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Prologue

In the process of enacting a mandate arising from the meeting of Heads of State

of the Union of South American Nations (UNASUR), the Ministers of Health of
the 12 Member States of the recently created organization met for the first time in
April 2009 in the city of Santiago, Chile as the Health Council of UNASUR.
At this memorable meeting the bases were set for what would become, the
following year in Cuenca, the Quinquennial Plan (2010 – 2015) of the UNASUR
Health Council. At this meeting in Santiago, Brazil launched for the first time
the idea of creating a health institute to promote training, research and technical
cooperation that would support each Member State and the Union of Nations as
a whole to measure the quality of intersectoral governance in health.
Health is one of the main social policies of any government and legitimacy
of governments is always dependent upon the good performance in the social
sector, particularly in terms of health. A good government in health contributes
to broaden the governability of young democracies being implemented in South
America. It was therefore critical that the Health Council of Unasur could serve as
support to each and every government of the Member States in the dissemination
and exchange of successful health governance experiences.
To fully meet those general objectives it was critical to create the South
American Institute of Government in Health (ISAGS). As institute of government
in health for South America, it was important that it had as an objective the
formation of leadership, technical support to health systems and also the
management of existing knowledge, creating new knowledge when necessary and
placing this information at the disposal of health authorities in South America.
In this sense, one of the first initiatives was the study and subsequent
workshop on health system governance in UNASUR nations that resulted in the
publication of this book that you are now reading.
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At a time when multilateralism is under challenge to prove its usefulness, as
noted in the criticisms to the United Nations System that has recently celebrated
60 years, Unasur emerges to reassert the importance of organizations of this
nature. Trends towards multipolarity in today’s world are gaining prominence, the
centrality of hegemonic power is becoming void of significance, and regionalism is
acquiring historical significance.
A new political and economic scenario has been emerging over the last
few years with the creation of Unasur, The Bolivarian Alternative for the
Americas (ALBA) and, more recently, the Community of Latin American and
Caribbean States (CELAC) that actually encompasses Unasur, the Caribbean
Community (CARICOM) and the System of Central American Integration
(SICA). Development, reduction of asymmetries, fight against poverty, trade in
local currencies, alternative to the U.S. dollar, physical and energy integration,
and sovereignty (dietary and nutritional, infrastructural, energetic, productive,
scientific, cultural, military and also in health) became the key principles of the
new and rising paradigm.
Other essential key ideas are joint international action and good governance.
The Health Ministers of Unasur have been acting as a bloc in international fora
such as the WHO and PAHO and presenting common positions at events as the
United Nations high-level meeting on non-communicable chronic diseases and the
World Conference on Social Determinants of Health, both held in 2011; and the
Rio + 20 Conference in 2012.
Isags, on the other hand, has supported the organization of workshops on
governance as the one that gave rise to this book and, more recently, Workshops
on Health Surveillance Governance, Health and the Environment in Sustainable
Development and on Global Health and Health Diplomacy.
These brief comments on the origin and development of Unasur Health and
Isags ensure the dynamic progress of these initiatives. The demands generated
at the Workshop on Health Systems have posed new challenges for their rating
and would have to be addressed by the Council of Ministers and Isags. All these
endeavors must be approached to ensure continuous improvement of governance
in the social and health sectors, in particular, as an expression of the renewed
democracy of the region.
Rio de Janeiro, May 2012
Paulo M. Buss
Director of the Center for International Relations of FIOCRUZ

Presentation

This book discloses a broad overview of health systems in the 12 nations that

are part of the South American Health Council of Unasur. It describes the findings
of the Opening Workshop of the South American Institute of Government in
Health (Isags), “Health Systems in South America: challenges to the universality,
integrality and equity” organized in Rio de Janeiro from July 26th to 29th, 2011.
It originated in a proposal drafted by the Technical Group on Universal
Health Systems of the Unasur Health Council that formulated the need of sharing
a space for exchanging information related to the characteristics of health systems
of the region that would also serve to unify criteria and discuss the challenges
to providing health as a universal right, a concept that our countries consider
as the main goal to guarantee the right to health. Isags took the responsibility to
organize this workshop as its very first activity during the days following its formal
opening on July 25th, 2011.
The main purpose of the workshop was to foster the exchange of knowledge
and a systematic and critical analysis of health systems in South America in the
light of the challenges of universality, integrality and equity; identifying strengths
and weaknesses that will make the process of defining cooperation lines and joint
work easier.
The preparation of the workshop started by developing a methodological
guide which consisted of 11 dimensions to standardize the information that every
country should deliver. This guide, developed by a group of experts, was discussed
and validated in web conferences with the active and valuable participation of all
the countries involved. Afterwards, the guide was sent to each country for data
collection and preparation of the presentation to be delivered at the workshop;
assessment was provided to the countries to help with the completion of the guide.
During the workshop, countries' representatives made a presentation on their
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health system with the aim of standardizing the information exchanged and
providing full access to this information. It was decided that every country would
prepare a broader explanatory document following the guide dimensions for
publication. These documents make up the core of this publication which consists
of 14 chapters and an Introduction based on the Opening Lecture of the workshop
that underscores the challenges of universal health systems in the contemporary
world.
Chapter 1 provides a transversal analysis of health systems in South America
and the challenges to structure universal health systems in the region. It is
organized in two sections. In the first section relevant characteristics of health
systems are summarized, analyzed and compared based on the dimensions selected
from the facilitation guide such as the importance of health matters in the
National Constitution, the structure of health systems, social protection, funding
and health coverage arrangements in South American countries. In the second
section, challenges to the universality, integrality and equity, including actions to
be taken on social determinants of health, are examined. This analysis underlines
the strengths common to all the countries and identifies weaknesses that require
improvement in the region to accomplish universality with integrality and equity.
The middle part of the book includes twelve chapters that analyze health
systems of South American countries and documents developed by the Health
Ministry of each country on the basis of the above mentioned guide composed of
11 dimensions, presented at the end of this book:
1. Social rights and health (legal bases and social participation)
2. Structure and organization of the health system (health system components,
healthcare model, provision of healthcare services)
3. Current scenario in terms of universality, integrality and equity (models for
population coverage, coverage of healthcare services, equity gaps)
4. Health system funding (sources of funding, public and private health expenditure)
5. Macromanagement (stewardship, policy formulation, powers of spheres
of government and interinstitutional coordination, services and networks
management models, healthcare services, and regulation of private health
insurance and services)
6. Health surveillance (epidemiological, sanitary and environmental surveillance)
7. Health workforce (gaps between the system demands and personnel supply,
innovations in continuous training and education, personnel management models
in healthcare, training and professional regulations, health workforce migration)
8. Action on social determinants of health (consistency between policies and action
on social determinants of health, intersectoral coordination strategies, experiences
developed, achievement of the Millenium Development Goals (MDGs)
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9. S trategic inputs to healthcare (policies on patents, investigation and
innovation, price regulation, strategies for improving access to medication,
national manufacturing capacities, dependence on foreign imports, evaluation
for the incorporation and rational use of technology, use of Communication
and Information Technology and telemedicine)
10. Research and innovation in health (national policies on health research,
national institutes of health, gaps between research and system requirements)
11. Cooperation in health (strengths and weaknesses, technical support
requirements, demand and potentialities)
Chapter 14 summarizes the guidelines for cooperation in the building of
universal health systems in the region on the basis of conclusions drawn at the
workshop and proposals submitted by each country. Likewise, it seeks to identify
cooperation needs and potential expertise in the areas mentioned by the countries
in their national documents.
We wish to express our gratitude and appreciation to all who contributed to the
publication of this work: the Brazilian Ministry of Health, Fiocruz Institute and Fiotec
for providing funding, the Isags team for their effort in organizing the publication
and in particular to all those who provided their support in the preparation of the
country documents and made this publication possible. Congratulations to all the
Ministers and Ministries that supported this significant initiative.
Isags is proud to present this publication as a contribution to collective
discussion, and to the construction and strengthening of our public health systems
that are still facing significant challenges to universality, integrality and equity
to guarantee the right to health of our people. This publication is the result of
working together, sharing what we do and think, it is a tangible achievement: let’s
use it to have a deeper understanding of each other, to find out what we are lacking
and to grow stronger.
Isags Board
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Universal Health Systems for
a World in Transformation
José Gomes Temporão1

The first point I wish to make when we think about health systems in South

American countries is that these systems were historically created taking into
account the disease rather than health as the core political category. Under the
present historical conditions our countries are going through (Argentina, Bolivia,
Brazil, Chile, Colombia, Ecuador, Guyana, Paraguay, Peru, Surinam, Uruguay
and Venezuela) the main focus when discussing the conception of health policies
are social determinants of health. Why? Because all our systems were conceived
on the basis of a biological model to control endemic diseases, through efforts
that were, to a greater or lesser degree, fragmented. They were structured and
based on medical knowledge centered on diseases as the reference parameter.
At present, we all share the vision and the understanding that health is a
socially determined political issue and that the development of the ideal health
system that we all dream about should be based upon a deep and core discussion
about social determinants of health. About how power and wealth are distributed
in our societies, about the problem of inequities, about the need to radically
develop democracy and about acting on the roots of production processes, about
suffering and dying: the social determinants of health.
The second point that should be underscored is that health systems are
dynamic and hypercomplex structures. We can no longer think about health
in our countries without considering the deep conjunctural and structural
transformations our societies are experiencing in a variety of fields and
dimensions reflected on their health systems. For didactic reasons we can call
these transformations as the transition phenomenon in the field of public health.

1 O
 pening Conference of the workshop Sistemas de Salud de América del Sur: desafíos para la universalidad,
integralidad y equidad, July 26th, 2011 – Inauguration of the South American Institute of Government in
Health (ISAGS)
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The first transition is demographic. The population in our continent is still
predominantly young but we are experiencing a fast, continuous and sustained
aging process. For example, it took France a whole century to reach the point
that Brazil has reached in half of that time: fertility rate is dropping dramatically,
life expectancy is lengthening, child mortality is diminishing, and the population
is aging. These changes will cause a profound impact on our health systems
because they are organized on structures designed to care for emergencies and
acute conditions. Systems are not prepared to address the prevalence of chronic
diseases, patients with multiple pathologies, metabolic syndrome; elderly patients
who require different care, not necessarily medical, they rather need support,
caretakers, nursing care. But the challenge of demographic transition is twofold:
we will have to take better care of our future citizens, starting by planning the
number of children and their development during childhood and follow them
until old age.
The second transition that is also linked to the demographic issue is the
change in the epidemiological profile. We are following up the changes in the
burden of diseases, morbidity and mortality profiles. Our continent has an
additional aggravating factor because, apart from the increasing prevalence of
chronic-degenerative diseases, there is still a significant burden of infectiouscommunicable diseases (double burden). The second aggravating factor and a
significant one, is urban violence, homicide, interpersonal violence, a high traffic
and occupational accident rates that complicate the epidemiological profile even
further, a triple burden of disease in our countries.
Estimates of the World Health Organization (WHO) reveal that in a near future
one of the leading causes of morbidity will be senile dementia, neuropsychiatric
disorders, depression and bipolar disorders. Our health systems are not prepared
to address this new challenge. Even in Brazil, with a stronger health system, there
is no adequate structure to provide care in these areas such as: family doctors,
gerontologists, psychiatrists and psychologists. In spite of the fact that Brazil made
a dramatic psychiatric reform it has yet not achieved an adequate structure to
deal with this reality. Psychosocial care services are still insufficient. We have
deinstitutionalized the mentally ill but have not achieved prevention. Our health
systems must be prepared to deal with this new reality.
The third fundamental transition that South American countries are going
through is related to eating patterns. Strictly speaking, in Brazil we can no
longer speak about famine or malnutrition but we cannot overlook the rise in
juvenile obesity, a severe health problem. Changes in eating habits resulting
from modifications in the family organization and structure in South American
countries such as the rising number of women in the job market closely tied to
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profound changes in the industrialization of food production and the availability
of ready or almost ready to eat meals will lead to the disruption of the traditional
role of the person preparing food at home resulting in people increasingly eating
out, consuming more industrialized food with high sodium, sugar and fat content.
This is a new field within health regulation that also encompasses the advertising
of food, beverages, fast food, etc. Recent data of the Brazilian Ministry of Health
(Vigitel, 2011) reveal that 50% of the population in the country is considered to be
overweight and 15% is obese. The forecasts of Type 2 Diabetes and hypertension
epidemics in Brazil for the next decade depict a dramatic situation.
The next dimension that requires consideration is the fourth transition,
technology. The incorporation of technology in the medicine of the future: biological
drugs, robotics, nanodevices, therapeutic vaccines, and more personalized therapies.
Genomics aims at the medicine of the future that will be predictive, personalized
and preventive. Lately, adult human skin cells have been reprogrammed in induced
pluripotent stem cells. But all of these possibilities are for the future. Reality is at
present more dramatic. We live in a world divided into casts of citizens that either
have access or not to modern technology. This scene appears once and again in every
single one of our countries. The pharmaceutical industry is facing the dilemma of
either having to launch new products and the actual chances of launching new
molecules. The very few novelties launched to the market are protected by patents
leading to unbearable costs that health systems all over the world cannot afford
and that will cause a huge financial collapse in all the health systems of Unasur
countries, threatening the sustainability of our health systems.
The fifth transition our countries are experiencing is cultural, extremely
complex and paradoxical that actually unfolds into several aspects. Some are positive
aspects when we see the tremendous dissemination of health information in the
media that, in principle, should improve the level of information of our people
about health promotion and prevention. But at the same time this wide access
to health information brings about negative effects because many spaces in the
media are actually supported by economic interests and strategies of the medicalindustrial complex, the food industry, cosmetics, beverages, health insurance
plans characteristic of a cultural process that conveys a negative dimension of
health policy awareness.
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Also, in relation to the cultural aspect, Internet appears as a new factor that
complicates things further. Dr. Google is the most famous family doctor. When
patients go to see their doctor they bring many printed pages on the disease they
suspect they are suffering from. They sit in front of their doctor and say, “Doctor,
this is the disease I am suffering from, what are you going to do to solve my
problem?” They come with the diagnosis they have found over the web.
Karl Marx used to say that production does not only produce an object for a
subject, it also produces a subject for that object; that is to say, that production
needs are internalized in individuals as if they were individual needs. That is how
consumption, self-medication, medicalization standards are built.
This is a complex process with positive and negative sides. But what I wanted
to do is to simply point out at the fact that our health systems have to be able
to properly deal with the communication and information dimensions. Our
systems should learn how to use information and communication to build up a
critical and political awareness in our citizens so that they will no longer be at the
mercy of whatever is published or broadcast in the media by economic interests,
corporations and industrial sectors. Education and adequate information are
required to build up the new political awareness. This is not a matter for specialists
only, it is for society as a whole.
This cultural dimension of public health is intimately related to a medicalization
process that is expressed in the expansion of the normative frame of medicine
where healthy childhood, adolescence, adult life, tourists, the elderly, sexuality
have become spaces for the intervention of medical knowledge.
Within this dimension we also face the problem of judicialization of health,
a phenomenon that is present in every one of our countries. The population is
stimulated to resort to legal actions to demand their rights or what they consider
their rights are, mainly in the area of pharmaceutical assistance programs.
However, at this point it is necessary to make an epistemological differentiation
between right, need and desire. If health is included in National Constitutions as
a right and we have a health system structured to address the needs of the whole
population, on the other hand, there are mechanisms that create desires and such
desires are many times non defendable from the points of view of science, ethics
and equity. But individuals resort to the law in search of defending the guarantee
of this desire that it is not necessarily a right or a need.
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The sixth important transition that South American health systems are going
through is organizational: it is not just a matter of managing health units, policlinics
or hospitals; it is rather related to organizing networks, institutions, in an integrated
and articulated manner. Meanwhile, this setting up of networks not only demands
knowledge in the field of planning, management and information, etc., but it
also requires sophisticated connection technologies using defined methodologies.
This is because networks are formed by people who establish links or bonds. It
is a slower process that demands what we could call the structuring of a health
related complex. Present at this space of intervention are the co-responsibility, the
participative management, the expanded clinic.
This matter of managing knowledge, of placing knowledge at the disposal of
health professionals and organizations is a key aspect. If we think positively about
the future of our countries, the issue of innovation should be the core of our
concerns. Health systems with a greater capacity for innovation will yield better
outcomes.
At present, health systems can be considered as outdated to face all these
new complexities expressed by all the above transitions, the new life styles of this
new society, of this new family. To innovate we also need to think again, revitalize
our democracy. It is critical to pay attention to what is happening in the East and
in Spain, and in countries where the younger population are strongly criticizing
the economic decisions that have led to structural unemployment. These young
people are demonstrating in the streets, holding permanent assemblies, struggling
for democracy. We have to deepen the democracies of our countries, qualify and
renovate them to be able to also renew our health systems.
What are the key parameters for the innovation of health systems? If we
understand that organizations and institutions are the product of human effort
we have to immediately think about healthcare professionals. The greatest
innovation capacity will also depend on the capacity that health professionals have
of translating the needs of the population and incorporating them in developing
and perfecting institutions. But this conquest is directly related to the quality of
the education and training of these health professionals. At present, in a health
system where physicians are being taught to pay more attention to machines than
to patients, where healthcare professionals are forgetting to examine and touch
patients; where physicians reduce the listening time to a minimum, the treatment
effect of the “first drug” administered to every patient is avoided: the therapist
himself. Medicine is not only evidence-based but also narrative-based!
Under these conditions, the ability of young physicians and other professionals
to innovate and have a critical vision of health systems is losing quality; it is
becoming poorer and poorer. Systems with greater capacity for innovation will
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therefore be the ones that build up new possibilities in the training of health
professionals and those that protect direct democracy and participation of the
population in the formulation of policies, in the control and monitoring of
health services quality; that is to say, that democratization of society and social
participation in institutional spaces of the health system are essential.
But it is worth pointing out that when social participation is institutionalized
as is now happening in the Health Councils (national, state and municipal) of
Brazil the capacity to be critical, innovative and bold is partially lost. This is
practically inevitable: the State apparatus is penetrated and autonomy is lost. We
actually have to rethink how to organize large democratic spaces to renew health
systems, which will also have a greater capacity for self-innovation the farther
away they turn from disease and the closer they approach health, the more they
dialogue with other sciences, other knowledge and policies. Working with other
sectors and cross-sectioning are essential categories to be able to approach health
from a broader and more integrated perspective. How can we think about health
today without thinking about education, scientific and technological development
or without thinking about other social and economic policies that directly and
indirectly have an impact on health? The greater the openness of the Ministries in
charge of health to this debate with other areas and other dimensions, the stronger
their innovation capacity will be.
The seventh transition could be called economic, scientific and of innovation.
Lately, in Brazil, we have been building something new in the way we think about
the relationship between health and development. We have to understand that
health has an intrinsic dualism that differs from any other public policy: it is, at
the same time, a fundamental policy to improve living conditions but it is also an
economic and extremely important dimension that generates jobs, development
and innovation.
The available international estimates presented at the Global Forum for Health
Research in 2006 indicate that health accounts for 20% of the world’s public and
private expenditure where research and technological development account for an
updated 135 billion dollars, clearly one of the most dynamic areas of research and
development in the world.
Health, therefore, has two dimensions that jointly offer new opportunities for
the development of our countries. Health is part of the social policy and of the
system of social protection and, at the same time, a source of wealth creation. The
right to health articulates with a highly dynamic set of economic activities that
can virtuously relate to a standard of development seeking economic growth and
equality as complementary objectives.
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From this perspective, understanding the actions oriented towards health
promotion, prevention and care as a burden on public budgets is limited. It is
necessary to consider health as part of the development strategy and as a moving
front towards a new standard of development committed to social well-being and
sustainability. Health contributes as much to the rights of citizens as it does to the
creation of investment, innovation, income, employment and tax collection for
the State. In economic terms, the healthcare supply chain encompassing industrial
activities and services accounts for over 9% of my country’s GDP, an important
source of tax income. Its direct jobs, with formal qualified work positions, account
for 10% of the jobs in our country and it is the area where public investment
in research and development is more expressive. According to the estimates of
the Brazilian Institute of Geography and Statistics (IBGE) in terms of direct and
indirect employment in the whole production chain, the set of activities related
to healthcare represents about 10 million workers predominantly dedicated to
knowledge-intensive activities.
The great challenge ahead is whether we will or will not have a structured
policy to develop this economic-industrial health complex; if we are only going
to remain at the mercy of the interests of large corporations or if we are going
to build a proactive policy to place this industrial dynamics at the disposal
of development and public health. We have to build a strategic vision for the
industrial complex, we must discuss from within how we are going to access new
technologies and knowledge. How we are going to access new, appropriate and
profitable technologies that will have a direct impact on our health problems; by
thinking about it within the dimension of innovation, research and development.
Last year (2010) the sectoral trade balance, the difference between everything
Brazil imported and exported in all the health-related industries was negative by
10 billion dollars. If we made the same calculation in the trade balance for the
12 countries the deficit would be even more meaningful.
If the economic dimension is serious, it actually discloses something that
is even more serious, knowledge deficiency; our inability to internally develop
technology to face our main health problems. Therefore, it is necessary to develop
industrial, science and technology and health policies conceived in an integral
manner so that they generate investments, to deploy within each of our countries
the technologies we need, defined by clinical guidelines based on our own realities,
our populations, our health requirements, our actual patients.
Finally and coming to the end of this conference, when we ponder on the
challenges ahead to consolidate universal health systems, we must necessarily
contemplate the following issue: it is a political process of building and maintaining
hegemonic power. How can we build into the society a political awareness of the

20

21

HEALTH SYSTEMS

IN

SOUTH AMERICA

value of health as a right and not as something you buy or you have access to
depending on your social class or economic status? In Brazil, during the Military
dictatorship in the 70’s, within what was called the Movement for the Brazilian Health
Reform, the health sector managed to include practically all the reformist agenda
in the National Constitution. But at this point in time we are amidst a politicalideological struggle to defend the maintenance and sustainability of this universal
public health system because there are sectors in the Brazilian society that attempt
to transform their vision on the health system, very close to the American model,
the market model, completely opposite to what we believe is necessary to assure the
universal right to health into the hegemonic model. We are amidst this struggle
to defend the Brazilian universal health system. A good example is the 30 million
Brazilians who recently migrated from social classes D and E to class C, as a result
of the increase in minimum wage and the income transfer programs, they are
now being instructed by the media (in multiple dimensions) that private health
is more sophisticated and that buying a prepaid health insurance plan is part of
the process of social advance. This situation weakens the public health policy as a
right. Reversing this vision is our greatest challenge.
Health systems are hypercomplex organizations under continuous change.
Understanding them in the light of the transitions that the public health system
is experiencing is essential to establish policies that will bring together the health
sector dynamics to the interests of the population. It is essential to participate
in its operations by enabling society to have a stronger role in monitoring its
performance. Establishing cross-sectoral, transversal policies to interact with other
fields of knowledge will strengthen our ability to reduce inequities.
Thank you.

I. Health Systems in South America
Ligia Giovanella,
Gabriela Ruiz,
Oscar Feo,
Sebastián Tobar,
Mariana Faria

INTRODUCTION

The Health system is the "sum of all the organizations, institutions and resources

whose primary purpose is to improve health" (WHO, 2000). In broader terms, health
systems are the set of political, economic and institutional relations responsible for
leading health-related processes expressed in organizations, standards and services
with the purpose of reaching results consistent with the conception of prevalent
health in society (Lobato and Giovanella, 2008).
It is generally assumed that the health system is a set of actions, standards
and persons whose activities are directly or indirectly related to individual and
collective healthcare. It is important to highlight that a fundamental component
of health policies is the organization and funding of health systems and that this
concept reaches far beyond health services or healthcare.
Another important concept is the historical and temporal character of health
systems as a concrete response that a nation or community constructs to meet
health needs and demands of its population. This response is undoubtedly related
to the conception that health prevails in that society. From this perspective,
there are two confronting and polarized positions in the world and in the South
American region as well: on the one hand health is understood as a fundamental
human and social right, stemming from the right to life, that must be assured
by the State; and on the other hand health is understood as a "market service
or good" ruled by the supply and demand laws where the State should only
intervene to provide healthcare for the poorest, the excluded from the social
dynamics. The latter is the understanding that dominated the sectoral agendas
derived from the "Washington Consensus" that prevailed in the 90’s and was
promoted by multilateral financial organizations. Reforms implemented under
this vision favoured healthcare privatization and deepened inequalities in Latin
America (Laurel, 2010; Feo 2003; Almeida, 2002).
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We could say that there are four main components in a health system: i) health
policies and norms framed within the larger social and economic development
policies defined by the State and society; ii) health professionals, technicians and
the people who make up the system; iii) the network of services and their models
of care and management; and iv) the inputs and supplies required to meet the
objectives. The dynamics and interrelationship of these components is given by
the way services are funded, managed, regulated and provided.
Additionally, when we speak about health systems it is essential to not only
think about policies, institutions, resources, funding, standards or formal structures but
about the participation processes, the leading role of the community, users, key
actors involved in the production of their own health and in everything else that
in their perception and understanding is part of health, including traditional
medicine of nations. That is why a health system should be understood as a
historical and social construction and as the concrete responses generated by a
society to meet health needs of its people with the main purpose of promoting and
maintaining health.
Organization and Typology of Health Systems
Approach to health has been variable throughout history, it was conceived by
the aboriginal cultures as an unbreakable part of life but later on it was associated
to a vision that reduced the idea of health to disease and cure, hospices and charity
institutions basically to look after the poorer. From the institutional point of view,
in Latin America, health systems emerged in the first half of the 20th century with
policies mainly focused on controlling epidemics related to the growing trading
of merchandise that decimated populations and hindered economic interests
(Rovere, 2007; Cueto, 2007).
The first Ministry of Health (MoH) of the Latin American region was opened
in Cuba dating back to 1902, the year of the creation of the Pan American Health
Organization as the “International Sanitary Office”, later on the Pan American
Sanitary Office (1923). The first MoH in South America was created in Chile (1932)
followed by Peru (1935), Venezuela and Paraguay (1936); the last ministry was created
in Ecuador (1967). Simultaneously and under the influence of Bismark thinking,
social security systems were created to look after people on wages under formal
work relations and sometimes after their families. At the end of the 19th century,
Germany was facing the boom of industrialization and the struggle of workers
in search of better working conditions. There were claims coming from political
and academic sectors and therefore it became critical to implement measures
that would guarantee the stability of the system. This situation led the German
Chancellor Bismarck to propose a set of laws that to this date are the basis of many
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social security systems. That is how the compulsory and paid security systems were
created only restricted to the working class. The systems covered disease, accidents,
disability and old age and were funded by the State, employers and workers. Later
on this system was extended to cover workers’ families and to other areas such
as education and housing, not only in Germany, it extended to other countries
as well.
Years later, Beveridge in England took social security a step further and
provided it with a more universal and integral character. His report in 1942
proposed extending the benefits of social security to all the population as a
social right based on solidarity that would force society and the State to provide
a minimum welfare regardless of the payments made by each individual to fund
the services. Under this approach health must be mainly covered by the State with
fiscal resources. This is the prevailing model of national health services in the
United Kingdom and several other European countries. In the 80’s, Terris (1980)
used to characterize the world health systems as: i) public healthcare, generally
(under)funded with public funds; ii) insurance targeted to specific sectors of the
population (workers) and financed by the contributions of insurance holders
and/or their employers; iii) universal health systems that guarantee the total
populational and service coverage with State funding.
In Latin America what predominates is fragmented and segmented systems
that coexist with the Bismark like social security systems that are difficult to place
in context within a reality where informal and precarious work prevails (Sojo,
2011; Levcovitz, 2005).
Health System that Served as the Basis for the Guide
Isags developed a specific guide for the presentation and analytic description
of health systems in South America –introduced at the end of the Book– based
on an encompassing concept of health systems understood as the set of organized
social responses to address health needs, promote, restore and maintain health of
the population in every country at any specific historical time. The guide is also
grounded on the view that health is a human right, essential for the development
and that must be assured to all, being the main responsibility and duty of the
State together with citizenship participation. In this regard, many of the countries
in Unasur have also been fostering processes to expand rights and to build up
citizenship in all their people.
The health system apart from taking actions aimed at people in health services,
involves actions directed to all the communities in every dimension of health
surveillance, and is influenced by factors external to health services such as the
industry of health supplies, biomedical equipment and drugs, the institutions that
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generate knowledge and technology, and institutions in charge of training human
resources (Viacava et al., 2004; Lobato and Giovanella, 2008).
Several dimensions of health systems were taken into account in the
development of the guide because it is assumed that government intervention
in health is composed by several dimensions: a social protection dimension, an
economic-industrial dimension and a political dimension (Moran, 1995). The
social protection dimension is related to the role of the State in regulating and
guaranteeing access of all citizens to health services as a social right of citizenship;
that is to say, the access to health services in the construction of social citizenship
as part of the Welfare State (Moran, 1995).
The economic/industrial dimension involves all the companies, facilities and
industries related to the production of supplies and the provision of healthcare
services, the so called “health production complex.” Health is an important sector
of the economy in South America as well, with a total expenditure that ranges
between 4% and 9% of the GDP. Government intervention in the economic field
of health is under continuous strain. On the one hand, the Government is in
the midst of a trend towards rising production costs of health service production
due to the increase of the demand attributed to changes in the demographic and
epidemiological structure and to the excessive incorporation of technology without
an adequate evaluation, while trying to reduce spending and reform the funding
models in view of the need to contain expenditure in the public sector seeking for
higher efficiency. On the other hand, it is interested in the economic growth, and
the industrial and technological development of the country. Therefore, the State
is simultaneously under the pressure of the industry to increase the demand in this
sector (Moran, 1995; Viana and Baptista, 2008).
The political dimension involves a significant constellation of actors, disputes
for the allocation of resources in the health sector and access to the information.
This point refers to the conflict arising among users, providers, insurers, funding
agencies and regulators of health services (Moran, 1995; Viana and Baptista, 2008).
A characteristic of the health system is the number and variety of actors and roles
that add up to determine its complexity.
In order to include all these dimensions the guide developed by Isags
contemplated the analysis of social protection, social participation, innovation,
research and strategic inputs for health.
It is also understood that the national health policy should create the
conditions to assure a good health for all citizens where every sector of society
should be involved but the leading responsibility remaining in the hands of the
State (Navarro, 2007). It is necessary to act on the more general social determinants
of health/disease processes through coordinated efforts of all the social sectors
and segments because the right to health depends on the model of economic
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and social development of each country (Raphael and Bryant, 2006) and on the
intensity of social inequalities.
In order to assure good health a national health policy should include
interventions on: political, social and economic determinants, life style
determinants, and socialization and empowerment determinants, to allow people
to participate and demonstrate for the sake of a good health, states Navarro (2007).
That is why the Isags guide included interventions on social determinants apart
from the social participation strategies mentioned.
Oriented by these conceptions about health policies and systems, the guide
developed to facilitate the analytic description of health systems by the Ministries
of Health of the twelve countries in the region consists of eleven dimensions:
1. Social rights and health: legal basis and social participation.
2. H
 ealth system structure and organization: health system components,
healthcare model, provision of healthcare services.
3. C
 urrent status in terms of universality, integrality and equity: social protection,
model of the population coverage, coverage of services, equity gaps.
4. H
 ealth system funding: funding model, sources of funding, public and private
expenditure in health.
5. Macromanagement: stewardship, policy formulation, powers of spheres
of government and interinstitutional coordination, services and networks
management models, healthcare services and private health insurance
regulation.
6. Health surveillance: epidemiological, sanitary and environmental surveillance,
implementation of the International Sanitary Regulations (ISR).
7. H
 ealth workforce: gaps between the system demands and personnel supply,
innovations in continuous training and education, personnel management
models in healthcare, training and professional regulations, health workforce
migration.
8. Action on social determinants of health (SDH): consistency between policies
and action on social determinants of health, intersectoral coordination
strategies, experiences developed, reaching the Millenium Development Goals
(MDGs).
9. 
Strategic inputs to healthcare: policies on patents, investigation and
innovation, price regulation, strategies for improving access to medication,
national manufacturing capacities, dependence on foreign imports, evaluation
for the incorporation and rational use of technology, use of Communication
and Information Technology and telemedicine.
10. Research and innovation in health: national policies on health research,
national institutes of health, gaps between research and system requirements.
11. Cooperation in health: strengths and weaknesses, technical support
requirements, demand and potentialities.
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This chapter provides a transversal analysis of health systems in South America
that highlights the relevant characteristics of health systems in South American
countries and the challenges to build universal health systems. It summarizes the
dimensions selected and developed in the Isags Guide: the place health occupies
in the National Constitution, the building of health systems, funding models,
social protection and coverage in health, strategic inputs and actions on social
determinants of health. This analysis underlines the strengths common to all the
countries and identifies the weaknesses that require improvement in the region
to accomplish universality of health with integrality and equity.

