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ALTHOUGH SOCIAL MEDICINE
has become a widely respected
field of research, teaching, and
clinical practice in Latin America,
the accomplishments of this field
remain little known in the Eng-
lish-speaking world. This gap in
knowledge derives partly from
the fact that important publica-
tions remain untranslated from
Spanish or Portuguese into Eng-
lish. In addition, the lack of im-
pact reflects a frequently erro-
neous assumption that the intel-
lectual and scientific productivity
of the Third World manifests a
less rigorous and relevant ap-
proach to the important ques-
tions of our age.

In this article, we describe the
history of the field, depict the
challenges of leadership and
daily work activities, and analyze
the debates, theoretic ap-
proaches, methodological tech-
niques, and major themes
emerging from Latin American
social medicine. We also present
Latin American perspectives on
the definition of social medicine

and on the perceived differences
between social medicine and tra-
ditional public health. A separate
article presents a critical review
of work conducted at the major
centers of social medicine in Ar-
gentina, Brazil, Chile, Colombia,
Cuba, Ecuador, and Mexico.1

Our methods included a review
of publications and unpublished
literature in Spanish and Por-
tuguese, a study of archives, and
focused, in-depth interviews with
leaders, health care practitioners,
and lay participants in social
medicine programs. (A summary
of the methods can be obtained
from the corresponding author
or at the Web site http://hsc.
unm.edu/lasm.)

HISTORICAL
DEVELOPMENT

Most Latin American accounts
of social medicine’s history em-
phasize its origins in Europe.2,3

Such historical accounts usually
cite the work of Rudolf Virchow
in Germany.4 Especially through

his political activism in the re-
form movements that culminated
in the revolutions of 1848, Vir-
chow initiated a series of influen-
tial investigations concerning the
effects of social conditions on ill-
ness and mortality. Presenting
pathologic observations and sta-
tistical data, he argued that the
solution of these problems re-
quired fundamental social change.
Virchow defined the new field of
social medicine as a “social sci-
ence” that focused on illness-gen-
erating social conditions.5–7

Adherents of Virchow’s vision
immigrated to Latin America
near the turn of the 20th cen-
tury. Virchow’s followers helped
establish departments of pathol-
ogy in medical schools and initi-
ated courses in social medicine.
For instance, a prominent Ger-
man pathologist, Max Westen-
hofer, who directed for many
years the department of pathol-
ogy at the medical school of the
University of Chile, influenced a
generation of students, including
Salvador Allende, a medical stu-

dent activist, pathologist, and fu-
ture president of Chile.8

Salvador Allende and the
“Golden Age” of Social
Medicine in Chile 

Although the roots of Chilean
social medicine date back to the
mid-19th century, the most sus-
tained activities began after the
nationwide strikes of 1918. Dur-
ing that year, saltpeter workers in
the northern desert encouraged
work stoppages in other indus-
tries, with the goal of improving
wages, benefits, and working
conditions. Luis Emilio Recabar-
ren, a charismatic organizer
among the saltpeter workers, em-
phasized the destructive effects
of malnutrition, infectious dis-
eases, and premature mortality.
During the next 3 decades, Re-
cabarren and his political allies
agitated for economic reforms as
the only viable route to improve-
ments in patterns of illness and
mortality that affected the poor.
During the 1920s and 1930s, so-
cial medicine flourished in Chile,
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partly as a response to the de-
mands of the labor movement.

Allende’s experiences as a
physician and pathologist shaped
much of his later career in poli-
tics. Acknowledging debts to Vir-
chow and others who studied the
social roots of illness in Europe,
Allende set forth an explanatory
model of medical problems in
the context of underdevelop-
ment. Although parallel activities
in social medicine were occur-
ring during the same period in
North America and Europe,9,10

these developments do not ap-
pear to have directly influenced
Allende’s work. 

