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Abstract 
This paper provides a comprehensive description of the Costa Rican health 
system, focusing on the Costa Rican Social Security Fund (CCSS). The CCSS 
is the cornerstone of the country’s healthcare infrastructure, offering a range 
of medical, social, and economic benefits. We cover the historical evolution 
of the CCSS, its organizational structure and financing mechanisms, and lev-
els of healthcare services provided, including primary, secondary, and ter-
tiary care. We also discuss the integration of digital health records and the 
roles of various governmental and quasi-independent institutions within the 
health sector. Costa Rica maintains a strong position in terms of healthcare 
personnel availability and GDP per capita in the Central America region. 
However, challenges remain, particularly in ensuring the financial sustaina-
bility of the CCSS and addressing healthcare access disparities between ur-
ban and rural areas. The paper underscores the importance of continued in-
vestment in health infrastructure, professional training, and health promo-
tion to enhance healthcare quality and equity. We conclude by highlighting 
the need for strategic adaptations to meet emerging health demands, opti-
mize resource allocation, and leverage technological advancements. These 
efforts are essential to maintain high-quality, equitable healthcare services 
for all Costa Rican citizens and to ensure the long-term sustainability of the 
CCSS. 
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1. Introduction to the Costa Rican National Health System 

The basic components of the Costa Rican National Health System (Sistema Nacional 
Salud, or SNS) were outlined in 1979. The roles of different organizations that con-
stitute the Costa Rican health sector, including the Costa Rican Institute for Re-
search and Teaching in Nutrition and Health (Instituto Costarricense de Investi-
gación y Enseñanza en Nutrición y Salud, or INCIENSA), the Institute on Alco-
holism and Drug Dependence (Instituto sobre Alcoholismo y Farmacodependen-
cia, or IAFA), the National Insurance Institute (Instituto Nacional de Seguros, or 
INS), the Costa Rican Institute of Aqueducts and Sewers (Instituto de Acueductos 
y Alcantarillados, or AyA), the municipalities, and the private sector, were speci-
fied on February 15, 1983, in an executive decree. This decree detailed the func-
tions of each institution within the sector, some of which had been created several 
decades earlier [1]. While the 1983 decree specified roles of these government or-
ganizations, the SNS was formally initiated in 1989 with the promulgation of Ex-
ecutive Decree No. 19276-S. This decree integrated government institutions and 
other entities, with their functions detailed in Article 11 of the health regulations 
(Executive Decree No. 19276-S of 1989) [2]. According to this decree, the specific 
functions include (Figure 1): 
• Ministry of Health (Ministerio de Salud, or MDS): Defining health policies and 

actions. 
• Costa Rican Social Security Fund (Caja Costarricense de Seguro Social, or CCSS): 

Providing medical care and social security. 
• INS: Preventing accidents and providing medical care for injured people. 
• AyA: Managing drinking water and water services. 
• Universities: Training health professionals. 
• Private sector: Providing medical care and services. 
• Municipalities: Administering community services. 
• Community: Participating in and promoting health. 

The SNS comprises the MDS, the CCSS, and several quasi-independent institu-
tions such as the INCIENSA, the IAFA, the INS, the AyA, municipalities, and pri-
vate sector entities that offer various health services [2]. The objectives of the SNS 
are to provide quality health services to all, facilitate community participation in de-
fining needs and using resources, promote effective and equitable resource manage-
ment and intersectoral collaboration, and ensure coherent health legislation to sup-
port health goals and policies. 
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Figure 1. Components of the costa Rican national health system (SNS). 

 
As stated in Article 42 of the health regulations, specific functions of the SNS 

include reducing disease, preventing death, and improving the physical and men-
tal health of the population [3]. Additionally, these functions strive to: encourage 
and support community participation in health promoting activities; improve the 
administration and effectiveness of local health services; strengthen subsystems such 
as occupational health, environment, information, and planning; identify medical 
care-related financial needs; and develop programs for efficient resource use. The 
SNS includes institutions that are responsible for providing all health, some eco-
nomic, and some social benefits to citizens, as follows:  

Health Benefits: 
• INS: Addresses work-related accidents, occupational diseases, and traffic acci-

dents [4] [5]. 
• CCSS: Provides medical assistance, hospital care, pharmaceutical services, 

dentistry, monetary subsidies, funeral expenses, and social benefits. 
• Private sector: provides services for a fee. 