CHARACTERISTICS

OF HEALTH SYSTEMS IN

SOUTH AMERICA

Constitutional Framework of Health
The national constitutions of South America conceive the right to health
from different approaches. Half of the South American national constitutions
consider health as a universal right. Such is the case of Bolivia, Brazil, Ecuador,
Paraguay, Surinam and Venezuela. Other countries refer to this right in general
terms, others relate it to the social determinants of health, and others include an
voiced concern about the right to health also as a guarantee of access to health
services. The Brazilian National Constitution of 1988 mentions health as the
right of everybody and as the duty of the State, that must be assured by social
and economic policies aimed at reducing the risk of disease. It recognizes the
social determination of health and the State’s responsibility in assuring universal
and equitable access to health actions and services, promotion, protection
and recovery. Countries that have recently had their constitutions reformed
as Venezuela (1999), Bolivia (2009) and Ecuador (2008) have been particularly
diligent in including health as a right of all citizens and a responsibility of the
State coming to the point of promoting reforms to the existing health sector
in the attempt to guarantee this right. In other countries of the region health
is not mentioned as a constitutional right but the Constitution guarantees
health protection through ensuring universal access or else, the adherence to
international instruments that consider health as such. Uruguay does not include
the right to health in its Constitution (1997) but it is stated as a right in the Law
passed to create the Integrated National Health System (SNIS) in 2007. Finally,
some countries still maintain their National Constitution without any statement
about health as a right or a responsibility of the State.
The identification of principles and values that should guide the organization
of the health system seems to be a recently adopted element. Countries with recent
constitutional reforms clearly mention what values and principles will guide the
organization of their health system. Among the principles and values mentioned,
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some are recurrent in all the countries, like universality, equity, integrality and
social participation. The identification of interculturality as the guiding principle
in the organization of the health system in countries like Ecuador, Paraguay, Bolivia
and Venezuela deserves a special mention.
Chart 1 below provides information about the approach to health in the
national constitution, detailed by country, and the guiding values and principles
of the health system.
Chart 1 – Health in the National Constitutions in force in South American countries
Country

Argentina

Bolivia

Brazil

Constitutional framework of health
Principles and values of the mentioned health system
National Constitution in force: 1994
The right to health is not mentioned in the Constitution as such but the constitution states that it
adheres to the Universal Declaration of Human Rights (Article 25) and the International Covenant
on Economic, Social and Cultural Rights ratified by Argentina in 1986. Thus health appears as a
right through the adherence to international instruments ratified by the country.
National Constitution in force: 2009 – New Political Constitution of the Plurinational State of
Bolivia
Article 18: Every person has the right to health. The State guarantees inclusion and access to
health to all people without any discrimination whatsoever. The Unified Health System will be
universal, free of charge, equitable, intracultural, intercultural, participative, with quality,
warmth and social control. The system is guided by the principles of solidarity, efficiency and
co-responsibility and is developed through public policies at every government level.
Article 35: The State, at all levels, will protect the right to health by promoting public policies
oriented towards improving the quality of life, collective wellbeing and free access of the
population to healthcare services. The health system is unified and includes traditional medicine
of the aboriginal nations and country people. Article 36: The State will guarantee access to the
Universal Health Insurance. The State will be in charge of controlling the performance of the
public and the private services and regulate them through the law.
Principles and values: The New Political Constitution of the State defines the following as
supreme values: "human dignity, fairness, equality, freedom and political pluralism." The ethicalmoral principles of a plural society are: "ama ghilla, ama llulla, ama suwa (don’t be lazy, don’t be
a liar, don’t be a thief) suma gamaña (live well) ñandereke (live in harmony), teko kavi (good life)
inimaraei (earth without evil) and ghapaj ñan (noble path or life)."
National Constitution in force: 1988
Article 196: "Health is the right of everybody and the duty of the State, guaranteed by social
and economic policies aimed at reducing the risk of disease and other damages and providing
universal and equitable access to health actions and services for health promotion, protection
and recovery."
Article 198: "Health actions and public services are integrated into a regional network
divided into hierarchies forming a unified system organized in accordance with the following
guidelines: decentralization, with a single authority in every sphere of government; integral care,
priority given to preventive actions, without working against healthcare services; community
participation."
The Unified Health System (SUS) has the following guidelines: the universal right to integral,
preventive and curative care at every level of complexity of the system, social participation and
decentralization.
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Chart 1 – Health in the National Constitutions in force in South American countries (cont.)
Country

Constitutional framework of health
Principles and values of the mentioned health system

Chile

National Constitution in force: 1980
Article 19 § 9: "The right to health protection. The State protects the free and egalitarian access
to actions of health promotion, protection and recovery as well as rehabilitation of the individual.
The State will likewise be in charge of coordinating and controlling actions related to health. It is
the preferential duty of the State to guarantee that health actions be taken whether in the public
or private sector in the form and conditions determined by the law that may establish payroll
taxes. Every person will have the right to choose the health system they wish to use, whether
public or private.”

Colombia

National Constitution in force: 1991
Article 48 defines social security as a public, obligatory service and as an unredeemable right of
all inhabitants that will be provided under the direction, coordination and control of the State
subject to the principles of efficiency, universality and solidarity under the terms established by
the Law.
Article 49: "Healthcare and environmental sanitation are public services in charge of the State.
Everyone is guaranteed access to health promotion, protection and recovery.
It will be the State’s duty to organize, direct and regulate the provision of healthcare services
to all the inhabitants and to look after environmental sanitation in compliance with the
principles of efficiency, universality and solidarity. Also, under the terms set out by the Law, to
establish policies for the provision of healthcare services by private organizations in charge of
its surveillance and control. The State will also be responsible of setting the competences of the
Nation, the territories and individuals and will determine the funding under its responsibility
and in compliance with the terms and conditions set out by the law. The health services will be
organized in a decentralized manner according to the level of care and with participation of the
community. The law will determine the terms under which basic care for all inhabitants will be
obligatory and provided free of charge.
Every person has the right to obtain integral care of their own health and their community’s."

Ecuador

National Constitution in force: 2008
Article 32: "Health is a right guaranteed by the State that is linked to other rights; among them is
the right to water, food, education, physical culture, work, social security, healthy environments
and others required to sustain well-being. The State will guarantee this right through economic,
social, cultural, educational and environmental policies; continuous, timely access without
exclusion to programs and services related to health promotion and integral care, sexual and
reproductive health."
Article 362: "Public health services provided by the state will be universal and free of charge
at every level of care and will include diagnosis, treatment, medication and rehabilitation as
necessary."
Principles: equity, universality, solidarity, interculturality, efficiency, efficacy, precaution and
bioethics with a gender and generational approach.

Guyana

National Constitution in force: 1980, Constitution of The Co-Operative Republic of Guyana
Article 24: "Every citizen has the right to have access to free medical care and to social services
at an elderly age or when affected by disability."
Article 25: “Every citizen has the duty to participate in actions aimed at improving the
environment and protecting the health of the Nation."
Principles and values: health as a fundamental right, co-responsibility of the government and of
citizens, equity, priority for health promotion, fast provision of effective and efficacious services,
transparency.
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Chart 1 – Health in the National Constitutions in force in South American countries (cont.)
Country

Constitutional framework of health
Principles and values of the mentioned health system

Paraguay

National Constitution in force: 1992
Articles 6, 7, 68, 69 and 70 of the Constitution refer to the Right to health: "The State
will protect and promote health as a fundamental right of people and for the interest of the
community. Nobody will be deprived of public healthcare to prevent or treat diseases, pests or
plagues or of receiving aid in situations of catastrophes or accidents. Every person is obliged
to be subjected to the sanitary measures established by the law provided they are imparted
with respect to human dignity” (Art. 68). Another article refers to "quality of life." It recognizes
conditioning factors such as extreme poverty and proposes investigating population factors and
their links to economic and social development, environmental preservation and quality of life of
the inhabitants (Art. 6). The right to a healthy environment is included in Art. 7. Art. 69: refers to
the National Health System as the executor of integrated sanitary actions that sets up, coordinates
and complements programs and resources of both the public and private sector.
As of 2008 the process of reorienting the National Health System is founded on the guiding
principles of: universality, equity, interculturalism, integral care with social participation.

Peru

National Constitution in force: 1993
Article 7: The right to health and the protection of the disabled: "Everyone has the right to the
protection of their health, their family´s and their community´s, as well as the duty to contribute
to its promotion and defense. People unable to look after themselves due to physical or mental
conditions have the right to dignity respect and to a legal protection, care, re-adaptation and
security scheme.

Suriname

National Constitution in force: 1987
Article 36: Everyone has the right to good health. It is the State responsibility to promote general
healthcare through continuous improvement of living and work conditions and to report
measures of health protection.

Uruguay

National Constitution in force: 1997
Article 44: "Every inhabitant has the right to look after his or her own health as well as to seek
care in case of illness."
The State will provide all the means for prevention and care free of charge only to those who are
poor or lacking sufficient resources. Competence of the State to define the health policy.
Law 18211 of 2007 creates the Integrated National Health System and defined health as a right of
all people residing in the country – universalization of coverage.

Venezuela

National Constitution in force: 1999
Article 83: "Health is a fundamental social right; it is the State obligation to guarantee it as part
of the right to life. The State will promote and develop policies aimed at improving the quality of
life, collective well-being and access to health services. Everyone has the right to protect their
own health as well as the duty to actively participate in its promotion and defense and of
complying with the health and sanitation measures set out by the law."
Article 84: "In order to guarantee the right to health, the State will create, exert stewardship and
manage a public national health system that will be intersectoral, decentralized, participative,
integrated with the social security system, ruled by the principle of being free of charge,
universality, integrality, equity, social integration and solidarity."
Principles and values: Solidarity, universality, integrity, unification, citizenship participation,
co-responsibility, free of charge, equity, and multiethnic, pluricultural and multilingual sense of
belonging in the design and execution of health policies, plans, services and programs.

Source: Drafted from the information of chapters 2 to 13 of this textbook and the review of National Constitutions
in force.
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Government Spheres and Health System Structure
All the countries in the region have democratic governments with different
types of territorial, political and health system organizations and different degrees
of decentralization. Three countries have a federal organization (Argentina, Brazil
and Venezuela). The remaining nine countries have a unitary-type of organization
that, in general, is decentralized. Bolivia and Ecuador, as of the enforcement of the
new national constitutions (2009 and 2008), define themselves as Plurinational
States and Guyana defines itself as a Cooperative Republic.
Some countries base their health system organization on a federal structure
under which the State is organized. Such is the case of Argentina where health
is not delegated by the Provinces to the National State and the provinces have a
high degree of autonomy. However, the National State exerts a significant role as
steward, coordinator and regulator with a normative function and there are formal
instances such as the Federal Health Council (COFESA) created in 1981 as the
forum to meet and articulate the inter-jurisdictional powers of the country. Brazil,
which is also a federally organized country, has three federal agencies bearing the
responsibility on health. Each government sphere has a single authority but seeks to
act in concert with the other spheres through Inter-management Committees; it is
tripartite at National level (involving the Union, the states and municipalities) and
bipartite at state level (state and municipalities). Bolivia, one of the countries that
recently reformed its health sector has four spheres of government involved in the
administration of health: 1) national authorities as a regulatory body and in charge
of formulating standards, 2) departmental, institutions in charge of enforcing
national norms, 3) municipal, in charge of managing healthcare facilities through
the Local Health Boards responsible for designing municipal health plans and
coordinating service networks and last but not least, 4) the aboriginal sphere which
guarantees differential care for this population group fostering the participation of
the original peoples in the decision-making process.
In terms of health system structuring, although there is a trend towards
universal access in the late 90s, none of the countries have as yet materialized,
a unified, public, universal health system for all their citizens. The public and
private sectors coexist in every country (sometimes called "subsectors") with a
greater or lesser degree of involvement in the organization of the system, either in
the provision of care or as insurers of healthcare. In most countries there is a social
security system, described as a subsector, separate from the public sector; in other
countries it is an integral part of the public subsector. Bolivia has a fourth sector,
that related to traditional medicine.
In healthcare systems analyses described in this textbook, systems in some
countries are described as “mixed.” In part of the cases, this description refers
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to the existence of both the public and private sectors, but in the others, as in
Paraguay and Peru, the term “mixed” refers to a third sector which comprises nonprofit private foundations financed with the support of the Ministry of Health.
With the exception of Chile, in all countries the Armed Forces and the police
have special systems which are inserted in the public sector and constitute a specific
branch which generally reports to their corresponding Ministry. In Chile, the
army and the police are covered by the private subsector through a specific Health
Insurance Institution (ISAPRE) which has a network of healthcare providers of
different complexity, regulated by the Ministry of Defense.
Chart 2 depicts the information by country as far as government spheres and
health system structure.
Chart 2 – Government spheres and health system structure in South American countries
Country

Argentina

Bolivia

Government spheres and health system structure
Federal Republic presidentialist – Territory divided into 24 jurisdictions (23 provinces and
CABA (Autonomous City of Buenos Aires - Seat of the National Government) and over
2200 municipalities
Health System: Based on a federal political structure, profoundly decentralized in terms of
healthcare provision and administration. Provinces are completely autonomous in health matters.
Three subsectors: public that provides and finances healthcare directly through the Provincial
Ministry of Health and the National Ministry of Health; social security finances services mostly
provided by private institutions and physicians hired by 298 national "Insurance Funds", 24 are
provincial; and the "Institute for Retired Personnel and Pensioners" a Program of integral
healthcare; and prepaid medicine programs (there are no consolidated data but it has been
estimated that there are 200 to 250 insurance companies offering prepaid medicine packages).
Plurinational State of Bolivia – Social Unitary State of Community Plurinational Law Territory
divided into 9 departments. There are departmental autonomies, aboriginal people's autonomies,
municipal autonomies and regional autonomies.
There are four government spheres related to healthcare: 1) National sphere: Ministry of Health
and Sports as the governing body and norm formulator; 2) Departmental sphere: Departmental
health services that must address regional needs. They are under the jurisdiction of Departmental
governments and technically depend on the Ministry of Health; 3) Municipal sphere: They
manage health facilities through the Local Health Boards; 4) Aboriginal sphere: it guarantees
differential care for this population group, fostering participation in the decision making process.
The National Health System consists of: The public subsector, that provides health services to
people who are not affiliated to the mandatory social security system; it is under the authority
of the Ministry of Health and Sports responsible for the formulation of policies and regulation
activities.
The social security subsector covers wage workers. It consists of 9 managing bodies (Health
Funds) and delegated insurances. The private subsector corresponds to insurance companies,
prepaid medicine companies and non-governmental organizations. The traditional medicine
subsector is under the responsibility of the Vice-Ministry of Traditional Medicine and Intercultural
Affairs with the purpose of facilitating access to equitable healthcare by a network of basic
healthcare facilities guided by an appropriate and intercultural approach.
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Chart 2 – Government spheres and health system structure in South American
countries (cont.)
Country

Brazil

Government spheres and health system structure
Federal Republic, presidentialist regime – Territory divided into 26 States + Federal District
and 5,564 municipalities.
The Unified Health System, public sector, is of universal access and funded through taxes (public
funding). It has three levels of management: the Union with the Ministry of Health, the 26 States
and the 5,564 municipalities, each with the relevant Health Secretariats and Health Councils. The
three federated entities are responsible for health. The coordination among federated entities takes
place at the Tripartite Inter-management Committee at the federal level and the Bipartite Intermanagement Committees at the state level. The Unified Health System has its own public services
and contracts out part of the specialized and hospital private services. The private sector consists
of operators of private healthcare plans and insurance (prepaid private systems) with coverage of
25% of the population and by private services accessed by direct out-of-pocket payments.

Chile

The State of Chile is unitary; its administration is functionally and territorially decentralized. –
The territory is divided into 15 regions, 54 provinces, 345 municipalities and 346 communes Mixed
health system: based on health insurance contributions. There is a public/private combination in
terms of financing and providing healthcare services. The public subsystem is called
the National Health Services System and is integrated by the Ministry of Health and its related
agencies (29 health services, the Public Health Institute, the Center for Supply, the National
Health Fund which offers public insurance, and the Health Superintendence that is the regulating
body which supervises and regulates private insurers. Private subsystem: it consists of Health
Insurance Institutions (ISAPRE) that are private insurance companies, private hospitals and
medical centers that provide healthcare services; and laboratories and pharmacies. The Armed
Forces and the Police have a network of providers of varying complexity, respectively, regulated
by the Ministry of Defense. Occupational Health is managed by a separate scheme supervised by
the Ministry of Labour based on payroll taxes made by Mutual Societies of the Institute of Social
Security Normalization.

Colombia

"Welfare State. It is organized in the form of a unitary republic, decentralized, with autonomous
territorial units, democratic, participatory, pluralistic and founded on respect for human dignity,
on the work and solidarity of the individuals who make it up and on the predominance of the
general interest." (Constitution of 1991, Art. 1). Colombia is divided into 32 departments, a Capital
District (Bogota) and four special districts. Departments are divided into 1,102 municipalities.
Health System: The architecture of the Colombian health system promotes a high degree of
specialization of the functions of its different actores, public/private participation in insurance
and the provision of healthcare services and a regulated market to achieve higher efficiency and
quality of performance.
It is a system of regulated competition made up by public and private Health Promotion
Companies (EPS) that operate as insurers and administrators with the responsibility of hiring out
health service providers that should meet the conditions of the Mandatory Health Plan (POS)
measured by affiliation to contribution and subsidized schemes (60%) (Agudelo et al., 2011).

Ecuador

Constitutional, unitary, intercultural, plurinational State organized as a decentralized republic
– Territory divided into 24 provinces, cantons (municipalities) and parishes. The new Constitution
has introduced regional governments that should be constituted within the next 8 years. The
country is divided into 170 health areas.
Health System: According to Article 358 of the National Constitution, the National Health System
should be organized with an emphasis on Primary Care. Since 2002, the National Health Council
has been seeking to promote consensus in public policy consensus and coordination mechanisms
for the organization and development of the National Health System.
Mixed system, composed by the Public Sector: Ministry of Public Health and Ecuadorian Institute of
Social Security; Armed Forces Social Security Institute (part of the National Ministry of Defense); the
National Police Social Security Institute (part of the Ministry of the Interior) and by the private sector:
managed care organization, private insurance providers, physician's offices, community clinics, clinics,
hospitals and non-profit organizations such as the Guayaquil Welfare Board, the Guayaquil Children’s
Protection Society, the Cancer Society and the Ecuadorian Red Cross. The two former have provision
of healthcare services contracts and are regulated by the Ministry of Public Health.
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Chart 2 – Government spheres and health system structure in South American
countries (cont.)
Country

Guyana

Government spheres and health system structure
Cooperative Republic of Guyana – Territory divided into ten regions. Each region is
managed by a Regional Democratic Congress. The regions are divided into Neighbourhood
Democratic Councils.
Health System: public sector – healthcare in Guyana is mainly financed by the government (Health
Package of Publicly Guaranteed Services) through the Ministry of Health in collaboration with the
ten Regional Democratic Councils, the Regional Health Authorities and 6 state-owned organizations.
The health system in Guyana is decentralized and the responsibility to finance, direct and provide
healthcare services falls on the Ministry of Local Government and Regional Development. The system
is divided into 10 health regions that provide primary, secondary and tertiary care in 375 facilities
distributed in five healthcare levels. The private sector provides some primary healthcare services
and other specialized services through direct payment. The Ministry works jointly with these
institutions to provide services that are not available in the package of publicly guaranteed services
such as heart surgery, dialysis or chemotherapy.

Paraguay

Social, unitary, indivisible and decentralized State with a representative, participative and
pluralist democracy – Territory divided into 17 departments + Federal District Asunción; these
departments, in turn, comprise territorial units called districts.
Health System: formed by the public sector (Ministry of Public Health and Social Welfare; Health
System for the Army, Police and Navy, Social Insurance Institute; Clinical Hospital and MotherChild Hospital; Departmental governments and municipalities); the private sector (non-profit
organizations as NGOs and cooperatives and organizations for profit that include prepaid medicine
and private providers) and the mixed sector (the Paraguayan Red Cross which is financed by the
MOH and by a non-profit private foundation).

Peru

Social, sovereign and democratic republic with a unitary, representative and decentralized
government – Territory divided into 24 departments plus 2 provinces under a special regime (Lima
Metropolitana and the Constitutional Province of Callao); the departments, in turn, are divided into
195 provinces and 1,837 districts.
Mixed healthcare system, composed by the public sector: comprehensive health insurance System
(under the Ministry of Health); social health insurance system (under the Ministry of Labour); the
Armed Forces health system (under the Ministry of Defense), the National Police health system
(under the Ministry of the Interior, Home Office). And the private sector that involves managed
care organizations, private insurance companies, clinics and civil society organizations.

Suriname

Republic with a presidential representative system (constitutional democracy). The National
Assembly, which consists of 51 members, elects the President with a 2/3 majority – Territory
divided into 10 districts subdivided into 62 regions.
Health System: The health system consists of subsystems with different financing modalities in terms
of membership and provision of healthcare services. Every subsystem is specialized in a different
population segment depending on the geographical location, the insertion in the labour market and
the level of income.
The public primary care providers are the "Regional Health Services", a state-owned foundation, and
the Medical Mission, an NGO. Both institutions are financed by the government. Private primary care
providers are the general practitioners and some non-governmental organizations recognized by the
government such as the Family Planning Foundation. Large companies of the private sector provide
healthcare services to employees and their families at their own private clinics. Secondary care is
provided at five general hospitals, three private and two public hospitals, all located close to the
Coastal area. In order to receive tertiary care people must resort to services abroad.
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Chart 2 – Spheres of Government and Structure of the Health System in South
American Countries (cont.)
Country
Uruguay

Venezuela

Government Spheres and Health System Structure
Unitary, democratic presidentialist State – Territory divided into 19 organized departments
(Municipal president and mayors, and Departmental Board).
Health System: It consists of a public sector and a private one. The main public healthcare
provider is the State Health Services Administration. The private sector comprises the Collective
Medical Care Institutions that are non-profit organizations. The National Health Fund (FONASA) is
financed by contributions from the State, households and companies. The Integrated Healthcare
Plan (PIAS) includes a set of health services that must be provided and guaranteed to users by all
the institutions as providers of the National Integrated Health System (SNIS). Both the public and
private organizations involved with SNIS have identical service obligations.
Bolivarian Republic of Venezuela; Democratic and Federal Welfare State with Rule of Law
and Justice – Territory divided into 23 States, a capital district (Caracas) and federal territories
(over 300 islands), 335 municipalities and 1,123 parishes. The Public Power is distributed among
Municipal Power, that of the States Power and National Power.
Health System: There are two subsystems: private and public. The National Public Health System
(SPNS) comprises the institutions that depend on the Public Administration financed with public
resources; as follows: the Ministry of Popular Power for Health is the main provider of health
services. The Venezuelan Institute of Social Security is under the Ministry of Labour. The Social
Welfare Institute of the Ministry of Education and the Armed Forces Institute of Social Welfare.
The private subsystem: includes private healthcare institutions that are directly financed by users'
out-of-pocket payments or health insurance companies.

Source: Drafted with the information collected in chapters 2 to 13 of this textbook.

Functions of the Ministries of Health

When the functions of the Ministries of Health described in the presentations
made by each country were reviewed it was noted that in the vast majority of
cases they are the bodies responsible for the stewardship of the health system. This
stewardship function is in the hands of the health authority of the Ministry of
Health with the responsibility to develop and enforce public policies, of regulating,
legislating and leading the system to guarantee the universal right to health.
Redefinition of the roles of the State related to healthcare in the 90's have set
as a priority to decide the direction where health systems should head. The notion
of stewardship involves a deep review of the function of simply dictating norms
and requires a greater responsibility of national governments, although initially,
it was in tune with the trend of the 90's because strong recommendations had
been made to separate the role of funding and service delivery, decentralization of
services, development of competitive health insurance systems and the emergence
of health insurance plans to cover the population who lives in poverty, focused on
certain groups and selective in terms of offering minimal packages.
At present the State is faced with the need to redefine the functions it should
perform with greater accuracy and assign new meaning to them to be able to meet the
role of stewardship more effectively and to guarantee the right to health, particularly
in view of the new wave of reforms enforced in some countries. The Integrated
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Health System (Uruguay), the Unified Health System (Brazil), the Universal Health
Security System (Peru) and AUGE, the Universal Access with explicit Guarantees
(Chile) demand that the State, apart from guaranteeing the rights of citizens
through laws, should have more leadership and regulating capacity and perform all
the essential public health functions related to the health authority.
This stewardship executed by the highest national health authority involves several
actions among which is leadership, definition of policy priorities and objectives,
regulation by setting the rules of the game for the provision of health-related goods
and services, health assurance complying with the essential functions of public
health, monitoring that the access to healthcare services is guaranteed without any
hurdles, harmonizing the provision of services, recovering the programming of the
model of care that was abandoned in the 80’s, establishing reference and counterreference parameters and setting up service networks, among others.
On the other hand, the emphasis observed on the function of stewardship
and on limiting the roles of health ministries as care providers manifests the
recommendation of “separating functions” of the reforms that were implemented
in the 90’s whereby the ministries of health where asked to limit their activity to
stewardship and to transfer the remaining functions to other organs or to the
private sector.
Additionally, ministries of health have important roles to fulfill as healthcare
surveillance, regulation of technologies and health products or supplies, alignment
and coordination of international relations, and international cooperation.
Another important role is the coordination with educational institutions in
charge of professional training of physicians, technicians and health personnel
both at undergraduate and postgraduate level. In some cases, just a few, the
ministries have institutions to train first line managers and leaders, in government
or public health schools.
Likewise, most of health ministries are in charge of developing public health
programs and actions, in some cases in coordination with subnational bodies,
related to issues such as health promotion, disease prevention, control of epidemics,
immunizations, etc.
In three countries, (Ecuador, Venezuela and Paraguay) the Ministries of
Health must also perform the role of individual healthcare providers and have
become the main public healthcare provider. In general the task is limited to being
the National Health Authority, performing the role of stewardship, regulating the
system and other tasks aimed at protecting collective health. Additionally, all the
Ministries of Health are in charge of healthcare, epidemiological and environmental
surveillance, drugs and international relations.
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Common features were found in the current policy priorities mentioned by
the ministries of health. Priorities seem to follow two patterns: on the one hand,
those related to political issues such as eliminating social exclusion, improving
healthcare access and quality, strengthening decentralization and participation,
promoting universal coverage with models of integrated care and creation of
primary care networks and taking action on the social determinants of health; on
the other hand, the priorities of other countries are more focused on actual care,
aimed at looking after certain types of diseases and improving coverage.
Social Protection in Health
As opposed to the situation in Europe, the universal social protection was
not achieved consistently in South America. Although formal coverage in some
countries embraces the whole population, the systems are, in general, fragmented
and segmented. The classic European models, the Bismarck-type social security
system funded by compulsory social contributions paid by employees and employers
or the Beveridge-type national health system of universal access based on citizens
and financed with fiscal resources, had a strong influence on the policies of the
region but they were not fully implemented. Starting in the 30’s and 40’s and
inspired by the German security system (Bismarck-type) social security systems
were created in every South American country with limited healthcare coverage
that only reached one fourth of the population. To this date, only 51.5% of the
population that holds a job in Latin America is a member or affiliate of the social
security according to the 2008 ECLAC estimates (ECLAC, 2010).
In the 50’s and influenced by the British National Health Service experience,
Chile created the National Health Service (1952), which was developed and
improved in the following decades and therefore, coverage became universal.
However, later on it was subject to segmentation during the military dictatorship
(1973-1990) through the creation of private insurers and the organization of a
dual system (Labra, 2002; Homedes and Ugalde, 2005b; Fleury, 2002). As far as
solidarity, the system has once again been improved by the democratic governments
during the last decade (Sojo, 2011).
In the 70’s and as a result of the influence of the Global Strategy for health
for all by the year 2000 and of the Alma-Ata International Conference on
Primary Healthcare, the public system coverage also included marginal and rural
populations, following the principles of Primary Healthcare (PHC) (Homedes
and Ugalde, 2005b). The health reforms linked to macroeconomic adjustment
measures in the 80’s and 90’s pressed by international financial institutions, were
aimed at reducing the role and the size of the State and public spending and at
implementing focused care based on a selective basket of services. Reforms were
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imposed on social sectors, in particular on social security as a conditioning factor
to get loans from the International Monetary Fund. (Levcovitz, 2005; Homedes,
Ugalde, 2005a.
The consequences of the structural adjustments in Latin America were a
rise in poverty, deterioration of the job market, increase of informal work and
concentration of income with the concomitant growth of inequities and violence.
(Almeida, 2002).
Pressure to transform the role of the State in terms of social and health policies
took two directions: shifting the institutional and political context in the field of
health from the central to the local level and shifting the public sphere to the
private one. (Fleury, 2002). The proposed health reforms were focused on economic
efficiency, decentralization, separating the functions of funding from healthcare
provision, introducing market and competition mechanisms, stimulating a higher
degree of involvement of the private sector and recovering costs by implementing
co-payments in public services (Almeida, 2002).
A trend towards a higher segmentation of social protection was seen in South
American countries in the 80’s as a result of the introduction of specific insurance
systems to cover a basic package of care focused on certain population groups such
as mothers and children, or the poor, or the extremely poor, and by implementing
charges in public health systems in compliance with the recommendations made by
international financial organizations about limiting the role of the State, selecting
a basket of services, and reducing public spending in health. (Soares, 2001).
Although the reforms of this period share common traits and trends there
are many shades to this issue. It is important to recognize that these processes
were not consistent: the starting point in terms of the political actores involved,
the institutions participating, coverage modalities, costs and benefits was variable.
And even more importantly, because social policies result from political options
based on values supported by the actors involved in each society. They are not
simply based on technical and organizational arrangements (Fleury, 2002:10).
Thus, not all the health reforms implemented in South America in the 80’s
and 90’s followed the same agenda of privatization, selectivity and focus. Fleury
(2002) identifies three main paradigmatic health reforms with changes in the
model of social protection in health, with varying impacts on coverage and equity
during this period, which are called: dual, universal and plural.
In the Chilean dual model of the 80’s the social security system for workers in
the formal market was privatized and they were given the option of buying a private
insurance (ISAPRE) or paying into a public insurance (FONASA) that led to a
rupture of solidarity in terms of funding. Workers who chose to become members
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of an insurance system (ISAPRE) no longer had to contribute to the public system
and thereby, the redistribution between workers of higher and lower income was
disrupted. Another effect of this kind of privatization was the selection of risks,
typical of private insurance schemes, leading to the concentration of high income
payers and low risk for Isapre and to a higher proportion of elderly people, chronic
patients, women and low income people in the public security system (Fonasa)
(Labra, 2005). Recent policies of the democratic governments have attempted to
counteract these impacts by strengthening the public sector (FONASA), reaching
in 2011 a coverage of 75% of the population.
The other model of reforms was the Structured Pluralism in Colombia,
in the 90's, that adopted the principles of regulated competition (Agudelo et
al., 2011). The idea behind this model was to organize segmentation creating a
system of public and private insurance, clearly differentiated per population group,
and related to income separating the functions of stewardship, insurance and
delivery of services. The State adopted the role of stewardship and regulation.
Competing private or public insurers took up the function of insurance and
purchase of services. The population in the formal job market was forced to pay
into the contributive scheme, alloting a small amount to the Solidarity Fund. This
solidarity Fund finances the subsidized scheme that covers the poorest, selected on
the basis of income by municipality. Coverage is unequal between the segments
with a restricted Mandatory Health Plan (POS) in the subsidized scheme (60%
of the POS) compared to the contributive scheme. Each scheme had different
insurance organizations, a basket of services and a network of health facilities that
ended up embodying inequities (Hernández, 2002).
A different emblematic reform of social protection was the model of universal
coverage financed with tax funds implemented in the Brazilian health reform
that created a national health service in the Beveridge style with the purpose of
guaranteeing universal protection. The creation of a universal public system in Brazil,
the Unified Health System (SUS), was directly related to the struggle of the social
movements for the return of democracy and for the conquest of full citizenship.
Since the late 70's, the Sanitary Movement in Brazil developed and implemented
a health reform agenda with the main purpose of guaranteeing universal, free of
charge access, to the population at large. The creation of the Unified Health System
(SUS) as of the National Constitution that defines health as a right of all and a
duty of the State, led to the unification of social welfare and the Ministry of Health
services, eliminating segmentation and establishing a unified, universal system. The
Citizens Constitution of 1988 defined SUS principles as: the universal right to
integrated care (preventive and curative) at all levels of complexity of the system,
the decentralization of the system with a unified direction at each sphere of the
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government, Federal, State or municipal, and the participation of the civil society
in municipal, state and national health councils. It should be noted that although
SUS has made great achievements since 1988 to date, covering a wide range of
the population previously deprived of rights, significant challenges yet to be solved
before being able to guarantee universal access to quality health services. Probably
the best indicator is the high percentage of the population still covered by private
health insurance plans; approximately 25%.
As a result of the historical configuration of the region and the most recent
reforms, the health systems in South America take many shapes but still the
prevailing model is segmented into different subsystems responsible for the
protection of diverse population groups, broken down by income, insertion in
the formal job market or biological characteristics. Every subsystem has different
rules as far as financing and membership, access to healthcare and network of
differential services depending on the income level and social position, what
results in inequalities.
In general terms, health systems consist of: a social security sector for the
population in the formal job market, a public sector that partially covers people
in situation of poverty, and a private sector to which the high income population
resort through the payment of private health insurance premiums, prepaid
healthcare plans or direct, out-of-pocket payments.
With the reforms in the years 1980-1990, some countries included other
coverage segments with public insurance for specific groups, in particular mother
and child (maternity care), the elderly and the population in situation of poverty
or extreme poverty. In some countries there is still a significant proportion of the
population excluded from healthcare services that early in 2000 involved 60% of
the population. (PAHO, 2003).
The characteristics of health-related social protection in the twelve countries of
South America are described on Chart 3 based on the information about health
systems presented in each chapter of this textbook.
Chart 3 – Social protection in South American countries
Country
Argentina

Social health protection – health coverage
Social security subsector: for workers in the formal job market; it covers 55% of the
population = 12% Provincial Social Insurance Programs + 34% National Insurance Programs + 9%
National insurance for retired individuals and pensioners (PAMI).
Public subsector: it covers 35% of the population that has no social security; in general, people
of lower income although their coverage is formally considered as universal; an additional 2% is
covered by State health plans with explicit guarantees. “Being Born Plan” (Plan Nacer) and the
Federal Health Plan.
Private subsector: managed care organizations = 8% of the population
National Social Insurance Programs and managed care organizations must offer the Obligatory
Medical Plan that establishes a basket of minimal healthcare services.
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Chart 3 – Social protection in South American countries (cont.)
Country

Bolivia

Social health protection – health coverage
Public security systems and social protection programs are in place such as:
Maternal and child health insurance program (SUMI), for children under 5 years of age and
mothers.
Social Health Insurance for the Elderly (SSPAM), for people over 60 years of age
The Juana Azurduy National Health Coupon Program to reduce maternal and neonatal mortality
rates.
The Multi-sectoral Zero Malnutrition Program: to eliminate chronic and acute malnutrition in
children under 5 years of age, with emphasis on children under 2 years of age.
Social security or public insurance systems cover 42.5% of the population. It includes coverage by:
public health insurance systems, SUMI and SSPAM, that cover 11.9% of the total population; +
Social security systems (social welfare) with several health funds of mandatory contribution for
formal workers that cover 30.6% of the population. It is estimated that the coverage gap in the
Bolivian population involves 57.5% (exclusion to healthcare).
The population from 0 to 4 years of age is 100% protected: 78% by the Maternal and Child health
insurance program (SUMI) and 22% by Social Security. The population over 60 years of age is
100% protected: 74% by Social Security and 26% by the Social Security System for the Elderly.
However, only 28% of the population from 5 to 59 years is covered by Social Security meaning
that 72% of the population in this age range is not covered.

Brazil

The Unified Health System (SUS) provides universal coverage with integrated care from basic
up to tertiary care (such as organ transplants). Together with the Citizens Constitution of 1988,
that defines health as a universal right and a duty of the State, Social Security and the Ministry of
Health institutions were unified.
Apart from having access to the SUS, 25% of the population has double coverage - they buy
individual or collective private plans/insurance (partly as fringe benefits paid by employers).

Chile

The insurance plans cover 93% of the population: 74% of the population is covered by the public
insurance subsystem (FONASA) financed by contributions paid by the workers of the formal job
market and with tax funding in the case of poverty groups; 17%, also by means of contributions,
are members of Health Insurance Institutions (ISAPRE), these are private insurance and provision
of health services companies, 2% belong to the Armed Forces Health System; 7% of the population
is considered to be "independent" because they have not joined any health insurance system.
The Law of Explicit Health Guarantees has been in force since 2005. The law establishes a
mandatory health plan for healthcare providers regardless of them being public or private. At
present, it grants explicit guarantees regarding access, timeliness and quality of care, as well
as financial protection for 69 diseases. In case of non-compliance by Fonasa or Isapre, the law
foresees claim channels and approaches.