Writing in 1939 as minister of
health for a newly elected popu-
lar front government, Allende
presented his analysis of the rela-
tionships between social structure,
disease, and suffering in his clas-
sic book, La Realidad Médico-So-
cial Chilena (The Chilean Medico-
Social Reality).11 This book con-
ceptualized illness as a distur-
bance of the individual fostered
by deprived social conditions.
Breaking new ground in Latin
America at the time, Allende de-
scribed the “living conditions of
the working classes” that gener-
ated illness. He emphasized the
social conditions of underdevel-
opment and international depen-
dency, as well as the effects of
foreign debt and the work proc-
ess. In this book, Allende focused
on several specific health prob-
lems, including maternal and in-
fant mortality, tuberculosis, sexu-
ally transmitted and other com-
municable diseases, emotional
disturbances, and occupational
illnesses. Describing issues that
had not been studied previously,
he analyzed illegal abortion, the
responsiveness of tuberculosis to
economic advances rather than
innovations in treatment, housing
density in the causation of infec-

tious diseases, and differences
between generic and brand-
name pricing in the pharmaceuti-
cal industry.

The Ministry of Health’s pro-
posals that concluded La Reali-
dad Médico-Social Chilena took a
unique direction by advocating
social rather than medical solu-
tions to health problems. Allende
proposed income redistribution,
state regulation of food and
clothing supplies, a national
housing program, and industrial
reforms to address occupational
health problems. Rather than
seeing improved health care
services as a means toward a
more productive labor force, Al-
lende valued the population’s
health as an end in itself and ad-
vocated social changes that went
far beyond the medical realm.

Allende’s analytic position in
social medicine lay behind much
of his political work until his
death in 1973 during the mili-
tary coup d’état. In addition to
the work of Virchow and West-
enhofer in pathology, the Civil

War in Spain influenced Allende,
as it did many later practitioners
of social medicine in Latin Amer-
ica. The struggle against fascism
and for a more egalitarian soci-
ety in Spain during the late
1930s led to a movement for im-
proved public health among ac-
tivists in the exiled Spanish Re-
publican community. Allende
and his supporters incorporated
principles from the Spanish pub-
lic health movement into their ef-
forts for change in Chile.

As an elected senator in the
early 1950s, Allende introduced
the legislation that created the
Chilean national health service,
the first national program in the
Americas that guaranteed univer-
sal access to services. He linked
this reform to other efforts that
aimed to achieve more equitable
income distribution, job security,
improved housing and nutrition,
and a less dominant role for
multinational corporations within
Chile. Similarly, as a senator dur-
ing the 1960s and elected presi-
dent between 1970 and 1973,

Salvador Allende, leader of social
medicine in Chile, during a political
campaign in the late 1940s.
(Photograph courtesy of Fundación
Salvador Allende.)
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Allende sought reforms in the
national health service and other
institutions that would have
achieved structural changes
throughout society. Because of
his advocacy of a unified health
service in the public sector, the
Chilean national medical associa-
tion (Colegio Médico) feared the
effects of Allende’s policies on
private practice and therefore
frequently opposed him, espe-
cially before the coup of 1973.

Social Medicine vs Public
Health Elsewhere in Latin
America

Other Latin American coun-
tries did not advance as far in
adopting the perspectives and ac-
tivism that characterized Chile

less important for social medicine
than those in Chile, Argentina,
and Ecuador.

Both historically and currently,
leaders in Latin America have
distinguished social medicine
from traditional public health.
From this perspective, public
health tends to define a popula-
tion as a sum of individuals. Spe-
cific characteristics, such as sex,
age, education, income, and
race/ethnicity, permit the classifi-
cation of these individuals into
groups. In traditional epidemiol-
ogy, rates for a population are
calculated arithmetically from
the characteristics of individuals
who compose the population. By
contrast, much work in social
medicine envisions populations,
as well as social institutions, as
totalities whose characteristics
transcend those of individuals.4

Social medicine therefore defines
problems and seeks solutions
with social rather than individual
units of analysis. In this way, the
population can be analyzed
through such categories as social
class, economic production, re-
production, and culture, not sim-
ply through the characteristics of
individuals.22–24