Economic Benefits: 
• Pensions: Ensures income for retired workers through different schemes. CCSS 

oversees the Non-Contributory Retirement Plan and Disability (Regimen No 
Contributivo o RNC), Old Age, and Death Regime (Régimen Invalidez, Vejez 
y Muerte, or IVM). 

• Subsidies: Provides income in special situations, such as non-work-related ac-
cidents and illnesses. 
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Social Benefits: 
• Joint Social Welfare Institute (Instituto Mixto de Ayuda Social, or IMAS): Of-

fers support for housing, food, and care for the elderly. 
• Office for the Control of Family Allowances of the Ministry of Labor and Social 

Security (Fondo de Desarrrollo Social y Asignaciones Familiares, or FODESAF): 
Caters to children, grants pensions, and provides school meals. 

• National Board of Children’s Welfare (Patronato Nacional de la Infancia, or 
PANI): Provides temporary shelter, foster homes, and economic protection for 
children. 

2. The Costa Rican Social Security Fund (CCSS) 

The CCSS was created as a semi-autonomous entity on November 1, 1941, by Law 
No. 17 during the administration of President Rafael Ángel Calderón Guardia. It 
underwent significant reform on October 22, 1943, becoming an autonomous in-
stitution dedicated to serving the working population through a tripartite financ-
ing system. The CCSS is the core of the SNS, governing, managing and adminis-
tering health services [6]. CCSS also manages the public pension system. Its for-
mation and operation are specified in Articles 73 and 177 of the Political Consti-
tution of the Nation. Article 73 establishes that social insurance is provided for all 
workers, financed by mandatory contributions from the government, employers, 
and workers [3]. Insurance coverage for workers’ spouses, children, siblings, par-
ents, and other dependents also is provided. These insurances cover costs for health 
care services associated with illness, disability, maternity, old age, and death. CCSS 
also provides support related to unemployment, adverse family situations, and bur-
ial costs unless death is due to a work-related illness or injury.  

CCSS enrollment and coverage are mandatory for all workers who receive a sal-
ary from an employer. The amount paid is calculated based on total worker re-
muneration received. Employers are not required to make contributions for fam-
ily members who are unpaid and live and work with the employer. In addition, they 
are not required to make contributions for most workers already retired or pen-
sioned by the government unless certain criteria are met; if so, the employer is re-
quired to make contributions for illness and maternity insurance. CCSS legislation 
also allows the unemployed to purchase insurance (called Voluntario) if they wish. 
Independent (self-employed) workers are required to pay for insurance. The CCSS 
is not under the government’s mandate in terms of budget and policies, except for 
government employees. CCSS funds cannot be used for purposes other than those 
originally specified in Articles 73 and 177 of the Constitution. Health care insur-
ance for work accidents is the exclusive responsibility of employers, with care pro-
vided by the INS. 

3. Programs Administered by the CCSS (Figure 2) [7] [8] 

As noted above, the CCSS manages the two main types of insurance programs: 
health insurance and pensions. It also offers the RNC, as described below. 
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Figure 2. Structure of the CCSS. 

3.1. Health Insurance [8] 

Health insurance, known as the Sickness and Maternity Insurance (Seguro de Enfer-
medad y Maternidad, or SEM), was established in 1942 with the primary purpose 
of providing medical care, economic support, and social assistance to insured work-
ers and their respective families. SEM provides a range of essential services that 
include general, specialized, and surgical medical care as well as cash subsidies (sick 
leave), pharmaceutical services, laboratory tests, dental care, and social benefits 
(i.e., financial assistance for transportation, funeral expenses, and the purchase of 
prostheses, glasses, and orthopedic devices). 

Individuals who meet the minimum number of work-related financial contri-
butions and their first-degree dependents are automatically covered, and second-
degree relatives who meet certain minimum requirements may apply to be cov-
ered by the worker’s coverage. Self-employed individuals who are able to pay for 
health insurance yet choose not to are not covered. 

The concept of family protection, regulated by Article 12 of the health regula-
tions, establishes that spouses, children, siblings, parents, and other dependents of 
the direct policyholder are entitled to insurance coverage. This includes minors and 
young people between 18 and 22 years old, or up to 25 years old if they are students, 
as well as people with severe disabilities. For minors not covered by family insurance, 
the government assumes the responsibility of providing them with insurance cov-
erage. 