Colombia

People affiliated to the General Social Security System in 2011: 96% of the total population.
Contributive scheme: it covers 42.6% and is aimed at workers in the formal sector and their
families or at the population with payment capacity. Financed by contributions from companies
and workers.
Subsidized scheme: it covers 48.4% and is aimed at providing coverage to poor and vulnerable
populations without payment capacity.
Special schemes: they cover 4.8% and include independent health systems of the Armed Forces,
teachers and the Colombian oil industry workers and employees.
Since 2007 – partial subsidies with insurance coverage extension with Federal funding.
The Mandatory Health Plan (POS) of the subsidized scheme is only 60% of the contributive
scheme. In 2012 the capitated payment unit averaged USD 266 for the contributive scheme and
USD 159 for the subsidized scheme.
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Chart 3 – Social protection in South American countries (cont.)
Country

Ecuador

Social health protection – health coverage
Population covered by some type of health insurance in 2010: 30%. It includes: It includes social
security – Ecuadorian Institute of Social Security (IESS): 17.6%, compulsory worker affiliation in
the formal sector, subject to the worker´s and employer´s contributions; + Rural Social Insurance
(SSC): 6.5%; it covers rural workers and their families; + Armed Forces Social Security Institute:
1.6% + National Police Social Security Institute: 1.8%; and private insurance plans: prepaid private
sector: 8.2% In theory, the Ministry of Public Health provides coverage to all the Ecuadorian
population. It is the main provider of health services, both preventive and curative, to the poor
population (70% has no right to belong to other subsectors).
Law for the Provision of Free Maternity and Child Care (1994): universal coverage for women
during pregnancy, childbirth and in the postpartum period and for children under 5 years of age
with specific care to this life cycle.
The Program Social Protection in Health against Catastrophic Diseases managed by the Ministry
of Economic and Social Inclusion guarantees free care for selected health problems such as
transplants and congenital malformations.

Guyana

Healthcare in Guyana is mainly provided by a health program funded by the Government
(Healthcare Package of Publicly Guaranteed Services) through the Ministry of Health in
cooperation with the Regional Democratic Councils (RDC).
Access to most of the tertiary care services is private or must be sought abroad, and is covered out
of the pocket or through private insurance arrangements provided by some employers.
The National Insurance Scheme (NIS) that grants pensions to formal workers reimburses patients
for health related expenses in private facilities but does not contribute much to financing the
health sector.

Paraguay

Coexistence of subsystems with different funding, affiliation and healthcare delivery modalities.
The Ministry of Public Health and Social Welfare (MSPBS) and the Social Insurance Institute (IPS)
are in charge of healthcare coverage of 95% of the total population of the country.
In 2010, according to the Continuous Household Surveys, 16.4% of the population was covered by
the IPS while 7% was covered by other types of insurance arrangements (private, military or labour).
MSPBS should be covering 76% of the non-insured population but there are coverage gaps.

Peru

Health insurance in the country is provided by three systems: The Comprehensive Health
Insurance is a public system focused on vulnerable populations who are at poverty and extreme
poverty; the second is the contributive scheme which through the Social Security System (EsSalud)
covers workers in the formal job market, and the third one is the private system.
As a whole, 64.7% of the population is covered by these insurance systems (2010); The
Comprehensive Health Insurance covers 39.3% + Social Security (EsSalud) covers 20.7% + 4.7% is
covered by other insurance modalities.
The population in Peru can join any of the three systems depending on their payment capacity.
The Law on Universal Health Insurance (AUS), enacted in 2011, is being gradually implemented
as a regulated system with a single plan of benefits (that accepts minor complementary plans)
offered by public and private insurers.
AUS (2011) guarantees the provision of a basic package of healthcare services contained in the
Essential Plan on Health Insurance (PEAS) which covers 65% of the estimated total burden of disease
of the country and 80% of primary healthcare. Additionally, the Law on Universal Health Insurance
contemplates the coverage of high cost diseases through a fund (Intangible Solidarity Fund for
Health) that is initially covering the treatment of five types of cancer and chronic renal failure.

Suriname

Sixty four percent of the population is covered by some type of health insurance system and 36%
is uninsured or is unaware of it. There are several insurance coverage schemes. The State Health
Fund (SZF) covers 21% of the population – all government employees and their dependents, and
is available for the public in general. The Ministry of Social Affairs and Housing (MSA), is the
largest government funding agency for healthcare and covers 24% of the population, it provides
to the poor and almost poor, guaranteeing that the population in economic disadvantage has
access to healthcare paid by the State. The healthcare plans of companies covers 10%; Medical
Mission covers 6%; private insurance plans 3%.
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Chart 3 – Social protection in South American countries (cont.)
Country

Social health protection – health coverage
Ninety six percent of the population is affiliated to some type of insurance: Collective Medical Care
Institutions (IAMC), State Health Services Administration (ASSE), a decentralized service under the
Ministry of Public Health, Military and Police Health or private insurance (there are double coverage
systems).

Uruguay

They are divided into public and private coverage systems: in 2011, 53% of the total population was
covered by the National Health Insurance (FONASA); another 30% is covered by the Public Health
Services Administration (ASSE). Thus, 83% of the population in Uruguay is covered by a public scheme
(47% IAMC/FONASA, 34% ASSE, 1.3% private insurance/FONASA) The Military and Police health
system covers 7%. Ninety percent of the population is covered by a public system (health providers
and insurance companies can be public or private). Another 13% of the population is covered by
prepaid plans (IAMC) and private (non FONASA) insurance.
Uruguay enacted Law 18,211 which established the Integrated National Health System and defined
its gradual incorporation to the National Health Insurance. It started with all the formal workers,
children of private workers under 18 years of age and later on included the spouses of the
beneficiaries of the National Health Insurance and workers covered by conventional insurance
systems (rescue funds) The Law 18,731 enacted in 2011 contemplates that retirees and pensioners
will gradually be incorporated to the National Health Insurance, incorporation of all of them will be
finished towards 2016.
Coverage by the National Health Insurance, considering the incorporations estimated for 2016, will
be 71% of the population. The rest of the population has access to other coverage options depending
on their social-economic level through the public provider (ASSE) financed by the national budget, or
else they pay out-of-pocket a private insurance as individual members.
The National Resources Fund is a reinsurance program of universal coverage of highly specialized
procedures (higher cost technology and low prevalence diseases).
The National Health Plan has adopted "Barrio Adentro" ("Deep Inside the Borough") as the strategy
to construct the new institutionality in health and as the articulating axis of the National Public
Health System (SPNS), using a model of comprehensive and continuous care with emphasis on the
comprehensive outpatient care of high quality for the family and the community, that is universal
and free of charge.

Venezuela

The Venezuelan Institute of Social Securities (IVSS), an autonomous body attached to the Ministry
of the People's Power for Labor and Social Security was created to provide healthcare services to
formal workers of the country whether they belong to the public or the private sector, and to their
families. However, and by decision of the Executive Power, since the year 2000, all the population is
entitled to receiving healthcare services through this entity.
Services are organized at the SPNS through a stratified network by level of complexity where all service
providers are coordinated under the principles of reciprocity, complementarity, solidarity and equity.
Aside from the universal coverage provided by SNPS, 2005 estimates showed that 32% of the
population had some kind of health insurance: The Venezuelan Institute of Social Security (IVSS)
covered 17.5% of the population and private healthcare plans 11.7%, and 2.4% of the population
had double coverage (IVSS plus a private insurance plan) (Bonvecchio et al., 2011).
The Social Welfare Institute of the Ministry of Education and the Armed Forces Institute of Social
Welfare are bodies of the decentralized administration attached to Ministry of People´s Power for
Education and Defense, respectively, that provide healthcare services to their affiliated population
and their families.

Source: Drafted with the information collected in chapters 2 to 13 of this textbook.

Chart 4 summarizes coverages by type of protection in the twelve countries of
the South American region. Social insurance programs funded by compulsory social
contributions, proportional to income, of employees and employers are known
under different names as Social Welfare, Social Security, Social Insurance and Health
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Funds and they are in force in most of the countries, in parallel to other social
insurance schemes. In countries were no significant insurance reforms were made to
the system, social security coverage currently ranges from 20% to 55% (Argentina),
whereas in countries where integrated insurance systems were constituted, social
insurance coverage exceeds 70% of the population (Uruguay and Chile).
In five countries there are health coverage packages aimed at populations
living in poverty and extreme poverty or public insurance for specific groups such
as maternal and child insurance or for the elderly. Its coverage ranges from 12%
to 39% of the population.
Health coverage provided by the Ministries of Health and subnational spheres
of the government varies; access can be universal or restricted. In five countries it
is stated that access to services offered by their Ministries of Health; however, in
general, this sector does not cover poorer population groups that are completely
devoid of protection: from 35% up to 76% of the population. The cases of Brazil
and Venezuela are to be highlighted. In the specific case of Brazil, the creation of the
Unified Health System (SUS) absorbed all the health facilities of the Social Insurance
Institute (IPS) and currently offers comprehensive care to 100% of the population. In
spite of this; 25% of the population belongs to the highest income groups and have
double coverage, the SUS and voluntary private insurance schemes with premiums
paid by employers or individual agreements. Venezuela outstands in terms of how its
National Public Health System was organized and because the health facilities of the
Venezuelan Institute of Social Security (IVSS) are now available for the population at
large, making its access universal. In two countries public services are charged in the
case of individuals who are not part of the targeted public health insurance.
Coverage by private insurance schemes is low in most countries and is mainly
concentrated on high income groups; it ranges from 5% to 25% of the population.
Private insurance options usually have different characteristics but in general are
managed care organizations. They are paid either by individuals or their employers,
as it occurs in Brazil, where there is a broader insurance and private health plan
market.
It should be noted that in some cases funding comes from the public sector
through compulsory contributions proportional to wages (paid by employees or
employers) but the insurance companies can be public or private, for profit or nonfor-profit as in Colombia, Uruguay and Chile. In Chile, payroll taxes channelled
to health insurance institutions (Isapres) become individual plans that allow
members to select risks, in which case it is necessary to pay an additional premium
depending on the individual risk. For this reason, in this review, they were defined
as coverage by private insurance schemes.
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16.4% IPS

Paraguay

21% State Health Fund SZF

53% covered by the National Health
Insurance/Fonasa (47% IAMC/Fonasa,
5% ASSE/Fonasa, 1.3% private insurance/Fonasa) 7% Military and Police
Health Insurance

30% IVSS, IPASME, IPSFA

Suriname

Uruguay

Venezuela

20.7% EsSalud

National Insurance Scheme - NIS for
formal workers

Guyana

Peru

17.6% IESS
6.5% SSC
3.4% Armed Forces and POL

Ecuador

74% FONASA/MINSA

Chile

Universal access
70%

Maternity and Child care up to 5 years

Public, national health system with universal access, is part of the IVSS services

30% ASSE no Fonasa

–

–

Co-payments in public services

Charge in public services to the uninsured

Universal access
76%

Ministry of Social Affairs and Housing (MSA) 24%
6% Medical Mission, an NGO (MZ)

39.3% SIS (poor people)

–

Healthcare package with public guarantee
by MoH and regions

–

48.4% subsidized scheme (financed with fiscal
resources, cross subsidies and contributions)

…

–

100% universal access SUS (mainly 75%
without any other coverage)

–

–

Private insurance, insurance premium
paid off by private or public companies or state bodies

12% prepaid IAMC
1% private insurance no Fonasa

10% medical plan for Companies 3%
private insurance

4.7% (other insurance schemes)

7% (private and Armed Forces)

healthcare insurance provided by
some employers, they cover tertiary
care services

8.2%

3% voluntary private health insurance

17% ISAPRE
(obligatory)

25% (voluntary – paid by companies
or individuals)

…

8%

Universal access (mainly 35% without any
other coverage)
Charges in public services for the uninsured
up to the year 2011 (57.5% exclusion in
health)

Coverage by health insurance
private and prepaid

Coverage by the Ministry of Health and
subnational government spheres

IN

42.6%, contributive scheme (insurance
companies can be public or private)
4% special schemes

–

Brazil

11.9% Universal Mother and Child Insurance up
to 21 years (SUMI) and Insurance for the elderly
(SSPAM)

2% with explicit guarantees in state health plans
– Being Born Plan (Plan Nacer) and the Federal
Health Plan

Health insurance coverage focused on the population living in poverty or on a specific group

HEALTH SYSTEMS

Colombia

30.6% health funds

55% Social Insurance Programs

Argentina

Bolivia

Social insurance coverage (social
welfare or social security)

Country

Chart 4 – Health coverage in South American countries
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At present, within a new political and social context since mid 2000s, with
the consolidation of democracies and the presence of governments committed to
reducing social inequities, universal coverage has become an issue of great concern
to all the governments and all the South American countries are implementing
initiatives to achieve it. In the reports submitted, most of the countries underscore
that segmentation of the system by different coverage options is a real problem.
The paths to reach universality in health are still varied. Two prevailing trends
are observed to reach universalization in the region with different impacts on the
right to health. On the one hand, coverage is guaranteed by means of diversified
insurance systems, generally with heterogeneous packages and aimed at different
population groups, segmented on the basis of a specific characteristic or by income
level. On the other hand, there are initiatives for the construction of unified, public
and universal systems by expanding the public system coverage and integrating
healthcare provision networks of the Ministry of Health and social insurance.

FUNDING

IN HEALTH

Health social protection is linked to the funding model of each country and
this, in turn, determines universality in all the dimensions of coverage: breadth,
depth and height (WHO, 2008). When analyzing funding, it is necessary to ask:
As far as the population is concerned, who is covered by the health protection
public scheme? Regarding services, which personal and collective necessary health
services are publicly covered? What is the proportion of public spending in the
total expenditure on health in the country?
When the health funding models of the twelve Unasur countries presented
in this book are compared it is not possible to answer each of these questions
because the information on health funding is yet not fully known in the countries.
In spite of this, approaches have shown that although we are far from universal
access, progress has been made and larger population segments are being reached
as presented in the social protection analysis of the previous section.
It is difficult to do systematic accounting of national health spending in these
countries. In general, the basic information on health spending is fragmented,
not consolidated in a system of national health accounts and there are different
surveys and information sources leading to inconsistent estimates. This difficulty
is even greater when private expenditures on health are surveyed, in particular to
find out about household expenditure on health. This endeavour would demand
conducting national health surveys, specifically designed for households that are
not done on a regular basis. There are some recent initiatives in the countries to
improve these data. For example, in 2004/2005, the National Ministry of Health
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of Argentina conducted a household survey on healthcare use and expenditure;
the survey was repeated in 2010; thereby it was possible to evaluate its progress.
PAHO has recently provided technical assistance to the countries to prepare
studies on national expenditure and funding in health and to help develop
national accounts in health. Likewise, PAHO also keeps regional databases with
information on national expenditure on health and on the international trade of
health-related goods and services (PAHO, 2003). As a result of these efforts, several
countries have information available on their national accounts in health but they
are not always updated or routinely obtained. The lack of reliable information
leads to inconsistent estimates from different sources and even in publications
from the same organizations for different years. Such is the case of the WHO
annual World Health Statistics report. The lack of systematic and regular surveys
hinders the follow up of reforms and the effective monitoring of how coverage
evolves.
Additionally, the definition of what public and private expenditures on
health are might not be the same among the different countries. On the one side,
there is lack of conceptual clarity about what is public or private. An example of
this situation is when payroll taxes to the social welfare system are considered as
household expenditure and are therefore accounted for as private spending when,
in fact, they should be considered as public expenditure. On the other hand, the
definition is not straightforward due to the many public/private combinations that
characterize our health systems; public subsidies are granted to private schemes,
there are coverage overlaps and both systems, private and public, are used, mainly
by population segments with the highest income.
Chart 5 summarizes the information provided by the countries on health
expenditure components and funding sources. It is important to point out that
the possibility of comparing countries is limited due to the lack of reliable data,
as explained above, and the differences in expense accounting practices. Some
countries only take into account expenditure on health services while others
include additional components such as professional training in health or research.
As pointed out above, the funding model cannot be separated from the health
protection model that, in general, in our countries is segmented, with coverage
combinations requiring affiliation and funds coming from contributions to the
social welfare system, fiscal resources and out-of-pocket payments made directly
to the healthcare provider on the spot, or else indirectly by paying insurance
premiums to private insurance companies or to managed care organizations.
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Chart 5 – Funding in healthcare in South American countries
Country

Argentina

Funding: GDP share, composition of health expenditure and funding sources
Total expenditure on health:
according to different estimates total expenditure on health services in
Argentina measured as a % of GDP was from 8.6% to 9.4%, in 2009.
Public expenditure on health, added to that of social security has an average share of about
4.8% of the GDP; it is worth mentioning that 2009 was the year with the highest value, 6.2%;
whilst in 2003 and 2004 were lower, 4.3% and 4.2%, respectively.
Public expenditure on health, including social security accounts for approximately 70% of the
total expenditure on health.
Private expenditure on health: between 35% and 28% on an out-of-pocket basis.
Sources: Public Healthcare: general income tax and international loans. National Social Insurance
Programs: worker contribution (3% of the wage) and employer contribution (6% of the wage).
PAMI-INSS
JP: contributions of active workers (5% of the wage: 3% personal contribution and 2% employer´s
contribution); the contribution from the inactive population ranges from 6% to 3% of their income
plus a contribution of the National Treasury.
Free public services.

Bolivia

In 2008, the total expenditure on health as a proportion of the GDP was 4.6%; 1.8%
corresponded to public expenditure on health, 1.3% to Social security expenditure on health,
and 1.5% to private expenditure on health.
Health expenditure in 2008: public subsector 42%, social security subsector 28%, private
subsector 30%.
Free of charge: The Constitution states that the unified health system will be free of charge but
until 2011 the population that is not benefitted by SUMI and SSPAM insurance schemes will have
to pay for medical services at public health facilities.

Brazil

In 2008, the total expenditure on health as a proportion of the GDP was 8.4%.
Public financing of health is 3.67% of the GDP with participation of the Federal Government
(1.67%), the states (0.93%) and the municipalities (1.07%).
This corresponds to 56% of private expenditure and 44% to public expenditure on health.
Sources: The SUS is financed by three spheres of government: The Union covers 44.8% of the
expenditure with health practices and services; the States cover 25.6% and the municipalities
29.6% (2008).
Sources of federal funds come from social taxation such as the Contribution to the Funding of
Social Security (Cofins) (35%), taxes on companies net profit (35%) (CSLL) and fiscal resources
(20%). Free public services

Chile

In 2007, the total expenditure on health was 6.6% of the GDP. The total public contribution
corresponded to 56% of the total funding while private contribution reached 44% (2006).
Public sources: i) public contribution or direct taxes (26%) coming from the collection of general
taxes (municipal and Central Government contributions) ii) Indirect public contribution (30%)
compulsory contributions made by workers and companies (2006).
Private sources: i) direct contributions (40%) – out-of-pocket payments of individuals through
co-payments for healthcare associated to health plans of ISAPRE and FONASA, and expenses on
drugs and private medical care payments, and ii) indirect contributions (4%) – voluntary additional
contributions of individuals affiliated to ISAPRE to improve the coverage of their health plan or
through the payment of premiums of private health insurance plans.
Co-payments are made for ISAPRE and FONASA medical practices.

Colombia

The total expenditure on health is between 7% (2010) and 6.4% of the GDP (2009). Public
expenditure is 84% of the total expenditure on health and private expenditure accounts for
16% of the total expenditure on health (2009).
Sources: contributive scheme: contributions by employers (8.5%) and employees (4%) of their
monthly salary. Pensioners contribute with 12% of their income; subsidized scheme: national
tax resources transferred to departments and municipalities, resources owned by subnational
spheres and 1.5 points of the contribution of those affiliated to the contributive scheme, that are
transferred to a solidarity subaccount of FOSYGA to fund beneficiaries of the subsidized scheme.
There are copayments.
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CHART 5 – Funding in healthcare in South American countries (cont.)
Country
Ecuador

Funding: GDP share, composition of health expenditure and funding sources
Total expenditure on health is 8.5% of the GDP.
Public expenditure is 4.5% of the GDP accounting for 52% of total health spending.
Private expenditure accounts for 48% of total health spending
Sources: for the public sector; general and specific taxes and contributions paid into the public
social insurance. For the private sector; premiums paid to some kind of private insurance,
co-payments made by the insured for insured services, direct payments to finance services,
supplementary payments (drugs, supplies), auto insurance premiums (traffic accidents).
Free public services.

Guyana

Public expenditure on health (2007): 5.3% of the GDP accounting for 73% of the public spending.
Private expenditure on health (2010): 2.0% of the GDP accounting for 27% of the private spending
(PAHO, 2011).
Sources: revenues from general taxes and contributions to social security make up most of health
financing. Public financing from third party donations is a significant source of funding. In 2009,
revenues from third party donations corresponded to 48% of the expenditure on health. 12% of
the expenditure is out-of-pocket. There are co-payments in public services.

Paraguay

Total expenditure on health: 7.4% of the GDP (2009).
Public expenditure on health: 3.4% of the GDP accounting for 46% of the public spending.
Private expenditure on health: 4.0% of the GDP accounting for 54% of the private spending.
Free public services.

Peru

In 2010, total expenditure on health accounted for 5.2% of the GDP, GDP share of public and
private spending is 2.9% and 2.3%, respectively. Public spending was 55.8% of the total expenditure
on health while private spending was 44.2%.
Public sources include: national, provincial/departmental and municipal, general taxes and
contributions paid to social security. Private sources correspond to out-of-pocket expenditure
(75%) and private insurance premiums. In 2005, the sources of healthcare financing were the
government (30.7%); households (34.2%) and employers (30.5%).
Charges in public healthcare services to the uninsured.

Suriname

Total expenditure on health in 2006 accounted for 8.5% of the GDP. The distribution into public
and private expenditure in the total spending on health was the following: public sector (42.6%),
private sector (53.8%), and non-governmental organizations (3.6%).
Sources: Funds come from the Ministry of Economy (37.5%), followed by contributions from
private companies (34.1%) and out-of-pocket payments (20%) (2006).
There are co-payments in public services

Uruguay

Total expenditure on health: 7.5% of the GDP (2008), 63.8% corresponded to public spending and
36.2% to private spending.
Sources: The main sources of funds for the public sector are general and departmental taxes (40%) and
Social Security (57%). Funds for social security come from employers' contributions (40%), employees
contributions (36%) and government transfers (19%). Private spending corresponds to household
expenditure on HMOs: (52%), co-payments (13%) and direct out-of-pocket spending (34%).
The change to the financing model of the health system through the creation of SNIS were
reflected in the National Health Accounts (2005-2008) with a rise in public funding via taxes and
social security and a decline in private spending of households and the gap in the expenditure per
capita between the public and the private sectors, with a resulting equity improvement.
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Chart 5 – Funding in healthcare in South American countries (cont.)
Country

Funding: GDP share, composition of health expenditure and funding sources

Venezuela

Public financing of social programs and consequently, on health has remarkably increased in recent
years. Apart from budget allocated resources, contributions from extraordinary revenues in the oil
industry have been added.
In 2003 the Nation invested about 3.4% of the GDP in health; this expenditure has significantly
increased since then. It is estimated that in some cases the increase reached almost 100%.
As far as public spending on health, 61% corresponds to the Ministry of People´s Power, 21% to
the Health Fund of the Venezuelan Institute of Social Security, and the remaining 18% to different
contributions to health services and insurance from different organizations of the national public
administration.
The private insurance share cannot be underestimated in the country; a percentage corresponds
to private insurance premiums paid by entities, agencies and companies that belong to the State
that cover workers with these insurance policies in accordance with Collective Labour Agreements.
Free public services: The Constitution conceives health as a right so there are no payments or copayments into the SPNS. There are regulations prohibiting charging any healthcare service in public
healthcare facilities.

Source: Drafted with the information collected in chapters 2 to 13 of this textbook and PAHO, 2011 Indicators and
Basic Data.

The total health expenditure share of the GDPs of our countries is diverse,
varying from 4% to 9% (Chart 5 and Table 1). Considering the limitations of
the data available, it is difficult to draw a general trend of the recent evolution.
For this analysis we have used the Health Statistics of the WHO (2011) that with
reserves, offer data of several years so as to allow comparisons within a certain
period (Table 1). The health expenditures in seven countries, between 2000 and
2008 do not follow the GDP. This asynchrony could be interpreted as a reduction
of this GDP share. In some cases, as reported by the Ministry of Public Health of
Uruguay, even though there was a remarkable increase in public spending during
this period, the lower health share of GDP is explained by the faster growth rate
of the country’s economy. It is worth remembering that health spending is very
procyclical and therefore vulnerable to economic crises; post-crisis adjustments
develop with a certain delay (Sojo, 2011).
The composition of health spending provides an indication of the coverage
level of public financing and is one of the dimensions of universal access (WHO,
2008). The share of public spending in the total health expenditure is short of 50%
in half of the countries of South America, a matter for concern. In spite of this
reality and the fact that the private share remains high, a rise of the public share
has taken place in nine out of the twelve countries during the 2000-2008 period
(Table 1), a trend towards improvement in terms of public coverage in the region.
Among the private expenses there is a high share of direct out-of-pocket
payment at the time of use, mainly related to the purchase of drugs, accounting
for 50% to 97% of the private spending in the twelve countries (WHO, 2011).
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This information shows a significant equity gap because these are highly regressive
expenses with a higher impact on lower income strata. This information indicates
that apart from having to improve public coverage on pharmaceutical items,
it is urgent to regionally implement concerted actions to approach supply
manufacturers (equipment and pharmaceutical industry) to reduce the price of
drugs and guarantee access.
Table 1 – Expenditure on health in South American countries, World Health
Statistics report by WHO, 2000 and 2008
Countries

Total expenditure on health % of the GDP
		

% private expenditure on health

(2000)

2008

2000

2008

Argentina

7.7

7.4

52.1

42.7

Bolivia

6.1

4.5

39.9

30.8

Brazil

7.2

8.4

59.7

56.0

Chile

6.6

7.5

47.9

56.0

Colombia

6.8

5.9

19.1

16.1

Ecuador

4.2

5.7

68.8

54.0

Guyana

5.5

8.1

15.5

12.3

Paraguay

9.2

6.0

59.9

59.9

Peru

4.7

4.5

41.3

40.6

Suriname

8.0

7.2

51.2

52.6

Uruguay

11.2

7.8

45.4

36.9

Venezuela

5.7

5.4

58.5

55.1

Source: WHO, 2011. World Health Statistics, 2011.

Public expenditure on health as a share of the GDP in South America varies from
1.8% to 4.8%, a figure considered to be low or very low when compared to health
systems that achieved universal public coverage in developed, advanced industrialized
countries. Additional data published by ECLAC where the mean evolution of public
health expenditure is examined in 21 countries of Latin America and the Caribbean
indicated a mean share of the GDP of 3.39% in 2005, with a slow increase since
1990; it was 3.39% in 2005 compared to 3.06% in 1990 (Sojo, 2011).
As shown on Table 2, the countries in Western Europe guarantee universal
public coverage through their National Health Systems also called National Health
Services, that in South America they are called Unified Health System (SUS) or
through social health insurance. In countries with public universal coverage, the
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share of public expenditure in total health expenditure is 70% to 85%, with a
public expenditure share of the gross domestic product of 7% to 9% (Table 2).
Although the economic, social and political realities are very different and
cannot be confronted, the comparison of these data regarding share of public
expenditure on health in countries with universal health systems shows that if
production is considered a national wealth, our public investment in health is
very low. To achieve universality with equity, public financing should be drastically
increased in our countries. In this regard, barriers to be overcome are more
political than economic, because it is in the political arena where the struggle for
the distribution of resources among different sectors is fought.
Table 2 – Expenditure on health and public system coverages in selected countries, 2009
Countries

Total
Public spending
expenditure
on health % on health % of
the GDP
of the GDP

Public
spending on
health, total
expenditure
%

Public coverage
of healthcare
costs %
population

Model of social
protection in
health

Germany

11.6

8.9

76.9

89.6

Social health insurance

Austria

11.0

8.5

77.7

98.0

Social health insurance

Belgium

10.9

8.2

75.1

99.0

Social health insurance

Canada

11.4

8.0

70.6

100.0 	National health
insurance

USA

17.4

8.3

47.7

27.3	Health insurance
focused on the poor and
the elderly

France

11.8

9.2

77.9

99.9

The Netherlands

12.0

7.5

62.3

62.1	Combination of
insurance schemes social and private

Italy

9.5

7.4

77.9

100.0

SUS

Norway

9.6

8.1

84.1

100.0

SUS

Portugal

10.1

7.0

65.1

100.0

SUS

United Kingdom

9.8

8.2

84.1

100.0

SUS

Sweden

10.0

8.2

81.5

100.0

Social health insurance

SUS Source: OECD Health Data, 2011.

One of the hurdles to expand public expenditure on health is the low tax
burden of our countries. Compared to other regions of the world (Chart 1)
developed by Ana Sojo with ECLAC data, the tax burden in Latin America is
close to 17% of the GDP whilst in OECD countries it is 36% in average, thus
restricting the chances of state intervention in our region (Sojo, 2010). In Latin
America, the tax burden composition between the collection of social security
contributions (3% of the GDP), direct income and property taxes (4.7% of GDP)
and indirect taxes related to VAT on goods and services (9.7% of GDP) indicates
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that taxation is becoming regressive (Chart 1). Taxes on consumption also have
regressive features because all the citizens bear the same burden regardless of their
income level. In Latin America, the share of these taxes in the total tax burden is
very high (55%). In contrast, taxes on consumption in OECD countries account
for 32% of the total tax burden.
Considering the regressive financial basis of our taxation systems that
accentuates inequalities, together with the increase of public resources for health, it
is necessary to develop a more fair taxing system that will result in more equity and
a remarkable increase in the volume of resources, as highlighted by Fleury (2011).
Financial conditions cannot be taken as inevitable, a priori data. Universalization
was made captive as a result of tragic choices between financial rights and
restrictions, states Fleury (2011), because the struggle for egalitarian rights demands
new reflections on tax collection and allocation of public funds practices. “The next
step that public health and legal specialists should consider as part of the pathway towards
universality of health is, of course, the discussion on public finances, not as a limitation, but
rather as the egalitarian expansion of the public sphere(Fleury, 2011: 2687).
Chart 1 – International comparison of the tax burden in % of the GDP by type of
source, 2010

45%
40.6

40%
35%
30%

36.3
11.4

9.3

26.4

25%
20%

12.7

11.7

6.8
4.6

15%
10%

16.5

7.2

15.3

15.0

5%
0%

15.0
0.8

7.0
OCDE (30)

European Union (15)