Another distinction between
social medicine and traditional
public health concerns the static
vs dynamic nature of health vs
illness, as well as the effect of so-
cial context. Social medicine con-
ceptualizes “health–illness” as a
dialectic process rather than a di-
chotomous category. As in Eng-
els’s earlier and Levins and
Lewontin’s more recent interpre-
tations of dialectic processes in
biology,25,26 critical epidemiolo-
gists have studied disease pro-
cesses in a contextualized model,
considering the changing effects
of social conditions over time.
The epidemiologic profile of a
society or group within a society

requires a multilevel analysis of
how social conditions such as
economic production, reproduc-
tion, culture, marginalization,
and political participation affect
the dynamic process of health–
illness. In this theoretic vision,
multivariate models in public
health (such as recent logistic re-
gression models with disease as
a dependent variable, dichoto-
mized as either present or ab-
sent) obscure health–illness as a
dialectic process.27

By contrast, in Argentina dur-
ing the 1920s, a group led by
Juan B. Justo tried to go beyond
the public health initiatives of the
time, known as “hygienic” inter-
ventions (higienismo), which em-
phasized infection control, im-
proved sanitation, nutrition, and
similar efforts to improve popula-
tion health.28 Higienismo usually
aimed to improve labor force
productivity, in the interest of na-
tional development and interna-
tional investment. Justo, a sur-
geon, became a founding leader
of the Socialist Party and pro-
vided an early Spanish transla-
tion of Marx’s Capital. Like Al-
lende, Justo called attention to
the pervasive effects of social
class on health services and out-
comes.29 This work led to re-
gional and national organizing ef-
forts that sought broad social
change as the basis of improved
health. However, as higienismo
gained dominance, Justo’s was a
minority position. 

Another line of work in social
medicine that grew from Argen-
tine roots was that of Ernesto
(“Che”) Guevara. Guevara’s child-
hood asthma, as well as role
models in his family, led him to
enter medical school and eventu-
ally to specialize in allergic dis-
eases. After medical school, he
toured South America, Central
America, and Mexico by motor-

Both historically and currently, leaders in
Latin America have distinguished social
medicine from traditional public health.

during the 1930s. Public health
efforts throughout Latin America,
as clarified recently by several
major investigations,12–18 pro-
vided a background to which
contemporary practitioners of so-
cial medicine responded. For in-
stance, leaders of social medicine
in many Latin American coun-
tries reacted critically to the
Rockefeller Foundation’s public
health initiatives, which empha-
sized the productivity of labor in
enhancing the ventures of US-
based multinational corpora-
tions.19–21 However, from our lit-
erature review and interviews,
we conclude that the early his-
tory of social medicine in some
countries proved much more in-
fluential than in others. Although
substantial early public health ef-
forts occurred in Brazil, Colom-
bia, Cuba, and Mexico, current
leaders in social medicine view
the influence of these attempts as
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cycle. Through experiences of
poverty and suffering during this
trip, he developed his views
about the need for revolution as
a prerequisite for improving
health conditions.30

In his speeches and writings
on “revolutionary medicine,”
Guevara called for a corps of
physicians and other health
workers who understood the so-
cial origins of illness and the
need for social change to im-
prove health conditions.31,32 Gue-
vara’s work profoundly influ-
enced Latin American social
medicine. One might expect that
Guevara’s views developed partly
from knowledge about Allende,
Justo, and others who preceded
him, but apparently this was not
the case. Sources close to Gue-
vara, including an uncle who
served as a role model in medi-
cine, claimed that throughout his
medical training and career Gue-
vara remained unexposed to ear-
lier works in Latin American so-
cial medicine and that he devel-
oped his analysis linking health
outcomes with social conditions
largely through experiences dur-
ing his motorcycle trip (Francisco
Lynch Guevara, oral communica-
tion, Buenos Aires, Argentina,
1995).