There are some situations in which SEM does not respond for coverage. In line 
with the Occupational Risk Law number 6727 of March 24, 1982, Article 16 of the 
health regulations stipulates that coverage of health care services for cases related 
to work accidents are the responsibility of the employer or the INS. Meanwhile, 
traffic accidents, regulated by the Traffic Law N˚7331 of April 13, 1993, are the 
responsibility of the INS or the person deemed responsible for the accident, de-
pending on the circumstances. 
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3.2. Pension Insurance [9] [10] 

IVM, the pension insurance system of the CCSS, was established in 1947. Its main 
objective is to guarantee basic pension protection for both the insured and their 
family members. IVM has many more contributors than private sector pension 
insurance systems and is the largest in terms of managed assets. Insured men and 
women who, respectively, reach the age of 61 years and 11 months or 59 years and 
11 months are entitled to retire and receive an “old age pension” provided they have 
made the minimum number of contributions to the retirement system over time. 
The CCSS disability benefit is available to insured persons under 65 years who have 
made the minimum number of work-related financial contributions according to 
their age. This benefit is awarded to those who, due to a change or weakening of 
their physical or mental abilities, have lost two-thirds or more of their capacity to 
perform their usual profession or activity. 

3.3. The RNC [9] 

The RNC provides economic support to those whose monthly income is equal to 
or lower than the current poverty line, as calculated by the National Institute of 
Statistics and Census (Instituto Nacional de Estadística y Censos, or INEC). The 
RNC was established in 1974 and has become one of FODESAF’s most important 
programs. Its purpose is to grant pensions to impoverished citizens over age 65 
years or with disabilities who do not qualify for a government or other pension. 
In addition, orphans under age of 18 years and widows over age of 55 years and 
their children under 18 years may qualify, as may homeless people who meet the 
poverty threshold. 

The financing of the RNC comes from multiple sources, including 20% of IMAS’ 
government funding; a percentage of taxes generated by the sale of liquors and 
cigarettes; earnings of the lottery of the Social Protection Board; at least 10% of col-
lected income tax; and a 5% surcharge on the payrolls of both public and private 
employers. Currently, the RNC system comprises both the Ordinary Pensions Pro-
gram and the Program for Deep Cerebral Palsy Pensions and other conditions, as 
established in Law 8769. 

4. Types of Insured Individuals (Data 2020) (Table 1 and  
Figure 3) 

Table 1 and Figure 3 display the distribution of categories for direct and pension 
insurance coverage. Figure 3 specifically shows the distribution of individuals by 
type of insurance [7] [11]. According to the 2020 CCSS institutional report, 92% 
of the population in Costa Rica had some form of health insurance. Of those, 34% 
had direct insurance 29% were dependents of a directly insured person, 17% were 
insured by the government, and 12% were covered through pensions. Special con-
dition groups accounted for 8% of the insured population, and 1% had student 
insurance. Seventy-three percent of those with direct insurance were salaried work-
ers. Only 8% of the population was uninsured. 
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Figure 3. Types of insured individuals. 

https://doi.org/10.4236/ojapps.2025.155102


P. Guzman et al. 
 

 

DOI: 10.4236/ojapps.2025.155102 1473 Open Journal of Applied Sciences 
 

Table 1. Distribution of insurance status according to the 2020 CCSS Institutional Report. 

Type of insured individual Number of people Percentage (%) 

Directly insured (DI) 1,721,093 33.67% 

1) Salaried workers 1,254,432 72.88% of DI 

2) Independent and voluntary workers 400,216 23.25% of DI 

3) Insured under specific agreements 66,445 3.86% of DI 

State-funded (SF) 847,982 16.59% 

Pensioners (PEN) 604,970 11.83% 

1) Under the IVM insurance 294,250 48.63% of PEN 

2) Under the RNC 128,352 21.21% of PEN 

3) Under special regimes 68,083 11.25% of PEN 

4) Dependents of pensioners 114,285 18.89% of PEN 

Dependents of a directly insured (DDI) 1,463,630 28.63% 

Insured under student insurance (IUSI) 54,595 1.07% 

Population with special conditions (PWSC) 419,135 8.20% 

1) Uninsured 412,561 8.07% 

2) With private insurance 6574 0.13% 

5. Financing of the CCSS 

Article 22 of the Constitution establishes a mandatory tripartite contribution 
(worker, employer, and government) to fund the CCSS. These contributions vary 
depending on the type of worker and aim to ensure the sustainability of the social 
security system in the country [3] [12]. These contributions collectively form the 
total funding of the CCSS, which amounts annually to about one billion dollars or 
12.9% of the Gross Domestic Product of the country according to the Central Bank 
[12]. The contribution details for each sector are as follows:  

Funding Structure of the CCSS (Table 2) 
1) Salaried Sector: Workers contribute 10.67% of their gross salary and employ-

ers contribute an amount equal to 26.67% of the workers’ salary. The salaried sec-
tor makes the largest contribution to the CCSS. 

