and Alexandra anticipated that 

the hospital would be closed.  She therefore sought attention from Doctora Irene based on 

the recommendation of her aunt.  The doctora explained that her son experienced 

convulsions because his fever got too high, and that Alexandra needed to administer 

medications immediately whenever the child had fever.  Since then, Alexandra took her 

child to Doctora Irene instead of the hospital, further noting with that the doctora no 

longer charged her for the consult, just the medicines, and even for these the prices 

seemed very reasonable.

Public/Private Physicians: A Conflict of Interest?

Health care seekers interviewed expressed mixed feelings about the same doctors 

working in the public and private sectors. On the one hand, there were many advantages 

to seeing government doctors in private settings, as discussed above.  Moreover, prior to 

the formal establishment of private practices, people were already seeking local health 

center doctors at their homes on evenings and weekends.  In this respect, opening home-

based clinics could be viewed as a response to patient demand.  Beyond that, pursuing 

multiple income-generating activities was normative throughout the region; indeed, it had 

long been a necessity for households across economic levels, owing to the nation’s low 

wages and high rates of unemployment, underemployment and inflation. 
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At the same time, doctors occupied a somewhat morally ambiguous category in 

that their mandate to provide patient care sometimes appeared to be subjugated to 

economic interests. To this end, some suspected certain doctors of intentionally 

prescribing expensive medications that they sold in their clinics but which were not 

available in the health center pharmacy.  People did not consider it appropriate that the 

same doctors would sometimes even tell them they could fill these prescriptions at the 

home-clinics.  One family described how a doctor claimed not to know whether a 

medication was available at the health center, but said that he had it at his “home”, i.e., 

his private clinic.  They further noted that he did not directly state that he would sell 

rather than give the medication to them, and when they asked how much it would cost 

there, he claimed not to know the price.  This, the family felt, indexed his own awareness 

of the inappropriateness of his behavior.  

One doctor now working exclusively in the private sector suggested that the 

health center physicians prescribed expensive medications that were not available in the 

health centers simply because they were only familiar with the commercial brand names, 

rather than the generic brands that would enable patients to at least get the medications at 

a lower price. Conversely, however, some health seekers believed that certain doctors 

prescribed based on what they knew was in stock in the government center, so that people 

would not walk away empty-handed, although what was available might not be 

appropriate or sufficient to treat the illness.  

To the extent that disapproval existed, it was directed at health center physicians 

perceived to inappropriately mix their public and private occupations. Those who sought 
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private care from health center physicians, however, expressed satisfaction with their 

services and gratitude to have this resource available.  

Securing Credit

Yet to be addressed in the literature is the impact of political economic factors 

such as structural adjustment policies on reciprocal exchange systems among households, 

a subject frequently addressed by my study participants.  Elaborate forms of reciprocity 

permeate Nicaraguan social relations, but several years of economic struggles have 

strained social ties in this respect.  Most people, regardless of where they fell along the 

political spectrum, felt that the nation’s economic situation in general, and their own 

economic situation in particular, had worsened in recent years.  As a result, their ability to 

provide or receive financial assistance, including loans, had diminished.  In the absence 

of financial assistance from family and friends, and a continuing absence of bank loans 

for poor people, resort to private sector services might seem to be out of the question.  

Yet this was not the case.  Whereas the local pharmacies maintained a strict 

policy of receiving immediate payment for goods, health care seekers could receive 

treatments on credit in a private clinic once the doctor-patient relationship was formerly 

established.  The ability to secure credit from a higher class physician was not only vital 

to expanding the range of health seeking options available, but an important source of 

social validation.  Notably, people made it a point to report to me when they were indeed 

able to repay the debt, as well as any kind words the physicians had expressed to them.  

Whereas the difference of social class between patients and staff, particularly doctors, 
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was sometimes alluded to in health seekers’ criticisms of the health center, it almost 

appeared to be an attractive feature of the private setting, in so far as they viewed the 

doctor-patient relationship to take on a more personal dimension in this context.   

Health seekers who had sought private services also shared a perception that once 

a doctor-patient relationship had been established in the private sphere, the quality of care 

administered by the same doctor at the site of the health center itself improved as well.  

Some people continued to see the doctor in both the private and public settings.  One 

woman, for example, described how she sought an emergency consult for her son at the 

health center with a doctor whom she had previously seen at his private clinic.  The 

health center was not located in her district, and it was also past the hour when 

appointments must be sought.  Yet she was successful in obtaining the consult and 

prescriptions for her son, for the doctor granted her “the favor” of bypassing the 

bureaucratic obstacles. Still another woman regularly visited a physician at the health 

center for her monthly visits as a chronic illness patient, but, having gone to his private 

practice for an urgent case in the past, she spoke of him as being “her doctor.” She did 

not view her one visit to his clinic as an isolated instance, but as part of an ongoing 

relationship.  

Overall, health care seekers felt that doctors cared more or expressed more 

concern when a patient or caregiver sought their services in the private clinic on at least 

one occasion in the past.  Doctors, in turn, expressed pride that patients sought them 

outside of the health center.  One physician suggested that shared religious and political 

affiliations were among the patients’ selection criteria.  Although there was a degree of 
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correlation in terms of religion, there were exceptions, and study participants on the 

political Right and Left visited some of the same doctors.  Health care seekers themselves 

cited the quality of care, the doctor’s willingness to offer credit, and rapport as their main 

selection criteria.  Either they were already acquainted with the doctor through visits to 

one of the region’s health centers, or they were referred through a relative or neighbor. 

Certain doctors were also viewed as providing better care for children.  

Health care seekers’ perceptions of treatment efficacy tended to be much higher 

for the private clinical settings.  Adherence to treatment regimens was also higher, due in 

large part to the medications having been offered to patients on credit.  Without this 

payment option, few or no medications would have been purchased by poor and very 

poor households.  In this respect, although people would say that the private sector 

treatment was not necessarily more expensive, given the potential for a waived consult 

fee and the lack of medications in the health center pharmacy, in practice they ended up 

spending significantly more.  One issue in need of further research is whether people feel 

obligated to spend more on medications than they otherwise would if the private doctor 

offers the consult for free, and as an unspoken condition of the personalized doctor-

patient relationship.  At the same time, it is important to emphasize that those who 

received treatment on credit unanimously expressed gratitude towards the physicians.  As 

Susana explained, “Yes, some doctors offer credit, and others don’t.  Some don’t worry 

about the poor.”  Regarding the particular doctor to whom she had taken her daughter, 

she elaborated, “It’s better to go directly to Doctora Irene [than the health center].  She is 

like a mother who understands the situation.  She gives you medications on credit.”
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Notably, the provision of medical services on credit has not been discussed by 

other scholars conducting research elsewhere in Nicaragua. One doctor hypothesized, in 

fact, that it would be unlikely to occur in Managua, and was instead a product of this 

being a small community.  Not all communities outside of the capital, moreover, have 

such a large population of doctors making their homes there.  Government health centers 

located in some particularly small or remote regions, for example, are primarily staffed 

by new physicians fulfilling their one year obligation to government service.  In contrast, 

the majority of physicians and nurses in San Rafael were either from the region or lived 

within an hour of it by bus, and had worked in its health centers for several years. In 

some cases, health care seekers were even distant kin of the practitioners.  For those who 

were not, long term residency in the area meant that even if the practitioner sought did 

not currently work in one’s local health center, he or she probably had at some point, or 

had already met the health seeker in another context prior to the first consult.  People also 

chose the practitioners who worked in the other regional health center based on referrals 

from relatives or neighbors.  Ultimately, the connection had a personal basis, and this 

may well have played a role in physicians’ willingness to extend credit.

While those who felt they had been successful in forging or exploiting their 

personal ties to physicians in order to either receive services on credit or better attention 

in the health center expressed satisfaction, others not enjoying these benefits complained 

about such practices.  Some felt that it was essential to receiving good services at 

government facilities, and that it was therefore a discriminatory practice that violated the 

state’s mandate to provide health care services for all.  As a local brigadista opined, “Do 
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you see where we’ve arrived in this country? Se hallan las cosas por privilegio, egoísmo, 

familiarismo.  Things are obtained by privilege, egoism, nepotism.  For example, if a 

niece has good relations with the doctors or nurses, or has relatives in the health center, 

but I don’t…”  Still others who actually were related to health center doctors or nurses, 

however, expressed a reluctance to ask their kin for favors of medical care, either because 

they did not want to risk abusing the privilege for non-urgent care, or because their 

relations with these relatives were already strained or estranged. 

Whether doctors and nurses truly exercised favoritism, consciously or not, many 

lay people perceived personal ties to be a valuable, and in some cases, necessary resource 

for those who lacked sufficient financial reserves to pay for services in either the public 

or private spheres.

Practitioners’ Perspectives

The health center was packed with people this morning, especially mothers with 
babies and small children.  It was Dr. Hector’s turn to give a charla to the captive 
audience in the waiting room, on the proper diet for diabetics. He delivered it with about 
the same level of enthusiasm and preparation (i.e., minimal and none) as the other health 
staff I’ve seen…  

The patients’ charts were still being pulled by the time the charla was finished, 
and most of the staff was hanging out in the nurses’ office.   Carla (the cleaning woman) 
entered the office with a large plastic bag filled with pasteles de queso, and asked if 
people were going to “cooperate” by making a purchase.  It wasn’t clear whether she 
was selling them on her own or someone else’s behalf.  Amanda told her to ask again 
after the next pay period (she just cashed her monthly check, so that’s a long time away), 
Celia suggested that Carla tell Dr. Manuel to treat everyone, and Dr. Hector claimed 
that he didn’t have any sencillo (change).  I thought about buying something that 
Amanda and I could take for the road, but decided against it since I treated Celia and 
Amanda to tortas twice recently, and received a comment the second time.  They were 
happy to accept the food, but there’s more camaraderie if it appears that no one can 
afford to buy it…
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We’d just been discussing the upcoming health workers strike – I mentioned that 
I’d read about it in the news recently.  Celia hadn’t heard about it, and Amanda and Dr. 
Hector filled her in on the details.  Dr. Hector asked Amanda what she earned, and she 
told him 826 córdobas, to which Celia echoed, “Todos ganamos lo mismo’, we all earn 
the same.”  Dr. Hector calculated for my benefit that their salaries were equivalent to 
just U.S. 50 dollars a month.  Taking out his wallet, he showed me a large hole in the 
lining, and everyone laughed, with Amanda and Celia saying that even doctors didn’t get 
paid well. 

- Fieldnote entry, January 2003

As noted earlier, by 2002, all of the health center doctors also worked in or had 

private practices on the side, run out of their homes.  Some of the nurses had health-

related or other types of second jobs as well, such as injecting people, selling medications 

out of their home, or working for NGOs such as Profamilia.  The lab technician at one of 

the health centers also ran a private lab.  From the health center director down to the 

cleaning staff, everyone pursued additional income-generating activities. 

The primary reason for working in the private sector was economical – all 

government health staff with whom I spoke complained about their low salaries.  Health 

workers strikes have occurred frequently over the course of the 1990s and into the 

present, mainly to protest low wages and the shortages of medications and other supplies. 

While most of these strikes did not last for long, in 1998, the government physicians went 

on strike for six months, attending only to emergency cases, and even then with a reduced 

staff.  The 100% salary increase they attained, however, still left the lowest paid 

physicians below the national poverty level of $150 a month for a family of four, and 

they earned far less on average than their other Central American counterparts (Birn et al. 

2000:123). One local doctor reported that he could earn more in a single day at his home-

based clinic than he did in an entire month at the health center.  Some doctors also said 
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that patients would ‘look for them’ anyway, and in this respect they framed their private 

consultations as a form of community service.  Along these lines, doctors further 

articulated the sentiment that they could do more for their patients in private settings, 

where the medications and laboratory exams were within their own control to utilize (in 

part due to offering payment on credit).  

As will be discussed in greater depth shortly, health center staff felt frustration, 

demoralization, and a sense of powerlessness due to the paucity of medications, supplies 

and laboratories services they could offer to patients.  When I told one doctor that many 

people felt it was a waste of their time to come to the health center for treatment since 

there were no medications, he replied, “It’s a waste of my time too - people come to see 

me here and I can’t treat them.”  Yet, when I asked the same doctor why he continued to 

work at the health center if the majority of his income was derived from his private clinic, 

he responded that it was not for the money, but for his conscience – the work done in the 

public health center, not his private clinic, thus constituted his community service.  

Significantly, doctors who worked in both a local health center and a private 

practice tended to express discomfort in discussing the latter form of employment with 

me, and at times they even seemed embarrassed that I was aware of their involvement in 

both sectors.  One doctor, who no longer worked in a health center or hospital, felt that 

there was indeed a conflict of interest for the doctors who had clinics on the side: “No son 

muy conciente, they are not very conscientious.”  He elaborated that the private clinic was 

a business, and within this domain, the doctor-patient relationship was transformed into a 
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patron-client one.  He believed that most practitioners were uncomfortable with this 

reality and preferred not to think about it.  

While the physicians might prefer to view their public and private engagements as 

separate, nevertheless, the lines between them frequently blurred.  As noted earlier, a 

number of households reported to me that health center doctors had referred them to their 

private clinics to fill prescriptions for medications not in stock at the health center 

pharmacy.  These practitioners could also write referrals for their private clinic patients to 

be admitted to public hospitals.  A nurse further told me that sometimes she and other 

nurses would ask health center doctors “the favor” of providing medications on credit 

from their private clinics for either themselves or for patients if the supplies were not 

available in the health center pharmacy.  Finally, that at least one doctor working in both 

spheres made disparaging remarks to a private patient about colleagues in the patient’s 

district health center suggests a source of competition for clientele.  Although no 

practitioner identified this as a reason to work in both the public and private sectors, it did 

appear that the health center positions provided doctors with an extra source of credibility 

and a way to recruit patients to their private practices.  

In their analysis of the relationship between health care policies and allocations of 

responsibility for health, Donahue and McGuire (1995) observe that the underlying 

ideologies of the free market economy and western biomedicine mutually affirm an ethos 

of individual responsibility for one’s health. Citing Wolf’s (1990) analysis of structural 

power, the authors note that western medicine promotes top-down relations of power 

between practitioners and patients, while simultaneously holding individuals responsible 
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for their health outcomes.  In the current context of neoliberal reforms mandated by 

international agencies, “Nicaraguans must face the professional dominance of financiers, 

as well as physicians…even though medical professionals might argue against economic 

retrenchment and for an increase in expenditures in the health sector, their assertion of 

professional power would still effectively limit the field of choices open to care-seekers” 

(1995:51).  One such limit posed by how physicians have asserted their professional 

power in Nicaragua manifest itself in the establishment of private practices, even as they 

voiced critiques of budget cuts and other neoliberal “reforms” to the public health care 

system.  By increasing their participation in the private sector, physicians have 

accommodated these reforms and further reduced the state’s responsibility for the 

provision of health services. 

It is important to emphasize, however, that this was not the intention of the 

practitioners in San Rafael.  Significantly, Wolf derived his analysis of structural power 

from Foucault.27  As Foucault observed, in a field of power relations, no one stakeholder 

has a monopoly. Emphasizing the structural aspects of power relations over individual 

agency, he argued, “Doctors and others are not figures of domination, but people through 

whom power passes or who are important in the fields of power relations” (1984:287). In 

this respect, it is notable that health practitioners I interviewed expressed a sense of 

frustration and powerlessness over their ability to treat patients in the health center.  They 

felt their field of choices as practitioners in the public health care system had likewise 

been constrained.    

27 See Wolf 1999.
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In comparisons made between public and private health care services, health care 

seekers and practitioners alike tended to rate the latter more favorably.  The paucity of 

medications and lab exams, limited hours, long waits for appointments, and strained 

social relations between staff and patients, often bound up in differences of class, were 

among the primary complaints of health care seekers.  Health center personnel 

themselves, however, articulated a sense of demoralization not only because of their low 

salaries but due to the scarcity of resources needed to provide the quality of care that 

patients desired. The number one reason they gave for why people delayed seeking care 

or failed to adhere to treatment regimens was the lack of medications in the health center, 

and conversely, they said that when supplies were available, they noticed that word of 

this would spread and attendance would increase.  Some staff even went a step further 

than the health care seekers in their critiques of the government health facilities, 

describing their discomfort in administering medical attention when they lacked basic 

supplies such as soap for washing their hands or alcohol for sterilizing people’s skin prior 

to vaccinating.  They also disliked being required to supply medications and vitamins that 

had either already expired or which were on the verge of expiring.

Exacerbating their frustrations with the quality of care they could provide to 

patients, nurses and other non-physician personnel further lamented the deterioration and 

decrease of medical services available for themselves.  As discussed in Chapter One,

even Ministry of Health employees were unable to access many medications, especially 

the more expensive ones, and the sense of camaraderie that had previously existed among 

personnel during the 1980s had steadily eroded.  Health center staff who sought care for 
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themselves or their family members at regional hospitals complained that they were 

treated just as rudely as anyone else.  Staff members also expressed a concern for their 

own job security, as structural adjustment policies have mandated an increasing shift of 

money and other resources to the private sector.  Amanda, who worked as an auxiliary, 

paid for her children’s school costs by traveling and selling clothes with her oldest son on 

the weekends. She and other auxiliaries had explained to me that their positions were to 

be downsized, and priority for continued employment would be given to those who 

returned to their studies to become licensed nurses.  To do so entailed enrollment in 

weekend courses, which would require Amanda to give up her weekend income-

generating activity.  She had decided to prioritize her children’s education instead, but 

worried that she might end up sacrificing her job as a result: “Three sectors are going to 

receive personnel cuts in 2003, the police, the Ministry of Education, and MINSA. I 

worry about my children’s future if they fire me. In the private sector, they only accept 

women who are younger than 30, and I’m over 40...” 

From Provider to Manager of Health Services: State Regulation of the Private Sector 

While all government health personnel could readily provide me with a list of 

material needs and social incentives to improve staff morale and their credibility, thus 

helping them to attract more patients, the USAID country plan for 2003-8, written in the 

neoliberal language of efficiency, does not appear to prioritize improving the desirability 

of public health care or making it competitive with the private sector.  Instead, “the goal 

is to shift the burden away from the Ministry of Health…” (USAID 2003:14-15).  In fact, 
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a significant proportion of state resources are being used to subsidize the private sector as 

part of the privatization process, particularly for workers’ insurance and in the 

subcontracting out of public hospital facilities – in 1995, 36% of the entire national 

public health budget went to private medical businesses providing insurance coverage, 

despite the fact that only 6% of the population had insurance (Avendaño and Espinosa 

2000).  In its original conception, the contracting out of public facility spaces and 

services to the private sector was to generate revenues for MINSA.  The anticipated 

revenues from these practices have not materialized, however; instead, the funds have 

been channeled back into the maintenance of the private sector services.  Moreover, since 

most people can no longer afford to pay their premiums after they retire, nor can most 

workers afford to pay out-of-pocket costs for those services not covered by their 

premiums, they have had to resort to MINSA for much of their health care needs instead 

(Birn et al. 2000:119-20).  

The Nicaraguan government’s Development Plan Proposal, in turn, reports that 

“great weaknesses persist in budget allocations, health management and service 

provision…the functions and roles of the private and public sectors at the institutional 

level have still to be defined” (Republic of Nicaragua 2003:187-8).  Although the 

government hospitals charge for the space and resources they rent, the Ministry of Health 

has not been generating as much revenue as it should, due to inexperience, 

mismanagement, charging below-market rates to private medical firms, and providing 

services for patients whose conditions were not covered by their insurance policies 

(Avendaño and Espinosa 2000; Republic of Nicaragua 2003).  As the Nicaraguan 
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Development Plan Proposal thus concludes, “it is apparent that the public sub sector is 

subsidizing the health insurance scheme” (2003:188).   

Although USAID envisions the Nicaraguan state as transitioning from provider to 

regulator of primary health care services, and the rise of resort to private services is 

increasing, government supervision remains elusive.  A 2000 PAHO evaluation 

concluded that “mechanisms have still not been defined for the application, follow up and 

evaluation of health policies and the development of health services…the different actors 

of the sector display insufficient knowledge to carry out their basic functions (regulation, 

insurance, finance, provision and evaluation)…[and] there persists a certain indefinition 

about the future division of roles between the principal actors of the public subsectors 

(Ministry of Health and INSS)” (PAHO 2000:174).  The report also noted a lack of 

accreditation of private sector facilities and personnel.  Describing the progress made 

thus far in the development domains of health and education as “fragile and vulnerable to 

rollbacks” in its Nicaragua Country Plan, USAID identified one of its priorities as 

working to support “a broad-based revision of systems which fail to protect adequately 

against corruption and inefficient management in the health and education sectors” 

(USAID 2003:14).  

According to physicians in San Rafael, the first area of the health sector identified 

for the enforcement of new regulations was the pharmaceutical industry.  All of the 

storefronts recognized as pharmacies by the local population were owned by physicians, 

but only one was actually a licensed pharmacy, with a licensed pharmacist on the 

premises as required by law - and even that pharmacist only worked part time.  In all 
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places where medications were sold, the counter was most often staffed by a lay person 

who had no formal training in medicine or pharmaceuticals, and who would provide 

advice and medications in the absence of supervision.  Pharmaceuticals could also be 

purchased without a prescription in the open air markets of Managua and other major 

cities, by vendors who also lacked formal medical training. Regulation of 

pharmaceuticals has so far been the arena of privatization to receive the most press 

coverage, with television and newspaper reports on the sales of adulterated or expired 

medications both in markets and pharmacies, and the widespread ability to purchase a 

wide array of medications without a prescription.  

Although the subject was not explicitly addressed in the USAID Country Plan, a 

doctor who worked in the Nicaraguan Ministry of Governance told me that legislation 

was also underway to start regulating and supervising all aspects of private clinics, not 

just the sales of medications.  Once this occurs, all physicians, even those who already 

work in government health centers and hospitals, would have to acquire a special license 

from the Ministry of Health in order to operate a private practice, which would also be 

subject to inspections by government officials.  At present, however, the Nicaragua 

National Development Plan states that the Ministry of Health “still lacks the necessary 

tools to be able to assume its regulatory role and to ensure that other institutions fulfill 

their obligations as set out in the legislation.  A series of norms and manuals have yet to 

be produced, such as accreditation procedures for suppliers, health professionals and 

health units…A new health policy still needs to be drawn up” (2003:190).  
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Implications of Privatization for Existing Public Health Services: Discourses on the 

Health Center and its (Lack of) Services 

In this study, health care seekers who had resorted to private medical services 

expressed satisfaction with the quality and efficacy of care they received, but this 

treatment literally came at a price, in some cases up to half or more of a household’s 

monthly income.  To pay off their debt to the private physicians, households often had to 

take drastic measures, including neglecting the health needs of other household members, 

and reducing their food intake.  While Susana’s mother, Doña Elisabeth, praised her for 

seeking private care for her baby daughter and other children, she also confided in me 

that she knew they were scarcely eating as a result.  Doña Elisabeth’s grandsons would 

come over and beg for food, telling her their mother had made them promise not to tell 

anyone that they had not been eating. Early in this chapter, I discussed the case of Saira, 

who made the opposite decision to forego medical care in order to purchase food for her 

children.  When people discussed the necessity of “choosing” between food and health 

care, they often meant it literally. Health seekers took their debt obligations seriously, 

moreover, in part due to their moral identity and for the pragmatic reason that failure to 

do so would compromise their options the next time a serious illness event arose.  

While the perception of a condition as being life-threatening constituted a key 

criterion for selecting private care, early diagnosis and the provision of relatively 

inexpensive antibiotics at the local government health center might have obviated the 

need for a more costly treatment in the private sector.  Additionally, the private sector 

physicians’ vested interest in building up a clientele makes it difficult to assess whether 
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all of the conditions were indeed life-threatening as certain practitioners claimed.  

However, given the paucity of medications and diagnostic exams available in the health 

center, its limited hours, and at times a staff’s unfriendly, disrespectful demeanor towards 

patients and caregivers, not to mention the absence of a hospital in the region and the 

similarity of service deficiencies in those hospitals located in nearby cities, the private

sector has provided an attractive alternative for the poor.  Moreover, taking into account 

the health care staff’s own sense of frustration at not being able to adequately care for 

patients who visited them at the health center, as well as the fact that their services would 

be sought outside of health center hours anyway, it would neither be accurate nor fair to 

accuse them of providing private care solely out of self-interest.

That the poor may be increasingly resorting to these expensive services is 

addressed in neither the internal nor external evaluations of the nation’s existing health 

care services and needs. Rather, the privatization schemes have been envisioned as a 

partnership between the state and private enterprises, mainly covering people through 

insurance policies.  In addition to devising and implementing policies to accredit and 

supervise the burgeoning private practices, the rise of an informal, out-of-pocket pay 

system needs to be taken into account in national health planning.  Ironically, as 

discussed in Chapter Two, the Nicaraguan National Development Plan Proposal states 

that the Ministry of Health currently prioritizes children under five and pregnant women. 

Moreover, the USAID Strategic Plan for Nicaragua envisions a future in which the public 

health system will only be utilized by poorest segment of population: “increasingly, only 

the very poor will need to continue to rely on free public services…” (2003:14-15). At 
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the same time, data collected by the Nicaraguan government “indicate that those making 

most use of health services are those living in urban areas who live above the poverty 

line” (Republic of Nicaragua 2003:189, emphasis added). 

As the case studies examined in this chapter demonstrate, neither the officially 

prioritized groups nor the rest of the poor could “continue to rely” on public health 

services to meet their basic needs.  In fact, a number of study participants delayed or 

neglected seeking care altogether from public health facilities precisely because they 

could not afford the user fees and out-of-pocket expenses.  Explaining why he had not 

gone to the health center to see the dentist for his toothache, Alberto said, “We almost 

never go to the health center because of our lack of resources.” For good quality health 

care to be truly accessible and affordable, the poor must either be better accommodated in 

the private sector, or government facilities need to be able to maintain a consistent supply 

of the material and social resources needed to attract and treat patients in a timely 

manner.

Conclusion

As noted in Chapter One, the phrase, “Here in Nicaragua we are very poor,” was 

used by people across social classes to refer not just to themselves in particular, but the 

nation in general.  When articulated in the context of health services, this discourse 

indexed both the limited economic resources the national government could invest in its 

health care facilities, and the limited resources that individual households could invest in 

health care seeking.  While the range of health care services and the number of health 
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care providers has actually increased significantly over time, most study participants felt 

their ability to access biomedical health care services had decreased.  

As discussed in Chapter Two, the Nicaraguan constitution stipulates that it is the 

responsibility of the state to meet both the real and perceived health needs of the 

Nicaraguan people.  This constitutional right has been violated by the decreased 

accessibility that has resulted from the downsizing of government health services in 

accordance with the requirements of the World Bank, IMF, USAID and other 

international donor agencies. Described by Laurell and Lopez Arellano as “private 

affluence for a minority and public scarcity for the majority,” the two-tiered system 

emerging from the ongoing privatization of health care services was characterized in 

similar terms in San Rafael by those who opined, “It’s a luxury to become ill here.” All 

study participants reported patterns of treatment resort that were significantly influenced 

by their limited financial resources, and these patterns tended to become more 

pronounced for the poor and very poor.  In particular, delays in seeking care, reductions 

in expenditures for exams and medications, and self-prescribing and medication sharing 

were routine.  

Due to the lack of resources available for health expenditures, and the lack of 

resources available in the government facilities, many chronic illnesses such as diabetes, 

hypertension and asthma were only treated when symptoms became severe, and many 

treatable acute illnesses such as diarrheal diseases, respiratory infections, and urinary 

tract infections were experienced as recurring or de facto chronic ailments.  When 

speaking in abstract terms, a number of people said that were they to become afflicted 
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with a grave illness, they could only buy their coffins, but in fact, the typical trend was to 

ration health budget allocations and prioritize precisely those illnesses perceived as life-

threatening.  For illnesses perceived as mild, or for chronic or recurring ailments, 

treatments tended to be limited to herbal or inexpensive over the counter remedies. The 

poorer the household, the farther an ailment progressed along the “danger scale” before 

costlier forms of care were pursued.  

Yet people were not fatalistic about their own or other household members’ 

health.  In their efforts to compensate for their limited financial resources, they attempted 

to put forth la inteligencia. Health care seekers deployed considera ble creativity in 

pursuing treatment, including trips to neighboring region’s health centers, visiting low 

cost local healers, and selecting one household member for medical attention and then 

sharing the treatment regimen with others.  For more serious ailments, many sought 

services on credit from private physicians.  While critical of international and national 

agencies, as well as their regional government health centers and hospitals, for providing 

ever-decreasing amounts of services, study participants did not absolve themselves or 

others of responsibility for treating ailments, especially those considered to be serious.

In a nationwide survey, 58% of households reporting an illness to have occurred 

within the past month expressed a preference for public rather than private health care 

facilities, yet 60% did not actually seek any medical care at all (Avendaño and Espinosa 

2000). The current government health services were widely criticized by study 

participants, whose primary complaints stemmed from the lack of medications and other 

supplies, user fees, inconvenient scheduling, and staff competence and demeanor.  Many 



246

of the deficits in the public health care system were identified and discussed by 

government health personnel as well, who felt frustrated and demoralized by the limited 

care they could provide to patients, as well as by their low salaries and the risk of being 

laid off as the public sector continued to be downsized. Despite people’s claims that they 

never or almost never went to these facilities, however, 80% of households did seek 

attention at their local or a neighboring health center at least once over the course of the 

study, and the health center was the first or second most common pattern of resort for 

over half of the households.  Overall, these facilities were not abandoned so much as 

under-utilized.  People did not seek medical attention as often as needed for illness 

treatment and prevention, and due to their inability to purchase all of the medications 

prescribed at the health centers and hospitals, adherence to treatment regimens was 

compromised. 

The rise of private sector services at the national level manifested itself more 

recently in San Rafael, as health center physicians began to establish private clinics, 

pharmacies and laboratories in their homes starting in the mid-1990s.  For the best off, 

lower-middle-income households in the study, private sector services were sought more 

frequently and for a broader array of services, including treatment of both acute and 

chronic conditions.  For the poor and very poor, resort to private sector services was 

primarily reserved for the treatment of illnesses perceived as life-threatening, or for 

children viewed as particularly vulnerable to serious illnesses.  The ability to receive 

services on credit, moreover, rendered private care a more accessible option for this 

population than the public sector services and their entailed out-of-pocket expenses.  
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Private and public services also overlapped, however.  Among the better off, 

lower-middle-income households, some augmented their private physician visits with 

trips to the local health center to monitor their chronic ailments or obtain prescriptions for 

illnesses perceived as mild, in order to save money on the costs of the consult and lab 

exams.  Government hospitals also contracted space and services to the privately insured, 

and referred patients to private laboratories when they lacked the necessary equipment 

and supplies to conduct examinations. In San Rafael, nearly all of the physicians with 

private practices were also employed in either the local health center or a regional 

hospital. Across socioeconomic groups, the most popular physicians were those who 

currently worked in one of the local health centers.  Despite complaints about experiences 

with certain physicians in the health centers, people expressed high rates of satisfaction 

with the quality of care they received in the same physicians’ private clinics.  Some 

further believed that once a private doctor-patient relationship had been established, the 

same doctor would provide better attention in the public setting. Physicians, in turn, 

established private practices to supplement their low government wages and also felt that 

they could do more for their patients in the private settings, where they could provide 

treatments on credit.  

While a number of study participants expressed concern about the potential 

conflict of interest posed by physicians practicing in both the public and private sectors, 

those resorting to the private clinics considered them a vital resource for urgent care.  

Private practitioners provided, in essence, the safety net lacking in government health 

services in times of crisis.  Unfortunately, this safety net cost many households dearly, up 
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to a month’s worth of income in some cases.  Ironically, much of the urgent care sought 

in the private sector was for diarrheal diseases and respiratory infections afflicting babies 

and young children – both the illnesses and age-group that have been officially prioritized 

by international agencies and the Nicaraguan Ministry of Health.  While USAID predicts 

that “increasingly, only the very poor will need to continue to rely on free public 

services…”, the free public health services will first need to be substantially restored and 

improved before the very poor can again rely on them.
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CHAPTER FOUR

LOCAL UNDERSTANDINGS OF HEALTH, ILLNESS AND TREATMENTS

Health here is very much behind.  There is no money, we are poor.  We want aid, but 
none arrives to this community… Some people go to the health center, others, no.  For 
me, medicinal plants are the most important.  Some struggle to cure themselves with 
injections and the prescriptions they receive.  Others struggle with the plants.  Some of us 
spend a lot but the majority suffers, we can’t pay.  The illnesses can become serious, and 
there are people who wait to die.  All we can do is believe in Jesús and the pill that we 
swallow. I pray to God that he will send someone to help me.  Perhaps God will give us 
the proof.  He says, “Put your hand in mine,” and when we put our faith in the doctors, it 
is in His name.

- Doña Elisabeth

Introduction

“Culture”, the Politics of Responsibility and the Logic of “Cultural” Logic

Health care policy has been shaped by two arguments that have guided social 

science and development aid, both ultimately stemming from ideas about 

“modernization”.  The first constructs culture as a “barrier”, suggesting that people fail to 

pursue the “proper” course of action either because they lack the proper type of 

knowledge or they possess erroneous views about illnesses and treatments, often due to 

their adherence to “traditional” rather than “modern” beliefs.  The second posits that 

responsibility for health care seeking decision-making lies with individual caregivers and 

adult patients. Much of the public health literature contains an underlying assumption that 

patterns are primarily determined by predisoposing sociocultural factors.  Culture is 

presented as a barrier that affects the utilization of health care services, and that is a 

major cause of delays in seeking care.  People are believed to possess erroneous views 

about illnesses and treatments, and to adhere to “traditional” beliefs even when exposed 
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to health education messages.  Seldom addressed is the extent to which people’s 

understandings of illness and treatment seeking have been influenced by their lived 

experiences.  It is important to appreciate the ways that local knowledge, beliefs and 

values influence health care seeking.  It is just as important to recognize that in practice, 

decision-making is often influenced by enabling (accessibility), and service-related 

factors.  In the following two chapters, I explore the ways that health care seeking 

strategies in San Rafael were affected by the interaction of health beliefs and material 

contingencies.

Anthropologists and other international health scholars have begun to examine 

how predisposing and enabling factors articulate as co-variables (Nichter 1996).  For 

example, in her study of the effects of a severe economic crisis on health care seeking in 

a poor highland community of Peru, Oths (1994) found that as treatment costs rose, 

illnesses perceived as life threatening received greater priority than other illnesses in 

household resource allocations. However, the type of healer or treatment selected for 

grave conditions did not tend to be based on cost, even for poorer families.  Coreil 

(1983), in turn, found that the overall amount invested in resources for illnesses with very 

poor prognoses in Haitian households was actually higher than the amount allocated for 

illnesses with very good prognoses.  She suggests this was partly because diseases with 

good prognoses usually required minimal treatment costs, while diseases with very poor 

prognoses were usually believed to be supernatural in origin, requiring expensive 

treatment strategies. As both of these case studies demonstrate, illness diagnoses and 

resource allocation decisions are often situationally-rendered rather than abstractly 
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assessed.  Although useful as heuristic aids, sociocultural and enabling factors are 

interrelated in actual instances of health care seeking.  Thus there are often discrepancies 

between general preferences and the actual practices in which people engage during 

illness episodes (De Zoysa et al. 1998; Durkin-Longley 1984).

Contradictory notions of power, agency and responsibility figure prominently in 

international health discourses as well. While caregivers and adult patients are 

represented as the loci of responsibility in much of the international health literature on 

health seeking, and faulted for being insufficiently proactive in seeking care, they are 

simultaneously expected to passively accept health promotion messages and adhere to 

treatment regimens.  Failure to do so is interpreted as either deviance or ignorance on the 

part of lay people. In their endeavors to provide the “correct” knowledge, however, 

scholars, health promoters and practitioners have frequently overlooked the ways in 

which a combination of cultural and pragmatic economic concerns may underlie 

treatment decisions.  For people living in poverty, both efficacy and cost must be taken 

into account. 

Most significantly, as Rosenberg (1994) argues, by blaming individuals for their 

poor health, the state diminishes its own responsibility.  The persistence of 

misrepresentations of health care seekers and insufficient examination of the social, 

political economic and geographic contexts within which health care seeking strategies 

are pursued have obscured a host of additional variables that impact people’s practices.  

Indeed, the very terms “non-compliance” and “delay” place the onus of responsibility –

and blame – for health outcomes on the very populations that the research is intended to 



252

help, ironically laying the groundwork for victim-blaming by centering our gaze on 

individual (mis)behaviors and condemning more broadly the local “culture”.  By limiting 

the scope of “the problem” in this way, the scope of the “solutions” generated has 

likewise been constrained, diminishing the potential for program “successes”.  To 

maximize the efficacy of health interventions and better serve target populations, 

researchers and policymakers must develop a critical awareness of the organizational 

framework guiding research questions and approaches to problem-solving.

To assess the interplay between economics and cultural aspects of health care 

seeking, it is important to first become acquainted with the types of ailments for which 

treatment was sought by the residents of San Rafael.  I therefore begin this chapter with a 

brief description of the epidemiological profile of Nicaragua, as assessed by the World 

Health Organization, the Nicaraguan Ministry of Health, San Rafael health center staff, 

and lay people. I then turn to an examination of local understandings of illness causation, 

prevention, vulnerability, and perceptions of severity to explore how San Rafaeleños 

have drawn from syncretic understandings of the body, health and illness, in conjunction 

with pragmatic considerations of economic constraints as well as lessons learned from 

past experience, to determine whether, when and from which resource to seek care.  
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Understandings of Health and Illnesses in San Rafael

Biomedical and Lay Assessments of the Leading Causes of Illness

According to the World Health Organization, Nicaraguans are afflicted with both 

the ‘traditional’ diseases of developing countries, and the ‘diseases of modernity’: 

“Nicaragua’s health profile shows a classical epidemiological transition. The health 

problems associated with communicable diseases, malnutrition and inadequate basic 

sanitation are present simultaneously with chronic and degenerative diseases, violence 

and accidents” (n.d.: 5-6).  The W.H.O. identifies as the leading causes of mortality 

diseases of the circulatory system, suicide, homicide and traffic accidents, followed by 

communicable diseases, tumors, and perinatal disorders.  The leading causes of morbidity 

are predominated by the ‘traditional’ developing country ailments: diarrheal diseases, 

acute respiratory infections, cholera, leptospirosis, tuberculosis, malaria, dengue, and 

sexually transmitted diseases, but diabetes and hypertension also round out the list.  The 

top two causes of morbidity, diarrheal diseases and acute respiratory infections (ARIs), 

are especially prevalent among children, while malnutrition disproportionately affects the 

children as well as adults living in poverty.  

For San Rafael itself, the Ministry of Health cites ARIs, parasites, diarrheal 

diseases, dengue, urinary tract infections, dermatitis, micosis, hypertension, and allergies 

as the leading causes of illness.  While malnutrition is not listed in the top ten, studies 

conducted by NGOs have reported malnutrition to rank as high as the third leading cause 

of morbidity in selected rural communities.  In background interviews, local health center 

staff identified the major illnesses in general as acute respiratory infections, diarrheal 
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diseases, kidney diseases, parasites, and skin diseases.  For adults, they also mentioned 

“chronic” illnesses, arthritis, high blood pressure, gripe, bronchitis and other respiratory 

illnesses, and diabetes.  For children, ARIs and diarrheal diseases were identified as the 

primary ailments, followed by parasites, kidney infections, malnutrition, and scabies.

Lay residents of San Rafael have incorporated several biomedical classifications 

and explanatory models of illness into their understandings of the body, health and 

illness.  In background interviews with healers, midwives, and volunteer health workers, 

the most common illnesses in general were identified as catarro (colds), frio (cold -based 

ailments), gripe; diarrhea, fever, skin diseases, tos or tosedera (cough or severe cough), 

scratchy or infected throat, vomiting, bronquitis pulmonar, kidney problems, arthritis or 

dolor de huesos (muscle aches), dengue, la quebradora, cholera, malaria, headaches, 

parasites, and alergias (allergies).  

For children, gripe, diarrhea, fever, pneumonia, pulmonia, throat infections, 

hepatitis, and calor de niños (see Appendix A and below for description) were named.  

For adults, stomach acid, ulcers, gastritis, kidney problems, headaches and migraines, 

gripe, la quebradora (see Appendix A), el azucar (sugar), liver problems, resfrios

(chilling), toothaches and earaches were named.  El vientre (the womb) was cited as a 

woman’s health problem, and three male volunteer health workers discussed ailments 

they considered to be occupation-related: insomnia, headaches from el estrés (stress), and 

symptoms or ailments that could be caused by exposure to pesticides.  They were also the 

only ones to identify ailments of the heart and heart attacks as a common health problem.  
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Two people distinguished between adults and elders, and identified the prostate, kidney 

problems, ulcers, and arthritis as additional ailments for the latter age group. 

Finally, most key informants considered seasonality to play a role in morbidity, 

although mainly with respect to the cause rather than the type or prevalence of disease.  

The sun and dust were implicated during the dry season, the rain, flies and zancudos

(mosquitos) were responsible for many ailments during the wet season, and the “cambio 

del clima”, or climate change during the transition one season to the next was also 

believed to cause illness.  Two people considered throat ailments to be worse during the 

dry season, and three considered diarrheal diseases to be more common during the wet 

season.

Illnesses and ailments reported by households during the baseline survey and 

follow up bi-weekly visits are listed in Appendix A.  Scholars examining the lay 

diagnosis and careseeking activities for acute respiratory infections in the Philippines 

found that lay biomedical terms did not necessarily have the same meanings as their 

professional biomedical counterparts (Nichter 1996; Nichter and Nichter 1996; McNee et 

al. 1995; Simon et al. 1996). In San Rafael, some illnesses only had biomedical 

nomenclature, such as cancer and cholesterol.  Others were frequently referred to with 

interchangeable biomedical and lay terminology, for example, arthritis and dolor de 

huesos (muscle aches); diabetes and azucar (sugar); dengue and la quebradora; and 

pneumonia and pulmonia or bronconeumonia.  Additional biomedical and folk illness 

terms were less consistently conflated. Presión (high or low blood pressure), for example, 

was sometimes conflated with nervios (nerves) or cólera, a state of extreme agitation, 
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stress or anger.  However, nervios and cólera could also exist independently of la presión

and were at times identified as triggers for raising one’s blood pressure.  

For both those illnesses only referred to in biomedical terms and those with a lay 

name as well, people’s understandings of the symptoms, causes and treatments did not 

entirely overlap with those of biomedicine.  People also drew from religious and humoral 

theories, and various local healing ideas and practices.  Even for illnesses described in 

biomedical terms and treated with biomedical pharmaceuticals, lay people’s ideas did not 

entirely overlap with those of biomedical practitioners.  For example, people understood 

that infections, “la infección”, should be treated with antibiotics; they did not distinguish 

between viral and bacterial forms of infection, nor types of infection within each of these 

categories.  As Davies et al. (1993) found in their study, many believed that the 

consumption of sugary foods was a cause of parasites in small children. The diagnosis of 

asthma, in turn, was sometimes based on a prior consultation with a physician, but was 

also applied to children experiencing respiratory distress, and for people of all ages with 

an acute respiratory infection.  Describing themselves or others as being “at the point of 

asthma”, the label indexed the severity of the symptoms rather than the specific 

biomedical condition.28 Finally, certain ailments had no corresponding counterpart in 

biomedical terminology, such as calor, empacho and susto.  

28 Ailinger et al. (2004) similarly found that lay people in a Managua neighborhood used the term asthma to 
refer to respiratory symptoms rather than the specific diagnostic criteria used by physicians.
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Explanatory Models of Illness

Anthropologists have devoted much attention to the ways that illness causation 

beliefs influence treatment seeking strategies.  As Allan Young has observed, “…beliefs 

enable people to decide on courses of actions…the beliefs are consistent with each other 

and with related sets of beliefs, albeit in post hoc and contingent ways” (1976:147).  The 

pragmatic, contingent utilization of illness causation theories is key to health care seeking 

decision-making.  As Young and other scholars have observed, explanatory models 

(EMs) may be multi-causal or multiple. People construct and revise EMs depending on 

contextual factors, drawing on their semantic illness networks which include knowledge 

and experiences from many sources beyond those of biomedicine (Good 1986; Kleinman 

1988; Taussig 1980).  Basing their treatment seeking strategies on subjunctive reasoning 

(Good 1986) rather than rigid adherence to a particular belief system or model, health 

seekers may first pursue a course of action based on a tentative illness causation theory, 

considering other theories if the initial treatment does not appear to be effective. Young 

identifies two illness causation belief systems that influence treatment seeking strategies.  

Internalizing systems emphasize physiological explanations and focus on bodily 

symptoms, while externalizing systems attribute illness to agents (human or spirit) and 

the social relations among them.  Both types of illness causation theories existed in San 

Rafael, and were not necessarily mutually exclusive.     

Internalizing disease theories explain illness in impersonal terms. In San Rafael, 

internalizing causes included biomedically-derived explanations such as diarrhea caused 

by infección or parasites, climate, violations of humoral-based hot-cold rules (see 
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Appendix B), and relationships between food and illness (see Appendix C).  Dramatic 

fluctuations in body heat, more often from hot to cold, were frequently attributed to 

ailments, especially the common cold, flu and arthritis.  People believed that the body 

was at its coolest upon waking.  Over the course of the day, it would become “agitated” 

and hot.  Once in an agitated, heated state, people believed that bathing, drinking cold 

beverages, and consuming ‘cold’ foods, especially ‘fresh’ (connoting coolness, not 

ripeness) citrus fruits, should be avoided. Children’s coughs, sore throats, colds and flus 

were frequently attributed to their having eaten fruit or played in water – usually, people 

were quick to add, without their parents’ or other caregivers’ permission. Women also 

considered men to be especially careless about these rules, disparaging them for drinking 

sodas at lunch time or bathing in the afternoon after having labored in the fields all day.  

One of the most dangerous hot-cold transgressions women identified themselves 

as committing, in turn, was exposing themselves to cold after ironing, considered to be an 

extremely heating activity.  Exposure to cold air or water up to several hours after ironing 

could not only lead to a sore throat or gripe, but arthritis and facial paralysis.  Human 

corpses also posed an extreme danger due to being muy helado (ice cold).  If possible, ill 

or otherwise vulnerable people should not sleep in a home where a wake has been held 

for thirty days, lest they should resfriarse (become chilled), and a number of people 

blamed the onset or worsening of symptoms on their having attended a wake or funeral.  

Finally, heated and cooling states could be transmitted from one person to 

another: Mothers could pass helado (ice or chill) to their children by washing their hands 

and then picking the children up, or pass their own resfrio, catarro and tos (chilling, 
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common cold and cough) via the breastmilk. More serious, babies and children up to 

three years of age could develop calor, a heated state whose symptoms included green 

diarrhea, a high fever, swollen eyes, and sweating. Calor could be transmitted through 

the gaze of a drunk man or a woman pregnant with her first child, both of whom were 

considered to be in extremely heated, agitated states. Smith et al. (1993) identified the 

same illness in their study in a rural community in the department of Managua, where it 

was called sol de vista.  Translating this term as “evil eye”, the modes of transmission 

they described, via the gaze of either  a male with a hangover or a pregnant woman, 

especially one pregnant for the first time, was similar to those identified by my study 

participants,.  However, people in San Rafael did not accuse the culprits of mal-intent, 

and in fact, when the culprit was a pregnant woman, they often described her as having 

unwittingly transmitted her heated state because of her strong desire to encariñar herself 

(to form a bond of affection) with the child.  This absence of mal-intent is consistent with 

García Bresó’s (1992) findings in Monimbó, Masaya, where the ailment was known as 

mal de ojo.

Externalistic disease theories blame illness on agents, such as people, witches, 

spirits and deities, and are concerned not only with the individual, but the disrupted social 

relations of which the individual’s illness is symptomatic (Young 1976).  Although I did 

hear accounts of spirit sightings, witchcraft and sorcery, witchcraft was a stigmatized 

subject and seldom broached by study participants.  During the study period, there were 

few ailments attributed to brujeria – one was actually the sudden death of a dog - and 

they were literally discussed in whispered voices.  Only one person ever spoke of actually 
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seeking the services of a brujo because she believed she had been the victim of sorcery, 

and notably, she did so reluctantly because she did not trust the brujo either. 

More commonly, the personalistic agent was a religious one - God, Satan, or a 

dark angel.  People invoked God as a causal agent when speaking of an affliction as a 

punishment, a test, or a “reminder” sent by God (since people only “remember” God 

when they are suffering).  God-sent ailments included serious illnesses such as cancer, 

chronic and/or multiple ailments afflicting the same individual, and the experience of 

frequently being ill.  However, often when people spoke of God as having sent an illness, 

especially as a “reminder”, they did so in a joking or sarcastic manner. Only two study 

participants identified Satan or a dark angel as culprits, one for her daughter’s epilepsy, 

and the other when describing visions she experienced during fainting spells triggered by 

low blood pressure.  Additional people spoke of media reports of individuals who had 

been possessed in nearby cities, requiring the services of a priest to perform an exorcism, 

but no such local cases of possession were reported.

Young (1976) notes that a number of illness causation theories entail a 

combination of internalistic and externalistic attributes.  Such was the case for emotion-

based ailments in San Rafael.  The primary emotion-based ailments reported were 

nervios (nerves) and susto (fright).  Well-documented in other parts of Latin America 

(e.g., Crandon 1983; Green 1999; Rebhun 1993; Rubel et al. 1985), and sometimes 

conflated with one another, these ailments were not generally reported to manifest with 

severe or long-term symptoms in San Rafael.  
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The locally recognized symptoms for these ailments were somewhat vague.  

Nervios was described simply as a state of being nervous, while those with susto could be 

easily frightened or startled, causing them to shake and turn pallid, and their hands to 

tremble. While considered to be chronic or recurring, the symptoms would subside after 

the person calmed down.  Both herbal and biomedical remedies were consumed for 

nervios, but no one reported seeking treatment for susto. 

Notably, these ailments also had a personalistic dimension, in so far as emotions 

were frequently triggered through social relations. The initial onset of one child’s 

recurring nervios, for example, was traced to his exposure to his grandparents fighting 

with each other at the time of his birth, and children who were prone to either nervios or 

susto were said to experience it when exposed to adults fighting. Another child’s heart 

condition was attributed to her mother’s constant experience of susto during the 

pregnancy.  Yet another child’s susto was suggested to perhaps be hereditary, since her 

aunt suffered from it. 

Of further significance, the majority of the cases of nervios and susto were 

manifest in women and children.  Nervios was also at times discussed in conjunction with 

‘presion’ (blood pressure) and ‘cólera’ – cólera could trigger an episode of nervios and 

presión, and nervios could trigger la presión as well. However, not all people who 

suffered from nervios had problems with their blood pressure.  Nervios could also be 

invoked as part of a moral discourse, such as when children experienced it because their 

parents or grandparents were fighting, or when mothers would explain that they 

experienced it through worrying about their children, including adult children with 
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serious problems such as alcohol abuse or being jailed.  One woman also attributed her 

nervios to the suicide of her husband several years earlier.  In this respect, nervios also 

seemed to be related to feelings of sadness and depression – neither of which was ever 

classified as an illness by study participants as is the case in western biomedicine.  

Illness Prevention

Within the public health care system, preventive health activities were 

concentrated in vaccinations, growth monitoring of children, prenatal monitoring, and 

vector-control measures such as fumigation of homes and business and the depositing of 

anti-vector substances in water vessels.  Health personnel also gave charlas (talks) on 

nutrition and hygiene to patients in the health center lobby and in their homes on an ad-

hoc basis. Many study participants did not consider their diet to be adequate for general 

health maintenance or to manage chronic illness symptoms of themselves or other 

household members, but explained that they lacked the economic resources to purchase 

sufficient quantities of meats and vegetables to augment their daily staples of bread and 

coffee for breakfast, and beans and rice for lunch and/or dinner.  

Most preventive health measures that people discussed pertained to compliance 

with hot-cold humoral principles.  For example, many women tried to bathe their children 

or grandchildren early in the day to avoid resfrio, and to limit their consumption of fruits 

with cooling properties in the afternoon and evening.  These principles were especially 

likely to be obeyed if a child already manifested symptoms of a sore throat, cold or flu, to 

help limit the illness progression. For themselves, women avoided washing their hands or 
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bathing after ironing, and if they had to go outside, they would cover their head and ears 

with a bandanna, and insert tacos, cotton or cloth earplugs, to prevent the entry of air. 

One woman described how she negotiated with her middle class employers that she not 

be required to cook dinner the day she ironed for them, since opening the refrigerator 

door would expose her to the risk of facial paralysis and arthritis. While hot-cold rules 

pertained to everyone, they were more likely to be observed by women and enforced for 

children.  

In addition to bathing and dietary restrictions, babies were frequently adorned 

with calor bracelets, consisting of two plastic balls on a plastic cord and sold at open air 

markets for two cordobas (about US $0.15).  If successful, the heat passed from the 

drunk man or pregnant woman would be trapped in the balls and thus impede 

transmission to the child. In such instances, the balls would subsequently reventar (burst) 

and the bracelet would need to be replaced. For people of all ages, but especially babies, 

exposure to the sun was also considered harmful.  Babies were covered in blankets if 

taken out on a warm sunny day, and in some cases, women reported delays in treatment 

seeking for already sick children out of concern that the exposure to the sun during travel 

would worsen their condition.

Post-partum practices represented another key area of preventive health. Post-

partum women were supposed to refrain from doing housework and maintain a special

diet, mainly subsisting on tortillas, cuajada (a soft cheese) and pinol or pinolillo (corn 

and corn/cocoa based beverages), for 40 days.  The dietary restrictions were partly 

because women are considered to be very hot during and immediately after pregnancy, 
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and partly based on understandings of what is good or bad for the blood.  Beans, for 

example, were considered to be bad for the blood and elder women believed that beans 

should be avoided during menstruation as well.

Significantly, both hot/cold precepts and post-partum practices were most often 

discussed in the context of committing transgressions, whether one’s own or someone 

else’s.  Hence women often described men and small children as willfully failing to heed 

their warnings to avoid getting wet, bathing, and consuming cold beverages or “fresh” 

fruits when already hot and agitated.  Women also attributed their own ailments, 

however, to their failure or inability to comply with these rules, and at times they blamed 

themselves for having unwittingly passing resfrio to their children via the breastmilk or 

wet hands.  