In Ecuador, leaders in social
medicine trace their local roots
back more than 150 years. Dur-
ing the early 19th century, the
physician Eugenio Espejo linked
his work as a physician to the
revolutionary struggles against
Spain.33 In his efforts to control
epidemics, Espejo became con-
vinced, as Virchow later would in
Germany, that poverty, inade-
quate housing and sanitation,
and insufficient nutrition fostered
such outbreaks. Later, in the
early 20th-century movement 
toward social security, Pablo Ar-
turo Suárez’s book on “the situa-

tion of the working class” pro-
vided epidemiologic data on ad-
verse health outcomes.34 During
the 1930s, the physician Ricardo
Paredes studied occupational
lung diseases and accidents
among Ecuadoran miners work-
ing at a US-owned mining com-
pany.35 In addition to legislation
that improved working condi-
tions, Paredes’s efforts led to a
broad consciousness in Ecuador
of the effects on health of “eco-
nomic imperialism” by multina-
tional corporations.

The 1960s and Later
Among the changes that oc-

curred worldwide during the
1960s, the Cuban revolution,
which began in 1959, emerged
as one of the most important for
social medicine. Cuba’s improved
public health system emerged as
part of a social revolution in
which accomplishments in health
occurred as an integral part of
broad structural changes in the
society as a whole.36,37 The so-
cial changes underlying Cuba’s

achievements in primary care,
public health, medical education,
planning and administration, and
epidemiologic surveillance in-
spired activists and scholars in
other countries.

If Cuba provided a positive
model for Latin American social
medicine, Chile created ambiva-
lence. Social medicine groups
took a keen interest when Al-
lende and the Unidad Popular
government achieved victory in
1970. Many people in social
medicine came to Chile to work
with the new government. Al-
lende had proposed a peaceful
transition to socialism through
electoral rather than military
means—the first such transition
in history. The government
moved toward a “unified” na-
tional health program, in which
the contradictions of coexisting
private and public sectors would
be reduced. After the violent
coup d’état of 1973, repression
of the population and especially
of health workers reached un-
precedented levels of violence.38,39

Juan César García (third from left)
at social medicine conference in
Ecuador, 1983. (Photo courtesy of
Edmundo Granda, Ecuador).
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The failure of the peaceful road
to socialism left a mark on those
throughout Latin America who
pursued social medicine.

Nicaragua’s revolution of 1979
also inspired social medicine ac-
tivists, although many worried
about the health-related social
policies of the Sandinista govern-
ment. Leaders of social medicine
from several countries con-
tributed to the new Nicaraguan
government’s health reforms, in-
cluding extensive programs that
dealt with infectious diseases and
with maternal and child
health.40,41 These leaders’ con-
cerns, which were never pub-
lished, focused on the contradic-
tions of the Nicaraguan
revolution, which, for instance,

grew skeptical about nonviolent
processes in base communities.
Influenced by Camilo Torres, a
priest who joined the revolution-
ary movement in Colombia,
some social medicine activists en-
tered armed struggle in several
countries and later returned to
the practice of social medicine.43

Another important influence
on social medicine stemmed
from the educational innovations
of Paulo Freire and coworkers in
Brazil. Through adult literacy
campaigns, Freire encouraged
people in poor communities to
approach education as a process
of empowerment. In the efforts
that led to his classic book, Peda-
gogy of the Oppressed,44 Freire
fostered the organization of small
educational “circles,” by which
local residents could link their
studies to the solution of con-
crete problems in their communi-
ties. Activists later began to ex-
tend this approach to public
health education and organizing
to improve health services.45

Freire himself became more in-
terested in applications of em-
powerment strategies to health.46

While Freire’s orientation also
has affected public health in the
United States,47,48 the impact
proved even greater in Latin
American social medicine.

During the 1970s, a leader
emerged who profoundly af-
fected the course of social medi-
cine from a base in Washington,
DC. Trained as a physician in Ar-
gentina and as a sociologist in
Chile, Juan César García served
as research coordinator within
the Pan American Health Organi-
zation (PAHO) from 1966 until
his death in 1984. García himself
produced seminal works on med-
ical education, the social sciences
in medicine, social class determi-
nants of health outcomes, and
the ideologic bases of discrimina-

tion against Latinos.49–52 Al-
though his Marxist social philoso-
phy manifested itself in several
works published under his own
name while he was working for
PAHO, he also published more
explicitly political articles under
pseudonyms (A. Mier, unpub-
lished observations, 1975).