2) Pensioners’ Sector: Pensioners contribute 5% of the total amount of their 
pensions; the Pension Fund contributes an amount equal to 8.75% of the total pen-
sions paid; and the government contributes an amount equal to 0.25% of the total 
amount of pension paid. 

3) Voluntary Sector: This sector enables individuals who are not covered through 
a government route and want to access CCSS health services to make voluntary 
contributions. Individuals making voluntary contributions only receive access to 
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covered medical care; they do not receive other CCSS benefits like pensions. The 
amount of the voluntary contribution is calculated based on individuals’ incomes; 
if there is a difference between the insured’s contribution and the amount neces-
sary to fund medication and care services, the government funds the difference. 
The government also contributes an amount equal to 0.25% of the amount paid 
by this group. 

4) Independent Sector: This sector enables contributing individuals, unlike those 
in the voluntary sector, to obtain additional benefits such as pensions, economic 
advantages, and more. Independent workers pay a contribution based on a scale 
approved by the CCSS Board of Directors. Additionally, the government contrib-
utes an amount equal to 0.25% of this group’s contribution base. 

 
Table 2. Distribution of contributions to CCSS financing system. 

Category (%) (%) 

Employed sector:   

Workers:            TOTAL contribution 10.67 100 

1 Health insurance 5.50 51.5 

2 Pension insurance (IVM) 4.17 39.1 

3 Banco popular 1 9.4 

Employers:           TOTAL contribution 26.67 100 

1 Health insurance 9.25 34.7 

2 Pension insurance (IVM) 5.42 20.4 

3 FODESAF 5 18.7 

4 Labor capitalization fund 1.5 5.6 

5 National training institute 1.5 5.6 

6 Complementary INS pension 1 3.7 

7 Supplementary pension fund 2 7.5 

8 IMAS 0.5 1.9 

9 Banco popular 0.5 1.9 

State subsidies:        TOTAL contribution 1.49 100 

1 Health insurance 0.25 16.8 

2 Pension insurance (IVM) 1.24 83.2 

Pensioner sector: 14 100 

1 Pensioners 5 35.6 

2 Pension fund 8.75 62.2 

3 State 0.25 17.2 

https://doi.org/10.4236/ojapps.2025.155102


P. Guzman et al. 
 

 

DOI: 10.4236/ojapps.2025.155102 1475 Open Journal of Applied Sciences 
 

Continued  

Voluntary sector:   

1 The contribution is determined by the applicant’s income *  

2 State 0.25  

Independent sector:   

1 
Contribution is determined by a scale approved by the 

Board of Directors 
*  

2 State 0.25  

*Percentage of contribution vary by profession or employ. 

6. Organization of the CCSS [11] 

CCSS’ services are provided through administrative levels (central, regional, and 
local) and level of care (primary, secondary, tertiary). Figure 4 provides an over-
view of CCSS’ services.  
 

 
Figure 4. Local level organization. 

 
Administrative Levels: The General Health Regulation, specified in Article 17 

of the 1989 Executive Decree, establishes the administrative levels of the SNS. 
Central Level 
At the central level, the CCSS is governed by a Board of Directors, which is 

presided over by the Executive Presidency. There are representatives from each 
sector: two from the government, three from the employers, and three from the 
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workers. The Board of Directors is responsible for establishing policies for the op-
eration, improvement, and modernization of the Social Security Fund. It also su-
pervises and monitors the Fund’s administration, deliberates and makes decisions 
in accordance with the law and regulations, and ensures that the Fund operates in 
a safe, continuous, efficient, profitable, and transparent manner. There are seven 
management areas: General Management, which acts as the highest administra-
tive authority of the institution; Administrative Management; Medical Manage-
ment; Financial Management; Infrastructure and Technology Management; Lo-
gistics Management; and Pension Management. 

The central level is responsible for the centralized digital medical record System 
[1] [4] [13].  