Transgressions of the post-partum dietary and activity restrictions were very 

common.  While most women in the study agreed that one should engage in these 

practices, women who gave birth during this time tended to end these restrictions early, 

saying either that they had become “bored” or that they did not feel the precautions were 

necessary any longer.  It appeared that there was some difficulty in complying with the 

activity restrictions as well.  Optimally, a woman would either give birth and spend her 

post-partum period at her mother’s home, or her mother or another female relative would 

come to her house to take over activities on her behalf.  The support from kin could not 

always be obtained, however, due to problems of proximity, competing obligations, and 

strained social relations, especially between the woman’s female kin and her husband or 

compañero. 
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Explanatory Models, Diagnoses and Patterns of Resort

Beliefs pertaining to the causes of illness and the illness diagnosis are critical 

variables that health care seekers consider when selecting a treatment strategy.  For 

example, diarrhea believed to be caused by “infection” warranted antibiotics, whereas 

diarrhea that was interpreted as a symptom of calor required an herbal bath and an herbal 

tea administered by a local healer.29 La llorona (pink eye), in turn, was understood to be a 

very hot disease requiring cooling treatments such as a salt water rinse or dampened 

hojas de madero (an herb) placed on top of the fontanelle. However, residents of San 

Rafael did not rigidly or blindly adhere to an ideal classificatory scheme but instead drew 

from multiple epistemologies to diagnose and treat illnesses, frequently invoking multi-

causal or multiple explanatory models.  For example, “la gripe” (the flu) or a sore throat 

might be blamed on resfrio (chilling) from violation of hot-cold rules, but treated with 

pills for la infección, while simultaneously avoiding bathing and consumption of fresh 

fruit until the person recovered.  Although calor in children was described as an illness 

that doctors “did not know about”, there were two cases in which mothers sought 

treatment from both a local healer and health center physician for the condition.  

Several people also told me that they prayed to God to heal them or their loved 

ones, explaining that God was the ultimate healer, not the doctors, and that faith in God 

29 Smith et al.(1993) and García Bresó (1992) both reported in their studies that an alternative treatment for 
calor caused by the gaze of a drunk or hungover male was to either wrap the child in an article of his 
clothing or to have him hold the child.  Although this too was identified as a treatment by a couple of 
people in San Rafael, most preferred to avoid any further contact with the drunk male.  One woman further 
reported that she understood it to be counter-effective if the male held the child for a prolonged period of 
time.



266

was necessary for healing.  Some people explicitly suggested that an illness might have 

been sent by God as a “test” or “reminder”, although the ailment itself might have been 

labeled with a biomedical name, while others reported resorting to God because they 

lacked the money to pay for the costly biomedical treatment.  

If an initial treatment did not appear to yield sufficient results, people were very 

amenable to reconsidering the initial diagnosis and trying alternative forms of treatment.  

Most significantly, the ailments that “doctors did not know about” were few.  Even if the 

causal explanation for an ailment was not biomedically-based, such as a sore throat or 

arthritis caused by a violation of hot-cold rules, there was sufficient overlap in the 

biomedical and lay terminologies, as well as a general faith in the efficacy of biomedical 

treatments, for pharmaceuticals and physicians to be viewed as the ideal resorts for most 

conditions. As discussed in previous chapters, biomedical treatments are widely viewed 

as the gold standard by Nicaraguans.  Actual health care seeking activities did not 

necessarily correspond to people’s general ideals, however.

Anthropologists and other international health researchers have noted that illness 

diagnoses and resource allocation decisions are often situationally-rendered rather than 

abstractly assessed.  Drawing from Dewey (1984), Whyte suggests that ethnographic 

studies entail consideration of not only people’s beliefs, but their practices, to view 

people as “actors trying to alleviate suffering rather than as spectators applying cultural, 

ritual, or religious truth” (1997:20). Uncertainty, she notes, is an inherent aspect of 

human experience. 
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Because people are often uncertain about the cause of symptoms, health seekers 

may try a remedy to see if it works, a “diagnosis by treatment” (Chand and Bhattacharyya 

1994).  In his study of health care seeking among rural Cameroonians, Ryan (1998) 

observed that people first opted for an inexpensive home remedy or pharmaceutical 

purchase and then pursued a more expensive option rather than trying additional cheaper 

ones.  Similarly, in their study of treatment seeking for children with acute respiratory 

infections in the Philippines, for example, Nichter and Nichter (1996) found that mothers 

might first seek a diagnosis for a condition treatable by traditional practitioners whose 

services were much less costly than their biomedical counterparts, even if it appeared 

unlikely that the symptoms were indicative of the condition.  The authors suggested that 

health care seekers utilized a “taskonomic” approach to treatment strategies, basing 

decisions not simply on abstract knowledge of illness categories and corresponding cures, 

but on practice-based knowledge evoked in situated contexts that take into consideration 

what can be accomplished given the limited availability of resources and options. 

A taskonomic, practice-based approach was very common among San Rafaeleños 

as well.  The typical first course of resort for most ailments, particularly those perceived 

as fairly mild, was to buy an inexpensive medication from a local pharmacy or store first, 

or try an herbal remedy, but then seek attention from a physician or local healer if it did 

not work. If the symptoms seemed more serious but the diagnosis was ambiguous, at 

times people would go to the health center first to receive a diagnosis and to see whether 

the medications prescribed might be in stock.  Ryan (1998) argues that multiple treatment 

modalities are pursued in order to “cover all bases” and thus maximize the chances of 
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efficacy.  The “cover all bases” approach was also resorted to in San Rafael for instances 

in which the cause of symptoms was unclear, particularly if the condition was perceived 

to be potentially life-threatening.  For example, if a child manifested symptoms 

suggestive of either calor or a diarrheal infection treatable with antibiotics or 

antiparasitics, both a local healer and a biomedical doctor might be sought.  

Sandiford et al. observed through their own research in Nicaragua that people 

were quick to pursue other forms of treatment if the afflicted individual’s condition did 

not swiftly improve (1991:36). They further noted that people closely monitored 

children’s illnesses. While the lay illness diagnosis and causation theories were highly 

influential in determining their treatment resort, other factors were also salient. At times 

people also reported being unable to pursue their preferred resort due to economic or time 

constraints. While people might have had a certain preference or tendency to seek a 

particular type of treatment for a particular ailment, most households demonstrated 

flexibility for follow up, alternative resorts. This flexibility was to a great extent 

necessitated by constraints to pursuing options that might have been considered 

preferable.  In addition to economics, time, travel and seasonality had to be considered. 

For example, the favored practitioner for a given ailment or household member might be 

located far away, or in an unsafe neighborhood.  Traveling on a hot sunny day or during a 

monsoon storm were also risk factors themselves, since exposure to the sun or rain could 

worsen a condition, and the dirt roads quickly turned to mud. 
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Perceptions of Medications and Prescribing Practices

While biomedicine was widely viewed as the most efficacious healing modality 

for most illnesses, and physicians were considered authority figures due to both their 

specialized education and their social class, biomedical hegemony did not preclude the 

persistence of other healing beliefs and practices.  Of equal importance, there were limits 

to the extent to which physicians could exercise their authority as gatekeepers to 

biomedical resources, especially in the domain of pharmaceutical consumption. People 

did not always view a consultation with a physician as necessary in order to determine 

the most appropriate treatment regimen.  This was due in part to the incorporation of lay 

healers and midwives into the government health services as part of the Sandinista 

regime’s community participation approach to health, which validated their legitimacy in 

certain respects.  Other reasons for not consulting with physicians included the lack of 

legislation or enforcement of legislation for providing biomedical services, and the 

economic constraints that limited people’s access to biomedical physicians.  

The nature of the health center consults themselves was an additional factor.  In 

his analysis of the health care system during the 1980s, Slater observed that due to the 

high patient to doctor ratio, “most patients spend only a few minutes with the doctor and 

then receive four or five prescriptions…patients get little information or health education 

from physicians, leading to frequent noncompliance or miscompliance” (1989:648).  

Doctor-patient interactions have changed little in this respect.  As noted in Chapters Two 

and Three, people frequently complained that all the health centers provided were 

prescriptions, with one person even saying that they were no longer health centers but 
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prescription centers.  In this respect, the actual “treatment” was not viewed as provided 

by physicians, but by the medications. Many did not consider health center physicians to 

be the sole authority on medication usage, or even the best authority, especially based on 

past experience in which the medications prescribed did not prove efficacious.  

Perceptions of medication efficacy, or lack thereof, were influenced by two 

primary factors: inappropriate consumption practices, and inappropriate prescribing 

practices.  Due to both the expense of medications that had to be purchased at private 

pharmacies, and concern about side effects or the toll that pharmaceuticals could take on 

the body, people frequently consumed a smaller amount than that prescribed.  Hence, for 

example, if prescribed an antibiotic for a kidney infection, patients or their caregivers 

would request five cordobas worth of the pills, rather than making a purchase based on 

the amount of pills actually prescribed.  If the symptoms were perceived to subside, no 

additional pills would be purchased, but if the symptoms resumed days or weeks later, the 

medication might then be understood to have been limited in its efficacy. 

In other instances, however, there was no discernible alleviation of symptoms, 

and it may well have been the case that the medication prescribed had not been the most 

appropriate.  Slater (1989) noted that at times health center physicians did indeed 

prescribe medications that were unnecessary, inappropriate, or inadequate.  In addition to 

the small amount of time that health center physicians spent with their patients and the 

limited diagnostic resources available in these facilities, he cited the pressure from their 

patients to provide a prescription as a key factor: “…most of the impetus for 

polypharmacy seems to come from patients themselves… the beliefs that more medicine 
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is better, and that injections and infusions are more powerful than pills, create 

expectations among patients that physicians find hard to resist” (Slater 1989:648). For 

my study participants, the only thing worse than receiving prescriptions for medication 

not in stock in the health center pharmacy was to receive no prescriptions at all, and some 

people did suspect that certain doctors included at least one or two prescriptions for 

medications that were available in the center pharmacy so that patients would not have to 

walk away empty-handed and unhappy with the services received.

Self-Medication

Faith in medications as opposed to any inherent healing powers of doctors 

themselves, combined with lax regulations of pharmaceuticals, facilitated the bypassing 

of doctors for purchases directly from pharmacies or open air markets.  In fact, although 

Nicaraguan doctors, like their US counterparts, engaged in the ritual practice of writing a 

prescription on special paper bearing the Ministry of Health seal in the public sector or on 

a notepad inscribed with their personal insignia and seal in the private sector, they were 

not viewed as holding a monopoly on the power to prescribe.  

It was not uncommon for people to tell me that a local healer, midwife or another 

lay person had “prescribed” something to them, in the same manner that lay people in the 

US would say that someone had “recommended” a medication to them.  Licensed and 

unlicensed pharmacies alike would sell most or all medications without a prescription, 

and the counter-staff would readily make recommendations even if lacking formal 

training.  People also learned about medications through prescriptions received by 
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doctors in the past, conversations with neighbors and relatives or others in the market, 

door-to-door peddlers, and, increasingly, radio and television advertisements.  Finally, 

the health center itself promoted a certain degree of home-based self care by prescribing 

injections but not actually administering them.  Even when the medication was in stock, 

people still had to go to a pharmacy to buy the syringe.  Rather than obtain yet another 

appointment to receive the injection, they would find someone locally who had learned 

how to inject. Thus buying and administering injections on one’s own initiative might not 

seem as foreboding as doing so in the US.

Over-usage and inappropriate usage of medications have been problems in the 

culture of biomedicine in Nicaragua for as long as biomedicine has been the nation’s 

dominant healing modality. To a great extent this is a byproduct of the way health care 

services have been implemented, with an emphasis on curative rather than preventive 

care.  During the Sandinista era, the purchasing of pharmaceuticals was more restricted 

due to regulations of pharmacies and limits to the numbers of pharmacies in operation, as 

well as the scarcity of medications available even on the black market due to the US-led 

trade embargo.  With the return of the “free market” since the 1990s, private pharmacies 

have flourished.  Some pharmacies in San Rafael were run by doctors, but often neither a 

pharmacist nor physician actually attended to the clients. In Managua and other nearby 

cities, merchants with no training in medicine or pharmaceuticals set up stalls in the open 

air markets with wares that might be expired or adulterated. Whether or not they 

possessed formal training in medicine or pharmacology, vendors shared in common a 

vested interest in making a sale, and prescriptions were not required for anything except 
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narcotics.  For lay people, it was more convenient and less time consuming to go directly 

to pharmacy, and no more expensive if the health center had no medications in stock 

anyway.  

Eighty-four percent of study households reported purchasing a remedy directly 

from a local shop or pharmacy without first seeking a consult from the health center or a 

private clinic, and 72% of households reported purchasing antibiotics, anti-parasitics, or 

other medications that would normally require a prescription in the United States at least 

once over the course of the study. A list of medications consumed by study households, 

purchased with or without a prescription, and for which ailments, is provided in 

Appendix D.  Certain understandings pertaining to particular medications were common 

across households.  Antibiotics in general were understood to be good “para la infección” 

(for infections).  Amoxicillin was considered to be good for sore throats, and was often 

taken as if it were aspirin, in a single dosage of one or two pills.  Tetracycline, in turn, 

was frequently used for skin conditions, purchased in capsule form and applied as a 

topical remedy.  As mentioned earlier and also observed by Ailinger et al. (2004) in their 

study of a Managua barrio, asma (asthma) was often a lay diagnosed condition whose 

symptoms overlapped with gripe, bronchitis and pneumonia.  Salbutamol, an asthma 

medication, was purchased in syrup form by a number of caregivers when their children 

had severe coughs.  Many adults regularly consumed diclofenac rather than the milder 

acetomenophin, aspirin or ibuprofen medications for headaches.  Vitamin injections were 

popularly used across age-groups for gripe, sore throats, and debilidad (weakness) in 

general. 
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Injections were considered the most effective form of medications because they 

were delivered directly into the bloodstream, syrups and capsules were the next most 

effective, and pills were the least effective.  Some individuals assessed the efficacy and 

appropriateness of a medication for a given ailment according to their understandings of 

hot-cold rules, and whether they believed the medication to be hot or cold. To a certain 

extent, perceptions of efficacy were also associated with the prices, hence the 

medications in the health center, most of which were available in pill form, were widely 

viewed as in stock because they were cheap rather than because they were the most 

appropriate form of treatment for a given ailment.  Perceptions of quality were not 

explicitly tied to brand name versus generic medications, but US-manufactured 

pharmaceuticals were considered the best.  

Information imparted through neighbors, relatives, and unskilled pharmacy 

attendants and other vendors was often inaccurate, and many people expressed little 

trepidation not only about making a purchase based on a lay recommendation, but about 

making a purchase based on their own diagnostic perceptions.  As discussed in Chapter 

Three, economics and other health center service issues played a pivotal role in lay 

prescribing practices and medication consumption, and vendors were more interested in 

generating an income through their sales than imparting accurate knowledge or 

exercising caution in what they sold to whom. In the private pharmacies and open air 

markets, vendors did not always provide information about dosages, or caution people 

who requested a quantity based on a monetary amount rather than the dosage about how 

that might impact the medication’s efficacy.  At times they also encouraged people to buy 
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the more expensive brand names, suggesting that they were more effective than their less-

expensive generic counterparts. 

In addition to the misinformation received from various sources, people attempted 

to render their own diagnoses and treatment strategies based on past experience or 

perceptions of similar symptoms manifesting among multiple household members or 

neighbors.  Doña Candilaria, for example, explained that she had diagnosed her 

husband’s kidney infection based on her recollection of her son’s diagnosis by a health 

center physician when he manifested similar symptoms.  Remembering that her son had 

been prescribed 40 pills of amoxicillin, Doña Candilaria bought her husband 10 due to 

economic constraints, and supplemented the lower dosage with a remedio casero.  

Mariluz, an eighteen-year-old mother of two, in turn, treated her 1 ½ year old 

son’s severe respiratory infection first by persuading her sister-in-law to “regalar” (give) 

her some cough syrup originally purchased for the woman’s own child. When the syrup 

did not appear to yield results, she then gave the child one of her brother-in-law’s asthma 

pills, although the child had never been diagnosed with asthma. The asthma pills seemed 

to lessen the severity of the child’s cough, albeit only slightly, so she continued to 

administer them until he recovered.30  Mariluz and her compañero were extremely poor 

and they had recently incurred a substantial financial outlay when they took their son to 

the hospital for another illness episode.  She resorted to experimenting with medications 

30 As discussed in Chapter Three, making the effort to put forth la inteligencia and find creative ways to 
overcome financial constraints in order to treat illness was of vital importance from a moral perspective.  In 
this particular case, it is worth noting that Mariluz’s in-laws were highly critical of her for not having 
sought medical attention for the child.  Notably, in her assessment of the asthma medication’s efficacy, she 
did not attribute it to curing the child.  Rather, she emphasized its low cost and her inability to afford 
anything else.  This case study is explored in further depth in Chapter Six.
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already purchased by her neighboring in-laws because she anticipated that the health 

center would not have the necessary medications in stock, and she lacked the funds to 

make a purchase at a private pharmacy.

Lay-prescribing was most often engaged as first resort, as an interim measure 

until people had the time or could garner the resources to seek a costlier treatment, 

consultation and/or diagnostic exam, or when people were uncertain about the cause and 

severity of symptoms.  For example, if a child had diarrhea, a mother might buy either an 

anti-parasitic or anti-diarrheal pill from a local shop and gauge its efficacy to determine 

whether and from whom she should seek attention. As mentioned previously, even when 

receiving a prescription from a physician, people frequently purchased a smaller quantity 

than the full dosage, mostly for economic reasons.  However, this also stemmed from a 

pragmatic assessment that if the symptoms were alleviated with a smaller dosage than 

there was no need to take more, as well as a concern about taking too many medications.  

Medication consumption was also discontinued if people perceived undesirable side 

effects to occur. Those who were explicitly told by a physician that they or a child had to 

take the full dosage reported that they did comply with the instructions, but especially in 

the public sector, people received multiple prescriptions with few or no verbal 

instructions, and writing on the prescription papers was often illegible.  In the homes of 

people with low literacy levels, my field assistants and I were often presented with the 

prescriptions and asked for clarification on both the dosage instructions and the purpose 

of each medication.
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Perceptions of Vulnerability, Individual Constitutions, and Variations in Health 

According to Gender and the Life Cycle

As alluded to above, residents of San Rafael considered certain household 

members to be debil (weak) in general due to their individual constitution, and th eir 

emotional or mental states. As previously mentioned, susto and nervios were conditions 

that could render individuals vulnerable to presión.  Some individuals were also rendered 

vulnerable to illness if they worried too much about their problems (akin to the American 

folk belief of worrying onself sick), or if they experienced a reaction of disgust (asco) to 

someone else’s condition.  For example, conjunctivitis, commonly referred to as la 

llorona (the crying disease), was believed by some to be transmitted by asco (disgust).  

Conversely, those with the ability to no ponerle mente (to not dwell on or let it enter their 

mind) this or other illnesses were believed to have the capacity to successfully avoid 

becoming ill.31

Perceptions of individual constitution were also invoked as causal explanations 

for treatment efficacy. Certain medications might llegar (reach) or caer bien (fit or work 

well) for one person and not another.  Mothers often spoke of learning that a certain 

syrup or pill was the one that “reached” her child and hence was the one she now knew to 

buy whenever that child manifested particular symptoms. Yenifer, for example, routinely 

bought different syrups for each of her daughters when they experienced gripe, even if 

when they manifested similar symptoms and at the same time, based on their past illness 

histories.  In addition to variations in individual constitutions, certain types of people 

31 See Hammer’s (1995) study of people’s beliefs about cholera transmission in Bolivia for a similar 
account of rendering oneself vulnerable or invulnerable to illness through one’s emotional disposition.
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were considered to be vulnerable to either particular ailments, or illness in general based 

on their age or gender. 

A number of women reported suffering from “problemas de mujer” (women’s 

problems) or symptoms they suspected to be related to their reproductive systems (such 

as ovarian cysts or an infection), “la operación” (sterilization), pregnancy, menstrual 

cycles, and menopause. A number of women dated the onset of chronic or recurring 

ailments, including headaches, migraines, la presión, colitis, and kidney infections, to a 

prior pregnancy, hysterectomy or sterilization.  Many also considered themselves 

vulnerable to conditions stemming from paid or unpaid labor activities in which they 

violated hot/cold precepts.  In particular, bathing after ironing, or opening a refrigerator 

or getting one’s hands wet after ironing were attributed to both resfrio (which could lead 

to gripe or catarro), arthritis, and facial paralysis.  Sewing machines were also 

considered to be very cold, and women who worked as seamstresses, especially those 

who worked in the zona franca, were considered vulnerable to arthritis because of this 

constant exposure. 

Older women were often critical of young women – in particular their daughters 

or nueras (daughters-in-law) – for not taking care of themselves, either due to failure to 

adhere to hot-cold precepts and post-partum practices, or for simply not taking care of 

themselves in general.  A common reason they provided was that the young mothers 

neglected themselves because they lacked the money or time, but it was also suggested 

that the young women could do more to maintain good health, that they sacrificed too 

much for their children, or simply did not do everything they could for themselves.  One 
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nuera, for example, was criticized for not taking vitamins she received from the hospital 

after experiencing a fainting spell, for continuing to overexert herself in physical activity, 

and for not following up on treatments at the health center.  Another woman faulted her 

daughter for becoming so preoccupied with her children’s health that she neglected her 

own, even neglecting to eat. 

Men’s vulnerability to illnesses was often framed by themselves and by women as 

stemming from occupational-related problems, such as aire (air) due to over- exertion in 

labor-intensive activities, and violations of hot/cold principles, such as drinking a cold 

soda or bathing immediately following heating, labor-intensive activities. A number of 

women felt that men in general “se descuidan” (are careless) with respect to hot-cold 

precepts.  Work-related injuries were also reported, and a few men during background 

interviews discussed their concern about exposure to pesticides.  Women sometimes 

described men as being more delicado (delicate), having a lower pain threshold than 

women, although men were also described as delicado if they had a bad temperament and 

were prone to violence.  Finally, men’s ailments were discussed in the context of their 

alcohol consumption, especially hangover symptoms and liver problems.

Although assessments of individual constitutions were applied to children, young 

children were considered to be more vulnerable to illness in general than older children 

and adults.  Diarrheal ailments, parasites, resfrio/gripe, tos, asthma/cansancio, 

calentura/fiebre, pneumonia/pulmonia, various skin diseases/alergias, kidney infections, 

not eating well and being too thin, were the most common ailments or concerns 

expressed by parents, grandparents and other relatives.  The only children actually 
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referred to as desnutrido (malnourished) were those who had been formally diagnosed as 

such by biomedical or non-biomedical practitioners.  Children who ate a lot of fruit and 

cared little for beans, rice and meat were of great concern.  Parasites in children was 

viewed to a great extent as a chronic condition, or at least a recurring one.  Sometimes 

people ruled out this diagnosis despite the manifestation of symptoms, however, if their 

child had recently received anti-parasitics. A greater number of diarrheal ailments were 

identified to occur in young children than other age groups.  Calor and pujo (a condition 

in which the child experiences acute stomach aches but only a small amount of gelatinous 

diarrhea is produced) were unique to children, while empacho and parasites were viewed 

as more common in children. 

A number of parents, when explaining why they delayed care or resorted to 

calmantes (palliative measures) for themselves, emphasized the need to prioritize costlier 

treatments for their children. Unlike adults, they said, children cannot “aguantar” or 

tolerate illnesses and physical discomfort for long, therefore care must be sought for them 

at an earlier stage of an illness progression. Additionally, caregivers cited the difficulty of 

diagnosing illnesses in babies and young children, who lacked the language skills to 

describe their symptoms, as a factor motivating them to seek attention from a biomedical 

or local healer soon after the onset of symptoms. Yet this was also cited as a reason for 

delay, if caregivers did not recognize the severity of the illness at an earlier stage.

As with children, elders were generally considered to be more débil (weak) in 

general. Elders were prone to gripe/catarro, la presión, dolor en los huesos/arthritis, 

headaches, diabetes/azucar, skin infections, heart problems, tos and tosedera, 
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pneumonia/pulmonia, and asthma/cansancio.  Many elders had been diagnosed with 

multiple chronic illnesses by health center staff and were taking multiple medications for 

chronic illnesses, albeit irregularly.  Despite being considered a vulnerable group, elders, 

unlike children, often went through phases of aguantando (tolerating) their symptoms 

with calmantes such as herbal or inexpensive pharamaceuticals, or delaying care.  At 

times this was due to doubts regarding the efficacy of a treatment or because they became 

“bored” or “tired” of consuming medications.  As will be discussed in further depth in 

Chapter Five, dependency on adult children for caregiving and financial support also 

played a critical role.

Perceptions of Vulnerability and Economics

As noted in Chapter Three, poverty and health go hand in hand, and people both 

implicitly and explicitly made this connection in their discourses on health and illness.  

As I discussed earlier, at a meeting with a neighborhood committee early into the study, 

one of the members told me, “In this municipality, the overall population is in the utmost 

level of extreme poverty.  They have too many problems, and it’s difficult to have good 

health because medicines are hard to obtain.”  The inability to maintain good health 

through the treatment of illnesses was one of two primary economic barriers widely 

identified by study participants.  

Economics also rendered people vulnerable to illness by compromising their food 

security. Alberto, as noted earlier, attributed his son’s illnesses to his being poorly 

nourished, which in turn derived from the entire family being on a limited diet due to 
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their economic constraints:  “…we don’t eat what corresponds to us – we’re not eating in 

these conditions – meat is prohibited for us (laugh). It has to be a special occasion to eat 

it.  We only eat rice, beans, cheese and a little egg.”  The inability to maintain a healthy 

diet was a concern among most households, both for the sake of general health 

maintenance, and, for those with members suffering from diabetes, high cholesterol, or 

other chronic illnesses, to manage their symptoms.  The primary cause of empacho, a 

stomach ailment, in adults was lack of variety in the diet – a person would get bored with 

eating the same food every day, causing the stomach to swell and reject more of it.  In 

this respect, empacho was also a symptom of poverty. 

As Alberto explained while assessing his personal struggles in the broader context 

of the toll exerted on the populace through the hardships of war and the continued 

economic difficulties in the years following, “We were mutilated, but in our social level. 

Instead of continuing to advance, we are going backwards…The economic situation has 

become even worse this past year…we are dying from hunger, from [poor] health.”

Alberto’s perception that the nation was going backwards was shared by many.  The 

word “atraso”, which means both “behind” and “delay” was commonly used to describe 

the general economic situation of the country, but also extended into a broader discourse 

on “progress” and “development”.  Doña Elisabeth, like Alberto, believed that the 

economic situation of her household, the wider community, and the nation was holding 

them back in achieving good health: “La salud de aquí es bastante atrasada.  No hay 

dinero, somos pobres.  Health here is very much behind.  There is no money, we are 

poor.”  When I asked her to describe the economic situation of her community, she again 
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related it to health, this time in the context of nutrition: “This is a difficult theme.  No 

hay.  There is nothing.  The homes are badly built because there is nothing.  And in 

nutrition we are low, too low.  We cannot advance in order to buy food, not in the 

quantity we need…there are no economic resources.”  

Just as Doña Elisabeth invoked the subject of health when discussing economics, 

so too did she invoke economics whenever she discussed her family’s health.  As she 

explained during one visit, after describing in great detail the numerous illnesses that had 

been afflicting every household member throughout the study, “La salud es primero pero 

a veces la abandonamos por nuestro trabajo.  Health is first but at times we abandon it 

for our work.  The problem is that one can’t work well or at all if one is sick, but neither 

can one take time off from work to treat oneself.” 

Health is first but at times we abandon it for our work. Above, I discussed the 

connections numerous people identified between their labor activities and gender-based 

vulnerability to illness. Women were rendered vulnerable to illness through their paid and 

unpaid domestic work that put them at risk of violating hot-cold rules, by working long 

hours without sufficient time to rest or eat in the zona franca factories, and by sacrificing 

their own health needs in order to care for their children.  Men, in turn, were also 

rendered vulnerable to illness by violating hot-cold rules as they labored in the campo or 

on construction projects, and through exposure to pesticides in the agricultural sector. 

Hence, in addition to the inability to take time off from work to recover from illness, as 

cited by Doña Elisabeth, the very forms of labor in which people had to engage for their 
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economic livelihoods and to care for their families compromised their ability to maintain 

good health.  

…it’s difficult to have good health because medicines are hard to obtain. In this 

quote, the neighborhood committee member conflated good health with the ability to 

treat illness.  That people would be afflicted with illnesses was a given.  Whether they 

could recover to enjoy good health in the future was not.  Just as people often spoke of 

illness prevention measures in the context of specific transgressions already committed, 

so did they tend to focus on vulnerability to illness in the context of the ailments already

afflicting their households.  In this context, the relationship between health, vulnerability 

and economics was not only significant to understanding why they had become ill, but 

why they were unable to recover from the ailments they already had.  As discussed 

earlier, it was rare for a household to report that no one was sick during one of my bi-

weekly visits.  To be vulnerable to illness owing to economic constraints was the norm –

both because people were unable to avoid getting sick, and because they lacked the 

money to get better. Without the money to obtain adequate treatment, people were thus 

rendered permanently vulnerable.

“He Almost Died on Me”: Perceptions of Severity

Clarita was collecting firewood and doing various work around the front of her 
home, while her three young sons roamed nearby, half-looking for wood, half- playing.  
All three of the kids have been sick since the last visit.  Two-and-a –half year old Martín 
was the most serious.  He had a cough with pneumonia for a week.  “Casi se me murió,
he almost died on me”, she said. Clarita was giving him panadol for the fever and was 
going to make coffee one morning for him to take with the pill.  But then he fainted and 
fell down.  She tried to revive him with a sobada (massage), “pero nada, but nothing (he 
did not respond).” She first took him to Doña Yveth down the street, who told her to go to 
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a doctor.  She then went to Dra. Irene, who said that his fever was too high, at 39 
degrees.  Dra. Irene had Clarita administer a suppository to the child, and then gave him 
injections and a syrup.  “I need to buy  two more.”  Clarita didn’t try to afiar (buy on 
credit), for she was too nervous to ask, although she knew that her sister-in-law had 
recently done so for her son.  The consulta cost 20 cordobas, “She didn’t charge a lot, 
and one only pays for the first visit.” The four injections, syrups, and suppository, totaled 
187 cordobas.  

Dra. Irene said Martín had convulsed and told Clarita to cuidar (be careful) 
because he could get sick like this again -  his fever has to be treated early.  He still gets 
fever at times since then, and Clarita gives him the pills regularly, even when he doesn’t 
have fever, upon Dra. Irene’s orders.  Clarita took Martín back to the doctora last 
Thursday. She was told to return today for a follow up visit, but has decided to wait until 
she buys the rest of the medicines to see how he’s doing first.  “What troubles me is this 
fever that doesn’t leave.  I’m giving him the pill although he doesn’t have a fever, so that 
it won’t return.”  He also had a cough yesterday, she added.

Sixteen month old Güiliam has also been sick with a cough, “but less”.  Clarita 
gives him acetomenofen en jarabe (in syrup form).  He doesn’t want to take homemade 
remedies, only the jarabe.  Four-year-old Israel also got sick, “but it passed rapidly. The 
illness has been worse in the little ones.”  Clarita herself had a fever and cough, but only 
took treatment for fever and headache: “I had pains and aches in my head, eyes and 
muscles, and also chills, with a great fever. I had to take two panadol pills each time to 
alleviate the symptoms.”  Doña Marina and I expressed sympathy for her not being able 
to rest while sick since she had to attend to her children and the housework. Laughing, 
Clarita replied, “My husband doesn’t cook, he just won’t eat if there’s no food 
prepared.” 

- Fieldnote entry, August 2003

To researchers or health practitioners, delay may refer to when biomedical 

services are engaged. Yet during “delay” periods health care seekers frequently resort to 

other treatment strategies.  Interim measures as well as postponement of health care 

seeking give people more time to monitor symptoms, narrow down diagnosis 

possibilities, and contemplate treatment options (Ryan 1998).  Moreover, illness 

diagnosis and decision-making may be difficult to render quickly when multiple 

household members are ill at the same time, or there are other financial needs in the 

household. It is also important to examine when symptoms become recognized as such, 
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when specifically illness diagnoses are made, and how caregivers calculate the amount of 

time they have before a treatment must be sought (Nichter 1996).  

When Martin first developed symptoms of a fever and cough, it was at the same 

time as his two brothers, and Clarita herself was ill as well.  Clarita shared a small parcel 

of land with two of her brothers and their families, but both of her brothers, like her 

husband, left daily to sell fruit in other cities, one of her sisters-in-law had outside 

employment, and the other was herself busy caring for her seven children.  Under these 

circumstances, assessing the severity of his ailments was especially challenging.  In her 

narrative, she described how she initially attempted to control his fever with 

acetaminophen, but when he fainted and she could not revive him, she sought help from 

her neighbor.  Notably, the neighbor she chose was an older woman, already a 

grandmother, who had more extensive experience in caring for children.  The physician 

she chose was one her sister-in-law had recently sought; she therefore knew how much 

the physician would charge and that the doctor also offered credit, although she did not 

feel comfortable requesting it. Clarita also emphasized her efforts to administer the 

medications according to the doctor’s instructions, and her ongoing monitoring of the 

child’s symptoms.  All the while she was feeling unwell herself, and had to care for two 

other children, as well as perform her regular housework.  

In Chapter Three, Alberto explained that he and his wife assessed their family’s 

symptoms according to a danger scale, and based their treatment decisions upon it.  

Across households, the severity of an ailment tended to be assessed along a continuum 

ranging from mild or pasadero to grave.  For ailments considered to be chronic 

(including recurring ailments such as parasites or kidney infections), treatment decisions 

were also based on perceptions of the acuteness or severity of symptoms when 
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experienced.  As discussed in that same chapter, economics were a key factor in decision-

making for treatment activities and expenditures. Clarita and her husband were extremely 

poor, and normally when one or more household members was ill, either no remedies 

were administered at all, or Clarita resorted to herbal remedies or low cost pills such as 

acetaminophen.  For this particular occasion, she determined that her oldest son’s case 

was pasadero, and she did not administer a treatment to him.  She perceived the ailment 

to be more serious in her younger children, and like many people, believed that younger 

children were more vulnerable in general.  For the youngest son, too little to swallow 

pills, she bought him a costlier acetaminophen syrup.  

Physician consults in either the public or private setting were only sought by 

Clarita twice during the study, in both instances for conditions afflicting one of her 

children that she feared to be grave; in both instances, financial constraints were also 

cited as her reason for not pursuing the follow up visits and for not purchasing all of the 

medications prescribed.  Instead, she bought what she could afford at that time and 

waited to assess its efficacy.  The 187 cordobas that Clarita spent for Martin’s doctor 

consult and treatment constituted the household’s greatest health expenditure during the 

study. Although she reported that she was postponing the follow up visit to the doctora

until she purchased the last of the medications prescribed, when I visited her two weeks 

later, she explained that since she did not have the money to buy the medications and the 

child had already recovered, she did not return to the doctora.

Even when caregivers considered an illness to be serious enough to require 

medical attention, they still had to consider how much the expenses might total, and how 

to cover these expenses.  The extent to which “delay” periods may be times of planning 

to gather the resources necessary for a more expensive and time-consuming treatment 
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represents a significant research gap in the health care seeking literature (Nichter 1996). 

In her narrative, Clarita noted that her sister-in-law, Leticia, had recently sought care for 

her one year old son Jaime from the same physician.  When I interviewed Leticia and her 

husband, at separate times, they each told me that Jaime had almost died.  When he 

initially manifested symptoms of a cough, all but one of his six siblings and one of his 

parents were also ill with gripe, fever and cough.  Already perceiving Jaime to be 

delicado (delicate) in general owing to his past illness history, they took him to a local 

healer who administered oleoferina-brand vitamin injections.  They also bought a cough 

and fever syrup for him, but it did not appear to work.  The couple wanted to take him to 

a private physician, but was trying to save the money to pay for the treatment first.  

However, a week after the symptoms began, Jaime became “so tired he no longer 

coughed.” His skin was pallid and his body limp. Now perceiving his illness to have 

progressed from serious to life-threatening, Leticia took him to Dra. Irene, who 

diagnosed his condition as pneumonia, and she negotiated with the physician to obtain a 

portion of the treatment on credit.  

For Leticia and her husband, the extreme fatigue and cessation of coughing 

indicated that their son’s life was in danger.  For Clarita, the key symptom which 

indicated that Martín’s ailment was more serious than that of his siblings, and possibly 

even life-threatening, was his loss of consciousness.  He almost died on me, Clarita said.  

Over the course of the study, eleven of the fifty-one households – over 20% - experienced 

an illness event afflicting a small child that was deemed to be life-threatening: “The child 

almost died.”  The primary markers of severity among residents of San Rafael were fever, 

especially if it was high, constant or recurring; and a cough that was severe enough to 

impair breathing; stomach pains, especially if they impeded people’s ability to walk or 
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caused small children to cry or scream; bumps suspected to be tumors; febrile 

convulsions; and fainting.  For children, people also expressed great concern about “ojos 

reventados” – eyes which were red, swollen, droopy, unfocused, remaining open when 

the child was asleep, or some combination thereof.  

Similar to Smith et al.’s (1993) and García Bresó’s (1992) findings in nearby 

regions of Nicaragua, people in San Rafael identified multiple types of diarrhea in 

children, with varying levels of severity and treatment requirements.  The ones 

considered the most serious were calor, described above, and empacho.  In children, 

empacho could be caused by eating something that would be become “pegado” (stuck) to 

the stomach, often because the child had consumed something inedible such as dried 

beans, or a food that was bad for children, such as nacite, a “hot” fruit.  As a result, the 

child’s stomach would swell and the fontanelle might sink as well. To dislodge the 

trapped food and restore the fallen fontanelle, a massage administered by a healer or 

another experienced woman was necessary, along with an oral purgative, usually olive 

oil. Diarrhea containing blood or mucous was also considered to be serious, although less 

so because it could be treated with medications.  In contrast, calor and empacho, 

conditions that “doctors did not know about”, required more extensive treatment 

regimens, and people continued to express great concern about the prognosis even after 

treatment was initiated. The mollera caida (fallen fontanelle), as documented elsewhere 

in Nicaragua and other Latin American countries (Garcia Bresó 1992; Smith et al. 1993), 

was also considered a serious condition in its own right, as opposed to the biomedically-

diagnosed symptom of dehydration resulting from diarrhea.  People of all ages could get 

empacho, but it was more common in children. 
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Diarrhea attributed to parasites, in contrast, was considered a more routine 

ailment. Once when I asked a young woman whether her children ever had parasites, she 

began to giggle and replied, “Of course!  They were born with parasites!”  If the child 

appeared to experienced discomfort and the suspected diagnose was parasites, the first 

course of resort was usually either an anti-diarrheal or anti-parasitic pill purchased from a 

nearby store, or an herbal plant such as apazote or the pitahaya vine. If these did not work 

or if people were uncertain whether the cause was parasites, they would then seek 

attention from either the health center or a local healer.

Significantly, when people said, “My child almost died”, they meant it. To some 

extent, such assessments were based on past experience.  Yenifer and Raul, as discussed 

in Chapter Three, did lose their firstborn child, and the pediatrician who treated their 

youngest daughter following a hospital medication overdose told them that she too had 

almost died.  Melania and Susana, also discussed in Chapter Three, were likewise told by 

a private physician that their daughters had almost died, in both cases, from pneumonia. 

Relatives and neighbors did not hesitate to deliver the same assessment, especially to 

younger, more inexperienced parents, either to encourage them to seek care or to scold 

them for having waiting too long before doing so.  With or without a doctor or lay person 

telling them afterwards that their child had narrowly escaped death, witnessing a child in 

respiratory distress or losing consciousness was an alarming, traumatizing experience for 

parents.  And the pain of losing a child was still keenly felt years later. Shortly after I 

arrived in Nicaragua as a Peace Corps volunteer, I was invited to accompany the health 

center nurses as they conducted the national five year census in San Rafael.  At the time, 

I was struck by the number of women who, when asked the routine question of how 
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many children they had, responded by giving the total number of children to whom they 

had given birth, and then saying how many had died.  

I did not ask study participants whether they had lost any children, but six women 

spoke of such losses in the context of either assessing current ailments in children or 

grandchildren, as Yenifer did, or regarding the mother-child bond more generally.  Doña 

Flor, age 63, discussed her experiences of loss with Doña Marina and me after her adult 

children brought her to Costa Rica for Mother’s Day. Four of her kids now lived there 

due to the high rates of unemployment in Nicaragua, and only two knew that she was 

coming.  To see a son who had not returned to visit her in over three years, she walked 

approximately 13 kilometers, despite having recently recovered from pneumonia and a 

long-lasting nail wound infection in her foot.  He was not expecting her, and when she 

arrived, someone else told her that he was nearby.  She told them to say that a clothing 

vendor was waiting to see him, and she turned her back toward the direction from which 

he would be returning.  Recognizing her immediately, he embraced her from behind.  

“Un hijo siempre conoce a su mama, A son always knows his mother,” she said, smiling.  

There were many tears of happiness as she greeted all of her children.  They cut and dyed 

her gray hair black during the visit, and gave her gifts of flowers too.  

“Como sufre la madre, how the mother suffers,” Doña Flor said, as she discussed 

the angst she experienced due to having so many children living so far away.  “I had 

fourteen children, and I never abandoned any of them for a man. I had three kids with my 

first husband, and then he left me for another woman.  For three years I begged and 

worked very hard to support them, walking so much that my feet were constantly swollen 

and covered in sores.  Then I met Luis.  I told him to mirar bien (take a good look at) my 

children, for I would never abandon them. If he wanted to cargarse de ellos (assume 
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responsibility for them), then he and I could be together, and he agreed.  I had seven more 

children with him, and the remaining were mal partos (miscarriages), which were terrible 

for my body, terrible.  But beyond that, all children are equal for a mother. Una mujer 

pega a cada niño.  El hombre solo pone el niño, no lo lleva en el cuerpo. Pero la madre 

lleva su sangre, sus huesos, todo.” A woman attaches herself to each child.  The man only 

places (implants) the child, he does not carry him in his body.  But the mother carries his 

blood, his muscles, everything.

Doña Flor did not forget the children she lost, including those lost to miscarriages. 

In addition to recalling them in the context of her Mother’s Day reunion with her 

surviving offspring, she later invoked her losses when she confided in my field assistant 

and me that she was reluctant to honor her daughter-in-law’s request that she act as 

midwife for her upcoming delivery.  Suspecting her nuera would need a cesarean, she felt 

it would be safer to give birth at the hospital. Beyond direct past experience, such as that 

of Doña Flor, people’s understandings of children’s vulnerability to illness and risk of 

dying were informed by the experiences of relatives and neighbors, as well as stories that 

circulated.  Children did die.  Over the course of the study, there were at least five 

children who either died from illnesses or who were killed in the three neighborhoods I 

visited regularly.  Although the child mortality rate is considerably greater in Nicaragua 

than the US, people were not routinized or de-sensitized to death.  When a child died in 

one neighborhood, the news was disseminated across the municipality.  

Experience and Expectations

“Delays” in health care seeking and non-compliance with treatment regimens may 

result from expectations based on past experiences. Certain illnesses or symptoms may be 
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observed to occur 'routinely', such as diarrhea due to changes in climate or diet.  In such 

cases, symptoms may not be perceived as abnormal or severe.  Decisions of how and 

when to treat symptoms or illness may also weighted against the person who is afflicted, 

and past experience may influence people's expectations of health outcomes related to 

particular treatment strategies (de Zoysa et al. 1998; Igun 1979; Nichter 1996).  As 

Nichter (1995) has argued, to better understand the relationship between memory and 

expectations, it is important to examine how past experiences are remembered by health 

care seekers.  Although studies focusing on education or knowledge presume lay people 

to lack awareness regarding treatment options, it may also be the case that people 

postpone or eschew making costly expenditures for a particular treatment precisely 

because they have tried it in the past.  Recollections of a household member with a 

similar illness who did not recover from the treatment may leave a lasting impression 

(Nichter 1996).  

Past experiences figured prominently in people’s discourses on how they 

diagnosed ailments and how they pursued treatment, both for particular conditions and 

for individual household members. When people went directly to the pharmacy or local 

store instead of the health center, they frequently relied on recollections of medications 

previously prescribed or purchased, and perceptions of how well they had worked. As 

noted in Chapter Three, this was often done for economic reasons, as well as 

convenience. Anticipating that the health center would charge for exams and not have the 

medications in stock anyway, many felt that it was faster and cheaper to go directly to a 

private pharmacy.  

Past experience was cited both for seeking care from a practitioner soon after the 

onset of symptoms, and for not doing so.  For example, also described in Chapter Three, 
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after a high fever caused her one year old son to convulse, Alexandra and her husband 

took him to the hospital in Managua, where a medication was prescribed and had to be 

purchased at a private pharmacy.  The next time the child experienced a fever with 

convulsions, they took him to a local physician with a private clinic because they 

anticipated the hospital would be closed at night.  Based on this past experience, 

Alexandra would administer the syrup previously purchased and seek attention 

immediately following the onset of fever, recalling that the doctor had explained that the 

convulsions resulted because she was letting the fever get too high without treatment. 

Because of her past experience, she also opted to seek care from the local physician, for 

multiple reasons.  First, the physician’s home-based clinic was closer and more 

convenient than the hospital in Managua.  Second, the doctora’s treatment was 

successful, and she administered the medications right there in the clinic, rather than 

simply writing a prescription and sending Alexandra to buy it elsewhere.  Finally, 

Alexandra felt that the doctora’s prices were reasonable.  She knew that she would not be 

charged for the consulta now that the doctor-patient relationship had been established, 

and she knew how much the medications would cost. 

In Chapters Two and Three, I discussed the decreasing ability of the public health 

care system to comply with its mandate to meet both the real and perceived needs of the 

populace.  In the National Development Proposal, the government itself provided a dire 

assessment of the current state of health care services: “…there are major limitations in 

the capacity of the physical installations. Many of the primary health care units lack the 

basic supplies and conditions to function, and most of the hospitals have reached the end 

of their useful lives. There is also a great need to equip the health centers” (2004:189). 
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Due to experiences of incompetent or unsatisfactory care provided at government 

facilities, some households subsequently sought care from private physicians instead.  

Just as memories of successful treatment resorts could predispose people to pursuing the 

same strategies for subsequent illness episodes, negative memories were also cited for 

delays in seeking care, not seeking care at all, or no longer pursuing certain resorts. When 

both of Heydis’s young children developed gripe, she took her son to the health center 

but sought no treatment for her two month old daughter, nor did she administer a remedio 

casero. “Para hacerle franca, to be frank with you,” she told me, “I didn’t take her to the 

center and I haven’t given her anything because ningun medicamento le llega, no 

medication reaches her.”  

Based on her past experience, Heydis believed her daughter was delicada 

(delicate) and prone to sickness in general, and it appeared that she was not treatable.  

However, although Heydis invoked this past experience for this particular illness episode, 

it is important to note that she did not actually give up on treatment seeking for her 

daughter.  Later in the year, when the child developed symptoms of calor, widely 

perceived to be a life-threatening condition if left untreated, Heydis took her to a local 

healer for treatment, and returned multiple times when the symptoms again manifested 

during the next three months. Although she described the girl as “living” calorizada, she 

did persist in seeking treatment since unlike the gripe, she did not believe this condition 

to be mild or self-limiting in symptom progression. 
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Service-Related Issues and the Impact of Past Experience on Present Health Care 

Seeking Activities

In their study elsewhere in Nicaragua, Smith et al. (1993) observed that lack of 

empathy on the part of health staff and/or their complete denial that certain ailments 

recognized by lay people existed were counter-productive – rather than believing the 

doctors, people learned not to seek attention from them for these conditions. In San 

Rafael, faith in doctors was weakened in those cases in which the biomedical treatment 

sought did not prove effective and the child either died or was eventually cured by a local 

healer or midwife. If credibility and rapport between health care seekers and health 

promoters as well as practitioners are undermined for one type of health intervention, 

long-term ramifications may be posed to others (Lock and Nichter 2001). Families in San 

Rafael did distinguish between those illnesses which could be treated through medical 

attention and those which required resort to another healing modality.  Those who 

reported negative experiences in health care seeking for illnesses that doctors “did not 

know about” continued to use the health center for those which they believed doctors 

could treat.  However, past experience with government health services did have 

significant ramifications in at least three other respects.  

First, as noted above, a number of people who had negative experiences in 

seeking treatment from government facilities for potentially life-threatening ailments they 

believed to be biomedical switched to private sector physicians afterwards.  Second, 

negative experiences of resort to hospitals, especially for children, confirmed suspicions 

already harbored at both the individual and community levels that the hospital staff was 

either incompetent or even had ulterior motives, such as charging adults for medications 

and other supplies that should have been free, administering “la operación” (sterilization) 
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to women without their consent, and taking advantage of the children brought to them to 

perform experiments. In general, people greatly feared being operated on and had little 

faith in the efficacy of such procedures, believing that death was more likely to result.  

One hospital was blamed for a neighborhood child’s death from pneumonia during the 

study, while two other study participants who had lost children in the past held the 

hospitals responsible.  Still others related horror stories of negligent care that nearly 

resulted in the death of their children.  Citing the recent death of her cousin’s baby at a 

hospital, Dalila sought care for her own infant daughter, whom she believed to be 

suffering from both calor and either asthma or another respiratory illness, from a local 

healer.  Although she actually desired to seek biomedical attention for the latter condition 

and feared the case to be grave, she ruled out the hospital because her cousin’s baby had 

recently died there: “It’s better that my daughter die here at home in my arms.”  

Significantly, Dalila also ruled out a visit to the health center because, as she 

understood, she had to wait until her daughter’s next niño sano (healthy child) 

appointment before a doctor would examine her there.  There were at least four other 

instances in which people reported having sought care for a condition they considered to 

require urgent attention and they were turned away from the health center, hence her 

concern may not have been unfounded.  On this note, a third long-term ramification of 

past experience pertained to being unable to receive treatment, either because the doctor 

said an exam was required that the household could not afford, the doctor prescribed 

medications that were not in stock at the health center, or the doctor had said the patient 

did not require treatment when it appeared to the health seekers that he or she did.  

Failure of the health center to provide treatment once sought was frequently cited as a 

reason for bypassing the health center and making purchases directly from a local shop or 
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pharmacy for subsequent illness episodes.  Further research is needed into how lay 

perceptions of the quality of medical care received, and recollections of care sought but 

not received, may subsequently impact the timing of seeking medical attention and the 

adherence to treatment regimens.  

As lasting and profound an impression could be formed by past experiences, they 

did not necessarily replace situation-specific assessment of illness severity and treatment 

strategies.  Essentially, they were guides rather than templates. In Chapter Three, I noted 

that Yenifer and her husband Raul only took their daughters to private physicians after 

one of the girls experienced a seizure following a medication overdose at a government 

hospital.  Seven years earlier, the couple had also lost their first-born child at a different 

public hospital.  These combined experiences undermined the couple’s confidence in 

public health services, and also gave them a sense of urgency in seeking medical 

attention for their daughters quickly.  They further relied on past experience in the 

selection of their private practitioners, explaining that one of the doctors in San Rafael 

has long treated not only their children but those of Yenifer’s mother and siblings as well, 

“Hay mas confianza con él, “There is more trust with him.” 

However, as Yenifer explained to me, they still had to be mindful of their limited 

household budget.  When their six-year-old daughter developed gripe with fever and 

cough a few months into the study, Yenifer took her to their favored San Rafael 

physician, and complied with his order to see another physician with a lab to conduct 

blood, urine and stool exams.  She paid for the costly exams, she explained, because she 

was uncertain whether the child’s symptoms might be caused by a more serious ailment 

such as dengue, malaria or a kidney infection.  From her perspective, however, the exam 

results were inconclusive: “Nothing appeared in the exams, only a little bit of a kidney 
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infection.”  She showed me the results, and I noticed that amoebas had also been 

diagnosed, but like most lay people, she did not consider parasites to be a significant 

finding.  

Yenifer purchased the medications prescribed by the doctor and was carefully 

administering them according to the sequence and order in which she had been instructed. 

Fearful that the fever might lead to convulsions, as her younger daughter had suffered in 

the past, and of the risk that the fever could be passed to the younger daughter, Yenifer 

was trying to keep the girls separated from one another day and night. In the meantime, 

she added, her husband was now experiencing strong headaches, and she attributed this to 

his worries over their six-year-old.  They had both been staying up all night with her 

since the fever was worse then. “Se aflige cuando su hija está enferma, he suffers when 

his daughter is sick,” Yenifer said, her voice growing softer, “especially because we only 

have these two.  The oldest died, so we only have these two. So he worries bastante when 

they become ill…When the fever entered again last night,” she went on, “he wanted us to 

take her to the pediatrician, but I told him no. We’re not going to be seeing a different 

doctor every day.  We will wait one more day and afterwards, if there is no change, we’ll 

take her there.”  The pediatrician, located in another city, had been the one to successfully 

treat their younger daughter following her hospital medication overdose, and they had 

much faith in him.  Yenifer was concerned about the cost, however, for he had charged 

400 cordobas for the consulta, not including medications (the San Rafael doctor, a 

general practitioner, only charged 30 for his consultas).  She also did not think that it was 

a good idea to be switching doctors so quickly without first seeing if the treatment 

regimen was working.  
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Having already lost one child and nearly losing another, both in clinical settings, 

the decision to delay seeking further treatment and a second opinion from the costly 

pediatrician was not easily made.  Past experience had taught Yenifer that physicians did 

not always properly diagnose and treat conditions.   Ultimately, she based her decisions 

about the current illness episode not only on past experience but the difficulties they 

would have in paying for the care, and her concern about taking enough time to assess the 

efficacy of the current treatment. 

Conclusion

People work with the resources – material and social – that are available to them, 

and adjust their worldviews to their life experiences.  While local understandings of 

illness symptoms, causation, and remedies influenced health care seeking, these 

understandings were often ad hoc and people were quick to reassess their initial diagnosis 

and/or seek other forms of treatment if the initial resort did not yield desired results.  

Often people were uncertain about the cause of an illness, the diagnosis, or degree of 

severity.  Their actions and reasoning were also influenced by the economic resources 

available to them for health care seeking.  Deploying a practice-based, “taskonomic” 

approach to treatment, caregivers frequently experimented with one or more low cost 

remedies, and subsequently sought attention from a physician or lay healer if the afflicted 

individual did not show signs of improvement. People engaged in multiple forms of 

treatment to “cover all bases” when uncertain about cause or diagnosis, and revised their 

understandings based on perceptions of severity and illness progression.  