García affected social medi-
cine through the financial and so-
cioemotional support that he pro-
vided through PAHO. With his
colleague at PAHO, María Isabel
Rodríguez, who was living in
exile after serving as dean of the
school of medicine at the Univer-
sity of El Salvador, García or-
chestrated grants, contracts, and
fellowships that proved critical
for social medicine groups
throughout Latin America. PAHO
funding helped establish the first
influential training program in so-
cial medicine at the Autonomous
Metropolitan University, Xochim-
ilco, in Mexico City, which attract-
ed students from throughout
Latin America. Current leaders
consistently refer to García’s ini-
tiative and tenacity, despite oppo-
sition that he increasingly re-
ceived within PAHO.

In advocating social medicine,
García helped distribute Spanish-
language translations of works by
Vicente Navarro. These works in-
fluenced Latin American social
medicine with regard to the ef-
fects of capitalism, imperialism,
and maldistribution of economic
resources on health services and
outcomes. The International Jour-
nal of Health Services, edited by
Navarro, provided an English-
language forum for Latin Ameri-
can authors.

POLITICAL REPRESSION
AND WORK CHALLENGES 

Among the 24 in-depth inter-
views with leaders of social med-
icine that we conducted, only 4

Liberation theology became a source of
inspiration for many of social medi-

cine’s activists.

permitted a continuing major
role for private practice, even for
health professionals who worked
full-time for the national health
service. Government representa-
tives argued that such policies
enhancing the private sector of
the economy would prevent an
exodus of health professionals
similar to the one that had oc-
curred in Cuba. Owing to such
contradictions, some social medi-
cine leaders eventually reduced
their support activities, especially
after the Sandinistas’ electoral
losses.

Liberation theology became a
source of inspiration for many of
social medicine’s activists. Priests
such as Frei Betto in Brazil advo-
cated participation in “base com-
munities,” which fused religious
piety with struggles for social jus-
tice.42 These struggles included
efforts to improve health and
public health services. Certain
leaders of liberation theology
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respondents denied having suf-
fered some form of political re-
pression. Respondents have expe-
rienced repression because of
their work in Chile’s Unidad Pop-
ular government, their activity in
human rights, or their role as
health care activists. The forms
of repression have included tor-
ture, imprisonment in concentra-
tion camps, exile, exclusion from
government jobs, loss of eco-
nomic security and work stabil-
ity, loss of professional prestige,
and restriction of political activity.

The work process in social
medicine varies widely, depend-
ing on political and economic
conditions. From Chile and Ar-
gentina, most leaders of social
medicine took refuge in other
countries. These refugees from
South America’s southern cone
made major contributions to the
dissemination of social medicine
while they were living and work-
ing abroad. If people remained
within their homelands, they usu-
ally supported themselves
through clinical laboratory work,
market research, or retail sales.
Since the fall of the dictatorships,
people in social medicine have
faced great difficulties in at-
tempts to reintegrate themselves
into universities or medical
schools. Most hold multiple jobs,
usually in clinical or administra-
tive work, and pursue social med-
icine as largely unpaid activities. 

In countries without dictator-
ships, or where dictatorships
proved somewhat less brutal,
such as in Brazil, fewer people
needed to emigrate and more re-
mained at work in universities or
teaching hospitals. In Colombia,
owing to a tradition of violence,

prominent leaders of social medi-
cine have perished or entered
exile despite the presence of
elected governments. In other
countries such as Mexico, Ecua-
dor, and Cuba, participants in so-
cial medicine have been able to
maintain relatively stable aca-
demic positions. Currently, the
most favorable institutional con-
ditions for social medicine exist
in Mexico, Ecuador, Brazil, and
Cuba. Although conditions in Ar-
gentina, Chile, and Colombia re-
main more adverse, participants
in social medicine struggle to
achieve high levels of productivity.