The Centralized Digital Record System (Expediente Digital Único en Salud, or 
EDUS) was implemented by the CCSS in 2015 following a Supreme Court of Jus-
tice Order in May 2012. Patient information is stored centrally in EDUS, which 
enables access to medical and social security records from a single source for all 
levels of healthcare provision. EDUS demonstrates the CCSS’s commitment to lev-
eraging technology to improve healthcare efficiency and patient care in Costa Rica. 
The EDUS management team includes people with expertise in medicine, nurs-
ing, and laboratory sciences as well as engineering, statistics, and project manage-
ment. The main purpose of EDUS is to provide efficient, high-quality, and reliable 
support for the healthcare services of the CCSS. In addition to the integrated med-
ical records, EDUS also provides systems for scheduling and appointments, hos-
pital admissions and discharges, laboratory information (e.g., pathology, cytol-
ogy), vaccination, pharmacy and epidemiological surveillance. EDUS also pro-
vides information on compulsory pensions and automatically generates digital 
death certificates. However, EDUS does not have information on healthcare utili-
zation within the private sector [14].  

Regional Level [15] 
Costa Rica is divided into seven health regions (Figure 5). In each region, the 

Directorate of the Integrated Network is tasked with adopting and systematizing 
the strategies, plans, programs, and budgets established by the central level within 
its geographic area of influence. Furthermore, it is responsible for coordinating, su-
pervising, and training local human resources, as well as managing the physical and 
financial resources allocated to the region. 

Local Level 
This level is responsible for planning, executing, and monitoring health actions 

through which the plans and programs defined by the central level and systema-
tized by the regional level are operationalized. Additionally, local projects are for-
mulated and implemented to address the specific needs of the area of influence, 
and the human, physical, and financial resources allocated to this level are managed.  

Local level health services, encompassing facilities for health promotion, disease 
prevention, treatment, and rehabilitation, are distributed as follows: (Figure 5 and 
Supplementary Figure 1). 
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Figure 5. Regional health service directorates. 

 
• EBAIS: The 1080 EBAIS units administer care for minor health problems in 

Health Areas and hospitals serving a population of between 5000 and 10,000 
inhabitants. 

• AS: The 105 AS units comprise a set of EBAIS working in coordination with a 
hospital in a geographical region. AS units provide coverage for between 5000 
and 50,000 registered inhabitants, depending on the professional services avail-
able. 

• Peripheral Hospitals: There are twelve Peripheral Hospitals. They support pri-
mary and secondary levels of care (as defined below under Levels of Care) and 
include diagnostic services and some medical specialties (obstetrics and gyne-
cology, pediatrics, and general medicine). 

• Regional Hospitals: There are eight Regional hospitals. These hospitals provide 
a greater number of medical specialties (internal medicine, surgery, obstetrics 
and gynecology, and pediatrics) than Peripheral Hospitals. Some regional hos-
pitals include subspecialties to meet the demand of the region. 

• General National Hospitals: There are three General National Hospitals. They 
are the main establishments for specialized medical care. These hospitals also 
serve as centers for teaching, training, and medical research. They have the nec-
essary infrastructure to offer high-level services and handle cases that other es-
tablishments cannot adequately manage. 

• Specialized National Hospitals: There are six Specialist National Hospitals, and 
they offer high-complexity care and support training, capacity building, and re-
search. They provide services at the national level and receive patients from other 
hospitals when necessary. 
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Levels of Care: Article 18 of the Health Regulation establishes three levels of 
care in networks for health establishments [14] [16]: 

Primary Level of Care  
Primary care includes services relating to health promotion, disease prevention, 

medical treatment, and rehabilitation of least complexity. These services are car-
ried out by the members of the EBAIS units. Outpatient consultations, including 
general medicine in clinics, health centers, and health posts, as well as in commu-
nity consulting rooms, homes, schools, and workplaces are handled at the Primary 
level. As of 2017, the Primary level had 11,343 workers. 

Currently, the CCSS has 1080 EBAIS units nationwide, of which 532 are EBAIS 
headquarters and 548 are periodic visit posts (Mobile trucks equipped with ser-
vices that periodically visit the most remote communities). Each EBAIS covers an 
average of 4,584 inhabitants, and includes a general practitioner, a nursing assis-
tant, and a primary health care technical assistant. 

As noted above, each EBAIS is part of an AS unit. The AS units are led by an 
area director and a support team. Each EBAIS includes at least one member of the 
following professions: community family doctor, dentist, pharmacist, microbiol-
ogist, nurse, social worker, and nutritionist. AS units also have workers who carry 
out human resource and other administrative tasks. The average population cov-
erage of each AS is 49,172 inhabitants. 