Past experiences significantly influenced people’s perceptions of severity as well 

as the efficacy of particular treatment strategies.  Through past experiences, people 
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learned for which ailments it was best to seek care from a lay healer or midwife versus a 

biomedical practitioner, and for which it was best to seek care from a private practitioner 

rather than a government facility.  In this respect, the multitude of negative experiences 

with government facilities was a major contributing factor to the diminished faith lay 

people had in public health services in general, and for delaying or foregoing care-

seeking from the public sector.  

By framing perceptions and practices that seem to contradict biomedical wisdom 

as “non-compliance” and “delay”, public health discourses have overlooked the 

combination of cultural and pragmatic concerns underlying many health seeking 

strategies, and placed a disproportionate share of the blame for poor health outcomes on 

those already afflicted with their own or their loved ones’ suffering.  The extent to which 

public health assumptions about “non-compliance” and “delay” may themselves be 

“barriers” to improving health outcomes has yet to be fully explored.  Recognition and 

investigation of the interactions between predisposing and enabling factors in health care 

seeking processes, and studies of how local perceptions and practices may be health 

promoting, are integral to the design of interventions that will meet the needs of targeted 

populations.  Furthermore, in addition to identifying the “educational needs” of 

caregivers and other lay decision-makers, the perceptions and practices of health 

promoters and health care providers should be studied and targeted for interventions.  

Two such examples for Nicaragua would be how biomedical practitioners have 

responded to those seeking treatment for folk ailments such as calor, and physician 

prescribing practices, including the imparting (or lack thereof) of dosage instructions. 

For health care seekers in San Rafael, whether and when to seek treatment, and in 

what form, was influenced by the interaction of cultural ideologies and material 
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contingencies.  While education-based efforts are certainly important, such health 

interventions should supplement rather than substitute for the responsibility of policy 

makers at local, national and international levels to improve the quality and accessibility 

of health care services. Finally, the usage of the term “culture” as a gloss for explaining 

resort to non-biomedical treatments, delays in seeking care, and non-adherence to 

biomedical treatment regimens should be avoided. Unfortunately, the majority of the 

health care seeking scholarship has neglected to examine the wider political and historical 

contexts in which care is sought.  Without a discussion of macro- and micro-level social 

forces impacting the social relations of health care seeking for populations that are 

marginalized not only economically, but politically as well, references to culture may 

obscure much more than they reveal.   

Most significantly, despite the limits to their personal economic resources and the 

capacity of the national public health care system, people did not adopt a fatalistic 

attitude towards their illnesses.  As Doña Santos, discussed in Chapter Three, explained, 

“Although we are poor, we seek remedies.”  When she spoke of one of her daughters in 

particular, she framed her health seeking efforts around her efforts to put forth la 

inteligencia.  As Aurelia, a volunteer health worker, explained to me shortly after I began 

my study:

The economics are the most difficult. The health center prescribes and if the people 
don’t have the money, they say, ‘What can I do?’  The unemployment makes it 
difficult for people to treat illnesses.  If it were me, I would ask for help from my 
family, or I look for plants, sometimes I even sneak onto other people’s land to get 
what I need (giggle).  Part of la inteligencia is knowing how  to look for other 
resources, and what to look for.

Part of la inteligencia is knowing how to look for resources, and what to look for.  

In this chapter, I have examined how people viewed health and illness, and the influence 
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of material conditions as well as experience on health seeking decision-making.  In the 

one that follows, I expand the analysis to examine their efforts to apply la inteligencia in 

pursuit of the resources available within the popular health care arena of San Rafael.
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CHAPTER FIVE

THE POPULAR HEALTH CARE ARENA

I had five children but only four survived.  One child died when she was in her second 
year, ya caminaba, she was already walking.  She got calor, and I didn’t believe it 
existed.  A doctor had told me not to believe in it, and other centro personnel told me the 
same, that it didn’t exist.  La niña vivia con calentura y diarrea, the girl lived with fever 
and diarrhea, and then she got bronquitis that came and went.  I took her to the hospital 
three times…I had to stop working to care for the niña and take her to the hospital.  But 
she did not get better.  My husband and I spent 15,000 pesos in treatments,32 I don’t even 
know where we collected the money from, I sold my gold earrings to help pay…  After 
the third hospital trip, I took her out of the hospital because the treatments weren’t 
working.  I took the child to a private clinic where she received three injections.  But 
three days later, the symptoms started again, so I took her to a curandera.  She told me 
that the child ya no aguantaba por su bronquitis, she could no longer endure due to her 
bronchitis. She was suffering too much every time she struggled to breathe.  “If you had 
brought her to me earlier,” the curandera said, “but now it’s better to leave her to God’s 
will.”  I brought the child home and she died a month later.  La tengo enterrado aquí, en 
el cementerio, I have her buried here, in the cemetery. 

- Doña Carmen, July 2003

Introduction

Among the poor and lower middle income rural residents, people were well aware 

of doctors’ rejection of certain locally recognized illnesses.  While people preferred 

biomedical care for most treatments and viewed the middle class, highly educated 

physicians as authority figures, they did not automatically accept everything physicians 

told them, although they did not directly challenge them within the confines of the 

clinical setting. Instead, in their “private transcripts” (Scott 1990), they frequently 

described the doctors’ medical knowledge as deficient.  When describing the symptoms 

32 Dona Carmen’s other children were born in the 1980s, during a time of skyrocketing inflation, and the 
value of the córdoba compared with the dollar at the time of her daughter’s illness was probably much 
lower than that of 2003.
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of a folk illness to me or explaining why they had not sought care for it from a physician, 

they would tell me, “Doctors don’t know about this disease”.  In some cases, people 

further provided their own empirical evidence to substantiate their statements. As Doña 

Carmen said above, she herself did not believe calor existed until she lost a child to the 

ailment despite making multiple attempts to seek biomedical treatment for her:

In Chapter Four, I considered the ways that health care seeking activities were 

influenced by the interaction between health ideologies and material conditions.  

Significantly, the majority of study participants felt limited in their capacity to maintain 

good health and to pursue the most optimal forms of treatment for household members in 

need of care.  The constraints they identified, however, were not owing to personal 

knowledge or education, but the scant economic resources of the household, and the scant 

material resources available in the public health sector, as well service-related factors 

pertaining to the social relations of medicine.  

International health literature focusing on the persistence of “traditional” or 

“cultural” health beliefs and practices seldom addresses the critical shortcomings of 

biomedical health care services available in local contexts.  Health promotion messages 

designed with good intentions, and practitioners attending to their patients, may 

nevertheless inflate expectations of treatments, or create misperceptions about their 

purposes (Lock and Nichter 2001).  Oral rehydration therapy (ORT), for example, has 

been viewed unfavorably in regions of Africa, Asia and Latin America when perceived as 

a treatment designed to cure diarrhea rather than to rehydrate (Bentley 1988; Kendall et 

al. 1983; McDivitt et al. 1994).  
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Through her experiences of seeking care from biomedical practitioners, Doña 

Carmen found that there were limits to the illnesses that could be treated from this 

healing modality.  Although the curandera was also unable to treat the child, Doña 

Carmen recalled that the reason was because she had not brought the child to her at an 

earlier stage of the illness.  She also based her belief in the competence of local healers 

for treating calor, however, in her later experiences of seeking their services with 

successful healing outcomes. Ever since losing her daughter to calor, Doña Carmen 

explained, she has always acted quickly when a child or grandchild has manifested the 

symptoms.  When another daughter subsequently developed calor at age two months, 

Doña Carmen did not take her to the hospital: “Mejor ir a una curandera.  En el hospital 

solo va a pagar y el niño se muere.”  It’s better to go a healer.  In the hospital you’re only 

going to pay and the child dies.  

There is another important component to Doña Carmen’s discourse.  As I have 

emphasized in previous chapters, while study participants readily identified multiple 

levels of responsibility for health and health care seeking outcomes, and stressed the 

limits to their personal agency, they did not absolve themselves of personal 

responsibility.  Nor were they absolved of their personal responsibility by other family 

members, neighbors and friends.  Dona Carmen’s discussion of her efforts to seek care 

for her daughter illustrates the relationship between health ideologies and responsibility.  

She emphasizes her initial adherence to the biomedical health staff’s explanatory model 

and the treatment protocols it legitimated.  To this day, she still recalls the words of the 

curandera, “If you had brought her to me earlier”, and she invoked this experience to 
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explain why she has since sought care for other children and grandchildren manifesting 

symptoms suggestive of calor from lay healers rather than physicians.  As Aurelia said, 

“Part of la inteligencia is knowing how to look for other resources and what to look for.”  

Doña Carmen’s experience builds on this discourse, suggesting that part of la inteligencia

is determining at what point a particular course of resort is not working and other 

resources should be sought. 

The Popular Health Care Arena

In this chapter, I attend to the ways that local understandings of health and illness 

have been inflected and shaped by multiple traditions, over time, in a dialogue between 

people’s experience and their social reality.  Each political regime legitimated different 

forms of care through its health policies.  At the same time, health beliefs and practices 

have not been determined by the state alone.  In San Rafael, as in other parts of 

Nicaragua, there existed a dense, complicated popular health care arena.  While 

physicians and other biomedical practitioners played a prominent role in this arena, there 

were other practitioners, and other healing modalities as well.  Here, I describe the range 

of treatment options pursued in this arena, and build on Chapter Four’s exploration into 

the ways that health care seeking strategies were influenced by the interaction of health 

beliefs and material contingencies.  I will examine the three major healing modalities that 

residents of San Rafael and other parts of Nicaragua have drawn upon as resources to 

inform their understandings of health and illness, and to seek treatment: folk, religious 

and biomedical.  The three modalities overlap with one another, and there is a popular
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dimension to each of them as well.  In health as in other domains of the human 

experience, rather than complacently internalizing ideologies, people have selected 

portions of messages to which they have been exposed, and incorporated this ad hoc 

mixture into their worldviews in novel ways.  

As discussed in Chapter Two, western biomedicine only became widely 

accessible in Nicaragua relatively recently.  In San Rafael, the first government health 

center was not built until after the mid-1960s.  Prior to then, the nearest doctor, who ran a 

private clinic and pharmacy, was located in a neighboring town which was difficult to 

reach due to poor road conditions and limited transportation. The nearest hospitals, 

located in Managua and two regional capitals, were likewise limited in access due to the 

road conditions and buses that ran only once a day in each direction.  The main options 

for health care seeking consisted of attempting to reach one of these locales, seeking out a 

local healer or midwife, or using medicinal plants growing wild or cultivated on one’s 

own or a neighbor’s land. Researchers in Nicaragua during the 1980s have concurred that 

the population by and large adapted to biomedicine quickly, and despite the major 

expansion of health care services undertaken by the Sandinista government, supply was 

never able to keep up with demand.  

Just as people’s views and practices in the realms of economics, politics, 

agriculture and education have changed in relation to macro-level and micro-level social 

forces, so have people’s ideas about health and illness. Their views on what constituted 

the most prudent course of action for a given ailment were based on their perceptions of 
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illnesses severity, the treatment modalities available, their cost and their short and long 

term effects.  

Researchers attending to the popular understandings of health and illness have 

pointed to the selective, ad hoc appropriation of ideas from “folk” and “expert” 

knowledge.  In her study of lay understandings of the immune system in the United 

States, Emily Martin (1994) found that rather than passively internalizing hegemonic 

ideologies propagated by the scientists and the mass media, people actively (although not 

necessarily consciously) selected portions which they found useful and adapted them to 

their own understandings of the body, health and illness. Martha Balshem (1991) 

observed the same among working class Americans whom she interviewed about heart 

disease and cancer, nothing that they tended to accept responsibility and lifestyle as 

causes of the former, but not of the latter, invoking examples of people they knew whose 

lifestyles appeared to have little to do with whether or not they eventually became 

afflicted with cancer.  At the level of popular culture, Linde (1987) has similarly noted 

that although there are overlaps between ‘expert’ and ‘lay’ knowledge, elements not

incorporated into lay explanatory models are those which are least compatible with 

already held “common sense” ideas.  

As illustrated in Chapters Three and Four, visits to biomedical and lay 

practitioners comprised only a portion of health seeking activities in San Rafael.  Health 

care seeking is a process, often entailing a series of diagnoses and treatment strategies 

contested before and extending well beyond the initial decision to contract formal 

medical services.  Decisions about whether and when to seek care, what type of care to 
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seek, whether to adhere to the treatment regimen prescribed by a practitioner or seek an 

alternative form of treatment, or whether to utilize multiple treatments simultaneously, 

are often situationally-rendered.  The relationship between the popular health culture and 

the various healing modalities that exist in a particular locale, moreover, is interactive 

and mutually-influencing: 

…there is an ongoing reciprocal interaction between the different levels of popular 
care…and the folk and professional sectors of care.  This interaction includes 
exchanges of knowledge and technical resources such that members of the popular 
sector gain access to and often control over treatments, while popular beliefs and 
practices become part of folk and professional practice (Chrisman and Kleinman 
1983:571, citing Gaines 1979; Helman 1978).

In San Rafael as in other parts of Nicaragua, people have actively welcomed the 

introduction of new health resources in the form of biomedical technologies and services.  

While a few elders harbored fears or reluctance to seeking medical attention from 

doctors, whether in the public or private sectors, I met no one who eschewed biomedical 

services altogether.  Rather than simply replacing one health system with another, 

however, they have developed a syncretism of beliefs and practices.  Among lay people 

as well as doctors and nurses, understandings of the body, health and illness incorporated 

knowledge not only from biomedicine, but folk and religious healing systems. 

To the extent that people have not wholeheartedly abandoned other healing 

systems, it is because they have 1) found certain beliefs and practices of these systems to 

be logical and useful; 2) encountered limits to what biomedical technologies and services 

can provide, especially in the public sector; and 3) encountered limits to what biomedical 

services and technologies they can access. The lay population engaged in empirical 

observation and experimentation. Diagnoses were revisited based on symptom 
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progression and treatment responses. People experimented with a range of treatments 

including western medicines, herbal remedies, and prayer, and they affirmed or altered 

their understandings of health, illness, and treatment strategies based on their 

expectations of treatment regimens and their interpretations of the results.  

Popular health culture is dynamic and ever changing.  The availability of 

resources in the local health care arena varies and life experience leads people to use 

resources in different ways. Health and illness are experienced within social contexts.  In 

Nicaragua as elsewhere, health beliefs and practices are eclectic and practitioners hailing 

from distinct medical traditions have appropriated resources from other traditions. In the 

sections that follow, I provide an overview of folk, religious and biomedical healing 

systems, considering how they have articulated with one another, the role of the state in 

legitimating certain forms of care, how these healing systems have been utilized by health 

care seekers, and the implications for the allocation of responsibility for health care.

 Folk healing

Relations between the Folk and Biomedical Healing Systems in Different Historical Eras

Each of Nicaragua’s political regimes has legitimated different forms of care 

through its health policies. According to Donahue (1986), most people resorted to 

curanderos (lay healers) and midwives prior to the Sandinista era, and biomedical care 

was inaccessible to a majority of the population. The paucity of written and oral histories 

of indigenous beliefs and practices due to the nationalist project of eroding and erasing 

the Indian identity, as discussed by Gould (1998) and Field (1999), and the stigma 
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attached to beliefs and practices labeled as “Indian”, makes it difficult to distinguish 

between “indigenous” versus “mestizo” healing traditions. By conflating “traditional” 

with “indigenous” in this context, however, the existence of non-biomedical healing 

traditions among mestizo populations appears to have been accorded little attention. 

Garfield and Williams state that “traditional health care in Nicaragua is less well-

developed than in countries such as Guatemala, where the large indigenous population 

has maintained a long pharmaceutical tradition” (1992:185). It could also be the case that 

the Sandinista government’s efforts to “recover” botanical knowledge in order to 

augment the limited supply of biomedical technology during the 1980s, as these authors 

describe, may have contributed to a resurgence and validation of resort to herbal remedies 

since then.  In Chapter Three, I noted that resort to herbal remedies seemed to have 

increased in San Rafael during the interim between my Peace Corps and fieldwork years, 

possibly as a response to economic crisis affecting individual households and national 

public health care services. 

At the same time, it is important to take into account regional variations that have 

existed within the country, as well as the dearth of research into health seeking activities 

pursued by the populace prior to the 1980s, especially outside of Managua. In San Rafael 

during the 1950s – 1960s, for example, the nearest physician and pharmacy were located 

in another town that was difficult to reach along the dirt roads. There would be little to 

compel the local population to have abandoned their “traditional” healing practices given 

the dearth of biomedical alternatives.  Little is known about the type of care that local 

healers and midwives provided. Even if the lay population possessed little knowledge of 
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“traditional” remedies, this could also have been due to a “tradition” of local midwives 

and healers guarding their specialized knowledge.  

It seems unlikely that people would have ceased to maintain their local healing 

practices before biomedicine became widely available. While much may have been lost 

or altered, the effacement of folk healing systems in Nicaragua was certainly not 

complete. Instead, elements of folk healing have been retained and reworked within the 

contemporary social and political framework. In everyday discourse, the issue of race 

was seldom discussed among the poor, and even less among the middle class. In so far as 

the myth of mestizaje was hegemonic in the study site, people did not consciously 

distinguish among various beliefs and practices as “indigenous”, “Spanish” or “mestizo”, 

but certain “traditions” were bound up in notions of class and region.  Within this 

context, folk forms of healing were referred to as “costumbres” (customs) or “creencias” 

(superstitions or beliefs akin to the English equivalent of old wives tales).  They were not 

explicitly stigmatized or disparaged for being indio, but rather, for being antiquated 

and/or superstitions of the poor (most of whom were also campesinos). Physicians tended 

to view most folk beliefs and remedies as incorrect and at times harmful.  Lay people of 

the middle class living in the urban sector tended to publicly disparage creencias, but at 

times individuals would confide in me of an instance in which a child had experienced 

calor or empacho, two folk illnesses perceived as serious, which physicians had been 

unable to treat and therefore had necessitated a visit to a traditional healer.  

Lay people in the poor rural neighborhoods tended to regard traditional healers 

more favorably, although many did caution that not all of these healers were equally 



314

competent or trustworthy.  It should be noted here that the term curandera, used by Doña 

Carmen in her narrative at the beginning of this chapter, was actually used disparagingly 

by health staff and was generally considered stigmatizing among most study participants, 

conveying connotations of either a quack or a witch.  Instead, health staff usually referred 

to well-respected local healers as brigadistas. Among lay people, the preferred terms 

were “one who knows things”, or simply, “un Señor” or “una Señora”.  Midwives were 

also more often referred to in these terms by lay people – it should be noted here that 

some the most popular healers in the region were also midwives, hence these categories 

were not mutually exclusive. Health staff expressed mixed opinions regarding healers and 

midwives, considering some to be good or at least harmless, and others to be dangerous.  

They were also expected to work with healers and midwives, however. As part of the 

community participation in health approach, the Sandinista government attempted to 

incorporate local healers and midwives into biomedical health promotion activities, a 

policy that has continued into the present (Donahue 1986; Garfield and Williams 1992). 

The Relationship among Biomedicine, State Policies and Lay Practitioners

Syncretic approaches to healing often occur because lay people add on to rather 

than simply replace their existing resources when new ones become available.  In the 

case of Nicaragua, the persistence of folk beliefs and practices was also encouraged by 

the Sandinista government.  While local healers have incorporated aspects of biomedical 

beliefs and practices into their healing repertoire, the government, in turn, attempted to 

incorporate lay healers and midwives into its health care system, viewing them as 
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valuable resources.  Rather than simply providing limited biomedical training and 

enlisting these healers as volunteer personnel, however, the government also saw value in 

their already-existing knowledge.  

Accordingly, healers and midwives were periodically invited to training 

workshops at the health center, and called upon to assist health staff during their 

neighborhood visits for immunization, mosquito abatement and child-growth monitoring 

activities.  Some of their homes also served as the local health post that people could visit

for oral rehydration salt (ORS) packets and malaria testing.  Doña Coco, the most popular 

midwife/healer in the three study neighborhoods, provided one such post, informing me 

during the background interview that she had also received training in how to prepare 

suero casero, the homemade rehydration fluid, for those times when the health center did 

not replenish her ORS supply.  

Forty-three percent of households sought attention from a lay healer or midwife at 

least once over the course of the study, but it was not the most frequent pattern of resort 

for any of them. Although lay people did not view local healers as affiliates of the health 

center, their involvement in health center activities from the Sandinista era onwards did 

appear to confer an additional degree of credibility upon them.  For the most part, local 

healers and midwives were not in competition with physicians. People mainly sought out 

the former for ailments that doctors “did not know about”, baby deliveries, and minor 

injuries, resorting to them for other conditions only if they lacked the money and/or time 

to seek care at the health center.  While midwives charged about 150 cordobas

(approximately US $10) to deliver a child, most other services provided by midwives and 
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other healers cost 15-20 cordobas (US $1 – 1.33) per visit.  Not all lay practitioners 

depended on their healing services as a primary source of income, moreover.  A number 

of people commented on how little Doña Coco charged them (for residents of her own 

neighborhood, she often charged only 15-20 cordobas for the entire treatment regimen of 

a given ailment, regardless of the number of visits she received); one woman suggested 

that the healer was simply providing a service to the community.  

Significantly, Doña Coco did not view herself as in competition with health center 

or other biomedical practitioners, and she actively referred people to the government 

health facilities.  In fact, she told me that although she would not turn people away in the 

event of an emergency, she now tried to minimize the number of clientele seeking 

attention from her. “There are other parteras who attend to women during the pregnancy 

and birth, but if I were to attend to all the panzas,33 I’d be finished!”, she laughed.  In 

addition, she said, she urged pregnant women to seek prenatal care from the health center 

now, and to give birth at the hospital.  Even in emergency cases, if the labor appeared to 

be complicated, Doña Coco referred women to the hospital as well.  One woman I met 

credited Doña Coco for saving her life by insisting that she needed to be hospitalized 

when the placenta did not get delivered following the baby’s birth, and accompanying her 

there when the woman protested that she did not want to go. 

Dona Coco had been a midwife for over 30 years, and the decision to limit her 

midwifery services stemmed from both a desire to free up her time and her concern that, 

although she had never lost a mother or child in her care, the attention she could provide 

33 Literally meaning “belly”, panza is also a slang term for a pregnant woman.
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was inadequate for complicated births. While in this respect she has opted to limit her 

services now that biomedical care has become more widely available, this was not the 

case for all parteras.  Through their collaborations with health personnel and attendance 

of training workshops, moreover, Doña Coco and other lay practitioners have actually 

expanded the overall range of services they provided to patients, via the inclusion of 

some biomedical treatments. In fact, some of the healers and midwives were even invited 

to attend pharmaceutical workshops organized by NGOs. During my Peace Corps years, I 

happened to visit a brigadista while she was attending to a girl with a skin infection.  I 

was somewhat surprised to observe her telling the girl which antibiotics to purchase 

rather than referring her to the health center, and when I asked her about it afterwards, 

she explained that she had been trained to “prescribe” by an NGO who ran a week-long 

workshop.  When I returned to conduct fieldwork, I found that people frequently spoke of 

local healers prescribing both herbal and biomedical remedies to them.  

Botanical and Biomedical Pharmaceuticals

During the second half of the 1980s, as its capacity to meet demands for 

biomedical treatments diminished, the Sandinista regime revised its policies to encourage 

research and utilization of herbal remedies (Garfield and Williams 1992).  A botanical 

pharmacy was established in the city of Esteli in 1985, and in San Rafael, there was one 

practitioner who had undergone formal training to become a botancial specialist, referred 

to as a naturista by his clients. Charging prices comparable to that of a private biomedical 

physician for his consult and remedies, and not offering credit, only a few of the lower-
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middle-income households sought his services, and even they could not afford to do so 

on a regular basis. Forty-four households (86%) utilized an herbal or other type of 

homemade remedy at least once during the study, and for eight of these it was the most 

frequent pattern of resort. There also appeared to be a resurgence of resort to herbal 

remedies in San Rafael over the past several years due to economic factors.  A list of over 

90 herbal and other homemade remedies used by residents of San Rafael is contained in 

Appendix E. 

Medical pluralism was the norm for ailments such as colds, the flu, diarrhea, sore 

throats and parasites.  Thus for a cold or gripe people might consume a tizana consisting 

of lemon grass, eucalyptus, chamomile, cinnamon and/or other herbs, while taking 

acetaminophen for their fever, and eventually visit the health center if the symptoms 

persisted or worsened. A few herbal remedies were widely known and utilized, especially 

for gripe (cold or flu), resfrio (cold), diarrhea and parasites. Knowledge of the ingredients 

needed to prepare the baths to treat children suffering from calor34 were also fairly well 

known, although most people preferred to engage the services of a local healer or 

midwife. Local healers and midwives were considered the most knowledgeable about 

herbal remedies, but people expressed a reluctance to ask them to share this knowledge 

since it was for their expertise that they were paid to attend to patients. Many individuals 

told me they themselves knew little about herbal remedies, but desired to learn more.  

One person told me he had purchased a booklet about herbal remedies, and others 

34 See Chapter Four and Appendix A for detailed descriptions of calor.
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described how they had learned of various plants through conversations with relatives, 

neighbors and people they met at the market.  

Herbal remedies most often consisted of plants grown locally in the wild or on 

people’s land. Processed commercial herbal products – containing both herbs commonly 

grown in the region as well as those popular in the United States such as Echinacea –

from American and other foreign companies were also being sold by 2002, in 

pharmacies, markets and on the street by peddlers. The packaged products sold in 

pharmacies cost as much as medications, however, thus they did not serve as an 

economical alternative for those unable to afford the biomedical cures that most

considered to be superior. Notably, as previously addressed, a number of people did not 

even consider remedios caseros to count as health treatments, and it was only in response 

to direct queries that they would affirm having used this pattern of resort.  Many 

described herbal remedies as calmantes (palliative or soothing measures) that did not 

actually cure.  By both scholars (e.g., Garfield and Williams 1992; Sandiford et al. 1991) 

and local physicians, Nicaraguan lay people have been criticized, in fact, for their over-

resort to biomedical pharmaceuticals, realized through their demands for a prescription 

no matter what diagnosis the doctor might render, and their self-prescribing practices.
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The Impact of Enabling and Service-Related Factors on the Selection of Biomedical 

versus Folk Healing

In their study of declining child mortality rates in Nicaragua starting in the 1970s, 

Sandiford et al. concluded that “cultural attributes” predisposed the population to resort 

to biomedical health services as accessibility to them increased: 

 …certain cultural attributes facilitate rapid reductions in mortality…In Nicaragua, 
there exists what has been described as a pill culture.  People regard orthodox 
medicine and its providers (i.e. doctors and nurses) with high esteem.  Manufactured 
pharmaceuticals, particularly when given by injection, are generally preferred to 
traditional herbal remedies although often both will be employed.  Nicaraguans 
readily change treatments when a rapid improvement is not seen…as a result, when 
health services became more generally available in the 1970s and 1980s, the 
population quickly made use of them (1991:36). 

For the most part, health seekers resorted to folk treatment options not due to lack 

of knowledge about or desire for biomedical care, but rather, due to limits in the 

biomedical treatments and services available and accessible to them.  As discussed in 

Chapters Two and Three, economic limits imposed through individual and national 

resource scarcity constituted the number one reason people gave for not seeking 

biomedical care, delaying seeking biomedical care, and not obtaining lab exams, 

medications or follow up appointments.  

Negative experiences with biomedical services once sought posed a second limit, 

undermining people’s confidence in the efficacy of this treatment option.  These 

experiences included misdiagnoses, such as the local health center’s failure to diagnose 

Eva’s pregnancy and her need for a therapeutic abortion because the fetus had died (see 

Chapter Three).  The illnesses that doctors “don’t know about”, such as calor and 

empacho, were also considered to be a form of misdiagnosis when doctors failed to 



321

recognize them, especially if a child died after being taken to the health center or 

hospital, or if a subsequent trip to a local healer proved more efficacious. Another limit to 

biomedical treatments cited by people were medications prescribed that did not appear to 

work. Some medications were also observed to produce undesirable side effects.   

Finally, people encountered limits to the treatments that could be provided 

through government services.  As previously noted, the emergency room was only open 

during business hours, there was no local ambulance service, and no guarantee that the 

health center or hospital would have medications, exam materials or surgery supplies in 

stock.  Limitations were even greater for illnesses requiring surgery or expensive 

medications, since patients and their families were frequently responsible for purchasing 

anesthesia, oxygen, and the medicines, as well as x-rays and exams. 

Religion-Based Healing 

Churches as Health Care Providers

Although the literature on health care in Nicaragua has primarily focused on 

biomedical technologies and services, and to a lesser extent on “traditional” or popular 

forms of healing, Christian-based churches and organizations have long been active in the 

provision of health care services and other healing resources.  Catholicism was first 

introduced to the region by the Spanish during colonialism, and Spanish clergy 

established the first hospitals as well, starting in the early 17th century. The hospitals 

mainly provided comfort and charity as opposed to curative treatment, as well as a 

system of quarantine for those with infectious diseases; the first medical school was not 
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built until the late 18th century, and biomedical practitioners and technologies from 

Europe and the United States did not constitute a significant presence until the late 19th

century (Corea Fonseca 2000; Garfield and Williams 1992). 

Starting in the 20th century, Protestant, Mormon and other Christian denomination 

missionaries, many from the United States, have increasingly focused attention on 

Nicaragua as well.  During the first half of the 20th century, hospitals were built by

Baptist and Moravian church missions (Garfield and Williams 1992), and following the 

formal initiation of development aid to Central America via the Alliance for Progress in 

1960s, a number of Catholic, evangelical and other churches and organizations have 

implemented health-based projects and clinics.  As noted in Chapter Two, the Catholic 

Church established a small clinic in San Rafael in 1994, and an evangelical church 

opened up a clinic in 2003.  Christian-based organizations such as CEPAD and World 

Vision have also implemented a number of health projects in the region from the 1990s 

onwards, including children’s food supplementation programs and training workshops for 

volunteer health workers.  A number of these churches and church-based organizations 

have sponsored bi-annual and annual medical brigades to various neighborhoods in the 

region since the 1990s.  

The involvement of faith-based organizations in the overlapping arenas of 

biomedical health services, development aid and politics had important implications for 

global and local social relations, which I will address in Chapter Seven.  Here I will 

simply note that 1) churches have been combining religion and health care in Nicaragua 

since the colonial era; and  2) in so doing, churches have not only utilized biomedicine as 
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a resource to help establish themselves in local communities, but have sanctioned and 

legitimated biomedical services.  Hence, churches have neither positioned themselves in 

opposition to nor in competition with biomedical services, although one unintended effect 

of foreign-funded church clinics and brigades has been to undermine perceptions of the 

quality of government health services in comparison, owing to a greater supply of 

medications among clinics and brigades, including brand name medications rather than 

generics, and health practitioners who conveyed a more pleasant and courteous 

demeanor. 

At the national level, during the mid-1990s, an estimated 73% of the population 

self-identified as Catholic, 15% as Evangelical, another 4.5% affiliated with other 

Christian religious movements, a handful self-identified as Muslim or Jewish, and only 

8.5% did not affiliate with any religion (US Department of State 2003). Of the 51 study 

households, 32 were Catholic and 19 were Evangelical.  Most people in San Rafael were 

very religious, regardless of political affiliation.  When Pope John Paul II visited 

Nicaragua while I was in Peace Corps, several buses were hired to take San Rafaeleños to 

see him in the capital; many residents opted to make the 30 kilometer peregrinación

(pilgrimage) by foot instead; and a good number of those individuals also made the 

sojourn to Managua a few months later for the national Sandinista election rally.  In his 

study of the relationship between religion and politics during the revolution and the 

subsequent Sandinista regime, Lancaster observed, “To be godless, for almost all 

Nicaraguans, even many who call themselves materialists or Marxists, is to be 

directionless, centerless, lost” (1988:3). The ways that particular religious movements 
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and individuals have interpreted the relationship between theology and politics have 

differed substantially, however.

During and after the revolution, the Catholic clergy in Nicaragua, as with 

elsewhere in Latin America, were politically and philosophically divided.  As outlined by 

Lancaster, for adherents to a conservative Catholicism, “spiritual and moral authority” 

resided in the official structures of the Church hierarchy, and “spiritual solutions” rather 

than political action were endorsed.  Thus, it was “a religion of elites” (1988:27-28, 61).  

In contrast, practitioners of Liberation Theology, inspired by the “preferential option for 

the poor” that was espoused by the Vatican II, have drawn from biblical scriptures to 

denounce inequality and oppression, and promote collective efforts to bring about social, 

economic and political justice (Kirk 1992:4).  Citing, for example, God’s actions to 

liberate the enslaved Jews of ancient Egypt, and Christ’s efforts on behalf of the poor in 

the Roman Empire, for Liberation Theologists, “The message of the authentic Christ to 

the poor of the world today, simultaneously spiritual and social, is the same as his 

message in the first century: the destruction of an evil world order and the salvation of the 

poor” (Lancaster 1988:69).35  In Nicaragua, Liberation Theology was not simply 

compatible with the political ideology of the Sandinista revolution, but integral to it, to 

the point of fusing with Marxist and Leninist principles from which sandinismo also 

drew, and eventually becoming “the dominant ideology of the revolutionary culture” 

(Lancaster 1988:59).

35 Lancaster and other scholars have noted that Liberation Theology is not guided by a single, central 
organization, and there exists considerable diversity in the interpretations and practices of liberation 
theology movements in local settings.  I am therefore limiting the discussion to a brief summary of the 
Nicaraguan context.  For an in-depth analysis of the complex history of the liberation theology movement 
in Nicaragua, see Lancaster (1988).
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Although the nation’s archbishop (now Cardinal) Obando y Bravo had supported 

the overthrow of Somoza, he eventually became a vocal opponent of the Sandinista 

regime, and a schism developed between those clergy who supported the teachings of 

liberation theology, versus those who adhered to a conservative doctrine.  By this time, 

the Catholic Church was also undergoing a conservative shift at the international level, 

under the leadership of Pope John Paul II.  During his visit to the nation in the 1980s, the 

pope publicly chastised liberation theology priests (Kinzer 1991; Polgreen and Rohter 

2005), and over time, as occurred throughout Latin America, the leadership in Rome, 

largely guided by the Cardinal Ratzinger (now Pope Benedict XVI), suppressed the 

liberation theology movement, silencing, purging or relocating many of the priests 

inspired by liberation theology (Fisher 2005; Rohter 2005). As discussed by Bill Moyers 

in the documentary film, God and Politics: The Kingdom Divided (1989), Protestant 

denominations have also been at odds with one another in their understandings between 

biblical scriptures and political action.  Individual US-based Methodist congregations 

sending missionaries to Nicaragua during the 1980s, for example, included both 

evangelical and Liberation Theology practitioners.  

The divisions described above did not end with the regime change in 1990.  In 

San Rafael, some of the most active members of the Sandinista party were also devout 

Catholics or Evangelicals, explicitly making a connection between their religious and 

political convictions.  Still others, especially Catholics who felt alienated from the 

Church by local priests and Cardenal Obando y Bravo for incorporating propaganda 
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favorable to ex-President Arnoldo Alemán and his political party (the PLC) into their 

sermons, no longer attended services, but maintained their faith. 

Resort to a particular denomination’s clinic tended to be limited to its own 

members, but there was some cross-over in brigade and clinic attendance. It did not 

appear to be the case that medical resources were utilized as a means of attracting 

converts to the churches who sponsored the clinics and brigades – or if they were, they 

did not appear to be effective at achieving this goal.  Invitations to brigades were usually 

extended to residents of all faiths, although local politics might determine which and how 

many residents were invited.  Catholics attended evangelical-sponsored medical brigades 

if invited.  Doña Elisabeth, a devout Catholic, and other members of her extended family 

sought care from an evangelical medical brigade that visited her neighborhood every six 

months.  As with other Catholic study participants, her participation in the local 

evangelical church was limited to attending the brigade.  She was, however, impressed by 

the piousness of the physicians: “I don’t take any medications for my illnesses, we don’t 

have any money. God gives tests to see if people have patience, but a father never forgets 

his children. Therefore we have to have patience. Los médicos de la brigada andan con 

fe, the brigade doctors walk with faith, they told me I would be cured if I believed in 

God.”  

Church clinics, in contrast, tended to serve those who were already members.  

Alberto reported going to a clinic run by Catholic nuns in another city despite his being a 

practicing Evangelical, but while he had a positive experience, for the most part, people 

expressed reluctance to attempt to gain entrance into a clinic run by another 
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denomination.  Notably, a gatekeeping function was also in effect. The local evangelical 

clinic, for example, was said by its members to be open to community members of all 

faiths, but in practice one needed to obtain a letter from the local evangelical pastor in 

order to be admitted.

Popular Forms of Religious Healing

In sum, the clergy and other leaders of Christian-based churches and 

organizations have actively incorporated biomedicine into their community activities, and 

people were accustomed to the involvement of churches in health care.  The role of 

religion in healing was two-sided, however.  Lay people, in turn, have integrated their 

own healing practices into their religious expression, especially in the Catholic Church.  

Local patron saint festivals and other ritual events held throughout Nicaragua, have been 

and continue to be initiated, organized and facilitated by Catholic lay people with 

minimal to no participation on the part of the official Catholic Church. Many forms of 

religious healing have not been encouraged by church clergy, but they have not 

necessarily been prohibited either – especially since attempts to do so at various points in 

the Catholic church’s history have frequently been met with resistance on the part of its 

adherents. Writing on the syncretic nature of popular Catholicism, Lancaster observes: 

Throughout Latin America, it is well known, many popular saints are actually based 
on pre-Columbian deities who were absorbed into the post-conquest Church under 
new names and as patron saints of the same locations served or inhabited by those 
pre-Catholic deities…the Spanish elites were able to impose their religion and 
convert the indigenous as part of the colonizing routine, but the indigenous were also 
able to affect their will, to some degree, on the shape of the resulting religion” 
(1988:37). 
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At the same time, Lancaster goes on to write that the incorporation of indigenous 

practices into Catholicism appear to be “less evident in Nicaragua than in parts of Mexico 

and Central America....in fact, most of Nicaragua’s patron saints seem to have made their 

appearance relatively late… [and] represent much later adaptations of Catholicism made 

by mestoized peasants and workers rather than by the conquered indigenous” (1988:37-

8).  As with other aspects of the mestizaje process, however, the purging of indigenous 

religious beliefs and practices was neither linear nor complete. 

During the Colonial period, Catholic missionaries did find it relatively easy to 

convert Indians on the Pacific Coast with minimal resort to violence.  However, the 

conversion process itself was facilitated by the adaptation of the Catholic saints and their 

iconic images to already-existing indigenous understandings and customs.  Arnaiz 

Quintana (1990) notes, for example, that the images themselves were viewed as inhering 

magical powers through which they performed miracles, and for this reason people 

treated them with reverence, touching them, paying promises to them, and taking them on 

ritual pilgrimages from one place to another.  At least some of these fiestas, moreover, 

were held in accordance with local dates of importance predating Christianity, such as the 

day commemorating the beginning of the annual agricultural cycle.  The cross was 

already a sacred image in many Pacific regions prior to the arrival of the Spanish as well.  

Kirk argues that this syncretism was actually initially encouraged by missionaries in 

order to attract its converts, for “In an effort to win more souls, the Church emphasized 

similarities between indigienous beliefs and the Catholic faith” (1992:10).  Gould, in 

turn, notes that it was not until the late nineteenth century that the Church began to 
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consistently “suppress indigenous practices throughout Nicaragua” (1998:210). The 

Acción Católica movement’s efforts to take the images away from Indians in Matagalpa 

during the 1930s and 1940s significantly weakened the religious autonomy of indigenous 

communities in the region, but the movement did encounter resistance as well.  

While it is beyond the scope of this dissertation to explore the origins of popular 

religious beliefs and practices, here I wish to focus attention on the issue of how subaltern 

groups in Nicaragua have utilized particular cultural resources in ways that are 

meaningful to them.  While the true origins of contemporary traditions may be difficult or 

even impossible to determine, Arnaiz Quintana notes that mestizo followers were also 

targeted for their religious practices by the Catholic Church in the late 19th century, and 

they too resisted, with varying degrees of success.  Whether consistently followed, or 

suppressed and later resurrected and reworked, whether labeled “Indian” or “mesitzo”, 

popular influences on Catholicism have persisted and thrived.  

In particular, what Lancaster discerns as a commonality between popular 

practices of Catholicism in Nicaragua and other Latin American countries is an emphasis 

on patron saints as resources for cures and favors, and a more general preoccupation with 

health and well-being, that, in ritualized contexts, are also rooted in the expression of 

social relations, a subject I will return to in Chapter Seven. Of significance here, nearly 

all religious events in San Rafael involved a healing dimension, commenced and 

implemented by the health seekers themselves.  For Catholics in both the rural and urban 

areas, one type of prayer entailed making a promise to God and/or a patron saint –

usually the patron saint was either the one associated with the individual’s birthday, or 



330

the patron saint of one’s neighborhood.  After the person was healed, the promise had to 

be “paid” (cf. García Bresó 1992; Lancaster 1988; Membreño Idiáquez 1992); if a parent 

made a promise on behalf of the child, then the child would also have to pay it.  

“Payments” could be made through providing testimonials to others about God’s 

healing powers and compassion as demonstrated through this first-person account; a 

rosary and/or feast held in one’s home; or participation in a community-level Church 

ritual.  For home-based events, held on the day of the patron saint to whom the promise 

had been made, either light refreshments would be provided for invited guests, usually 

“cosas de horno”, traditional corn-based baked goods such as rosquillas and tortas, or a 

masa de casuela (corn-based stew with meat, also known as indio viejo) and tortillas 

would be prepared for distribution to all who wished to come – the latter tended to attract 

a high proportion of children. Requiring an extensive financial outlay to pay for the food, 

home-based events were generally only hosted by lower-middle-income and more 

affluent households.  

Those making healing promises chose the form of payment as well as the 

timeframe.  If the promise had been made for a serious or life-threatening condition, 

participation in a particular ritual could be carried out for anywhere from three years in a 

row to the rest of one’s life.  Testimonials did not have a specified timeline.  The most 

popular promise made entailed participation in a Semana Santa (Holy Week) event.  

During the Good Friday procession, the majority of those present were either paying a 

promise or accompanying someone who was.  People of all ages dressed as Jesus and 

carried a wooden cross, or as a judio (a “Jew” whose costume was actually more 
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reminiscent of Hollywood depictions of Roman soldiers); still others were blindfolded, 

and many were also barefoot for the two hour journey along streets possessing little shade 

in the scorching heat.  Adolescent boys and young men also participated by taking turns 

carrying the heavy effigy of Jesus during the day, and his coffin at night, as well 

performing dramatic re-enactments of the persecution Jesus suffered as he was led to his 

crucifixion.  Although the much of the procession was somber in tone, these re-

enactments provoked much laughter as the adolescents dressed as judios would 

spontaneously turn around and charge towards nearby children and others.  The presence 

of vendors selling soda, ice cream and other snacks conferred a festive-like atmosphere as 

well. 

Although evangelicals in San Rafael did not participate in elaborate healing 

rituals akin to those of their Catholic counterparts, they did actively resort to prayer as a 

form of healing, both as individuals and collectively during church cultos (worship 

services).  Most evangelicals attended services at a local neighborhood church, often 

presided over by a lay pastor from the community who earned a living through a secular 

occupation such as selling fruit or working as a security guard. Just as lay Catholics 

engaged in much of their healing activities with minimal to no involvement on the part of 

Church clergy, so too were most evangelical efforts realized at a grassroots level.  Those 

successfully healed were obligated to provide testimonios whenever the opportunity 

arose, and some men also provided testimonials attesting to God having rescued them 

from drinking.   
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As demonstrated in these examples, religious-based health seeking activities were 

not passive or fatalistic. Promises paid back through rituals required the mobilization of 

fellow church members, considerable planning, and in some cases, considerable financial 

expenditures.  Testimonials also entailed effort, especially when delivered to people 

unaffiliated with one’s religion or people who no longer practiced and were not 

necessarily interested in listening.  Beyond that, however, as noted in Chapter Three, 

resort to prayer was rarely relied on exclusively.  Rather, it was generally part of a “cover 

all bases” approach to health care seeking, especially for serious illnesses and in 

conjunction with having limited economic resources to pursue the costlier biomedical 

treatments desired.  As Yesenia had said when explaining that she prayed to God because 

she lacked the funds to pay for the asthma medication prescribed for her children, “God is 

the ultimate healer but he also gave us medical science.  But if there's no money, we can't 

use it.”  

Discourses on God and healing among both Catholics and evangelicals were 

frequently multi-faceted.  People described God as having sent illnesses or other forms of 

suffering as a punishment, test, or “reminder” – “one has to receive everything that God 

sends”, explained one woman.  God was the ultimate healer, and it was he who made 

biomedical practitioners and treatments successful.  Faith in God on the part of the 

afflicted individual was also viewed as necessary for recovery by some.  However, even 

those providing first- person testimonials attesting to God’s powers and their faith in him 

did not abandon their resort to herbal or biomedical remedies, even if they initially 

claimed to so the first time we met.  One woman, for example, told me during my second 
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visit at her home that she and her husband no longer needed to take medications because 

God had cured them of chronic illnesses.  Over the course of the year, however, they did 

seek medical attention for her husband’s dog bite and her ovarian cysts.  

The most pervasive healing ethos entailed a belief that one should make use of all 

available resources, material and spiritual, to cure oneself and others.  Akin to the “God 

helps those who help themselves” perspective, exclusive resort to God for healing and 

other forms of protection was not widely endorsed. On one occasion, for example, a 

group of women with whom I was visiting exploded with laughter as one of them 

announced that her neighbor protected her home from thieves with holy water rather than 

a guard dog.  There were limits to the protection God provided, even for the most pious 

of followers. 

Biomedical healing

The Implementation of Biomedical Services in Nicaragua

As has been well-documented by other scholars, biomedicine is not a monolithic 

healing modality, universally understood and practiced around the globe.  The 

implementation of biomedical services has also varied concordant with the confluence of 

global and local institutions and agents involved. As noted above, the first hospitals in 

Nicaragua were primarily staffed by Catholic priests and nuns, who mainly provided 

comfort and charity rather than curative care during the colonial period and well into the 

19th century.  As government health services developed over the course of the 20th
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century, curative care was emphasized over prevention, and both public and private 

sector services were disproportionately located in urban areas, especially Managua. 

Biomedical training and services in Nicaragua were also shaped by multiple 

international influences, especially French, Italian, German and English schools and 

practitioners during the 19th century. The United States gradually became the most 

significant influence over the course of the 20th century, initially facilitated by its military 

presence, and later through its development policies. During the 1960s – 1970s, USAID 

was the major aid provider to the health sector.  Following the revolution, the United 

States levied an economic embargo against Nicaragua and severed its diplomatic ties.  

The primary health care strategy advocated at the global level during that period, 

however, endorsing “health for all”, was compatible with the Sandinista regime’s 

commitment to provide universal access to health services, and it initially received 

funding to develop its health care system from WHO and UNICEF.  

Despite the inclusion of a community participation approach to health care in its 

policies, the Sandinista government played a crucial role in bolstering the hegemony of 

biomedical technology and social relations in Nicaragua. During the Somoza era, 

medical practitioners were not regulated or even formally registered (Garfield and 

Williams 1992:161). According to Barrett, when the Sandinistas came to power, national 

identity became bound up in “revolutionary, socialist and nationalist paradigms” (1995: 

1619). Public biomedical health care was a key policy initiative, and for pro-Sandinista 

patients, resort to government health facilities was associated with both modernization 

and socialism; using these facilities was part of being a good citizen.  While few anti-
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Sandinistas boycotted these services, many did criticize them on the grounds of their 

being inadequate or politicized (Barrett 1995:1619).  

Similarly noting the significance of health services to the Sandinista regime’s 

propaganda resources, as well as the widespread view of U.S. biomedicine as the gold 

standard among Nicaraguans, Smith et al. (1993) describe how health promotion 

campaigns utilized a “culture as a barrier” approach to discourage the perpetuation of 

local beliefs and practices.  Attempts to study and promote herbal remedies were not 

initiated by the Ministry of Health until 1986, and then it was primarily for the purpose of 

augmenting the limited supply of costlier biomedical pharmaceuticals (Garfield and 

Williams 1992). While lay midwives and healers were incorporated into the national 

health system, it was mostly realized through soliciting their assistance in biomedical 

health initiatives and training workshops, and they were positioned well below physicians 

as healing authorities.  

In sum, although the Sandinistas attempted to implement a community 

participation in health approach, “doctor-centered, curative health services” were initially 

prioritized, and the effects have been long lasting (Davies et al. 1993:1622).  Many 

physicians also resisted having their authority diminished through the community 

participation in health programs, and the top-down power relations were never eroded 

(Garfield and Williams 1992), a subject I will return to in Chapter Seven.  
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Practitioners, Lay People and Popular Forms of Biomedicine

Although the hierarchical social relations of biomedicine have persisted in 

Nicaragua, a popular dimension has developed as well.  Within the broader popular 

health care arena, biomedical beliefs and practices were viewed as highly valuable, but 

not without their limits. Doctors’ refusal to acknowledge the existence of certain “folk” 

illnesses, for example, paired with perceptions of inadequate treatment provided by 

doctors who provided an alternative diagnosis, was interpreted by lay people as a 

deficiency in the doctors’ knowledge and a limit to what could be treated with biomedical 

care.  In Chapter Four, I analyzed the range of illness causation theories and treatment 

strategies utilized by lay people, a range that extended well beyond that of biomedical 

epistemologies and practices. In this chapter, I have examined the healing resources 

available to health seekers through folk and religious modalities.  Alternative healing 

resources were not limited to lay people, however – syncretic understandings of healing 

were also articulated by health personnel themselves, especially the auxiliaries. 

Many auxiliaries were themselves residents of the local rural neighborhoods, and 

most were also of comparable socioeconomic statuses – as discussed in Chapter One, 

some earned as little as the equivalent of US $50 a month.  Having been socialized into 

popular understandings of health and illness through their families and by living in their 

local neighborhoods, and having received less medical training than registered nurses and 

physicians, their own beliefs and practices tended to fall somewhere in between those of 

lay people and doctors.  One auxiliary, when I asked her if she had heard of calor en 

niños, responded by giving me a first-person testimonial of how she used to believe it did 
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not exist until her infant son contracted it immediately after a young woman who was 

pregnant for the first time gazed upon him and then proceeded to encariñar (bond) with 

him.  Still uncertain that calor existed, she sought care from the health center and then the 

hospital, but was told the child could not be saved.  In desperation, she then took him to 

Doña Coco, who chastised her for not having brought the baby to her sooner, for the 

illness was now in a very advanced stage.  Nevertheless, she attempted to treat him, and 

he subsequently recovered.  “To this day, I feel indebted to Doña Coco for having saved 

my son’s life,” she told me.  Another auxiliary attributed a skin disease she contracted to 

having experienced asco (disgust) by health center patients afflicted with the condition, 

and two lower income health staff provided me with testimonials of having been cured of 

an ailment after they prayed to God because they could not afford the costly treatment for 

tumors they had been diagnosed with having. 

Although I did not interview physicians about their beliefs regarding divine forms 

of healing, it is worth mentioning that a number of the doctors were very active in the 

Catholic Church, attending Mass, hosting Christmas purisimas in their homes, and 

participating in the Holy Week events.  Two of them also worked shifts at the Catholic 

Church’s clinic.

In addition to religious forms of healing, other non-biomedical understandings of 

health and illness were also shared by lay people and health staff alike.  Hot-cold beliefs 

appeared to be maintained among all health staff, just as they were among all middle-

class urbanites I knew.  A few study participants also said that health center physicians 

had cautioned them to avoid letting cólera (anger or rage) “enter” them since it would 
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aggravate their blood pressure and nervios.  People further reported receiving health 

center prescriptions for nervios (nerves), and an auxiliary told me that diazepam was 

commonly prescribed for it. The ailment aire was also widely recognized, although 

possibly in a more limited form among local physicians.  

In sum, there did exist some overlap in the semantic illness networks (Good 1986; 

Kleinman 1988) of lay people and biomedical health staff in San Rafael.  Although health 

staff testimonials regarding their personal experiences with calor or prayers to God were 

discussed with me in private or semi-private contexts, auxiliaries did incorporate their 

understandings of hot-cold beliefs into their health promotion messages and vaccination 

instructions to lay people. The degree to which they affirmed, ignored, or undermined 

other lay beliefs and practices within the health center and during their neighborhood 

visits varied. 

Conclusion

Changes in the Nicaraguan health care arena have not simply been implemented 

as a top-down process. In this chapter, I have examined the three main healing 

modalities, folk, religious and biomedical, that residents of San Rafael have drawn upon 

to form their worldviews pertaining to health and illness.  As demonstrated both here and 

in the preceding chapter, local understandings of the body, health and illness in San 

Rafael were syncretic, and people did not rigidly adhere to a single healing approach. 

Instead, they deployed a pragmatic flexibility in applying the available epistemologies 

and technologies to their health care seeking activities.  Although the official government 
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health care system, international development programs and policies have been based in a 

biomedical model, the de facto health care services were characterized by medical 

pluralism and syncretism, adapted to the beliefs, values and norms specific to this cultural 

context.  

Just as people’s views and practices in the realms of economics, politics, and 

education have changed in relation to macro-level and micro-level social forces, as 

discussed in Chapter One, so have people’s ideas about health and illness, including what 

constitutes the most practical course of treatment for an ailment, and the range of options 

available to them.  Although the majority of people considered biomedical treatments to 

be the most efficacious and desirable of all available options, neither lay people’s nor 

doctor’s and nurses’ understandings of the body or illness were exclusively biomedical.  

The beliefs and practices of multiple healing systems influenced popular health culture 

and the way in which biomedicine was practiced. 

It is important to emphasize that residents of San Rafael were not fatalistic about 

illness, even when they expressed frustration over the limited resources accessible 

through the public health sector, and the limited economic resources they as individuals 

possessed to pay for out-of-pocket treatment expenses.  As expressed by Aurelia, “One 

part is la inteligencia, knowing how to look for resources, and what to look for.”  

Applying la inteligencia, people actively sought alternative resources.  As Doña 

Carmen’s discourse at the beginning of this chapter illustrated, another part of la 

inteligencia is recognizing when a particular course of action is not working, and other 

resources must be sought.  Her experience in seeking care for her daughter further 
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demonstrated two major constraints that she and others have faced in their efforts to seek 

biomedical care: the illnesses that “doctors don’t know about”, and the limited resources 

available within individual households and the government health facilities.  Thus, the 

cultural and economic factors were inter-related.  Significantly, the relationship between 

the cultural and economic domains had a political dimension as well, as each regime 

legitimated different forms of care at different points of time.