THEORY, METHOD, AND
DEBATE

Latin American social medi-
cine has developed into a rich
and diverse field rather than a
single, homogeneous tradition.
Intense debates have focused on
theory, method, and strategies
for change.53 For instance, theo-
retic debates have questioned the
usefulness of traditional Marxist
analysis as opposed to more re-

cent theories. Theoretic differ-
ences also have focused on the
primacy of economic forces vs
other issues such as gender and
race/ethnicity. Methodological
debates have considered the bal-
ance between quantitative and
qualitative methodologies in re-
search, as well as individuals vs
groups as units of analysis.
Strategically, practitioners of so-
cial medicine have differed
widely in their willingness to col-
laborate with international health
organizations and multilateral
lending agencies.

If there is one commonality
that distinguishes the field, how-
ever, it is an emphasis on theory.
Practitioners of social medicine
have argued that a lack of explic-
itly stated theory in North Ameri-
can medicine and public health
does not signify an absence of
theory. Instead, an atheoretic or
antitheoretic stance means that
the underlying theory remains
implicit. Latin American critics
have used this prism to interpret
the North American tendency to
focus on the biological rather

A workshop on research in the so-
cial sciences and health: Cuenca,
Ecuador, 1983. (Photo courtesy of
Edmundo Granda, Ecuador.)
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than social components of such
problems as cancer, hyperten-
sion, and occupational illnesses.
The biological focus, from this
perspective, reduces the unit of
analysis to the individual and
thus obscures social causes
amenable to societal-level inter-
ventions.27,54

Referring to the linkage be-
tween theory and practice, practi-
tioners of social medicine fre-
quently use the term “praxis.”
Influenced by Gramsci’s work in
Italy, Latin American leaders
have emphasized theory that
both informs and takes inspira-
tion from efforts toward social
change.45,55 Research and teach-
ing activities often take place in
collaboration with labor unions,
women’s groups, Native Ameri-

exploitation of labor remains an
inherent condition of economic
production, especially in less de-
veloped countries. As a result,
they have maintained a vision of
social class rooted in economic
production rather than in such
demographic characteristics as
income, education, and occupa-
tional prestige. This theoretic po-
sition concerning economic pro-
duction has led to the choice of
research questions that focus on
the labor process itself in both in-
dustrial and agricultural settings.
The social medicine groups in
Mexico, Chile, Ecuador, and
Brazil have initiated studies of
work hierarchies, the production
process in factories, and the im-
pact of work conditions on health
and mental health outcomes.

collaborated in research that fo-
cuses on women workers and the
effects of their roles in economic
production and reproduction.60

Ideology, a third theoretic
focus, comprises the distinctive
ideas and doctrines of a social
group. Some Latin American the-
orists in social medicine have
adopted Althusser’s perspective
in arguing that ideology repre-
sents individuals’ imagined rela-
tionship to the material condi-
tions of their existence.61 A
“hegemonic” ideology tends to
justify the interests of the class
that dominates a society during a
specific historical period. Demys-
tification of this dominant ideol-
ogy then becomes a task for the-
oretic and political work.62,63 The
social medicine groups in Latin
America have accepted this task
of demystification as a priority.
During earlier years, the work of
demystification focused on “de-
velopmentalist” policies, fostered
by North American and Euro-
pean governments.64 More re-
cently, demystification efforts
have emphasized the health poli-
cies of the World Bank and other
multilateral lending agencies.
These agencies have encouraged
increasing indebtedness, privati-
zation, and cutbacks in public
services, based on macroeconomic,
market-based principles.65-67

Contemporary European the-
ory also has influenced Latin
American social medicine. For in-
stance, theoretic efforts  in Italy
on the work process have shaped
the conceptual approach taken
by the Mexican group in collabo-
ration with industrial unions.68

French psychoanalysis and insti-
tutional analysis have influenced
the efforts of Argentine and
Brazilian investigators in their
studies of health services.69,70

Philosophical advances in France,
partly developed by Argentinians

If there is one commonality that distinguishes
the field [of social medicine], it is an emphasis

on theory.