Primary care includes comprehensive child, adolescent, adult (including wo- 
man’s) and elder care. Services are offered in outpatient consultations, home vis-
its, schools, workplaces, and recreation centers. Additionally, EBAIS units pro-
mote and participate in health promotion projects aimed at improving the living 
conditions of the population. To do this, they coordinate with different stakehold-
ers in their sectors and health areas. Stakeholders include persons from public and 
private sectors and organized community groups. 

Second Level of Care (Secondary Level) 
The secondary level of care offers outpatient and hospital interventions in med-

ical specialties and certain subspecialties: internal medicine, pediatrics, obstetrics 
and gynecology, psychiatry, general surgery, neonatology, otolaryngology, ortho-
pedics, cardiology, dermatology, and ophthalmology. Second-level institutions have 
operating rooms equipped for less complex major surgeries. As of 2017, these in-
stitutions had 20,943 workers. 

Secondary care is available at three classes of facilities. Major clinics/complex 
AS units primarily provide outpatient services and have minimal inpatient capac-
ity. Most clinics have no beds. Peripheral Hospitals offer higher care levels than 
major clinics and have moderate bed capacity. For example, Hospital Los Chiles 
has 35 beds, and Hospital Guápiles has 137 beds. Regional Hospitals provide com-
prehensive and specialized care and have significant bed capacity. Hospital San 
Rafael has the highest capacity, with 290 beds. 

Third Level of Care (Tertiary Level) 
The third level of healthcare includes specialized hospitals and national hospi-
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tals, and provides outpatient and hospital services that are more complex than 
those of the second level. This includes care in all medical subspecialties, such as 
allergy, urology, peripheral vascular surgery, hematology, oncology, nephrology, 
infectious diseases, neurology, and physical medicine and rehabilitation. Addi-
tionally, this level offers support, diagnostic, and therapeutic services that demand 
advanced technology and specialization. As of 2017, these institutions had 16,001 
workers. 

There are three general national hospitals and six specialized hospitals; the spe-
cialized hospitals are all located in San Jose (Costa Rica’s capital) and receive pa-
tients from the first and second levels (Supplementary Table 1 and Supplemen-
tary Table 2). The third level has 2687 hospital beds available for patient care. 

The patient referral flow progresses from the least complex level (primary) to 
the secondary level, and finally to the most complex level (third level), in that or-
der of complexity according to the pathology (see Supplementary Figure 1). 

7. Discussion  

According to the Organization for Economic Co-operation and Development 
(OECD) and the World Bank, for 2020, Costa Rica’s rate of 1.1 hospital beds per 
1000 inhabitants indicates it is an intermediate position compared to other Cen-
tral American countries. Although Costa Rica’s rate is greater than some of its close 
neighbors, such as Guatemala (0.4 beds), Honduras (0.6 beds), and Belize (1.0 
beds), it lags behind Panama (2.3 beds) and El Salvador (1.2 beds). In a broader con-
text, the Costa Rican rate is lower than that of the United States (2.9 beds), Canada 
(2.5 beds), Argentina (5.0 beds), Colombia (1.7 beds), Chile (2.1 beds), and Puerto 
Rico (3.3 beds), although it surpasses Mexico’s rate (1.0 beds). These data high-
light the need to invest in health care infrastructure and resources to strengthen 
the system so that adequate care for the Costa Rican population in the future will 
be possible [14] [16]. 

According to World Bank data for 2020 [17], the availability of doctors per 
thousand inhabitants shows that Costa Rica is in a relatively strong position glob-
ally, with 3.3 doctors per 1,000 inhabitants. In the context of the Americas, Costa 
Rica surpasses several countries with regard to this metric, including El Salvador 
(2.9 doctors), the United States (2.6 doctors), Canada (2.4 doctors), Mexico (2.4 
doctors), Panama (1.6 doctors), Guatemala (1.2 doctors), Belize (1.1 doctors), and 
Honduras (0.5 doctors). These data reflect the country’s commitment to medical 
care and the training of health professionals to meet the needs of its population. 

The data provided by the OECD show that Costa Rica has a higher Gross Do-
mestic Product (GDP) per capita compared to other Central American countries: 
$24,777 per inhabitant in 2022. Regarding health expenditure, Costa Rica allo-
cated an average of $1658 per inhabitant in 2022. Of this expenditure, the govern-
ment contributed about 75% percent of that figure, while patients contributed the 
remainder. The total health expenditure represented 6.69% of the country’s GDP.  