In this chapter, I have called attention to the epistemological and material 

resources available through the folk, religious and biomedical healing modalities.  At the 

same time, I have noted that health beliefs and practices entailed a social dimension as 

well.  Social relations have thus far been alluded to in the context of economic and 

cultural aspects of health care seeking.  In Chapter Three, for example, I discussed the 

social relations of health care seekers who sought services from government health center 

physicians operating private clinics.  In Chapter Four, I noted that perceptions of severity 

and decisions to seek costlier forms of care were influenced not only by personal 

experience, but the experience and advice (or urging) of others. Here, I have analyzed the 

ways that folk, religious and biomedical forms of healing have been syncretized through 

both top-down and bottom-up social relations.  I have also emphasized that while people 

identified multiple levels of responsibility for health care, and were particularly critical of 

the diminishing quality and quantity of services provided by the state, they did not 

absolve themselves or others of personal responsibility for health care seeking decision-

making, or for the outcomes of these decisions.  
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Owing to the economic constraints of the national health system and their 

individual households, health care seekers frequently based their courses of action on 

pragmatic assessments of what could be done with the limited resources available, as 

opposed to pursuing the treatment strategies they believed to be most optimal.  At the 

same time, expectations based on certain cultural ideals persisted.  One of the most 

politically and socially charged tensions that arose from conflicts between cultural ideals 

and material contingencies pertained to the allocation of responsibility for health care.  In 

the remainder of this dissertation, I now turn to an in-depth examination of how cultural 

and economic aspects of health care seeking have articulated with micro- and macro-level 

social relations of households, extended families, neighborhoods, and government health 

personnel. 
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CHAPTER SIX

“I DO WHAT I CAN, BUT WE ARE SUFFERING HERE TOO”: 
THE SOCIAL RELATIONS OF RESOURCE ALLOCATIONS 

WITHIN AND ACROSS HOUSEHOLDS

When my field assistant and I arrived at Doña Elisabeth’s home this afternoon, we were 
initially told that she was resting, but she heard us and came out, giving me a hug and 
offering us seats.  Her foot was bound in a lavender bandanna, and she told us that she
also had a temperature, a toothache, and aire en el cerebro (air in the back of her head). 
She was “only” taking pills for the pain, and their palliative effects were limited.  Of 
greater concern than her personal discomfort, however, was that her daughter Arlen, age 
17, was ill as well, suffering from a pain in her “womb” that Dona Elisabeth worried 
might be a sign of a serious condition. Arlen’s compañero, in turn, injured his foot when 
he fell off his bike two weeks ago.  After taking herbal remedies and amoxicillin he had 
been doing better but then he fell off the bike again and now he had “an infection with 
fever.”  Nevertheless he went out to sell today because he had already lost three weeks of 
earnings due to the injury, and his children both have the flu and an ear infection. “He 
grieves because his children are sick and he needs to buscar la vida (seek a way to live) 
for them,” Dona Elisabeth explained, “Sometimes we feel as though God has abandoned 
us, but that’s not the case. He’ll explain it all to us someday.”

Shifting topics, Doña Elisabeth told us that her kids asked her why she no longer 
regala (gives) nearly as much to others as she used to, and why she did not prepare the 
traditional almivar dessert for family and neighbors during Easter last week.  “I told 
them, my heart hasn’t changed, I don’t need to prove my heart through my actions. Of 
course, it’s important to be generous, the more you give the more you’ll get in return.  
And I share our mangoes with everyone, unlike my in-laws where there’s always a fight 
over the fruit trees. I ask God for patience, to help our neighbors and us with our 
economic problems.  God will explain everything to us some day. We shouldn’t ask why 
misfortunes befall us.”

- Fieldnote entry, April 2003

Introduction

For households at the margins of poverty, illnesses constitute a time when the 

fault lines of society become transparent, revealing the conflicts between social norms 

and material contingencies. It is neither by accident nor coincidence that those who are 

the most marginalized politically and economically, in Nicaragua and elsewhere, are also 
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disproportionately afflicted with poor health and limited access to health care resources. 

Macro-level political economic policies are thus embodied, as those who have been 

adversely affected by them can attest.  In her interviews with working class Managuans 

during the 1990s, Babb found that people evaluated the effects of neoliberal structural 

adjustment policies vis-à-vis the physical and psychological suffering they experienced, 

and through metaphors evoking corporeal violence, “suggesting, in effect, how economic 

hardship was inscribed on their bodies and minds” (2001:195).  Of equal significance, the 

effects of these policies are not simply experienced personally, but socially.  

In this chapter, I examine the ways that resource allocations for health care 

seeking and other needs were negotiated in San Rafael, and the conflicts that emerged 

between cultural ideals, economic contingencies, and the competing agendas of 

individual stakeholders.  What happens to households when they are in a situation of 

acute poverty, and one or more individuals become ill, but there are other members who 

are also in need of resources?  What are the tensions that emerge, and how are they 

played out?  Using illness as a lens with which to view the social relations of the poor, I 

will explore the ways that structural violence has weakened social relations within and 

across households in San Rafael, as the government safety net for health care has steadily 

eroded, and people’s ability to maintain social support through reciprocal exchange 

relations has diminished.  

My analysis is informed by theories on the household production of health and 

suffering.  Households are a site in which one can observe the negative effects of 

structural injustice. Characterized by varying degrees of interdependence, an individual 
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household member’s ability to be cured and cared for depends on the mobilization of 

others. If those others are also ill, however, the challenges of seeking care increase 

exponentially. Anthropologists have developed a sizable literature on households as sites 

of cooperation and competition.36  Building on this research, I will attend to the ways that 

these social relations were engaged during moments of crisis, and at different points 

along the crisis continuum.  As Doña Elisabeth’s discussion of her household 

demonstrates, it is during actual illness episodes that suffering becomes acute.  At such 

times, the contradictions between cultural ideals of social support and the ability to fulfill 

them are brought into sharp relief, and tensions emerge.    

Doña Elisabeth, like many study participants, spent a significant portion of our 

interviews discussing not just illnesses, treatments and economic hardships, but the 

difficulty of negotiating the social relations of illness.  A 38-year-old married woman 

living with her husband, three of her children, a son-in-law and two grandchildren, she 

simultaneously had to manage her own ailments and those of her family, rationing 

treatments and palliative care, and attempting to tolerate pain until it became unbearable.  

Yet in some respects, the physical discomfort paled in comparison with the emotional 

distress that she and others experienced.  Part of suffering stems from knowing that more 

could be done for oneself and for others were the resources available.  Most of the 

ailments afflicting Doña Elisabeth’s household, including a foot fungus, a toothache, an 

infection stemming from a bike injury, and children’s respiratory ailments and ear 

infections, would be easily treatable with adequate access to health care services and 

36 See for example Bledsoe 1991; Bruce 1989; Das Gupta 1999; Hoodfar 1988; Howard 1994; and Nichter 
1995.
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medications.  With every household member ill, and little income, no one was able to 

receive the care they needed, despite the efforts of sick adults to continue working 

through their illness episodes.  For those charged with the responsibility of providing 

caregiving and/or economic support for others, the pain of their own ailments was 

accompanied by the pain, frustration and guilt they felt for not being able to fulfill their 

obligations to aide family members. The physical suffering of one was shared by all who 

witnessed their anguish and felt powerless to help. 

Doña Elisabeth’s discourse also speaks to the pain she suffered from her inability 

to fulfill traditional norms of reciprocity that extended beyond her household, threatening 

her social status as a generous relative and neighbor.  Notably, even her own children had 

noticed this shift in her behavior, and asked her to justify her actions.  As Kleinman et al. 

observe:

Included under the category of social suffering are conditions that are usually divided 
among separate fields: health, welfare, and legal, moral, and religious issues… It is 
not that concern with discrete issues such as disease eradication, control of crime and 
violence, and intervention for poverty has been lacking in the administrative 
discourses of planning and policy, or in the research that informs them. (Far from it!) 
But because of the manner in which knowledge and institutions are organized in the 
contemporary world as pragmatically-oriented programs of welfare, health, social 
development, social justice, security, and so on, the phenomenon of suffering as an 
experiential domain of everyday social life has been splintered into measurable 
attributes (1996:XI, XVII).

Unlike policymakers, Doña Elisabeth did not discretely distinguish between 

domains such as health, welfare and social relations in her discussion of suffering.  Her 

inclusion of both her family’s health and her inability to contribute to an annual Easter 

tradition in her interview illustrates Scheper-Hughes and Lock’s (1992) description of the 

linkages between the individual body, the social body, and the body politic. Within this 
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framework, Green (1999) identified several ways in which political and structural 

violence directed against Mayas in Guatemala permeated all three of these bodies, 

simultaneously undermining subsistence strategies and disrupting social relations. In 

everyday life, social relations and obligations are not discretely segregated into distinct 

domains such as illness, holiday rituals, or distributions of food or other material 

resources among family and friends. When the resources to treat illnesses within the 

household are not available, social obligations cannot be met, and one’s social identity, as 

well as the physical body, suffers.  When social reciprocity cannot be enacted, safety nets 

are placed in jeopardy, and the social body suffers as well. To whom can one turn in a 

time of need if everyone is experiencing distress and cannot be counted on to help?  

Notably, even as household members in San Rafael recognized the constraints, they still 

experienced disappointment and resentment when others failed to provide the support 

they “should”.  

The point I am making is that the poor experienced additional anguish through 

their guilt over not living up to cultural ideals, and through their frustration with others 

who did not either.  While material conditions have changed, a pre-existing cultural ethos 

structuring social relations has persisted.  This was indexed by Doña Elisabeth when she 

said, “My heart hasn’t changed” in defense of her decrease in material acts of generosity, 

but then shifted her stance to express her continued affirmation of the value of giving: 

“Of course, it’s important to be generous...”  She then demonstrated her personal efforts 

to be generous by describing how she included her neighbors in her prayers: “I ask God 

for patience, to help our neighbors and us with our economic problems.”  
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Beyond health, my analysis is concerned with how the social structure of the 

community has been threatened because people can no longer rely on their social capital.  

Structural violence has undermined social networks both within and across households, 

neighborhoods, civil society and the state. It has, in essence, assaulted the very social 

fabric of society. As the state’s role in the provision of health care has decreased, local 

level social formations have been under pressure to try to bridge the gap.  Yet, 

paradoxically, people were able to help each other more in the past precisely because a 

stronger safety net existed, via the state.  Doña Elisabeth’s discourse on her inability to 

comply with social norms indexes a form of violence that she and others have suffered as 

the state’s safety net has diminished.  The suffering generated by people holding 

themselves and one another responsible for circumstances beyond their control, exposed 

the tension between the need for social support versus the increasingly oppositional 

positioning of social network members as sources of competition for limited resources.  

Longstanding ideals on reciprocal exchange persisted, but in conditions of poverty, 

expectations were often unfulfilled.  To the extent that people could help others, 

moreover, their ability was limited, and therefore they had to strategize.  Further research 

is needed into the economy of poor people, and delicate issues pertaining to painful 

decisions regarding resource allocations cannot be obtained through surveys.  The 

ethnographic case studies that I present here provide an initial foray into these issues.  

I begin this chapter by examining how social relations and responsibility played 

out at the level of the household, broadening the focus to inter-household relations, and 

then shifting to the social relations of the wider community as well as the health center in 
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Chapter Seven.  Drawing from anthropological contributions to the study of households 

as sites of cooperation and competition, I will first provide a brief overview of the key 

insights that other scholars have yielded into the household production of health, in order 

to situate the social relations of resource allocation among households in San Rafael.  I 

then attend to the ways that household resource allocations were negotiated and 

prioritized in the arena of health care seeking, based on ideologies of entitlement, 

perceptions of need, and the social status of individual members. Next, I analyze how 

cooperation and conflict were frequently structured by competing ideologies on gender 

roles and responsibilities that were engaged by study participants in the context of their 

daily lived experiences, and the struggles they faced when certain cultural ideals seemed 

to threaten rather than promote the overall well-being of the household.  

Much of this discussion centers on the ways that structural violence increased the 

burden placed on women to mediate conflict and secure resources for their children. I 

conclude with an in-depth study of Doña Elisabeth and members of her extended family, 

in order to assess how conditions of poverty have undermined people’s ability to fulfill 

cultural ideals pertaining to social support not only within households, but across them.  

Throughout the analysis, I will also consider how the politics of responsibility for health 

care and other forms of well-being was understood and negotiated in the social relations 

of everyday life. 
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Anthropology and the Household Production of Health

Households as Sites of Cooperation and Competition

In his analysis of kinship, Bourdieu (1990, 1992) distinguishes between official 

genealogical relationships, and the ways that social agents mobilize their relations in their 

everyday practices.  Treating the household as a “social field”37 of structured relations 

whose members “seek, individually or collectively, to safeguard or improve their position 

and to impose the principle of hierarchization most favorable to their own products” 

(1990:101), he argues that conflicts of interest are inherent to domestic groups: “The 

domestic unit…is the site of competition for capital, or rather, for control over this 

capital, a competition which continuously threatens to destroy the capital by destroying 

the fundamental condition of its perpetuation, that is, the cohesion of the domestic 

group.” (1992:192). In other words, while household members share in common the 

pursuit of meeting a range of basic subsistence needs, disagreements over which of these 

needs should be prioritized, and for whom, can foment competition instead of 

cooperation.  

When examining the household as the unit of analysis, it is important to recognize 

that neither household compositions nor the specific activities engaged in by household 

members are constant. Roles and social statuses of members change over the course of 

their lifecycle and in response to changes in both employment status and individuals’ 

37 Bourdieu defines a social field as “a network, or a configuration, of objective relations between 
positions.  For Bourdieu, it is precisely because the social agents within a given field are trying to access 
and control the same resources, whether economic, social, cultural or symbolic, that these resources 
become scarce, and competition results: “…those who are the products of the same conditions of 
production [are inclined] to recognize and pursue the same goods, whose rarity may arise entirely from this 
competition” (1990:192).
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relationships with other household members (Wilk and Netting 1984).  Changes in 

membership and activities impact income level, decision-making, social statuses, and the 

allocation of resources.  Decision-making is further complicated by the competing 

agendas and unequal social relations among individual household members.  Thus, in

certain contexts, the household may be either a site of cooperation or competition

(Nichter 1995).  

It has been widely recognized that household resource allocations are unequally 

distributed among individual members.  Ideologies of entitlement to resources and 

participation in decision-making are not universal, but based on variables such as kinship 

status, gender, generational relations, and birth order; perceived contributions to the 

household through employment status and generation of income; and the potential to 

make contributions in the future (Levine 1987; Messer 1997).  Other factors include 

notions of personhood; the extent to which a person is considered to be a long or short-

term household member; the vulnerability of a sick person; and the stability of a marital 

union.  Scant research suggests that further study is needed into how notions of 

entitlement change in response to other micro- and macro-level changes over time, and 

may be re-evaluated in response to crisis (Bledsoe 1991; Howard 1994; Nichter 1995).  

Negotiating Household Membership, Obligations and Health Care Priorities

Messer (1997) notes that much of resource allocation may be more a matter of 

routine practice rather than overt negotiation or active decision-making.  Nichter (1995), 

in turn, recommends further research into how routine practices of resource allocation are 
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impacted by illness episodes.  In Chapter Three, I identified several protocols that 

households had developed in response to various forms of ailments, as well as based on 

perceptions of vulnerability owing to gender, generation, and individual constitutions. 

For people living in poverty, health care seeking decisions must be made in conjunction 

with considerations of how to allocate scarce resources to meet the needs of multiple 

household members. In the three study neighborhoods, the average household consisted 

of six people; several of those enrolled in the study had 9 or 10, and the largest had 14. 

Illness diagnosis and decision-making may be difficult to render quickly when multiple 

household members are ill at the same time, or there are other financial needs in the 

household.  

Earlier, I explored how people emphasized their perceptions of severity, described 

by Alberto as the “danger scale” continuum, and prioritized conditions believed to be 

grave or life-threatening.  Perceptions of vulnerability were also based on which 

individuals were afflicted. Children usually received the highest priority, both because 

they were viewed as being more vulnerable with less ability to aguantar (endure) illness 

in general, and because they manifested with frequency the symptoms that worried 

people the most. Husbands or compañeros who were employed also received priority 

because the household depended on their income.  However, men often delayed seeking 

care or just took calmantes (palliatives), as did Doña Elisabeth’s son-in-law, because they 

could not afford to take time off work for treatment either.  Parents of both genders often 

downplayed their own symptoms or explained that they were not seeking the care they 

needed because their children’s well-being was of the highest priority. 
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For ailments considered to be mild, and for people believed to have strong 

constitutions, health care seeking was based more on routine practices than active 

decision-making. For illnesses perceived to be grave or life-threatening, especially for 

young children, active decisions were often made quickly and with a strong consensus 

among primary caregivers – usually the mother – as well as the child’s father, 

grandparents, and perhaps neighbors. For other household members, however, especially 

those with lower social statuses, health care seeking allocations of time and economic 

resources were more difficult to procure.  Those with lower priority included younger 

mothers, especially if they lived alone with their partners or in a joint household with 

their in-laws, and children of prior unions. Income earners, male and female, might 

receive high priority if an ailment threatened their ability to continue working, but 

otherwise they frequently neglected their symptoms precisely because they could not 

afford to take time off. Older men and women, especially those who were already 

grandparents, often received a high share of household allocations for health, but elders 

could also be in a more precarious position if dependent on adult children with offspring 

of their own and limited economic resources.  It was in these cases that tensions in the 

social relations of the household production of health became acute.

The complexity of household social relations became apparent to me early into 

the baseline survey phase. Issues pertaining to power emerged as people negotiated or 

dictated which individual or individuals would respond to the survey questions, and 

decided who to include as a household member.  As the bi-weekly visits got underway, I 

further found that the household composition was frequently unstable due to migration 
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for employment, marital troubles, or women staying with their mothers for an extended 

time following childbirth.  In addition, however, the status of certain long-term residents 

was often ambiguous.  Whereas a number of women did not count their sons- and 

daughters-in-law as household members, for example, some did include their children 

and grandchildren living in separate structures and maintaining separate budgets.  

Degrees of membership, as part of the household unit, and as part of the family 

unit, were significant to establishing the degrees of social support and obligations among 

individuals.  Several joint households were included in the study, consisting of either 

multiple generations living within the same structure, or spread out among multiple 

structures but sharing expenses, particularly food and utilities.  Young couples with small 

children might live with the woman’s or the man’s parents, depending on which family 

had the economic resources, available living space, and/or the willingness to take them 

in. Young daughters-in-law tended to be the most marginalized and reticent individuals in 

joint family residences. If a daughter-in-law became ill or gave birth, it was not 

uncommon for her to return to her mother’s home for care.  Also, if a daughter-in-law 

obtained employment that required her to work outside the home, she might take her 

children to her mother’s home rather than leave them in the care of her mother-in-law or 

sisters-in-law.  

Whether and how much the adult offspring and their partners contributed to the 

household income varied according to their current earning status, and the amount of 

caregiving activities being provided by grandparents.  Doña Elisabeth, for example, 

expected little from her son-in-law when he was too ill to go to the market to sell, and she 
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lent her daughter money to cover the grandchildren’s health expenses during that time.  

She did not assist with her son-in-law’s medications, however. Doña Carmen, in turn, 

reported that her daughter, who worked as a maid in Managua and left her two children in 

Doña Carmen’s full-time care, handed over her entire income.

As sites of both cooperation and competition, households are arenas in which 

social relations are negotiated in the production of health (Nichter 1995).  Owing to the 

high rates of unemployment and underemployment, the majority of households pursued 

multiple income-generating activities.  Economics was a sensitive subject – in most 

contexts it was rude to directly ask people how much they earned, and even when they 

volunteered a number, it was often done so with an agenda, which meant that the number 

was not necessarily accurate.  People also tended to be vague regarding who contributed 

to household expenses, and to what extent.  While in some cases this may have been 

motivated by the desire to maintain privacy, household budgets were also a significant 

source of tension, especially since household members did not necessarily disclose their 

exact earnings to each other. According to Bruce, “Households do not constitute a 

unified economy, but often several competing economies” (1989:979).  In this context, 

under-reporting one’s actual income constituted a strategy for limiting the demands 

others could make on the earnings, as well as requests for loans.  Parents frequently told 

me that they could not “obligate” their adult children who already had families of their 

own, unless the grandchildren were in their care.  They seldom complained about the 

amount they received from adult children who continued to live with them either.  The 
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greatest tensions over income within households were not intergenerational, but between 

spouses or compañeros.  

Gender and the Household Production of Health

Structural Violence to the Social Relations of Gender

Gendered dimensions of the household production of health in San Rafael were 

influenced by the interaction of macro- and micro-level factors.  Both the status and 

responsibility of women have been altered during each of Nicaragua’s major political 

regimes, in conjunction with national and international agendas.  A number of scholars 

have noted that despite the active involvement of women in the revolution, in many 

respects their status and rights changed little. Significantly, women were encouraged to 

participate in the military, and they eventually acquired nearly a third of the elected 

positions in the Sandinista party (Babb 2001).  Women became especially prominent in 

the workforce, to replace men who were serving in the military, and thus played a vital 

role in the economic sector at the national level, both because the state needed them to 

replace the male labor force and in order to support their families.  The absence of men 

also increased women’s responsibility for their families, while involvement in the 

workforce enabled women to increase their autonomy and pressure the government to 

enact legislation to address the subordination and abuse women experienced in their 

everyday lives (Calla 1996:100).  

At the same time, the Sandinista regime reinforced the legitimacy of patriarchal 

authority through its nationalistic propaganda, utilizing tropes that “militarized 
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masculinity” while depicting the nation as female, “attacked and victimized and in need 

of a masculinized defender” (Calla 1996:151).38 As Babb concisely concludes, “The 

Sandinista revolution incorporated women as militants and as mothers of heroes and 

martyrs…This gave women greater access to the public sphere, yet stopped short of 

transforming gender relations in the family and society” (2001:59). 

While the Sandinista regime did enact some women’s rights legislation, the UNO 

coalition that followed in the 1990s reinvoked a conservative gender ideology which 

emphasized traditional gender roles in the domestic and public spheres, although, 

ironically, the policies implemented by the regime made the fulfillment of it impossible 

for most households to achieve (Babb 2001).  It is important to note that just as structural 

adjustment policies in the health sector were first implemented by the Sandinista regime, 

so too were policies that resulted in downsizing the formal employment sector, especially 

state jobs, as the economy worsened (Babb 2001:111-112).  As a result, resort to the 

informal sector increased among those previously employed in the formal sector, those 

who still had formal employment but whose low wages required them to seek additional 

sources of income, and women driven into the workforce to support their families. 

Women were disproportionately affected due to their higher rates of unemployment and 

lower wages in comparison with men.  These economic factors, in turn, constituted a 

reason why so many women supported the UNO coalition in the 1990 elections.  

The UNO government’s structural adjustment policies posed even greater 

hardships for women, however.  In addition to further reducing the state’s workforce, the 

38 See also Lancaster (1992).
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new regime sought to lower the state budget by “eliminating government subsidies of 

food, public utilities and transportation, increasing the sales tax…devaluating the 

currency…reducing access to credit” and other measures which undermined households’ 

economic security (Babb 2001:113-4).  As a result, women have had to increase their 

labor in both the domestic and public spheres, and even then, household economies for 

most families have not been stabilized. For rural women of San Rafael in 2002-3, the 

most they could earn was only US $50 to $100 a month. Some earned just enough to 

cover their travel costs and food, and their employment required them to leave their 

children in the full time care of another guardian.  

As has been addressed by other researchers, the extent to which women gain 

autonomy in decision-making about resource allocation and health care seeking through 

their employment appears to vary greatly within local cultural contexts (e.g., Bruce 1989; 

Hoodfar 1988; Sathar and Kazi 1990). Earning income may provide women with 

increased social status and decision-making power in the household, as well as increase 

the amount of financial resources that may be devoted to the production of health, but 

employment may also yield negative outcomes. It is important to keep in mind that many 

women pursue paid employment not as a means of gaining social status or autonomy, but 

out of economic necessity. Moreover, paid employment is not the sole factor impacting 

on power relations. Women with paid employment are usually still expected to carry out 

a significant portion of domestic work, and may also be burdened with a greater share of 

responsibility for the health expenditures for themselves and their children.  Gender-

based conflicts can arise over how much of each spouse's income should go into the 
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household; as women’s earnings increase, men may in turn contribute a smaller share 

(Bruce 1989).  

The contradictory outcomes of women’s engagement in income-earning activities 

identified by Babb and Calla were prevalent in San Rafael.  Due to the widespread 

economic necessity in the region, women across social classes did work, including many 

women who were in stable domestic relationships with partners who did not drink or 

gamble.  While increased participation in the economic sphere may have been legitimated 

during the Sandinista regime, the flip side to this was the increase in responsibility that 

women incurred as economic providers, and the competing ideologies on gender roles 

that have ensued. Not all men approved of women working, nor did many women’s 

female kin and in-laws; hence a woman who did seek employment which required others 

to care for her children were vulnerable to the accusation that they had abandoned their 

families.  At the same time, several women told me that either they worked or they 

encouraged their adult daughters to do so both because their children were dependent on 

their income and because men could not be relied upon.

Gender relations in San Rafael were further complicated by competing, 

contradictory discourses and practices pertaining to masculinity. According to Lancaster, 

“Until the revolution, it was one of the working assumptions of Nicaraguan culture that 

men could control and discipline their wives and compañeras with impunity” (1992:39). 

The Sandinista government, he elaborates, passed legislation to protect women from 

domestic violence, and in varying degrees, public opinion of machismo changed as well, 

resulting in “two sets of values: the ideals of machismo, with its cult of aggressive 
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masculinity…and the ideals of the revolutionary New Man, who is envisioned as hard 

working, devoted and family oriented” (1992:40).  

In San Rafael, the “structures of feeling” from the Sandinista era persisted, and 

destructive forms of masculinity such as drinking and violence were not idealized or 

approved of.  A number of men indexed this in their condemnations of machismo both in 

their conversations with me and in public meetings.  Most notably, some men cited the 

influence of sandinismo in their worldviews.  In addition, men who were active in their 

churches, whether Catholic or evangelical, often provided me with testimonials about 

how finding God had enabled them to cease their drinking and other vices. Hence, both 

the persistence of revolutionary ideals and ongoing religious teachings have provided an 

alternative model of masculinity that women and men publicly endorsed, even if many 

have simultaneously continued to promote machismo through teasing, socialization 

practices, and everyday social interactions.  

The Politics of Responsibility and Resource Allocation in Domestic Relationships

Several women in the study spoke positively of the domestic relationships and 

described their partners are responsible and supportive of their children and themselves.

In a few cases in which women were the primary income earners, their partners also 

assumed responsibility for a share of domestic household activities, especially child-

rearing and cooking, or taking a child for medical attention. However, in addition to 

competing ideals of masculinity, the elevated rates of unemployment and 
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underemployment, resulting in conditions of extreme poverty, took their toll in San 

Rafael.  

Drinking, and to a lesser extent, gambling, represented two major sources of 

household tensions, both because of the amount of men’s income expended on these 

activities, and the ways that men behaved when they drank.39  Unfortunately, a number of 

men turned to alcohol during periods of crisis, leaving women to fend for their children 

and themselves. On one occasion, for example, we arrived at a home to find that the wife 

had taken her daughter to the hospital for a condition perceived as life-threatening, while 

her husband had remained behind, drinking.  In conjunction with these activities or 

separately, some men also beat their partners.40,41  In a number of cases, it was because 

their partner spent so much income on drinking or gambling that women sought income-

generating activities of their own. Thus the woman’s income did not supplement but 

instead replaced that which the household would have received from her partner. 

39 I do not know in how many homes drinking was considered to be a problem, for not all women directly 
discussed their partners’ drinking with me, although on a number of occasions my field assistants and I 
inadvertently encountered the men in an inebriated state, either at the home or in the street.  Neighbors and 
kin also enrolled in the study sometimes mentioned a man’s drinking as a source of household tension
and/or a strain on the household economy of these women as well.
40 According to the 1998 Nicaraguan Demographic Health Survey, one-third of Nicaraguan women were 
affected by domestic violence (cited in Babb 2001), and Babb notes that reported cases of domestic 
violence were increasing in the late 1990s. During my interviews with key informants, I was advised not to 
directly inquire into sensitive subjects such as domestic violence and male drinking – in so far as men were 
often present during the household visits, these subjects could not easily be broached indirectly either.  
Except for when they alluded to a specific episode in the past, or their reasons for leaving a partner, women 
themselves did not tell me about their own experiences with domestic violence. In most instances, a relative 
or neighbor was the one to disclose these circumstances to me. The subject of child abuse was even more 
stigmatized, and therefore less discussed. The only cases reported among study participants pertained to 
stepchildren, and were only discussed after the children had been sent to live with their grandparents.  
41 In a World Bank study, 54% of Nicaraguan women who were victims of domestic violence reported that 
their husbands had been intoxicated during these episodes (Moser et al. 2005).
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Social and Material Implications of Male (Ir)responsibility and Absences for Women

Diana seemed agitated when Marina and I first arrived, and I initially thought it 
was with us.  But then she went on to explain that she’s been having “a problem”, 
alternating between anger and tears as she spoke.  Her compañero Julio has been 
gambling with her brother and she recently discovered that they have also been dealing 
and using drugs.  Moreover, they and other men have begun to steal in the neighborhood.  
Diana felt shame about how neighbors would view her if her compañero behaved this 
way, plus he has not been supporting the family. Diana has been with Julio for nine 
years, since she was 24, and he started to treat her badly early on, to the point of beating 
her. “I finally threw him out.  I may be india,42 but I can’t support all that.”  Diana 
seemed extremely concerned that we might disapprove of her having thrown out her 
partner.  Marina tried to reassure her, telling her she had done the right thing, and 
noting that some men become so jealous and abusive that they kill their wives, such as 
the Nica who recently killed his wife and their two children in Costa Rica.  Diana had 
seen the news reports of the murder as well, and burst into tears as she began to describe 
how the wife had tried to leave him, and he followed her to Costa Rica specifically to 
commit the murders. “Imagine that he even killed his own children, his own blood?!”

“Julio and I were never married”, Diana told us, lowering her voice as if with 
some embarrassment, “but that means he can’t make demands on me. I reminded him 
that he had never even built me a house, this was my mother’s home.  He initially refused 
to go, exclaiming, ‘You’re not going to abandon me!  I’ll leave you when I want, and with 
your head cut off!’”  Julio then knocked her out of the chair she was sitting on, and she 
fell on her face.  “I couldn’t spend the rest of my life with black eyes from my marido, so I 
went to the police to denounce him.”  Her face was swollen and discolored, so the police 
could see the damage her husband had done to her.  They promised they’d arrest him, 
and did come looking for him, but he somehow found out and hid.  Diana thinks he went 
to Managua to stay with two brothers he has there, but she heard that he was in the 
neighborhood recently.  Marina confirmed this, telling her she’d seen him in San Rafael 
a couple of days ago. 

- Fieldnote entry, August 2003

Diana was one of three women to separate from her partner during the study, and 

while the circumstances of her situation were dramatic, they were not, unfortunately, 

particularly remarkable, except in that she had thrown him out.  With four children, two 

42 As noted earlier, people in San Rafael self-identified as mestizo. When people referred to themselves as 
Indian, it was either to reference an emotional temperament, or, as in this case, to index their status as poor 
campesinos with limited options.
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of them from a prior union, and both of her parents already deceased, Diana was 

dependent on Julio for financial support.  Although her brother lived next door, he could 

not be counted on to protect her from an abusive partner; indeed, the two men gambled 

and engaged in substance abuse together, and a short while later, her brother threw out 

his own compañera, along with his two children and two stepchildren.  While Diana cited 

Julio’s failure to fulfill his financial obligations, as well as his abusive treatment of her, 

as grounds for telling him to leave, she seemed anxious to receive validation from my 

field assistant and me.  She cried when describing the physical abuse and threats he had 

delivered, but much of her discourse centered on preserving her moral identity as a 

responsible mother.  In particular, she dwelled on her ability to support her children by 

selling in Managua, the children’s well-being in the absence of their father or stepfather, 

and her own avoidance of new romantic involvements: 

The husbands here in Nicaragua no longer serve a purpose.  They just look for their 
vices and abuse their women. It’s more tranquil now that Julio is gone.  He never had 
money for household expenses, but always had it for playing cards, and he would get 
angry at me whenever I tried to ask him for funds. I can work and take care of my 
children without him.  Only the youngest still misses him.  It was for my children’s 
sake that I stayed with him as long as I did.  Now, however, my second youngest says 
he doesn’t want to see his father, and it’s better this way because Julio threatened to 
kill me and then my kids would be orphans…I only go out with my kids now, so that 
neither Julio nor anyone else will think I’m off to meet a new lover. I don’t think I’ll 
get involved with another man anyway, for what kind of a man would be willing to 
assume responsibility for a woman who already has four children?

While people generally expressed sympathy for women in abusive relationships, 

it was not a given that they would condone a woman who left her husband, particularly if 

they had children together.  Beyond the potential stigma such a woman could face, there 

was also the practical issue that women who were in relationships and unemployed were 
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financially dependent on their husbands or compañeros.  Among my study participants, 

some men routinely provided their partners with a percentage of their earnings, and it was 

up to the women to determine a budget for the household expenses, including food, 

utilities, clothing, health and schooling. In other cases, men bought everything, and 

women had to ask their partners to cover expenses as they arose.  

If a man’s occupation required him to be away for extended periods of time, a 

wife or compañera could be put in the position of having to make decisions about major 

expenditures in his absence.  Doña Elisabeth’s daughter Susana, for example, was often 

left alone for up to two weeks at a time with her three young children while her husband 

drove a fruit truck for a merchant.  As discussed in Chapters Two and Three, when 

Susana’s baby daughter was afflicted with pneumonia, a condition widely understood to 

be life threatening, she took her to a private physician and obtained services on credit.  

Her husband paid the physician upon his return, and did so again the second time their 

daughter was diagnosed with the same condition. The third time Susana took one of their 

children to the private physician in his absence, however, he became very upset and they 

had an argument.  To my field assistant and me, Susana simply reported that her husband 

was unhappy about the treatment cost, but that she had reproached him, saying, “Only he 

who doesn’t have children doesn’t suffer.”  She quickly added that her husband was a 

very devoted father who supported her decisions to seek private medical care for their 

children, and that he ultimately concurred with her decision, telling her, “I won’t leave 

my daughter to die.”  When Doña Elisabeth disclosed the fight to us, however, she 

reported that it had been so intense that it provoked an attack of nervios for Susana.  



364

Managing Conflicts between the Needs of Children and the Stability of Domestic 

Relationships

While risking the anger of her husband by asserting her autonomy on behalf of her 

children, Susana was not engaging in an act of resistance.  Rather, she was conforming to 

cultural maxims that affirmed the centrality of motherhood to a woman’s moral identity, 

and obligated women to prioritize their children’s needs above all others. As household 

members with minimal direct participation in decision-making, children have been the 

focus of attention of several studies on resource allocation.  Researchers have analyzed 

the extent to which infants and children are favored or discriminated against, on the basis 

of numerous cultural and economic factors.  Due to the severe economic constraints 

endured by study households, sub-optimal health care was the norm regardless of gender 

and age.  In the vast majority of cases, however, babies and young children received 

higher priority than others, and accounted for a higher allocation of health expenditures. 

While much of the literature has focused on gender differentials in the household 

production of health for children, I did not find any such bias in San Rafael. As Bledsoe 

found in her research among Mende households in Sierra Leone (1991), however, 

stepchildren were often in a precarious position.  Although men who assumed full 

responsibility for stepchildren were well-regarded by others, local norms did not obligate 

them to do so.  In Diana’s case, her children remained with her, but her husband did not 

bond with them, and her oldest son usually spent the weekend with other relatives in 

Managua in order to get away from his stepfather.  Most women entrusted these children 

to the care of their grandmothers or other maternal relatives.  Otherwise, as was the case 
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with Diana, women minimized health and other expenditures for these children, or sought 

income-generating activities to cover their expenses so as to avoid conflicts with their 

current partners.  Notably, women indexed their continued bond with absentee children 

when they listed all of their offspring as household members during the baseline survey.

With the notable exception of offspring from prior unions, children tended to be 

the most prioritized household members in the arena of health, and the moral obligation 

to ensure that their needs were being met fell disproportionately on their mothers.  In 

Nicaragua, women’s moral identity has continued to be largely based on their roles as 

mothers, and mothers are viewed as the ones primarily responsible for the well-being of 

their children, even if they live with a partner and other household members, such as in-

laws, who control the household budget and make most of the decisions. Although 

women frequently expressed frustration with the amount of money their partners spent on 

alcohol, and the way they behaved when drunk, drinking by itself was not considered a 

sufficient reason for leaving a man or evicting him from the home.  Male irresponsibility 

was almost considered a given, in fact – women frequently joked about the ways that 

adult men – brothers, sons, husbands – would come and go as they pleased, often 

disappearing without even saying good-bye. 

Despite the many critiques levied against male partners who did not conform to 

cultural ideals for responsible behavior, cultural maxims also stigmatized women who 

were single mothers.  Women were expected to stay with men, even if they drank or were 

physically abusive, for the sake of the children, who needed both a mother and a father in 

their lives.   At the same time, women were expected to protect children from abusive 
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men, even if they could not protect themselves.  Paradoxically, they were also privately 

criticized by others if perceived to be giving the best and largest portions of food to their 

compañeros or husbands rather than their children, even as people acknowledged that 

women engaged in such practices to keep the partners content and thus minimize 

tensions.  

Social and Material Consequences of Single Motherhood

It was rare for a woman to leave her partner, but it did occur.  More frequently, 

women became single mothers because their partners abandoned them.  Even then, 

although single motherhood and multiple unions were common, to be without a partner 

was a stigmatized status, especially in rural neighborhoods where the population was 

more culturally conservative.  As I noted above, Diana seemed especially concerned with 

managing her moral identity when she told my field assistant and me of having thrown 

her partner out of the house.  The last time I visited her, one month later, she told us that 

he had sent her a message in which he apologized, and she was contemplating permitting 

him to return.  Although he had treated her “like a slave” during the nine years they were 

together, she said, she also felt hurt that he had not come to deliver his message in person.  

If viewing Diana’s situation as an isolated, individual scenario, it could be extremely 

difficult to comprehend how she would even consider allowing a man who threatened her 

life, and spent most of his income on gambling, alcohol and drugs, to live with her and 

her children again.  However, it cannot be emphasized enough that the confluence of 
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cultural mores and economic constraints limited the options of women in abusive or 

otherwise troubled domestic relationships.  

Nationwide, nearly 31% of all households were headed by women in 2001, but 

whereas nearly 39% of urban households were headed by women, only 19% were in rural 

areas (Instituto Nacional de Estadisticas y Censos y Ministerio de Salud 2002).  Few 

women were able to support their children in an independent household.  To do so 

required an income, as well as someone to watch their children while they worked, unless 

one or more of the children were old enough to be alone – and leaving children old 

enough to take care of themselves and younger siblings posed its own risks.  Girls, people 

feared, were vulnerable to rape.  Boys left unsupervised, in turn, might decide to roam the 

streets and get in trouble.  Diana, who had four sons, believed that they were all well-

behaved, but she worried nonetheless that they might become vulnerable to peer pressure 

from delinquent youths in the neighborhood during her absences.  Even if she did risk 

leaving her sons to sell fruit in Managua, she only earned enough to pay for food and 

electricity.  

Diana was a resourceful person who did what she could to hacer la inteligencia.43

When one of her sons developed a life-threatening condition that required urgent care, for 

example, she was able to appeal to her oldest brother, who lived in Managua and had a 

steady job with benefits, to declare the child as his own in order to get his worker’s 

insurance to cover the boy’s health care costs.  Diana herself had previously been 

diagnosed with a reproductive health problem, however, and had yet to “find” the money 

43 As explained in Chapter Three, to hacer la inteligencia is to find creative ways to engage in problem-
solving, in particular, to overcome economic constraints.
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with which to seek the exams and treatments she needed for herself.  Her brother cared 

about her, but he had a wife and children of his own to support, and there were limits to 

the assistance he could provide.  As a single mother, Diana was not likely to make a 

significant improvement to her life circumstances.

Because of the social and economic challenges to living alone with their children, 

most single mothers either moved in with their parents, put up a separate dwelling on 

their parents’ land, or moved in with a new partner.  Some young women in the study had 

never actually moved out of their parents’ home, for the fathers of their children had not 

assumed the responsibility of paternity.  A number of people in their forties and older 

considered the younger generation to be less “responsible” in general, less inclined to 

work, and more inclined to have children without getting married.  They further 

discerned an increase in children being born to single mothers owing to a corresponding 

increase in the rapes of teenage girls, who were left alone while both their parents worked 

since households could not survive on a single income, and most households now 

engaged in sales and wage labor rather than subsistence agriculture.44

While the Chamorro government and USAID-funded school textbooks promoted 

“traditional family values” in their propaganda, structural adjustment policies did little to 

bolster the populace’s ability to maintain family formations (Babb 2001:59). Instead, the 

destruction of the family unit and the rise in female-headed households has frequently 

been cited in the literature as one of the damaging effects of structural violence.  In San 

44 I did not attempt to collect data on rates of teenage rape among study participants or in the region in 
general, but there were a few cases reported to me either by neighbors of study participants or health staff. 
Whether or not rates of rape had indeed increased, there was widespread perception that they had due to 
parents working outside the home as well as the increase of juvenile delinquents hanging out in the 
neighborhoods.
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Rafael, the social ties within the household were most weakened by the marital tensions 

that arose from male drinking and domestic violence, and the limited employment 

opportunities in the local region that required many men to be separated from their 

families for extended periods of time.  Structural violence to the social relations of 

households was further amplified in times of illness.  Above, I discussed how Susana 

became responsible for making major health care, and by extension, economic decisions 

when her daughter became ill during her husband’s absence, eventually provoking an 

argument with him because the treatment option she had pursued put them in debt.  I now 

turn to a case study that demonstrates the longer-term challenges faced by another 

woman, Lena, as she struggled to care for her children after being abandoned by her 

husband. 

Case Study One: Negotiating the Household Production of Health and Single 

Motherhood

I first met Lena in January of 2003, shortly after her husband had left her for 

another woman.  Her eyes were red, and she appeared to be on the verge of tears 

throughout the visit. As she responded to my questions, her soft-spoken but strained 

voice revealed frustration and anger. At 35, Lena had become a grandmother just three 

months earlier, when her 17-year-old daughter Enadilia, who suffered from epilepsy, 

gave birth to a little girl.  The father of the child refused to acknowledge paternity, and 

his parents, who were members of Lena’s church, chose to believe him, hence the burden 

to support the new mother and child fell to Lena.   
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After her husband left, Lena’s two teenage sons departed as well, opting to stay 

with relatives on their father’s side, although she continued to include both her husband 

and them as household members in my baseline survey. In response to other survey 

questions, she reported that the residing household members had eaten only one meal the 

previous day.  In the past week, they consumed meat once, which came in the form of a 

“gift” from a neighbor.  Her estranged husband occasionally brought fruit for the 

children, but did not otherwise contribute to the household economy. To provide food 

and medications, she traveled to Managua daily to resell fruit that she bought locally, 

leaving her daughter to cook and clean for herself and her 10-year-old brother Geraldo: “I 

go to work and the children remain alone,” Lena said, “Many men are vagos (roamers),45

the women do everything.”

Enadilia’s epilepsy required her to take two pills daily.  Geraldo, in turn, had been 

diagnosed with juvenile arthritis and “allergies”, and was supposed to take vitamins and 

allergy medications. Her children’s medications were not available in the health center: 

“They don’t give anything in the center, not even for parasites.  My granddaughter has a 

cough and they don’t even have anything for her.  I work in order to medio comprar

(halfway buy) the pills.  Sometimes I only buy one pill to control my daughter’s epilepsy.  

My son takes a pill for his pain, but I don’t have any money for his allergies.”   While 

upset with both her husband and the father of her granddaughter for not assuming their 

paternal obligations, she also implicated the Nicaraguan government for her household’s 

struggles: “The government is corrupt, and therefore other countries no longer want to 

45 Vago has multiple meanings.  When applied to male domestic partners, it connotes that they come and go 
as they please, disregarding their familial obligations.  It may also connote their infidelity.
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help us.  Alemán and the others are all bandidos (bandits, mischievous).  But only the 

poor receive the punishment, for the rich there is no justice.”  

Lena interrupted her political analysis to tell her daughter to collect some 

lemongrass to treat the baby’s cough, and expressed frustration when her instructions 

were ignored.  She was also upset that her daughter had lent their only bar of soap to 

Lena’s sister-in-law next door, who did not return it.  “See how my own children treat 

me? La desconfianza46 está con la otra casa y dentro de mi propia casa.  The 

desconfianza is with the other house and inside my own house.”

Over the course of the study, Lena’s problems with her sister-in-law worsened. 

During an April visit, Lena informed us for the future that the entrance to her home was 

actually off to the other side – since her property was fully enclosed by others, we 

normally entered through her brother’s yard.  Now we were instructed to seek permission 

for passage from a non-related neighbor instead.  Her sister-in-law had been coming over 

with her children while she was out selling in Managua, allegedly under the auspices of 

friendship with Lena’s kids.  Last week, they requested a bag of clothing that Lena had 

received through a donation from her evangelical church.  The relatives helped 

themselves to the very best dresses, taking advantage of Enadilia’s misplaced confianza.  

Upset to learn of her sister-in-law’s sneaky tactics, Lena went to her home next 

door to tell her that neither she nor her kids were welcome in her home anymore.  Her 

cuñada responded, however, by punching her in the eye.  This was not the first time this 

46 Desconfianza translates as “distrust”, but also connotes the breakdown or abuse of trust.  To accuse 
another party of having brought about a state of desconfianza within a relationship is a very serious 
allegation.
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had occurred. On an earlier occasion Cristina, a neighbor, had come over to defend Lena.  

The cuñada and Lena’s brother accused Cristina of being an instigator, however, so now 

she could no longer help protect Lena lest it create problems for herself. Lena asked 

another neighbor who had a camera to take a picture of her, offering to pay, and the 

neighbor regaló (gifted) the photo.  She had her son bring it out to show us, and we could 

see that her left eye was swollen shut and bright red.    

In addition to the theft and physical blows, Lena’s cuñada also wounded her with

a verbal assault, telling her that her husband would never come back to her.  “I told her I 

have faith in God,” Lena explained, “to open my husband’s mind one day and make him 

repent for his ways.  But she just yelled at me, ‘Ay, you’re always invoking God’s 

name!’”  Although her cuñada was not present during the interview, Lena resumed the 

argument as she conversed with us, explaining that to look for another man would not 

solve her problems, rather, it would probably make things worse.  “First of all, my

husband and I are married, so he doesn’t have the same kind of commitment and 

obligations to this other woman.  Second, if my husband were to decide to return home 

and assume his responsibilities for his children, he would change his mind if another man 

was now living here.”  Furthermore, she told us, she could be putting her daughter and 

granddaughter at risk were she to allow another man into their home.  “I recently read 

about an eight-year-old girl in El Salvador who was raped by her stepfather, and the only 

reason the abuse was discovered was because she became pregnant.  If I allowed another 

man to live with me, the same thing could happen in my home.”  While defending her 

faith in her husband to eventually return, she nevertheless expressed frustration that he 
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had promised to provide economic assistance to their children, but had not actually done 

so since moving in with his girlfriend.

Lena lost her own mother while still a child, and had no sisters.  Her father, who 

lived next door with her brother and problematic cuñada, would come over to visit, but 

lacked the financial means to assist her, and tried to avoid becoming involved in the inter-

household feuding.  Lacking a strong support network among her kin, Lena attempted to 

compensate through other social ties.  From her foreign clients at the market, located in a 

neighborhood where several embassies and development agencies resided, she could 

sometimes obtain a bottle of vitamin supplements for her son. Her evangelical church, in 

turn, had a US-affiliation, and Lena occasionally received donations of toys and clothing 

from it.  She also learned of foreign-sponsored medical brigades through her church, and 

would periodically ask her fellow congregants to pray for her daughter to be rid of the 

evil spirit causing her epileptic seizures.  Cristina, the neighbor who had tried to intervene 

on Lena’s behalf during the conflict with her sister-in-law, was a fellow church member.  

She too had to work in Managua since her husband spent most of his income on alcohol, 

but her adult kids also contributed earnings to the household, and she tried to help Lena 

when she could by giving her food.  

While the above forms of support were helpful, they did not enable Lena to 

purchase all of the medications her children required, and even when Lena did buy 

Enadilia the seizure medication, her daughter was not always good about taking it.  In 

May, Enadilia suffered a series of seizures, which Lena attributed to the toll that 

breastfeeding had taken on her body.  Lena’s husband returned during the crisis, and 
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while Lena still received us in his presence, she made it clear that we should keep our 

visit brief and only discuss Enadilia’s health.  

During our regular visit with neighbor Cristina that same day, we were told that 

Enadila’s seizures were caused by her parents’ “abandonment” of her: Enadilia’s father 

was with another woman, and her mother left her alone all day.  Although Cristina had 

previously expressed much sympathy for Lena’s plight, she now criticized her for 

trapping Enadilia in the house “like a slave” while she went to Managua to sell.  

According to Cristina, the parents had a long history of leaving their children alone, 

predating the marital separation, and this was why Enadilia had become pregnant.  Worse

still, the father of Enadilia’s baby still came over “to take advantage” of her during her 

parents’ absence.  “People know when parents are away, and this leaves daughters 

vulnerable.”  To this end, she further speculated that Enadilia might be pregnant again. 

As for Lena’s husband, Cristina expressed judgment of Lena for having slaughtered two 

of her chickens to prepare hearty meals for him upon his return, when she had never done 

so to feed her children. 

Over the next two months, Lena’s husband divided his time between his 

girlfriend’s home and this one, providing little economic assistance.  Lena told us that her 

husband’s current behavior was worse than just leaving her altogether, and that she had 

learned to support her family without him. She tried to prevent her daughter from 

suffering additional seizures by buying her partial dosages of medication, while also 

admonishing Enadilia to heal herself by praying to God.  Lena’s teenage sons started to 

spend some time at her home now, but did not work, and one of them developed a health 
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problem of his own for which Lena tried to seek treatment.  In the meantime, Lena 

herself had developed a kidney infection, and was trying to treat it with herbal remedies 

while saving money to purchase antibiotics.  Her baby granddaughter was afflicted with 

diarrhea multiple times during this period, however, and the money went to treat her 

illness instead.  

When Lena was feeling unwell or needed to attend to domestic work, she would 

sometimes send her ten-year-old son Geraldo to the market on her behalf, or to seek small 

jobs locally, giving her neighbors additional fodder for their gossip.  The last time I saw 

her, in late August, Geraldo had suffered a reaction to an anti-allergy syrup she had 

purchased for him, and she had to take him to the hospital.  Her own kidney infection 

unabated, she reported experiencing acute pain while urinating. The herbal remedies had 

not helped, she said, what she needed was amoxicillin. 

Without her husband, Lena had to support herself, her children, and her baby 

granddaughter. She could not turn to her parents, the usual option for single mothers, 

since her mother had died and her father was himself dependent on Lena’s brother.  

Lena’s brother did not help her either; he even witnessed his wife hitting her, and did 

nothing to intervene.  When she left her home to sell, moreover, her children became 

vulnerable to outside intrusions, including thefts from their own kin. That Lena’s sister-

in-law would punch her in the eye might well have had to do with a personal history 

preceding the bag of donated clothing being disputed, but it also underscores the extent to 

which conditions of extreme poverty have weakened social relations. Lena was 

particularly resourceful in her application of la inteligencia to build a social network 



376

based on extra-familial ties with neighbors, her church and foreign clients, as well as in 

the multiple health care seeking strategies she pursued.  Yet these social ties were also 

fragile, and as much anger as she felt towards her husband, the reasons she articulated for 

desiring and encouraging his return, even if he continued his extra-marital relationship, 

were not ideological but pragmatic.

As Lena attempted to cope with her economic struggles, her strained familial 

relations, and her worries about the well-being of her children and granddaughter, she 

was also subject to scrutiny and gossip among her neighbors and neighboring kin.  

Significantly, Lena’s account of her household’s circumstances, as well as her actions, 

did not actually deviate from that reported by her neighbor Cristina, who initially 

expressed sympathy but later became judgmental. Although Cristina herself worked and 

had an unstable relationship with her own husband, she was nevertheless critical of her 

neighbor because, from her perspective, Lena did not devote enough attention to her 

children.  She based her evaluation on Lena’s having left her children alone in the house 

even prior to her marital separation, and Lena’s feeding her estranged husband chicken, a 

luxury food, when for the past few months she had never done so for her children.  

Although she did not remind me, I silently recalled that Cristina had provided Lena with 

food as well as baby clothes from her own granddaughter in the past.  I wondered 

whether it also bothered Cristina that she had helped to support Lena’s children, only to 

see their scarce resources later being channeled to an irresponsible father. Lena sacrificed 

her own health needs for her children, however, and when she prepared the special meal 

for her husband, she did so in the hope that his return, and by extension, his support, 
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would be permanent. She herself expressed concern about leaving her children alone 

while she sought income in Managua, fully aware of the risks posed to her daughter in 

particular.  

While it is unclear what Cristina and others believed Lena could or should have 

done instead, ultimately, the judgment rendered was based on the understanding that 

children come first, that it was Lena who therefore needed to protect their interests, and 

that she could not do so outside the home.  To a great extent, Lena herself concurred with 

them, hence her efforts to encourage her husband to return.

The Impact of Structural Violence on Social Relations and Resource Allocations 

across Households

Social Networks: Sources of Support or Tension? 

As Lena’s experiences illustrate, an additional factor to consider in studies of 

household economics is the availability of resources through wider social network ties.  

While the household was the primary focus of the study, health care seeking decision-

making and activities were not entirely realized within this isolated unit.  Much has been 

written on social networks and therapy management groups, yet little is known about the 

extent of the support that exists among health seekers and their social ties in conditions of 

poverty. In some cases social support in health care seeking among relatives and 

neighbors may be minimal among poorer segments of the population. Elsewhere such 

support may be available in the guise of assistance with financial resources, caregiving, 
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accompanying a sick person to health center, or the provision of healing services (Nichter 

1995; Oths 1994; Sauerborn et al. 1996).  