Direct tax burden

United States

Indirect tax burden

17.5
3.0
9.7

4.7

South-East Asia (6) Latin America (19)
Social security burden

Source: ECLAC data, 2006. Chart taken from: Sojo A. Desafíos de la protección social para la cohesión social y
pacto de cohesión social. 2010.
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UNIVERSALITY, INTEGRALITY AND EQUITY – CHALLENGES FOR HEALTH
SYSTEMS
Universality
The South American Health Council (Unasur Health) protects health as a
fundamental right of human beings and of society and as a fundamental component
of human development. Its purpose is to consolidate South America as a space for
integration that will contribute to health for all and to the development, and has
adopted universality as one of the main traits that should characterize health systems.
Universality has gained relevance as a result of the successful experiences in
the construction of universal health systems. As pointed out by Roemer (1991),
universal systems appear as the most appropriate model to protect and promote
health in a population. This involves combining the expansion of the population
coverage, of the spectrum of services offered and of public financing that should
preferentially come from general taxes.
The most significant advances in Latin America in terms of universality,
integrality and equity are represented by the Unified Health Systems (SUS) as in
Cuba and Brazil, and countries like Venezuela, Bolivia and Ecuador are trying to
implement. These countries have formulated in their constitutions the creation
of Universal Public Systems that are characterized by an organization whose
stewardship lies on the Ministry of Health, with the participation of the three
territorial spheres (federal, departmental and municipal) to integrate all the tasks
of the system ranging from policies definition to the actual provision of healthcare
services funded by revenues from the national general taxes, thus reinforcing the
principle of integrality, securing health promotion to rehabilitation.
But although universality and the provision of public services is more efficient
(Basu et al., 2012), it is also critical to guarantee the right to health and the best
strategy towards equity. Reforms driven by international financial organizations in
the 90's strongly developed the concept of "insurance based healthcare" proposing
differential insurance systems for specific population groups and different countries
in the region have adopted the proposal of "universal insurance" or "structured
pluralism". This conception has resulted in a sum of diverse "insurance-based
models" with partial coverage of services that differ in each country depending
on factors such as contributions and income level of population groups, disease
burden, cost/benefit ratio, etc. From this perspective, it is important to clarify the
difference between "universal insurance" and a "universal public health system"
because there is certain degree of confusion in this respect. "Universal public health
systems" arise from a collective conception and are guided by citizenship rights, the
human right to health; they are the expression of "collective thinking and social
medicine". "Insurance-based coverage", on the other hand, stems from an individual
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conception where every person should affiliate and contribute or demonstrate his/
her condition of poverty to qualify for a subsidy for the payment of premiums.
These insurance modalities are not similar to the European social health insurance
systems where universality is achieved by combining different insurance schemes
for workers, with benefits that are extended to the population at large, giving rise to
"Universal insurance-based coverage". The real world in Latin America is different;
informal, precarious work predominates without social security.
The other significant dimension is related to the degree of coverage these
systems can reach. In "universal public health systems" coverage is total, both in
terms of population and services, it does not classify nor restrict practices because
everything the system has is available for all, naturally within reason and based
on personal needs, and clearly defining the mechanisms and doors of entry to
access each level of care. As far as insurance, it can be called "universal", because
in some countries it nominally covers all the population but, in general, does not
include all the practices. Instead, it offers a series of basic packages or minimal
floors differentiated according to the income level of the population groups; so
universality, in this case, it is not materialized. Additionally, because the system
is focused on an individual perspective of healthcare, it tends to concentrate
services in individual care and urban areas, not as a true network spread all over
the territory; thus, health promotion activities and actions on social determinants
are neglected adding geographical and cultural hurdles to the economic barrier.
In terms of financing, the "universal public health system" is supported
by contributions from the society at large, with fiscal resources (income and
consumption taxes) contributed to the National Treasury and through efforts on
production, cultural development, family care and other intangible contributions
expressed in terms other than the monetary one. It is a system of intrinsic solidarity
where access to services is determined by health needs instead of being determined
by the amount of individual contributions. Additionally, contribution to health is
beyond the simple issue of money because many people, apart from paying taxes,
also contribute by performing essential tasks for the maintenance of life and,
therefore, of health.
When it comes to contribution to insurance schemes, it is the citizens who pay
for the health of the insured in the end. Many times it might seem that it is the
employer who bears or shares this expense, as an investment on workers' health, but
in the long run, it is society as a whole the one who supports these contributions
by becoming the consumer and payer of goods and services produced by companies
which multiply actual costs of what they produce thereby obtaining profits exceedingly
higher than production costs (even when taking into account what they allocate to
health and to other social commitments). Still, it is quite common that working
elites in most of the Latin American countries resist losing insurance benefits that, in
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general, are the mere manifestation of their class claims, and refuse to become part
of a unified, universal system that guarantees health to all, regardless of their role in
society. Hence, around universal and public systems there are strong contradictions
that voice particular interests of certain social groups. The most visible is represented
by the medical/industrial complex and its investments in health. Even social sectors
that have historically been committed to the struggle for justice and equity, in some
countries confront the general interests of people who are striving to defend the
universality of their rights. Naturally, these contradictions, which must be solved at
the heart of the society itself, illustrate the historical dimension of how the health
system becomes the arena to struggle for distribution and, simultaneously, a potential
space to build a new society and a new State.
Integrality
A second trait that should characterize health systems is that of integrality.
As noted before, people often speak about the right to health, understanding it
as the right to disease care and, eventually, as caring for the physical and mental
wellbeing of people, but they loose sight of the fact that health is part of the right
to life, it is part of all the dimensions of human existence within a space that
exceeds individuality; a person within a family environment, within a community,
as part of nature and of the universe. Seen from this perspective it is impossible to
achieve a good health status if the system does not encompass health promotion
and actions on the social determinants of health. Integrality cannot be conceived
without taking into account the courses of life, interculturality, the rescue of
traditional medicine of the peoples together with processes to improve health
services quality and organization into true networks starting by the household, the
community and even specialized centres.
Intersectorality is essential to reach integrality because health promotion
requires impacting on social determinants that, in turn, require an intersectoral
approach. The idea that the health sector should be the coordinating centre with
other sectors should be left aside. What is required is a continuous articulation in
which the health sector becomes a fortress for the other areas of social development,
to be summoned by other sectors as a hub for the advance of social policies and
even to discuss major macroeconomic development policies defined by the State
and the society.
In short, and as WHO states in its report of 2008 (WHO, 2008:28s), universality
of a health system involves three dimensions: breadth, depth and height:
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the breadth of the population coverage with solidarity funds (contributions to
social security system and taxes), that is to say, the proportion of the population
under social protection in health;

ii) the depth of coverage that guarantees the range of services required in response
to individual and collective health needs to assure comprehensive care;
iii) and the height of coverage of public funding is the share of public spending on
total expenditures on health in the country (WHO, 2008:28s). The broader
the proportion of public expenditure and the smaller the share of direct outof-pocket payments that are highly regressive, the more extensive the coverage:
the more universal it will be.
Integrality of care is a component of universal coverage; if it is not guaranteed,
universal breadth will be compromised. Equity in the access to health services,
in turn, depends on the universal breadth and height of coverage. The larger the
proportion of population covered by public insurance schemes, and the larger
the proportion of public funding for expenditure in health, the greater will be
the trend towards equity in the access to health services, adjusted to the health
needs of different population groups, regardless of their level of income. From this
perspective, universality, integration and equity are interdependent.
Equity
In 1991, Margaret Whitehead produced a fundamental text for research in the
field of equity in health. The author made the distinction between "inequalities"
that are unfair from those which are not because there is no causal relationship
with class differences or they are not the result of human intervention. Equity in
health refers to the idea that all the individuals in a society should have the same
opportunity to develop their full health potential. In this sense, taking actions
oriented towards equity in health emphasizes the need to reduce unnecessary,
avoidable and unfair disparities called "health inequalities". (Whitehead, 1991;
Evans et al., 2000; Braveman and Gruskin, 2003). Whitehead’s theoretical
speculations opened the path for a deeper investigation on what, late in the 90's
came to be called "social determinants of health" (Ruiz, 2011).
Equity in health may be understood in two large dimensions under different
determinations: i) equity in health status and ii) equity in the access to health
(Travassos, 1997). Equity in health status implies that all citizens have the same
opportunity to fully develop their health potential with no disparities or avoidable
inequalities in terms of risk, morbidity and mortality among different population
groups. It is socially determined and reaches beyond the frontiers of healthcare
systems encompassing the development of integrated social and economic policies
and intersectoral actions.
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The degree of equity in access and use of healthcare services is, in turn,
determined by the systems funding and social protection in health models (Sojo,
2011). Equity in the access to healthcare services may be defined as equality of
access and use of medical services for those with equal health needs regardless
of their payment capacity. It is related to the characteristics of the health system
and social protection in health, and depends on the validity of the principles of
solidarity and social justice in force. In short:
"[...] health inequalities are a strong reflection of social inequality and due to the
relative effectiveness of actions in health, equity in terms of the use of medical services
is an important condition but not enough to diminish the existing inequalities
among social groups in the process of becoming ill and dying." (Travassos, 1997).
Social inequalities in South America and all of Latin America are profound,
with huge disparities in health due to the large number of preventable early
deaths among the most disadvantaged strata. The Gini index and the income ratio
between the richest and the poorest populations in our countries are among the
highest in the world.
1

Most of our countries have Gini indices above 0.500 (Table 3) indicating a
high degree of economic inequality. Uruguay and Venezuela outstand in terms of
having the lowest rates, with less inequality. To understand the level of inequality
in our region a comparison can be made with European countries. For example,
in Spain, in 2010, the Gini index was 0.317. So even under the effects of the recent
financial crisis, Spain remains with inequalities way below those in our countries.
Scandinavian countries, for example Denmark (0.248), Eastern Europe and the
Check Republic (0.246) are the least unequal (OECD stat, 2012).
Although these profound inequalities exist in South America there was a trend
between 1999 and 2010 towards a decline of income inequality (measured by the
Gini index) in nine out of the 10 countries as can be seen in Table 3.
The other clear indicator of these inequalities is the ratio between the income
of the richest 20% and the poorest 20% of the population. In some countries of
South America this ratio is 20 times higher whilst in Canada it is only 5 times
higher. According to these indicators, the highest degree of inequality is in
Colombia, Bolivia and Brazil while the least unequal are Uruguay and Venezuela.
(ECLAC, 2011). However, recent efforts to reduce poverty had positive effects and
a trend towards a reduction of the income concentration is observed in all the
South American countries, as shown in Table 3.
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Table 3 – Indicators of social inequalities in South America
Countries

Gini Index

Income Ratio richest 20%/poorest 20%

1999*

2010*

2005-2007

Argentina**

0.539

0.509

14.7

12.3

Bolivia

0.586

0.565

22.4

21.9

Brazil

0.639

0.576

19.4

17.4

Chile

0.564

0.524

13.8

13.6

Colombia

0.572

0.578

26.6

24.6

Ecuador**

0.526

0.485

17.2

12.9

…

…

…

…

Paraguay

0.558

0.533

16.9

15.0

Peru

0.525

0.458

15.4

13.5

Suriname

…

0.550

…

…

Uruguay**

0.440

0.422

12.0

8.6

Venezuela

0.498

0.394

10.0

10.0

Guyana

Source:

2006-2009

ECLAC 2011. Statistical yearbook for Latin America and the Caribbean, 2011. PAHO, 2011.

1

2

* Latest year available; ** Gini index, urban population.

These profound economic and social inequalities have a direct impact on
health resulting in significant disparities with gaps in morbidity and mortality in
the different social strata; with death at earlier ages, in the lowest social economic
income levels. The presentations of most of the countries point out at inequalities
in health in terms of gender, between ethnical groups and between geographical
areas and territories. However, social inequalities in health among groups of
different income strata are approached very mildly or not mentioned at all.
Promotion of equity in health is conditioned by the intensity and the actual
possibility of social participation in health. Health systems are also distinguished
by the degree of social participation they favor. To a greater or lesser degree, social
participation appears to be visible in practically all the proposed health system
reforms, under different names.
The South American experience shows that participation is basically an
issue of power, or the actual capacity of social organizations to make decisions.
Commitment, redistribution of power and the capacity to make decisions are key
factors to achieve a truly transformative participation of health systems. From
this perspective, the building of a new institutionality of management makes it
essential to understand the claims of individuals in their daily environment as
stated by indigenous peoples:
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“As the basis of life, economy and politics, we will advance in developing the full
exercise of sovereignty from our communities; to build unity, responsibility and the
common good, "A good life for all […]. We, the communities, should generate our
own proposals in accordance with our roots and identity. With our own hands and
hearts, we will build a sovereign society that will be ruled and planned in harmony
with individuals, nature and cosmos. (MRE Bolivia, 2010)

SOCIAL

DETERMINATION AND SOCIAL DETERMINANTS OF HEALTH

Promoting equity demands acting on the social determinants of health, this is
a long-standing debate in our region. In Latin America, in the 70's, social medicine
promoted the concept of social determination of disease which made the relationship
between social structure and health visible and brought back to life categories
such as "economic system", "work" and "social class" that had been completely
stamped out from the health systems in force (Breilh, 1979, 2008). The definitions
of primary care at the Alma-Ata Conference in 1978 and of health promotion
in 1986 highlight an approach to health as a positive concept and as a source
of wealth for daily life that is not simply restricted to healthcare. It rather aims
at improving general wellbeing beyond individual changes in behaviour with a
strong connection of health to development and as one of its basic conditions.
The First Latin American Conference on Health Promotion held in Santa Fe,
Bogota, in 1992, underscored the specific challenges of health promotion for the
region which are "to transform exclusionary policies while reconciling economic interests
and pursuing the goal of wellbeing for all, and to work towards solidarity and social equity,
essential conditions for health and development". (Declaration of Bogota: 1).
Late in the 19th century, different socio-medical reformers as Louis René
Villermé in France (1782-1863), Edwin Chadwick (1800-1890) in England and
Rudolf Virchow (1821-1902) in Germany ensured to define medicine as a social
science and to analyze the impact that living conditions have on the health status
of people. During the 20th century, founding studies on the new paradigms in
health intervention such as the Lalonde Report produced in Canada in 1974,
and the Black Report written in England in 1980, showed the outstanding role
of social and political contexts in the health status of the population and the
limited impact of health services on improving health. These and other initiatives
opened the path for the identification of tools that would allow developing a more
encompassing understanding of health and of the social determinants of health
(Ruiz, 2011).
The predominance of neoliberal reform models in the Latin American region
during the 90's pushed hard to reduce these extended proposals (primary care,
health promotion; social determinants of health) that were only reintroduced early
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in 2000's, after the categorical failure of the implemented pro-market reforms.
(Iriart et al., 2001; Homedes, Ugalde, 2005a; 2005b).
Social determinants of health were defined by Tarlov (1996) as the "social
characteristics where life takes place”. Akerman et al., in 2010 advanced in this direction
and pointed out that these characteristics are the result of human intervention and
are intimately related to the organization modality of any given society. For WHO,
the most significant determinants are the ones that give rise to the stratification
of a society, called structural, such as the distribution of income, discrimination
and, political and governance structures that reinforce inequalities in economic
power instead of reducing them. "These structural mechanisms that condition the social
standing of individuals are the leading cause of health inequalities" (WHO, 2011:2).
Buss and Pellegrini (2007:81) point out that "the most important factor to explain
the general healthcare status of a country is not its total wealth but how it is distributed".
Understanding this complex of mediations will enable to identify "targets" where
to intervene through policies designed to reduce inequalities in the health sector.
(Akerman et al., 2010).
In 2005, the World Health Organization created the "Committee on Social
Determinants of Health" with the purpose of prioritizing the social determinants
perspective and supporting countries in the introduction of broader approaches
to address health problems taking into account social and environmental roots.
(WHO, 2005ab; Ruiz, 2011). In October 2011, the Rio Declaration issued at the
World Conference on Social Determinants of Health in Brazil, identified five
fundamental spheres of activities to address health inequalities and stress the need
of better governance, participation in the formulation and enforcement of policies
and reorientation of the health sector focused on reducing health inequalities.
(WHO, 2011). The Declaration of Rio highlighted the need of adopting an
integrated intersectoral approach to address social determinants of health and
stressed the importance of having health services of good quality, universal,
integrated and equitable, effective, receptive and accessible (WHO, 2011).
The actual possibility of intervening on social determinants of health is
conditioned by the characteristics of health systems. The analysis of the prevailing
health system models in the countries show a difference between those that
prioritize an individualistic approach with risk management from others oriented
towards broader approaches to health determinants. An analysis conducted by
Raphael and Bryant (2006) showed that the public health system models that
are strongly focused on individuals and on biologic/genetic predisposition,
neglecting the structural factors on which society and social resource distribution
are organized, will find it difficult to develop public policies favouring health. On
the other hand, Navarro (2007) upon examining the key components of a national
health policy, points out the difficulty most countries face to implement extensive

UNIVERSAL HEALTH SYSTEMS FOR A WORLD IN TRANSFORMATION

interventions beyond the mere individual behavioural change and ascribes this
situation both to the visibility of actions aimed at behavioural changes and to the
fact that institutions do not take on themselves the responsibility for these changes.
Ráphale, Bryant (2006) and Navarro (2007) point out the impacts of
government action as a result of the choice of certain types of interventions in
place of others or of certain public health models instead of others. They also
point out that broader models of public health –concerned with factors related to
the organization of society that seek to understand and change the way in which
wealth and health are distributed within a society– will be the best fitted systems
to develop policies that will take the social determinants of health into account.
In them, there are two significant elements: intersectoral action and considering
health promotion as structural, concerned with social determinants and not only
focused on individual behavioural changes (Ruiz, 2011).
Social determinants of health in South American countries
The analysis of the documents submitted by the countries to write this book
shows that the issue of social determinants of health was incorporated only
recently and is still mildly approached. Most countries identify actions on the
social determinants of health as an action focused on disadvantaged social classes,
through income distribution programs (for example: “Plan jefes y jefas de hogar”
in Argentina, “Bolsa Família” in Brazil or “Chile Solidario”, etc.).
Some countries mention there are programs in force to facilitate access to
housing, employment and education. Considering that these policies are effective
initiatives to change social determinants of health, no progress has been made in
evaluations to identify how and to what extent these policies impact on the health
of the population they are targeted to. The lack of this type of studies hinders the
possibility of identifying new modalities in public policies that could have an effect
on social determinants of health. The evaluation of these policies and programs
to identify how the population benefits and how they impact on health is not part
of the agenda yet, so it is difficult to understand what needs to be changed or how
current policies could be improved.
Most of the countries restrict the description of their work on social determinants
of health by simply mentioning the programs and policies implemented to reach
the Millennium Development Goals (MDGs). Clearly, MDGs are an excellent
door of entry to work on social determinants but it would be interesting to use
them as a starting point to head towards other fields and policies that would also
address the structural determinants of society.
Transformations have taken place in most of the countries of South America
not only in the health sector but also, and mainly, in constitutional health related
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aspects. These transformations show a concern to identify health as a right, a
concern about its universalization or rather the universalization of coverage, about
intersectoral work, and about the fact that the State should be held responsible for
citizens' health, among other things. Transformations that have taken place up to
now show the search and implementation of new public health models, broader,
explicitly concerned about the development with equity. It is therefore the right
time to approach social determinants of health in policies, national and regional
programmes aimed at diminishing health inequities. A few elements of these
favourable times are: 1) there is a growing recognition that the largest problem in
the region is social and health related inequalities and there is consensus on the
need to implement policies to address and reduce them; 2) over the last few years
the role of the State has been expanded and strengthened in the field of health and
of social policies in general and; 3) there is growing interest in incorporating social
determinants of health in public policies (Ruiz, 2011).
As mentioned above, social and health related inequalities still prevail as a
scourge that distinguishes Latin America from other regions of the world. In spite
of this issue it is quite surprising how little is explicitly mentioned by the countries
in their documents. This suggests that confronting inequalities requires a strong
political decision, not only national but also regional, capable of debating about
the type of State that is required to act on the social and structural determinants
of health. On the other hand, it is not enough to implement policies or programs
approaching social determinants without having the necessary information to this
end; valid information is required about the characteristics of inequalities, how they
manifest, their breadth and what differential characteristics they acquire in each
region (within the same country and among different countries). This information
would contribute to the identification of particular characteristics of policies
devoted to act upon social determinants in the region and their essential elements
that are not necessarily the same as the policies defined for core countries or other
regions of the world. Only then, it would be possible to define the advantages of
implementing policies aimed at the whole population of a country and not just
focused on certain groups, how to use the MDGs to advance and deepen actions
on broader social health determinants than the ones within this strategy.
At present, it is necessary and feasible to establish new types of partnerships
at world level, between countries and among countries and international
organizations, regionally and nationally, between the government and the civil
society towards a more profound research of inequalities in South America and
the characteristics that policies to be developed should have.
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FINAL

REMARKS

The first text the World Bank published on health in 1990 entitled "Financing
of Health Services in Developing Countries"(1989) formulated three measures: to
privatize, decentralize and charge for health services. Added to these measures
there were three basic assumptions: i) that health systems have four fundamental
tasks: stewardship, coverage, financing and health services provision; ii) that the
good performance of the system requires separating these functions, corresponding
to the State only the role of stewardship, transferring the rest to the private sector
and; iii) that in the assumption that it is impossible to structure universal, integrated
health systems the only way out is that of "structured pluralism"; in other words,
maintaining segmentation but in an orderly fashion.
However, another prospect is simultaneously being developed, proposing an
alternative with a critical view on private insurance-based coverage, pointing out that it
is a way to the individualization of risks, rupture of solidarity and fragmentation in the
provision of healthcare services (Laurell, 2011). In this alternative view, financing is not
a function of the health system but a fundamental prerequisite for its performance and
must be guaranteed by the State. It emphasizes that it is not a function of the health
system to obtain funding outside the State by promoting private insurance; rather, the
health system should collect, and adequately distribute and efficiently administrate
public financial resources. This vision and standing is shared by the movement of the
Latin American Social Medicine/Collective Health that assumes that the fundamental
function of the system is to guarantee the right to health, with universality, integrality,
quality, social participation, interculturality, solidarity and action on the social
determination of health (Torres, 2007; Borgia, 2009).
In the 2000's, with the new democracies in the region, health reforms adopted
this conception of health as a right and priorities in health policies changed. In the
recent processes of political transformation there are new democratic participative
institutionalities that seek to guarantee inclusion and to generate new transparent
and participative dynamics in the decision-making process and the management
of public services. In this process, the role of the State is revalued in its mission to
promote economic and social development (Serafim, Moroni, 2009).
Governments, movements and social organizations took up the advocacy
of the Right to Health as a fundamental Human and Social Right that must be
guaranteed by the State in opposition to a mercantile conception of health as a
service one accesses in the market. The challenge of acting on social determinants
and intersectoral action, aside from care during the disease and healthcare, is
starting to materialize in the innovative approaches to a good life.
The development of new healthcare integral models, with organized networks
based on the strengthening of primary care with emphasis on health promotion,
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interculturality, social participation and action on social determinants, reaching
universality and eliminating social exclusion in health, are considered as priorities.
New initiatives are being launched to address the problem of the training,
recruitment and support of professionals, particularly physicians, to public
health systems not just interested in the subspecialization at the expense of the
high number of professionals required to provide primary and comprehensive
care. The training of community doctors (Argentina) and integral community
doctors (Venezuela), multi-professional residency in family health (Brazil) are some
examples of the attempts made to redirect human resources training adjusted to
health needs and different cultures apart from establishing closer relationships
between the ministries of health and the institutions in charge of training.
A key issue is to overcome financial barriers of access. Overcoming
underfunding of public health systems that coexists with significant levels of
inefficiency, inadequate tax collection systems and, insufficient and regressive
tax burden, demands additional efforts, apart from eliminating co-payments that
have practically been abolished in almost every country. It additionally requires
broadening the possibilities of health ministers to discuss with their peers in
Economy and the need to count with political support and solid grounds to
justify the increase of investment in health and to provide financial sustainability
to universal health systems. It also requires evaluating and regulating the
incorporation of new technologies for rational use, a priority that probably can
only be approached through regional, supranational mechanisms.
Responding to a triple burden of disease with the growing prevalence of
chronic-degenerative diseases and the re-emergence of infectious, communicable
diseases, and high rates of violence associated to profound social inequalities
involves having to deal with the challenges of the different transitions that
contemporary health systems are going through, as described in the introduction to
this textbook. It also requires integrated, economic and social policies to influence
social determination of health-disease processes. It also involves symbolic changes
based on an interculturality and social participation that will open the possibility
of expanding the autonomy of subjects so as to restrict the normative space of
medicine, counteract the medicalization process and consumption standards
created by the sectoral industry which requires a new standard of development
committed to social wellbeing and sustainability.
It is Isags aim to contribute to the process of overcoming these challenges by
supporting the cooperation among Unasur countries, and to generate a critical
South American current of thought that surpasses the usual frontiers of knowledge
and advances in the construction of universal, integrated and equitable public
systems in our region.
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Notes
1

The Gini index is an indicator used to measure income inequality among individuals;
it ranges from 0 to 1. A zero Gini index indicates perfect equality –absence of income
inequality; that is to say, the whole population receives the same proportion of income.
The more the index approaches 1, the higher the degree of inequality. A value of 1 indicates
extreme inequality, meaning that all the income is received by the richest individual.
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II. Health System in Argentina

INTRODUCTION:

A FEW HISTORICAL CONSIDERATIONS

Argentina's health system is the result of several historical processes. As a brief

review, in mid 1940s the public sector had for the first time a leading role, both as
healthcare provider and as responsible for the design and development of healthspecific policies. The first step in the process was the creation of the Secretariat
of Health with the purpose of joining several existing agencies from the early 20th
century, such as the National Hygiene Department. The process concluded with the
creation of the Ministry of Health (MoH). These changes were contemporary with
the expansion of public offering, the development of endemic disease programs,
and the strengthening of the State's intervention in the sector's structuring.
However, and unlike other countries that have built their health systems based
on universal public health coverage provided by the financial contributions of
social security, Argentina followed a dual model that led to a fragmented coverage
with parallel growth patterns.
Thus, in the 1970s the system achieved an institutional consolidation by
extending social security health coverage to the entire population of salaried
employees. Law 18,610 established the compulsory membership of all formal
workers to a social insurance program depending on their field of work, thus
notably expanding coverage. In addition, the social insurance program system
was extended and made compulsory for retirees and pensioners in 1971 through
Law 19,032, which created a special organization, the National Institute of Social
Services for Retirees and Pensioners (INSSJP), and its main service: the National
Insurance for Retirees and Pensioners (PAMI), which quickly developed into a
major service at provincial level.
The expansion of social insurance programs became the focal point for
the sector's global development by directing demand towards private providers,
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chemical and pharmaceutical companies, and medical equipment manufacturers
(Cetrángolo and Anlló, 2010), postponing the development of the state service
network.
In conjunction with the emergence and development of the public system
and the social security, a third stakeholder started playing a role in the provision
of services, traditionally called the private subsector. This subsector first originated
in the mutual societies of early 20th century, and consolidated within the system
thanks to its investment in increasingly expensive state-of-the-art technology in the
1970s.
In this way, both the lack of coordination between subsectors and a weak
regulation of non-public components have been significant hurdles in health
policies. Thus, in the 1980s, the Argentine health sector had structured an
organization characterized by an excessive fragmentation, and this characteristic
has more or less been sustained to these days.
This lack of coordination and articulation continues being an obstacle for
establishing a health "system" itself and complicates both the effective use of
resources and the achievement of an acceptable equitable coverage. In addition
to integration problems between the different subsectors (public sector, social
security and private sector), there are difficulties within each of these subsectors,
making fragmentation even more questionable.

Social Rights And Health
The human right to health, on the background of the International Human
Rights Law, is one of the rights known as economic, social and cultural rights, and
corresponds with human rights that force the State to take positive measures. Such
legal obligation on the State includes providing citizens with a healthcare system
that meets collective needs.
Constitutional and Legal Framework
The right to health was not expressly mentioned in the Constitution enacted
in 1853, but it was included in the non-listed rights in Article 33. This was an
individual right appended to the right to life, being the State the passive subject of
such right who had to refrain from violating or damaging health. However, in view
of the considerations mentioned in the previous section, constituents gathered
in 1994 made this obligation explicit in the reformed national constitution. Thus,
the right to health (part of the International Human Rights Law) is today of
constitutional rank.
The right to health has been established in the Universal Declaration of Human
Rights (Article 25) and in the International Covenant on Economic, Social and
Cultural Rights, which has been ratified by Argentina on August 8, 1986, as a right
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of constitutional rank by operation of Article 75, Section 22 of the Constitution,
and is the right of every individual to the enjoyment of the highest attainable
standard of physical and mental health. At the regional level, the human right to
health has been defined cross-sectionally as the right to physical, mental and social
health, and it is included in the Protocol to the American Convention on Human
Rights in the Area of Economic, Social and Cultural Rights, the "Protocol of San
Salvador," ratified by Argentina on June 30, 2003.
The rest of the health system legal framework at all levels and jurisdictions
is based on these international instruments. The power of the State is therefore
expressly conditioned to its compliance with the guardianship of such norms,
and this has been recognized by national courts at every opportunity. As a result,
all public power's actions should warrant full respect for and guarantee of these
constitutional norms.
Basic Legal Framework

The health system in Argentina is organized through the following norms:
Law 15,465. Statutory regimen of mandatory notifiable diseases, 1960.
Law 16,463. Drugs, 1964.
Law 19,032. National Institute of Social Services for Retirees and Pensioners,
1971.
Law 23,660. Social Insurance Programs, 1989.
Law 23,661. Creation of the National Health Insurance System, 1989.
Decree 150/92. General criteria regarding manufacture, splitting, import,
export, marketing, distribution, and safety and effectiveness data to be provided
for drug registries in general.
Decree 1,490/92. National Administration of Drugs, Food and Medical
Technology.
Decree 576/93. Self-Managed Hospital. Regulations for implementing
Laws 23,660 and 23,661.
Law 24,557. Worker's Compensation, 1995.
Resolution 247/96. Establishes the Mandatory Medical Program.
Decree 1,615/96. Creation of the Health Service Superintendence.
Decree 53/98. Creation of the Special Program Administration.
Resolution 201/02. Mandatory Medical Program.
Other Relevant Norms

Law 17,132. Practice of medicine, dentistry and collaborative activities, 1967.
Law 22,990. National Blood Law, 1983.
Law 25,649/02. Use of drugs by generic name, 2002.
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Law 25,673. Sexual Health and Responsible Parenthood, 2002.
Law 25,916. Management of household solid waste, 2004.
Law 26,657. Mental Health, 2010.
Law 26,682. Regulation of Managed Care Organizations, 2011.
Law 26,688. Public Production of Drugs, 2011.
Principles and Values
The MoH is the body responsible for the stewardship of the health system in
Argentine Republic. The main institutional objective of the MoH is to help in the
accomplishment of the highest attainable standard of health for all the population
of Argentina in the context of true equity in terms of opportunities and treatment.
The Federal Health Plan 2004-2007 has been a conceptual framework for
a long-term project aimed at guiding the development of the health system in
Argentina. As such, the Plan's objectives are based on the following principles:
• Health is a universal human right and a key factor for sustainable development.
In this sense, health becomes an ethical component in the development of
democratic societies.
• An equitable access to a health system that is based on quality, solidarity and
social justice promotes inclusion and reduces social and economic gaps. Health
as a "social issue" implies that the State has to be recognized as a redistribution
instrument in order to reduce social and economic inequality.
• It is important to identify health determinants, both social and environmental,
so as to counteract the effects of negative determinants and to reinforce beneficial
determinants, because this is also a mechanism for guaranteeing universality,
equity and social justice.
• Health is a protected right and, as a consequence, the State is responsible for
planning, regulating and supervising the health system, and also for providing
public services that warrant, in a mixed funding regimen, access for all the
inhabitants of Argentina.
• Argentina is a federal country. However, in terms of health, coordination results
essential in order to achieve the highest equity within and among jurisdictions.
To this end, it is necessary to consolidate and strengthen federal participation
mechanisms that ensure political feasibility and technical and financial
sustainability of health policies.
Social Participation
According to the definition by WHO/PAHO, participation refers to "the
organized involvement of population in healthcare discussions, making decisions related to
meeting their needs, and process control, as well as population assuming their responsibilities
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and complying with the obligations arising from such decision-making capacity" (PAHO,
2009). Based on this definition, health-related participation in Argentina seems
to be sporadic and, even though community participation has increased over the
past three decades, both in this country and in other countries of the region except
for Brazil, participation in decision-making regarding the design, execution and
assessment of health policies is minimum.
At the public administration level, the participation of citizens in programs
and public policies had started in early 1990s, and it can even be tracked to earlier
experiences. These first actions took place in the field of social policies, such as
food distribution programs like the National Food Plan (PAN) in the 1980s, or
the Asoma Plan, which depended on the National Institute of Social Services
for Retirees and Pensioners, in the 1990s. In these two cases, as in many others,
the participation of citizens or social organizations was limited to the operational
phase: delivering the goods provided by the program.
However, when participation in programs became more systematic, a more
solid framework was necessary, but such framework never resulted in a case-specific
defined institution with clear guidelines. Nonetheless, the enactment of Decree
1,172/03 of 2003, called "Quality Improvement of Democracy and its Institutions,"
may be considered a reference for innovation in the field of participation norms
(in addition to existing tools). This Decree regulates five citizenship participation
tools which are described below together with their main objectives, as per Silveri
(2007):
• Public audience: they represent a place for citizenship participation where
individuals affected by a certain policy may voice their opinion.
• Interest management: it creates an obligation on different National Executive
Power (PEN) officers to report in some media their schedule of meetings with
other parties related to the fields in their domain.
• Participative norm development: this is a non-binding process whereby the PEN
bodies hold consultation rounds with different organizations or citizens to know
their opinions on a draft law that may be sent to the Congress.
• Open meetings with public service regulatory bodies: this component allows all
citizens to be present in all meetings held by these bodies' board of directors.
• Access to public information: all citizens have a right to request, review and
receive information from the PEN.
In terms of health policies specifically, following the 2001 crisis, the Ministry
of Health implemented the Remediar Plan (Decree 486/02) in February 2002,
and its objectives are "to strengthen the primary care model, promote health participative
policies, and ensure access to basic drugs for the most vulnerable population." In order
to put the plan in practice, the MoH generated a participation space through
two components: the Local Participative Projects and the Intersectorial Advisory
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Committee (CAI). The CAI was created with the purpose of advising the MoH,
and started operating at the same time as the Plan by taking part in the definition
of its basic terms and planning the program as a formal entity. This characteristic
tells this plan apart from the others (or from most plans): the space for participation
had an impact on the origins of this public policy, instead of doing so when it
was already being executed, and influence channels were thus opened for the
program launch itself. The members of the CAI are heterogeneous, as it is made
up of State bodies’ representatives, such as the National Council for Social Policy
Coordination, and representatives of the Ministry of Health, the Ministry of
Labor and the Ministry of Education, international organizations and NGOs
(Argentine Red Cross, Cáritas, Argentine Medical Confederation, and the Health
Professional Solidarity Network of the Catholic Episcopate). There is also a drug
sub-committee that advises on which drugs should be provided to the program's
beneficiaries, and works together with the Pharmacology University Center of the
National University of La Plata, Unicef, and the Argentine Society of Pediatrics.
At the same time, Local Participative Projects were created to extend the
plan's grounds. Their objectives reproduce actions taken by similar participation
programs: to advice on the program planning, execution, monitoring and
assessment; to promote the operation of provincial, municipal and local advisory
boards; to promote information flow mechanisms between the different levels of
participation; to monitor the effectiveness of drug provision and social participation
through a direct monitoring by participating NGOs in primary healthcare centers;
to prepare a monthly assessment report; to follow-up on complaints and to propose
the corresponding solution mechanisms. These combined objectives intertwine
information channels, consensus building processes, the search for policy
efficacy, top-down control mechanisms (by verifying the delivery of first aid kits as
established by the Remediar+Redes program) and bottom-up control mechanisms
(by monitoring the plan's general development).
Finally, it is worth mentioning how the MoH established a differentiated
participation in this program: on the one hand, wide participation, i.e. when
participation takes place in the site through Local Participative Projects, that
play the role of providers; and on the other hand, restricted participation, i.e.
when the main purpose is to establish the program's efficacy. In both cases, we
should not overlook that a higher level of legitimacy is sought through contact
with different civil society sectors. This kind of programs discuss the power of
specialized bureaucracy in the State's structure by allowing the surge of a different
knowledge that can work as a scaffold for a collective solution finding by actively
including the opinions of "patients."
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Structure And Organization Of The Health System
Political and Administrative Model of the Country
Argentina is a federal republic with a presidential system, where each province
retains all competencies not expressly delegated on the central government. The
constitution has been in force since 1853, and was last reformed in 1994.
Its political division is made up of 24 jurisdictions (23 provinces and the
Autonomous City of Buenos Aires, Seat of the National Government) and more
than 2200 municipalities with marked inequalities in terms of production and
social development. One of the particular aspects of this federal organization,
and probably the cause of many of its problems, is that the Argentine territory is
mostly heterogeneous. The five largest jurisdictions (the provinces of Buenos Aires,
Córdoba, Santa Fe and Mendoza, and the Autonomous City of Buenos Aires)
house 67% of the population and account for 78% of the total gross geographic
product. Conversely, the eight least developed provinces (Jujuy, Misiones, San
Juan, Corrientes, Chaco, Formosa, La Rioja, and Santiago del Estero) house 16%
of the population and generate 7.5% of Argentina's gross geographic product
(ECLAC, 2006).
As previously mentioned, health care, promotion and prevention are not
delegated by the Provinces to the National State. In addition, and based on the
territorial decentralization process whereby public health facilities have been
transferred, these 24 jurisdictions with intermediate power are responsible for
providing public healthcare in their corresponding territories and are thus capable
of making decisions related to health policies independently.
Health System Components
The health system in Argentina is grounded on a federal political structure,
profoundly decentralized in terms of healthcare provision and administration.
Healthcare services are jointly funded by three subsectors: public, social security and
managed care organizations. The public subsector provides funds and healthcare
services based on the 24 decentralized institutions, i.e., provincial Ministries of Health
and the National Ministry of Health. In theory, coverage is universal, but the population
who actually use public healthcare is that who does not have a health insurance. In
general, these are salaried workers, non-registered self-employed workers, unemployed
individuals and inactive population with no purchasing power. This group of people
accounted for approximately 35% of the Argentine population in 2010 who accessed
public providers and facilities (SSS, 2010).
Social security provides coverage for formal, active workers and their
dependents, and for retirees. Its management is in the hands of a large number
of entities called social insurance programs that function similarly to health
insurances, but they are highly heterogeneous and segmented subgroups.
This subsector is made up of 298 social insurance programs (SSS, 2008),
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24 at a provincial level and the National Institute of Social Services for Retirees and
Pensioners (INSSJP), that fund the services mostly provided by private institutions
and hired physicians.
When referring to social insurance programs, we mean all those part of
Law 23,660 and registered before the National Social Insurance Registry of the
Health Service Superintendence. Most are union social insurance programs
(204), but they also include: state social insurance, social insurance provided by
agreement between companies and unions, mixed managed insurance, optional
affiliation insurance, company-provided insurance, mutual societies, social
insurance program associations, and insurance programs created by law, such as
that corresponding to the Armed Forces, the Judiciary or universities, etc.
The different sources of information (official and private) indicate consistent
coverage rates for each subsector, and also coincide in other data associated with
these variables. However, definition and registry problems prevent these values
from matching exactly. Double coverage (when both spouses are employed and
are enrolled in both social insurance programs, individuals who have a social
insurance program and are affiliated to a managed care organization, etc.) and
the use of public services by people who have insurance constitute an obstacle for
having precise data.
National Social Insurance Programs (OSNs) are compulsory for all workers
within their field of work. Notwithstanding this, since 1997 workers are free to
choose any social insurance program.
The National Institute of Social Services for Retirees and Pensioners (INSSJP)
is the institution in charge of providing coverage to retirees and pensioners. This is
the largest social insurance program in Argentina and, as such, it plays a key role in
defining contracts with providers and the payment mechanisms.
The Health Service Superintendence (SSS) is the regulatory and control body
of all the actors involved in the National Health Insurance System (social security).
In addition, the Congress, the Health and Sports Commissions of the Senate,
and the Social Welfare and Public Health Commission of the House of Deputies
are responsible for establishing laws regarding health, medical and social actions,
hygiene, sanitation, preventive medicine, and nutrition, and subsidies and grants
given to hospitals, associations, corporations or institutions who carry out healthrelated activities.
In turn, Provincial Social Insurance Programs (OSPs) provide coverage to
public employees who work for any of the 24 provincial governments and their
corresponding municipalities. They are funded with the contributions of public
employees and the contributions made by each province as employer. Unlike
OSNs, that were created by Law 23,660, each province created their own OSP by
virtue of a specific law or decree. In all cases, their objective is to provide healthcare
services to their beneficiaries, mainly employees who work in the provincial
administration and their family members. Although in some cases, OSPs include
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retirees and pensioners of the provincial social welfare contribution system (e.g.,
Buenos Aires, Chubut, Entre Ríos, and Río Negro) and volunteer affiliates,
most coverage corresponds to public administration employees. Provincial social
insurance programs are regulated by the Provincial Social Insurance and Services
Council of Argentine Republic.
The private sector is comprised of insurance companies that provide services
mainly to middle- and high-income citizens and their family members. These
three subgroups are strongly correlated, both in terms of healthcare provision and
how social security is funded and coordinated (ADEMP, 2010). Middle- and highincome individuals, particularly self-employed workers, and also non-registered
salaried workers and inactive individuals, generally access health coverage by
directly hiring these organizations or through a supplemental salary benefit offered
by most health maintenance organizations. In addition, this sector provides services
to individuals who make contributions to a social insurance program due to their
business activities, but who decide to have a second coverage available. There are
no consolidated data, but according to the information provided by one of the
associations of managed care organizations, there are 200-250 of these companies
functioning in Argentina, although only six of the leaders gather more than 50%
of the affiliates (ADEMP, 2010). It should be noted that there are no official data
regarding the number of operating companies. Private data vary depending on how
companies are counted, including or not those that offer insurance, those that
provide insurance, profit organizations, or mutual societies and cooperatives, that
are non-profit organizations, etc.
Lastly, it is worth mentioning that between 1995 and 1996, a new protection
system related to occupational risks was developed based on the operations of
private insurance companies, called Workers' Compensation Insurance Companies,
that provide prevention and compensation for occupational risks. This system is
supervised by the Workers' Compensation Superintendence, dependant on the
Ministry of Labor and Social Welfare. Chart 1 is a scheme of the characteristics
described above.
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Chart 1 – Schematic overview of the health system in Argentina
Sector

Public

Funds

National, provincial
and municipal
resources

Buyers

National and
Provincial Ministries
of Health, municipal
secretariats of health

Providers

Public hospitals and
health facilities

Users

Individuals
without
coverage

Private

Social Health Insurance

Workers'
contributions

Employers'
contributions

Provincial
resources
Individuals
Companies (some
cases) and national
resources

National and Provincial Social Insurance
Programs INSSJP

Individuals Companies

Medium-sized
companies
Managed care org.