As to be expected, there are significant differences in these metrics between 
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Costa Rica and the United States. The United States has a much higher GDP per 
capita, reaching $76,360 per inhabitant in 2022. The average health expenditure 
per person in the United States was $12,555, with a government contribution 85% 
and patients contributing the rest. Total health expenditure in the United States 
represented 16.44% of its GDP. Clearly, there are notable differences in how med-
ical care is financed and provided in the two countries. 

Compared to Argentina, a country with a GDP per capita similar to that of Costa 
Rica ($23,650 in 2022), annual health expenditure was $2385 per inhabitant, with 
a government contribution of 78%. The total health expenditure in Argentina rep-
resented 10% of its GDP. Values for Chile, which also has a similar GDP per capita 
to Costa Rica ($29,866 in 2022) are similar to those of Argentina: annual health 
expenditure was $2699 per inhabitant, with a government contribution of 62.2% 
and total health expenditure representing 9.03% of GDP. For both of these coun-
tries, the proportion of GDP attributable to health expenditures is greater than 
that for Costa Rica.  

In comparing health care expenditures among countries, it is critical to also 
consider differences in the quality of care delivered. The Medical Care Index [18] 
is a tool that evaluates country-specific quality of the healthcare system through 
various indicators including health infrastructure, competence of health profes-
sionals, per capita cost, availability of quality medicines, government prepared-
ness, environmental factors, and public health policies. Costa Rica ranks 47th out 
of 110 countries evaluated using this index. More highly ranked countries in the 
Americas are Canada (4th place), the United States (15th), Brazil (38th), and Mexico 
(45th) and from Central America the closest is Panama (62nd) 

The Strategy and Action Plan on Health Promotion, part of the Pan American 
Health Organization’s Sustainable Development Goals 2019-2030 [19] focuses on 
strengthening health systems and services by incorporating a health promotion 
approach. Based on the Astana Declaration of 2018, health promotion and pri-
mary care are complementary strategies for strengthening health systems and 
achieving equitable access [18] [19] Given this perspective, strengthening primary 
care is critical to the future of the SNS. It requires improved community-level 
health education and promotion as well as a greater understanding of the social 
determinants of health and how they impact health. Furthermore, health promo-
tion can help to sustain the solvency of the SNS through healthier aging and re-
duction of chronic disease and related healthcare costs.  

8. Conclusions 

The Costa Rican Health System includes multiple levels that addresses the health 
needs of its population across three levels of care, ranging from EBAIS, AS, Pe-
ripheral Hospitals, Regional Hospitals, National Hospitals, to Specialized Hospi-
tals.  

The financial viability of the system is a central concern, as the CCSS must en-
sure the availability of resources for the payment of pensions in the future. To achieve 
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this, adjustments in contribution rates, retirement age, and other aspects of the 
system are necessary. The aging of the population, resulting from increasing life 
expectancy and the reduction of the birth rate, puts pressure on the pension sys-
tem by increasing the proportion of elderly people and decreasing the proportion 
of working-age people in the general population. 

As noted in the OECD’s Health System Studies (2017), the Costa Rican health 
system is commendable for its institutional stability regarding financing and plan-
ning. The system is characterized by strong primary care, a high degree of inter-
sectoral coordination, and effective dialogue between users and administrators, as 
well as the implementation of EDUS [14] [20]. However, it is crucial for the system 
to adapt to the emerging needs of the population and to possess the necessary 
professional and technological resources to respond to current challenges. To ac-
complish this, it will be necessary to evaluate process and outcomes at differing 
administrative levels and levels of care and collect key information for organiza-
tional decision-making goals such as improving service wait times. 

The financing of the Costa Rican health system takes into account the potential 
impacts of the served population’s demographic distribution on the system’s sus-
tainability. There is also a need to address inequalities in healthcare access based 
on geographic location. Costa Ricans in rural or remote areas often face challenges 
in accessing medical care compared to those in urban areas. Urban zones typically 
have better infrastructure, including hospitals and health centers, while rural areas 
may have limited medical services, forcing residents to travel long distances for 
healthcare. 