Social support in San Rafael was not limited to material resources or caregiving 

assistance.  As noted above and in previous chapters, relatives and neighbors could be a 

crucial form of support for negotiating the social relations of household resource 

allocations, especially elders who could invoke their own life experience and wisdom to 

encourage parents to seek medical attention for their children, or husbands to pay for 

their wives’ health needs.  They were also consulted for health advice.  Among kin living 

adjacent to one another, people further shared information about the current services 

(e.g., exams, medications) available at the health center, and sometimes traveled together 

to seek care for children.  In this respect, it appeared that some caregivers were strongly 

influenced by the activities of their neighboring kin.  While advice, advocacy and 

information dissemination were certainly valued, however, they did not substitute for the 

material dimension of reciprocal exchange relations, unless the information pertained to 

employment opportunities or valued commodities such as a visiting medical brigade 

providing medications.

One change in time that was widely discussed was the decreased ability of 

relatives to help one another in times of need, especially to provide loans or other forms 

of financial assistance.  Relatives and neighbors did help with caregiving and shared 

medications, but tensions could arise if they felt they were being asked to give more time 

or material resources than they could afford. Conversely, if they refused a request for 

assistance, they risked being gossiped about for being stingy or even odioso (hateful).  
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Ongoing assistance for health, shelter, food or other needs was most often 

provided by a close relative, such as a parent.  Medications were most often shared if a 

household had something leftover that they were not currently using. Otherwise, it was 

only under extreme circumstances that people sought help from extended social 

networks, generally for health conditions perceived as life-threatening, or women whose 

husband or partner had recently abandoned them and who had not yet procured a 

sufficient source of income.  In such cases, relatives and neighbors might be mobilized 

for brief periods of time to assist with caregiving, cooking and cleaning, or perhaps to 

provide temporary shelter to a woman and her children if they were evicted from their 

home following a domestic break up.  In the case of Lena, she was able to remain in her 

home since she was already living on an allocated share of her parents’ land – so she did 

not require shelter, but she did receive gifts of food from neighbors.

Political economic forces, including structural adjustment policies, negatively 

impact local systems of reciprocal exchange, as certain patterns of resort may be less 

available due to exacerbations in poverty conditions (Nichter 1995). When one form of 

state or social support diminishes or disappears, people may actively seek out others.  

Lancaster (1992) notes that female-headed households in Managua, whose number 

increased during the periods of war and economic crisis of the 1970s - 1980s, were 

especially active in resource circulation through fictive kin networks.  However, even as 

new forms of support emerge, or already existing forms increase in importance, extended 

periods of political and structural violence ultimately undermine the social relations of 

communities.  In the most extreme cases, as documented by Uvin (1998) and Green 
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(1999), those relations may break down completely.  In Nicaragua, Calla observes that a 

paradox emerged in which kin-based social networks increased in importance even as 

they were eroded during the Sandinista years: 

Given the high male mortality rate caused by the war and the feminization of poverty 
at the local level, reliance on extended family networks became more and more 
important.  But due to the acuteness of the economic crisis, and because the state was 
shifting responsibility for managing survival to local communities, these networks 
started to disintegrate.  Violence became an index of this disintegration (1996:313). 

As a potential safety net to offset the diminishing services and support provided 

by the state and employment, family, fictive kin relations and neighbors could constitute 

a significant source of support, but they could also become another form of stress.  

Relations with the same individuals, moreover, could be supportive in some contexts, and 

destructive in others.  Describing reciprocal exchanges among his Managuan study 

participants during the 1980s as part of a “gift economy” entailing both material and 

emotional dimensions, Lancaster identified two key structuring principles: 1) one should 

not be stingy and withhold goods from someone else in need; and 2) one should not take 

advantage of the generosity of others (1992:56).  In everyday social relations, this moral 

code was enforced through gossip and the minimizing of further exchange relations with 

those known or suspected of having committed transgressions.  

Lancaster’s description of the gift economy aptly describes the primary form of 

inter-household social reciprocity in San Rafael in 2002-3, most strongly in its ideals and 

means of enforcement. Reciprocal exchanges in the form of food, medicines, clothing, 

temporary shelter, and so forth, occurred within the context of mundane everyday life, 

and as part of more elaborate rituals in conjunction with holidays and times of crisis.  As 
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in Managua, these exchanges were framed as acts of friendship or affection as opposed to 

barter, hence it would not be appropriate to “keep score” of who had given whom how 

much or how often.  Increasingly, however, these relations have become difficult to 

sustain.  In addition to accusing others of stinginess or of taking advantage, people 

frequently articulated discourses of self-defense, protesting that they could not help 

others when they did not even have enough for themselves.  A combination of defensive 

and offensive proclamations within a single discourse, such as that articulated by Doña 

Elisabeth in the fieldnote entry at the beginning of this chapter, was not uncommon 

among both my rural and urban acquaintances.    

In Chapters One and Two, I examined people’s assessments of whether they were 

better or worse off during the Somoza era, the revolutionary regime, or the current era of 

neoliberal, civilian democratic governance.  Perhaps among Sandinistas, at least, 

relationships during the revolutionary era were strengthened by a sense of solidarity in 

the name of a common cause.  Notably, a number of people recalled mutual assistance 

among relatives and neighbors as having been stronger in the past, as was the overall 

stability of the social order.  For all the hardships people vividly remembered 

experiencing during the war, especially the rationing, many also emphasized how they 

had helped each other.  Even neighbors with strained relations during the study period 

recounted tales of both open and clandestine exchanges of scarce commodities with one 

another in the past. Yet, just as Garfield has argued that structural adjustment policies 

have done more to undermine malaria control efforts in Nicaragua than the Contra war, 

so too have these “reforms” created a greater strain on local-level social networks.  With 
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the long term diminishment of material resources that could be shared, the emotional 

dimension of exchange relationships has been weakened as well.  In the next section, I 

examine how these relations were engaged in the context of health care seeking.

Social Relations and the Politics of Responsibility in the Context of Health Care Seeking

Doña Elisabeth described three of her grandsons as having just escaped death. Little 
Kevin and Aldo both have kidney infections according to the health center exams.  Aldo 
also has a cough.  The children were supposed to get a blood exam as well but the health 
center lab didn’t have the materials needed to draw blood from children, nor were there 
any treatments in stock.  “I don’t know what’s going on in this center.  Nearly all of the 
children suffer from this illness but there are no medications.  And the children are the 
most delicate, they’re the most ill and they can’t endure the way adults do.  They are left 
with only prescriptions because there is no money to buy.” Doña Elisabeth added that 
she paid for their injections because her son-in-law had no money. “And he is sick too, 
but he has no money to cure himself.  Ay, we are praying to God…the majority of the 
house is sick right now, and there’s no money to cure ourselves.  We are slaves with these 
illnesses...if only the more developed nations would at least offer discounted medications 
for Nicaragua…” 

- Fieldnote entry, July 2003

In her summaries of household members’ health statuses, Doña Elisabeth, as did 

Lena and others, alluded to multiple levels of responsibility for health care.  In the above 

fieldnote entry, she began by complaining about the lack of basic but vital exams and 

medications needed for a condition that was common in small children, who were not 

only a prioritized group culturally, but in national and international policymaking 

discourses as well.  She then shifted her focus to responsibility within her household.  As 

noted in Chapter Three, while people believed that their government had an obligation to 

provide affordable, accessible health care services, they did not absolve themselves or 

others of individual responsibility for health outcomes, even in cases of extreme poverty. 
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Here, Doña Elisabeth described her son-in-law’s inability to purchase the medications 

prescribed by the health center for his children, and his inability to treat his own illness.  

She then volunteered her own contribution as both a fellow household member and the 

children’s grandmother, but added that neither she nor others could pay for the health 

care needs of the remaining household members. Finally, she invoked two additional 

domains of responsibility, that of God, and “the more developed” nations.  

To what extent did people hold themselves, other relatives and neighbors, 

churches, the state, “developed” countries or God responsible for health outcomes?  How 

did they negotiate the issue of the limits to moral responsibility?  Just as Doña Elisabeth 

shifted the locus of responsibility within her discourse, so did others, often emphasizing 

particular domains depending on the illness, the individual afflicted, the current economic 

status of the household, and which person or people were the primary caregivers.  Of 

particular significance, the notion of health care as a collective responsibility was both 

implicitly and explicitly asserted consistently, yet recognition of the constraints placed on 

one’s individual agency was not always easy to elicit from others.  For this reason, much 

of people’s discourses on health care seeking included a subtext directed at moral identity 

management.  To this end, individuals cited evidence of personal efforts they had made to 

seek treatment or provide care, expressed worry or concern for the ill person, offered 

justifications for actions not pursued, and made reference to other agents who had failed 

to meet their responsibilities.

During interviews, when I asked what was done to treat illnesses, people tended 

to respond by identifying which individual had actually engaged in the health seeking 
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activity.  The exception to this was a number of men who would describe the health 

seeking activities in the first person, although follow-up questioning revealed that while 

the men may have provided the money for health expenses, it was actually their wives or 

compañeras who had sought and administered remedies. Although their decision-making 

capacity was limited in many respects, mothers, as noted earlier, were nevertheless held 

responsible for the health of their children and themselves. To a certain extent they were 

also expected to provide care for their husbands and possibly elder parents or in-laws, but 

these other adults were expected to care for themselves as well.  While a woman might 

encourage her husband to buy himself a remedy or seek care from a physician, she was 

not held responsible if he did not do so.

Although, as discussed above, tensions might arise in households where young 

women were dependent on male partners to cover illness expenditures, for the most part, 

precisely because women were viewed as the primary caregivers for children (and for the 

households in general), men tended to trust their judgment on whether, when and what 

type of treatment to seek. This was consistent with the Nicaraguan government’s census 

data, in which 34% of women reported that they decided on their own whether a child 

should see a physician, 48.7% decided in conjunction with their husbands or compañeros, 

and in only 10.5% of households was the husband the sole decision-maker (Instituto 

Nacional de Estadisticas y Censos y Ministerio de Salud 2002). 

Younger women might also receive assistance from their mothers, mothers-in-

law, or elder women neighbors in persuading their husbands or compañeros that a 

condition was serious enough to require a costly treatment regimen. It was generally at 
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this stage that a man’s moral identity could be at stake were he to refuse to provide 

permission and funds.  As noted in Chapter Three, it was often elders who determined 

that a child was in need of urgent medical attention, and then entreated the young parents 

to seek care immediately.  Elders frequently chastised young parents of both genders for 

not recognizing and/or taking appropriate action for markers of severity in a timely 

fashion. Over time, women gained further autonomy and confidence in their health care 

seeking decision-making, and by extension, in their negotiations with their domestic 

partners for health care expenditures.  This increase in personal and household decision-

making power over the course of the lifecycle was also consistent with national level 

census data (Instituto Nacional de Estadisticas y Censos y Ministerio de Salud 2002).

For illnesses perceived as serious, primary caregivers, possibly in conjunction 

with other social network members, indexed a shift in the “danger scale” continuum 

through their discourses, even if their actions appeared to have changed little. In such 

cases, when discussing their actions, or the lack thereof, people frequently included a 

“justification”, noting their limited agency due to constraints such as their economic 

resources, time, and the services offered in the public sector.  Early into the study, I 

wondered whether these discourses of responsibility stemmed from a concern for my 

opinion or that of my field assistant. Over time, however, I came to realize that people 

seemed to anticipate what their kin and neighbors in nearby households might be saying 

about them – at times they explicitly addressed admonishments they had received from 

others, while on other occasions study participants in other households gave me their 

assessments of other people’s health care seeking activities.  
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“Microdialogues” featuring the competing discourses of internal interlocutors 

were thus actively engaged during interviews.47,48  To demonstrate how the politics of 

responsibility and competing discourses on health seeking were engaged across 

households, I will first examine the individual experiences and social interactions of 

Doña Elisabeth, her daughter Susana, daughter-in-law Mariluz, and sister-in-law Julia.  I 

will then analyze how the interhousehold dynamics were negotiated in the health care 

seeking activities and decision-making for Doña Elisabeth’s and Doña Julia’s in-laws.

Case Study Two: Structural Violence, Weakened Exchange Relations and Moral Strife 

among Kin Networks

Doña Elisabeth: “I Do What I Can, but We are Suffering Here Too”

Doña Elisabeth was 38 and lived with her 51-year-old husband, and their three 

teenage children.  Daughter Arlen, age 17, had two sons, ages four months and two years, 

with her 22-year-old compañero, all of whom lived in the house as well.  The house was 

small and built from woodplanks which were showing their years, and had a dirt floor.  

The family was poor, but had enough land to raise subsistence crops, mainly beans, corn, 

and some vegetables, along with fruit that Doña Elisabeth’s husband sold in Managua. 

47 Bakhtin (1984) suggests that consciousness and thought are dialogical rather than monological processes.  
Ideas do not entirely emerge from the mind of one person, but through social exchanges.  Traces of the 
social origins of ideas emerge when people engage in “double-voiced discourses”, apparently addressing 
the words of another, although that other may not be present or acknowledged.  Moreover, when people 
speak, a “microdialogue” of competing voices expressing conflicting opinions may be discerned, indexing 
an ongoing internal conversation, a dialogue with an absent or internal interlocutor.  In so far as 
consciousness is developed through social interactions, and conversations with oneself are common, the 
self may thus be viewed as dialogical.  
48 These voices may have surfaced more so than might otherwise be the case because the study sample 
included multiple clusters of households containing members of the same family, and of course, people 
knew that I visited their relatives and in-laws regularly.
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This meant that they were a little better off than some other residents of their economic 

level in terms of food security.  The household generated very little cash, however, and 

most of it went to food, utilities and the younger teenagers’ high school expenses.  

All household members were afflicted with illnesses throughout the study, and as 

with most study participants, the youngest children were prioritized for health care 

seeking activities and expenditures. Even then, Doña Elisabeth fretted that her grandsons, 

who were frequently afflicted with respiratory ailments and parasites, were not receiving 

adequate treatments, since the health center services were limited, and the household did 

not possess sufficient funds to pay for medications and exams in the private sector on a 

regular basis.  The children’s mother Arlen suffered from nausea, headaches, a toothache 

and pains that Doña Elisabeth described as originating in the “womb”.  She also had a 

“pelota” (lump) in her breast since giving birth, but had not sought care for herself.  Doña 

Elisabeth’s son-in-law took an occasional pill for his asthma, but did not treat his other 

ailments since the little money he earned from buying and reselling fruit went to covering 

his immediate family, especially the children.  

Doña Elisabeth’s younger teenage son and daughter both had little energy and 

chronic stomach ailments and headaches.  Her son had to repeat his second year of high 

school, and Doña Elisabeth worried that both teens were going to be expelled because of 

their low grades.  Attributing their poor academic performance to their poor health, Doña 

Elisabeth suspected that both suffered from anemia and parasites, but she and her 

husband were unable to purchase anything other than mild analgesics.  Since the health 

center charged for exams for teenagers, and the visit would require them to miss school, 
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she did not take them there.  Doña Elisabeth’s husband experienced chronic stomach 

ailments, muscle aches, and like most household members, he had a skin fungus on his 

feet.  At various points over the course of the study, Doña Elisabeth speculated that his 

stomach troubles were due to parasites, stress over the family’s circumstances, a kidney 

infection, malnourishment, and/or alcohol consumption.  He took diclofenac for pain but 

did not seek treatment for the other ailments.  

Doña Elisabeth herself suffered from numerous health problems as well.  A 

couple of years earlier, when she was diagnosed with ovarian cysts, the health center 

auxiliary nurse Amanda had helped her to obtain a low-cost treatment through 

Profamilia.  Her last two follow up visits showed good results, but she began to 

experience symptoms again in late 2002. Since the health center had been lacking the lab 

materials to perform Pap smears for the past few months, Amanda offered to write her a 

referral so that she could return to Profamilia and have a test done for a discounted price 

of 80 cordobas.  Doña Elisabeth initially told me of her plans to visit the Profamilia 

clinic, describing her condition as potentially life-threatening, and her desire to avoid “el 

abandono”: “Many families give up, they say it’s better to die in their homes rather than 

search in vain for treatments they can’t pay for.”  Although she continued to experience 

symptoms over the next year, she did not end up seeking medical attention, citing the 

lack of finances and her inability to leave the house in the care of her inexperienced 

teenage offspring.  She further made reference to concerns about the exam itself, noting 

that many women were too modest or embarrassed to receive a gynecological exam, 

although she denied feeling such discomfort herself. 
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In addition to her reproductive health, Doña Elisabeth experienced chronic 

stomach pain and headaches, a skin infection, bouts of gripe, and episodes of nervios and 

susto, the latter two owing to a combination of ongoing worries about the well-being of 

her family, and traumatic events or conflicts emanating from social relations among her 

extended family, in-laws and neighbors.  Four of her six grandchildren experienced 

conditions believed to be life-threatening over the course of the study.  For the two 

grandchildren living under her roof, Doña Elisabeth paid for a few medications and lent 

money for their exams during the emergency episodes when her son-in-law lacked the 

financial resources.  She also fed her other grandchildren if they came over during 

lunchtime, which they frequently did since their own mothers were unable to adequately 

feed them.  At the same time, Doña Elisabeth regretted that she was unable to do more 

for them.  

Doña Elisabeth’s feelings of worry and guilt were not limited to her 

grandchildren; she also had concerns regarding elder kin.  Her father was experiencing a 

form of senility and disappeared for several days at one point, and her mother was also 

ill.  Doña Elisabeth’s parents lived in a rural neighborhood located about an hour away by 

foot, or a half-hour’s walk after a bus trip.  Since Doña Elisabeth herself suffered from 

poor health and a foot infection that made it difficult to walk, she was unable to visit her 

parents more than once a month.  She also felt shame when she did see them because she 

was unable to offer financial support, although her mother had told her she understood.  

Doña Elisabeth’s father-in-law, to be discussed in greater depth shortly, had grave health 

problems as well; he died just after I completed my data collection.  
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The inability of Doña Elisabeth and her husband to support her in-laws proved to 

be a great source of tension in their relations with her brother- and sister-in-law, who had 

to assume the entire financial burden themselves. As these tensions increased, Doña 

Elisabeth’s husband continued to visit his parents, and Doña Elisabeth periodically sent 

one of her kids over to help maintain ties, but she avoided going there herself. She even 

began to send messages to her mother-in-law through my field assistant and me, 

conveying her greetings and apologizing for not having visited recently owing to the 

health of herself and her household members. Her mother-in-law usually received the 

messages with courtesy, but indicated skepticism regarding the excuses.  

Susana and Mariluz: The Resourceful Daughter versus the “Neglectful” Daughter-in-

Law

Susana, Doña Elisabeth’s daughter, was 22-years-old and had three children, 

ranging in age from 7 months to five years.  She lived with them and her husband in a 

rustic wood dwelling at the opposite end of her parents’ land.  Her husband worked as an 

assistant on a fruit truck, traveling to different parts of the country for extended periods of 

time.  Susana’s baby daughter was “débil” (weak), frequently experiencing respiratory 

ailments diagnosed as pneumonia, and after receiving what appeared to be a misdiagnosis 

at the health center, Susana began to seek care for the child from a different health center 

physician who operated a private clinic.  Obtaining the services on credit, she also sought 

treatment from the physician for her sons and herself one time apiece during the study.  
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This care came at the sacrifice of the household’s food supply, however.  As Doña 

Elisabeth told me on one of my first visits: 

I don’t think Susana will tell you this, but her daughter was sick with pneumonia and 
she took her to a doctor who provided the treatment on credit.  She didn’t say 
anything to me, out of embarrassment, but she and the kids stopped eating because 
there was no money to buy food.  I only found out because the two older children 
came over here one day and told me that their mother wasn’t feeding them.  I fed 
them right away, and have tried to do what I can to help, but we don’t have any 
money either.  Susana doesn’t like to talk about her problems and won’t ask for help.  
I do what I can, but we are suffering here too.  If she doesn’t answer all your 
questions, or answer them well, her home is doing the same as ours.

As it happened, Susana did tell me about her health seeking activities and debt, 

although she did not mention the household food security or tensions arising between her 

husband and herself due to the private practitioner’s costs.  Susana further volunteered 

additional details pertaining to her mother’s health, however, frequently expressing 

concern about Doña Elisabeth’s well-being, and her own frustration at being unable to 

help her.  For the most part, Susana and Doña Elisabeth shared a close bond and 

emphasized their concern for one another and their dependents.  To the extent that they 

discussed potential acts of delay or inadequate health seeking activities in one another’s 

household, they did so in the context of providing justifications and defenses.

For many young women like Susana, the most significant source of social support 

came from their parents, especially their mothers. People expressed much sympathy for 

women whose mothers were no longer living, as well as for those whose mothers lived 

far away, not simply because of the emotional bond but because of the numerous forms 

of protection and support they provided. Women who had lost their mothers at young 

ages expressed much grief even several years later. Notably, when people asked me 
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about my own circumstances, a number of women considered me to be very fortunate 

both because I was not married, and because I still had my mother “to take care of me”.  

Ideally, and often in practice, a woman’s mother would care for her during the 

post-partum period and perhaps during times of illness.  If she experienced marital 

troubles, she could seek shelter at her mother’s house. For women who worked or had 

children from a prior union, it was most often their mother who cared for their children in 

their absence.  In fact, many young children who lived with their grandmothers called 

them “mama”,49 and a few grandmothers actually considered the young ones they cared 

for to be their children – to the point where they refused to relinquish custody if requested 

at a later point in time.50  Both mothers and mothers-in-law, as well as other older 

women, were also frequently consulted by younger women for illness diagnosis and 

health care seeking advice. Women usually felt most comfortable seeking advice from 

their mothers, however.  Although mothers did scold their daughters for their caregiving 

skills, they were more likely to defend them to others.  Mothers-in-law, in contrast, were 

more likely to publicly judge them.

Notably, the sympathies and protection Dona Elisabeth expressed for her daughter 

did not extend to her daughter-in-law. While mothers, especially young mothers, were 

viewed as bearing the primary responsibility for their children’s health, daughters-in-law 

were particularly vulnerable to the judgments of their husband’s kin.  Eighteen-year-old 

49 Some children also called their grandfathers “papa”, but this was more frequently the case if their father 
did not live with them.
50 Most young women I interviewed expressed gratitude towards their mothers and a couple of them further 
told me that they felt their mothers took better care of their children than they could, owing to the older 
women’s experience and patience – the grandmothers themselves overwhelmingly concurred with this 
viewpoint.
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daughter-in-law Mariluz lived with her two children, ages one and three, in a tiny plastic 

house located between Doña Elisabeth and Susana.  In late 2002, Mariluz’s 20-year-old 

compañero abruptly departed for Costa Rica, with the intention of saving money to build 

his family a proper home.  Mariluz and her children moved back in with her mother 

during that period, returning to her in-laws’ land to join her compañero there a few 

months later.  He had not enjoyed the success he anticipated in Costa Rica, and was now 

trying to support the household by buying and reselling fruit in Managua.  

Mariluz’s baby son had a rash covering most of his body, including his face, for 

several months, and was vulnerable to respiratory illnesses.  Already purchasing food on 

credit, Mariluz and her compañero were reluctant to go into further debt for health care. 

She took both of her children to their monthly “healthy child” appointments at the health 

center, but she did not believe that the injections received for her son there were 

appropriate.  She had more faith in her mother, who had told her the dosages prescribed 

by the doctor were too high.  Further, this was the same doctor that Susana believed had 

misdiagnosed her daughter’s pneumonia, reinforcing Mariluz’s concern over 

administering his treatment.  Upon the urging of Susana and Doña Elisabeth, who 

believed the child to be “at the point of death” with pneumonia, she took him to the 

private clinic that Susana attended, obtaining services on credit.  A month later, again at 

her in-laws’ urging, she and her husband took their son to a government hospital in 

Managua, where he was diagnosed with a blood infection. The hospital exams were free, 

but the couple had to purchase the medications at a private pharmacy, and they were only 

able to buy one medication at a time owing to the expense.  
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When the child developed a severe respiratory infection the following month, 

Mariluz went back to the private clinic, but did not return for the recommended follow up 

visit because she suspected the physician of overcharging for her services.  When the 

child developed “alergias”, with a new rash covering his body a month later, however, 

she again sought care from the private clinic.  The doctor told Mariluz to seek lab exams 

at the health center since they would be free.  She had been treated very rudely there

during the last couple of visits, however, when she was scolded by the staff for having 

lost her children’s vaccination cards and for her daughter being malnourished, so she did 

not feel comfortable taking her ailing son to the facility.  By the following month, the 

child had developed a severe respiratory infection. When my field assistant and I arrived 

for our visit one afternoon, he was laying pale and listless in a hammock after having 

exhausted himself with coughing fits.  Mariluz had tried to borrow an antibiotic cough 

syrup from Susana, who reluctantly obliged but did not want her own children’s 

medication to be fully consumed.  Susana also worried about being held liable if the boy 

were to experience a reaction or fail to be cured by a medication that had not been 

prescribed for him. Mariluz then asked her brother-in-law in Doña Elisabeth’s house for a 

couple of his anti-asthma pills.  Since the pills were inexpensive, she began to buy these 

for her son.  

By this point in their conversations with us, Doña Elisabeth and Susana had begun 

to accuse Mariluz of “abandoning” her children, explaining that even when she did seek 

care, it was only because they had begged her to do so.  They also expressed criticism 

when Mariluz decided to seek work as a domestic in Managua and leave her children in 
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the care of her mother. Mariluz felt that her mother actually provided better care than she 

could, but Doña Elisabeth and Susana disagreed.  Susana further reported that Mariluz 

had offered to help her obtain domestic work in Managua through her connections, but 

she declined because she did not want to leave her children while they were young. To 

us, without directly referencing her in-laws, Mariluz explained that the household was not 

surviving on her compañero’s earnings, and it was for this reason that she had to make 

the sacrifice of working.  Relations continued to weaken.  Tensions sometimes escalated 

into quarrels between Mariluz and Susana, and Doña Elisabeth told us that she was no 

longer able to regalar (gift) food to Mariluz and her children since she did not even have 

enough to feed her own household.  I suspected that by dividing her time between 

Managua and her mother’s home, Mariluz hoped to minimize her contact with them.

In her study of adolescent girls’ discourses on weight in the United States, Nichter 

(2000) found that engagement in “fat talk” served as a cultural cue for social validation: 

even if a girl was not actually trying to lose weight, she should at least acknowledge that 

she felt concern about it, and provide an apology or excuse for her inaction. In a similar 

manner, much of the discourses on health care seeking among my study participants 

called attention to the moral identity of caregivers, as they sought to demonstrate that 

they were indeed concerned for the well-being of the afflicted individual(s), and had done 

everything they could given the constraints they faced; or that they at least desired to help 

even if they could not.  As Doña Santos had said when explaining that she had not

recently sought treatment for her daughter’s anemia in Chapter Three, “I use la 

inteligencia. I haven’t abandoned her.” People frequently devoted a significant portion 
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of interviews to such discourses, discussing not only the ailments afflicting their own 

household members, but those of neighbors and kin whom I also visited.  Sometimes they 

would tell me how they had offered their support by providing some food, sharing a 

medication, or watching a child while health care seeking activities were pursued for 

others.  Or they would express their sympathies, and provide their own explanatory 

models to index their familiarity, and hence, emotional involvement, with the individual’s 

circumstances.

When speaking about the health care seeking activities of others, people 

frequently offered justifications for potentially limited actions if they were on good terms 

with the party in question.  For example, a mother might “defend” her daughter’s health 

care seeking activities for a grandchild.  Most mothers and daughters, as previously 

noted, were very close, and one of the ways they supported each other was through moral 

identity management.  On the other hand, women discussing their daughters-in-law often 

included judgmental commentaries, as Doña Elisabeth did when she contrasted the care 

of her grandchildren provided by her daughter Susana with her daughter-in-law Mariluz.  

Both young women were very poor, and their children were frequently ill, but, as noted 

above, Doña Elisabeth suggested that Mariluz was neglectful: 

The problem is that Mariluz has abandoned this child.  I don’t want to speak badly 
about other people, but she does nothing for this boy. In the center they do nothing if 
you take a child there…but even if she and her husband don’t have money, they need 
to do what they can to treat their children.  She could at least try remedios caseros
(homemade remedies). 

Notably, Doña Elisabeth also implicated both the government’s health services 

and her own son in her criticism, yet she ultimately allocated the lion’s share of the 
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responsibility for children to the mother. Shifting to her daughter, Doña Elisabeth noted 

that Susana’s children were also frequently ill, but unlike Mariluz, “She cures them.  She 

is often in debt because of health treatment costs, but at least she maintains her family 

because she does seek treatment.”  Mariluz was especially vulnerable to accusations 

about her caregiving because she and her compañero lived in a small plastic tarp dwelling 

located in between the homes of Doña Elisabeth and Susana. When she briefly entrusted 

her children to her mother’s care in order to work as a live-in domestic in Managua, the 

accusation that she had “abandoned” them was again levied, with even greater 

conviction.  Even as people criticized others, however, they frequently seemed to be 

aware of the ways that they themselves might be vulnerable to criticism.  In this respect, 

Doña Elisabeth qualified nearly every treatment (or lack thereof) she herself administered 

for her husband, children and herself with a description of their limited economic 

resources, and the lapsed responsibility of the state and “developed” countries to provide 

health care services, as well as her faith in God to help her family and others in her 

community.  Nevertheless, these microdialogues appeared to do little to silence her 

internal interlocutors and assuage her guilt. 

Doña Julia: “Husbands and Children Only Bring Problems”

Doña Julia, age 40, lived with her 44-year-old husband Marvin, 72-year-old 

mother Leonor, and 28-year-old brother.  Don Marvin was the younger brother of Doña 

Elisabeth’s husband Alfonso.  In addition to operating a small but busy venta (store) out 

of their cinderblock home’s front room, Doña Julia worked part-time in Managua, and 
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Don Alfonso raised cash crops on his father’s land.  With greater income earnings and 

only two children, both of whom were already grown and living elsewhere, the couple 

was relatively better off than Doña Elisabeth and her husband, as well as their other 

respective siblings.  Yet for this very reason, their economic – and moral - obligations to 

extended kin were considerably greater.  Doña Julia’s greatest source of anguish 

stemmed from her children and grandchildren.  

The first time I met Doña Julia, in November, she was on the front porch with her 

mother, in tears because her four-year-old “daughter” – I later learned it was actually her 

granddaughter – had been “abducted”.  The “kidnapper” was the child’s birth mother, and 

although she had previously agreed to let Doña Julia and her husband adopt Barbara, she 

now had a change of heart.  Doña Julia spent the next few months in anguish as she tried 

to locate Barbara’s whereabouts, and sufficiently restore relations with her estranged son 

in order to persuade him and his compañera to “lend” her the child again.  

In March, Doña Julia’s persistence proved successful, but her worries continued.  

Little Barbara was well-fed but constantly afflicted with kidney and respiratory 

infections.  Doña Julia regularly took the child to her “healthy child” appointments at the 

health center, and filled all prescriptions at private pharmacies, often sacrificing her own 

health needs to do so.  There was also the issue of Barbara’s father.  Omar had children 

with three different women, and Barbara was the only grandchild that Doña Julia was 

able to see.  To help maintain good relations and minimize the likelihood of Barbara’s 

departure in the future, Don Marvin hired Omar to work for him.  The young man had a 

drinking problem, however, and was arrested in August after getting into a fight while 
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drunk.  It was not the first time such an event had occurred, and Doña Julia had 

previously warned her son not to count on her to pay his bail and other fees.  Now she felt 

obligated to make good on the threat so that he would learn his lesson: “He’s 25 years old 

and needs to act like a man.  If he’s in jail, that’s a matter for him and his compañera. I’m 

not going to get involved.”  Recalling a sister who had sold all of her possessions to get 

her son out of jail, she explained that she had to set limits.  The next day, however, Doña 

Julia negotiated his release with the police by making a 500 cordoba (US $33) down 

payment on his 1500 cordoba bail, because she could not bear to think of his suffering in 

prison.

Relations between mothers and sons, as between mothers and daughters, were 

strong for many, but they were often characterized by tensions once males became 

adolescents and adults. Notably, in some of the households in which a male partner was 

either absent altogether or his contributions were limited, a male son increased his own 

share of responsibility for the well-being of the family. Sons as young as ten, such as 

Lena’s, sought income through sales or agricultural labor and handed their earnings over

to their mothers.  Sons also helped with domestic work such as cleaning and cooking, as 

well as the supervision of their younger siblings while their mothers worked outside the 

home.  For older women, many adult sons continued to contribute economic assistance.  

Owing to the same problems of destructive forms of masculinity that resulted in marital 

tensions, however, some adolescent and adult sons were instead a source of great worry 

for mothers.  In this respect, many women expressed concern about their sons’ health, the 

neglect of their grandchildren due to their sons’ behaviors, and in some cases, anguish 
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because their sons were in jail or their whereabouts were unknown. Distress over sons 

was also attributed to women’s own health problems, mainly in the form of susto or 

nervios.

In her study of Mayan widows in Guatemala, Green observed that susto and 

nervios constituted a “language of the body” which was not entirely conscious or 

voluntary, but which articulated a powerful political critique that women otherwise 

repressed because it was too dangerous to speak of: “One of the ways in which women 

express their suffering is through illness; their hungry, painful bodies bear witness to their 

harsh lives…through their bodies they also chronicle the social, cultural, and political 

transgressions that have been perpetrated against them” (1999:112).  Some of these 

women met regularly in the context of a Bible study group, where they communicated 

through this culturally intelligible idiom of distress (Nichter 1981) to discuss the social 

and political origins of their suffering.  In voicing and affirming one another’s etiological 

explanations as a group, these testimonials took on a collective dimension, connecting the 

individual bodies to the social body and body politic.  

In San Rafael in the year 2003, people could and did speak freely about many of 

the political and social injustices they had suffered.  Yet, not unlike the Mayan widows, 

their etiological explanations for nervios and susto were often part of a larger moral 

discourse on circumstances that were beyond their control, entailing political, social and 

economic dimensions of suffering. The symptoms were manifest in individual bodies but 

collective in origin, hence they could not be easily remedied through biomedical or other 

personalized treatments.  From this perspective, when women attributed their susto and 
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nervios to worries about their sons or other loved ones, or, as in the case of Susana 

earlier, to arguments with their husbands, their suffering was not simply the result of an 

isolated event or that one particular social relationship.  Rather, it was bound up in their 

ongoing experiences of structural violence, including struggles to survive in conditions of 

extreme poverty, increased difficulty in maintaining and depending on local forms of 

reciprocity and assistance, and the distress of being unable to engage in meaningful, 

effective actions for oneself or others, yet feeling responsible for the outcomes 

nevertheless, as well as the distress of being let down by others who had failed to fulfill 

their own obligations, whether or not they were fully able to do so.

During the first few visits with Doña Julia, she only reported suffering from 

symptoms diagnosed as pancreatitis, for which she alternated between a private 

physician and the naturista (a licensed herbalist) when the condition flared up every 

couple of months.  Around the time that her son went to jail, she disclosed that for the 

past three or four years, she had also experienced recurrent episodes of nervios. She 

attributed the onset of the ailment to the trauma she underwent when a daughter-in-law 

ingested poison (a common form of suicide in Nicaragua), and Doña Julia was “unable to 

do anything.”  Now her nervios occurred whenever she thought about her problems, 

especially those involving her offspring.  

Shortly after Omar was released from jail, he arranged to meet his mother at a 

designated place to repay her the bail money, but never showed up.  Two weeks later, he 

came to her house, drunk, and without the money.  Bursting into tears, Doña Julia spoke 

of his betrayal in terms not unsimilar to Lena’s description of her children’s 
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desconfianza: “What I resent the most is being lied to.  Both of my sons are 

malagradecido (ungrateful), se ponen odioso (they act hateful) with me.  They only come 

to see me when they need something.  It’s not right that I should end up with my son’s 

debt.”  Compounding Doña Julia’s frustrations, Barbara’s birth mother, now separated 

from Omar since he had became involved with yet another woman, was threatening to 

take the child back to Managua to live with her.  “Vivo cansada (I’m always tired)51

Doña Julia sighed, “Don’t get married, Laura. Husbands and children only bring 

problems. Sons are headaches.”  Her mother Leonor concurred, noting the shame that 

accompanied the worry over irresponsible sons: “Las madres sufrimos porque sentimos 

pena por nuestros hijos. We mothers suffer because we feel embarrassment for our sons.”

In addition to the challenges Doña Julia faced as she attempted to negotiate the 

social and economic dimensions of her relations with her sons, she bore the brunt of the 

caregiving responsibilities for her mother, who suffered from diabetes and hypertension, 

and Doña Julia and her husband also provided the majority of the funds to cover the 

health expenses of Don Marvin’s parents.  As a result, they were the ones who made the 

majority of health seeking decisions on the elders’ behalf.  During the study period, it 

was Doña Julia who organized transportation and took her in-laws to seek care.  It was 

also Doña Julia and Don Marvin who were held primarily responsible for the health of 

Don Marvin’s parents, and who were vulnerable to accusations of having competing 

51 The verb vivir literally means “to live”.  When people use it to describe an emotional or health status, it 
signifies that the mode of being is not simply chronic but one that characterizes their life, their very 
existence.  
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interests, Don Marvin’s anticipated inheritance in particular, if they did not make the 

most “appropriate” decision.  

Although no one explicitly articulated it, discourses on the couple appeared to 

contain an undercurrent of envy surrounding their relatively larger margin of economic 

security, compared with their kin and neighbors.  In this respect, the venta clientele 

provided yet another source of tension as Doña Julia had to enforce limits on the amount 

of credit she extended, collect payments past due, and argue with customers who tried to 

cheat her.  It was not uncommon for our visits to be interrupted by such interactions.

“Our Husbands are Brothers, but We are Estranged”

In numerous ways, Doña Julia and Doña Elisabeth shared much in common.  

Both used the idiom of nervios to express the suffering they experienced due to economic 

and emotional hardships in their lives.  Both felt moral obligations to provide support, 

whether in the form of financial assistance, food, caregiving, or other acts that conveyed 

concern, to children, grandchildren, elder parents and in-laws.  Both also felt frustration 

over the limits to which they were able to fulfill these obligations.  Instead of forging a 

bond of solidarity through their common experiences of suffering, however, the two 

women were not on speaking terms.  Months passed before either directly broached the 

subject of their estranged relations with me, but I received my first clue in August, when I 

visited both the same day.  

Even by Nicaraguan standards, both women were exceptionally gracious 

hostesses, and my field assistant and I had learned to visit them on different days because 
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each made it a point to feed us a lunch so big we had trouble finishing our meals.  Upon 

our arrival at Doña Julia’s house, well past the lunch hour, she asked whether we had 

already eaten.  I assured her that we had, explaining that Doña Elisabeth had regalado

lunch to us and we were quite full. No sooner had I uttered these words then Doña Julia 

went into the kitchen to prepare us each a cup of hot flavored milk, along with three large 

pastries, insisting that we eat it all.  Somewhat confused by the interaction, I tried to pay 

her compliment by telling her that she and her sister-in-law were both very generous in 

feeding me whenever I visited them.  Pausing a moment, Doña Julia replied, “Our 

husbands are brothers, but we are alejado (estranged) and do not speak to each other.” 

Doña Julia attributed their strained relations to their husbands’ land inheritance, 

which the parents had already begun to allocate.  Doña Julia and Don Marvin had paid 

for all the legal expenses so far to take care of the property division and land titling 

process, spending 3800 cordobas (over US$250) to date.  All of the siblings were 

supposed to contribute their share, but they did not; Don Alfonso and Doña Elisabeth 

simply ‘agarraban’ (reaped) the benefits afterwards.  Moreover, only Don Marvin 

provided financial support to his parents when they were sick.  Don Alfonso, in turn, 

neglected them: 

Marvin is the most dedicated son among his siblings and yet he is also the most 
maltratado (mistreated).  We used to live on the portion of land that corresponded to 
Marvin, in a nicer house than we they have now, but I no longer wanted to live 
among all my in-laws, so I made the sacrifice and bought this tiny piece of land to put 
my house on.  The yard is tiny, but there are others who have even less, no? 

From Doña Julia’s perspective, her husband was the good son, and she and he 

were fulfilling their familial obligations, while her brother- and sister-in-law were 
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willfully remiss in theirs, yet unhesitant to share in the rewards.  For her part, Doña 

Elisabeth never spoke directly about her sister-in-law, but her numerous discourses on the 

guilt she felt over not being able to assist her parents, and the excuses she made for not 

visiting her in-laws, in certain respects seemed to be her response to these accusations. 

Her daughter Susana, however, was more vocal in providing a different version of the 

conflict on her mother’s behalf, and the accusations of greed levied against Doña Julia 

and Don Marvin were part of the competing discourses on the politics of responsibility 

across households.  

Living and Dying at the Margins of Inter-Household Resource Allocation: Structural 

Violence to Elders

Moral identity figured prominently with respect to caregiving for both children 

and elders.  As noted in Chapter Four, both of these groups were viewed as more 

vulnerable to illness in general, and children were further understood to have a lower 

threshold of tolerance for pain and other illness symptoms.  Children were 

unquestionably a high priority group.  Parents were expected to make whatever sacrifices 

necessary to save them.  The vast majority of instances in which households went into 

debt for health treatments involved children with ailments perceived as serious or life-

threatening.  One couple even managed to borrow the equivalent of a year’s worth of 

income from a better off relative to attempt a costly treatment for their 18-month-old son 

whose illness prognosis was deemed poor by the hospital physicians.  Despite the heroic 

measures taken, the child died. In my own conversations with the mother during the 
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initial stages of health care seeking, she herself emphasized her personal responsibility

for the child’s illness management.  When I later visited to express my condolences, it 

was not until I awkwardly attempted to comfort her by saying that she had done 

everything she could, that she lost her composure and burst into tears.  Yet no one among 

her family, neighbors or health staff even hinted that she or her husband might have been 

responsible; in fact, some quietly wondered amongst themselves whether so much money 

should have spent on a child whose survival chances were so slim.  The general 

consensus was that the parents had acted appropriately, for it was better to do too much 

than not enough.  

Resource allocations for elders was more complex. On the one hand, elders were 

revered both by their kin and other community members.  However, they also tended to 

be afflicted with multiple chronic illnesses requiring costly medications that might 

alleviate symptoms, but would not actually cure them.  Adult offspring often had children 

and perhaps grandchildren to support, as well as their own varied needs, hence limited 

resources were available for elder care.  Resource allocations for the health care of elders 

were thus frequently inconsistent.  Middle-aged women who were the primary caregivers 

for children and/or grandchildren often received a greater share of funds, but medication 

purchases for elders were reduced or delayed if they were not currently manifesting 

strong symptoms, if a condition was understood to be incurable, and/or if other family 

members had major health or other economic needs.

At the same time, people did not want to neglect their aging parents, nor become 

the subject of gossip for being perceived as doing so.  Some people regularly paid for at 
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least a portion of their parents’ treatment regimens, while others contributed during times 

of crisis.  Female study participants often emphasized that although they lacked the 

financial means to support their parents, they provided caregiving assistance and their 

parents had told them they understood this was the form of support they could offer.  

Elders themselves never directly complained about the limited support they received 

during interviews, nor did they compare the levels or forms of support they received from 

different children. They often downplayed their symptoms, in fact, or explained that there 

were other household members whose health needs were of greater concern.  A couple of 

elders did express a general concern about their ability to purchase medications within 

earshot of adult children, but, in general they emphasized their gratitude for whatever 

support they received.  The final case study below explores how the social relations of 

health care seeking for Doña Elisabeth’s and Doña Julia’s in-laws were bound up in 

issues revolving around the politics of responsibility and economic constraints across 

multiple households of adult offspring.

Case Study Three: Lives That Cannot be Saved, Wounds That Cannot be Healed: The 

Politics of Responsibility for Elder Care

Eighty-eight-year-old Doña Maria and her husband, 78-year-old Don Joaquín, 

lived with a single adult daughter, and a married one who had three children, ages 3, 4 

and 13.  The married daughter and her husband worked in Managua, returning to San 

Rafael on Sundays.  All three of Doña Maria’s grandchildren were frequently ill, and 

health seeking activities sometimes had to be delayed until their mother, who worked as a 
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domestic, could obtain permission from her patrones for time off to take them to the 

health center. Doña Maria herself suffered from a chronic cough and diabetes.  She 

developed a foot infection shortly before I first met her in November 2002, describing it 

as a wound incurred through an accident.  Doña Maria and other family members tended 

to downplay her ailments, however, owing to her husband’s condition.  She generally 

treated herself with herbal remedies, either self-applied or administered by a local healer 

who charged a nominal fee for her services.  The foot infection never healed, and she 

found it difficult to walk long distances.  As a result of her foot, the lack of funds to pay 

for care, and her fear of leaving her sick husband alone, she did not seek care for herself 

from the local health center during the study period.  

Don Joaquín, in contrast, was viewed as the most débil (weak, vulnerable)

household member, owing to his age and his many ailments, which included a heart 

problem, stomach ailments, severely swollen feet, and asthma.  Although he was ten 

years younger than his wife, his frail demeanor and weak voice made him appear to be 

ten years older.  He spent most of his time either seated in the rocking chair on the front 

porch – the only chair the household possessed – or in bed.  Doña Maria and Don Joaquín 

were supported in varying degrees by their adult children.  Their live-in married daughter 

and son-in-law paid for the utilities and food.  Doña Maria told me that “her children” 

paid for their health care expenses, but it gradually became evident that her son Marvin 

and his wife Julia were the primary providers.  Over the course of the study, the health 

care seeking activities and purchases made on Don Joaquín’s behalf varied.  Most of the 
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time, Don Marvin and Doña Julia provided the funds to fill at least some of his 

prescriptions. 

In March and April, Doña Julia took Don Joaquín and Doña Maria to the 

naturista (the licensed herbal practitioner) from whom she sought treatment for her own 

case of pancreatitis.  The naturista told them that the medications Don Joaquín had been 

prescribed by the health center physician were too “hot” for him, so Don Joaquín 

discontinued their usage while under his care.  By May, however, Doña Julia and Don 

Marvin could no longer afford the taxi transport for the elders and the consult expenses of 

the naturista, so they returned to providing funds for partial dosages of the medications 

previously prescribed for Don Joaquín by the health center.  

Don Joaquín’s condition worsened over the next few months.  The family had 

decided to prioritize his heart medication and the anti-inflammatory pills for his feet, but, 

according to Doña Maria, they could not purchase his bronchodilator or other asthma 

medication. When a visiting church brigade arrived in August, Doña Maria went and 

obtained an antibiotic cream for her foot, but decided to administer the syrup she received 

for her cough to her husband instead.  By September, Don Joaquín was completely 

bedridden, and all of his children, including those who lived outside of San Rafael, were 

visiting with frequency.  The last day I visited, Doña Maria invited me in to see her 

husband.  Accompanied by sons Marvin and Doña Elisabeth’s husband Alfonso, the latter 

of whom was inebriated, Don Joaquín was propped up by pillows in a twin-size bed, 

pallid and unable to speak, with tears running down his face.  His gaze unfocused, he 

appeared to be lifeless except for the rise and fall of his chest. It was unclear whether he 
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even registered our presence.  Doña Maria said he no longer wanted to eat; he would only 

ingest a couple of spoonfuls of suero (rehydration fluid) or juice at a time.  The local 

priest had already paid a visit to the house to receive the last confession, and relatives 

arrived daily to pay their final respects.  

According to Doña Elisabeth and Susana, a healer but no doctor had attended to 

Don Joaquín at home.  Susana told me that her uncle Marvin had offered to pay for the 

funeral but not additional medical expenses, on the grounds that his father was dying and 

should not suffer anymore.  She recalled, however, that Don Joaquín had been gravely ill 

last year and recovered. Based on his symptoms, she thought he had the same respiratory 

illness currently afflicting her children, and that he could therefore be treated.  Don 

Joaquín’s younger brother, however, had also offered to pay for the coffin, and Susana 

was upset that multiple people were already preparing for death rather than praying for 

his recovery. She believed that “others” would talk afterwards about the family having 

been “in a hurry” for him to die, and she suspected her uncle Marvin of wanting his

inheritance. He had previously complained about the share of land he was to receive, 

whereupon Don Joaquín had invited him to redivide it as he saw fair.  As a result, Don 

Marvin ended up with a disproportionately larger share than his siblings.  Don Marvin 

also promised his father that he would care for Doña Maria, but Susana was skeptical.  

She wanted her other aunts and uncles to take a more active role in deciding her 

grandfather’s fate, but Doña Elisabeth told her not to involve herself in family disputes.  

Doña Elisabeth was more guarded in her assessment of her brother-in-law’s role.  

Her husband Alfonso was anguished over his father’s condition, she told me, spending 
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most of his time by the elder’s bedside, and drinking heavily.  Since Don Marvin and 

Doña Julia were covering the majority of Don Joaquín’s health care expenses and had 

been doing so for quite some time, Doña Elisabeth and Don Alfonso were themselves 

already under the judgmental gaze of others due to their lack of financial contributions. 

That Don Alfonso was the oldest son, moreover, meant that his share of the responsibility 

should have been greater than Don Marvin’s.  Lacking the financial means to help pay for 

further treatment options, his ability to demand that his father nevertheless receive them 

was substantially limited. 

At her home later that afternoon, Doña Julia reported that her cousin (whose 

healing credentials were not specified) was visiting Don Joaquín every 15 days to treat 

him, only charging for her transportation and medications.  She added that the funeral 

expenses would be high. Don Marvin, in turn, told us that treatment decisions were being 

negotiated among his siblings, which was difficult because not all of them lived in San 

Rafael.  There were also disagreements among them regarding how to proceed, and he 

said he understood how his siblings felt – I got the impression that he anticipated my 

having heard of these disagreements already.  He himself blamed an injection recently 

administered by a health center physician for Don Joaquín’s dramatically weakened state. 

Four days after our visit, Don Joaquin died.  

As the above case study illustrates, social relations within kin networks were 

especially vulnerable to fissures when elders were near death.  At such times, neighbors 

and other kin might speculate as to whether people were truly doing everything possible 
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to save the elder’s life, or whether they were perhaps trying to hasten the death for the 

sake of an inheritance. In their discourses, adult children emphasized everything they had 

done on behalf of elders in their care, sometimes including a justification for not seeking 

medical attention because they understood the condition to be untreatable, or that the 

elder was in so much discomfort and pain due to age and varied ailments that it was more 

humane to let the person die. To make such sacrifices for someone potentially nearing the 

end of a natural lifespan, whose condition might not improve anyway, and risk 

compromising the security of other household members in the process, was not 

necessarily a feasible option. Such explanations were not always readily accepted by 

others, however, especially if those providing the caregiving and financial assistance 

were perceived as having a vested interest in a potential inheritance.  

It is important to emphasize that as these social relations played out during the 

study, individual accounts provided to my field assistant and me were filled with emotion 

by all parties involved.  It is not a matter of who was “right” or the “most justified”.  

Those who lacked the material resources to fulfill the ideal familial obligations were 

wracked with guilt, while those who were better off felt resentful of having to bear a 

disproportionate share of the burden.  As accusations and competing accounts of which 

contributions – economic, emotional, or other - should count, and for how much, were 

generated, what came through the most clearly was the frustration that everyone felt.  

Ultimately, no one was able to meet all caregiving and other inter-household obligations 

to everyone else’s satisfaction, or, significantly, to their own.  Everyone was thus filled 

with internal angst and doubt.
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Conclusion

In this chapter, I have examined how the social relations of health care seeking 

were negotiated within the broader context of intra- and inter-household interactions.  

Within households, economic constraints contributed to tensions between desires to pool 

resources together on the one hand, and individuals’ strategies to maintain autonomy over 

at least a portion of their personal earnings on the other.  With multiple expenses and 

multiple individuals afflicted with illnesses at the same time, health seeking allocations 

were based on household membership status, especially kinship, gender and generation. 

Younger mothers not only tended to receive fewer resource allocations for their ailments, 

but were also held primarily responsible for the well-being of their offspring, even if their 

actual health seeking decision-making capacity was limited by their inexperience, 

dependency on others for economic support, and their lower status within households as 

wives, daughters and/or daughters-in-law.  A woman’s parents, in-laws and older 

neighbors could be potential sources of support as advocates, urging her husband to 

approve her seeking a costly form of treatment for their children or herself, or they might 

instead be the ones to pass judgment on her for “abandoning” her children through a 

perceived lack of effort on their behalf.  

The social relations of health care seeking were further exacerbated as conditions 

of poverty have undermined people’s ability to fulfill cultural ideals pertaining to social 

support, especially with respect to exchange relations and health care responsibilities 

across extended households of kin.  Social support was strongest between mothers and 

children, and young women frequently relied on their mothers to assist with caregiving, 
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and to provide them with temporary or long term shelter following the birth of a child or 

the separation from a spouse.  While many women were also able to rely on their 

husbands or compañeros for financial and social support, high rates of unemployment 

and underemployment, along with other stresses related to economic and political 

instability, have contributed correspondingly to high rates of alcohol consumption and 

domestic conflict.  Single mothers, however, were stigmatized and faced a formidable 

challenge in supporting themselves and their children in a safe environment unless their 

own parents were able to provide them with shelter and other assistance, or they found a 

new partner.  

As a potential safety net to offset the diminishing services and support provided 

by the state and paid employment, social networks could constitute a significant source of 

support, but they could also become an additional form of stress.  Among extended 

family, conflicts over land inheritance and collective responsibility for elder care were 

common, as were tensions due to envy of those who appeared to be better off, and 

resentment that was directed both at those who made demands for resources that one was 

unable to share, and those who appeared to possess the needed resources but who refused 

requests for assistance.  In their discourses, people identified multiple levels of 

responsibility for health care, ranging from individuals to the state, foreign nations, and 

God.  In the social relations of everyday life, however, individuals were often the most 

visible, and hence, the most vulnerable to being held liable, both in the eyes of 

themselves and others. Limited capacity to live up to the expectations they and others had 

of themselves, and for others to do likewise, resulted in personal guilt and social conflict.
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But what of the other stakeholders in health?  In Chapters One and Two, I noted 

that a number of scholars have directed their gaze to civil society as a potential source of 

social change to make up for the downsizing of the state due to neoliberal structural 

adjustment policies.  In the next and final chapter, I will revisit this issue as I consider 

how the politics of responsibility for health care were engaged at the level of community 

and the social institutions of the state and civil society. 
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CHAPTER SEVEN

“WE HAVE TO WORK TOGETHER”: 
COMMUNITY PARTICIPATION IN A NEOLIBERAL CONTEXT

The health centers exist to support the population, but here they have been liquidated.  
There are no medications.  Before, treatment arrived, but no longer.  The children go to 
the center and return with the same problem.  Before, children had low fevers, but now 
they are high because of the lack of treatments available.  And the same thing occurs with 
my parents.  Now there is no treatment for anyone. We need foreign aid to arrive at the 
health center, and be distributed to the population.