A second focus involves the
reproduction of economic pro-
duction. Marxist theory questions
how the capitalist system can jus-
tify reproducing the inherently
exploitative relations of produc-
tion across generations. Among
the supporting institutions that
accomplish this reproduction, the
family figures most prominently,
especially through the patterning
of gender roles. Marx and Engels
argued, for instance, that the ex-
ploitation of workers was inher-
ently linked to the exploitation of
women, since economic produc-
tion required the reproduction of
the labor force, mainly through
the activities of women within
families.59 In contemporary soci-
eties, women often bear the
“triple burden” of wage labor,
housework, and child-rearing.
For that reason, social medicine
groups in several countries have

can coalitions, and community
organizations.56

Although Marxist theory has
stimulated social medicine, con-
ceptual work has focused on the
strengths and limitations of tradi-
tional Marxism in the Latin
American context. Adverse expe-
riences in socialist countries like
the Soviet Union also have re-
vealed the limited applicability of
traditional Marxist theory.57 Cer-
tain components of Marxist the-
ory, however, have continued to
ground conceptual work and re-
search. 

First, social medicine has em-
phasized social class, as defined
by the relations of economic pro-
duction. In Marxist theory, the
most important characteristic of
social class involves ownership
and control of the productive
process.58 Practitioners of social
medicine have argued that the
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to multilevel research have in-
cluded quantitative techniques,
such as structural equation
modeling, combined with quali-
tative techniques, such as focus
groups and computerized con-
tent analysis.77

EMERGING THEMES

Social Policies, Power,
Health, and Health Care

Social medicine groups
throughout Latin America have
emphasized the effects of inter-
national policies. Historically,
such work has analyzed the im-
pact of economic imperialism,
the extraction of raw materials,
and the exploitation of inexpen-
sive labor. More recently, social
medicine groups have focused on
international macroeconomic
policies and the political power
of multinational corporations and
lending agencies. The burden of
foreign debt in Third World
countries has emerged as an
issue of grave concern. Public
sector cutbacks, privatization of
public services, and the opening
of markets in health care to
multinational corporations have
received critical attention. Sev-
eral groups have collaborated in
evaluating managed care as a
privatization initiative by multi-
national corporations and lend-
ing agencies. These studies have
emphasized the detrimental ef-
fects on access to services as the
public sector “safety net” deterio-
rates and have demystified
claims that market-oriented prac-
tices improve conditions for the
poor.66,67,78–82

The social medicine groups
have linked their policy research
with organizing efforts aiming to
change power relationships.
These actions try to expand pub-
lic debate and to redirect reform
initiatives toward meeting the

needs of vulnerable populations.
Social medicine groups have col-
laborated with the opposition
Party of the Democratic Revolu-
tion and the Zapatista Army of
National Liberation in Mexico,
the coalition of indigenous and
labor organizations in Ecuador,
the Workers Party in Brazil, and
the Central Organization of Ar-
gentine Trade Unions. 

Social and Cultural
Determinants of Illness 
and Death

Several groups have pioneered
research on social and cultural
determinants. Researchers in
Ecuador have focused on urban
ecology, economic changes stem-
ming from petroleum production,
and the relationships between
gender and the work process in
explaining morbidity and mortal-
ity patterns.83,84 The Ecuadoran
group has pioneered the use of
multivariate, quantitative tech-
niques to conduct multilevel re-
search on social determinants,
using data at the individual, so-
cial, and cultural units of analy-
sis.27,77 Brazilian researchers
have used multilevel and multi-
method approaches—including
anthropologic, nonquantitative
methods in epidemiology—to
clarify mechanisms at the com-
munity, family, and biological
levels that mediate the impact of
social inequalities.85