The focus on remote and socioeconomically disadvantaged regions, along with 
the implementation of EBAIS units to serve these populations, has positively im-
pacted medical access and reduced disparities. The Costa Rican government’s ef-
forts to improve healthcare access in rural areas by expanding health infrastruc-
ture, training health professionals, and promoting community health programs 
are commendable. Nonetheless, inequality in healthcare access remains a signifi-
cant challenge in the country. 

The Costa Rican Health System is robust and dynamic. Nevertheless, the im-
mediate and long-term health needs of its population need to be addressed, and 
continuous improvements and strategic adaptations are essential. These include 
enhancing healthcare access in rural and remote areas, optimizing resource allo-
cation, and embracing technological advancements to maintain high-quality, eq-
uitable healthcare services for all citizens. 
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Supplementary 

Supplementary Table 1. Second level of care classification by complexity. 

Type Name Region Beds 

Major Clinics or  
Complex AS 

AS Tibás-Merced-Uruca (Clorito Picado Clinic) Central North No beds 

AS de Coronado Central South No beds 

AS Dr. Solón Núñez Frutos in Hatillo Central South No beds 

AS Dr. Marcial Fallas in Desamparados Central South 42 beds 

AS de Puriscal Turrubares Central South No beds 

AS de Cañas Chorotega No beds 

AS de Siquirres Huetar Atlántica 12 beds 

Peripheral Hospitals 

Hospital Los Chiles Huetar Norte 35 beds 

Hospital Max Terán Valls Central Pacific 55 beds 

Hospital La Anexión Chorotega 131 beds 

Hospital de Upala Chorotega 28 beds 

Hospital Guápiles Huetar Atlántica 137 beds 

Hospital of the city of Neilly Brunca 76 beds 

Hospital San Vito Brunca 33 beds 

Hospital Manuel Mora Valverde Brunca 59 beds 

Hospital Tomás Casas Casajús Brunca 50 beds 

Hospital Carlos Luis Valverde Vega Central North 100 beds 

Hospital San Francisco de Asís Central North 86 beds 

Hospital William Allen Taylor Central South 98 beds 

Regional Hospitals 

Hospital Max Peralta Jiménez Central South 251 beds 

Hospital San Carlos Huetar Norte 197 beds 

Hospital Tony Facio Castro Huetar Atlántica 184 beds 

Hospital Monseñor Sanabria Martínez Central Pacific 210 beds 

Hospital Fernando Escalante Pradilla Central South 222 beds 

Hospital San Rafael Central North 290 beds 

Hospital Enrique Baltodano Briceño Chorotega 192 beds 

Hospital San Vicente de Paul Central North 271 beds 

 
Supplementary Table 2. Composition of the third level and region of coverage. 

Category Hospital Name Specialization Region Beds 

General National 
Hospitals 

Calderón Guardia Hospital General Central South, Huetar Atlántica 415 

México Hospital General 
Central South, Central North, 

Huetar Norte, Chorotega,  
Central Pacific 

416 

San Juan de Dios Hospital General Central South, Brunca 610 
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Continued  

Specialized  
Hospitals 

Carlos Sáenz Herrera Hospital Pediatrics Central 259 

Raúl Blanco Cervantes Hospital 
Geriatrics and  
Gerontology 

Central 139 

Adolfo Carit Eva Hospital 
Comprehensive  
Women’s Care 

Central 108 

Humberto Araya Rojas National  
Rehabilitation Center 

Rehabilitation Central 72 

Roberto Chacón Paut Hospital 
Long-term Chronic 
Psychiatric Diseases 

Central 173 

Manuel Antonio Chapui Hospital Psychiatric Conditions Central 495 

Total Beds, General National and Specialized Hospitals 2687 

 

 
Supplementary Figure 1. Flow of referrals received by each national hospital. 

https://doi.org/10.4236/ojapps.2025.155102

	The Costa Rican Social Security Fund: The Cornerstone of the Costa Rican Health System
	Abstract
	Keywords
	1. Introduction to the Costa Rican National Health System
	2. The Costa Rican Social Security Fund (CCSS)
	3. Programs Administered by the CCSS (Figure 2) [7] [8]
	3.1. Health Insurance [8]
	3.2. Pension Insurance [9] [10]
	3.3. The RNC [9]

	4. Types of Insured Individuals (Data 2020) (Table 1 and Figure 3)
	5. Financing of the CCSS
	6. Organization of the CCSS [11]
	7. Discussion 
	8. Conclusions
	Acknowledgements
	Disclosure
	Disclaimer
	Conflicts of Interest
	References
	Supplementary