- Doña Elisabeth, August 2003

Introduction

Doña Elisabeth’s declaration of the health center’s purpose – to support the 

population – was in one respect a moral discourse.  That even children and elders, widely 

viewed as the most vulnerable segments of the population, could not receive the 

treatment they needed, seemed incomprehensible to her.  Yet her statement was also 

grounded in law, since the Nicaraguan constitution requires the state to provide health 

services for the population.  Doña Elisabeth’s description of the health services as having 

been liquidated is particularly striking in that it resonates with Loker’s (1999) argument 

that the contemporary governments of Nicaragua and other Central American nations 

have been reduced to “hollow states.” As I noted in Chapter Two, while these nation-

states continue to be held accountable for policy implementation, and the outcomes of 

those policies, the policies themselves have have been increasingly determined by IMF, 

the World Bank, and other transnational bodies. Hence, owing to the transnationalized 

state apparatus and its neoliberal structural adjustment policies, the services provided by 
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the Nicaraguan nation-state have diminished, as has the autonomy of its officials to 

determine national policy.  The hollow state now has a hollow public health care system.  

Notably, despite her many grievances with the health center, Doña Elisabeth did 

not suggest that her community needed a new clinic provided by a church or NGO, nor 

did she advocate expanded insurance coverage of the population.  Instead, she called for 

international agencies to work through the already existing government health 

infrastructure.  Given the corruption that she and most other residents of San Rafael, 

regardless of personal political affiliation, viewed as rampant in their government, why 

did she want international agencies to work within the public sector, rather than 

concentrate their efforts in the institutions of civil society?

Like many, Doña Elisabeth could still recall a time when the health care services 

provided by the government were more accessible, effective, and dependable.  She was 

not seeking something new, but rather, the restoration of what had been lost.  Moreover, 

she, like others, had not been able to receive adequate care from the alternative options 

available in civil society.  In the first part of this dissertation, I argued that health care 

services have worsened due to the downsizing of the state in accordance with neoliberal 

structural adjustment policies.  I also showed that lay people and health practitioners alike 

shared this view.  Health seekers and practitioners have deployed considerable creativity, 

using la inteligencia, to work around the economic and other constraints they have faced 

in both the public sector and their personal circumstances.  While people spoke of being 

unable to treat themselves or their loved ones, in practice they went to great lengths, 

especially for ailments viewed as life-threatening, to seek care.  In short, they were 
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neither fatalistic nor passive. In addition to the actions pursued for specific illness 

episodes, a number of local residents and practitioners have attempted to improve the 

range and quality of health services available for the wider community.  In this chapter, I 

will focus on these activities, and the challenges those participating in them have 

encountered. 

Why was it difficult for people to participate in collective forms of organization 

for health care, something that everyone needed?  Part of the answer lies in the extreme 

conditions of poverty, which positioned an ethos of cooperation and community 

participation, vestiges of Sandinista socialist thinking, at odds with the day-to-day 

survival needs specific to individuals and/or families.  As examined in the previous 

chapter, the limited resources available to meet these needs, has fomented competition 

and mistrust, both within and across households.  Although NGOs and church-based 

organizations were present in San Rafael, they were not able to fill the gap left by the 

downsizing of state services.  Much of that gap, in fact, was being filled by the 

practitioners operating in both the public and private sectors, but even then, they 

functioned mainly as a safety valve for emergency cases.  As noted in Chapter Three, 

local level responses such as those exercised by practitioners in San Rafael have not even 

been mentioned in national or international policy evaluations and plans.  Instead, policy 

plans have primarily focused on downsizing the public health sector through the 

formation of partnerships between the state and private enterprises to provide insurance 

coverage.  To date, workers’ insurance covers only about 6.6% of the population (World 
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Bank 2005b), and does not cover those who work in the informal sector – i.e., the 

majority of the labor force.

There has been, in short, a disconnect between policymakers and the populace, 

with respect to how policies have impacted local communities, and how people have 

responded to them.  The disconnect also exists in the identification of current and future 

needs.  Whereas policy plans envision a continued downsizing of the state services, so 

that “only the very poor will need to continue to rely on free public services” (USAID 

2003:14-15), lay people and health practitioners of San Rafael overwhelmingly argued 

that these services should not only be improved, but expanded.  In two of the three study 

neighborhoods, in fact, local community leaders were trying to solicit a new government 

health center to be built there.  Yet divisions also existed between lay people and the 

health center staff over how to proceed with making demands for improvements to local 

level services.  Why were they divided when they largely concurred in their assessment 

of what was needed? 

To answer this question, it is necessary to take a close look at the social relations 

of health care services and tensions between practitioners and lay people, and between 

practitioners and their employer – the Nicaraguan nation-state.  I begin this chapter with a 

general description of the community setting and an overview of local level social 

relations, identifying historical and contemporary social forces that have contributed to 

rising tensions. I then proceed to a consideration of how these relations have affected the 

potential for grassroots organization as well as the participation of churches and NGOs in 

the arena of health care.  In the second part, I move to an analysis of the relationship 
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between civil society and the state by examining the social relations of the government 

health staff within the health center and the wider community.  

The community represents the nexus where the macro- and micro-level forms of 

social organization intersect.  Throughout this dissertation, I have argued that health care 

seeking needs to be addressed as a social rather than an individual issue.  As the 

Nicaraguan nation-state has downsized the public health care sector, in accordance with 

the global hegemonic shift to a neoliberal political economic paradigm, public policy 

officials and scholars alike have increasingly directed their gaze to the potential for the 

institutions of civil society to develop the capacity to assume the former functions of the 

state.  To what extent has this occurred, and in what guise?  What have been the benefits 

of the increased role of civil society in the provision of health services, and what have 

been the costs?  How have social agents from lay community members to medical staff 

responded to the changing relationship between civil society and the state? Can civil 

society develop and thrive in response to a weakened state, or is the relationship between 

the two characterized by a mutual dependence such that a strong state is needed in order 

to have a strong civil society?  It is my argument that while the efforts of social 

movements and institutions within civil society may have much to offer for developing 

innovative solutions to local level problems, they cannot surmount the sweeping effects 

of macro-level policies.
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Civil Society and Local Forms of Organization in San Rafael

“We Have to Work Together…”

Tenemos un dicho aquí, luz en la calle, oscuridad en las casas. We have a saying here, 
light in the street, darkness in the homes. We have to work together to hacer la 
inteligencia.   I’ve been involved in several projects here. If you ask around, you’ll find 
that everyone knows me. I try to help everyone when I get involved in projects.  When 
people ask me why I’m so active, I explain, I want to be like Jesus Christ.  Jesus 
sacrificed for us.  And I’m very nacionalista.  I owe my education to the government, due 
to my military service. The socialist system suited me very well, and I feel obligated to 
help others because of the benefits that I received. But from top to bottom, from the 
highest classes to the people at the bottom here in the campo, they are divided.  If 
someone has a different opinion, I can respect that, but other people don’t think that way.  
From the top to the bottom, from the wealthy to the poor campesinos, if someone is of a 
different party, they only think in destroying him.  Son pletistas, y por eso no podemos 
salir adelante. They are quarrelsome, and therefore we can’t move forward.  We have to 
work together, we have to live together in peace.  But the people only want to destroy 
each other. 

- Alberto, February 2003

Alberto’s assessment of his nation and people was every bit as cynical as it was 

fiercely idealistic.  The conflict he identified among the populace raged within him as 

well.  His citation of the phrase, “light in the street, darkness in the homes,” suggested 

that individual struggles were fruitless.  It was in everyone’s best interest to work 

together in order to move beyond the ongoing struggles to meet bare subsistence needs, 

towards a life characterized by dignity and security.  To this end, Alberto has tried to put 

his ideals into practice through his participation in local level projects, from soliciting 

funds in order to build schools, to petitioning for the installation of electricity in rural 

homes.  Mixing religious and nationalist ideologies, he asserted his sense of moral 

obligation to make the personal sacrifice of his own time or potential for individual gain, 

in the name of the greater collective good.  At the same time, he expressed despair at the 
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prospect of people overcoming the forces that divided them in order to unite in a common 

cause and to view one another as compatriots rather than political adversaries.  On a more 

personal level, Alberto also struggled to reconcile his past participation in the war as a 

loyal patriot, yet reluctant military recruit, both to find internal peace and to contend with 

those who accused him of being complicit in the most painful episode of the nation’s 

recent history:

By coincidence, earlier today a man refused to speak to me at the venta (local store), 
telling me, ‘You’re a Sandinista, I want nothing to do with you.’  People have even 
called me a guerrerista for having been in the military.  But I have a clean 
conscience. We didn’t look to make war, and we didn’t want to kill anyone.  If we did 
kill, it was only in defense.  We would even chat with the contras when we met up 
with each other.  When I meet people who were contras, we compare our 
experiences: “Where were you stationed?  Ah yes, I was in…”

In Chapter Six, I examined the ways that structural violence weakened social 

relations within and across households, as increased difficulty in maintaining local 

reciprocity customs generated defensiveness, disappointment and resentment.  Even 

people who shared much in common with respect to their economic and emotional 

burdens, such as Doña Elisabeth and her sister-in-law Doña Julia, were divided by 

animosity rather than drawn together in mutual empathy. Each held the other in 

judgment for the decisions they made in determining how to prioritize and limit 

competing social obligations entailing the expenditure of limited material resources.  

Resource allocations for health, especially in instances of potentially life-

threatening ailments, were among the most emotionally-charged discourses people 

articulated.  Doña Elisabeth, like the vast majority of study participants, alluded to 

multiple levels of responsibility for health care, especially in her discussions of the health 



423

of her children and grandchildren.   Her stances were contradictory when juxtaposed with 

one another.  On the one hand, she identified the government as ultimately responsible 

for the health care of small children.  Nevertheless, while acknowledging the economic 

constraints shared by the younger generation of mothers, she allocated a much greater 

share of responsibility for her grandson’s health care to her daughter-in-law.  

Double-voiced discourses52 also figured prominently in Doña Elisabeth’s self-

evaluation, as she invoked her household’s limited resources, the government’s failure to 

provide adequate services or employment, and the insufficient amount of assistance 

provided by international agencies, while also expressing the personal guilt she 

experienced at not being able to do more for her kin.  Between the most macro-level tier 

of the national government and the most micro-level tier of individual households, she 

further identified a middle ground as she critiqued the district health center.  While health 

care seeking might be greatly affected by national and international policies, in practice, 

it was mostly pursued at the level of the local community.  It was also at the community 

level that Alberto endeavored to participate in grassroots efforts.  

Tensions Arising From Economic and Social Insecurity

Although the composition of individual households was subject to fluctuations, 

the majority of study participants were either natives of their local neighborhood or of a 

nearby neighborhood. People often joked, in fact, about having their umbilical cords 

52 As discussed in Chapter Six, Bakhtin (1984) describes “double-voiced discourse”, as a speech act in 
which an individual apparently addresses the words of another, although that other may not be present or 
acknowledged.
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rooted in the region. As a result, most had kin living nearby as well.  Most people lived 

on land that they or their parents owned, but landholdings were small, even for those who 

grew crops.  After generations of subdividing land among heirs, many households had 

just enough space for a small house and perhaps a yard.  The small size of landholdings 

was a major factor accounting for the increased economic activity among the rural 

populace as vendors and wage laborers.  It also meant that neighbors lived in very close 

proximity to one another.  It was not uncommon for children to wander in and out of 

neighboring households, and there were few secrets that could be maintained within a 

single household.  With local populations ranging from 800 to 1300 or so, divided into 

130 – 230 households, most residents also knew each other.  A good number were further 

acquainted with the residents of adjacent neighborhoods, owing to extended kin ties, 

common church affiliations, or business transactions.  

Levels of organization and solidarity varied across the three neighborhoods I 

visited regularly. While one neighborhood, from both my own observations and the views 

of local residents, seemed to be mas tranquilo than the others, all three experienced youth 

delinquency, theft, high rates of alcohol consumption, and inter-household conflicts.  In 

all three, anyone who endeavored to assume a leadership role in a neighborhood 

committee or church, government or NGO scheme was also subject to suspicions of 

harboring ulterior motives for doing so.  

Numerous, often inter-related factors contributed to strained relationships among 

individuals and groups in each of the study neighborhoods.  Several people had bitter 

recollections of how neighbors of opposing parties had treated them during the Somoza 
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years or the revolution and war that followed.  They also scrutinized one another for signs 

of material gain yielded from political affiliations, circulating rumors that certain 

individuals andaba interesada – that their political participation was motivated by 

interest in material benefits.  Such suspicions further extended to people’s participation in 

development projects, whether sponsored by political parties, churches, the government 

or NGOs. Those perceived to be gaining a larger share of resources than others, 

especially those in local leadership positions, became the source of envy and resentment, 

although whenever a new election was held, those in attendance tended to re-nominate 

these same individuals. In addition, people harbored resentment against local leaders who 

failed to invite them to participate in development schemes, church medical brigade 

visits, and political party promotions that included gift incentives.

As discussed in the previous chapter, many neighbors and/or relatives had feuds 

or were not on speaking terms.  In two of the neighborhoods, my field assistants and I 

were asked either by participants or their neighbors to take a different entry route to a 

participant’s home so that we would not set foot on the neighbor’s land. In most of these 

instances, the neighbors were in the middle of an ongoing land dispute, sometimes 

because they were siblings fighting over the inheritance division. Although legally, all 

landholdings must have an entry accessible via a public path, in practice a number of 

more recent divisions had been rendered without an attorney, and were completely 

enclosed by adjacent properties.  If no neighbors gave permission for their land to be 

crossed, then even close kin could not visit a household.
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In Chapter One, I noted the increase in delinquency and crime in local 

neighborhoods. Whereas gang members and other delinquent youths were not visible 

during my Peace Corps years, they now roamed both the urban and rural areas of San 

Rafael, especially during the late afternoons and evenings, weekends, and holidays.  

Exacerbating their presence, all neighborhoods had cantinas, most of which were 

unlicensed but able to exist through bribes.  The cantinas served as sites for youths as 

well men with drinking problems to congregate, providing a lucrative source of income 

for the merchants at the expense of the budgets of neighboring households.  After 

becoming drunk, moreover, individuals and groups hung out in the streets or trespassed 

on people’s properties, terrorizing local residents.  

Due to the high likelihood of robberies, people seldom left their homes without at 

least one individual remaining on the premises.  Most homes also had at least one bravo

(ferocious) guard dog as well, but dogs could be poisoned, and even occupied homes 

were subject to break-ins, especially at night when everyone was asleep.  Trespassers also 

stole items out of yards during daytime hours.  Sometimes people laughed at the items 

stolen, amazed that someone one would break into a yard just to steal a few pieces of 

plastic dishware or clothes drying on the line.  Above all, however, people found it 

extremely unsettling that individuals and groups were so brazen as to trespass in broad 

daylight or break into an occupied home at night.  As a result, adults were also put in the 

distressful position of having to weigh the risks of leaving their children alone at home, 

or compromising the household’s economic and food security by foregoing income-

earning opportunities in order remain in the house to protect the youth. 
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The Breakdown of Relations among Neighbors

The elevated rates of crime also contributed to a general sense of desconfianza

(distrust) in the community, made all the worse because of the probability that neighbors 

must have witnessed trespassing events, if they were not actually involved in them.  As 

Marta, a health center employee, opined, “Whereas before the corruption of the country 

was hidden, now people engage in it openly, it has become normal.” While she was 

speaking of corruption among her co-workers, perceptions of corruption permeating not 

only the state apparatus, but all levels of social relations, were widespread.  Outsiders 

traveling to rural neighborhoods were widely feared, yet most thefts were believed to be 

committed by someone known.  Certain people were reputed to steal, and when a theft 

did occur, neighbors and relatives were usually the first ones suspected.  To directly 

accuse someone of stealing was awkward, however, since they would likely deny it 

anyway, or be forever offended if innocent. Even when an item stolen turned up on the 

property or person of another individual at a later time, moreover, it was not a given that 

he or she was the culprit, for thieves usually sold the goods within a short space of time.  

Stories of theft were abundant and could simultaneously be mundane and surreal.  

Above all, trespassing and theft were very much a part of daily life, to the point where 

people sometimes even laughed as they told or listened to the latest event, perhaps 

because they had no other recourse for coping with the violation and loss.  When my field 

assistant and I arrived at the home of a teenage girl one morning, for example, we found 

her sitting with an old flashlight in her lap.  She told us that her home had been broken 
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into the night before, and the TV was stolen.  When her father arose to confront the thief, 

he took off, leaving the flashlight behind; she joked that he had hence made a trade. 

At another home, a daughter got lost in the market where she had accompanied 

her father to sell atol that day.  Fortunately, she was eventually located, but the family 

home was broken into while the parents were out searching for her. A very poor family, 

there was nothing to steal but clothing and a bible.  The bible contained their national 

identity cards, however, so the couple went to a neighbor’s home, suspecting an 

adolescent son to be the culprit.  Eventually they determined that the thief was the 

drunken relative of a different neighbor.  They recovered the bible and one of the identity 

cards, but felt extremely embarrassed when they had to return to the first neighbor’s 

home to apologize for the accusation they had made.   A couple of months earlier, 

another neighbor, Genara, lost several articles of clothing left out on the line to dry.  Soon 

thereafter, she saw several people wearing them, but decided against confronting them 

since most likely they were not the thieves, but simply those to whom the clothing had 

subsequently been sold.  

One of the most scary, yet comically-told accounts, entailed an elder who 

successfully stood her ground against an armed trespasser.  As her daughter Patricia 

reported, a drunk man had tried to enter the woman’s home, waving a knife and 

threatening to kill her if she did not let him in.  “But my mother is very brave, she doesn’t 

faint from fear like other people.  She told him, ‘Well now, we’ll see if you kill me, but 

I’m not letting you in!’”  The man ended up passing out, so the woman took his knife and 

then locked herself into her home until her adult children returned.  The next day, other 
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members of the man’s family came over to retrieve the knife, claiming they needed to use 

it to cut banana bunches off their trees, and she relinquished it to them.  Notably, Patricia 

and the others did not discuss whether the man’s relatives, who were brazen enough to 

ask for the knife back, had offered any apology or reassurances that he would not threaten 

the elder woman again.  But in fact, the lack of apologies or other acknowledgment of 

responsibility appeared to be the norm in such stories.

As with thefts, the most acrimonious and violent events also tended to occur 

between neighbors and relatives, and often stemmed from conflicts over material 

resources. Lena’s sister-in-law, as described in Chapter Six, stole a used clothing 

donation that Lena had received from her church, and when confronted, she hit Lena so 

hard she fell.  Berta, in turn, had received a pig through a Sandinista-sponsored 

development project.  Out of envy, she reported, a cousin tried to poison the pig.  When 

Berta’s son caught him in the act, the cousin denied any wrongdoing and persuaded the 

boy to ingest the venom instead. The child survived, but had to spend over a month in a 

hospital in Managua.  Finally, Hilda, whose property was enclosed on all sides by 

siblings’ land, reported that her brother attacked her husband and her with a machete 

during a drunken rage.  Since she and her other siblings were involved in a land dispute, 

she was unable to enlist their aid in removing him from her property or preventing him 

from returning in the future. 

Repeated episodes of disputes across households were common, even among 

neighbors who maintained an overall relationship marked by civility.  On occasion my 

field assistants and I had to abort or cut short a visit because a heated dispute would 
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ignite across two or three yards.   The official cause often seemed minor.  Once, for 

example, it involved the location that one of the neighbors had selected to burn her trash 

(the neighborhoods had no trash collection service or dumping site).  Other witnesses 

opined, however, that the actual pretense for the argument was unimportant; when people 

wanted to fight with each other, any reason would do.

Social Relations that Make People Sick

In the arena of health, relations across households were important not only as 

potential sources of support for caregiving or health care seeking assistance, but as 

sources of tension.  Social relations were even implicated as sources of ailments afflicting 

certain household members.  One of the causes of calor, an ailment afflicting children 

age three and under and widely perceived as life-threatening, was the heated gaze of a 

drunken or hungover male.  No one cared for unsolicited visits by drunk male relatives or 

neighbors, but if there were small children present, people further feared the risk of calor

transmission.   This was especially a concern for those whose home was adjacent to a 

male who drank, for he could gaze upon the child without even leaving his own yard. In 

this respect, a man who drank was not only a problem for his own household, but for his 

neighbors as well. 

Tensions within and across households were also cited as the causes of emotion-

based ailments.  Among both children and adults, susto and nervios were often attributed 

to relations among neighbors and relatives.  A number of children were described as 

experiencing these conditions because they had witnessed neighbors or neighboring 



431

relatives fighting with one another.53  Correspondingly, adults experienced susto and 

nervios due to strained relations with kin, worries over their children, and distressing 

events such as arguments or physical assaults.  Doña Elisabeth, for example, experienced 

an attack of nervios after a nephew ran onto her property followed by armed members of 

a rival gang; when her husband intervened and announced that no blood would be shed 

on his property, the rival gang members threatened to take his life.  

Although nervios and susto were not usually believed to be life-threatening 

ailments, one woman’s fatal heart attack was widely rumored to be caused by both of 

these, due to a land dispute with relatives who were trying to evict her and her immediate 

family.  That the relatives with whom she was disputing immediately evicted her husband 

and children was cited as supporting evidence. Hence, the suffering bound up in strained 

social relations manifested itself as both an idiom of distress (Nichter 1981) and a moral 

discourse.

Although my study focused on poor and lower-middle-income families, it is 

important to note that disputes across households and extended kin networks were also 

common among urban working and middle class families of San Rafael.  Political and 

structural violence did not solely wreak havoc among the poor.  The same issues of 

inheritance divisions, economic disparities, and opposing political affiliations that yielded 

divisive, sometimes violent conflicts over the past three decades were cited by my urban 

friends and acquaintances as reasons for not being on speaking terms with others.  

53 Notably, study participants seldom spoke of children witnessing fights among adults in their own 
households, most likely due to the highly sensitve nature of such disclosures.  According to a World Bank 
report, 50-60% of domestic violence episodes in Nicaragua are witnessed by children, and children of 
abused women “are twice as likely to suffer from emotional, learning or behavioral problems, and seven 
times more likely to be abused themselves” (Moser et al. 2005: 136).
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Interspersed with brief periods of truces, the wounds of the past would eventually 

resurface as new sources of conflict arose, sometimes spanning months or even years. 

Provisional Confianza

As observed in Chapter One, many people felt their neighborhoods had been safer 

in the past, and they yearned for the order they now associated with the martial law states 

of both the Somoza and Sandinista regimes, even while in other contexts, they might 

bitterly recall the repression, military drafts, and severe food rationing they had suffered.  

When people expressed nostalgia for militarized state order, it was always part of a 

discourse lamenting the high rates of delinquency and crime that currently existed.  

Sentiments on how the confianza characterizing everyday social relations had changed 

were more ambivalent.  In certain respects, collective forms of organization to overthrow 

the Somoza regime, and participation in local social networks to garner scarce resources 

during the Contra war, fostered solidarity. Yet there were also numerous instances of 

betrayals – local informants who reported their neighbors and even kin to the 

government, envy over those who were more adept at exploiting or even switching their 

personal and political connections to maximize their economic resources, and bitterness 

about having one lost one’s own husband or son to the revolution or war while others 

were spared the human sacrifices. 

With social relations affected by macro- and micro-level events spanning decades, 

confianza was often provisional.  Expressions such as, “I don’t even trust my own 

shadow,” “There are no friends in this world,” and “You can’t trust men, only God,” 



433

were commonly articulated. Parent-child relationships, especially those between mothers 

and children, tended to be the most stable.  Sibling and grandparent-child relationships 

also tended to be close, but were more subject to disrupted relations.  Across households 

and families with one or more members involved in longstanding disputes, 

communication was often maintained through mediators, such as a young child.  At 

times, relations might be restored at least temporarily.  During a serious illness episode, 

for example, people were often moved to offer caregiving assistance.  Perceptions that an 

illness episode was not being handled appropriately, however, could exacerbate already 

fragile relations.  

As common as outright disputes and chilled relations were, most ongoing 

relations were characterized by civility, courtesy and warmth.  Even in the poorest of 

households, people were very gracious and generous hosts.  Upon arrival at someone’s 

home, most often one could expect to be offered a seat, even if it was the only chair on 

the premises.  In all venues, a person with food would offer a portion to others if eating in 

their presence.  In public meetings and face-to-face interactions, the norm was to display 

provisional confianza, while conveying doubts in private and gossip.  In a number of 

cases, individuals pragmatically yet cautiously opted to work with others they did not 

completely trust, if they shared a common interest in a particular endeavor.  While land 

disputes arising from inheritance divisions tore some families apart, for example, ongoing 

struggles to legalize land initially acquired through the Sandinista program of agrarian 

reform united neighbors of opposing political parties. Concern about rumors that the 

local cemetery might be privatized, resulting in prohibitively costly burial fees as well the 
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unearthing of the graves of loved ones and ancestors, catalyzed the organization of a 

committee whose membership spanned three neighborhoods, multiple political parties, 

and multiple religious affiliations. Even the neighbors who openly quarreled with one 

another across their yards over the issue of where one should or should not burn trash 

collaborated to poach electricity from the private utility company.

Provisional confianza and its potential to promote consensus or foment conflict is 

perhaps best understood as part of a larger process in which relations have been 

structured by the competition for limited resources.  Earlier, for example, I noted that 

household members did not always disclose their income earnings even to each other, in 

order to limit the obligations that could be demanded of them. Both within and across 

households, it could be the case that a person refusing to provide a loan did, in fact, 

possess the funds.  However, the refusal was not necessarily driven by selfish motives.  

Since most income sources were unstable, and emergencies could occur at any time, it 

was important to build up a reserve of one’s own.  To loan reserve funds to another meant 

risking one’s own safety net in a time of crisis.  Another reason for not disclosing one’s 

full income or other material possessions was the risk of theft, especially since the 

suspects were usually neighbors or relatives.  When I first met with local leaders and 

volunteer health workers to discuss my research and interview content, I was advised to 

refrain from directly asking people questions about their earnings and possessions, since 

they would probably not be truthful anyway, owing to concern that the information would 

be disseminated and render them vulnerable to robbery. 
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Paradoxically, however, access to economic resources was also an important 

marker of social status. In Chapter One, for example, I observed that many young people 

among the middle class prominently displayed their cell phones in public settings, even if 

they lacked an active account with which to use them.  Across socioeconomic levels, 

people engaged in a variety of such strategies, ranging from their form of dress, to fixing 

up the front, public room of their homes, in order to foster the appearance of having more 

than they did.  In some instances, the transparency of these actions was readily discerned. 

At other times, they contributed to further ambiguities, since others might then believe 

that certain individuals possessed sufficient resources to provide assistance; when 

requests were declined, relations within and across households were further exacerbated. 

If daily and long-term survival required people to be dishonest with one another, even 

with those sharing the same dwelling, how could confianza be anything other than 

provisional?

Yet, as Calla (1996) observed during the 1980s, social networks were also 

necessary for survival.  During the war, their importance increased, even as the ability to 

maintain strong social relations decreased. While less reliable as sources of direct 

financial capital, social networks have continued to be significant for other forms of 

social support, and for alternative means of accessing material resources in the absence of 

money.  If certain contexts fostered competition, others facilitated collaboration.  

According to Bourdieu, “In a field, agents and institutions constantly struggle 

according to the regularities and the rules constitutive of this space of play…with varying 

degrees of strength and therefore diverse probabilities of success, to appropriate the 
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specific products at stake in the game” (Bourdieu and Wacquant 1992:102).  In San 

Rafael, the acquisition of “products” such as electricity, the maintenance of public burial 

grounds, and the formal titling of land parcels already disbursed by the government 

fostered collective forms of action because the people who organized were not in direct 

competition with one another, and the benefits were accrued to all.  Inherited land, in 

contrast, entailed competition to receive the biggest or most desirable portion of a parcel 

whose division might no longer permit subsistence or cash crop production for any of the 

individual recipients. Incomes, material possessions and even human resources, such as 

an income-earner or husband, mainly benefited individual households.  To the extent that 

the overall economic status of a household was relative – the members of one household 

might consider themselves to be poor, but their extended kin discerned considerable 

financial security by comparison – envy was common, especially if others felt that their 

neighbors or kin had possessed enough wealth to be able share with others but did not.  

While health care has been viewed by many development agencies as a potential 

unifier, in many ways it too represented a scarce resource for which households 

competed.  Within households, tensions arose over whether, when and how much 

financial and human resources to devote to health care seeking, as well as, crucially, for 

whom.  Across households, ambiguities over whether the failure to provide a loan, share 

medications, or provide caregiving assistance was due to genuine inability versus 

unwillingness made all truth statements subject to scrutiny. Options for social 

organization were further limited by the individual dimensions of illness and suffering.  

Not every household had members afflicted with the same illnesses, or the same levels of 



437

severity at any given time.  As for social institutions in the health care arena, collective 

forms of organization in the solicitation of services might be counter-productive for 

individual households when public and private organizations had limited resources to 

offer.  While people complained about not being invited to seek a consult from visiting 

medical brigades, for example, those who did attend lamented that so many turned out 

that the physicians had to ration the amount of medications and other supplies they could 

distribute.  

For individuals, it often made more sense to cultivate personal relationships with 

those most willing to provide services to the poor, whether in the public or private sector, 

than to undertake more ambitious forms of collective action. Although people did 

articulate complaints about the government health services, sometimes directly to health 

center personnel, they were also mindful of the fact that they might one day need the 

services, especially those of the physicians who operated private clinics on the side and 

might offer credit for critical illness episodes.  Beyond that, people further realized that 

the local health staff were themselves constrained by policies and shortages over which 

they held no influence. Complaining or organizing a protest against them would not yield 

material benefits.  In the short term, efforts to use la inteligencia at the level of the 

household rather than in conjunction with others in “the street”, as advocated by Alberto, 

might yield more limited results, but at least the results could be palpably felt.
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The Role of Civil Society in Providing Health Care

Grassroots Movements

As addressed in Chapter Two, Garfield and Williams (1992) note that, ironically, 

the 1990 regime change indirectly promoted more grassroots involvement in the health 

sector on the part of both the political Right and Left.  A number of Sandinistas, fearful 

of the changes a new regime would render to the health system, opted to work through 

NGOs instead, and a portion of the international aid that had previously been donated to 

MINSA was instead allocated to NGOs, “in what must be the first international campaign 

to privatize leftist assistance for public health” (Garfield and Williams 1992:224). At the 

same time, several religious and political groups on the Right became involved in the 

health sector as well, submitting proposals to USAID for funding.  According to the 

authors, local communities also began to organize their own initiatives to increase self-

reliance.  By the end of the 1990s, the WHO (n.d.) estimated that the NGOs active across 

the development sectors in Nicaragua were “mobilizing” $300 million a year, and 

employing around 10,000 people.  

In her writings on social movements in Managua during the 1990s, Babb argues 

that in response to the erosion of government services, a number of social movements 

have gathered force in civil society: 

Among the key players in current cultural struggles are members of disenfranchised 
gender, class and racial groups.  They are often joined by Sandinista intellectuals and 
other activists…Ironically, in much the same way that the earthquake served to 
mobilize a popular insurrection against the Somoza dictatorship three decades ago, 
Hurricane Mitch and the government’s weak response to it have catalyzed the efforts 
of diverse groups in the country, to form a broad coalition on behalf of civil 
society…raising concerns that range from health, education, environmental 
protection… (2001:65).
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The rise of health care services within the institutions of civil society might seem 

to support the position of scholars who call for the strengthening of civil society in the 

face of decreased state involvement in, and control over, services, due to the hegemony 

of neoliberal policies and the tremendous influence of bilateral and multilateral agencies.  

However, the NGOs emerging during the 1990s have not blossomed into a full-fledged 

alternative health care system sufficient to fill the gap in government-funded public 

health care services, and, as Babb cautions, “there is indeed some concern that a new 

form of dependency may result, with international funding agencies taking the place of 

the revolutionary state” (2001:248). 

The influence, endurance and growth of grassroots movements, in turn, are yet to 

be determined.  Contrary to the description provided by Garfield and Williams (1992) for 

other parts of the country, I found no “revolving credit schemes” in place in San Rafael. 

Indeed, most people I interviewed said they were unable to give or receive loans, and 

strained social relations as well as extreme poverty make it difficult to envision such a 

scheme being sustainable in the long term.  One grassroots movement discussed by the 

authors, the Movimiento Comunal (Comunal Movement) still existed and was involved 

in health initiatives in San Rafael, but its actions had yet to bear fruit.  Members reported 

having undertaken a health and economics survey, but no longer had the results on hand 

since they had to submit it for funding and had not made a photocopy.  To date, the aid 

was not forthcoming, and it was not clear what the movement had accomplished for the 

municipality or individual neighborhoods.  
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At the level of the municipality, the Moviimiento Comunal and other groups may 

have been limited in their accomplishments for a number of reasons.  First, they had 

overlapping membership since the same people tended to get involved, volunteer or be 

volunteered, especially for leadership positions.  As a result, the amount of time and 

energy the members could invest in any given committee was minimal, especially since 

they also had to spend a significant amount of time in their own income-generating 

activities.  

Second, group members had received little or no training in grassroots 

organization, activism, and goal-formulation.  Often they had lofty goals of attracting 

development projects and funds, but did not know how to accomplish this.  In this 

respect, there were also misunderstandings and perhaps false hopes that arose from 

interactions with outsiders who had visited the local community.  Shortly after I began 

my dissertation fieldwork, for example, I met with the members of a neighborhood 

committee to present my grant proposal and baseline survey in order to receive 

permission to conduct my research there.  When I initially attempted to explain that I was 

merely a student who had come to do a study as part of my degree requirements, for 

example, I was asked whether I would then be delivering my informe to a development 

agency, and told of another woman who had done a study of her own in the region a 

couple of years ago.  The committee members had not heard from her since, but they still 

believed she would return with the coveted fondos.  Whether she had actually promised 

to do so was unclear.  
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Third, the extent to which these groups truly represented the wider community

was contested.  While the Movimiento Comunal was officially non-partisan, for example, 

all of the members I met were Sandinistas.  Combined with differences in social class 

between group members and the leaders of formal government structures such as the 

MINSA health facilities and the mayor’s office, their clout was mitigated.  Notably, the 

neighborhoods and petitions that seemed to receive the most attention from local 

governing authorities were those disproportionately represented by members of these 

officials’ political parties.  Even then, the gains that could be made were restricted.  

Along those lines, one elected official did promise a neighborhood committee that a local 

health post would be built there.  When that official completed the term of office a year 

later, the proposed health post had made it into a municipal-level development plan, but 

by then the official had been replaced by a member of the opposition party.  In so far as 

the neighborhood had a long history of party loyalty, it was not a given that even if the 

municipality could obtain the funds from the national government, the newly elected 

official would invest them in an opposition party’s neighborhood.

Finally, in-fighting among members or perceptions that group leaders might be 

accruing personal benefits also appeared to be an issue for a number of local level 

committees and movements.  Even when solicitations for funding proved successful, new 

misunderstandings ensued over how they were to be disbursed.  Elsewhere in the 

municipality, members of the Movimiento Comunal triumphed in attracting World 

Vision, a Christian-based NGO, to set up a health project.  Several people who had 

collaborated in the initial solicitation anticipated being hired to work as paid personnel, 
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but only two were actually selected.  Moreover, whereas many had expected World 

Vision to provide health services and material resources, the project implemented 

centered on health education and the training of volunteer health workers. 

Ironically, some of the efforts on the part of development agencies to counteract 

corruption and ensure that funds were being spent appropriately only increased 

suspicions among community members.  The misuse and embezzlement of international 

donations sent to Nicaragua following Hurricane Mitch in the late 1990s were still being 

discussed in San Rafael years later.  Shipments of food were rumored to have gotten as 

far as the neighboring municipality, but then mysteriously disappeared.  A Swiss 

organization was said to have provided funding to build 200 homes in the rural areas of 

San Rafael, but instead a local official used the money to build himself a luxury house.  

To prevent such abuses from occurring again, members of the Movimiento 

Comunal explained to me, international agencies were now requiring the names, national 

identification numbers, and even signatures of the local residents on whose behalf 

projects were being solicited.  While the active members of this organization felt this was 

a good idea, they had difficulty persuading their neighbors to “cooperate”.  Many 

residents were suspicious of how the information and their signatures would be used, 

accusing the Movimiento Comunal members of collecting signatures for political reasons 

or for projects for which the members would be the chief or only beneficiaries.  People 

would frequently ask what had happened to the aid or project for which they had signed 

up.  At times, the assistance that did arrive from various organizations was so much 

smaller than what had been expected that only a limited number of residents could 
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benefit.  In one local neighborhood, for example, another grassroots movement 

successfully obtained funds for to build new homes, but only 10% of those who had 

signed up would be able to receive the assistance.  Those who had been active in 

soliciting the funds held a lottery to determine the lucky beneficiaries, and ultimately had 

to disqualify themselves as participants in the drawing so as to avoid the appearance of 

corruption.

Despite the limited material gains and the formidable challenges to grassroots 

organizing, those who actively participated in the Movimiento Comunal and other 

organizations or neighborhood committees were overwhelmingly optimistic about their 

prospects to eventually achieve substantial gains.  If nothing else, the involvement gave 

them hope in the midst of extremely dire circumstances.  Alberto was not alone in his 

conviction that neighbors needed to work together in order to salir adelante (move 

forward).  Many people realized that it was not just individual households at risk, but 

entire communities.  

Significantly, Alberto invoked the “structures of feeling” (Williams 1977) from 

his nation’s recent past, recalling the ethos of cooperation from of the socialist-oriented 

Sandinista regime, as the impetus for his current involvement in social projects.  More 

than just a discourse, social memory might thus be a resource with which to rebuild 

communities.  From this perspective, NGOs and social movements within civil society 

were important as sources of investment, not just materially, but socially. Health care 

services, which had previously been a locus of the community participation model, were 

again a focal point for collective action in the present.  In two of the neighborhoods I 
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visited, in fact, there was significant overlap among the Movimiento Comunal 

membership and health brigadistas.  They had excellent rapport with the auxiliary nurse 

responsible for the neighborhoods, and she in turn was able to effectively mobilize them 

for vaccination and mosquito abatement campaigns, activities which benefited local 

residents.

Whether these activities can ultimately revitalize and strengthen local capacity 

building and solidarity, as hoped by international scholars and policy advocates, 

remained open to question. In the absence of substantive organizational and material 

support from national and international bodies, as well as in the absence of a national 

government that works with rather than against its people in the arena of development 

aid, the achievements of local social movements have been limited.

Churches

Churches were by far the most prominent providers of non-governmental, not-for-

profit health services in San Rafael.  In many respects, the relationship between healing 

and religion entailed community level participation as well.  In Chapter Five, I noted that 

lay people joined forces in healing efforts through prayer groups in the evangelical 

churches.  In addition to prayer, Catholic laity were able to pursue healing activities for 

individual bodies in social formations that went beyond the level of the individual 

household or family through rosaries, patron saint days, and other holiday celebrations of 

the religious social body.  Significantly, participation in most of these lay activities was 

based on an ethos of inclusion.  Even the very poorest could be part of a prayer group.  



445

While rosaries or other events held in a private home were generally only open to invited 

guests, anyone could take part in the patron saint processions originating at the church.  

These activities thus promoted unity among local residents.  However, although more 

affluent members of the Catholic Church might be expected to host or help sponsor the 

costlier rosaries and patron saint feasts, they were not involved in the distribution of 

material health resources.  

In contrast, the clinics and international medical brigades providing biomedical 

services, sponsored by church clergy and administrators, were more difficult to access.  

Officially, all churches, and their individual members, claimed their services were 

available to the entire community.  In practice, their resources were also limited, and 

local level gate-keeping measures were implemented even if not formally sanctioned.  

The evangelical clinic only attended to children under age five, elders, and pregnant 

women.  For these population groups to gain access, moreover, they needed to obtain a 

letter from the local evangelical branch’s pastor, and few non-members felt comfortable 

asking such a favor.  Whether intentionally or not, invitations to visiting church-

sponsored medical brigades were not extended to all neighborhood residents, and often 

the medication supplies were not sufficient to cover even the invitees.  Perceptions that 

access to public and private health care services was affected, or could be affected, by 

personal connections, as noted in Chapter Three, reinforced the competitive dimension of 

resource access, and by extension, feelings of envy and ill will among neighbors and kin.  

The more difficult day-to-day survival becomes, the less time and energy people 

have to devote to social movements.  Moreover, although people did recognize that the 
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problems they experienced individually were also common among their relatives and 

neighbors – hence the saying, “Here in Nicaragua we are very poor” – the collective, 

pervasive aspects of their suffering actually divided them in many respects, as they 

increasingly viewed each other as competition for limited resources.  Unity on one level 

may also come at the expense of another.  In this respect, there might be unity within a 

given church or social movement active in the health care arena, but the restricted 

resources engendered conflict and ill will with non-members, especially when services 

and resources were limited to members-only, or for the invited guests of those members 

but not the community at large.

Significantly, I never heard anyone express envy of the health status of others, 

and reports of anyone suffering a serious illness were always received with sympathy.  

People did not appear to take pleasure in the suffering of others – if anything, to witness 

someone who was just as helpless in their circumstances as onself was precisely what 

motivated people to put aside their differences and offer caregiving assistance or at least 

pay a visit to an estranged relative or neighbor.  Instead, it was the differential access to 

the resources needed to alleviate suffering that engendered strife. As multiple study 

participants noted, to become ill was a luxury; in so far as church brigades, clinics and the 

health center all distributed “numbers” or  “tickets” to gain entrance, to obtain treatment 

was much like winning a raffle or lottery.

Were churches offering healing services simply as a good deed, or as a carrot for 

proselytizing and membership retention purposes? Was there a vestige of the more 

socialist thinking of the Sandinista era in their involvement in the health care arena? As 
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Babb (2001) as well as Garfield and Williams (1992) have observed, the religious 

movements involved in health and other social services in Nicaragua from the 1980s 

onwards have spanned the political-ideological spectrum.  In addition, the Catholic 

Church was the first provider of biomedical services, dating to the colonial era, hence the 

involvement of religious organizations in health care is not a recent phenomenon.  Most 

likely, there has been a mixture of motives among various churches for becoming 

involved in the health sector.  

As for the perspectives of local residents, no one in the study actually professed a 

material-motivation for joining a particular church, although some Catholics voiced 

suspicion that some of their evangelical neighbors had done so.  By the same token, while 

Catholics were reluctant to ask an evangelical pastor to help them obtain an appointment 

at his clinic, they did attend the same church’s visiting medical brigades when invited.  

Attendees spoke very positively of their interactions with the foreign medical staff, and 

did not feel subject to any pressure to convert.  Alberto, an evangelical, likewise availed 

himself of a Catholic Church clinic located in another city.  Hence, as Green (1999) 

found to be the case in her study of Mayan widows in Guatemala, a number of residents 

of San Rafael strategically sought religious-based resources without necessarily changing 

their affiliation.

It also bears emphasizing that just as churches may have had mixed motives for 

offering health care services, so too did those who opted to affiliate with these churches.  

Whether or not anyone was actually enticed by the material offerings, the social resources 

were themselves of high value.  As observed in Chapter Six, for Lena, churches were a 
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potential source of social network ties extending beyond one’s kin.  With their 

condemnation of drinking, gambling and infidelity, both Catholic and evangelical 

churches were also credited by men for having persuaded them to cease or refrain from 

participating in these activities. In this respect, the churches facilitated the promotion of 

positive constructions of masculinity. 

Absolving the State of Responsibility?

As observed earlier, Loker (1999) notes a paradox of the neoliberal model of the 

state: it is supposed to manage its national economy, yet its capacity to engage in 

decision-making and problem-solving for political-economic issues has been significantly 

curtailed, since the content of the policies the state must implement is increasingly 

determined by multilateral bodies.  With international agencies focusing on the reduction 

of vital social services as a means to shrink the national debt, little enforced legislation to 

protect workers’ wages and rights in the formal and informal economic sectors, and scant 

opportunities to earn a living wage, to what extent can the institutions of civil society 

compensate?  To take the recent example of Hurricane Katrina’s impact on the United 

States, when the government failed to respond in a timely fashion, the social order broke 

down in New Orleans, resulting in anomie and violence.  Although citizens and 

corporations did try to help with unprecedented financial donations and volunteer labor 

nationwide, the private sector could not even make a dent.  Eight hundred million dollars 

were raised, but the damages totaled over $250 billion.  
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It is not realistic to expect that by shrinking the government, the private sector 

will be able to assume the burden.  Placing hope in the potential for grassroots 

movements and NGOs to strengthen civil society and compensate for a weakened, 

downsized state may not only be unrealistic, but risks absolving the nation-state and 

foreign bodies of their obligations and responsibilities.  In this respect, involvement on 

the part of both the political Right and Left to promote the provision of health care 

services within the institutions of civil society have together facilitated the neoliberal 

agenda.

Much of the funding formerly allocated to the government has now been diverted 

to the private sector, and the extent to which health care services have improved or access 

has been expanded is questionable.  The private sector has also followed the hegemonic 

development model of prioritizing certain segments of the population in accordance with 

a narrowly-defined rubric of health needs.  Many organizations have received funding 

from bilateral and multi-lateral agencies, thus their autonomy to develop services 

appropriate to local contexts have been limited.  Beyond that, churches, NGOs and PVOs 

have simply lacked the resource capacity to adequately meet the health care needs of the 

populace.  Worse still, however, the token measures of an occasional visiting medical 

brigade, a clinic providing limited services, and the potential to solicit funding from 

organizations such as World Vision may be diverting attention and efforts away from 

pressuring the government (as well as the bilateral and multilateral agencies who shape 

policies and allocate funds) to comply with its constitutional mandate to provide adequate 

health care coverage for all.
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Sklair (2000) has observed that one of the challenges of organizing a resistance 

movement in this contemporary era of globalization is that it is not always clear who is 

accountable.  How does one protest the policies of the IMF and World Bank?  Even if a 

strike were held, these agencies would not be affected or inconvenienced in any way.  

Nicaraguans do not get to vote for the officials in these bodies.  Beyond that, organized 

forms of resistance require people to devote their time, and possibly pay for travel and 

food costs.  Of equal significance, to whom are the NGOs and churches providing health 

services accountable?  

Both in law and popular discourse, the state had a mandate to provide health 

services, whether or not it complied.  In contrast, even if the civil society providers have 

received funding from bilateral and multilateral bodies, they were largely exempt from 

criticism by the people in San Rafael. Viewed as humanitarian efforts, these institutions 

were not held to the same standard or level of accountability as the government.  While 

people may have felt unhappy if a church did not appear to open its clinic doors to all, 

they also viewed that as the church’s prerogative – only the state had an obligation to 

serve all.  Moreover, while church-funded clinics and visiting medical brigades were very 

much appreciated by those residents who benefited from their services, they also 

contributed to undermining the credibility of the government services.  Distributing 

American-brand medicines, widely viewed as the gold standard, and, in the case of the 

brigades, staffed by American or European practitioners, these services were viewed as 

superior.  A few study participants even reported that these brigades were their primary 
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course of health seeking resort, even though it was once every six months or less that a 

brigade visited their neighborhood.  

Significantly, the most organized segments of the population engaging in 

resistance were those to whom the government was most directly and visibly 

accountable.  While perhaps even a majority of peasants, workers and middle-class study 

participants were very much aware of the corruption of their political system and the 

erosion of the government safety net for health, education and other social services, overt 

forms of resistance were largely limited to the unionized segments of the nation, most of 

which were government employees or others whose livelihoods continued to be heavily 

regulated by the government.  Students of state-run universities held annual strikes to 

protect the constitutionally-mandated budget allocation for higher education.  The private 

transportation workers held strikes to pressure the government into allowing them to raise 

their bus fares. Among the most active participants in organized forms of resistance were 

government health workers.  In the section that follows, I examine the dual role of health 

workers as both agents of the state and service providers to the population, and the social 

relations contained therein.

Relations between Civil Society and the State at the Nexus of Government Health 

Care Services

In Chapter Six, I observed that while an ethos of reciprocity, solidarity, and 

sharing based on a gift economy still existed, individuals found it increasingly difficult to 

fulfill their obligations to share, or to rely on others to do so. The competing discourses 
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that have resulted, promoting competition and individualism, were framed by participants 

in terms of a necessary survival strategy, but such discourses were also compatible with a 

capitalist, neoliberal paradigm.  The former ethos, in contrast, was compatible with the 

socialist ideals of the Sandinistas in many respects, although, as Babb has noted, the 

hegemony of neoliberalism has permeated the discourses of Sandinista leadership as well, 

as they have focused on the pace of implementing structural adjustment policies, rather 

than proposing an alternative model.  

Although local residents articulated numerous complaints about government 

health services, the health workers themselves constituted the most organized and active 

voices of protest against the downsizing the services provided by the public sector at both 

the local and national levels.  During the strikes and other protests, staff explained to 

patients seeking care, as well as to me in interviews, that they represented not only their 

own vested interests as employees of the state, but those of the wider community who 

depended on them for care.  Yet I never heard local residents voice support for the 

workers’ protests, let alone participate in them.  Why was lay participation absent?  The 

answer, I believe, lies in the hierarchical relations of power imbued in both the state and 

medicine, and the conflicts of interest contained therein, that separated rather than unified 

practitioners and patients in what was, or at least should have been, a common cause.
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Does the Health Center Serve the Community, or Does the Community Serve the Health 

Center?

This morning I accompanied Amanda to one of the rural neighborhoods she works in.  As 
we walked, I asked if there were many brigadistas in this community. “The problem,” she 
replied, “is that the people here are extremely political.  They expect the government to 
do everything for them, that since they have to pay for water, electricity, education and 
health care, nothing more should be expected on their part. Whereas people used to be 
motivated to volunteer during the Sandinista years, now they ask whether and how much 
they will paid.”  While the health center has no money to pay them, she went on, the 
administration still expects the volunteer support to substitute for other interventions that 
require monetary expenditures.  At the most recent health center meeting to discuss 
mosquito abatement, the local health inspector insisted that there was no need to 
fumigate. Instead, all that was needed was a series of educational talks and a clean up 
campaign that could be realized through the mobilization of brigadistas.  It was pointed 
out, however, that a truck would still be needed to take away the old tires and other 
vessels that mosquitos use as breeding sites.  “Someone suggested asking local 
enterprises to donate their vehicles for a brief time, but the director immediately refused. 
‘I don’t want to bother anyone’, she said.  What does it mean to not bother anyone?”  
Amanda asked me rhetorically, “It means that the relations are bad.  If the director were 
on good terms with those in the region who have resources, she wouldn’t be so reluctant 
to ask for help.  But it’s always that way now.”

- Fieldnote entry, November 2002

In the fieldnote entry above, Amanda expressed frustration both with the people 

of her community for being reluctant to serve as bridgadistas, and with the director of the 

health center for not making more of an effort to form good relations with community 

members so as to facilitate community participation in health promotion activities.  

While it may have been the case, as Amanda alleged, that a number of people 

were no longer willing to assist the health center unless paid, this was not true of all.  In 

one of Celia’s neighborhoods, for example, several brigadistas not only participated in 

health center activities on a regular basis, but they also told me that they viewed their 

efforts as a service to their own community.  At the same time, there were limits to the 
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amount of time they could devote to volunteer work, especially if paid employment 

opportunities were available or they had children, grandchildren or subsistence labor to 

take care of.  Aware of these constraints, auxiliaries at times felt reluctant to ask 

brigadistas to help them, or to attend workshops at the health center, particularly when 

there was no guarantee that the health center administrators would comply with their 

promises to reimburse travel expenses and provide lunch.  Although Amanda felt that 

demands to be paid constituted a violation to the ethos of service into which she had been 

socialized, Celia told me she believed that brigadistas should receive at least a symbolic 

token of appreciation.  In so far as even health staff were no longer privy to better 

attention for the health needs of themselves and their families, brigadistas could not 

count on this for themselves as an incentive either, although the auxiliaries responsible 

for the community outreach programs were certainly extra courteous to them and did try 

to facilitate their interactions with other personnel.

Just as individuals struggled to reconcile their desire to conform to previously 

established mores while at the same time limiting how much they shared, tensions were 

experienced at the nexus of state and civil society through the social relations of 

government health care services.  Health workers recruited and trained during the 

Sandinista regime were socialized into a moral ethos to serve the populace.  As described 

by Donahue (1986) and Garfield and Williams (1992), one means of ensuring that the 

population’s needs were met was the community participation model in health.  While 

never fully developed as a bottom-up system, due to the war and the resistance of 

physicians, it did entail significant lay participation nonetheless.  
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By the 1990s, brigadistas were still being recruited, trained and utilized, but the 

model had been co-opted and rendered a completely top-down hierarchy of relations.  

Whereas the Sandinistas had envisioned the community participation approach, complete 

with health action committees, to enable local community members to determine their 

needs and even help select personnel, now the health center administration primarily 

viewed brigadistas as a source of unpaid labor that it could call upon to assist when 

needed.  The Ministry of Health, NGOs and PVOs periodically held workshops to train 

brigadistas to provide limited services in their local communities such as oral rehydration 

therapy and malaria surveillance.  The health staff also sought brigadistas’ assistance for 

door-to-door vaccination, census and vector abatement activities.  Yet there was no 

opportunity for brigadistas or other community members to launch their own health 

initiatives in conjunction with the government, participate in the hiring or evaluation or 

local health center personnel, or request particular types of health services in need.  

The Social Relations of the Health Center

Even during the revolutionary era, biomedical health services were primarily 

introduced, implemented and maintained through top-down mechanisms.  Nevertheless, it 

is important to emphasize that it was not done so through coercive measures - the vast 

majority of the Nicaraguan population quickly embraced this form of health care, and the 

main complaints people articulated, in this study and those conducted by other scholars, 

focused on the limited supply and accessibility of biomedical services and technologies.   

As discussed in previous chapters, the Nicaraguan public health system has been unable 
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to adequately meet the needs of the population in recent years.  The US-led embargo and 

Contra war limited the economic and human resources available, necessitating a 

downscaling of the subsidized health services provided by the Sandinista government.  

Structural adjustment policies implemented in accordance with bilateral and multilateral 

agencies from the 1990s onwards have further contributed to the privatization of health 

services, and declines in the quantity and quality of services offered in the public sector. 