Providers and professional health facilities

Beneficiaries
Non-contributory
pensions

Workers and their
beneficiaries/retirees

Individuals with
payment capacity

Source: taken from Belló, Becerril-Montekio (2011)

Public/Collective Health
The Ministry of Health (MoH) is responsible for establishing health objectives
and policies, and implementing plans, programs and projects corresponding to
its sphere of action in accordance with the guidelines provided by the National
Executive Power. In addition, the MoH is in charge of supervising how health
services, facilities and institutes work, and developing a global health plan
coordinated with jurisdictional health authorities. The MoH is also accountable
for establishing norms and quality assurance procedures related to healthcare in
consensus with the provinces, and approving the projects submitted by health
facilities with the participation of private entities.
The Federal Health Plan 2004–2007 instituted primary care priorities and
stipulated an increasing allocation of resources for promotion and prevention
actions. Similarly, the Federal Health Plan 2010-2016, still under discussion,
proposes a progressive advance towards a systematic and organized decentralization
of these actions by delegating on the different governments the efforts of putting
this strategy in practice based on health policies, and reporting and modeling
conducts.
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The Public Health Essential Functions project is directed at strengthening
the capacity of national and provincial institutional health authorities to carry
out the State's responsibilities in relation to population health promotion and
protection by measuring and developing the essential functions of public health in
their competence, including:
• Monitoring and analyzing the population's health status
• Supervising public health, research, and risk and damage control in public health
• Promoting health
• Having social participation and reinforcing citizens' power in relation to health
• Developing policies and plans to support individual and collective public health
efforts that contribute to the national stewardship of the health system
• Regulating and supervising public health
• Evaluating and promoting an equitable access to the necessary healthcare services
for the population
• Developing human resources and training in public health
• Guaranteeing the quality of individual and collective healthcare services
• Investigating, developing and implementing innovative solutions in public health
• Reducing the impact of health emergencies and disasters

Based on these functions, below we provide a brief description and example of
some of the main programs and their development in the past years:
- The Maternal and Child Program is a strategic proposal1 framed by
the guidelines of Law 26,061 (2005) for the Integral Protection of Children
and Adolescents' Rights. The program's main objectives are the reduction of
probabilities of disease or death among women, children and adolescents; the
reduction of inequalities in health indicators corresponding to each gender,
different geographic regions, social and economic levels, ethnic groups, etc.; the
improvement of healthcare services coverage and quality, and the possibilities
of access to all individuals, especially the disadvantaged populations; and the
promotion of citizenship participation in matters related to maternal and child
health. In this context, in mid 2004, the Nacer Plan was implemented for the first
time.
- The Nacer Plan represents a commitment by the national and provincial
governments to promote joint actions aimed at reducing maternal and child
mortality rates. The general objective of this plan is to reduce the morbidity and
mortality of mothers and children under 6 years of age improved healthcare quality
with a network of hired providers (basically, a public network of primary healthcare

83

84

Health Systems

in

South America

centers and maternities). To this end, a modification was introduced in traditional
funding models of payments made from budget and they were changed for a
result-derived logic. Resources are transferred to each province through capitation
agreements based on the number of beneficiaries (60%) and the health objectives
met (40%). In turn, each province makes the payments to the providers based on
the services offered, mainly prioritizing health promotion and prevention aspects;
providers are included in a nomenclature and the prices are fixed by each province.
Providers can use the payment received for equipment, infrastructure, supplies or
making payments to human resources (incentives).
The program started in 2005 in the provinces of the Northwest and Northeast
given their high maternal and child mortality and poverty rates. In 2007 the plan
was implemented in the rest of the provinces. In 2010 there were more than
900,000 beneficiaries enrolled, and the number of beneficiaries accrued since the
plan began was 1,500,000.
- The Remediar Program (currently called Remediar+Redes) was created to
provide essential drugs for outpatient use free of charge in the context of primary
health care. It was developed in response to the health emergency of 2001–2002,
with the aim of guaranteeing access by socially and economically vulnerable
population groups to appropriate drugs for the treatment of most complaints. This
program is described in Chapter 9.
- As of 2002, the MoH worked in a General Contingent Plan for the Influenza
and SARS Pandemic. Influenza surveillance and control activities were organized
around five concepts: surveillance of avian flu, surveillance through the National
Health Surveillance System, influenza sentinel units and the respiratory virus
network, vaccines and antiviral drugs, public health measures and reporting. At the
same time, the National Immunization Program is mainly targeted at reducing
morbidity and mortality caused by vaccine-preventable diseases through sustained
immunization administered to newborn infants and children consecutively up to
6 years old, and then every 10 years, provided at the different operational levels
(23 provincial jurisdictions and the Autonomous City of Buenos Aires). By means
of this program, the MoH acquires vaccines according to the national immunization
schedule, which are compulsory and administered at no cost in all the Argentine
territory, and distributes them to the public sector together with the supplies
required for their administration. The MoH also controls the level of coverage
provided with this schedule by supervising jurisdictional immunization programs,
advising and providing technical support for the 24 jurisdictional programs, and
carrying out immunization campaigns for targeted groups.
- The National Tuberculosis Control Program is aimed at reducing morbidity
and mortality due to tuberculosis, the transmission of tuberculosis infection, and
the resistance of mycobacterium tuberculosis to antimicrobial drugs. In addition,
the program proposes other strategic objectives, such as strengthening the short
treatment strategy under direct observation in all the jurisdictions of Argentina
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and to focus efforts on priority departments, depending on the extent of the
disease. The program is integrated into the country's health structure: the MoH
plays the central role in this structure, with the responsibility in the hands of
the National Institute of Respiratory Diseases "Dr. Emilio Coni," that is part of
the National Administration of Health Institutes and Laboratories "Dr. Carlos
G. Malbrán," with headquarters in the city of Santa Fe; and at a provincial
level, the MoH is represented in the 23 provinces and in the Autonomous City
of Buenos Aires.
- The National Program against Human Retrovirus, AIDS and STDs is directed
at preventing sexual and perinatal transmission; avoiding transmission through
blood, blood products, transplants and during invasive procedures; preventing
infection among drug users; reducing the individual, familiar and socioeconomic
impact of the epidemics; strengthening the analysis of the situation and the epidemic
trend; and consolidating administrative and management aspects. This program
provides antiretroviral therapy to HIV positive individuals.
- Federal Chagas Disease Program. Vector-Borne Diseases: Dengue fever (EEA),
Leishmaniasis. This is made up of 19 provincial programs and conducts activities
based on health promotion, prevention and the specific diagnosis and treatment
of these vector-borne diseases. The program does not include any activity related to
rehabilitation, but it does seek to improve the hospital network system in terms of
heart disease and transplant care. Different stakeholders are in charge of planning
and executing these activities: national and provincial jurisdictional agents, healthcare
providers or health promoters, municipal officers and community leaders, with the
support and supervision of the national vector-control commission.
- The National Sexual Health and Responsible Parenthood Program was
established in 2002 with the enactment of Law 25,673. In the first years of this
program, it was aimed at strengthening provincial programs through technical
assistance measures, training and funding of human resources in order to reinforce
existing teams.
- The National Blood Program was instituted in 1983. The National Ministry of
Health and provincial health authorities promote voluntary blood donation through
the National Blood Program, which was approved in 2002. In 2005, there were
578 blood collection sites (333 were public and 245 were private). During that year,
these sites processed a total of 751,412 blood units. However, the trend today is to
reduce the number of centers and improve their quality. The centers usually work
in connection with a hospital and lack resources to face the increasing requirements
regarding blood safety, especially with the HIV pandemics. The plan's objectives are
carried out through different regulatory actions (a National Commission established
for updating the regulations of Law 22,990 and preparation of the National
Hemotherapy Norms) and educational actions (training aimed at developing
Provincial Hemotherapy programs).
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- The National Mass Anti-Parasite Program started by means of the Remediar
program (which provides free medications to vulnerable groups) implementing an
intense campaign in 2004-2005. In the first place, the campaign identified the most
problematic sites in the province of Santa Fe, and then it extended progressively to
the rest of the affected provinces. The program provides mebendazole in the areas
where the population lacks the basic healthcare services.
- The Kidney Health Program, administered by the Special Program
Administration of the Ministry of Health, is directed at preventing kidney disease
and promoting health in the sphere of national social insurance programs. In
addition, and together with the Health Service Superintendence, the Argentine
Society of Cardiology and the Argentine Federation of Cardiology, the Program for
Risk Factor Identification and Primary Prevention of Cardiovascular Disease was
developed for males aged 30-49 years old and women aged 40-59 years old.
- The initiatives targeted at reinforcing disease surveillance and control include
the Program for Health Surveillance and Disease Control (VIGI+A), which
helps with public health actions by providing the information required for making
decisions in relation to service structure and functioning, and information related
to the risks of different population groups. Thus, the rules and infrastructure
necessary for improving disease surveillance, prevention and control were provided
to all healthcare agents, and the National Health Surveillance System and Health
Monitoring Units were developed and implemented. This program, currently
called Territorial Health Approach Program, includes a network of more than
100 healthcare specialists and providers who offer their services in health mobile
units and provide support to provincial and municipal health facilities.
- A national strategy for tobacco control was also designed and implemented,
and a national baseline for the surveillance of noncommunicable disease risk
factors was established. The Tobacco Control Program has based its strategy in
five main aspects: restriction on advertising, increasing cigarette price, a strong
social communication campaign, smoke free environments, and services targeted
at smoking cessation. In this regard, it is worth mentioning that Law 26,687 was
enacted in June 2011 in reference to the "Regulation of advertising, promotion and
consumption of tobacco products."
- Also in this line, we have to mention Law 24,788 for the Fight against Alcohol
Abuse; this law basically regulates the minimum age required for buying alcohol
beverages, the places authorized for consumption, the contents of advertising for
alcohol beverages, and healthcare coverage that should be implemented; and the
National Plan to Fight Illegal Drugs, composed of several stages: illegal growing,
production, manufacture, sell, demand, trafficking and distribution, coordinated
by Secretariat of Programs for Prevention of Drug Abuse and Fight against Drug
Trafficking.
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- In 2008, the MoH created the Taking Care of your Health Program, aimed
at establishing a culture of health care, protection and promotion, by reinforcing
disease prevention through education, information and communication directed
at the general population and by encouraging an active mobilization and social
participation. This program is essentially a communication strategy strengthened
by support components, combining multiple practices through the participation
of different social actors in order to promote healthy behaviors in the population.
- In general terms, the increasing sensitivity regarding the psychiatric reform
and the different initiatives for the promotion and defense of mental patients'
human rights have resulted in the enactment of Law 26,657 for Mental Health
at the beginning of December 2010. This way, Argentina is now part of a small
group of nations with a mental health policy that is based on the respect of human
rights, the development of a non-exclusion care model which aims at the inclusion
of mental patients in their communities. The national law is part of a norm for
organizing a framework shared by all jurisdictions as it establishes the minimum
standards that all provinces and the Autonomous City of Buenos Aires have to
comply in accordance with the principles of the United Nations Convention on
the Rights and Dignity of Persons with Disabilities, ratified by Argentina in 2008,
and thus making it a constitutional law. This norm is focused on the rights of
people with mental illnesses, considered legal subjects with a right to access, at no
cost, an interdisciplinary care approach for their condition, to be informed about
their treatment, and to be institutionalized only in exceptional cases in general
hospitals and to have an alternative outpatient care approach developed for them
that promotes social inclusion.
In this regard, since 2002 to date, approximately 100 mechanisms have been
created as an alternative to a psychiatric hospital, and this implies the inauguration
of halfway houses, day-care centers, homes and protected workshops for social
entrepreneurships in different provinces. Some examples of these mechanisms
include the Rehabilitation and Assisted External Treatment Program (PREA),
which is a program implemented for more than 20 years by the Hospital Estévez, in
the province of Buenos Aires, and the familiar subsidy and foster family programs,
which have been carried out in the provinces of Mendoza and San Luis.
- Organ donor search and organ transplants are in the hands of the Central
Unique National Institute Coordinator of Ablation and Implant (INCUCAI).
This is a decentralized body that depends on the Secretariat of Policies, Regulation
and Institutes of the MoH. It promotes, regulates, coordinates and supervises organ,
tissue and cell donation and transplant activities in Argentina, in compliance with
the Organ Transplant Law, a norm that establishes INCUCAI's functions in relation
to the demands of patients waiting for a transplant. INCUCAI is represented in all
Argentine provinces through 24 jurisdictional bodies that deal with organ ablation
and implant in order to guarantee an equal and transparent access to transplants
for the entire population.
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- The occupational risk system provides coverage to 12.4 million salaried workers,
and is grounded on Law 24,557 from 1995 (SSS, 2010). Workers' Compensation
Insurance Companies are responsible for providing medical coverage to workers. In
order to deal with occupational accidents and deaths, the Workers' Compensation
Superintendence (SRT), a body dependant on the Ministry of Labor, Employment
and Social Security, launched the Program for the Prevention of Occupational
Accidents and Diseases in SMEs (Resolution SRT 1/05), in addition to the
Safe Work for All Program, which had been established at the end of 2000
for companies with more than 50 employees. The SRT has an Occupational
Toxicology Information Center (PREVENTOX) for responding to questions
from all community sectors.
- Basic sanitation is still a pending issue. According to the National Population,
Household and Housing Census of 2001, conducted by the National Statistical
and Census Institute (INDEC), only 47.2% of interviewed households had a
wastewater discharge and sewerage system, 24.2% had a septic tank discharge and
cesspit system, and 27% had a direct discharge to cesspit system or no flushing
system at all. The National Department for Water and Sanitation Activities,
under a delegation of authority from the National Executive Power, has undertaken
large basic sanitation works across the country.
- The National Food Institute authorizes, records, controls and supervises all
foods by means of a food surveillance network. The National Agrifood Health
and Quality Service carries out actions related to food protection in areas of
control of vegetal and animal products, either in primary production, for domestic
consumption or for export. Since 2005, and in coordination with the Healthy
Municipalities and Communities Network (see Chapter 8 for further details),
local development initiatives focused on food production and safety aspects
started to be incorporated. These initiatives work together with programs that
include the involvement of municipalities, provinces and the Nation, and the
active participation of private sectors and the civil society, in conjunction with
government bodies.
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Universality, Integrality And Equity
Service Coverage
Below you will find a summary graphic of the percentage coverage by subsector.
It can be observed that there is a high prevalence of population with social security
coverage on the whole (National and Provincial Social Insurance Programs, and
National Insurance for Retirees and Pensioners), accounting for 46%. In turn, 11%
of the population has coverage through a managed care organization funded by
routing their contributions made to a national social insurance program, while 5%
has coverage through a managed care organization through direct and voluntary
affiliation. Two types of beneficiaries can be identified in the public subsector: on
the one hand, recipients of health state programs and plans (Nacer Plan, Federal
Health Program), accounting for 2%, and beneficiaries of public coverage with no
explicit guarantee, who account for 36%.
Heterogeneity is the main characteristic of National Social Insurance
Programs. Some are very small, with not more than 3,000 beneficiaries, while
others are as large as having more than 1 million beneficiaries. Approximately
70% of beneficiaries are concentrated in about 30 entities, while 45% of National
Social Insurance Programs gather less than 10,000 beneficiaries. Demographic
characteristics by age and sex of the affiliates also vary by institution. Some OSN
almost have no beneficiaries older than 65 years old, while these represent more
than 50% of the total beneficiaries in others. In this sense, it should be noted that
the National Institute of Social Services for Retirees and Pensioners (INSSJP, also
known as PAMI) was created to ensure coverage for the elderly population, with
approximately 4 million affiliates (SSS, February 2011).
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Graphic 1 – Health coverage by segment, Argentina, 2010
11%

5%

2%

36%

46%

Social Security
Managed care organization through social insurance program
Managed care organization through voluntary hiring
State health programs and plans
Public coverage, with no explicit guarantees
Source: National Population, Household and Housing Census, 2010 (INDEC/MECON).

Chart 2 shows the type of coverage, the source of funding, and the entity in charge
of supervising social security programs governed by Law 23,660.
Until mid 1990s, the contributions made by each worker were exclusively
used to fund his/her union's social insurance program. Therefore, coverage
was homogeneous within each social insurance program, but varied among the
different social insurances, depending on the average salary corresponding to each
field of work and on the number of beneficiaries.
The reform started in 1994 allowed affiliates to freely choose any social
insurance program in the system, and this meant shifting away from the institutional
solidarity scheme prevalent until then. Each beneficiary was then able to choose
a social insurance program by reallocating his/her contribution, independently
from the average income of the original National Social Insurance Program (OSN)
or the system as a whole. As a result of the reform, OSNs with a large number of
inactive population and a marked difference in incomes (for example, the social
insurance programs for railway workers, insurance workers or bank clerks) were
left with the beneficiaries who made the lower contributions and with higher
risks of getting sick, and it was almost impossible to continue with this situation
(Torres, 2004). On the other hand, the possibility of providing supplement plans
made OSN coverage increasingly dependable on its affiliates' additional payments,
thus lessening internal solidarity among entities.
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Chart 2 – Social Insurance Programs: service provision coverage, funding and control,
Argentina, 2009
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Fuente: DES, MSAL. * PMO = Programa Médico Obligatorio

As pointed out previously, there are still major differences in service access
and quality depending on the social insurance program to which beneficiaries
are affiliated and their place of residence. Provincial public employees and their
dependents are covered by Provincial Social Insurance Programs (OSPs), which
are not part of an articulate system and, unlike OSNs, they are not regulated by
the Health Service Superintendence; instead, they are part of the Provincial Social
Insurance and Services Council of Argentine Republic. They have 6.3 million
beneficiaries and, in spite of having taken a secondary place to OSNs, their relevance
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has increased due to the decentralization process occurring in the public health
sector. OSPs have become so important in terms of population with coverage and
level of expense that they are the potential backbone for a strategy that articulates
provincial systems with insurances under its umbrella (Medici, 2002).
As mentioned in the previous chapter, the provision of healthcare services to
retirees and pensioners was institutionalized by virtue of Law 19,032 from 1971.
The beneficiaries of the National Insurance for Retirees and Pensioners (PAMI) are
individuals holders of a pension or retirement benefit granted by the Retirement
and Pension Integral System (currently called Argentine Integrated Social Security
System) and the National Social Welfare Regimen, and war veterans, individuals
older than 70 years old and their dependants. Taking into consideration that the
Argentine social welfare system has notably expanded, the PAMI provides coverage
to a high percentage of the country's elderly population.
Social insurance programs created by operation of law are also related to a
specific field of work, but in this case, their main characteristic is that such field
corresponds to a public sector in particular. In this context, this group of social
insurance programs concentrates more than 1 million affiliates, including members
of the Armed Forces, domestic security forces (federal police, gendarmerie, naval
prefecture) and also people who work for the Federal Prison Service, the National
Judiciary or National University professors, and their dependants.
Within the sphere of the National Public Administration, the National
Ministry of Health has incorporated into its structure two programs for providing
explicit guaranteed services to specific population groups: the Federal Health
Program (PROFE) and the Nacer Plan. The Federal Health Program (PROFE)
ensures the compliance of health prevention, promotion and recovery policies, and
that its affiliates (non-contributory pension beneficiaries) have a right to receive
healthcare services in accordance with the provisions of the Mandatory Medical
Program. The objectives of this program include: to pass national health guidelines
and policies to the different jurisdictions, together with the corresponding budget
resource allocations according to the agreements concluded with each; to control,
at a national level, the aspects related the provision of services, and administrative,
accounting and legal matters, through supervision and auditing actions ensuring the
compliance of capitation agreements and the generation of response mechanisms
to settle beneficiaries' claims and/or complaints and suggestions; and to guarantee
the dissemination and promotion of affiliates' rights and obligations. The Nacer
Plan provides explicit health coverage for children under 6 years of age and to
pregnant or post-partum women (up to 45 days after delivery) who do not have a
social insurance.
The private health subsector plays an important role both from the health
and finance perspectives. This type of insurance of voluntary membership first
started in Argentina in the early 20th century, and can be traced back to mutual
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societies of communities based on solidarity or associations by trade or field of
work. The private insurance sector includes very variable healthcare organizations
and plans, but in general terms it can be said that they are targeted at high-income
populations in large cities.
Private carriers or health maintenance organizations may be commercial
companies, profit or non-profit civil associations, foundations, or mutual societies
or cooperatives.
Many health maintenance organizations work as intermediary between social
insurance programs and beneficiaries on which the social insurance programs
delegate healthcare responsibilities. As mentioned earlier, private estimations
indicate that there are between 200 and 250 managed care organizations, with great
geographic concentration in the Autonomous City of Buenos Aires and Greater
Buenos Aires. (EUyGSS, 2010 DEIS/MoH). Currently, each provider negotiates
freely with funders the terms of their hiring and the prices. Given the special
conditions of the private sector offer, with impressive asymmetry in information
and other major market failures, great chances to make extraordinary profits
are thus generated. However, Law 26,682 for the Regulation of Managed Care
Organizations, enacted in 2011, has taken note of such failures and asymmetries
and has ordered and established guidelines for this subsector so that it works more
similarly to social insurance programs.
Healthcare coverage in Argentina is guaranteed by the Mandatory Medical
Program (PMO) that establishes a basket of minimal healthcare services. However,
currently only OSNs and health maintenance organizations are forced to provide
the PMO, while OPSs do so irregularly, depending on provincial legislations. The
rest of the population (without social insurance) has no explicit guarantees (except
for the beneficiaries of the Nacer Plan and the PROFE).
The PMO, approved by Decree 247/96, initially defined a list of supplies and
services targeted at the medical and dental prevention, diagnosis and treatment.
In 2000, MoH's Resolution 939 modified Decree 247/96 and indicated explicit
services to be provided. However, and in spite of claiming to be based on prevention,
priority primary care and evidence-based medicine, none of the services have been
implemented. Decree 486/02 declared the health emergency in all the Argentine
territory, and following this, the Emergency Mandatory Medical Program (PMOE)
was approved. Since then, the requirement for services incorporation is to respect
efficacy criteria related to cost and evidence-based medicine so that social security
resources are effective and efficiently used.
The PMOE is based on primary healthcare principles, which is not only
providing primary care but also, and fundamentally, a strategy for organizing
healthcare services. Therefore, the priority is focused on prevention rather than
on healing actions. The programs in the PMOE include the Maternal and Child
Plan, care provide to newborn infants up to 1 year old, women's cancer prevention
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programs, preventive dental services, and the Sexual Health and Responsible
Parenthood Program.
Secondary care includes medical consultations with officially approved
specialties, diagnostic procedures, rehabilitation treatments, other outpatient
practices (hemodialysis, palliative care, etc.), prostheses and ortheses, hospitalization,
mental health, transfers, medications, and high-cost and low-incidence services.
Gaps between the Population Coverage and Coverage of Services
All provinces and the Autonomous City of Buenos Aires have a wide hospital
and outpatient service network made up of public and private providers and
facilities. The official records from 2009 indicated that, taking into account data
from 2005, the total number of health facilities had increased to 17,845, and the
total number of hospital beds available at a national level was 153,065 (almost
50% in the public sector, and 50% in the private sector) (DEIS, 2010). Within the
private sector, approximately 20% of beds are available for hospitalization, with a
lower average number of beds when compared to public facilities (64 beds in the
public sector vs. 35 in the private sector). Most clinics, hospitals and diagnostic
centers are small- and medium-size profit companies with a high number of
specialized human resources.
All citizens can receive care at public health institutions, but coverage varies
greatly depending on the province (and the provider within each province). Each
province has particular budget restrictions, their own health policies (both local and
regional), different demand profiles depending on specific regulatory frameworks
(in general, they have their own health regulations and labor laws exclusive for
public administration workers).
At the microeconomic level, it could be stated that varied organization
modalities co-exist. To be accurate, decentralization has taken place not through
one but several processes, probably as many as jurisdictions in Argentina, thus
combining different degrees of hospital autonomy and levels of integration into
the healthcare networks. Such diversity has resulted in the lack of a single basic
coverage level guaranteed by public healthcare to all citizens. In addition, location of
each individual within their jurisdiction puts them in a position of differentiation
regarding access to public healthcare provider units.
Public expenditure on health by government level has progressed somewhat
constantly across the three participation levels, with a high prevalence of provincial
expenditure. Provincial health budgets are used for maintaining hospitals, while
the national government provides funds for decentralized bodies and programs.
However, and in spite of the fact that healthcare provision is mostly in the hands of
provincial governments, it does not seem to be considered a priority for provincial
budgets. Except for the Autonomous City of Buenos Aires and for specific reasons,
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none of the jurisdictions has a health expenditure of more than 13% of the total
public expenditure (DAGPyPS, 2010).
Besides provincial disparity, the diversity in public service provision and the
difficulties to establish coordinated systems should be taken into consideration.
An important number of primary healthcare centers depend on municipalities,
especially in the provinces of Buenos Aires, Córdoba and Corrientes with the
highest municipal autonomous levels. In this context, there have been initiatives
and proposals made in several jurisdictions to try and articulate a provincial
healthcare system with municipalities, as in Neuquén and Río Negro. In some cases,
especially those related to how provincial insurances are formed, the proposals
included participation of provincial institutes, in addition to coordination with
the respective governments.
The offer of services can be summarized through the following indicators:
inhabitants per doctor, inhabitants per bed, and the combination of doctors per
bed, all within each province, considering the offer made by public, social security
and private subsectors.
With an initial approach to the system offer, it is surprising how many resources
are available. The number of doctors (5 per 1,000 inhabitants) and beds (4.5 per
inhabitant) is much higher that the worldwide average, and even higher than in
Canada, the United Kingdom and the United States of America (SIISA, 2011).
This seems to be the symptom and consequence of the efficacy problems that
torment the sector. On the one hand, multiple coverage is correlated to an
ineffective use of human resources; on the other hand, the lack of clear guidelines
in the human resource policy of the health sector and the fight over allocations
within the medical profession have resulted in a range of specialties that affect the
adequate use of numerous human resources.
Another characteristic of the organization of the Argentine health system is the
heterogeneity observed in how physical and human resources are allocated in the
provinces. Available data (from the Argentine Health Information Unique System)
show an increasing number of inhabitants per doctor as we focus on the provinces
with the higher human development index (HDI) when compared to provinces
with a lower HDI. A similar observation is made in the number of doctors per bed,
which decreases as we focus on the provinces with a lower relative development.
Such asymmetries are also found in the public expenditure on health per
inhabitant and the proportion of population with no insurance coverage. In the
provinces of Formosa and Chaco, approximately 57% of the population have no
insurance, while this population in the provinces of Santa Cruz and Tierra del
Fuego and in the City of Buenos Aires accounts for 17% and 21.5% (CNPVyH,
2010). In some jurisdictions, coverage depends mostly on public employment,
while in others, the PAMI plays a key role due to the older age of the population
(ECLAC, 2010).
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Population concentration and large geographic extensions lead to extreme
density indicators: although the national average is approximately 13 inhabitants
per square km, the City of Buenos Aires has 13,000 inhabitants by square km, as
opposed to the province of Santa Cruz, with a density of 0.8. The gap between age
groups describes a country with middle or high development, where the population
younger than 14 years old is 28% and almost 10% of the population is older than
85 years old.
A quick comparison of provincial social development shows that provinces
can be grouped in four categories: provinces with high human development
index (HDI2), product per inhabitant, and the best social indicators (for example:
low child mortality rate). This group includes the Autonomous City of Buenos
Aires and the Patagonian provinces (Tierra del Fuego, Santa Cruz, Chubut and
Neuquén), although the latter have a very low population density. Other group
is made up of provinces with a relatively high development: high HDI and social
indicators. This group includes the four provinces responsible for generating
half the Argentine geographic gross product (Buenos Aires, Santa Fe, Córdoba
and Mendoza), together with Río Negro and La Pampa. A third group includes
provinces with a relatively low development: the average product per inhabitant
and social indicators are lower than the national average (La Rioja, San Juan,
Entre Ríos, Tucumán, San Luis, Salta and Catamarca). Lastly, the provinces from
the North also form a group (Corrientes, Santiago del Estero, Chaco, Misiones,
Formosa, and Jujuy) based on their relatively lower development: these have the
worst social and economic indicators.
To sum up, the public health system in Argentina is organized in a complex
scheme that is highly unequal and inequitable among the provinces. The system is
almost exclusively responsible for prevention actions, providing care to individuals
with chronic diseases, infections, burns, requiring psychiatric institutionalization,
etc., and also supports a network of emergency and primary healthcare that
provides coverage across the country. The public subsector concentrates a large
proportion of healthcare resources at the provincial and municipal levels. The
healthcare offer depends on the availability of physical and human resources,
supplies and technology. Among those resources, it is necessary to consider the
impact on offer resulting from professional unions themselves, through "medical
associations," that auto-regulate their practices. These differences in all kinds of
resource availability lead to healthcare gaps and inequalities among the provinces.
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FUNDING

IN HEALTH

According to the latest estimations, Argentina's expenditure in health services
is high when compared to the rest of the region. Such expenditure measured as
percentage of the gross domestic product (GDP) for the year 2009 accounts for
8.6% and 9.4%, as per different private expenditure estimations3, above the average
percentage for Latin America and closer to the average for Europe. In Argentina,
public expenditure includes social security and represents approximately 70% of
the total health expenditure, while the 30% is funded by the families through
out-of-pocket payments. In developed countries, however, family contributions
account, in average, for only 20% of the total expenditure. The need to make
out-of-pocket payments in order to access healthcare or medications is a strong
source of inequity. The largest the contribution of public expenditure is, the more
equal and redistributable health spending will be, while a higher participation of
private payments indicates a lesser degree of system solidarity (Titelman, 2000).
Such duality, present in the Argentine system with an expenditure level as high
as in Europe but with a spending structure similar to Latin American countries
correlates to the duality observed in epidemiological indicators. Measured as years
of potential life lost, Argentina's records show an intermediate value between both
regions. Argentina's average is higher than in the rest of Latin America in terms
of noncommunicable diseases, but at the same time, there is a high proportion of
communicable diseases related to a lower degree of development, in comparison
to Europe. This duality is observed again, and more evidently, when comparing
the causes of death by province groups, thus revealing the challenge faced by the
health system.
However, when considering the expenditure by inhabitant in dollars, Argentina
is in a rather lower level than European countries with less spending, but it is
above the international average, and the highest in Latin America.
Based on this information, the following sections will briefly describe the main
characteristics (including methodological difficulties for making estimations) and
the evolution of expenditure in each sector.
Public Expenditure on Health: Characteristics and Evolution
According to data provided by the Directorate for Analysis of Public
Expenditure and Social Programs (DAGPyPS), a body dependent on the Ministry
of Economy and Public Finance, in 2009 public expenditure on health plus social
security expenditure increased to its current value of $72,164 million. This means
a 34.5% growth from 2008, and a 404.2% growth from 2000. If we consider the
2002-2009 period as sample, a sustained growth has been observed in this type
of expenditure (public + social security), with a specially marked growth in 2008
(36.1%). Data analysis in constant terms shows a growth of 82.5% between the
series ends, with $13,880.8 millions in 2000 and $25,333.8 millions in 2009. The
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consequences of the 2001 financial crisis are clearly reflected in how the series has
evolved constantly, with a reduction of 32.5% in 2002, and reaching the series
minimum values in 2003 with $9,090.9 millions. However, in 2004 the level of
expenditure started to recover, but growth was less marked in current terms due to
devaluation. The highest interannual increase of the series was recorded in 2009,
with 27.7%.
If we consider the public expenditure on health plus social security, in terms
of GDP participation, no great structural changes were observed in social public
expenditure and total public expenditure for the 2000-2009 period. In average,
their participation accounted for 4.8% of the GDP, and 2009 was the year with
the largest participation: 6.2%, while 2003 and 2004 were the least relevant years,
with a participation of 4.3% and 4.2%, respectively.
Public expenditure on health plus social security expenditure make up a highly
relevant portion of social public spending, after social welfare and education. For
the 2000-2009 period, the average of this indicator was 22.6%, with no major
intraperiod changes. Alternatively, health expenditure accounts for 14.6% of total
public spending in average, with the largest participation in 2002 (15.3%) and the
minimum participation in 2007 (13.3%).
If health expenditure (public + social security) is analyzed by government level
and for the same period, the national government has the largest participation,
with an average of 49.7% (including any spending made by the Nation, OSNs
and PAMI). In this structure, the provinces have an average participation of
44% (including any spending made by provincial governments and OSPs), while
municipalities have a participation of 6.3%.
Besides budged allocations made by the MoH to provinces, the MoH
implements national programs articulated in the context of the federal health
policy. Such implementation involves allocating resources, both monetary and inkind (for example, training workshops, medical services, fortified milk, vaccines,
contraceptives, and medications in general). Taking into consideration the amounts
of such allocations for 2009, the more relevant programs were the PROFE (42% of
total funds), the Program for Control of Vaccine-Preventable Diseases (25%), and
the National Program against Human Retrovirus, AIDS and STDs (almost 10%).
However, provinces have an ample participation in the level of health
expenditure given their participation in the sub-function of healthcare. Such
sub-function comprises public health spending made by the national, provincial
and municipal ministries. Thus, provinces have an average participation of 70%,
compared to 15% of healthcare expenditure at a national level; and this data is
explained by the characteristic decentralization of the Argentine health system.
The funds used for financing public expenditure on health, and in relation
to the Public Healthcare component, are obtained both from general income
taxation and international credits.
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Funds for financing National Social Insurance Programs (OSNs) are obtained
from wage taxation, by means of which workers contribute 3% of their salaries and
employers contribute 6% of their employees' salaries. Of the total income made by
social insurance programs, the Federal Tax Administration withholds a percentage
derived to a Compensation Solidarity Fund. This fund works by redistributing the
contributions made by affiliates with lower incomes and financing a limited set
of services and medical supplies required for treating catastrophic diseases, and is
managed by the Special Program Administration.
The funds for the National Institute of Social Services for Retirees and
Pensioners (INSSJP) are obtained from different sources: contributions of active
workers, equal to 5% of the wage: 3% personal contribution and 2% employer's
contribution; the contribution from the inactive population, ranging from 6% to
3% of their income, and a contribution of the National Treasury.
Private Expenditure on Health: Characteristics and Evolution
If we consider the usual definition, private health expenditure is that based on
healthcare goods and services by families (household spending), companies and
non-profit institutions, and this should include three categories for analysis:
• Household expenditure includes direct spending in healthcare goods and
services, and indirect spending for the payment of voluntary membership fees to
some sort of insurance scheme.
• Corporate expenditure is implemented through the provision of funds for
occupational medicine services and voluntary insurance for their employees.
• Non-profit institutions' expenditure refers to any payment made for healthcare
goods or services transferred by these institutions to households without
consideration.