Work, Reproduction,
Environment, and Health

This focus emerges from a the-
oretic emphasis on economic
production and reproduction, as
well as a recognition that such
problems represent some of the
chief threats to health in Third
World countries. Mexican re-
searchers have worked with in-
dustrial unions and local commu-
nities to clarify health and mental

health problems that derive from
the work process and environ-
ment. In this effort, the investiga-
tors have pioneered such meth-
ods as the collective
interview.76,86 The Ecuadoran
group has emphasized the differ-
ing health outcomes that women
experience in industrial and agri-
cultural work environments.83,84

In Chile, the social medicine
group has carried out research
that links gender, work, and envi-
ronmental conditions.88 Micro-
level research on the work proc-
ess in Brazilian health institutions
has informed the policy efforts of
the national Workers Party.88

Violence, Trauma, and Health
Partly reflecting the violent

conditions that practitioners of
social medicine themselves have
confronted, research on violence
and trauma has received priority
in several countries. In Colombia,
the social tradition of violence—
previously linked to poverty and
cycles of rebellion but more re-
cently reflecting narcotics traffic
and paramilitary operations—has
generated research on the effects
of violence on health out-
comes.89,90 Chilean investigators
have studied families whose
members experienced torture,
exile, or death during the dicta-
torship.91 Influenced by psycho-
logic studies of violence in El Sal-
vador by Ignacio Martín-Baró, a
US-trained psychologist who him-
self was assassinated by paramili-
tary forces, researchers in Ar-
gentina have focused on the
survivors of the more than 30000
individuals who “disappeared”
during the Argentine dictator-
ship.92–94

CONCLUSION

Social medicine in Latin Amer-
ica has emerged as a sometimes

in exile, have informed the cri-
tique of ideologies in health poli-
cies and proposals for change.71,72

The theory of health–illness as
a dialectic process has generated
criticisms of traditional approaches
to causal inference in medicine
and public health.73,74 At a basic
level, social medicine practition-
ers have criticized monocausal
explanations of disease. Taking a
perspective similar to Virchow’s,
they maintain that simplistic ex-
planations by which a specific
agent causes a specific disease do
not adequately consider the so-
cial conditions that increase the
likelihood of disease. However,
even multicausal models, such as
those that consider the interac-
tions among agent, host, and en-
vironment, still define disease in
a relatively static fashion. Cri-
tiques from the standpoint of so-
cial medicine have argued that
by dichotomizing the presence or
absence of a disease, traditional
multicausal models do not ade-
quately consider the dynamic
linkages by which social condi-
tions affect the dialectic process
of health–illness. These analyses
have suggested a more complex
approach to causality, in which
social and historical conditions
receive more explicit emphasis.

Anticipating current method-
ological trends in the United
States, leaders in Latin Ameri-
can social medicine since the
mid-1970s have called for a
multimethod approach that “tri-
angulates” complementary
methods at both individual and
societal levels of analysis. Even
in early research, the Mexican
and Ecuadoran researchers
combined quantitative, multi-
variate analyses with qualita-
tive, in-depth interviews that
they often conducted in group
situations (“collective inter-
views”).75,76 Recent approaches
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dangerous but very productive
field of work. A focus on the so-
cial origins of illness and early
death inherently challenges the
relationships of economic and
political power in Latin America.
As a result, participation in social
medicine has led to suffering and
even death for some of the
movements most talented and
productive adherents. The
themes and findings of Latin
American social medicine have
become pertinent for problems
in medicine and public health
throughout the world. Owing to
language barriers and possibly to
skepticism about research ema-
nating from the Third World, ig-
norance prevails among many
health professionals whose work
could advance if the production
of Latin American social medi-
cine were more accessible.

Practitioners of Latin Ameri-
can social medicine have used
theories and methods that distin-
guish their efforts from those of
traditional public health. In par-
ticular, a focus on the social and
historical contexts of health prob-
lems, an emphasis on economic
production and social causation,
and the linkage of research and
education to political practice
have provided innovative ap-
proaches to some of the most im-
portant problems of our age. For
the United States and other “First
World” countries, during an era
of globalization and its dangers,
the courageous work of Latin
American social medicine may
become a highly valued import.  
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