In Chapter Three, I noted that service-related issues constituted a common reason 

people cited for not going to the health center. The lack of services, especially 

medications and free examinations, were the number one complaint, but the limited hours 

of operation, the long waits to receive attention, and the rude demeanor of staff were also 

widely cited.  In their study of infant deaths in Brazil, de Souza et al. found that 

accessibility to health services was limited by the “social distance” between health care 

seekers and providers, due to “differences of language or culture” (2000:1687).  In San 

Rafael, social distance arose from differences of class.

Despite the limited data indicating its effects on the quality and quantity of care 

received by practitioners, the impact of social distance owing to differences of 

socioeconomic status, gender and/or race, including assumptions that health personnel 

make about patients based on such differences, is seldom explored in depth in the 

literature on health care seeking (Lock and Nichter 2001).  In San Rafael, it frequently 

appeared that the quality of care for poor people, including allocations of scarce resources 

such as health clinic medications, was inferior to that conferred upon health care seekers 

of the same or higher socioeconomic level of health care personnel. Within the confines 
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of the clinical setting, physicians openly exerted their authority over patients and other 

health staff without challenge.  Differences of class and education further contributed to 

the power differentials – physicians not only earned more income but tended to come 

from middle-class families and had university degrees, whereas patients and other staff 

were of lower socioeconomic status and had less schooling.  In varied contexts of daily 

life in San Rafael, people usually deferred to those of a higher socioeconomic status, 

adopting a humble, deferential stance described locally as penoso - timid or shy, but also 

bound up in a sense of embarrassment or even shame about being poor.  While a “hidden 

transcript” (Scott 1990) on the injustice of class-based hierarchies might be articulated in 

one’s home or amongst one’s neighbors, in public settings people seldom transgressed 

these social norms. 

According to Althusser (1971), as individuals engage in the ritual practices of 

ideological state apparatuses dominated by the ideologies of the ruling class, they learn 

the proper codes of conduct required for their particular positions within the relations of 

production – and they ‘willingly’ subject themselves to abiding by such codes. These 

codes of conduct are not simply or even necessarily learned on an abstract, cognitive 

level; rather, their success depends on the degree to which they are internalized, 

routinized and embodied. Once habituated to behaving in a particular way in a particular 

milieu, individuals conform to their roles, often without being fully conscious of doing 

so, to the point where to behave otherwise becomes uncomfortable and perhaps even 

inconceivable.  
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Modes of interaction between members of different social classes were thus 

deeply ingrained in San Rafael. In the health center itself, poor rural residents, including 

those who could be quite outspoken during interviews with me, would automatically 

adopt a shy, self-deprecating demeanor with the health staff, especially the doctors. At 

times they would ask pose their questions regarding medications prescribed or the 

diagnosis rendered by the doctor to an auxiliary nurse instead.  Yet most people 

perceived even the auxiliaries to be of a higher social status than they, or to at least be in 

a position of greater power within the health center itself.  Confrontations did occur, but 

seldomly, especially if the auxiliary spoke to them in a rude, chastising manner.  And if 

an auxiliary failed to provide any additional clarification regarding an illness diagnosis, 

an exam ordered, or a medication prescribed, people rarely protested.  Often people 

reported to me that they did not even know the illness diagnosis following a trip to the 

health center, explaining the doctor had simply written a “pile” of prescriptions after 

being told the symptoms. 

Such experiences undermined people’s confidence in the health center 

practitioners, impeded their ability to receive sufficient instruction on how to adhere to 

treatment regimens, and increased the likelihood of their not returning for follow up 

treatment.  Even in those instances in which people praised certain physicians, especially 

those sought in the context of their private practices, the doctors’ demeanor was valued 

not for being more egalitarian, but for resembling that of a caring mother or patrón.  
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Competing Obligations of Health Staff: to Serve the State or the Populace?

Celia’s task for the day was to vaccinate babies under age one.  As we descended from 
the bus, a man called out to Celia from his home, asking her to cure him, and rubbing his 
shoulder.  She explained that she was vaccinating, and he initially asked to be included 
“But you need to see a doctor for that”, Celia told him. “You people don’t do anything, 
you don’t do anything for us!” he exclaimed.  “Let’s go, Laura”, Celia said, ignoring 
him.  As we left, she whispered, “He angered me, Laura.”  

As we walked through or past their yards, a couple of people asked Celia whether 
the centro was open, and whether certain medications were in stock.  She was reluctant 
to say for certain what was available, lest she be mistaken and people make the trip in 
vain. To one woman, she replied, “There might still be some left, but it’s too late to get 
an appointment for today.”  Another, receiving a tetanus vaccination, asked why Celia 
did not use alcohol to sterilize her skin. “The centro doesn’t have any,” she explained, 
“We use boiled water now instead.”   In addition to vaccinating, Celia used the 
neighborhood visit to check up on pregnant women who had missed their prenatal 
appointments at the health center.  A number of women whom she reproached told her, 
“I’m going to go tomorrow,” to which Celia replied, smiling, “Everyone is telling me 
that today.”

- Fieldnote entry, January 2003

While the community participation model was thus only a skeleton by 2002, 

much of the health staff trained during the Sandinista era still embraced the ideal of 

service to their local communities, and expected the support of the lay populace in return.  

It frustrated them that they were unable to provide the same quality of service as in the 

past, and they felt demoralized when the lay populace complained to them about it.  As 

illustrated in the fieldnote entry above, relations between the staff and community 

members were further exacerbated by the role conflict experienced by much of the staff.  

Even for those critical of the current political regime, the staff members were still agents 

of the state, charged with carrying out certain duties.  During vaccination rounds with 

Celia that same day, she told me that she tries not to bring more vaccination dosages than 

she can administer in a day, so that none go to waste.  As she used up the last tetanus shot 
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and polio vaccine for the day, she said, “See, Laura?  You’re my witness, I used it all up, 

down to the last drop.  I don’t waste the government’s vaccines.”  

Just as the neoliberal nation-state has continued to be held accountable for 

outcomes of policies that it has lacked the autonomy to shape, health staff, as state 

employees, were also held liable for negative health outcomes, even if their ability to 

provide high quality services was limited.  Worried about being fired for failing to 

perform all the tasks associated with monitoring pregnant women, auxiliaries such as 

Celia, sometimes resorted to making house calls and berating those who missed 

appointments at the health center.  If people refused to receive a vaccination or to allow 

their child to be vaccinated during a door-to-door campaign, health staff would also try to 

coax or pressure them.  In all of these cases, staff might ultimately require the “non-

compliant” individuals to sign a paper verifying that the health staff had visited them, and 

that they had refused their services.  

At the same time that they were supposed to persuade people to seek or receive 

certain services, however, staff were put in the position of promoting or defending forms 

of care for which they themselves harbored reservations.  Using cotton balls soaked in 

boiled water because the health center lacked alcohol, or distributing anti-parasitics or 

vitamins that had already expired were two such examples.  That the population was 

aware of these issues, moreover, meant that the staff could not simply worry about the 

ethics of care in private.  Instead, they had to maintain a balance between complying with 

job duties and maintaining their personal credibility to patients and their families.  Even 

as they agreed that most if not all the complaints the populace levied against the health 
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center were valid, staff also resented having to bear the brunt of the criticism in the 

course of their daily work.

As highly visible and accessible representatives of the Ministry of Health, 

auxiliaries were an easy target for criticism.  They were physically so in that they make 

up the largest proportion of health personnel owing to the Sandinista-based model that 

has only recently become subject to downsizing in this respect, and in that they were the 

ones who spent the most time doing outreach work in the rural neighborhoods.  They 

were also the most socially accessible representatives – their personal incomes and 

overall socioeconomic levels were comparable to that of many rural residents, and most 

of the auxiliaries were themselves residents of rural neighborhoods – in some cases the 

very neighborhoods that the local health center had assigned to them. 

Celia and other auxiliaries were responsible for maintaining “control” over rural 

and urban sectors that pertained to the health center.  On the one hand, Celia was 

reluctant to encourage people to go to the health center for medications, lest they not be 

in stock. On the other, she was obligated to make sure that certain segments of the 

population did seek care there, especially pregnant women and children under age five, 

hence she scolded many residents for their missed appointments.  Even for those who did 

seek services at the health center, however, as discussed in Chapter Three, many felt that 

the staff was rude to them.  Some staff members acknowledged to me that even they were 

surprised at how odioso (hateful) some of their colleagues were.  One auxiliary confided 

that enrollment in a program for new mothers had sharply declined because the current 

staff person overseeing it was quick to chastise people, even criticizing them for not 
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using deodorant despite it being a luxury item that not everyone could afford.  Yet nearly 

all personnel were accused of shortness or discourtesy by various participants at some 

point in the study. From the perspective of the staff, the occasions in which they were ill-

tempered arose from frustration over patients and caregivers who delayed seeking care or 

failed to adhere to a treatment regimen, as well as worry about being held responsible for 

the outcome, and a sense that the health seekers were the ones being rude and 

disrespectful in their demeanor.  

The negative interactions notwithstanding, many health staff did continue to feel a 

sense of obligation and dedication to serve their local communities. In her explanations of 

why so many people were reluctant to seek treatment at the health center, Amanda 

framed the problems in terms of the lack of material resources rather than the social 

relations: 

…because of the deficiency in treatment in the center.  Personnel we have, but due to 
the lack of medications, the people prefer not to come.  They now have a bad image 
of our services.  Here, at least, there are friendly staff, there is good attention, we are 
very animated to work.  We are compañeros, united.  When we don’t have something, 
we ask the doctors with pharmacies to give the medications to us.  

Amanda was very much aware of the complaints that patients and their families had 

about health personnel.  As noted earlier, she herself described the relations between the 

health center and the wider community as “bad”.  That she opted not to address them here 

could be interpreted as a strategy to maintain the moral identity of her colleagues and 

herself, but as she continued to speak, she expanded her assessment of the services to 

discuss how the provision of additional material resources would enable the staff to better 

serve the population:
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We need a health center with more equipment to treat the children here, instead of 
sending them to a hospital.  We need beds, equipment to administer oral rehydration 
fluids intravenously.  That way we can prevent children from dying.  And there 
should not be a lack of medications, because the people will come if there are 
medications.  In the private facilities there is lovely equipment.  We need better 
conditions to show the people that we are efficient in our attention.    

Amanda had received her training to become an auxiliary during the early 1980s, and she 

remained loyal to the Sandinista ideals of serving the populace, viewing it as part of her 

responsibility as a health worker to advocate on their behalf: 

I used to work at a hospital, but I asked to be transferred here to be closer to my 
family when I became pregnant.  I wasn’t able to return to the hospital afterwards, but 
I don’t regret that.  It’s more important to be in the community and fight for the 
people.  If we don’t fight, it will always be like this.  We need efficient attention.  

Notably, in the auxilaries’ office in the health center, a handwritten poster 

adorning the wall read, “Community participation is the key to resolving many problems 

in daily life.”  One of the ways that Amanda and others “fought” for better health services 

was through strikes, which I will address shortly.  Another was by becoming involved in 

community projects that fell outside the scope of official health center duties.  While this 

was not true in all regions of Nicaragua, in San Rafael, many of the health workers were 

either natives or at least long-term residents of the municipality.  Part of the reason that 

lay people did not hesitate to voice their complaints to auxiliaries was because these staff 

members were either from the local neighborhoods themselves, or were at least of similar 

socio-economic backgrounds.  For those who did live in the very neighborhoods where 

the health center sent them to vaccinate and surveil pregnant women and children, 

auxiliaries possessed personal, in some cases familial, ties to local residents.  They might 
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attend the same churches, and participate in neighborhood committees or grassroots 

projects.  

While there were certainly tensions that arose in Celia’s daily relations with local 

residents, in other respects her rapport with them was exceptional.  She readily helped her 

neighborhood committee to solicit funds for a literacy project by incorporating a survey 

on the educational levels of residents into her vaccination rounds, and she was an active 

member of her church.  Perhaps owing to her own willingness to volunteer, she found it 

easy to recruit brigadistas to help her with vaccinations, mosquito abatement, and child 

growth monitoring activities.

Overall, within their own neighborhoods, auxiliaries tended to enjoy a strong 

rapport, and for many of the household visits they made, as much or more time was spent 

socializing, gossiping, or discussing other community-based endeavors, as was spent on 

actual health center-related activities. Correspondingly, when residents visited the health 

center, they often greeted the auxiliaries of their neighborhood first to ask questions about 

services, or to request assistance in getting “good attention” from other health staff.  It 

was in health staff interactions with residents of neighborhoods they did not live in, 

whether in the context of home visits or the health center facilities, that criticisms and 

desconfianza were more likely to arise.  

The Doctor-Patient Relationship in Public and Private Sectors Revisited

In Chapter Three, I examined the increasing participation of physicians in both 

the public and private sectors.  There, I discerned ambivalence on the part of these 
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practitioners, many of whom were reluctant to discuss their private practices with me.  As 

with lay people, physicians appeared to be experiencing an internal conflict as they 

attempted to reconcile competing value systems and survival strategies.  Many 

practitioners were socialized into an ethos of service based in the socialist model of 

health care instituted during the Sandinista era, as well as an ethos to provide care for 

those in need as they had been trained to do in medical school.  At the same time, 

physicians were also overwhelmingly of middle-class backgrounds, and even during the 

1980s, many had resisted the efforts of the Sandinista government to regulate their 

profession and prevent them from maintaining private practices.  Owing to the very low 

government wages and weak economy, even Sandinista physicians who had attended 

medical school on scholarship in Cuba or Eastern Europe began to open up private clinics 

to augment their government salaries.  In this respect, physicians across the political 

spectrum also maintained a capitalist, business-oriented mindset in their medical 

practices.  

To further complicate the dual mindset of physicians, even for those committed to 

the idea of national health care, the services they could provide in their jobs as health 

center physicians were so limited due to the paucity of resources in supply that many felt 

they could do more for their patients in their private practices.  Many of the these 

patients, moreover, were quite poor, and paradoxically, were seeking care in the private 

clinics precisely because they lacked the financial resources with which to pay for out-of-

pocket health center fees.  To accommodate these health care seekers, physicians offered 

services on credit, and helped to minimize the costs by referring patients back to the 
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public sector for services which they knew would either be free or at a lower rate.  For 

example, Susana’s daughter received oxygen and medications in Dra. Irene’s clinic, but 

was sent to the health center lab for stool analyses which were provided free to children 

under age five. Most clinicians also waived their consult fee, or charged a nominal 

amount for low-income clients. 

In sum, physicians, like health care seekers, used la inteligencia, seeking creative 

ways to treat patients who would otherwise be abandoned in the public sector.  Yet these 

physicians had opened their private practices in order to make a profit, thus they 

endeavored to provide treatments without sacrificing their own income in the process. 

This was not simply to be able to maintain a middle-class lifestyle, rather, it has been a 

necessary measure to meet their basic subsistence needs – even after their government 

salaries were raised 100% following the physicians’ strike in 1998, the most junior 

physicians were still earning below the national poverty level for a family of four (Birn et 

al. 2000).  

In Chapter Three, I observed that some health care seekers discerned a potential 

conflict of interest in that certain physicians seemed to use their public positions to 

generate business in their private clinics.  There was also, however, a potential conflict of 

interest on a broader political/ideological level.  As the physician who made more in a 

single day at his private clinic than he did in a month at the health center told me, he held

onto the government job for his conscience, “So I can sleep at night.”  Treating the poor 

in the service-oriented government health center alleviated the guilt he felt about 

participating in a profit-oriented capitalist medical system on evenings and weekends.  
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Notably, this physician had received his training during the Sandinista era, with his 

education funded by the government.  This physician continued to be an active member 

of the Sandinista party, and like a number of middle class Sandinistas who were, in fact, 

better off materially in the present era of neoliberalism, he struggled with the 

contradictions posed by his ideological interests versus his pragmatic subsistence needs.  

The downsizing of government services has been facilitated by local level 

practitioners who have been willing to be flexible in the economic administration of their 

private clinics, offering discounts and credit to the poor.  There were limits to this 

flexibility, however.  A number of people were hesitant to seek credit if they had never 

done so before, or if they had not yet repaid a prior debt. In addition, health care seekers 

could never know for certain how much they might be made to feel obligated to purchase 

on credit in order that the treatment regimen might be administered to the physician’s 

satisfaction.  This uncertainty might well have influenced delays in seeking care. Do 

health care seekers limit resort to private practitioners because they believe that credit 

will only be offered for life-threatening conditions?  Is there a moral economy of health 

that influences practitioners? Are they more likely to offer discounts and credit under 

such circumstances because they do not feel they can refuse to provide treatment for a 

child who is gravely ill?  Further research is needed into these issues, in San Rafael and 

elsewhere.  

In so far as resort to the private health care sector was most frequently pursued for 

illness events perceived as grave or even life threatening, it could be argued that these 

physicians were indeed saving lives and providing a vital community service.  I would 
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contend, in fact, that above all else, they served as a safety valve for those whom the 

government had failed and who lacked the economic and social resources to pay up front 

for private services.  At the same time, the existence and growth of this safety valve has 

also permitted the government to continue downsizing the public health sector, along 

with its responsibility to provide health care.  Resort to the private sector, moreover, has

entailed the accrual of substantial debt for already economically marginalized segments 

of the population.  As a result of this high cost, people have delayed seeking care until 

ailments which might have been easily treatable in the initial stages have instead become 

life-threatening.  For babies and young children, such delays can end up yielding long 

term consequences in their physical and mental development – assuming that it is not 

already too late to be treated when care for them is finally sought. A safety valve of last 

resort cannot substitute for an effective primary health care system.

Fighting for the People, or for Themselves?  Health Worker Strikes

Celia was giving a talk on personal hygiene at the center when I arrived, blaming the 
carelessness of parents for their children’s poor dental health.  All of the benches faced 
the same direction, thus she had a captive audience.  I poked my head in the door of Dr. 
Manuel to say good morning, and when I came back out, Israel was addressing the 
group.  He was telling them how much of his pay is lost in bus fares from his daily 
commutes to the center, and the Ministry of Health’s failure to comply with his right to be 
reimbursed.  “And this talk?”, I asked Dr. Manuel, who had come out to join me.  “He’s 
explaining to the patients why there’s going to be a strike here tomorrow and Friday, so 
that at least those who came today will understand.”  Israel also told the audience, who 
seemed to be listening attentively but whose faces appeared as though they were being 
polite rather than emotionally engaged, that the Minister of Health earned 123,000 
cordobas (US $8200) a month, tax free, yet there was no money in the health budget for 
even the most basic of lab equipment so that Israel could administer  the blood, urine and 
other exams.  “We are all poor, all of us, you and me, but we pay taxes while our 
government officials earn well and their budget doesn’t reach the people.” He 
emphasized that the health staff was not going to neglect the patients, that emergency 



469

cases would still be attended to.  “Ah,” he said as an afterthought, just as he was about 
walk away.  Searching his pockets, he produced two vials of medicine. “Another thing 
that we’re fighting for is the end of expired medicines.  Always check the medicines you 
receive from here to make sure they’re not expired.  The date appears on the bottles and 
boxes.  If you don’t know how to find it, ask one of the nurses to check it for you.” 

- Fieldnote entry, January 2003

As Garfield and Williams (1992) have observed, the health sector played a 

significant role during the insurrection against Somoza through organized strikes and 

health workers who covertly assisted the FSLN.  Many who were hired after Somoza was 

ousted, moreover, received their training from the Sandinista government and played an 

active role in the nationalist project through their participation in actualizing the socialist 

health care model. While the highest ranked administrative personnel changed after 

Chamorro came to power, the union endured and organized a series of strikes during the 

first two years of her administration that shut down not only the nation’s health facilities 

but other government ministries as well (Garfield and Williams 1992).  Many people 

retired from the health and other government sectors with the two-year severance pay 

package offered by the Chamorro government. Garfield and Williams describe the 

retirement scheme as having been designed to reduce the amount of government 

personnel, and by extension, the national budget.  Babb, however, argues that the plan 

was also intended to reduce the amount of Sandinista personnel in government positions.  

Nevertheless, across party lines, health workers have continued to hold strikes and 

various other forms of organized protests through to the present.  As a group, physicians, 

in fact, had actually increased their participation in such protests.  
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There were at least three national health worker protests over the course of the 

year while I conducted my fieldwork.  Just one week after I arrived, in fact, I walked into 

the main health center to find the entire staff for the municipality discussing their plan to 

shut down all services except emergency cases for the next three days, in coordination 

with the health centers in neighboring municipalities.  

As Israel explained to those in attendance at the health center in the fieldnote 

entry above, the reasons for these strikes were multiple.  As with other low ranking 

government employees, health staff were poorly paid, and the services they were able to 

offer their patients were limited.  While they were careful not to say this to lay people, in 

their private conversations with me workers also spoke of the demoralization they 

experienced from the complaints about services that patients levied against them, as well 

as from the lack of respect and gestures of appreciation on the part of the government 

they served.  In addition to the low salaries, this lack of respect and appreciation was 

indexed by the continued diminishing of worker’s benefits, including, most ironically, 

their own health care.

Since patient needs constituted one of the reasons for going on strike, health 

workers expected the population to support them in such endeavors, and tried to explain 

their reasons for striking to those who came to the health center just prior to and during 

these periods.  Their explanations extended to issues of the staff’s low salaries and poor 

benefits, which they also believed the lay population would support.  While patients and 

caregivers generally listened politely, and might perhaps express some sympathy during 

house visits, I never witnessed anyone who actually joined the strike or took any other 
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action to demonstrate active support.  Nor did anyone ever express sympathy for the 

health workers’ protests to me. Instead, people discussed strikes in the context of 

explaining that they could not obtain treatment for themselves or others at the health 

center because it was closed due to these activities. From the perspective of lay people, 

the main reason the workers were on strike was not to fight for medicines and supplies 

for patients, but for wage raises.  In so far as many believed the health workers to be 

better off, with higher incomes and steady jobs compared with those working in the

informal sector, they largely viewed the strikes with indifference.  Aware of these 

perceptions, Amanda had followed up on Israel’s speech that morning before the strike to 

argue otherwise: 

Many people say that we are only going on strike because of our salaries.  But this 
isn’t true.  It gives us shame that there are no medications here, and no materials to 
provide laboratory exams for our patients.  We are ashamed of the services that we 
can provide for the community.  MINSA has an obligation to provide these services, 
but the administration is not complying.  This is why we are going on strike.  

On the day of the strike itself, I arrived at the health center to find the health staff 

standing sentry by the gate, dressed in their uniforms and white coats, and only 

permitting emergency cases to enter. Two handwritten posters, made of the cheap 

recycled newspaper product, were posted on either side of the entrance, explaining that 

the health workers were on strike for the following reasons: to protest the scarcity of 

medicines; so that the government would approve the originally proposed and more 

generous 2003 budget for MINSA; and to prevent health workers from being laid off.  

The poster did not specifically mention the salary increases for health workers, which 
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was part of the budget they wanted to have passed.  I was permitted to enter, but the gate 

was closed behind me.  

As a couple of women approached, whom Celia seemed to know, she explained 

that there would be no consultas today, due to the strike.  She then told them that the 

reason for the strike was the staff’s frustration with the health services: “There are no 

medications, neither for us nor for you.  Of what use is the center for you if there aren’t 

any medicines?” Just as Israel had warned patients that the medications they received 

from the health center might be expired, Celia reproduced a common lay complaint that 

reduced the purpose of the health center to the provision of medications.  Through their 

efforts to gain support for their strikes, health workers themselves thus contributed to 

undermining the credibility of the public health system, and the value of their roles as 

health care providers, even as they identified patient complaints as one of the most 

demoralizing aspects of their jobs.

 Even among the health staff, there existed many tensions, due to divided political 

affiliations, competition to avoid being laid off or fired as the government downsized the 

public health sector, and the competing interests arising from bureaucratic and 

hierarchical personnel divisions.  Although most did come together for the strikes, health 

staff complained that even they no longer received all the health care services they 

needed, and when they had to seek care from a regional hospital, they too were now 

subject to rude treatment, in sharp contrast to the camaraderie they had previously 

experienced. When Amanda told me one day that she had to purchase a series of 

injections to treat her kidney infection, I expressed surprise that MINSA would not cover 
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the costs for its workers. She informed me that there had been a health workers’ walkout 

the week before, with medicines being one of the key demands:

Ecia has chronic kidney infections and needs a special exam but MINSA won’t cover 
the cost, so she hasn’t gotten it.  Celia had to pay for her exam too since MINSA 
doesn’t even offer it - she had to get it done at a private lab.  Marcia has a throat 
problem that she hasn’t treated because she can’t afford the medications.  In the past, 
MINSA used to at least pay half the costs of medicines that had to be purchased out 
of pocket, now it doesn’t cover anything.  There are almost no medications in the 
centro right now, not even acetaminophen, for patients or staff. 

Amanda felt that the current government administration had been unresponsive to 

the appeals of health workers to improve the health care system for both patients and 

personnel.  Things would only improve, she told me, if there were a change in 

government.  Much of her dissatisfaction lay in the dramatic decreases in worker’s 

benefits, and in what she perceived to be a shift from solidarity and a focus on 

community service, to hierarchical social relations and a focus on personal financial gain 

among the health personnel:

When the Sandinistas were in power, the hospitals were good places to work in.  
Employees received breakfast, lunch, dinner, and two refrigerios (refreshment 
breaks) at the hospital where I worked.  The food was good and plentiful, laid out in 
buffets and we could take what we wanted.  We also received ‘AFA’ rations each 
month – arroz, frijoles, and azucar (rice, beans, and sugar) – to prepare food at home. 
With the AFAs, we could defend ourselves. Now, the rations are gone… The hospital 
staff also had good camaraderie.  Even head nurses joined the auxiliaries in bathing 
patients and changing bed clothing, they didn’t treat the auxiliaries as if they were 
maids.  But now, many seek nursing careers only for the sake of gaining employment.  
They want to become head nurses because these positions pay the best, and they want 
nothing to do with patient care. 

In their efforts to explain to the lay populace why they were going on strike and to 

garner community support, health workers attempted to demonstrate that they were no 

better off in terms of finances or health than the patients who sought their care.  As 
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Amanda herself acknowledged above, however, lay perceptions of health workers being 

more concerned with their salaries than their obligations as healers did have some 

empirical basis – although, in practice, demeanor did not necessarily correlate to one’s 

job position or political affiliation, and opinions on individual staff varied considerably 

among the lay population. Beyond that, the collaboration between health workers and lay 

community members for the purpose of public health and to mobilize for improved health 

care services was limited by the structuring principles of their social relations that put 

them in hierarchical and sometimes antagonistic positions.  

In his discussion of hegemony, Sayer argues that rule is accomplished not so 

much through the securing of consent or ideological indoctrination as through the 

securing of the performance of consent: “Believers or not, participants are by their very 

actions affirming the power of what is sanctified” (1994:375).  As I described earlier, 

both staff and patients played their roles in the health center setting, roles that were 

structured by differences in social class as well as by the institution of medicine, and the 

effect was to reinforce the relations of inequality.  As Donahue and McGuire (1995) note, 

the mutually-affirming biomedical and capitalist hierarchies converge in the context of 

the clinic. Ironically, even Sandinista staff who believed in principles of equality, and 

understood themselves to be fighting in the name of the wider community, unwittingly 

ended up serving as representatives of the state.  

In this respect, workers were also separated from the populace by their internal 

role conflict.  During the Sandinista years, fighting in the name of the wider community 

was part of their duties as state employees.  Now it was a form of dissent – but the 
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distinction between health worker and government agent was not necessarily discerned 

by health care seekers in their regular interactions with health center staff.  In Chapter 

Three, I cited Foucault’s argument that practitioners are significant in the relations of 

power within medicine, but their individual agency is limited. While health staff 

displayed resistance through strikes, for the most part their daily activities were in 

compliance with their institutional roles, thus dividing them from the rest of the 

population.  Nor were lay people convinced that health worker strikes would yield 

benefits for anyone other than the workers themselves – assuming that workers could 

even accomplish that much.

A Second Wave of Health Care Downsizing?

Amanda’s oldest son is attending university, but she’s not sure whether she’ll be able to 
send the other two.  She had wanted him to study medicine, but the prerequisites and 
education expenses were too great, so he is studying engineering systems instead.  
“Todos habiamos ganado durante los anos Sandinista,” she said, “pero ya lo perdimos.” 
All of us had gained during the Sandinista years, but now we’ve lost it.  Amanda would 
like to further her own education but decided to focus on her children’s schooling 
instead.  As a result, she is foregoing her own training to earn the advanced nursing 
degree needed to protect herself from being laid off.  “Three sectors are going to receive 
a personnel cut in 2002: the police, education, and health.  I worry about my son’s future 
if they fire me. In the private sector, they only accept women who are younger than 30, 
and I’m over 40. It’s the same in the zona franca (export production zone) .”

- Fieldnote entry, November 2002

In the previous chapter, I noted that the Chamorro administration sought to 

downsize the public sector during the early to mid-1990s through the Occupational 

Conversion Plan packages, offering state workers cash sums to start up micro-enterprises.  

Funded by USAID, the plan ultimately reduced the public labor force by 25% (Babb 
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2001).  Although some health workers were fired for political reasons (Garfield and 

Williams 1992), participation in the Occupational Conversion Plan was voluntary.  By 

2002, however, there was talk of another downsizing in order to comply with 

internationally-mandated structural adjustment policies, and this time, those laid off 

would not be given a choice.  

As the auxiliaries understood, they were to be targeted first, for MINSA desired to 

retain a “professionalized” workforce.  To minimize this risk, a number of the auxiliaries 

in the health centers of San Rafael were either currently enrolled in nursing school, or 

submitting applications for admission.  Earlier, I cited Amanda’s accusation that those 

pursuing a professional nursing degree did so out of a desire to earn a higher salary, and 

cared little for their patients.  To an extent, she was indirectly alluding to a political-

ideological divide between those who had been recruited as health workers during the 

Sandinista years, versus a younger generation who was recruited and trained by a 

neoliberal-dominated health care administration.  However, the auxiliaries who were 

returning to school to obtain their nursing licenses were primarily concerned with their 

job security.    

Amanda and Celia had both received their original training during the Sandinista 

era, and continued to represent that legacy.  Now they feared being laid off as middle-

aged women, too young to retire, and too old to get another job. While it was perhaps 

ironic for Amanda to consider seeking a job in a capitalist sweatshop factory after 

dedicating over 20 years of her life to a socialist project, her life was already filled with 

such contradictions.  A divorced woman with three children to support, she was already 
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selling used clothes on the weekends in order to pay for her oldest son’s university tuition 

and related expenses.  Neither Amanda nor Celia was planning on pursuing a nursing 

degree, despite the fact that both told me on multiple occasions that they feared they 

would be otherwise be laid off.  Amanda, moreover, was pessimistic about the likelihood 

that the organized protests would prevent the layoffs.  First, she explained, she did not 

believe the government officials were concerned about the plight of the workers.  Second, 

she did not believe these officials even had a choice, since the plans were in accordance 

with World Bank and IMF requirements.  By not returning to school, Amanda was taking 

a gamble on her future employment, but she deemed it a necessary one so that her son 

might have better prospects in his future career.  

As for Celia, she never gave me a direct answer on her decision, but spoke of her 

doubts about being able to receive a scholarship, and her concern about having to spend 

an her weekends at school when she was already committed to caring for both her 

children and her elder parents.  Owing to her health training, her family had designated 

her the primary caregiver for her father, who had a serious heart condition, and the 

weekends were the only time when she could travel to the neighborhood in which he 

lived.  As it was, she never took a day off to rest, and to return to school would, in a 

sense, mean abandoning her familial obligations as mother and daughter.

  Not unlike the lay population, health workers experienced much frustration with 

the continued erosion of public health services, and they too were increasingly feeling 

abandoned.  Despite their worries about their personal futures and that of the nation, 

however, Celia and Amanda had not given up all hope.  Celia remained active in a variety 
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of neighborhood projects, ranging from adult literacy programs to seeking funding to 

build new homes and a new elementary school.  While feeling demoralized when people 

complained about the lack of medications and other services in the health center, Celia 

also took great pride in her personal contributions, which included meticulous 

recordkeeping on vaccinations and demographic data.  She had even taken the initiative 

to enumerate the homes in the sectors for which she was responsible – in a region where 

even the homes in the urban center lacked numerical addresses.  

Amanda was also an active member of her neighborhood, and maintained a high 

level of enthusiasm in her daily work even as the obstacles she faced increased.  In 

addition to vaccinating in her assigned neighborhoods, for example, she would give 

impromptu charlas (health talks) to the mothers and others she visited about 

breastfeeding and the need to go to the health center for prenatal care.  “I’m not bitter,” 

she said, “although my life is hard. It’s hard to be both mother and father for my three 

children.”  Like Celia, Amanda also incorporated diagnostic surveys into her household 

visits for the neighborhoods she worked in.  She was interested in obtaining as much 

information about the community as possible for the occasions when NGOs and other 

organizations would arrive and request it, anticipating that it could facilitate the 

possibility of receiving development aid.  

Conclusion

I’m not bitter, although my life is hard. Amanda’s declaration was deeply 

personal, but in many ways representative of others in San Rafael.  At times she was, in 
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fact, quite bitter; given the many hardships they had faced in their past, and the many 

they continued to face in the present, few people I came to know in San Rafael were 

perennial optimists.  But I never met anyone who had reached the point where they no 

longer believed that their life circumstances could improve, at least a little. 

In ideology and praxis, the struggle between an ethos of solidarity, cooperation 

and service, versus one of individual competition and self-preservation, was engaged on a 

daily basis in San Rafael.  As a result, I have argued, social relations were largely 

characterized by provisional confianza.  By themselves, efforts within civil society to 

make up for the loss in government health care through church-based services and 

grassroots movements to attract development funds and agencies to the local region were 

limited.  Access to non-governmental services was restricted, as was the range of services 

offered.  The efforts of local social movements and those agencies that did bring services 

to the region were also hindered by the climate of distrust among local residents, and at 

times their very presence exacerbated already existing tensions within the community, 

rather than alleviating them.   Yet for all the problems they had encountered, and the 

many disappointments they had experienced when aid either failed to materialize or did 

not yield the anticipated outcomes, people’s hopes that eventually their efforts would pay 

off persisted.  

Although Nicaraguans have been left with a hollow state, and an increasingly 

hollow public health care system, the relations within civil society, as well as between 

civil society and the state, have not been completely eroded at the nexus of health care 

services.  Relations between the lay population and health care staff were filled problems 
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and tensions, but the staff for the most part did want to provide good services, and the lay 

people, in turn, wanted to receive health care services from the government health center.  

While many people told me at the outset of the study that they either never or almost 

never went to the health center, this did not mean that they were resigned to losing what 

little they had left of government health services.  As Doña Elisabeth said in the passage 

at the beginning of this chapter, “We need foreign aid to arrive at the health center, and 

be distributed to the population.”  She herself claimed that she had not set foot in the 

health center since the 1980s, although her grandchildren were still taken there.  As 

hollow a shell that the health centers may have become, her desire was not for them to be 

forsaken, but instead restored.  To her, they were the ideal sites to distribute aid, as 

opposed to NGOs or churches.  

Issues pertaining to class, the social relations of medicine, and the social relations 

of the state proved a formidable barrier to the conjoining of the lay populace with the 

health staff in organized protests.  For the most part, however, health care seekers and 

workers shared in common the desire for affordable, accessible, and high quality health 

care to be provided by the government.  Most importantly, this desire was not simply 

rooted in wistful thinking, nor in the memory of a past era.  To date, the Nicaraguan 

government is still under constitutional mandate to provide health services to the 

populace.  

Local level efforts to make up for the gap in government responsibility have been 

limited precisely because the policies implemented by the government and international 

bodies have undermined them.  The corruption and resource scarcity plaguing the state 
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has permeated civil society as well, working against cooperative efforts and promoting 

distrust and competition instead.  The “third tier” of governance, i.e., the bi-lateral and 

multilateral agencies, needs to take into account local needs and demands, and implement 

policies in a manner that respects national laws rather than overriding them.  Neoliberal 

structural adjustment policies have not only gutted the state, they are gutting civil society 

as well.  Lay people and practitioners have been doing their best to use la inteligencia.  It 

is time for national and international bodies to follow suit.
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CONCLUSION

This dissertation has been guided by three primary aims.  The first was to 

examine how sociocultural factors, economics, and social relations articulated in health 

care and resource decision-making among poor and lower middle income households in 

Nicaragua.  The second was to analyze the changes in health care services in a country 

that has undergone three major regime changes within the last 25 years, including the 

impact of, and responses to, shifts in international development aid and contemporary 

structural adjustment policies.  And the third was to use illness as a lens with which to 

examine social relations in a culture that has experienced tremendous change – relations 

among kin, neighbors, professionals and clients, as well as changes in people’s 

relationships with the state.  In these final pages, I will first provide a summary of my 

research findings, and then conclude with a reflection on their significance, including 

how this study of health care seeking contributes to our understandings of social 

organization, and why it is important to consider history and social memory when 

describing both a population’s assessment of present health care services, and possible 

futures.  

Summary

In Chapter One, I examined how the history of the political economy of 

Nicaragua has been shaped by interacting international and domestic social relations, 

resulting in the production and reproduction of political, economic and social inequality.  

Over the past 25 years, Nicaragua has undergone multiple regime changes, from an 
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authoritarian dictatorship, to a revolutionary socialist-oriented government, to a civilian 

democratic one starting with the transitional right-center UNO coalition and culminating 

in the right-wing neoliberal dominated government since the late 1990s.  Whereas the 

Somoza dynasty resorted to coercive measures to marginalize the populace from 

participating in the political process, overtly repressive measures have significantly 

decreased in the present. The legitimacy of the current political system, however, is 

suspect in the minds of its citizens, given the widespread corruption. Development aid 

intended for the poor has been used by political parties to solidify their position and has 

been unfairly distributed.  

Many scholars of development have questioned the actual gains made by the 

transition to civilian democratic regimes in Central America, given the lack of autonomy 

states have in national planning, and the lack of transparency and accountability on the 

part of the international agencies. Often these agencies make their aid and loan 

agreements conditional on macro-level structural adjustment programs that prioritize 

economic efficiency over vital social services. While some researchers have suggested 

that the potential for social change might lie in the development of a strong civil society, 

one of the challenges cited by San Rafaeleños was the interdependence of political and 

civil society at the macro- and micro-levels.  Corruption and economic instability have 

permeated relationships at the local level and made it difficult for development programs 

and community-level organizations to function, in a context of extreme poverty, wherein 

social relations are breaking down in a climate of distrust.  This is not to say that 

“success” stories were absent in San Rafael, but there were limits to what could be 
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achieved locally when macro-level forces were undermining social relations, and the state 

did not provide the political, economic and social infrastructure necessary for people to 

meet their basic subsistence needs with dignity.  Over the past 15 years, substantial 

improvements have been made in road conditions and other aspects of infrastructure such 

as electricity, water, and transportation, as well as the construction of schools in rural 

neighborhoods.  Yet San Rafael has continued to suffer from high rates of unemployment 

and underemployment over the course of the 1990s through the present, and the disparity 

of wealth and education between the urban and rural sectors has become more 

pronounced.

In Chapter Two, I reviewed the history of health care services in Nicaragua and 

how they have changed in response to transitions in the governing regime, global 

development ideologies and foreign relations. At the global level, the primary health care 

model and the goal of universal access to health care were popularized in development 

aid discourses during the 1970s.  Utilizing development aid for his own personal political 

and economic objectives, however, Somoza selectively implemented the policies and 

programs mandated by USAID.  While the Sandinistas’ socialist-oriented health care 

agenda initially received priority funding from WHO and UNICEF, and continued to 

receive support from Scandinavian countries, Cuba and the Soviet Union during the 80s, 

the US-led embargo and Contra war limited the economic and human resources available, 

necessitating a downscaling of subsidized health services.  With the transition to 

neoliberal dominated regimes of the 1990s and economic dependence on bilateral and 

multilateral agencies prioritizing domestic fiscal stability and debt servicing over the 
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living conditions of the populace, health services have become increasingly privatized 

and decentralized.  Concordant with this shift, the capacity of the state to plan and 

provide health care services has substantially diminished.  As Donahue and McGuire 

wryly conclude, as a result of the leading role of bi-lateral and multilateral organizations 

in shaping health policies through structural adjustment programs,  “”the field of choices 

are being defined by the demands of bi-lateral and multilateral lending agencies…the 

‘logic of the majority’ has been replaced by the ‘logic of the bankers’” (1995:51).  Even 

NGOs, widely lauded for their “independence”, must often compromise their agendas 

due to their financial dependence upon national and international institutions (Butt 2002; 

Gray 1999; White 1999).  

Significantly, while representatives of developing countries may participate in 

international conferences and policymaking, the poor and other marginalized populations 

– the very people intended to benefit from development and health initiatives - have been 

generally excluded from both the health care policy planning and evaluation processes 

(Butt 2002).  Despite the Ministry of Health’s formal mandate to meet both the 

population’s real and perceived needs for health services, most of these needs were 

considered to have been unfulfilled by residents of San Rafael.  

While the range of health care services and the number of health care providers 

has actually increased significantly over time, most study participants felt their ability to 

access biomedical health care services had decreased.  The decreased accessibility was 

due to the downsizing of government health services, described by Laurell and Lopez 

Arellano as “private affluence for a minority and public scarcity for the majority” 
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(1996:16), and expressed in similar terms in San Rafael by those who opined, “It’s a 

luxury to become ill here.”  Whereas health care had been formally declared a human 

right several years earlier, many people now believed that it had become a precious 

commodity available to only a small segment of the population.  All study participants 

reported patterns of treatment resort that were significantly influenced by their limited 

financial resources, and these patterns tended to become more pronounced for the poor 

and very poor.  In particular, delays in seeking care, reductions in expenditures for exams 

and medications, and self-prescribing and medication sharing were routine.  

In Chapter Three, I analyzed how health care seeking activities were impacted by 

the lack of resources available for health expenditures in households, and the lack of 

resources available in the government facilities. I noted that many chronic illnesses such 

as diabetes, hypertension and asthma were only treated when symptoms became severe, 

and many treatable acute illnesses such as diarrheal diseases, respiratory infections, and 

urinary tract infections were experienced as recurring or de facto chronic ailments.  

When speaking in abstract terms, a number of people said that were they to 

become afflicted with a grave illness, they could only buy their coffins, but in fact, the 

typical trend was to ration health budget allocations and prioritize precisely those 

illnesses perceived as life-threatening.  For illnesses perceived as mild, or for chronic or 

recurring ailments, treatments tended to be limited to herbal or inexpensive over the 

counter remedies. The poorer the household, the farther an ailment progressed along the 

“danger scale” before costlier forms of care were pursued.  Yet people were not fatalistic 

about their own or other household members’ health.  In their efforts to compensate for 
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their limited financial resources, they attempted to put forth la inteligencia. Health care 

seekers deployed considerable creativity in pursuing treatment, including trips to 

neighboring region’s health centers, visiting low cost local healers, and selecting one 

household member for medical attention and then sharing the treatment regimen with 

others.  For more serious ailments, many sought services on credit from private 

physicians.  While critical of international and national agencies, as well as their regional 

government health centers and hospitals, for providing ever-decreasing amounts of 

services, study participants did not absolve themselves or others of responsibility for 

treating ailments, especially those considered to be serious.

The current government health services were widely criticized by study 

participants, whose primary complaints stemmed from the lack of medications and other 

supplies, user fees, inconvenient scheduling, and staff competence and demeanor.  Many 

of the deficits in the public health care system were identified and discussed by 

government health personnel as well, who felt frustrated and demoralized by the limited 

care they could provide to patients, as well as by their low salaries and the risk of being 

laid off as the public sector continued to be downsized. Despite people’s claims that they 

never or almost never went to these facilities, however, 80% of households did seek 

attention at their local or a neighboring health center at least once over the course of the 

study, and the health center was the first or second most common pattern of resort for 

over half of the households.  Overall, these facilities were not abandoned so much as 

under-utilized.  People did not seek medical attention as often as needed for illness 

treatment and prevention, and due to their inability to purchase all of the medications 
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prescribed at the health centers and hospitals, adherence to treatment regimens was 

compromised. 

The rise of private sector services at the national level manifested itself more 

recently in San Rafael, as health center physicians began to establish private clinics, 

pharmacies and laboratories in their homes starting in the mid-1990s.  For the best off 

participants in the study, private sector services were sought more frequently and for a 

broader array of services, including treatment of both acute and chronic conditions.  For 

the poor and very poor, resort to private sector services was primarily reserved for the 

treatment of illnesses perceived as life-threatening, or for children viewed as particularly 

vulnerable to serious illnesses.  The ability to receive services on credit, moreover, 

rendered private care a more accessible option for this population than the public sector 

services and their entailed out-of-pocket expenses.  

Private and public services also overlapped, however.  Government hospitals 

contracted space and services to the privately insured, and referred patients to private 

laboratories when they lacked the necessary equipment and supplies to conduct 

examinations. In San Rafael, nearly all of the physicians with private practices were also 

employed in either the local health center or a regional hospital. Across socioeconomic 

groups, the most popular physicians were those who currently worked in one of the local 

health centers.  Despite complaints about experiences with certain physicians in the 

health centers, people expressed high rates of satisfaction with the quality of care they 

received in the same physicians’ private clinics.  Some further believed that once a 

private doctor-patient relationship had been formed, the same doctor would provide better 
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attention in the public setting. Physicians, in turn, established private practices to 

supplement their low government wages and also felt that they could do more for their 

patients in the private settings, where they could provide treatments on credit.  

Private practitioners provided, in essence, the safety net lacking in government 

health services in times of crisis.  Unfortunately, this safety net cost many households 

dearly, up to a month’s worth of income in some cases.  Ironically, much of the urgent 

care sought in the private sector was for diarrheal diseases and respiratory infections 

afflicting babies and young children – both the illnesses and age-group that have been 

officially prioritized by international agencies and the Nicaraguan Ministry of Health. Of 

equal significance, the existence and growth of this surrogate safety net has also 

permitted the government to continue downsizing the public health sector, along with its 

responsibility to provide health care.

In Chapter Four, I explored the ways that health care seeking strategies in San 

Rafael were affected by the interaction of health beliefs and material contingencies.  

While local understandings of illness symptoms, causation, and remedies influenced 

health care seeking, these understandings were often ad hoc and people were quick to 

reassess their initial diagnosis and/or seek other forms of treatment if the initial resort did 

not yield desired results.  Often people were uncertain about the cause of an illness, the 

diagnosis, or degree of severity.  Their actions and reasoning were also influenced by the 

economic resources available to them for health care seeking.  Deploying a practice-

based, “taskonomic” approach to treatment, caregivers frequently experimented with one 

or more low cost remedies, and subsequently sought attention from a physician or lay 
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healer if the afflicted individual did not show signs of improvement. People engaged in 

multiple forms of treatment to “cover all bases” when uncertain about cause or diagnosis, 

and revised their understandings based on perceptions of severity and illness progression.  

Past experiences significantly influenced people’s perceptions of severity as well 

as the efficacy of particular treatment strategies.  Through past experiences, people 

learned for which ailments it was best to seek care from a lay healer or midwife versus a 

biomedical practitioner, and for which it was best to seek care from a private practitioner 

rather than a government facility.  In this respect, the multitude of negative experiences 

with government facilities was a major contributing factor to the diminished faith lay 

people had in public health services in general, and for delaying or foregoing care-

seeking from the public sector.  

For health care seekers in San Rafael, whether and when to seek treatment, and in 

what form, was influenced by the interaction of cultural ideologies and material 

contingencies.  I argued that while education-based efforts are certainly important, such 

health interventions should supplement rather than substitute for the responsibility of 

policy makers at local, national and international levels to improve the quality and 

accessibility of health care services.  Most significantly, despite the limits to their 

personal economic resources and the capacity of the national public health care system, 

people did not adopt a fatalistic attitude towards their illnesses.  While study participants 

readily identified multiple levels of responsibility for health and health care seeking 

outcomes, and stressed the limits to their personal agency, they did not absolve 

themselves or others of personal responsibility.  
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In Chapter Five, I examined the three main healing modalities, folk, religious and 

biomedical, that residents of San Rafael have drawn upon to form their worldviews 

pertaining to health and illness.  Although the official government health care system, 

international development programs and policies have been based in a biomedical model, 

the de facto health care services were characterized by medical pluralism and syncretism, 

adapted to the beliefs, values and norms specific to this cultural context.  Just as people’s 

views and practices in the realms of economics, politics, and education have changed in 

relation to macro-level and micro-level social forces, as discussed in Chapter One, so 

have people’s ideas about health and illness changed, including what constitutes the most 

practical course of treatment for an ailment, and the range of options available to them.  

Although the majority of people considered biomedical treatments to be the most 

efficacious and desirable of all available options, neither lay people’s nor doctor’s and 

nurses’ understandings of the body or illness were exclusively biomedical.  The beliefs 

and practices of multiple healing systems influenced popular health culture and the way 

in which biomedicine was practiced.  I noted that cultural and economic factors were 

inter-related, and that the relationship between the cultural and economic domains had a 

political dimension as well, as each regime legitimated different forms of care at different 

points of time.

Owing to the economic constraints of the national health system and their 

individual households, health care seekers frequently based their courses of action on 

pragmatic assessments of what could be done with the limited resources available, as 

opposed to pursuing the treatment strategies they believed to be most optimal.  At the 
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same time, expectations based on certain cultural ideals persisted.  One of the most 

politically and socially charged tensions that arose from conflicts between cultural ideals 

and material contingencies pertained to the allocation of responsibility for health care.  

For households at the margins of poverty, illnesses constitute a time when the fault lines 

of society become transparent, revealing the conflicts between social norms and material 

contingencies.  In Chapter Six, I considered the ways that resource allocations for health 

care seeking and other needs were negotiated in San Rafael, and the conflicts that 

emerged between cultural ideals, economic contingencies, and the competing agendas of 

individual stakeholders.  Using illness as a lens with which to view the social relations of 

the poor, I explored the ways that structural violence has weakened social relations within 

and across households in San Rafael, as the government safety net for health care has 

steadily eroded, and people’s ability to maintain social support through reciprocal 

exchange relations has diminished.

Within households, economic constraints contributed to tensions between desires 

to pool resources together on the one hand, and individuals’ strategies to maintain 

autonomy over at least a portion of their personal earnings on the other.  With multiple 

expenses and multiple individuals afflicted with illnesses at the same time, health seeking 

allocations were based on household membership status, especially kinship, gender and 

generation. Younger mothers not only tended to receive fewer resource allocations for 

their ailments, but were also held primarily responsible for the well-being of their 

offspring, even if their actual health seeking decision-making capacity was limited by 

their dependency on others for economic support, and their lower status within 
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households as wives, daughters and/or daughters-in-law.  A woman’s parents, in-laws 

and older neighbors could be potential sources of support as advocates, urging her 

husband to approve her seeking a costly form of treatment for their children or herself, or 

they might instead be the ones to pass judgment on her for “abandoning” her children 

through a perceived lack of effort on their behalf.  

The social relations of health care seeking were further exacerbated as conditions 

of poverty have undermined people’s ability to fulfill cultural ideals pertaining to social 

support, especially with respect to exchange relations and health care responsibilities 

across extended households of kin.  Social support was strongest between mothers and 

children, and young women frequently relied on their mothers to assist with caregiving, 

and to provide them with temporary or long term shelter following the birth of a child or 

the separation from a spouse.  While many women were also able to rely on their 

husbands or compañeros for financial and social support, high rates of unemployment 

and underemployment, along with other stresses related to economic and political 

instability, have contributed correspondingly to high rates of male alcohol consumption 

and domestic conflict.  Single mothers, however, were stigmatized and faced a 

formidable challenge in supporting themselves and their children in a safe environment 

unless their own parents were able to provide them with shelter and other assistance, or 

they found a new partner.  

As a potential safety net to offset the diminishing services and support provided 

by the state and paid employment, social networks could constitute a significant source of 

support, but they could also become an additional form of stress.  Among extended 
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family, conflicts over land inheritance and collective responsibility for elder care were 

common, as were tensions due to envy of those who appeared to be better off, and 

resentment that was directed both at those who made demands for resources that one was 

unable to share, and those who appeared to possess the needed resources but who refused 

requests for assistance.  In their discourses, people identified multiple levels of 

responsibility for health care, ranging from individuals to the state, foreign nations, and 

God.  In the social relations of everyday life, however, individuals were often the most 

visible, and hence, the most vulnerable to being held liable, both in the eyes of 

themselves and others. Limited capacity to live up to the expectations they and others had 

of themselves, and for others to do likewise, resulted in personal guilt and social conflict.

Owing to the transnationalized state apparatus and its neoliberal structural 

adjustment policies, the services provided by the Nicaraguan nation-state have 

diminished, as has the autonomy of its officials to determine national policy.  The hollow 

state now has a hollow public health care system.  In Chapter Seven, I analyzed the 

challenges posed to local level efforts to engage in collective forms of organization for 

health care.  I argued that the extreme conditions of poverty positioned an ethos of 

cooperation and community participation, vestiges of Sandinista socialist thinking, at 

odds with the day-to-day survival needs specific to individuals and/or families.  The 

limited resources available to meet these needs, has fomented competition, both within 

and across households.  Although NGOs and church-based organizations were present in 

San Rafael, they were not able to fill the gap left by the downsizing of state services.  

Much of that gap, in fact, was being filled by the practitioners operating in both the 
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public and private sectors, but even then, they functioned mainly as a safety valve for 

emergency cases.  

In ideology and praxis, the struggle between an ethos of solidarity, cooperation 

and service, versus one of individual competition and self-preservation, was engaged on a 

daily basis in San Rafael.  As a result, I have argued, social relations were largely 

characterized by provisional confianza.  By themselves, efforts within civil society to 

make up for the loss in government health care through church-based services and 

grassroots movements to attract development funds and agencies to the local region were 

limited.  Access to non-governmental services was restricted, as was the range of services 

offered.  The efforts of local social movements and those agencies that did bring services 

to the region were also hindered by the climate of distrust among local residents, and at

times their very presence exacerbated already existing tensions within the community, 

rather than alleviating them.   Yet for all the problems they had encountered, and the 

many disappointments they had experienced when aid either failed to materialize or did 

not yield the anticipated outcomes, people’s hopes that eventually, their efforts would pay 

off, persisted.  