Primary information on private health expenditure as a whole in Argentina is
fragmented, is not consolidated in a health account system, and to date there are
three surveys with information on household expenditure available. The National
Household Expense Survey (ENGH 2004/2005), conducted by the INDEC, and
the Healthcare Use and Expenditure Surveys (EUGSS 2004/2005 and EUGSS
2010), both carried out by the MoH and the University of Buenos Aires.
Based on EUGSS data, the Health Economics Directorate has performed
an analysis of total private health expenditure by households, and preliminary
estimations indicate that the total average expenditure in health for 2010 was
$91.8 per month. Although such spending level represents an increase in current
values from that recorded in 2005, if measured as household income percentage,
such level is 15% lower. While total health expenditure in 2005 for average
households accounted for 13.5% of the income, in 2010 this meant only 11.4%.
Such reduction in health expenditure in terms of household income was observed
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in the entire population, but it was more marked in middle and low income
distribution quintiles. In this sense, for the 2005-2010 period, the middle quintile
had a reduction of almost 36%, followed by the second quintile with a reduction
of 35%, and the poorest quintile with a decrease of almost 28%.
Drug expenditure represented 44% of total expenditure in 2010, being the
item with the highest regression of all recorded categories. However, and according
to what has been stated above, there has been an important reduction in drug
expenditure measured as percentage of income in the last years. Except for the
richest quintile, where a small increase has been observed, all quintiles had a
reduction of drug expenditure when taken as income percentage for the period.
Similarly, expenditure as income percentage between 2005 and 2010 decreased in
all categories of spending, both for average population and by income quintile,
except for expenditure in treatments, tests and hospitalizations in the lowest
quintiles, and for drug expenditure in the fifth quintile, where a small increase was
observed. Such reductions indicate a relative improvement from 2005. However,
at a general level and considering that direct out-of-pocket payments are a less
effective and less fair manner of funding health that may lead to household
impoverishment, Argentina still holds one of the heaviest burdens of out-of-pocket
expenditure, as evidenced with a sample of 12 countries from Latina America and
the Caribbean (ECLAC, 2008).

MACROMANAGEMENT
Consecutive structural and organization transformations suffered by the
MoH over the past 30 years include: a formal modification of its mission and
function, delegation of bodies and responsibilities to the provinces, integration or
elimination of areas and activities at a national level. The Ministry of Health used
to include Social Welfare and Environment in its structure and functions, together
with its own assistance services and national vertical programs that provided
coverage across the country. In 2004, the MoH started to recover its function
of stewardship mainly through the strengthening of the Federal Health Council
and the development of plans and programs with a wide coverage in provinces
and municipalities. However, these plans and programs require integration and
articulation, first with the MoH and then with provincial authorities, with their
own plans and programs.
In this context, the MoH together with the Pan American Health Organization
(MSALOPS, 2009) assessed how its stewardship functions developed, and results
are described below.
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Stewardship
Guidance: The priority process for intervention in health promotion,
participation and social control of healthcare at all sublevels includes: i) public
health policy design and promotion; ii) encouraging an active participation of civil
society in problem identification; iii) planning and implementing health actions;
and iv) promoting intersectorial coordination. Such priority process also includes
secondary processes related to guiding, harmonizing and mobilizing actors and
resources, and formulating health strategies, policies, plans and programs, focusing
especially on their internal structure, preparation, dissemination, monitoring and
evaluation.
Regulation: Regulation priorities include the extent of influence on
environment regulation; having norms that are complete, updated and relevant
for environmental risk protection; supervision on part of the MoH regarding
compliance with environmental norms with incidence on health; and coordination
and collaboration with environmental authorities with the purpose of reducing
health risk factors. Secondary priorities include intervention in the context
framework and providing legal support regarding the MoH's regulatory functions,
with special emphasis on trained human resources and the necessary infrastructure
and autonomy.
Funding: The priority process in this dimension refers to surveillance of the
sector's funding process, including the MoH's capacity to enforce regulations and
conduct a rigorous and systematic surveillance of the sector's funding process.
Secondary priorities include the fund redistribution process for making up for
market asymmetries, necessary for redistributing funds between insurances and
the different regional levels.
Assurance: Priorities include defining the populations and territories to be
covered by the mechanisms that guarantee a certain set of services, with emphasis
on the National Health Authority's function regarding the protection of the users'
rights and their dissemination. Secondly, it is necessary to define a set of priority
services and informing all beneficiaries about which goods and services they have
a right to according to a healthcare guaranteed plan.
Harmonization of service provision: The priority here is to work as mediator
between payers, providers and beneficiaries so as to ensure beneficiaries' protection
through a formal process established to this end, and to draft healthcare objectives
and sector policies regarding this issue. Secondary priorities refer to the institutional
capacity for supervising and monitoring national and regional healthcare services,
specifically in relation to defining the characteristics of the healthcare workforce.
Although the MoH plays its role at the level of the National State and is
responsible for planning and coordination actions with provincial health authorities,
for actions aimed at implementing a federal health system, and for the articulation
and supplementation of state/provincial healthcare services, social security and the
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private sector, the MoH's guidelines are merely indicative because each province is
autonomous in terms of healthcare and service provision.
In this context, the experience with the Nacer Plan, the Remediar+Redes
Program, or the PROFE is particularly interesting because they gave place for the
first time to the delegation of national resources (monetary and in-kind) on the
provinces according to a new schedule of incentives for compliance with shared
health goals.
Similarly, in the sphere of social security, attention should be drawn to the
Special Program Administration, which deals with funding the costs related
to catastrophic diseases; and the modifications made to the Redistribution
Solidarity Fund implemented by Decree 1,901/2006, which establishes that a
specific percentage of collections be redistributed to OSNs according to age and
gender variables and depending on medical risk criteria (risk-adjusted scheme by
beneficiary), thus ensuring that social security institutions receive a minimum
monthly payment by beneficiary that allows them to provide the services guaranteed
by the PMO.
Formulation of Health Policies and Plans
According to Ministerial Law 26,338 from 2007, the MoH's main functions
can be grouped in the following lines of intervention:
• To lead health guidance within a participative, federal and equitable system. This
is achieved through the Federal Health Council (COFESA), established as the
principal scaffold for the political analysis of the health situation, and for the
development of policies based on national and provincial proposals.
• To lead the development and strengthening of individual-based services
regulation and provision. The MoH makes proposals agreed upon with the
COFESA regarding the organization and management of healthcare guidelines
regarding individuals' needs and expectations, and ensuring the best results with
equity and universal coverage. The MoH and the decentralized bodies agree upon
the provision of public health services and care. The MoH promotes the control
of services, drugs, supplies and food quality.
• To integrate the programs offered according to life cycles and progressing towards
a universal coverage. The MoH states the rights of individuals to receive a
minimum level of service quality and coverage related to healthcare priorities. It
also defines health actions, not as programs themselves but as service packages as
per age, thus integrating programs. In addition, the MoH recognizes the different
characteristics of the populations whose right to health has to be met and is in
charge of generating services based on sex, gender, cultural belonging, and any
other variable that is a health determinant and requires attention.
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• To develop policy planning, generation and evaluation capacities, and to
promote them in all health jurisdictions. The MoH is the leader of health policy
formulation and monitoring their execution. It also designs policies and goals
based on scientific evidence, technical and financial feasibility, and political
viability. The MoH plays the role of health stewardship in a federal country,
and such functions are strategically relevant because medium- and long-term
proposals are essential for health guidance. The MoH provides support to the
jurisdictions so that they can develop such capacities.
• To define health human resource policies and to support their development
in all jurisdictions. The MoH stresses policy formulation and human resource
planning, and strengthens the lines of work that are more developed, with the
provision of resident grants, special training programs, and system regulation, in
addition to supporting jurisdictions in this regard. This requires a great ability
to relate to trainers and generate its own capacity to adapt staff knowledge and
attitudes to health priorities and care and management models.
• To exercise advocacy and organize actions related to health determinants before
other sectors. The MoH maintains political-technical institutional relations with
the three powers of the State, governors and intendants, and the civil society
in order to make effective the claim made to the society in relation to health
determinants, whose modification is not part of the MoH's responsibilities.
• To ensure an effective management of institutional resources, which are organized
according to health policy definitions. The MoH ensures compliance with the
legal norms established by ministerial actions regarding administration, budget,
staff, accountability and finance. It also promotes updating legal norms and
institutional organization, including information technology, in order to make
global management more effective.

Powers of Spheres of Government and Interinstitutional
Coordination
The attributions, responsibilities and functioning of the different government
levels in the health system were mentioned in previous sections. This section
will focus on the Federal Health Council (COFESA) as the interinstitutional
coordination framework with the highest relevance in the health system.
The COFESA was created in January 1981 by virtue of Decree 22,373 and is
made up of all Provincial Ministries of Health. Since 1981 it has become a formal
field where Argentine health authorities gather and articulate. It has never been
modified or regulated by any other norm. The decree whereby the COFESA was
created establishes a minimum of two ordinary meetings every year, on a date and
place to be agreed upon in the previous meeting. The National Ministry of Health
is responsible for calling to such meetings and informing the meeting agenda,
which has to be previously discussed by the members of COFESA. In addition,
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as required in the norm, extraordinary meetings can be convened by the Chair or
requested by at least five jurisdictions with representation in the COFESA, also
indicating the agenda. Besides, COFESA members can form special committees
for studying specific matters. To this end, the Chair has to be notified and receive
updates regarding study conduct and results. Conclusions have to be made through
recommendations or reports, which have to be adequately recorded and notified
in a timely manner. Also, as established by law, an annual activity report has to
be submitted every year, attaching a copy of the recommendations and reports
indicated before.
In practice, however, since its creation to 2001 the COFESA rarely had any
incidence on provincial or national health decisions. In the first two decades
of the COFESA, it was active only for short periods. Such tendency was more
predominant in 2000-2001, when the council was almost completely dismantled.
Notwithstanding, in 2002 the COFESA established as a significant player and
gained unprecedented influence. Thanks to the administration of the then Minister
of Health, Dr. Ginés González García, in January 2002 the COFESA took center
stage and became influential. Meetings were held regularly and dealt with nationally
relevant matters, with a strict follow-up. Not only the operational dynamics of
the COFESA has progressed, concrete sector policies have also been formulated.
Important decisions have been made and the National Government has been able
to respond to the claims made by the provinces and the Autonomous City of
Buenos Aires. For their part, the implementation of federal health agreements
in 2004 has validated the Federal Health Plan 2004-2007, which has also been a
major advance towards intergovernmental commitment and establishing federal
goals.
In 2008, and as a result of the COFESA's success in the past years, national
and provincial law-makers who were part of health commissions created the
Federal Health Law Council (COFELESA). The objective of the COFELESA
is to implement a legal framework for health matters aimed at making national
and jurisdictional laws compatible, whether present or future, in order to achieve
an equitable right of access to health for all of Argentina's inhabitants. In the
framework of regulatory health policies, the main functions of COFELESA are as
follows:
• To promote coordinated actions in terms of health laws.
• To make recommendations on courses of action.
• To identify priority health matters across Argentina, especially those that require
urgent attention by the National Congress, and provincial and Buenos Aires
legislatures.
• To define interpretation criteria regarding national health laws.
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• To propose a legal framework aimed at carrying out and improving authorization,
certification and classification processes for health facilities.
• To assess compliance with current health laws.
• To promote the integration of a federal health law together with the National
Ministry of Health.
• To publish and keep record of all the conclusions made after holding meetings.

The members of the COFELESA should meet at least once every two months,
and the Chair can call extraordinary meetings if warranted by the situation and
the items in the agenda. Also, the COFELESA should invite representatives from
state bodies, private entities and any other renowned personality or individuals
with competence in the field of health.
In 2008, and in accordance with the objectives of the COFESA, the Buenos
Aires Provincial Health Council was created. This institution helps to formulate
health policies, plans and strategies around a strategic focus on interjurisdictional
and intersectorial agreement and consensus so that an improvement in the quality
of life of all the inhabitants of the province of Buenos Aires is attained, in the
framework of provincial, national and international health norms and based on
achievements in terms of equity, accessibility, technical efficiency, and effective
results in health promotion, prevention, recovery and rehabilitation.

Health Surveillance
If health surveillance is understood as the process of collecting, recording,
analyzing and disseminating relevant information on certain facts related to the
health status of populations previously defined as subject of surveillance in a
systematic, continuous and timely manner, the main objective of health surveillance
is to provide the necessary information, implement activities, and assessing the
results of actions aimed at improving the population's health status.
Health surveillance is an essential function of public health used for obtaining
updated and timely information related the health-disease and care process. It is
made up of different analysis categories: sociodemographics (structure, dynamics
and socioeconomic determinants), epidemiology (continuous and systematic
observation of disease occurrence and distribution, selected protection and
risk factors), and health (health system characteristics and performance, policy
evolution and health programs). The purpose of health surveillance is to provide
information that helps necessary decision-making towards control and prevention,
program assessment, and health communication.
This way, health surveillance helps to establish information networks for
compiling, analyzing and interpreting specific data on the health-disease and action
process in a systematic and continuous manner. At the same time, intervention
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results are studied to be for planning, managing, implementing and assessing
public health practices and programs.
Epidemiological Surveillance
In Argentina, Law 15,465, Statutory regimen of mandatory notifiable diseases,
was enacted in 1960 and regulated four years later. According to this law, the
following parties are obliged to make notifications: a) the doctor who provides or
has provided care to a diseased person or a disease carrier or who has recognized
such person or his/her corpse; b) the veterinary doctor who provides in the same
circumstance with animals; c) the lab technician and the pathologist who perform
tests that confirm or suspect a mandatory notifiable disease. This legal framework
covers all doctors, independently from the subsector where they work. Based on
this law and on periodic updates (latest update: Resolution 1,715/07), it has been
established which events are to be supervised with different surveillance strategies,
modalities and notification periods.
In the past years, the MoH has promoted health surveillance through the
implementation of the National Health Surveillance System (SNVS). This system
incorporates surveillance strategies in clinical and laboratory settings, sentinel
units and specific programs with an online platform that is available for different
decision-making sectors. This virtual network is composed of authorized users
from across Argentina and allows to make notifications of different events, and to
make a systematic and quick analysis of available information.
The epidemiological surveillance component is intended to provide followup of certain selected events at a population or specific group level for an early
intervention related to control and prevention.
The SNVS is structured in nodes, which are facilities where surveillance data
is entered, consolidated, systematized, analyzed and disseminated. Although not
all nodes make a periodic analysis and dissemination of information, there has
been an increase in the number of nodes that do, and such feedback allows for an
improved data quality.
The SNVS receives notifications from different facilities: health facilities,
health posts, hospitals, private centers and health service sites, laboratories, school
organizations, municipalities and NGOs; in all the different jurisdictional levels:
regional, provincial and national. Each node receives information directly from
health teams or provided by other facilities participating in the healthcare network.
Different strategies are applied for the surveillance of acute respiratory
infections in Argentina. Influenza-like illness (ILI), also known as flu or flu-like
syndrome, pneumonia (treated as outpatient or hospitalized), and bronchiolitis
in infants younger than two years old, all are mandatory notification events by
public, private and social security health providers. In addition, and as part of the
International Health Regulations (IHR), internationally relevant events related to
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respiratory infections, i.e. severe acute respiratory syndrome or a new virus subtype
human influenza, are also notified in Argentina. Notifiable events account for
3-8% of consultations made at healthcare facilities (MoH). Currently, 91 events
require to be reported at the different surveillance levels.
The clinical surveillance strategy implies a systematic collection of cases
recorded by doctors at the different health facilities in a template known as “C2
consolidated form,” which also includes data from the emergency department and
information of hospitalized patients. This C2 form records events in two different
ways: on the one side, cases grouped by age (events with a high incidence and that
require collective control actions, such a diarrhea, ILI, accidents); on the other
side, individual cases, recording minimum data (age, gender, place of residence,
etc.) of events that require individual control actions and that generally occur in
a lower number. The information collected in the “C2” consolidated form or
sheet is entered into the system at the different C2 module nodes of the SNVS.
This allows to know the magnitude of the problems recorded and notified by the
different providers at a local, provincial and national level. The system has achieved
different degrees of development in terms of sensitivity, opportunity and coverage.
Really high coverage indicators have been observed in the public subsector, with
an adequate level of sensitivity and opportunity that improves with time.
In the past 10 years, notification almost doubled, from 2,416,964 cases of all
pathologies notified in 2000 to 4,800,111 cases notified in 2010. Such increase
in notification responds to diverse and varied reasons, and while the number of
notified cases does not necessarily correlate to the system's general improvement,
such elevation is certainly the result of the progressive strengthening of epidemiology
in general, and of surveillance in particular, over the past decade. Below we describe
some of the most relevant turning points, in a chronological order, that have led
to this strengthening. Since 2007, the Laboratory Surveillance Module (SIVILA)
was first implemented officially across the country. Slowly, different virological
laboratories were incorporated to the notification of studied patients and results
obtained are reported weekly. In 2009, more than 70 laboratories of all Argentina
notified cases of respiratory virus to the SIVILA.
On the other side, during the influenza A (H1N1) pandemics, a surveillance
strategy was defined by laboratory for all cases suspected of H1N1. This strategy was
used as a platform for notification and virtual reference and counter-reference of
samples and results between the different levels of the SIVILA-SNVS. Up to date,
and since the pandemic began, almost 30,000 notification forms were submitted
to the SIVILA, which included data on time, place, individual and lab result in
real time, and this allowed to take preventive and control actions in a timely and
localized manner.
It should be noted that since 1985 there are in Argentina three laboratories
considered National Influenza Centers. These are the Infectious Diseases Institute,
and the laboratory located at the Epidemiology National Institute (INE Jara), both
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in the sphere of the National Administration of Laboratories and Health Institutes
(ANLIS Dr. Carlos Malbrán); and the Vanella Institute of the Córdoba University.
All three are renowned members of the global tool for influenza virological
surveillance promoted by the World Health Organization (FluNet).
Strengthening the surveillance system involves improving the system's
timeliness, periodicity, quality and coverage. In terms of timeliness, in 2009 the
delay of notification to the SNVS by each of these Argentine institutes was a median
of 3 epidemiological weeks (EW). In terms of periodicity, which is measured by the
median periodicity of notification to the SNVS by each of these institutes, for
2009 it was 85% EW.
In terms of SNVS coverage, figures indicate a 70% coverage in the public and
social security sectors (5,900 cases notified out of 7,700 in total), while it is only of
6% in the private field (400 cases notified out of 7,200 in total).
In addition, over time, significant different have been observed between
provinces in terms of information timeliness and periodicity. For example, some
jurisdictions had zero weeks of delay and 100% of periodicity, while others had
more than six weeks of delay and 80% of periodicity (MoH, 2010).
A similar diagnosis can be made in terms of data quality based on the
assessments. Data obtained is variable and slightly uniform across the country.
Differences between the institutes were common, depending on their dynamics,
training and supervision of human resources involved in the data generation
process, a key element in the entire process.
For this reason, differences were found in data validity and representativeness,
in addition to the problem with notification coverage, mainly because of the private
and social security sectors' minimum participation, both in clinical and laboratory
surveillance. It should be noted that the level of development achieved by the
SNVS vary from one jurisdiction to the other and also within each jurisdiction.
Such heterogeneity and the need to improve the system have led us to propose a
review of the system, with particular emphasis on acute respiratory diseases given
the current epidemiological context. Such review can be conducted by assessing
“nodes” and selecting the system's qualitative and quantitative attributes.
Surveillance of Noncommunicable Diseases
In the 1950s, surveillance was first used to describe the trends of certain
infectious diseases among the population. Since the 1970s, surveillance
techniques were extended to other aspects related to diseases, including some
noncommunicable diseases (NCDs) that were not part of surveillance until then,
such as cancer, cardiovascular diseases, or congenital malformations. In Argentina,
as in many other Latin American countries, the SNVS was fundamentally designed
to cover communicable diseases.
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Even though communicable diseases, and specifically emerging and reemerging diseases such as dengue fever, tuberculosis, hepatitis, hemolytic uremic
syndrome, nosocomial infections, or HIV infection, continue to be a major issue,
chronic diseases have climbed positions in Argentina's mortality statistics.
NCDs cause more than 60% of deaths in Argentina (DEIS, 2010). NCDs are
the main cause of death and also the most significant motive for years of potential
life lost. At the same time, NCDs are associated with a significant burden of disease
and the need to use health resources. The highest increase in NCDs will occur in the
following years in developing countries. For 2020, it is expected that approximately
75% of all deaths will be caused by NCDs (WHO, 2005).
As a result, the WHO launched the Action plan for the global strategy for
the prevention and control of noncommunicable diseases at the World Health
Assembly of 2008. Such plan developed recommendations for governments and
the civil society on how to deal with the rapid growth of NCD burden and its
impact on poverty and the economic development of low- and middle-income
countries.
The plan's main objectives include:
• To raise the priority accorded to NCDs at a national level, and to integrate
prevention and control of such diseases into health policies
• To establish and strengthen national policies and programs for the prevention
and control of NCDs
• To promote interventions to reduce the main shared modifiable risk factors
for NCDs: tobacco use, unhealthy diets, physical inactivity and harmful use of
alcohol
• To promote research for the prevention and control of NCDs
• To promote partnerships for the prevention and control of NCDs
• To monitor NCDs and their determinants and evaluate progress at the global,
national and local levels

Thus, taking into consideration the relevance of NCDs in Argentina, the
National Strategy for the Prevention and Control of Noncommunicable Diseases
and the Healthy Argentina National Plan were established in 2009 by virtue of the
MoH's Resolution 1083/09. In order to reduce the burden of these diseases and
their modifiable risk factors, health policies have been developed in relation to
healthy diets, the promotion of physical activity, and tobacco control.
The Healthy Argentina National Plan depends on the Undersecretariat of
Risk Prevention and Control, and comprises three initiatives or programs: the
National Tobacco Control Program, the National Healthy Diet Program, and the
Argentina Camina National Program.
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At the same time, as part of these actions and in order to consolidate and
organize a National Health Surveillance System for NCDs, monitor the most
important NCDs and their risk factors, and guarantee the use of surveillance in
the decision-making and evaluation process for the prevention and control of
NCDs at a national and provincial level, the Health Prevention and Protection
Department, which depends on the Undersecretariat of Risk Prevention and
Control, has assumed the collection and coordination of such information, with
the help and assistance of other areas of the MoH, the national, provincial and
municipal government, scientific associations, and NGOs.
In this sense, the priority of the SNVS for NCDs is to obtain information on
risk factor distribution and trends, since a small number of these account for most
morbidity and mortality rates.
For example, population pyramids, morbidity (hospital discharges), and
mortality (cardiovascular disease, cancer, injuries) tables are prepared based on
the data obtained by the National Statistical and Census Institute and the Health
Statistics and Information Department. In addition, comparison tables are used
to contrast the data from the National Risk Factor Surveys of 2005 and 2009,
and from the National Health and Nutrition Survey to assess how NCD risk
factors have evolved. In order to assess the existing capacity of the provinces to
deal with the NCD epidemics, information is collected from each jurisdiction's
representative using tools adapted from the WHO's proposed methodology, and
this includes data on the following: infrastructure destined to prevention and
control of NCDs within the ministry's structure, policies, strategies, action plans,
programs, and capacity of the health system for the prevention, early detection and
treatment of NCDs.
Sanitary Surveillance
The National Administration of Drugs, Food and Medical Technology
(ANMAT) is a national body created in 1992 by virtue of Decree 1,490/92 and is
responsible for ensuring the quality of the following: drugs, food, medical products,
diagnostic reagents, cosmetics, dietary supplements, and household products. The
ANMAT is technically and scientifically dependant on the norms and guidelines
established by the Secretariat of Policies, Regulation and Institutes of the MoH
and it acts in a financially independent manner thanks to the allocations made by
the National Budget and the extraordinary contributions made by the National
Treasury, specifically those obtained from taxes and tariffs applied as per the
adopted decisions.
In this context, ANMAT's main objective is: “…to ensure that food, drugs and
medical devices made available for the population are effective (compliance of
their therapeutic, nutritional or diagnostic purpose), safe (high benefit-risk ratio),
and of quality (meeting the population needs and expectations)….”
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Pharmacovigilance

Approximately 30 years ago, European and North American countries started
national reporting programs regarding adverse drug reactions after the facts taking
place in the 1960s demonstrated that drug research required a review.
In Argentina, between 1970 and 1975, some specific programs were
implemented for the spontaneous search of adverse reactions with the joint
collaboration of the Children's Hospital Ricardo Gutiérrez poisoning center and
the then Pharmacology and Bromatology Institute, now called National Drug
Institute. Following this first experience in this field, other groups also attended
to this matter; however, isolated efforts promoted by single individuals and/or
task forces were not enough to achieve a national organization due to the lack of a
concrete pharmacovigilance system.
Finally, in September 1993, the National Pharmacovigilance System (SNFVG)
was created through Resolution 706/93 of the former Ministry of Health and Social
Welfare. This resolution establishes that “pharmacovigilance is an indispensable
tool for the control and supervision of drugs, allowing to make an early detection
of adverse and/or unexpected drug reactions during their marketing experience,
and also helping to find therapeutic response failures due to quality deficiencies.”
The National Pharmacovigilance System (SNFVG) was created in order to
provide scientific information for the rational use of drugs, allowing authorities
to implement, among others, actions such as the modification of package inserts,
dosage adjustments, sales conditions, restrictions of use, or even recalls. In these
cases, any decision made should be based on solid scientific foundations and a joint
responsibility criterion shared by the central government and the manufacturers.
The Pharmacovigilance Department (PD) of the National Administration
of Drugs, Food and Medical Technology (ANMAT) receives, through its Drug
Information Service, all the material submitted by different sectors. The internal
sector is made up of the various ANMAT's departments, which usually issue
consultations regarding drug adverse reactions. The external sector provides
notifications on adverse reaction and/or suspected cases of lack of efficacy or
safety regarding marketed drugs, vaccines, blood products, etc. The different
collaborators can be grouped as follows. Peripheral notifiers are those who, due
to their experience in the field, subscribe to ANMAT (hospitals, pharmacology
chairs, etc.). There are currently 66 peripheral notifiers in the country. Particular
notifiers are those health team members (doctors, pharmacists, nurses, dietitians,
dentists, physiotherapists, etc.) who work at hospitals, clinics, chairs, private
practices, private pharmacies, dental practices, etc. and report their findings
regarding an adverse reaction directly to the PD, thus helping to increase the
national database. Drug users are those patients who send their reports to the
PD either individually or through consumer associations, with most reports
regarding suspicions of lack of efficacy and altered medications). Finally, notifiers
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include pharmaceutical companies: by virtue of Decisions 3870/99 and 2438/00,
pharmaceutical companies are made part of the SNFVG, and they are forced to
notify serious, non-serious or unexpected adverse drug reactions, as long as they
occur in Argentina.
All the material collected from these sources of information is processed by the PD,
and later disseminated in ANMAT's Bulletin. Following the submission of any notice,
the PD analyzes the information using pharmaco-epidemiological methods, sends the
results to ANMAT's authorities and peripheral healthcare providers, and generates
the information to be published in the Professional's Bulletin, which is distributed to
peripheral healthcare providers and health team members.
In 1994 the SNFVG was accepted by the WHO's Uppsala Monitoring Centre
as member country. In turn, the PD regularly sends drug adverse reaction notices
generated in Argentina to the headquarters of the UMC at Sweden.
Lastly, it is worth mentioning that the SNFVG is also part of the National
Health Inspection Network for Human Health Products. This network was
established as a work collaboration between the national, provincial and municipal
governments and is targeted at strengthening the state's inspection system and
generating interjurisdictional articulation processes for taking actions tending to
comply with the regulations regarding human health products.
Technovigilance

Technovigilance is a set of procedures for gathering information regarding
adverse reactions and quality deficiency in relation to medical products which were
not included in safety and efficacy pre-approval evaluations for the purpose of
implementing the relevant corrective actions.
Decision 8054/10 of ANMAT has created the Technovigilance Program within
the sphere of the Medical Technology Department, and its objective is to gather,
evaluate and organize information regarding medical product adverse reactions
following their approval and during their marketing experience. This programs
allows to implement health alerts and administrative measures for regulation and
control. This way, any notice referring to adverse reactions or quality deficiency is
received, read and reviewed. Notices are entered into a database and continuously
monitored so as to determine any trend, and they are all investigated, except for:
companies unauthorized to work, with unregistered products, or with no legal
registration. In these cases, investigation is in the hands of the National Illegal
Product Search Program.
In addition to this policy, a novel drug control and follow-up system started
operating in 2011. This tracking system is designed so that every company or entity
participating in the distribution and delivery chain of medicinal specialties has to
generate a single code per product, which are entered in ANMAT's database. This
tracking system allows to prevent health risks that may be caused by illegal drug
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products, thus discouraging medication theft and smuggling and keeping users
safe. For the first stage, the system has been applied on 200 marketed products
manufactured based on 88 active ingredients known as “high cost and low
incidence ingredients” and destined for treating complex conditions, including
cancer, HIV/AIDS, hemophilia, rheumatoid arthritis, cystic fibrosis, asthma that
requires specific treatments, acromegaly, wet macular degeneration, and anemia
associated to chronic kidney failure. The system is also applied to products for
treating chronic hepatitis, autoimmune disorders, multiple sclerosis, pulmonary
hypertension, myelodysplastic syndrome, and certain cases of osteoporosis.
The main purpose of investigating notifications made in association with
medical products is to verify the causality between the product and the adverse
reaction in order to prevent or minimize any health damage in the population
exposed to such product. Decision 8054/10 also established the creation of the
Technovigilance Advisory Committee, where the deans and/or representatives
of the schools of medicine, pharmacy and biochemistry, engineering, and
dentistry of the University of Buenos Aires, the chairs of the Argentine Society of
Doctors, the Argentine Medical Confederation, the National Medicine Academy,
and professionals with a renowned experience in the scientific field are invited
to participate. This Technovigilance Advisory Committee is involved in the
investigation of notifications. If the investigation results indicate that a product was
the cause of an adverse reaction, the Technovigilance Program takes all necessary
measures: to establish modifications in the product's registry, labeling, instructions
for use, or product manual, to interrupt the product's manufacture and/or import,
and marketing, and even remove the product's registry, in order to prevent, reduce
and eliminate any health risk.
Food Surveillance

The National Food Institute (INAL) is the authority responsible for supervising
food products and responding to claims and complaints about such products.
The INAL makes recommendations and issues health alerts in situations of
risk caused by dangerous or potentially dangerous products or procedures. Based
on this information, the INAL takes actions aimed at: early identifying foods that
do not meet the Argentine Food Code requirements; recalling contaminated
products; correcting any malpractice that takes place at food manufacture plants
and at homes; taking actions for the prevention and control of food borne diseases;
and evaluating the effectiveness of food programs and norms.
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Environmental Surveillance in Health
In Argentina, there are 21 Toxicology Information, Guidance and Assistance
Centers that depend on the National Poisoning Prevention and Control Program.
Most of these centers are located in the richest provinces, and they provide guidance
on pesticide poisoning and also on potentially toxic drugs, chemical products
and substances. In association with this program works the Argentine Toxicology
Network which groups different scientific associations, government bodies, and
specialized labs, and is supported by the health and environment online library.
Below we briefly describe the main aspects related to regulation and surveillance
policies regarding air, water, and soil quality
Air Quality