Although Nicaraguans have been left with a hollow state, and an increasingly 

hollow public health care system, the relations within civil society, as well as between 

civil society and the state, have not been completely eroded at the nexus of health care 

services.  Relations between the lay population and health care staff were filled problems 

and tensions, but the staff for the most part did want to provide good services, and the lay 

people, in turn, wanted to receive health care services from the government health center.  
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While many people told me at the outset of the study that they either never or almost 

never went to the health center, this did not mean that they were resigned to losing what 

little they had left of government health services.  

Issues pertaining to class, the social relations of medicine, and the social relations 

of the state proved a formidable barrier to the conjoining of the lay populace with the 

health staff in organized protests.  For the most part, however, health care seekers and 

workers shared in common the desire for affordable, accessible, and high quality health 

care to be provided by the government.  Most importantly, this desire was not simply 

rooted in wistful thinking, nor in the memory of a past era.  To date, the Nicaraguan is 

still under constitutional mandate to provide health services to the populace.  

Local level efforts to make up for the gap in government responsibility have been 

limited precisely because the policies implemented by the government and international 

bodies have undermined them.  The corruption and resource scarcity plaguing the state 

has permeated civil society as well, working against cooperative efforts and promoting 

distrust and competition instead.  The “third tier” of governance, i.e., the bi-lateral and 

multilateral agencies, needs to take into account local needs and demands, and implement 

policies in a manner that respects national laws and values, rather than overriding them.  

Otherwise, neoliberal structural adjustment policies will continue to gut civil society 

along with the state.  
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Reflections on the Past, Insights for the Future?

It is not that we are poor.  Nicaragua is rich in potential…  In Chapter One, I 

cited these words of Pastor Enrique, an evangelical minister in San Rafael, as speaking to 

a larger debate on the status of the Nicaraguan nation-state and its people.  There, I noted 

that the phrase, “Here in Nicaragua, we are very poor”, was frequently articulated to 

critique the current political economic conditions of the country, but did not necessarily 

extend to a fatalistic discourse on the potential that could be achieved. I began this 

dissertation with a discussion of how my experiences in Nicaragua as a Peace Corps 

volunteer during the mid-1990s informed the research questions that I explored when I 

returned to conduct my fieldwork in late 2002.  Now that I have presented my findings, I 

would like to briefly reflect on their significance within Nicaragua, as well as their 

broader implications for research in other cultural contexts.  

In this dissertation, I have argued that health care seeking needs to be addressed 

as a social rather than individual issue.  The Nicaraguan nation-state and its populace 

have experienced three major political regimes in a compact period of time.  The 

ideologies of each regime influenced people of different age groups, and influenced how 

they socialized their children as well.  As Raymond Williams (1977:122-3) has described, 

each generation develops its own “structures of feeling”, through the interacting cultural 

meanings, values and practices that people experience within the dominant order of the 

present; the residual elements of the past which carry over into the present; and the 

emergent forms that are in development.  The ideologies of each political regime 

coexisted in San Rafael, impacting social relations as well as health care, and influencing 
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both the lay population and the health staff in their expectations of the state, each other, 

and in what involvement in health care means.  Of equal significance, these ideologies 

have influenced people’s perceptions of whether and to what extent the procurement of 

basic subsistence needs, as well as a higher quality of life, should be pursued through 

collective versus individual efforts.

I have argued that people work with the resources – material and social – that are 

available to them, and form their worldviews based on their life experiences.  As Marx 

and Engels wrote, “Life is not determined by consciousness, but consciousness by life.” 

The relationship between life experiences and people’s understandings of them, however, 

is complex. Williams describes hegemony as “in effect a saturation of the whole process 

of living” (1977:100). Through their participation in social institutions and other social 

formations, people’s everyday experiences are suffused with hegemonic practices, 

meanings and values.  Above all, hegemony is a process: “…it does not just passively 

exist as a form of dominance.  It has continually to be renewed, recreated, defended, and 

modified” (1977:112). To the extent that the hegemonic process is successful, individuals 

and groups internalize their subordination.  Yet such internalization is not a given. As 

Williams observes, the meanings and values imparted through the institutions of civil 

society are often contradictory, and subject to the individual’s own interpretations and 

selective incorporation.  The relationship between “’structures of feeling’, meaning, and 

values as they are actively felt, and formal or systematic beliefs are in practice variable” 

(1977:132). 
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The interaction of culture and economics, and the limits to which ideals were 

impeded by material contingencies, promoted a pragmatic, “taskonomic” approach to 

health care seeking and resource allocation, as households attempted to seek care and 

meet other needs with the limited resources they had in their homes, and the limited 

resources available in the public sector.  To maximize their potential to achieve 

efficacious outcomes, people searched for creative solutions or interim measures, and 

explicitly recognized and legitimated this creativity through a moral discourse on 

responsibility and la inteligencia.  Significantly, la inteligencia was deployed not only by 

lay people, but health practitioners as well.  Health practitioners worked with lay people 

to make treatment more accessible by offering credit and discounts for private sector 

services, and combining these with referrals and resort to the services that continued to be 

subsidized by the state in the public sector.  Auxiliary nurses also tried to help patients to 

secure credit from physicians with private clinics, or to locate subsidized services 

provided by NGOs.  

The political violence experienced during the dictatorship and the war, the 

prolonged economic crisis, and the ongoing erosion of vital services over the past fifteen 

years have generated much frustration and tension among households, networks of 

extended kin, and neighbors.  Conflicts have emerged as cultural ideals pertaining to 

reciprocal exchange relations and other obligations could not be met.  Structural violence 

has weakened the social fabric of society, undermining the economic security, social 

relations and structural integrity of families and neighbors.  
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The effects of structural violence have been suffered by the government health 

staff as well, who have become frustrated that they can no longer provide the care they

feel they should, nor provide the care they used to during the Sandinista era.  In addition 

to the low morale they experienced as they bore the brunt of the lay populace’s 

complaints, they were further demoralized by the lack of material and symbolic 

validation they received from their employer, the state.  Just as lay people were anguished 

over their inability to fulfill their social obligations to others, so to were health staff torn 

because they continued to be held responsible for the health outcomes of patients seeking 

their services, yet they not only lacked the resources with which to adequately treat them, 

but could no longer even receive good health care for themselves.  With the downsizing 

of the state and privatization of health services, a number of staff, especially the 

auxiliaries, faced an uncertain employment future as well.  

The social relations within and across neighborhoods of San Rafael were 

impacted by political and structural violence, including a rise in delinquency, violent 

crimes, elevated rates of unemployment and underemployment, and competition for 

scarce resources.  As a result, relations were increasingly predicated on what I have 

described as provisional confianza.  Resource scarcity within and across households, the 

state services, churches and development agencies fomented conflict and envy.  

Despite these formidable obstacles, a number of people did persist in their 

attempts to collaborate with others in order to move forward a social collective.  As 

Alberto argued, “We have to work together to hacer la inteligencia…”  For Alberto and 

others who participated in neighborhood committees, social movements, and other forms 
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of collective action, their concern was not just to achieve the immediate, explicitly 

identified goals such as the procurement of health services or housing.  They were also 

trying to rebuild their communities, to restore the social order.  In this respect, one of 

their most significant achievements was not the material gains, but the alliances they 

formed across personal, political and religious divisions, as exemplified in the groups that 

formed to protect the public cemeteries and to gain the legal titles to their land.  

As Green (1999) argued in her analysis of the ways that political and structural 

violence disrupted the social relations in Mayan communities of Guatemala, in order for 

individual bodies to be healed, the social body must be treated as well. Similarly, the 

needs of Nicaraguans are both individual and collective.  In terms of healing this 

community, it is necessary to address the structural violence that has assaulted social ties. 

I do not have “the” answer, but based on my observations over the past decade, I do 

believe that people have some resources for healing their society.  One is the memory of 

a social experiment.  It is not that people want to go back to that time.  It is not a matter 

of their wanting a socialist state in an era of globalization.  But they do not want their 

health care system to be privatized either.  This privatization has put their social relations 

at risk.  People need a safety net for health care, and civil society cannot provide it 

without government support.

“Community Participation is the Key to Resolving Many Problems in Daily Life”

It’s more important to be in the community and fight for the people.  If we don’t 

fight, it will always be like this.  In Chapter Seven, I noted that Amanda had received her 
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training to become an auxiliary during the early 1980s, and has continued to view the 

Sandinista ideals of serving the populace as part of her responsibility as a health worker.  

When she uttered these words, it was in the context of explaining why she felt that her 

involuntary, permanent transfer from a city hospital to the rural health center several 

years earlier had ultimately yielded her a more meaningful career.  Significantly, Amanda 

also used this memory to link the past with the present, in order to formulate a call to 

action to secure a better future for both her local community, and the national one. 

Through their “structures of feeling”, people in San Rafael drew upon the social memory 

of past eras as they evaluated the economic, political and social conditions of the present.  

The residual ideology that legitimated an ethos of solidarity, cooperation and service was 

invoked not simply to form a critical discourse of contemporary policies, but as a means 

to move forward, as an alternative to the ethos of individual competition and self-

preservation increasingly emerging from the neoliberal era.  

Other scholars such as Babb (2001) and Garfield and Williams (1992) have 

suggested that social movements and NGOs are becoming more important in Nicaragua 

as services provided by the state diminish.  Researchers examining other cultural contexts 

have also oriented their gaze upon the institutions of civil society to replace the safety net 

once provided by nation-states.  In San Rafael, a number of people actively participated 

in such efforts, and utilized their social memory as a vital resource to generate 

cooperation and hope.  Yet I am not as optimistic as a number of these scholars regarding 

the potential for civil society to thrive while the state continues to be gutted by macro-

level structural adjustment policies and internal political corruption.  We have to work 
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together, we have to live together in peace.  But the people only want to destroy each 

other.  As suggested by Alberto and others in their double-voiced discourses, the future 

of their households, local community and nation-state was widely viewed with 

uncertainty, and discourses of hope were not free of caveats. 

While the efforts of social movements and institutions within civil society may 

have much to offer for developing innovative solutions to local level problems, they 

cannot surmount the sweeping effects of macro-level policies.  Local level efforts to 

make up for the gap in government responsibility have been limited precisely because the 

policies implemented by the government and the transnationalized apparatus of bilateral 

and multilateral agencies have undermined them.  Civil society and the state are 

interdependent – local communities cannot do it all on their own. They need external 

support.  They need the state to restore its safety net of health and other basic services.  

They need a state that is capable of responding to the needs and demands of its populace.  

They also need increased capacity to participate in the political process, including the 

opportunity to identify and voice their needs at the national and international levels.  The 

transnationalized apparatus must take into account the social impact of its macro-level 

policies.  

It is encouraging that residents of San Rafael, including lay people and health 

practitioners, are endeavoring to find creative solutions to individual and social problems, 

and that they have not passively accepted the diminished responsibility of the state. 

Perhaps it is even encouraging that they continue to hold one another responsible for 

continuing to maintain longstanding social obligations although the decreasing ability do 
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so has generated considerable strife. The fact that so many want to be able to rely on each 

other, that they have not resigned themselves to accepting the unraveling of the social 

fabric, is itself significant.  Among those who were the most active in community-level 

projects, as well as those health workers who were the most active in protesting the 

downsizing of the public health sector, the optimism they maintained was remarkable.  

The potential exists to build on the efforts already underway in San Rafael and other 

communities in order to address their diverse, yet integrated material and social needs.  

Instead of simply diminishing the role of the state, and prioritizing economic growth, bi-

lateral and multi-lateral agencies need to carefully assess which services might be best 

provided through the public sector, and support national and local efforts to maintain both 

their material and social well-being.  Nicaragua is rich in potential.  It is time to 

formulate policies that strengthen rather than stifle such riches.
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APPENDIX A

RANGE OF ILLNESSES AND SYMPTOMS REPORTED

Ácido úrico: Uric acid (at abnormal levels).

Ahogar: Used as synonym for suffocating, to describe breathing difficulties.

Aire: Pain in various parts of the body – may be limited to just one part, or in various.  
The cause is sometimes attributed to lifting something heavy and/or pulling a muscle.  
According to a nurse, these pains are espasmas (spasms), but lay people call the condition 
aire. Also used to literally refer to air, cold air, perceived to be trapped in the part of the 
body that’s hurting, such as in the case of an earache, or stomach/womb problem, or 
molar pain. The cold aire can get trapped if someone is hot and then gets exposed to cold; 
conversely, the remedy for an earache is to draw the aire out with heat, such as garlic and 
basil or the newspaper cone flame.  Corea Fonseca (2000) refers to aire in his brief 
summary of indigenous herbal remedies during the early colonial period of Nicaragua, 
but does not include a discussion of how the ailment was defined.

Alergias: Allergies.  Usually referring to skin allergies.

Amaleza: Dizziness or nausea, vomiting.

Amebas: Amoebas.

Ampolla: Blister. In the case of a child described with the condition, it looked like small 
black bumps or moles.

Anemia: Anemia.  At least two people said that anemia can be caused by children playing 
in the dirt, having too much contact with dirt.  Also, at least two have said that eating lots 
of fruits can either induce or worsen anemia, and many worry about children eating fruit 
instead of rice and beans or meat, ie, instead of food.

Apendicitis: Appendicitis.

Ardor: Used to describe pain, but not synonymous with dolor.  Ardor refers to either 
acute pain, or a burning, stinging sensation, such as when someone pours alcohol over an 
open wound, and also refers to acute pain.  

Artritis: Arthritis, a lso used interchangeably with the term dolor en los huesos (muscle 
ache or pain). Arthritis is considered to be common among elders, but in younger age 
groups it is believed to be caused by getting wet, especially in the hands, when people are 
hot.  Heating activities cited in particular were ironing, writing, typing, and working in 
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the campo.  Conversely, for seamstresses, coming into constant contact with the cold 
sewing machine and needle while their hands warmed up from work was understood to 
make them vulnerable to arthritis.  

Asco: Nausea or disgust.  Asco is also believed to be related to disease transmission.  If 
you see a person with a disease and it gives you asco (i.e., the sight of it nauseates 
you/disgusts you), you can catch the condition.  Examples of this include people who 
blamed their experience of asco for their contracting dandruff and la llorona
(conjunctivits). 

Asma : Asthma.  Also used interchangeabley with cansancio.

El azucar: “Sugar”.  Used more commonly among lay people but interchangeable with 
diabetes.  The health center staff also used the terms interchangeably.

Brincadera: Described as a high velocity feeling in chest that could be felt hasta las 
manos – extending into the hands. 

Bronquitis: Bronchitis.

Bronquitis pulmonar: Pulmonary bronchitis.

Caimento: Fatigue and/or fainting.

Calambres: Body cramps.

Calentura: Fever.

Calor en Ninos/Calor de Primerisa: A complex of symptoms in babies and children 
under three including diarrhea, fever, fatigue, and sunken eyes brought about by the gaze 
of a women pregnant with her first child; also attributed to a child seeing his father drunk 
and with a hangover the next day, or another drunk man, or exposure to an adult who has 
been engaged in physical labor and comes home sweaty and hot.  The diarrhea it causes 
is green, and the torso is very hot, whereas the rest of the body is sweaty and cold.  
Children develop a fever and their eyes become reventados (sunken). The treatment 
entails a sobada (massage) and a bath with medicinal plants and guaro (liquor).  Herbal 
drinks have also been mentioned in some cases.  The pulseras (bracelets) that newborns 
wear are intended to help avoid malas enfermedades (bad or serious illnesses) in general, 
according to one person, while others have said they are to avoid calor in particular. If 
one of the pelotas (balls) on the bracelet se reventa (bursts or breaks open), it means that 
it successfully intercepted the calor and needs to be replaced.  Calor is also used to refer 
to heat in children that is not caused by a strong gaze, but through other means of direct 
heating, including exposure to the sun.  Children are more vulnerable to calor than adults, 
and the mollera (fontanelle) is a primary site in which to administer a cooling remedy.  
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One healer claimed that she could tell the difference between calor de un picado (a drunk 
man) and calor de primerisa (a woman pregnant for the first time), and this affects the 
treatment strategy.  Two people reported that bath of romero (rosemary) and manzanilla
(chamomile) works for calor de primerisa.

Cáncer: Cancer.

Canillo: Lower leg bone (mentioned in context of having pain).

Cansancio: Fatigue, but often used in conjunction with respiratory problems, especially a 
child with pneumonia, or a person with asthma.  Two elders reported receiving un spray
(an asthma inhaler) from the health center for their casancio.

Carates/Manchas en la Cara: Skin infection on face.

Catarro: The common cold.

Chipote/chipotito: Used to describe un tumorcito (a small tumor or bump) in a child’s 
hand and arm.

Chistata: Generally described as a stomach inflammation, a kidney infection, or a vaginal 
infection.  The most common symptom is pain when urinating. In addition, often the 
person can only urinate a few drops rather than a stream, and it is a symptom of an 
infection.  Chistate may be caused by sitting on a hot floor, using many toilets, or sitting
somewhere dirty.  It also occurs when a woman does not get her period. It is either a 
vaginal or kidney infection.  One remedy is to take a piríudu for it, a pill that makes one’s 
urine red like blood. 

Chocar/Chocado: To be blocked up, constipated.  Chocado was also used to describe 
blockages in the airways and/or lungs.

Cólera: A state of extreme anger – a few people have said that they’ve been told by 
doctors that they cannot allow themselves to enter this state, due to their blood pressure 
and nervios (nerves).  It also appears to refer to an emotional state of extreme agitation 
provoked by nervousness, as opposed to anger.

Colesterol: Cholesterol.

Cólogo: Digestion problem.

Corazón/Cardiotaque/Ataque de Corazón/Infarto: Heart problems or heart attack

Correncia: Diarrhea (correncia refers to the flow).
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Convulsiones: Convulsions.  Reported to occur in children with high fevers.

Desempela (sp?): Used to describe leg wound infection.

Dengue/Dengue Hemorrágico: Dengue, hemorrhagic dengue.  Also referred to as la 
quebradora.

Desnutrido: Malnourished.  This term was more often used by health staff.  When a 
mother described a child this way, it was after having received such a diagnosis by a 
health staff person.  People did express concern about their children’s weights, however, 
preferring that they be gordo (fat) rather than flaco (thin, skinny).  One of the greatest 
compliments one can give parents is to call their child gordo.

Diarrea: Diarrhea.  Several different types were recognized to exist. Pujo (see below) 
was mentioned frequently.  Green diarrea often interpreted as symptom of calor en niños.

Diarrea con Sangre: Diarrea with blood.

Dolor de Cabeza: Headache.

Dolor de Cerebro: Often used interchangeably with dolor de cabeza

Dolor de la Garganta: Sore throat. Also used to refer to throat infections and scratchy 
throats. 

Dolor de los Huesos: Literally translated as muscle ache, it often, but not always, was 
used interchangeably with arthritis, and to describe arthritic symptoms.

Dolor de las Muelas: Molar toothache

Dolor de los Oidos: Ear ache or infection.  Also called la sordera (deafness).

Dolor en la Rabadilla: Pain or aches in the lower back, generally attributed to kidney 
infections.  Kidney or urinary tract infections were widely reported among study 
participants, often as a chronic or recurring condition, and frequently diagnosed in the 
local health centers.

Empacho: Intestinal blockage, but not necessarily believed to exist by doctors.  The 
condition is treated with a sobada (massage) and a special tea made of medicinal plants.  
Empacho can occur when someone becomes bored from eating the same food/lack of 
variety in the diet, the stomach swells and the body rechaza (rejects) the food.  Doctors 
will say that the condition is due to parasites, one person explained.  For children, in 
whom the condition is more common, its cause is normally attributed to something the 
child has eaten, often something which is inedible, not intended for children, or 
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something that may be chewed but should not be swallowed (e.g., gum).  The item gets 
pegado (stuck or glued) to the intestinal wall, causing diarrhea and caida mollera (a 
fallen fontanelle).  The mollera needs to be raised back up through a massage.  Olive oil 
is used to despegar (detach) the food or object from the intestines. 
Empaña: skin condition, described as a type of mancha.

Empilempsia: Used to describe a newborn who has been urinating or defecating.

Enfermedades de la Piel: Skin diseases or infections.

Epilepsia: Epilepsy – reported by four households during the baseline survey.

Estreñimiento: Constipation.

Estrés: Stress. Estrés is i dentified as a cause of headaches, elevated blood pressure, and a 
contributing factor to heart attacks.  
 
Esclavita: A ‘nails’ or ‘needles’ sensation, evidenced by small black marks, in child’s 
back. As a result, the child cannot sleep and does not want to touched. One person 
attributed it to poor hygiene.

Exorcismo: Exorcisms.  Exorcisms are required for convulsions and blood on floor, a 
state caused by the devil.  There is no point in going to the doctor, one needs a priest, a 
special prayer group, and/or rituals to cleanse the body.  Multiple people told me about a 
girl in a neighboring city reported to have been possessed, and two people said they were 
acquainted with others who have had similar experiences.  One person reported that a 
young girl she knows has suffered from convulsions ever since a jealous enamorado
(suitor) touched her hand.  

Fiebre: Fever – also called referred to as calentura and temperatura

Flojo: Literally meaning loose, used to describe symptoms of an upset stomach, diarrhea, 
parasites. One woman described a remedy administered to a baby as serving to amarrar 
(untie) the child’s stomach. Others have expressed concern with stopping the diarrea, 
discussing the looseness in the context of remedies.  In my house, I was once told to take 
an immodium AD-type medication to ‘tapar’ (restrain) the diarrea, rather than an anti-
parasitic, for the latter would actually increase the diarrea and related stomach problems.

Frio: Cold; more commonly, people spoke of chills or becoming chilled, using the terms 
resfrio and resfriar.

Garganta/Mal de la Garganta: Usually refers to a sore throat.  Also used among many 
teachars to describe voice loss and chronic throat irritation caused by the inhalation of 
chalk dust and constantly raising their voices to speak in class.
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Gasteroenterito: Gastroenteritis. Used to describe a child’s condition – symptoms include 
being mocoso (congested), retorcijón (upset stomach), and having blood en the stool.  
The same child was also reported to have diarrhea, which is commonly associated with 
being retorcijón.

Gastritis: Gastritis.

Granitos: A skin infection that resembles pimple-like bumps.

Gripe.  A cold or flu.  It is generally attributed to and conflated with resfrio (chilling).
One can get gripe from resfriando (becoming chilled, see resfrio below).  But gripe has 
both hot and cold properties, for one of the symptoms is fever.  People are supposed to 
avoid acidic fruits, which are very cold, when they have gripe or catarro (a cold) .  Acidic 
fruits are also attributed to causing gripe, especially in children, and especially if 
consumed late in the day after kids are hot or agitado (agitated – not in the emotional 
sense, but a physical one related to heat).  Gripe is often used interchangeably with 
catarro.  

Gusanias: A dirty tongue, caused by breastmilk.  The tongue has to be cleaned.

Hemorragia en la Nariz: Nosebleed.

Hernia: Hernia.

Hepatitis: Primarily described as a disease affecting the eyes, as opposed to the liver. 
Vision problems or yellow eyes are the key symptom.  Some dietary rules were
mentioned, including the need to avoid yellow fruits if one has the disease.

Hielo en el vientre: Ice in the womb.  Women can get hielo in the womb, ovaries, and 
elsewhere in reproductive system from exposure to cold, for example, from attending a 
wake during one’s menstruation (due to the hielo of the dead), or from bathing in cold 
water during menstruation or late in the day when one is already hot and agitated. 
Women can remove this hielo by sitting on top of a pot of hot water.

Higado: Liver trouble.

Hongos: Skin fungus.

La Llorona: An eye problem caused by the sun, making the eyes teary and itching.  Also 
widely used to describe conjunctivitis.  Considered a very hot disease, the remedies 
included cooling agents such as using a damp cloth, salt water solution, or a plant called 
hojas de madero placed over the mollera (fontanelle).  Some said, however, that the 
disease was so hot that it could be dangerous to cool it down drastically, and therefore 
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cooling remedies should either be avoided, or only applied them in the morning, before a 
person becomes too heated through daily activities. This disease was somewhat 
stigmatizing, and asco (disgust at the sight of someone else with the condition) was 
identified as a cause.  When it reached epidemic proportions both locally and nationally 
during the study, however, the stigma lessened significantly.  The legend of La Llorona
(the weeping woman) was not related to this illness, although when I asked one person 
whether she had heard of the legend, she said yes, telling me about it along with a story 
of how many years ago in San Rafael, the spirit’s voice had been heard just prior to a fire 
which took the lives of her aunt’s young children.

Leukcemia: Leukemia.

Lombrices/Lombricera: Worms.  Also called ascaria in a health center lab exam report.

Mal aire: Malevolent or “evil” air.  Someone gives mal aire to another, making them sick 
with a mysterious, incurable ailment.  The motive may be to get something, such as 
making a woman sick in order to cachar (steal) her husband.  One goes to a brujo (witch) 
to give someone else the ailment.  The death of a young woman in one of the study 
neighborhoods was attributed to brujeria by some, although mal aire was not explicitly 
referred to.

Mal de Ojo: A vision problem caused by someone intending harm.

Malaria: Malaria.

Maleza: A general feeling of unwellness.

Maluca/Maluqueza: A person with common cold symptoms, or who is simply not feeling 
well. 

Manchas: A rash or skin infection.

Mareo: Dizziness, nausea.

Mollera Caida or Baja: Fallen fontanel – can be caused by bouncing a baby up and down 
too much. It also causes diarrhea.  It’s cured in part by the curandera pressing her finger 
against the roof of the baby’s mouth to push the fontanel back up.   Although cause of 
fallen fontanel was not usually stated, some study participants said that it causes diarrea, 
and that it’s necessary to go to a curandera to get a sobada to raise it back up.  In one 
case, a fallen fontanel attributed to a baby’s fall, was blamed for her empacho, diarrhea 
and vomiting. 

Menopausa.  Menopause or premature menopause, used in the latter context to refer to 
women who have had la operación (sterilization) at a young age, or women who had to 
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have their reproductive system removed at a young age due to tumors have cited 
numerous health problems.  Some expressed concern about being sterilized at too young 
of an age for this reason.

Migraña: Migraine.  Also used interchangeably with dolor de cabeza (headache).

Mocado: To have a runny nose.

Nervios: Often but not always used interchangeably with presión. One woman described 
them as two distinct conditions with distinct medications. An auxiliary told me that 
nervios is a state of feeling nervous, and that people receive diazepam or cloritrimide 
(sp?) for it.  Some also used the term interchangeably with susto. 

Pneumonia: Pneumonia. Also used interchangeably with the terms broncopneumonia and
pulmonia.

Orsuelo: An eye irritation. Symptoms vary.  The eye may be red, swollen and/or filled 
with pus.  Some were uncertain about the cause; one person said it was caused by resfrio
(chill), while another believed it was caused by witnessing two dogs mating.  It is very 
painful but supposedly goes away after a week.  The ‘secret’ to curing it, according to 
one person, is to massage mucous into the affected area. 

Panzón: A swollen stomach, from parasites or other intestinal problems.

Panzona: A pregnant woman

Parálisis Facial: Facial paralysis. Facial paralysis was eported by three women in the 
study, two of whom had experienced it in the past, and one who developed it during the 
study period.  Another woman reported that her husband had it in the past.  One cause 
was the exposure to cold air after being in a heated state – one woman said she developed 
it because she opened her patrona’s refrigerator after ironing.  A relative of the woman 
who developed it during the study attributed it to nervios. This relative also referred to it 
as a stroke, and the description resembled a biomedically-recognized condition in which 
women in their late 30s and older sometimes wake up to find that half their face has 
‘dropped’ or ‘fallen’.  The treatment for it entails intensive physical therapy and 
massages.

Parásitos: Parasites.

Paludismo: The dictionary defines this as malaria, but I was told that paludismo by 
multiple people that it was the same thing as fever.

Perengue: Feeling sick and nauseated.
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Peste: Used interchangeably with gripe, to signify a very strong case of the flu.

Picar: To itch.  Can also refer to a bug bite, as in, “¿Te picó un zancudo?” (Did a 
mosquito bite you?).

Picazon: Itching.

Presión: Used to refer to both hypotension and hypertension, sometimes also cholesterol.  
Presión can be low or high.  Also used interchangeably with nervios by some people, 
although others considered the two conditions to be distinct.

Problemas de Mujer: “Women’s problems.” Also called problemas intimas (intimate 
problems).  Specific ailments included the symptoms identified with the womb and 
ovaries.

Próstata: Prostate problems.

Pujo: A condition in which a child is mostly constipated and has just a little bit of 
diarrhea and mucous.  The child tries to defecate and experiences a lot of pain, but 
nothing comes out, just some mucous-like or gelatina (gelatinous) material. 

Pulmones: Lungs – usually invoked in context of respiratory illness, although people also 
located the pulmones in the back rather than the front of their bodies when gesturing to 
indicate where they experienced pain.

Pulmonía/pneumonia: Pneumonia.

Renales: Another way to refer to the kidneys – more frequently, people referred to dolor 
en la rabadilla (lower back/tailbone region).

Resfrios: Chills.  Also used to describe children getting sick because they become 
cold/chilled, such as after bathing or drinking fresco (juice drinks).  Also used to describe 
adults becoming ill for the same reason, and to describe the throat becoming chilled.  For 
example, eating pineapple in the afternoon when one is hot is bad because the pineapple 
is too fresh and can result in resfrio de la garganta.  See hot/cold rules below.

Retorcijón: Used in context of describing gastroenteritis symptoms, an upset stomach.

Reventar: Used to describe symptoms pertaining to fatigue, such as a child with diarrhea 
whose eyes se revientan, resulting in sunken eyes.  

Riñones: Kidneys, but often people referred to la rabadilla when discussing kidney 
infections.
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Ronchas, Ronchitas: Used interchangeably with salpullido and manchas (rashes).

Quebradora: Used interchangeably with dengue, or to describe dengue-like symptoms. 

Quemada de Puro: Blisters on a child’s legs 

Sapullido: A rash.  Used to describe red pimple-like bumps on a baby’s face and legs, 
which were itchy.

Sofocado: To feel suffocated, usually due to hot weather.

Sordera: Used interchangeable with dolor de los oidos to describe ear aches and 
infections.

Susto: Fright. Symptoms include trembling, shaking hands, turning pale, people with 
susto cannot handle being sustado (frightened or startled).  The effects are temporary but 
susto in a pregnant woman can adversely impact her unborn child, and in one case a 
mother thought her daughter’s susto and nervios were perhaps related or caused by her 
aunt’s condition.  

Tuberculosis: Tuberculosis. Two people in the study had been treated at the health center 
for tuberculosis. It was also mentioned by men who associated it with occupational health 
hazards.  Health staff told me that the condition was stigmatizing and therefore people 
did not like to admit they had it or to discuss it.

Temperatura: Fever.

Topa: Swollen lymph nodes, a glandular infection.  One person reported that if not 
treated in time in males, it can bajar (lower) and spread to the genitals.  One treatment 
was to place a necklace made of higuero, a green tubular plant, around the afflicted 
individual.

Tosedera: persistent cough.

Trancado: To be stuffed up, congested.

Tumores: Tumors.  Sometimes used interchangeably with pelotas, reported in the ovaries, 
womb, breast, neck.

Úlceras: Ulcers.

Varisuela: Described as granitos (pimples) with fever

Vesícula: Gall bladder pain/problems.
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Vientre (Dolor en):  Pain or other symptoms in the womb or stomach.  Often used to 
describe women’s reproductive illnesses/symptoms, but also for general stomach 
ailments including for men.

Viruela: Chicken pox.

Visión/Vista: Vision problems.

Vómitos: Vomit.
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APPENDIX B

HOT AND COLD CLASSIFICATIONS AND RULES

In general, cooling down dramatically after being hot or warm is harmful.  It is harmful to 
bathe or drink cold beverages immediately after working (i.e., in physical labor) or 
becoming soleado.  Men’s illnesses are frequently attributed to their getting wet while 
working in the campo, or bathing as soon as they get home, also their drinking cold 
gaseosas (sodas) during the day.  Illnesses in children, especially colds, the flu, and 
respiratory ailments are often attributed to children getting wet.  Woman working in 
factories were also said to become ill due to bathing in cold water, thus violating hot-cold 
rules.

Bathing in cold water in general is considered bad, especially for babies, small children, 
and people who work; nevertheless, most people bathed in cold water anyway.

Getting wet and other forms of cooling down after being warm or hot is blamed for 
exacerbating people’s arthritis.  It is also blamed for causing arthritis in the first place.

Getting wet can provoke asthma.

A number of people have attributed illnesses during the end of the dry season to sun 
exposure, both for children playing and for adults working.  Year round, people always 
took care to stay in the shade, and would move chairs into the shade during household 
visits.

See calor en niños regarding the danger of heat being transferred from adults to children.

Pills can be caliente (hot), and tended to be described this way when a negative effect 
was discerned.  One woman said that her doctor told her to take her blood pressure pills 
with fresco (a fruit beverage) to balance out the pills’ heat, but not to use too much ice in 
her drink since the ice could also be harmful.

It is considered harmful to drink cold beverages when one is hot, although many people 
do so anyway.

Using a fan to cool off when it is hot can resfriar (chill) one’s throat.  One woman said 
the fan was good for lowering her presión (blood pressure) but bad because it also 
worsened the arthritis in her knees.

La llorona (conjunctivitis) is a hot disease.

Cancer is a hot disease.
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Nosebleeds are hot and require fresco (cooling) remedies.

Aire is a cold ailment – although described by a health center nurse as referring to 
spasms, some people attributed the symptoms to cold air trapped in a part of the body.  In 
the case of aire in the ears, hot remedies, including fire, were used to draw out the cold 
air.

Arthritis is caused by resfrio (chill) and one of the remedies is garlic, a heating substance.

Hot and cold ailments in women:
Pregnant women who bathe at whatever hour they please, disregarding whether they are 
hot at the time, thus condemn their unborn children to a lifetime of being débil (weak or 
vulnerable) and prone to illness.

Helado en el vientre (ice in the womb): See Appendix A for description.

The headache of a factory worker was blamed on her machine being muy helada (very 
cold).  Arthritis among seamstresses and tailors was attributed to hands warmed from the 
physical activity coming into constant contact with the helada machine.

Ironing: Ironing is understood to heat the body extensively.  It is therefore often left until 
late in the day, and women worry about being exposed to cold afterwards.  One woman 
would not wash her hands for the rest of the evening after ironing, nor cook, since that 
would require her to come into contact with cold water.  Ironing in particular heats the 
hands, thus rendering one vulnerable to arthritis.   Women also fear going outside after 
ironing if a cool breeze was blowing.  Wearing a handkerchief over the head and 
inserting tacos (earplugs) may be deployed for protection.  Some have said that opening a 
refrigerator after ironing can cause facial paralysis.

Two women suffering from swollen feet/possible arthritis were told by their physicians to 
avoid wearing plastic/rubber chinelas because they heat the feet.

Helado (ice) can be passed through the breastmilk – this was reported in the context of a 
baby getting catarro (a cold), by a mother who thought she passed  the helado she gets 
from washing and getting wet to the infant.

The Dead 
Corpses are muy helado (very cold).  Ill or otherwise vulnerable people should not sleep 
in a home where a wake has been held within the past thirty days, lest they should 
resfriar. One woman thought her son’s pneumonia worsened because she took him to her 
grandmother’s wake, another thought her sore throat/gripe worsened because she was in 
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the company of others who had just returned from a wake.  Women can get hielo en el 
vientre from attending a wake during menstruation.  One woman did not attend a vela out 
of fear of exacerbating her kidney infection, and one who did go believed it caused her to 
get sick afterwards.

Hot Foods and Beverages:
Guaro (liquor) is hot.

Garlic

Cold Foods and Beverages:

Pineapple, other citrus fruits and coconut are considered cool.  Pineapple is considered to 
be especially cool and should only be consumed in the morning.  Citrus fruits and 
beverages consumed in the afternoon can cause a sore throat, resfrio, gripe, catarro, and 
those suffering from these ailments should avoid consuming citrus fruit.

Chancho (pork) and pato (duck) meats are muy helado (very cold) – both were blamed 
for provoking child’s allergies.

Chicken and eggs are helado.

Seafood is cold.

Cures for Illness Based on Hot/Cold Ideas: 

Aire is considered helado, hence ruda con cofal is used to heat the ear.

Talcum powder was applied to a skin rash believed to be caused heat, to refrescar the 
skin. 

Citrus fruits were given to a child with diarrhea to refrescar him, since the diarrhea was 
thought to be caused by heat. 

Coconut is fresco (fresh, cool), but in a more positive way than pineapple; it is good for 
the kidneys and for stomach aches.  Coconut water is good for treating la llorona 
(conjunctivitis). 

Honey is cold and can be used to clean eyes, but this must be done in the morning before 
one becomes hot an agitated. 
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La llorona (conjunctivitis), a hot disease, is treated with hojas de madero (an herb) and 
salt water, both of which are cooling.

Teeth should not be pulled in the afternoon, once one is already agitada (agitated, 
heated), it is better to do it in the morning when one is still ‘fresco’.
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APPENDIX C

RELATIONSHIPS BETWEEN FOOD AND ILLNESS

Food Taboos:

Pineapple: Pineapples are muy fresco and can only be eaten in the morning, for in the 
afternoon they bring resfrios; pineapple can affect the throat.  One woman reported that 
she gets a stuffy nose at night if she eats pineapple or drinks the fresco during the 
afternoon.  Pineapple and milk cannot be consumed together one person said it was toxic, 
others said it causes gas and estreñiemento (constipation).

Other citrus fruits: One can drink lemonade to lower a fever, but both lemonade and 
fresco de naranja (orange juice with water and sugar) are blamed for resfrio (chills or the 
common cold) in children and adults if drunk in the afternoon or evening.  Fresco de 
naranja is also avoided when ill with gripe (the flu), coughs, and throat infections, 
because its muy fresco (very fresh, cold) and can chill the throat.  Fruits can worsen a 
cough, and eating too many fruits can cause one to develop a cough. One parent reported 
giving a child frescos de naranja, limon (lemon) or piña (pineapple) to treat diarrhea, in 
case it was being caused by el calor (the heat) that occurs during the end of the dry 
season.

Post-partum dietary taboos: Pregnant and post-partum women are in a heated state.  Post-
partum should avoid beans, rice, eggs, seafood and citrus fruit for 40 days.  Beans 
believed to make blood heder (stink).  Rice is bad for womb.  Eggs and seafood are cold 
and muy pesado (very heavy) and pineapple and other fruits are muy fresco (very cold).  
Women are also supposed to refrain from all housework – cooking, cleaning, ironing, 
etc., for 40 days.  Women who have had a cesearean, should wait 3 months.  The food 
post-partum women ARE supposed to eat: tortilla, queso (cheese) and pinolillo (a corn 
and cocoa grain beverage).

Menstruating women: Menstruating women should not eat beans (only elder women 
reported this, younger women did not tend to comply with this restriction).

Other Relationships between Food and Illness:

Eating cheese or too much cheese can cause parasites.

Coffee can give a person parasites; coffee is also bad for the kidneys and stomach.

Bon bon (a lollipop) and other candy can give children parasites.
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Diet and Chronic Illness: People diagnosed with diabetes, high blood pressure or 
cholesterol have all been told by doctors to avoid beans, rice, meats, sugars, salt, and fatty 
foods.  They are supposed to eat “solo cosas de verduras” (only vegetables) and “comida 
simple” (food prepared without salt, oil or sugar).  

Taste: Two women thought the bitterness of their remedios caseros (homemade 
remedies) were what helped them, one for blood pressure, and the other for a condition 
that she thought might be arthritis but had also been diagnosed as ácido úrico (an 
abnormal uric acid level) by a naturista.  The bitterness of pills and allopathic syrups 
were also considered an element to their efficacy; one woman said that for this reason, 
mothers should not add sugar to children’s medications in order to coax them into taking 
them.



522

APPENDIX D

MEDICATIONS AND VITAMINS CONSUMED BY HOUSEHOLDS

Acetomenofén: gripe, calentura

Albendazol: I was told by pharmacist that it’s for lombrices (worms), but people were not 
generally told why it was prescribed, they just knew it was for parasites.

Alka AD: An over-the-counter product to stop diarrea (like Immodium AD).

Alka Seltzer: For upset stomachs.

Amoxicillin: All antibiotics are described as “good for infection”, but amoxicillin is 
especially popular for sore throats; fever is commonly interpreted as a sign of infection.

Ampicillin

Antiasthma: Pills sold for asthma.

Aspirina, aspirina forte: Aspirin, taken for headaches.

Azul demataleno: Used for ampollos (blisters).

Penicillin

Benecipilina procaine: Commonly distributed at health center for infections.

Bentolín: An asthma spray/inhaler.

Broncomal jarabe sulfato de salbutamo broncodilator: A syrup taken for asthma or 
borderline asthma.  Also used as cough syrup.

Cepadioxilo: A syrup taken for coughs.

Cepol:  A topical remedy like Vick’s Vapor Rub, used for headaches (people rub it on 
their temples) and muscle pains.

Cerefol: small red capsules that contain eucalyptus and other ingredients, taken for gripe 
and sore throat.  At three or four capsules for one cord, they are the cheapest remedy 
available at pharmacies and ventas, and very popular.
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Clotrimidol (sp?): A medication taken for nervios – an auxiliary told me that it is stronger 
than diazepam, which physicians also prescribe for patients suffering from nervios.

Cofal: A topical remedy like Vick’s Vapor Rub; used for headaches (people rub it on 
their temples), also for muscle pains.

Cortisone shots: For people who have experienced ‘paralysis’.

Delofor: A pill taken for aches and pains.

Delor: A pill taken for aches and pains.

Desenfriol: For fever (specifically mentioned for children); one woman said that it was 
good not only for fever, but cough

Dextamesona

Diarrol: anti-diarrheal pill

Diazepam: Taken as a sleeping aid and for nervios

Diclofenac: Taken for aches and pains, headaches, and dolor del cerebro (headache 
located in the base of the skull), arthritis and toothaches.

Dolofín: Taken for aches and pains.

Enaprim: Taken for blood pressure.

Enterovenac: A pill taken for diarrea.

Enterovanil; A pill taken for diarrea, especially amoebas.

Espasmoalgina (sp?): A pill taken for aire (see Appendix A).

Espasmofin: for aire (see Appendix A).

Gentamicina: For kidney infections, usually administered as an injection.

Guintomilón: For kidney infections.

Ibuprofen: Taken for dolor de huesos/arthritis.

Insulin: For diabetes.
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Leche de Magnesia (milk of magnesia): For empacho (see Appendix A), stomach pains, 
and ulcers.

Levapres: For hypotension.

Maalox: For stomach pains.

Mebendazol: For parasites.

Metronidazol: For parasites.

Micolex Compuesto: A popular cough syrup.

Neurovión: A vitamin injection for el cerebro (the brain).

Novalgina: For aire (see Appendix A).

Oleoferina: A popular vitamin injection for coughs and gripe (the flu), especially in 
children.

Padra: A powder used to treat lombrices (worms).

Panadol, Panadol Compuesto, and Panadol para Niños: For flu and fever.

Pomada de Cascabel or Vaca: A topical remedy like Vick’s Vapor Rub, used for dolor 
de huesos, aire and headaches.

Prednisone: For gripe (flu).

Ranitidina: A pill for upset stomach.

Reumapirin: A pill for dolor de los huesos/arthritis.

Salbutamol: A syrup for asthma, also used as cough syrup

Sufametroprim: An antibiotic commonly distributed by the health center for diarrhea.

Tabcin and Tabcin para Niños: Efferfescent tablets (like Alka Seltzer) for flu and fever.

Terramicina: An antibiotic cream used to treat la llorona (conjunctivitis).

Tetracycline: Used for skin infections/allergies.  It is usually purchased in capsule form 
and applied topically.  Also taken for kidney infections.
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Tinidazol: A pill for parasites. 
 
Tosesis: A cough syrup.

Tractomicina: For asthma.

Tralvec: for ampollos (blisters).

Unipec Guaifenesina: cough expectorant syrup.

Vicks: Cough syrup, also taken in pill form for sore throats.

Viogrip: An injection for gripe (flu).

Vitalgia: Popular for gripe and sore throat, especially in the injection form.

Vitamins: Complejo B (B Complex) popular for dolor de cerebro (headache in the base of 
the skull), and arthritis/dolor de huesos.  Vitamin K used for coughs.
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APPENDIX E

HOMEMADE AND HERBAL REMEDIES USED BY HOUSEHOLDS

Aceite de Comer: Cooking Oil. It is mixed with lemon and consumed for empacho (see 
Appendix A).

Aceite Fino: Olive oil, used for multiple ailments, including empacho (see Appendix A).  
Olive oil was used exclusively as a medicinal agent, as opposed to a cooking ingredient.

Agua Florida: Floral water, good for nosebleeds.

Aguacate: Avocado leaves are steeped as tea for kidney infections.

Ajenjo: An herb used for colic - the bitterness of the herb is attributed to helping.

Ajo: Garlic, considered to be good for the heart, as an anti-parasitic, and to lose weight.

Ajo con Limón: Garlic with lemon, taken for arthritis. 

Ajo con Albahaca: Garlic with basil, good for ear aches.  Basil was used exclusively as a 
medicinal plant, rather than for cooking.

Ajo frito con cepol: Garlic fried with Cepol, a Vick’s Vapor Rub type-product, then 
rubbed on one’s chest, to aid with coughs and asthma.

Ajo cocido con miel: Garlic cooked with honey and taken as syrup for coughs.

Albahaca: Basil, used for earaches. 

Albahaca con ruda: An herbal bath consisting of basil and ruda, to treat empacho.  

Alcohol: applied to heat rash; used for nosebleeds.

Altamisa: An herb used for raising blood pressure. Also used with other plants for gripe
with dry cough, and for cansancio/asthma.

Alusema: Medicinal plant.

Amaranga: Used with other plants for gripe.

Anis: Used as medicinal plant.
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Anica: Plant used to treat wounds

Apazote: Herb used for parasites, dolor de barriga (stomach ache).

Apazote con yerba buena en jarabe: Apazote with mint prepared as a syrup, to treat 
parasites.

Árnica: Plant good for tos (cough), cansancio (severe cough or asthma).

Baños de guaro con rudas: Bath with liquor and ruda herb for reducing fever, especially 
in children. A tea with rum, honey and herbs is also used for coughs and congestion.  

Baño de hojas de perrito, yerba mora y kojoyito: Herbal bath good for ardor y picazón
(acute pain and itching), para refrescar (to refresh and soothe the skin).

Bora: Medicinal plant.

Breastmilk: used as a cure for eye irritation; used to treat conjunctivitis/la llorona, since 
it cleans the eyes.

(vaina de) Caraho: Vine used for asthma.  Also combined with milk and honey for 
anemia.

Caraña: Mentioned along with manzanilla (chamomile) and heñocuao as headache 
remedy. When cooked, it is good for aire and for controlling nervios (see Appendix A).

Cardón Santo: A flower, good for the kidneys .

Cascaras de palo de cedro: Ceder bark, prepared as a bath for skin infections on the foot.

Casquito: Good for kidneys.

Coconut water: For kidneys; also good for stomach aches and pains, and for la llorona.

Cuadrados maduros: An angular shaped variety of banana, good for kidneys.

Culantro castillo: Castillian cilantro, taken with mint, good for gall stones.

Eneldo: Medicinal plant that is used for asthma and nervios.

Enjundia de gallina india con salvia: The fat from home-raised chicken with salvia herb. 
Used for headaches and calor de niños.  For calor, it is prepared with agua florida (see 
above) and applied to the child via a masaje to remove the heat.
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Eucalipto: Eucalyptus. Good for coughs, sore throat, prepared as a tea for consumption or 
for inhaling the vapor.

Flor de parango: Plant used for anemia and headache believed to be caused by anemia 

Flor de sauz: Herb used for asthma symptoms, gripe, and cough.

Frescos de naranja, limón o piña: Orange, lemon or pineapple fruit beverages are 
consumed normally, but are also used to refrescar (soothe) a child with diarrhea 
suspected to be provoked by el calor (the heat).

Ginger: Consumed for sore throat, cough.

Grapefruit: Consumed to lower blood pressure.

Guaro: Rum added to homemade teas/syrups for coughs/congestion; mixed with herbal 
preparations to treat skin rashes.

Guayaba: Guava. Used to treat diarrhea. Guava leaves, prepared as tea and drank three 
times daily, are good for parasites.

Heñocuao: Herb good for wounds, skin infections/allergies; also good for headaches.

Higado de Vaca: Cow’s liver, eaten by sick people, to fortalecerse (to build up strength).

Higuero: A green tubular plant used to treat topa (see Appendix A).

Hojas de Granadilla: Leaves from the grandadilla fruit. Good for lowering fever.

Hojas de Granadilla de monte: Wild granadilla leaves. Good for controlling diabetes

Hojas de Guacimo: Good for kidney infections.

Hojas de Guanabano: Guanabano fruit leaves. Good for kidneys.

Hojas de Kalala: Kalala fruit leaves. Prepared as a tea to help one go to sleep at night.  
Also good for nervios.

Hojas de Madero: An herb with cooling properties.  Good for skin infections, nosebleeds, 
and la llorona/conjunctivitis.

Hojas de Paraiso: Plant used for picazón (itching) and skin infections.
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Hojas de Perrito: Prepared in bath with yerba mora and kojoyito for ardor (acute pain or 
burning), and picazón.

Jelequema: Medicinal bark prepared as tea for kidney pains.

Kina: A medicinal herb in the same family as cinnamon.

Kojoyito:  Prepared in bath with yerba mora and hojas de perrito for ardor, picazon
(stinging, itching).

Lemonade: Consumed to reduce fevers, and to treat pujo (see Appendix A).  Hot 
lemonade also taken for gripe and tos.

Lemon: Diluted with water for conjunctivitis/la llorona.  One person reported that lemon 
juice with honey is good for coughs, but this goes against the conventional wisdom of 
most others, who believe that the cooling properties of citrus fruits render them harmful 
to those with respiratory ailments.

Limón Dulce: A “sweet” (non-sour) variety of lemon, good for inflammation, aches and 
pains in the knees and leg bones.

Mango: Good for the lungs.  Mango leaves with eucalyptus and rum, prepared as a bath 
or tea, is good for foot pain that might be arthritis.  One person said she considers 
mangoes to be medicinal because they have vitamins, but that many people will not let 
their children eat them if have diarrhea.

Marango: The flower of the plant is used for asthma symptoms.

Manzanilla: Chamomile, used as a bath for sarampión (measles) and stomach ailments. 
Chamomile is combined with other herbs to bathe children suffering from calor.  Also
used with caraña and heñocuao herbs for headaches.

Miel de jocote: Wasp honey. Can put a drop or two of honey into one’s eyes to clean 
them if they are irritated or if one has conjunctivitis.  Honey also used in herbal teas for 
gripe, tos.  Wasp honey is believed to be good for cleaning the body (internally).  

Naranja agria and hojas de naranja agria: A sour orange variety and its leaves.  Good 
for lowering or “controlling” blood pressure. One person reported drinking jugo de 
naranja agria for gripe/catarro, but most people considered it harmful to eat oranges and 
other citric fruits when suffering from this condition.  The leaves (prepared as a tea) are 
also used for asthma symptoms.

Oregano: Prepared as a tea or bath for its vapors, used for asthma symptoms and coughs.  
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Pepino: Cucumber water is good for gastritis.

Pico de pajaro negro: Herbal plant used for conjunctivitis.

Pinol: A corn-based beverage, good for diarrhea.

Pitahaya: A magenta fruit. The fruit is good for kidneys, and the vines are good for pujo
(see Appendix A).

Pulga freile: Herb used for diarrea.

Purgante: A purgative or laxative. An older woman told me that she and others used to 
take purgantes a month before giving  birth to clean out one’s system, so that the babies 
would not be born dirty.  Aceite fino (olive oil), miel de jocote (wasp honey) and a special 
kind of water were used for this purpose.

Quesillo: A plant that is good for pujo.

Ribarb: Medicinal plant.

Romero: Rosemary, considered to have cooling properties.

Ruda: An herbal plant used for multiple ailments. Prepared as a tea, one can gargle with it 
for throat infections.  Ruda con Cofal (a Vick’s Vapor Rub-type product) is used for 
earaches caused by aire, to heat the ear since the aire has made the ear helado (ice cold).  
Also used with basil as a bath for empacho.  Also used for la llorona.  Used with alcohol 
to treat calor en ninos.  Also good for nosebleeds.

Sabila: Aloe vera.  Used for burns, although one woman believed it was “too fresh”, i.e., 
too cold, to apply to burns.  One woman used it when her son developed a pelota (bump)
in his skin.  It can also be drunk when prepared as a fresco with lemon.  Aloe vera is good 
for the kidneys but bad for one’s vision, hence it is not necessarily a good idea to take it. 

Salt water: Consumed for chistate (see Appendix A), to refrescar (to soothe). Used to 
bathe arms to treat rashes, skin irritations, itching, and conjunctivitis/la llorona.

Salvia: An herb that is good for controlling or raising blood pressure.  One person also 
used it with other herbs for her cough. 

Semilla de jicaro: Jicaro gourd seed.  Good for anemia.

Soriyo: Plant used as topical solution, combined with alcohol, for eye problems. 
 
Suelda con Suelda: Plant used topically for wounds .
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Te de canela: Cinnamin tea.  Used for gripe, upset stomach.

Te de manzanilla: Chamomile tea.  Used in conjuction with other herbs for gripe, 
catarro, tos.

Te de canela, manzanilla, eucalipto, guaro (ron), miel: Herbal tea prepared with 
cinnamin, chamomile, eucalyptus, rum and honey.  Good for tos, catarro.

Te de canela, zacate de limon, hoja de salvia, eucalipto, y flor de sauza: Herbal tea for 
catarro, gripe, tos.

Tea and bath of hojas de mango, eucalipto, and guaro: Herbal and alcohol tea to treat
arthritis.

Tizana de limon, altamisa, kolita de alacran, zacate de limon, y 7 hojas de limon agrio, 
canela y miel: A reduction/syrup made with lemon, herbs and honey, for gripe with dry 
cough.

Urine: One’s own urine may be used to treat an earache, conjunctivitis; and kidney 
infection.

Yerba buena: Mint.  Mint with culantro is good for piedras en la vesícula (gall stones); 
Mint is also good for the liver.

Yerba mora: Medicinal plant.  Prepared in bath with hojas de perrito and kojoyito for 
ardor, picazon (stinging, itching).

Zacate de limón: Lemon grass, prepared as a a tea for gripe and catarro.

Bath for calor: Montes verdes (wild green plants), including ruda, alabahaca, hojas de 
chile, and parejo, combined with rum.

All fresco fruits (e.g., pitahaya, pineapple, coconut) are good for kidneys and kidney 
infections.
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