Law 20,284 from 1973 has historically established air quality norms and alert,
warning and emergency values. Provinces either adhere to this law or establish their
own maximum emission levels depending on the type of stationary source. Some
municipalities in the large cities have regulated the aspects related to stationary and
mobile sources locally, so as to improve air quality. This law was never regulated, so
its application is both relative and barely operational.
In turn, Law 24,051 of Hazardous Waste was enacted in 1992 and establishes
the standards for gas emissions from stationary sources, and hazardous substance
guide levels (for a 30 minute monitoring); while Decree 875/94 of Supplemental
Norms of the National Transit and Transportation Regulations establishes
emission limit values and assay and measurement methods.
In this period, the MoH made an important development in air quality
management, planning and assessment, and also in human resource training. These
activities were carried out from 1972 to 1982 between the National Government
and the provinces of Santa Fe, Buenos Aires, Tucumán, Córdoba, Mendoza, Jujuy
and the Autonomous City of Buenos Aires (CABA), and were articulated through
an Air Quality Evaluation and Control Program, part of the Pan American Network
for Normalized Sampling of Air Pollution (RED/PANAIRE/CEPIS/PAHO).
Since 1987, Argentina decided to become part of the Environment Surveillance
System, the GEMS-AIR project (PAHO/WHO), with the coordination of the
former National Environment Quality Department. The members of this network
included the provinces of Buenos Aires, Córdoba, Jujuy, Mendoza, Santa Fe,
Tucumán, and Chubut, and the National Environment Quality Department.
Some of the stations functioning in the framework of the GEMS-AIR project were
closed. However, new stations have been installed, and these depend on the same
provincial institutions or municipal bodies that became part of the Air Quality
and Health National Network between 1994 and 1997.
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For example, in the CABA, Law 1,356 of Air Pollution establishes the
organization of air quality standards and a mandatory continuous monitoring.
Currently, the CABA monitors and controls stationary and mobile sources of air
pollutants.
Argentina is also part of the Stockholm Convention on Persistent Organic
Pollutants, which is put into practice in all participant countries through the
National Implementation Plan by means of the Environment and Sustainable
Development Secretariat. In 2004, the National Inventory of Dioxin and Furan
Sources was published and used for identifying emission factors as per the activities
and sources generating these toxic agents, while in 2002, Law 25,670 of Minimum
Budgets for Eliminating and Managing Persistent Organic Pollutants was enacted
with the purpose of reaching their complete elimination by 2010.
In 2003, the province of Santiago del Estero established the removal of an
organochlorine pesticide (mostly hexachlorocyclohexane) clandestine burial
ground, the largest one found in Argentina to date. The pesticides had been buried
in 1990, and 200 metric tons of residue were removed, treated and disposed of.
The National Government, the Argentine Society of Pediatrics, the Argentine
Toxicology Network, the Government of the Autonomous City of Buenos Aires,
and the Argentine Society of Doctors for the Environment are some of the institutes
that have made relevant efforts in relation to environmental health since 2003. A
coordinating children's environmental health unit was created within the National
Maternal and Child Health Department of the MoH. This unit is made up of
representative of the Health Promotion and Protection Department and the then
Environment Secretariat, who drew up the children's environmental health profile
and developed the guidelines of the National Children's Environmental Health
Program. For its part, the objectives of the Argentine Children's Health (SANA)
project include the protection of children's health based on the identification of
environmental threats during childhood. SANA's main results were published
in 2007 and constitute the first step towards developing a continuous collection,
analysis and communication of data on children's health, conducting research and
implementing community interventions.
This way, the Health Promotion and Protection Department has underscored,
through the Environmental Health Department, the importance of revitalizing
this issue from a perspective focused on risks and with a fundamentally preventive
intention. However, the basic information required for assessing the situation
and quantifying trends is limited, and epidemiological information is very scarce.
Population growth in urban areas has led to an increase in the number of such
risks and subjects exposed to them, year after year.
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Water Quality

Since 1998, the National Undersecretariat of Human Resources, a body
currently dependant of the Ministry of Federal Planning, Public Investment and
Services, started preparing environmental water quality guide levels. The premise
for the guide levels was having a reference framework that would work as a tool
to coherently account for decisions regarding the allocation of superficial water
resources and to define adequate strategies for protecting and recovering the
quality of such resources. The preparation of these guide levels started as a project,
but it is currently a permanent activity conducted by the National Department for
the Protection and Conservation of Water Resources through the Water Quality
Program.
The national environmental water quality guide levels are aimed at establishing
quality reference guidelines in relation to safeguarding the biotic components
involved in the following uses of Argentina's environmental water: source of water
for human consumption; protection of aquatic biota; crop irrigation; drinking
water for livestock; and human recreation.
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Soil Quality: Urban Solid Waste

In Argentina, there are slightly over 2,200 municipalities which have been
assigned primary powers regarding the administration and provision of the
residential waste management service. In some cases, the residential waste
collection and final disposal service is provided by the municipality, but in many
other cases, it has been outsourced to private companies. The most representative
indicator regarding the amount of waste produced is the per capita generation
(GPC), which reflects the amount of waste daily produced by each inhabitant in
kilograms. The Argentine mean GPC ranges from 0.91 and 0.95 kg/inhabitant/
day, with a maximum of 1.52 kg/inhabitant/day for the CABA and a minimum of
0.44 kg/inhabitant/day for the province of Misiones. Thus, in Argentina, a total of
12,325,000 ton/year is generated; the largest generator is the province of Buenos
Aires with 4,268,000 ton/year, and the lowest generator is Tierra del Fuego with
26,000 ton/year, according to the data furnished by the National Observatory for
Urban Solid Waste Management of the Secretariat of Environment.
In 2004, the National Government, through the Secretariat of Environment
and Sustainable Development, developed the National Strategy for the
Comprehensive Urban Solid Waste Management (ENGIRSU), with the purpose
of making a diagnosis of the situation and analyzing if it was possible to provide
environmentally suitable final disposal treatments and technology for solid
waste. In September 2004, Law 25,916 on Residential Solid Waste Management
was enacted. As an annex to the ENGIRSU, in 2005 the National Strategy on
Residential Hazardous Waste was presented. The purpose of such strategy is to
address the problem posed by this kind of waste by making population aware of it
through the promotion of separate collection.
Risk of Natural Disasters

The National Board of Health Emergencies (DINESA) is the steward body
regarding disaster prevention and mitigation of its negative effects. There are
1,287 healthcare facilities in the provinces which are more prone to experiencing
earthquakes; 8,548 in flooding areas; and 2,200 in the areas which are more
affected by snows. There is not a unique response plan in the event of natural
disasters, as each province works in the development of its own plan. About 30%
of the hospitals have a disaster plan in place. There are disaster response teams,
both in the national and provincial level, and the DINESA also has its own reserves
of essential drugs and supplies for these cases. According to unpublished data on
disaster arrangements and mitigation by the health sector, which were submitted
to analysis at the PAHO Regional Meeting of Disaster Coordinators in May 2006,
42% of the hospitals built in the last five years guarantee their operation in the
event of disasters and 20% of the hospitals have structural and non-structural
vulnerability studies.
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Health Work Force
According to data provided by the MTEySS (2007), in 2006 the health sector
employed 678,000 workers, representing 4.7% of all the full-time employees of
the economy; the following trends should be highlighted: a higher concentration
of professionals (55.2%), compared to the total number of employees (19.2%); a
higher weight of salaried workers (80.1%), compared to the percentage recorded in
the aggregate of the economy (75.1%), and a specific gender composition (68.1%
women) and a participation in public employment reaching 40.9%.
In 2001, there were 121,076 doctors in Argentina, with 33.3 doctors every
10,000 inhabitants, and ranging from 111/10,000 inhabitants in the Autonomous
City of Buenos Aires and 15/10,000 inhabitants in the province of Formosa.
Furthermore, in 2005, 16.81% of all the doctors in Argentina worked in Primary
Care Centers (Abramzón, 2005).
As regards the registered doctors in the MoH (2007), in which provincial
records are not included, 44.6% (40,845) has obtained some specialization
certificate and, from all the certified specializations, 39.2% (16,027) accounts for
specializations related to the first level of care.
As regards nurses, in 2005, there was a total of 84,200 nurses, including
licensed and professional nurses, and nurse assistants (MoH, 2006). The doctor/
nurse ratio throughout the country is 1.5/1 (and even 4 to 1 if only qualified nurses
are considered) (Mera, 2007). Anyway, the doctor/nurse ratio is not uniform in all
jurisdictions, there being a high inverse ratio in the central region, while in other
regions of the country the ratio is 1/1 and, in some cases, nurses outnumber
doctors.
In Argentina, nurses conform a heterogeneous professional group with
different expectations and opinions regarding which their duties, responsibilities
and scope of action should be. Nursing human resources in Argentina include
licensed nurses with an academic degree; professional or university nurses, who
studied 3 years and graduated from university and colleges, and nurse assistants,
who only have one year of studies after primary studies.
The overall global level of professionalization of nurses is low, as the number
of nurse assistants prevails over the remaining labor universe of that force. The
average distribution according to the degree obtained is 7.29% of licensed nurses,
29.78% of professional nurses, and 63% of assistant nurses. According to the
information provided by the Provincial Nursing Departments in June 2008,
licensed nurses holding a university degree represent 7%, nurses represent 30%
and assistant nurses represent 63% of the total nursing workers in the public
sector. When the relative weight of the nursing staff in the public sector is analyzed
by jurisdiction, it is observed that most of the provinces hold a high percentage
of nurse assistants, ranging from 92.53% to 35.20% (for Santiago del Estero and
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Entre Ríos, respectively). The situation is critical in provinces such as Santiago
del Estero, Corrientes, Catamarca and San Luis, which have a high proportion of
assistant nurses (90%). The percentage of assistant nurses in Misiones, Chaco, La
Pampa and La Rioja exceeds 80%; 6 provinces exceed 70%: Río Negro, Tucumán,
Buenos Aires, San Juan, Formosa and Chubut. The percentage in Mendoza,
Santa Cruz, Jujuy, Neuquén, Santa Fe, the Autonomous City of Buenos Aires and
Córdoba is below the national average level (63%).
Training and Continuous Education
As from the 1995 Law on Higher Education, there are defined policies for the
training of health professionals. The Law establishes a series of requirements for
those professions the practice of which is regulated by the State and which may
endanger the health of the population (Art. 43). Thus, health related schools are
regulated by the previously mentioned law (PAHO, 1998). Health team schools
included under this regulation are Medicine, Odontology and Veterinary.
According to the information for 2008, there are 29 schools of medicine in
our country, 40% of which are State-run, while 60% of them are privately run.
From the 71,154 youngsters who attend schools of medicine, 88% of them go
to public universities. The School of Medicine of University of Buenos Aires
concentrates the higher percentage of medicine students, 40% of the total number
for the country (Galli, 2009).
In the last years, the creation of health-related schools has slowed down, in
particular, in private universities and, mainly, in medicine. The causes may be
the implementation of evaluation and accreditation mechanisms by the National
Commission on University Evaluation and Accreditation, created by a federal law
and reporting to the Ministry of Education. This resulted in changes in several
universities; maximum capacities were established for the school of medicine,
and the pedagogic models were also reformulated. However, health professionals
are still being trained in a significant number of public and private institutions
(Abramzón, 2005).
In the case of Nursing, university courses are developed in two cycles: a Basic
or General Cycle (from 1,600 to 2,000 hours), at the end of which the university
nurse degree is given, and an Undergraduate Cycle, which results in the bachelor's
degree (Abramzón, 2005). However, nurses may be trained in several levels:
university training, as mentioned above, professional training (technical training
with contents equivalent to those in the university general cycle), and assistant
nurse training. For the last two levels, a nurse or assistant nurse degree, diploma
or certificate granted by colleges dependant on federal, provincial or municipal
bodies, or private institutions acknowledged by competent authorities, as well
as foreign institutions (the certification of which should be then validated), is
required.
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As regards health post-graduate training, it includes specializations, masters
and PhDs, which may be developed as follows: In the traditional manner, in
educational institutions, with a more academic profile; and the "in-service training,"
for instance, training provided through the residency system (Duré, 2009b).
In Argentina, as in other parts of the world, residencies are the most important
training and specialization method for recently graduated doctors. After receiving a
completed residency certificate (a residency of, at least, 3 years), an individual may
get the specialist degree or certificate at the national level and in some provinces, as
provided for by Law 23,873 of 1990. However, in our country, not all professionals
may enter into this system, as the number of vacancies is inferior to the total
number of graduates from health programs.
In those cases in which it is impossible to have a vacancy as resident, the
specialist degree may be obtained otherwise: university training or having service
hours in the practice of the specialization accredited. This means that specialist
training includes a wide variety of situations. On the one hand, pursuant to the Law
on Higher Education, only universities may award post-graduate degrees, while the
Law on Professional Practice, which regulates the practice of medicine, authorizes
individuals to "present themselves as specialists" if they have either completed a
residency or helped five years in a specialization service and passed an evaluation
by the ministry or accredited scientific society (Galli, 2009).
There are several residency programs in our country offered by State and
private bodies in the different jurisdictions. Also the MoH (through the National
Board of Human Capital and Occupational Health) finances programs in national
hospitals and institutes, and in public provincial systems, setting the specializations
of interest. Also, other residencies are offered in the provinces, the Government of
the Autonomous City of Buenos Aires, the universities, the private area, and the
Armed forces and security spheres.
Unluckily, there is no sufficient information on the programs developed in private
assistance centers in several jurisdictions (Galli, 2009).
In 2008 (latest available data), 2,293 vacancies for residencies were allocated
throughout the national territory. In the last few years, the National System for
Residency Accreditation of the Health Team has been implemented in order
to create a single national registry of duly evaluated and accredited residency
programs. The MoH has invited several organizations of the sector to help in the
evaluation process for the accreditation of programs.
Consequently, in 2009, the Federal Health Council established a group of
priority medical specializations for the allocation of residency scholarships at the
national level. These specializations were related to primary care structure (general
medicine and/or family practice, pediatrics, and obstetrics) or to critical areas
(adult and pediatric intensive care, neonatology, and anesthesia), where there are
vacancies according to the system needs.
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In this context, the Community Doctor Program (PMC) must also be
mentioned. This program, implemented since 2004, provides theoretical and
hands-on tools to health team members. Thus, both professionals and nonprofessionals receive comprehensive training which contributes to the development
of goals aimed at strengthening the primary care strategy as a State policy. The
PMC addresses human resources qualification and quantification together with
the schools of medicine of public and private universities throughout the country
and the provincial and municipal governments. The Program has three stages. In
the first one, the professionals take the two-year Post-graduate course on Social
and Community Health. In the second stage, the HR take a one-year Post-graduate
course on Research Methodology. Finally, in the third stage, the professionals
become part of health teams.
Finally, continuous training activities must be mentioned. Different
organizations, such as universities, and scientific and medical associations, carry
out these activities. They give courses and organize update seminars on different
specializations, mainly those related to clinical update. However, there is no
integration between the training offers and, thus, the professional must give
evidence of the training to the relevant body. Likewise, it is noted that, in the last
few years, the number of distance training offers has increased; on many occasions,
they are endorsed by entities such as the PAHO. We should also mention the
efforts by provincial ministries or secretariats to strengthen management
capacities, in particular, in the primary care sphere. The MoH offers training and
updates through its programs, but in a fragmented manner (FEAPS-Remediar,
Epidemiology, etc.).
Management Models for the Healthcare Workforce – Type of
Contracts and Hiring Modalities
The large number of very different work schemes makes it difficult to
manage and regulate the hiring modalities. Another problem is the large variety
and number of temporary and informal types of contract, in particular, among
doctors (Bonazzola, 2008). According to the Ministry of Labor, Employment and
Social Security (MTEySS) (2008), the data obtained from the 2005 Continuous
Household Survey (EPH) shows that there is 24.3% of unregistered employment
in the health sector. Among the professionals in that sector, the number reaches
37.8%, while the percentage of non-professionals is 18.9%. Another problem
is that of multi-employment. Based on data from the 2006 EPH, the MTEySS
reports that 43% of the health professionals have two or more jobs, while in the
case of the other professionals in the country (other than in the health sector), that
percentage is inferior to 14%. The trend is similar among non-professionals and,
of course, for the sector as a whole.
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As regards the implementation of professional programs in the several
jurisdictions, we found varied schemes:
• Program schemes only addressed to health professionals with a university degree
that may only be for medical professionals or include some or all of the university
disciplines of the health team. The most recent trend is to incorporate the several
professions.
• Program schemes addressed to the professional technical team, including workers
with work processes having differential characteristics related to direct healthcare,
with university and non-university higher education.
• Program schemes that incorporate all the staff of the provincial ministry, regardless
of their function, including the administrative, and service and maintenance
staff.
• Health workers incorporated to the general provincial public employment scheme
in those provinces where health workers are included in the administration staff
Charter.

As regards university professionals working in decentralized entities of the MoH,
the hiring scheme was replaced in 2009 by another one that was created through
a collective bargaining agreement under Law 24,185 on Collective Bargaining
Agreements for the National Public Administration; however, such scheme is not
applicable in the provinces. As regards the situations under consideration, the
different programs incorporate the permanent staff in the following categories:
regular, interim, replacement, temporary, deputy and, in some cases, contracted
party, though, in general, the contracted party and the cabinet officers are
excluded. Only the regular staff enjoys actual stability in their jobs as they joined
their teams by public competition. In some programs, residents and non-resident
trainees appear as a pre-scale category (Duré, 2009).
Regulation of Training and Professions
The control and regulation of medical profession practice in Argentina
is decentralized. As mentioned in previous chapters, health is a responsibility
delegated by the provinces to the National Government, whether such responsibility
is fulfilled directly or through associated medical entities, as is the case of any
of the regulated health professions or technical degrees. The professional license
is granted by the different health ministries or secretariats, or by the medical
associations in each jurisdiction, and there is no coordination stage for this registry
(Mera, 2007). Although it is still to be applied, MoH's Resolution 83/07 created the
National Health Information System, which includes, among its components, the
Federal Network of Health Profession Registries. As regards professional practice
regulation, in the Autonomous City of Buenos Aires, the MoH is in charge of the
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professional and technician registration. In the other provinces, in some cases,
the provincial ministries exercise this power and, in many other cases, the local
government has delegated those functions to medical entities set forth by the law,
usually called Associations (Colegios) (Mera, 2007).
Thus, it may be noted that not only State bodies are interested in controlling the
practice. Certain steps, such as the registration, the certification and recertification,
and the accreditation are essential to have access to legal work and to be hired
with health providers; therefore, several professional corporative organizations
(professional associations, specialization associations) hold a significant power, as
the provincial authorities have been delegated on them the power to award the
professional registration or the specialization certification. On the other hand, such
acknowledgments are valid only in the original jurisdiction; thus, this contributes
to fragmentation (Bonazzola, 2008).

Action On Social Determinants Of Health
The health situation in Argentina is characterized by a dual epidemiological
profile, where communicable and noncommunicable diseases, and injuries coexist, as well as new or emerging threats. Although in the last few years health
indicators have improved, there are significant differences between the provinces
as a result of the different degrees of socio-economic development experienced by
each of them.
The solutions to these problems are to be found in a health system characterized
by the involvement of several actors (National Social Insurance Programs, Provincial
Social Insurance Programs, the National Institute of Social Services for Retirees
and Pensioners, and private medical companies and the decentralized public
sector), the lack of articulation and the fragmentation as regards the financing
and provision of healthcare services. In that sense, three large health challenges in
Argentina may be highlighted: to keep and improve health in those jurisdictions
with health profiles of developed countries; to reverse and control health problems
which are typical of underdevelopment in those provinces with a high prevalence
of poverty; and to integrate and coordinate the different health subsectors, aiming
at a more homogeneous system which contributes to a more equal, effective and
efficient provision of services.
In this context, the MoH's intervention strategies are aimed at integrating
health policies, the territorial approach, the interjurisdictional articulation, the
massive provision of services, the participatory planning and the formulation of
the health policy based on the promotion approach as a strategy to modify all the
health determinants. To that end, the Secretariat of Health Determinants and
Health Relationships was created in 2007, thus, improving the MoH's orientation
towards health promotion and prevention actions in those places where the
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community lives its ordinary life, helping as much people as possible to have access
to information and healthcare.
The task of this secretariat is based on the territorial approach. This approach
reflects a new development notion considered not only in physical and sectoral
terms, but also as the environment where a set of social relationships is projected,
which relationships give rise to that notion while reflecting an identity and the
capacity of the society to lead and conduct its own development. Thus, the role
of the community is deemed essential to modify the environment factors and the
habits that determine the health of the population, thus, emphasizing, the role
of community organizations and stimulating the creation and strengthening of
a local, municipal and national movement of users, as the engagement of health
users and workers are considered as pillars for the process of change.
Experiences Developed
Considering the approach briefly mentioned in the previous section, it
should be highlighted at this stage the experience called Healthy Municipalities
and Communities (MyCS). In 1987, the Healthy Cities project was created in
Europe, taking the health promotion principle stated in the Ottawa Charter
as the framework for the project. In general, health policies and health projects
and programs only took into account aspects and variables related to health
epidemiologic or health infrastructure indicators for diagnosis and evaluation.
However, other factors necessary for a good quality of life and health of population
had to be considered. In that sense, a healthy environment must also be considered
as a key factor to improve the quality of life of the population. We further note
that the recent strategy of the MyCS seeks to include, among the traditional
variables, other essential variables aimed at creating a healthy environment, as it
has been established that several health problems may be thus prevented. The
purpose of the MyCS is to improve the conditions of life of the population by
acting on the health risks rather than addressing the consequences of the disease.
An approach to the key determinants of health is promoted, facilitating those
processes which allow the members of the community to have an active control of
their health and quality of life. Under this framework, health and environment are
two interdependent and interrelated factors, and the health condition of people
is a consequence of the environment deterioration which may be perceived really
fast, as environmental problems are first reflected in the health of the population.
As from 2001, the Healthy Municipalities and Communities (MyCS) strategy
started to grow among local governments, fostered by the National Government as a
manner to increase the commitment with the development of healthy public policies
through local participatory projects on health promotion. Such strategy expands
through the modality of the Interinstitutional Network of Municipalities, visualizing
the need to increase the stewardship commitment of the Federal Government in
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that process. Therefore, the Argentine Republic adheres to the initiative fostered by
the WHO and the PAHO. In 2003, the Operative Coordination of the Argentine
Network of Healthy Municipalities and Communities was created through
Resolution 246/03. This decision showed significant progress in the implementation
of the Healthy Municipalities and Communities strategies as it resulted in different
initiatives aimed, in particular, to the promotion of healthy habits. By August 2011,
831 municipalities were part of the Network, 372 as adhering parties and 459 as
regular members. This development entails a significant territorial extension of the
Network and the consolidation of the "Healthy Municipalities and Communities"
initiative. Despite these strengths, there was still the challenge of improving the
processes at the local level by strengthening the development of institutional
capacities in the municipalities to "promote health" and improving articulation at
the provincial level. In line with the most recent political theoretical developments
and in addition to the creation of the Secretariat of Health Determinants and Health
Relationships, as mentioned in the previous section, the Healthy Municipalities
and Communities National Program was created, thus consolidating the idea of the
strategic nature of the local environment for the design and management of public
policies that articulate sectors, programs and jurisdictions according to the needs
and demands in each territory.
Intersectoral Coordination Strategies
The main intersectoral coordination body in social policies is the National
Council for Social Policy Coordination (CNCPS). This Council is presided by
the Minister of Social Development. The ministries of Labor, Employment and
Social Security; of Education, Science, Technology and Productive Innovation;
of Health; of Economy and Production; of Federal Planning, Public Investment
and Services; of Justice, Security and Human Rights; and the National Secretariat
of the Child, the Teenager and the Family also participate in this Council. Other
members of the Council are: the National Council of Women; the National
Advisory Commission for the Integration of the Disabled; the National Center
of Community Organizations; the National Program for Child Development
"Primeros Años" (First Years); the National Tax and Social Identification System;
the Social Program Information, Monitoring and Evaluation System; the System
for the Identification and Selection of Families Beneficiaries of Social Programs:
the Ministerial Committee for the Follow-up of the Millennium Development
Goals; and the National Network of Physical Activity and Human Development.
Thus, the CNCPS establishes the short-, medium- and long-term priority
policies and defines the strategies regarding approaches, work methodologies
and outlooks for territorial intervention. In particular, the following intersectoral
initiatives having an impact on citizens' health may be mentioned:
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Ahí Plan (Families and Nutrition): A comprehensive approach aimed at
intensifying the intervention in the hard cores of poverty, expanding the State
presence in the territory by the joint and articulated work of the Ministries of
Health, Education and Social Development, partnering with the different actors
of the community and social organizations; production and service organization;
practices and service organizations; and infrastructure and social equipment
organizations. In cooperation with Unicef, this project aims at consolidating the
families' basic function of supporting and raising their children, feeding them,
nurturing them and taking care of their health. Based on a comprehensive
approach which promotes the application of the rights of children in ordinary life
situations, the work relates the feeding and nurturing with the early care of child
development within the family and community environment.
Primeros Años (First Years) (National Promotion of Children Development):
This program contributes to strengthening the State in the development of
institutional capacities to carry out comprehensive actions at the national,
provincial and local levels. It aims at providing the families and the communities
information, accompaniment and resources to consolidate the essential role of
family groups in the raising of children from 0 to 4 years.
REDAF (Physical Education Network): Management unit aimed at helping
develop the national physical activity project for the human development and
quality of life of all Argentineans. Installing physical activity as a right in Argentina
is a challenge, and this project aims at addressing such challenge.
This section should also highlight the impact on health of the Social
Protection Universal Allocation per Child (AUH). After a little more than one
year from its implementation, by the end of 2009, we may see some specific results
which are reflected in more children and teenagers with updated health controls
and complete immunization schemes. The synergy between the AUH and the
Nacer Plan is evidenced, mainly, in the high increase of the levels of enrollment
on Provincial Mother and Children Health Insurance schemes. As from its
implementation in November 2009, 1,352,192 boys and girls under 6 years of age
were registered with the Nacer Plan. In addition, contributions were reciprocal
due to the relationship of public policies. There was an initial contribution of the
Nacer Plan which allowed to identify 230,000 children which were not included in
any of the databases or lists used by the National Social Security Administration to
determine the universe of AUH holders. This was possible due to the active search
and population nominalization model which has been effectively promoted since
its inception by the Nacer Plan (MoH, 2010).
Likewise, it may be expected that the impact of the recently implemented
extension of this benefit to pregnant women lacking of a specific health insurance
after the 12th week of pregnancy, called Social Protection Allocation for Pregnancy,
generates a similar impact in terms of mother and children health.
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Scope of the Millennium Development Goals
The National Government agreed through the National Council for Social
Policy Coordination to carry out the actions necessary to cause the government levels
and the society as a whole to consider the issue of the Millennium Development
Goals (MDGs), and to foster the actions to fulfill such goals. The Inter-institutional
Commission for the Follow-up of the MDGs, formed by the ministries and bodies
of the Social Cabinet, the Ministry of Economy and Production, the Ministry of
Federal Planning, Public Investment and Services, and the INDEC, was created
within such Council and within the framework of these activities. As a result of the
work carried out jointly with the United Nations Development Program (UNDP),
the Project UNDP/Arg/04-046 was created with the purpose of disseminating,
following-up and monitoring the MDGs in Argentina.
In the case of health, the three goals that Argentina set as Millennium
Development Goals (MDGs) represent problems for which all States indisputably
seek solutions. They are problems considered essential in most of the societies:
reducing children and maternal mortality and fighting HIV/AIDS, malaria,
tuberculosis, and other serious diseases. Due to the comprehensive approach
and the interrelation of the goals, there are, in turn, other health-related goals
connected to reducing hunger and improving access to drinking water and drugs.
However, this section will focus on the three specific health goals.
For the purposes of the specific health goals, Argentina has incorporated goals
and indicators in addition to those internationally set. The most important changes
are that new goals are set. On the one hand, the Chagas disease is included and
acknowledged as a serious and priority disease. In Argentina, the problem posed by
this disease is more serious in the northern region of the country and it is present
in 19 provinces. The goal proposed is to certify the interruption of the vectorial
transmission of the disease in all such provinces. Another goal was to modify the
inequality problems among the provinces. Due to the significant differences in the
indicators from the different provinces, a proposed goal was to reduce about 10%
the inequalities between provinces, both as regards child mortality and maternal
mortality. The incorporation of these goals would generate more commitment to
revert the behavior that these indicators have shown during their evolution in the
last decade, given that mortality reduction goals, in general, as internationally set,
are a necessary, though insufficient condition to reduce the gap between provincial
indicators (MDG Country Report: 2005).
The other additions are related to follow-up indicators of certain goals. In
the case of HIV/AIDS, two indicators have been incorporated for which there is
systematized information; this is one of the main challenges faced by developing
countries. In the case of malaria, as it is already controlled and the international
goals have been achieved, the Annual Parasite Index has been incorporated as a
follow-up indicator.
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In Argentina, the problem of child mortality has been handled as a priority. In
the last few years, several policies have been developed by the National Government
focused on reducing mortality in children under 5 years of age due to causes that
could be reduced, and the impact of such policies may be observed in the reduction
of the resulting indicators. The child mortality rate (CMR) and the mortality rate
of children under 5 years of age fell about 47% between 1990 and 2009, and there
is a high likelihood that the goals will be achieved within the stated terms. By 2010,
the measles immunization indicator and the MMR Gini coefficient indicator have
reached the goal; it is expected that the former will keep the high level of coverage
achieved by the country and that the coverage for the later immunization indicator
will be increased. As regards the goal to reduce child mortality inequalities, a
change may be observed in the Gini coefficient trend; thus, we may be optimistic
about the achievement of the stated goal.
In turn, the MMR has shown an erratic behavior, mostly due to the fact that
the causes of maternal mortality have been sub-recorded. Upon analyzing the
causes of maternal death, it may be noted that most of them may be reduced
through prevention actions and due care during the pregnancy and labor stages.
The achievement of both goals (reduction of the MMR and its inequalities between
provinces) requires a higher investment in health, in particular, infrastructure and
equipment, and resolving, mainly, the problem of abortion, which represents,
historically, one third of maternal deaths; this problem is worst in more vulnerable
and poor populations due to the bad conditions in which abortions are performed.
HIV infection depends mainly on the behavior of individuals, which may vary
due to social, cultural, economic and other causes. Therefore, the achievement of
the HIV/AIDS-related goals requires, in addition, policies and actions targeted
to deeper changes, such as cultural patterns. If the current trend continues, as is
observed from the indicators, the MDGs could be achieved. There are no historical
values for the rates of condom use among teenagers, as the 2003 survey that would
be considered the baseline was not representative of the country. When the first
national survey was made (2005), it registered a 46% use rate, which is being
currently considered the baseline. The lack of systematic information generates
deficiencies in the analysis of behaviors and trends of this indicator. In the case
of malaria, it may be expected that the current level of control is kept, as most
of the goals have already been achieved and sustained throughout time. In the
case of the tuberculosis, the situation is more difficult, as it is a HIV-Aids-related
opportunistic disease and, in recent years, deaths by HIV-Aids-related tuberculosis
have increased.
The goal proposed for the Chagas Disease does not seem very encouraging
in view of the results obtained so far. Its achievement would entail certifying
the interruption of the vectorial transmission of the Chagas in more than one
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province per year until 2015, an unlikely result when observing the evolution of
the indicator.

Strategic Health Supplies
The main purposes of any national drug policy include seeing for the access
to drugs, the equal availability and affordability of essential drugs and their
quality; i.e., that all drugs are safe, effective and of good quality, and that health
professionals and consumers make a proper therapeutic and cost-effective use of
such products. Likewise, the State must ensure that the population as a whole has
access to the priority services for health prevention and care, covering the needs
and demands of the health system and the population in general.
Specific Policies for Patents
The first national rule on patents was Law 111, enacted in 1964. Thereafter,
in 1994, Law 24,425 approved the final record incorporating the results of the
Uruguay Round on the GATT (General Agreement on Tariffs and Trade,
thereafter, World Trade Organization). Such law, which is currently in force, was
published in the official gazette in 1995 and, according to journalistic sources, it
entered into force on October 26, 2000.
Law 24,481 and the "amending law" enacted by the Argentine Senate adjusted
the federal laws to the Agreement on Aspects of Intellectual Property Law related
to the GATT Trade. The enactment of these rules is necessary for the agreement
to be applicable within the domestic law, as the agreement is not immediately
applicable and may only be applied through laws so providing. As an "amending
law" was enacted, the system approved has the following characteristics:
a) The patentability of substances existing in nature is excluded (for instance,
drugs based on proteins or other natural elements).
b) Patents have a term of twenty years, from the date of application in the country.
c) The "principle of international exhaustion of rights" is admitted, whereby any
product legally marketed in any other country may be imported without any
authorization by the patent holder.
d) At the request of the competent authority (for instance, the Ministry of
Health or the Ministry of Defense, etc.), exceptions to exclusive rights may be
established.
e) A patent may be used without the patent holder's authorization upon payment
of a remuneration in the following cases:
• The patent holder refuses to give a voluntary license under reasonable conditions.
• The patent is not exploited in the country after three years from the concession
or four from the application.

129

130

Health Systems

in

South America

• The holder incurs in anti-competitive practices.
• For health emergency or national security reasons, or for any other reason
determined by the National Institute of Intellectual Property (INPI).
• Licenses for patent dependency.

f)

 atents on drugs will only be given as from 2000; notwithstanding that, as
P
from the coming into force of the law, the new applications on drugs may be
filed with the INPI. Once the patents have been granted, previous users of the
inventions, if any, may continue using them by paying a royalty to the relevant
patent holder.

g) T
 he burden of proof determined by the judicial authority as from 2000 will
apply in civil proceedings for new products, in cases of lawsuits related to
patents of processes.
The law in force in Argentina is consistent with the requirements set forth in
the ADPIC agreement as regards every mechanism to restrict the monopolistic
powers of the patent holder, through the admission of the principle of international
exhaustion, the exceptions of exclusive rights and the implementation of other
uses not authorized by the patent holder. The adoption by our law of the stated
measures (not yet applied) allows public health policies to prevail over the
commercial interests of patent holders and help for them not to abuse of such
patents. (De la Puente, 2009).
Thus, the Argentine pharmaceutical product production and purchase
scenario drastically changed after 2000. Pursuant to ADPIC's requirements,
Argentina started to grant patents on pharmaceutical products, something that
was impossible under the previous legislation. This entails that certain products
may only be purchased from the patent holder, unless a voluntary or mandatory
license is granted, or governmental use of the relevant patent is decided for noncommercial purposes for health emergency or national security reasons, or for
any other reason as may be determined by the National Institute of Intellectual
Property (INPI).
However, due to the impact of the 2002 devaluation on the costs of healthcare
inputs, and under the National Health Emergency, measures were taken to mitigate
the increase in the costs of such inputs and other goods considered critical and
which could endanger the health or even the life of individuals.
Law 25,590, enacted in June 2002, exempted critical products for human
health diagnosis and treatment, included under the relevant tariff positions of
the Mercosur common nomenclature, from the payment of import duties and
other charges. In addition, the mentioned law establishes an exemption from the
payment of the value added tax on the import of those goods for consumption, for
the period of the National Health Emergency.
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Joint Resolution MEyFP 99 and MoH 344, dated June 19, 2002, regulated the
provisions in Law 25,590 and, at the proposal of the National Administration of
Drugs, Food and Medical Technology, it lists the goods under such exemptions.
Such list included: drugs, diagnostic, sterile or disposable reagents, and finished
implants; parts and accessories of medical or lab devices or instruments; only
those to be used for replacement and implants and accessories to insert them and
other finished medical products. In all cases, the goods listed must be critical and
impossible to be provided by the national industry.
Strategies to Access Essential and High-Cost Drugs
In 2002, the health and social situation in the Argentine Republic was in a
particularly critical condition as a result of the extremely high levels of poverty,
the serious crisis affecting the health system and the productive recession, among
other factors. In this context, the National Government social policies became
increasingly significant as key strategies to mitigate the negative impact this crisis
had had on the economic situation of the population and on their social conditions
(poverty, employment and health), based on basic principles such as equality and
social justice.
Based on this emergency situation and given the serious difficulties faced by
the population to have access to essential drugs, the National Government started
to define a set of measures which currently conform the National Drug Policy, the
purposes, components and results are summarized below:
First, the access to drugs by the most needy who lack any formal coverage. The
Remediar+Redes Program was launched by mid-2002 for this target population;
this program is acknowledged as the largest program in the world for free supply
of outpatient drugs; its main purpose is to supply essential drugs for free through
primary care centers throughout the country. It currently aids more than 15 million
people and covers 90% of the main consultation reasons at the first level of care.
As from its inception in 2002, the Remediar+Redes Program adopted a
strategic and operative management model based on the information. This
management scheme requires the maintenance of an information system capable of
gathering, systematizing, processing and analyzing a large volume of data generated
mainly in the program providers. Going for the development of such a system is a
distinctive feature of the program management model, as it allows for an effective
control process, both at the strategic and at the management and operative level.
There are two key elements for systematizing the program operation. First, the
design of a set of standardized forms, the most important of which are: the
prescription (or R Form), the stock control or drug clearing forms, and, second,
the Remediar information system. The Remediar prescription, for instance,
includes the beneficiary's personal data (name, document number, among others);
clinical condition data (weight, diagnosis), the reason for consultation with the
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professional (coded according to the Primary Healthcare Statistical Classification
of Health Problems5), and the characteristics of the drug prescription stated by
the doctor (stated drug and quantities). The data required regarding consultations,
prescriptions and use of drugs have a direct and daily impact on the decisions
taken in each delivery of first-aid kits, in the planning of new processes for the
purchase of drugs, and in the new definition of specific goals for the program.
Thus, there is a permanent intention to adapt the offer to the needs of the CAPS
and of the demanding population.
Remediar+Redes was implemented as a health emergency program and it also
intended to foster a lasting reform in the healthcare system. Supplying essential drugs
to the primary care network is the most effective way of reactivating the response
capacity of public health services. It also helps the population reach the primary
care centers (CAPS), considering that those centers allow to generate a higher
impact on the health situation. According to 2011 records (Remediar+Redes), the
more than 7,000 CAPS represent a large part of the public offer of healthcare
services; such centers cover an increasing proportion of the total consultations in
the public sector. This shows a movement from other levels of care according to
the purposes of the program.
First-aid kits are distributed by Remediar+Redes directly to the centers; this
helps keep a consistent delivery system in all provinces and municipalities, thus
ensuring their follow-up and control. To that end, public bids are carried out
to hire a logistics operator to assemble the first-aid kits, print the prescription
pads and other control forms, transport and distribute the drugs, and return the
completed forms. In addition, the awardee company must have a satellite track
system and a bar code system to follow-up each first-aid kit at all times and to
ensure the traceability of the lots. Based on this higher knowledge of the first-level
provider behavior generated by the incorporation of the primary information flow
to the Remediar information system, and according to the inclusion of such flow
in the decisions regarding each delivery of first-aid kit, as from 2003 changes could
be implemented in the first-aid kit allocation system to further adjust the use levels
of the CAPS and the population they serve. The first-aid kit allocation system
originally contemplated by the program was based on the consultation statement
made by a province in the process to include a new provider to the program. The
CAPS received a first-aid kit every 300 monthly consultations in average declared.
Second, access to drugs by the middle sectors that could not pay the
increasingly rising prices of the drugs they needed. To that end, and for all the
population, in 2002, the already mentioned Law on Drug Prescription by Generic
Name or International Ordinary Name was enacted. It allowed for a higher
price competition in a market such as the drug market, plagued by oligopolies
and monopolies. Consequently, patients could choose the brand and price of
their drugs through a proper form of prescription. This measure encouraged the
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participation of smaller laboratories and fostered an increasing diversification in
the offer by the largest laboratories.
Third, access to drugs by sectors covered by the Social Security. As already
stated in Chapter 4, the Mandatory Medical Program was amended and improved
to this end; it established the essential services that health insurance agents and the
National Institute of Social Services for Retirees and Pensioners must guarantee to
their beneficiaries. The program is mandatory for health insurance agents; they are
not merely system funding entities, but they are responsible for providing the health
coverage to the beneficiary population. The health insurance agents acknowledge
that the only products that must be mandatorily financed are those pharmaceutical
products which were previously defined and included in the National Therapeutic
Form based on quality, safety, efficacy and cost criteria. The active ingredients
included in the form address 95% of the health problems posed in an outpatient
consultation. Such form contains pharmacologic information on the drugs, such
as indications, adverse effects, doses and contraindications that serve as a guideline
for drug prescription and dispensing by the health professionals. The treatment
form is a tool which helps improve the rational use of drugs while restraining
the pharmacy expense and facilitating the elimination of obsolete products and
ineffective drug formulas or combinations. The Commission for the Permanent
Review of the Treatment Form was created through Resolution 454/02 of the
Health Service Superintendence. The mission of such commission is to propose
the MoH to include drugs in the mentioned form and to keep it permanently
updated. In 2004, the PMOE's coverage was extended from 40% to 70% for drugs
for chronic conditions. Due to this modification, there was not only an increased
access, but also estimated annual savings of $264 million, which, again, contributes
to improve the actual income of the social insurance programs' beneficiaries
(EUROSociAL, 2008).
Fourth, access to drugs by individuals with high-cost pathologies (HIV/Aids,
cancer, etc.). The purpose of this measure was to provide free drug coverage to
patients with such pathologies. As a result, almost 30,000 people with HIV/AIDS
could have access to treatments with effective and safe drugs.
Fifth, access to drugs by users of the public health system through the system
and the support to the State production of drugs. In that sense, the MoH assumed
the task to order the State laboratories network. Such measure includes preparing
strategic guidelines to reconvert the productive activities of the manufacturing
plants, and the technical support provided by the National Administration of
Drugs, Food and Medical Technology.
Finally, the release from import duties on critical inputs, as stated in the
previous section, must also be mentioned.
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National Production Capacities
Private Pharmaceutical Industry

The pharmaceutical and pharmaceutical chemical sector is formed by about
250 domestic and foreign laboratories. There are 110 industrial plants installed
in Argentina, 93 of which are domestic companies that produce a wide range of
products mainly for the satisfaction of the domestic market demand. This situation
is rare, almost unprecedented, for developing countries, only reproduced in the
United States, Japan and Germany, the largest world producers. Moreover, the
national industry leads the sales, both as regards values, with an 82% share of the
total invoiced, and in units, with a 65% share by 2007 (IMS Health, 2008).
Some characteristics of domestic companies are their high launching rate of
"new products" and the higher number of active ingredient combinations, while
foreign companies have lesser annual launchings and a tendency to concentrate on
drugs with a single active ingredient (Katz and Muñoz, 1988). This is also rare for a
developing country. In particular, about 2,000 active ingredients (or combinations
of them) are offered in more than 10,500 products (under trade names) in about
23,000 different presentations (de la Puente et al, 2009).
The Argentine industry originated as an industry to make copies or similar
products, supported by the absence of patents on products; this led to the current
market composition where 90% of the drugs marketed are copies or similar drugs.
However, the current structure of the Argentine pharmaceutical industry has
experienced deep changes during the last decade growing significantly both as
regards the volume produced and the invoicing.
Although the Argentine pharmaceutical sector contracted significantly by
the end of the last decade and the beginning of the current one, as from 2002,
together with the commencement of the economy recovery, the pharmaceutical
policy measures taken by the government, the increase in the export of drugs
and the reactivation of drug domestic demand, there was a fast recovery of drug
consumption, from a total of 277 million units consumed in 2002 to 484 consumed
in 2007, and from $3,860 to $9,617 million for the same period (IMS Health,
2008)6. This means about 0.45% of the world invoicing. In the structure of the
actual economy of Argentina, the pharmaceutical sector represents almost 39% of
the added value of the item "Manufacturing of chemical substances and products,"
one of the most thriving segments in the Argentine manufacturing industry.
Furthermore, it represents about 7% of the value added of the industry, 4.5% of
the gross value of production, and it is the third as regards sales volume in Latin
America, following Brazil and Mexico (INDEC, 2002; MRECIyC, 2011).
Although the Argentine drug industry is undergoing a very active period and
it may supply almost all the domestic demand, it has not been able to develop the
research and development of new chemical substances, even with the existence of
the patent law, though there are some innovation and development activities, in
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particular in the biotechnology field, devices for controlled release of drugs and
on-going researches (related to lung cancer, tissue, etc.). Thus, our country must
import the most expensive and strategic drugs (even when it has been able to
"copy" many drugs with a high content of research, development and innovation).
However, Argentina has approved a Law on Biotechnology which includes
incentives for biopharmaceutical development. Its National Agency for Scientific
and Technological Promotion created instruments such as the Fund for Scientific
and Technological Research and the Argentine Technology Fund, with resources
to encourage scientific, technical and technological innovation developments,
including the pharmaceutical chemical area. In addition, as from 2009, the Ministry
of Economy commenced studies to create a Program for the Strengthening of the
Pharmaceutical Industry, which could include other tools, such as the return of
export withholdings, the accelerated income tax amortization and the early return
of the Value Added Tax for the purchase of capital goods, as well as the conversion
in fiscal credit bonds of 50% of the employer contributions to the Social Security.
Trade Balance

Total exports in the pharmaceutical sector underwent three clear cycles as
from 1990. The first one had a significant expansion until 1998, when exports
amounted to almost $400 million. During the second cycle, concurrent with
the Argentine recession during the period, there was a decline and subsequent
stagnation, and it run from 1999 to 2002, when the exported amount was
$317 million. From then on, exports continued growing until 2007, when
sales abroad amounted to $586 million, 85% higher than the exports for 2003
(MINCyT-UIA, 2010). This growth in the sector exports was driven, to a great
extent, by multinational companies operating with their branches as main actors
in the region and by a group of domestic laboratories which have leveraged on
the exchange conditions, have made their exports more dynamic by reaching
new destinations, and are currently a significant component of the sector export
structure.
As regards imports, the United States (17%) and Germany (14%) are the
main countries of origin. Imports from those countries are related to the origin
of the capital of a significant part of the multinational laboratories operating in
Argentina, as a basis for the import of most of their lines of products marketed in
the country. In the case of pharmaceutical chemical products, they come mainly
from China (27%), Germany (15%) and India (14%). In the last few years, China
and India have become the most important production centers of pharmaceutical
chemical products of the world.
The trade opening and overvalued exchange rate context gave rise, during the
convertibility period, to the massive entry of imported products. Between 1990
and 1998, purchases of foreign drugs increased fivefold up to reaching $1.2 billion
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in 1998. Then, due to the crisis, imports fell between 1998 and 2002. This was not
a "virtuous" adjustment, as it resulted from the significant reduction in income
experienced by the population during such period. The market experienced a
significant contraction at that time, which led to a reduced need of imported inputs
and final products (MINCyT-UIA, 2008). The recovery of the domestic market
as from 2003 reactivated imports. Both organic chemicals and pharmaceuticals
increased significantly. However, the long-term dynamics show different directions.
In 2007, $938 million in pharmaceuticals and $508 million in organic chemicals
were imported; this showed an inverse relationship compared to the one prevailing
during the previous decade.
This change in the import profile was due to modifications in the sector
structure occurring in the last few years, when most of the multinational laboratories
have decided to supply the local market from their headquarters or other world
branches.
In turn, the patent law prevents local laboratories from making copies of
the new products and competing by launching to the market similar products.
Therefore, the market for new drugs, in particular, high-complexity drugs, is
protected from local competition and open to foreign products.
In brief, the sector trade balance shows a structural deficit. Although exports
increased during the devaluation, imports increased at a considerably higher pace
and in 2007 they reached the highest deficit (USD 861 million) for the period
under consideration (CEP, 2008).
Public Production

The national policies for the last forty years related to the supply of drugs to
the population to settle social needs were carried out, mainly, through purchases
rather than production. However, an alternative to the drug purchase policies is
to use the installed capacity existing in drug production laboratories of the public
sector.
These high-complexity laboratories, which have different capabilities, were
created at different times and they are located throughout Argentina, as they were
created to resolve different types of issues at the national, provincial or municipal
levels. Furthermore, there are some laboratories, in particular, university labs,
which pursue academic purposes, such as industrial practice and research and
development in process.
In 2002, within the framework of the Health Emergency and as a response to
the shortage of drugs and supplies in public hospitals, the help of State-owned,
provincial or municipal drug laboratories was required so that they would intervene
by increasing their productive capacity.
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Several provinces and municipalities lacking of manufacturing plants decided
to start the construction and/or equipment of accommodated environments,
which, in general, were inadequate to meet the requirements for a proper
manufacturing of drugs. The existing facilities and those recently put in place
arose concern, as they worked pressured by the needs, sacrificing details which are
necessary for product quality. Some of the problems that were identified were: the
manufacturing of more than 40 drugs with the same equipment, in amounts that
were always insufficient, the few or non-existing specialization, the unsatisfactory
costs, the stability and duration for very short terms, and quality levels below the
required ones.
Based on the notion that public production of drugs (PPM) laboratories had to
have more importance in the health field, in September 2007, the National PPM
Lab Network was created. It was formed by about 25 public laboratories, and the
National Institute of Industrial Technology served in that network as technological
support in about 30 areas, such as quality control, technological modernization,
industrial process updating, control of raw materials and cost analysis, equipment
calibration, etc.
This initiative was organically integrated to the MoH to create the Program
for Public Production of Drugs, Vaccines and Medical Products, created by
Resolution 286/2008. Thus, the MoH undertook the task of ordering the
State laboratory network and incorporated strategic guidelines to reconvert the
productive activities of the plants, following the guidelines below: production of
strategic drugs; technological innovations; substitution of imports and quality
assurance.
The following commitments were agreed based on those guidelines:
• To comply with the requirements established by the ANMAT based on the 1975
good manufacturing practices recommended by the WHO.
• To facilitate the technical assistance from the MoH and the ANMAT.
• To take the steps towards and obtain the ANMAT authorization for the
manufacturing plant.
• To train the technical and professional resources of the laboratories and the
officers of the specific areas in the good manufacturing practices/75 WHO.
• To reach optimum levels of quality.
• To promote cooperation and exchange between regional and local laboratories.
• To stimulate the development of regional actions coordinated for the purposes of
the previous item.
• To take the steps to obtain the registration of the products in order to facilitate
the exchange between jurisdictions.
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• To promote the specialization in a single type of production and limit it to few
drugs.
• To reach production volumes that allow to lower costs.
• To reconvert the production within the National Emergency policies and the
strategic lines established by the MoH.
• To expand the activity of the State entities and, in particular, that of national
universities, to applied research and development.
• To expand the drug productive activity to other hospital supplies.
• To expand and improve quality controls.

These contributions and proposals are a guideline for State laboratories in
their updating and adjusting process to reconvert production, increase quality and
contribute to resolve the public sector supply problems which directly affect the
access of the population to the drugs.
Furthermore, the cases of some provinces, such as San Luis and Río Negro, should
be highlighted. In these jurisdictions, public production of drugs (PPM) has reached
significant levels of supply through its public laboratories, Laboratorios Puntanos and
Prozome, respectively. The Province of Santa Fe is another paradigmatic case where
the PPM was considered as an essential health tool and it has the characteristics
of a State policy, mainly based on two laboratories: the Pharmaceutical Industry
Laboratories, of the City of Santa Fe, and the Medical Specialty Laboratory, of the
City of Rosario. Together, they supply 94% of the pharmacological units for primary
care and they produce 66% of the total pharmacological units consumed by the
public system in that province.
Evaluation, Incorporation and Rational Use of New Technologies
The Unit for the Coordination of Sanitary Technology Evaluation and
Execution was created in 2009 within the framework of the National Board of
Healthcare Service Quality and the National Program of Healthcare Quality
Assurance (PNGCAM).
The PNGCAM was created in 1992, confirmed later in 1997 and 2000, and
accepted by the Federal Health Council. It is based on the principles of permanent
improvement and adjustment of the tools aimed at assuring quality, both of the
healthcare services through organization and operation guidelines, and through
the development of a classification licensing system with charts containing the
standards for licensing and classification of health facilities with hospitalization,
for public and private facilities.
As regards the improvement of the healthcare practice, as in other countries
of the world and of the region, as from 2004, the quality areas have adopted a
position focused on patient safety and on the management of care risks. Patient
safety as the core of care has entailed that it is a transversal cut into the conditions
of physical structure and technologies, human resources, processes and results.
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From that perspective and with that dynamism, we have undertaken the
development of actions related to training, raising awareness, research and
management of health risk improvements in more than 14 provinces of the country.
In this context, the main responsibility of the Unit for the Coordination of
Health Technology Evaluation and Execution (UCEETS) is to carry out research
and evaluations to estimate the relative value and contribution of each sanitary
technology to the improvement of individual and collective health, also considering
its economic and social impact on the local context. It is the key tool to guide
decision-taking in a rational manner based on scientific methods. In particular,
the UCEETS prepares recommendations and reports that give answers adjusted to
the type of health technologies and/or health problem to be evaluated, the specific
goals of each study and the type of applicant. In particular, it has started to work
in the preparation, dissemination and implementation lines of the Guides for
Clinical Practice.

Health Research And Innovation
Three ministries in Argentina produce, finance and regulate health research
through their different bodies, policies and programs. Law 25,467 on Science,
Technology and Innovation establishes a general framework which structures, drives
and promotes science, technology and innovation activities. The law addresses the
financing of research activities, their development and evaluation, as permanent
duties of the State, which will assess the quality of the scientific and technologist
work, allocate resources to science and technology, and evaluate the relationship of
those activities with the corporate purposes. The Ministry of Science, Technology
and Productive Innovation (MINCyT) has two secretariats and two decentralized
bodies: National Agency of Scientific and Technological Promotion (ANPCyT) and
the National Council of Scientific and Technical Research (CONICET). This body
was created by Decree 1,291/59 to address the socially widespread perception that
it was necessary to create an academic body to promote scientific and technological
research in Argentina. The CONICET is formed by 116 research institutes,
National Research and Service Laboratories, and eight regional centers. In 2010
it had 6,350 career researchers, about 2,300 technicians from research support;
8,122 interns distributed throughout Argentina, and a support administrative core
(CONICET, 2011).
The Ministry of Education (ME), through the Secretariat of University Policies,
coordinates the Program for incentives to professors-researchers of national
universities, the purpose of which is to promote and foster more dedication to
research tasks and the creation of research groups in different areas, including
medical sciences. Thirty-six national universities from all the country participate.
This program does not seem to be coordinated with the other national structures
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that finance health research and it does not seem to have a strategic plan to
strengthen certain types of research guidelines either.
The Ministry of Health (MoH) is formed by three secretariats, one of
them specifically for research, and two decentralized bodies, the National
Administration of Drugs, Food and Medical Technology (ANMAT) and the
National Administration of Laboratories and Health Institutes, which pursue
different research lines through their 6 institutes and 5 centers.
Also within the MoH, the Salud Investiga National Commission selects, grants
and evaluates the socio-health research scholarships. This commission was initially
created by Resolution 170/02 as the National Commission of Health Research
Programs, within the sphere of the Undersecretariat of Health Relationships and
Health Research of the MoH, with the purpose of having permanent advice on health,
clinical, applied and basic research programs in connection with health sciences
and to give priority to the programs on research on health surveillance, prevention
and control of prevalent diseases and actions to promote the research on the health
problems of the country. In December 2008, by Resolution 1,522/08, the name of
the above commission was changed to National Commission of Health, Science and
Technology, and in September 2009, due to the institutional change, the integration
of the participants was adjusted and it was established that the commission was
to report administratively to the Salud Investiga National Commission within the
sphere of the Undersecretariat of Health Relationships and Research, reporting to
the Secretariat of Health Determinants and Health Relationships. Furthermore,
by Ministerial Resolution 335, the name of the National Commission of Health,
Science and Technology was changed to Salud Investiga National Commission. As
an example of the scope of the activities of this Commission, it may be noted that
in 2011 it granted 236 Carrillo-Oñativia scholarships, 99 of which are individual
scholarships, 127 of which are for Multi-center Collaborative Studies, and 10 of
which are for Special Study for the Diagnosis of the health research situation within
the sphere of the Federal Ministry of Health and the provincial Ministries.
The example by this Commission has spread to other public bodies that have
launched offers for specific research scholarships with a similar form and scope,
such as the National Cancer Institute in 2010 and the National Agency for Road
Safety in 2011.
Initially, the MoH, through the Health Researches Commission based on
a collegiate model which set the priorities with interpretative procedures which
eventually turned into a technical model. Three techniques were used: a) expert
opinion, b) survey, and c) Combined Strategy Matrix in Argentina (MECA). Both
the expert opinion and the survey helped in the preparation of a list which was in
force during the 2002-2005 period. After 2006, such list was modified according
to the results obtained from the application of the MECA. This matrix identified
research priorities regarding eight problems which arose from the analysis of the
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health situation in Argentina: tuberculosis, Chagas, diabetes, smoking, road safety,
maternal morbi-mortality, ARI in children, HIV/AIDS, monogenic diseases and
congenital malformations, neurological vascular diseases, neurology of behavior
and cognitive neurosciences, and epilepsies.
National Policies of Research in Health
The MINCyT has developed the "Bicentenario" ("Bicentennial") national
strategic plan on science, technology and innovation (2006/2010). The main
purpose of this plan is to guide the preparation of a scientific and technological
policy for the country and to include, through the Integrating Transversal Program
of the National Innovation System, all the institutions in collaboration networks
which carry out research, development and innovation projects in areas such as
health prevention and care.
Law 25,467 contains unredeemable and universally applicable principles which
govern any research activity: The free and voluntary participation of individuals
in research trials, the mandatoriness of the informed consent processes prior to
recruiting research subjects and the obligation to carry out pre-clinical trials and
trials with animals before experimenting with humans, in order to duly determine
the cost-benefit relationship, as well as the safety and efficacy of the trial.
The MoH has a research plan and a set of rules. Such set of rules includes the
following projects:
• Bill of law for clinical research with drugs, medical products, biological products,
gene therapy and cell therapy. The project stewarding principles acknowledge
that the rights, the safety and the welfare of the trial subjects will be the priority in
clinical trials. Thus, clinical trials may only begin when the relevant Biomedical
Research Ethics Committee and the enforcement authority have approved that
they be performed. Clinical trials will be carried out respecting the rights of the
subject and the ethical principles applicable to biomedical research with human
beings. The informed consent by each participant is essential to actually engage
such participant in the proposed research project. The project describes in detail
the special characteristics of the clinical trial with minors and individuals with
different capacities. In turn, it highlights the duties of researches and research
sponsors, as well as those of the enforcement authorities. This law has been
partially approved by the House of Representatives and it is being discussed in
the Senate.
• Decision 5,330: It governs clinical pharmacological researches mainly aimed at
the registration of pharmacological products.
• Resolution 35/2007: It describes the functions of the Commission on Clinical
Research applied to human beings, such as reviewing the current research

141

142

Health Systems

in

South America

and the updated regulatory rules for the new research lines that scientific and
technological progress has on the health field.
• Bill of law on rules for the operation of health research ethics committees. File
number: 1663-D-2006. The purpose of this bill of law is to regulate the operation
of Health Research Ethics Committees throughout Argentina. The guidelines
adopted are the minimum accreditation, formation and operation requirements,
and evaluation criteria stated in the "Operational Guide for Ethics Committees
evaluating Biomedical Research," Geneva, 2000 (UNDP/WB/WHO) and
its "Supplementary Guide on Supervision and Evaluation of Ethics Review
Practices," Geneva, 2002 (WHO/TDR).

Also, the provisions for the registration of clinical trials included in
Resolution 1,678/2007, which creates a list of clinical trials on human beings,
should be mentioned. This resolution sets forth the procedures to be followed for
such registration.
National Institutes of Health
In the last few years, two institutions have been created within the sphere of
public health research, which are added to the preexisting network: the already
mentioned National Cancer Institute (INC) and the Tropical Medicine Institute
(INMeT). The INC reports institutionally to the MoH and it is responsible
for developing and implementing health policies, as well as coordinating
comprehensive actions for the prevention and control of cancer in Argentina. Its
main purpose is to reduce cancer incidence and mortality, while improving the
quality of life of those having such disease. The INC establishes the goals regarding
promotion, prevention, protection and healthcare, and also defines the criteria to
evaluate the effectiveness and performance of the programs, centers and healthcare
services. Their activities include the development of rules for comprehensive care
to patients with cancer; the promotion of health and the reduction of risk factors
within the framework of guidelines defined for non-communicable diseases;
the definition of strategies for early prevention and detection; the training of
specialized professionals; the development of research and surveillance, and the
analysis of epidemiologic data. The strategies to be implemented to define such
rules will involve several disciplines and sectors, while promoting the participation
of scientific entities and other social actors specialized in the field. Thus, goals,
actions and recommendations will be established based on scientific evidence and
the good practices available in the different spheres of promotion, prevention,
clinical management, rehabilitation and social reinsertion.
In turn, the purpose of the INMeT, created by the regulatory provisions of
Law 26,534 in 2010 and also reporting to the MoH, is to coordinate the planning
and development of health strategies at the regional level for the prevention and
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control of tropical diseases in Argentina. It has its headquarters in the City of
Puerto Iguazú, in the Province of Misiones, a strategic place in the Argentine
subtropical region and the area of the triple frontier, and its mission is to generate
comprehensive health responses to pathologies which have a present and future
impact on the public health of our country, such as: Chagas, malaria, dengue fever,
leishmaniasis, helminthiasis, cholera, yellow fever, leprosy, and schistosomiasis. To
that end, the INMeT is offered as a sphere for the articulation of provincial, national
and regional actors specialized on this issue (mainly the provincial laboratory
network, the National Laboratory Institute and the Health Institute "Dr. Carlos G.
Malbrán,” the national and regional universities, and the peer bodies in bordering
countries). Thus, it is expected that an expert team will be formed and several
inter-institutional agreements will be entered to carry out shared research projects
resulting in new knowledge, as well as to design, execute and evaluate the most
effective health plans as regards prevention, diagnosis, treatment and eradication
of such diseases.

COOPERATION IN HEALTH
As in many countries in the region of the Americas, the Constitution of the
Argentine Republic recognizes health as a fundamental human right. Regarding
the regional epidemiologic situation, the importance of facing the challenges
arising from it in a coordinated manner is acknowledged, such coordination
being provided through the technical cooperation given by the different countries
of the region. Efforts are being made to strengthen the MoH presence in the
international technical cooperation agencies and their relationship with the
financing institutions, both of the United Nations and the Inter-American system,
with special emphasis on the propositive participation in the management bodies
of the PAHO/WHO.
Public health is still at a cross-road because there are two concurrent mega
trends: decentralization and globalization. Both of them may be generating
contradictory responses. Although the phrase "think globally, act locally" has
spread, some health challenges will probably require an effort to the contrary, that
means, think locally and act globally.
Decentralizing processes that involved most of the health systems, in particular,
those of the Latin American region, encouraged reading the health situation as
local problems. In turn, the fiscal theory has justified decentralization by holding
that social goods, such as the healthcare services, must be provided within the
territorial and government unit that may financially support them. Thus, health
problems start to be fragmented in a regional and local manner, which, on many
occasions, helps obtain adequate responses to the specific needs of each place.
However, in other occasions, system inefficiencies are generated, such as the
duplication of some efforts and the absence of others.
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On the other hand, globalization emphasizes the challenges, such as the need
to join the international efforts to reduce risks and leverage health opportunities.
In turn, globalization modifies the nature of health needs, as well as the type of
appropriate interventions in order to meet them. Besides tackling local problems
related to their health systems, communities must face the international transfer
of health risks.
The control of risks and international damages exceeds, in many cases, the
capacity of national governments to protect their populations. The new threads
are presented not only through contagious infectious diseases, but also through
the propagation of unhealthy life styles or styles that involve risky behaviors.
Consequently, it is undeniable that some of the new sanitary challenges require
international responses due to the acknowledgment of the fact that there are
health problems that go beyond borders and that, besides, there would be national
(and even more local) losses to face certain sanitary issues, such as the fight against
certain epidemics.
Thus, as a response, it is stated that more benefits may be obtained for everyone,
reaching scale economies and higher effectiveness in the promotion of health and
the fight against disease through joint actions by several countries. In this context,
Argentina believes that the most appropriate conditions to handle the international
health problems may be obtained at the regional and sub-regional levels. In this
direction, general and health integration processes are consolidating throughout the
region: The Caribbean, the Andean Region and Mercosur.
In this context of greater interdependence of countries, health needs have
changed, as well as the type of interventions necessary to meet them. The aim is to
address the new current challenges, which are related to the following:
• Global environmental changes
• Population movements
• R
 egular trade and unhealthy legal (tobacco and alcohol) and illegal (drugs)
products trade
• Health problems that go beyond the borders of a country
• Dissemination of medical technologies

Which steps have been taken by the Ministry of Health in view of this context?
It sought to strengthen the Ministry of Health's institutional capacity in connection
with international health. In 2002, the Undersecretariat of Health Relationships
and Health Research was created, with powers within the sphere of international
relationships, with the Provinces and the NGOs. Furthermore, training capacities
are regularly offered, thus, presenting a systematization and analysis process based
on the specific practices. In the framework of the creation of the South-American
Community of Nations, Argentina was one of the countries leading the creation
of a Network of International Relationship Offices of the Ministries of Health.
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Argentina has developed some good practices and lessons learnt, which helped
it overcome the difficult 2002 crisis. In that sense, it has been offering them to
several countries, as such practices and lessons address the main health issues of
the countries of the region. The most relevant Argentine experiences include the
following practices, among others:
• Public supply of essential drugs: The REMEDIAR program systematizes drug
dispensing for the first level of care.
• Regulation of the drug quality, safety and efficacy: The ANMAT is the
regulatory agency of drug quality, safety and efficacy, and it gives cooperation to
many countries of South America.
• Removal and organ transplant policy: The presumed donor law, whereby all
citizens are donors, unless otherwise stated. The National Central Institute for
the Coordination of Removals and Implants has the best practices regarding
management and information systems on transplants, tissues and organs, and it
is cooperating in almost every country of South America.
• Health Economy: Assistance is being provided to the countries as regards this
issue, in connection with the institutional strengthening of the economy areas of
drugs and health financing models.
• Development of community-based rehabilitation strategies in primary care:
The National Rehabilitation Service is providing technical assistance on this
issue to other countries.
• Mental health: Argentina has an important history as regards mental health and
it is cooperating with other countries, such as Peru and Chile, among others.
• Access to healthcare services through mobile units: Due to the geographic
dispersion, Argentina has mobile health units which travel around the country
and that allow the population to have access to health, glasses and studies.
• Health information systems: The Federal context of the Argentine Republic
poses great challenges regarding the management of vital statistics. Argentina has
significant experience to this regard.

The tools of the Ministry to make cooperation effective are the following:
1. Horizontal Cooperation Fund FO-AR of the Argentine Foreign Ministry:
The South-South and Triangular Argentine Cooperation Fund (FO-AR) is the
Argentine foreign policy tool whereby our country promotes joint technical
cooperation initiatives with other countries with an equal or inferior relative
economic and social development, through association, collaboration and mutual
support mechanism. It, thus, states the guidelines provided in the Buenos Aires
Action Plan, set three decades ago by the international community to foster
technical cooperation between developing countries.
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Within the framework of the Argentine foreign policy guidelines and the
philosophy underlying the South-South cooperation, and the commitments
assumed by the country internationally, the FO-AR has the following main goals
which contribute to the international community efforts to reach the global
development goals and overcome poverty:
To establish and consolidate associations for the development with other
countries on the basis of their own strategies and national priorities, seeking the
participation of all the interested actors.
To generate and support the strengthening of appropriate environments and
mechanisms to exchange knowledge, technologies and best practices between
Argentine organizations and their equivalent bodies in other countries, always
seeking that such organizations and bodies strengthen their own development
capacities.
To develop methodologies and tools which allow to make technical assistance
processes more dynamic in order to maximize the use of human and financial
resources.
The requests to the FO-AR are channeled through the Diplomatic
Representations of Argentina in developing countries, and they are previously
harmonized or accepted by the International Relationship Boards of the relevant
Ministries of Health.
2. Cooperation Treaties between Countries: They are solidarity, horizontal
cooperation and institutional capacity strengthening tools that the countries have
to respond to their health-related needs.
Technical cooperation between countries will be the execution and management
of joint development activities and projects, sharing mutual experiences and
technical capacities, as well as their own resources, and using the financial support
and advice of external sources, when necessary.
This cooperation mechanism is essentially a process whereby Argentina, together
with two or more countries work together for the development of individual or
collective capacity with cooperative exchanges of knowledge, skills, resources, and
technologies. Ideally, the CTP activities must be commenced, organized and handled
by the same countries, under the direction of the relevant government, and with the
participation of institutions and public and private organizations (UNDP, 1998). This
mechanism depends on the existence of resources from the PAHO.
3. Other cooperation resources provided by international or specialized
agencies within the United Nations system, through which projects are prepared
and the agencies make resources available
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4. Resources owned by the Ministry of Health: Although the Ministry of
Health of the Argentine Republic always depends on budget availability, such
ministry prioritizes cooperation projects with resources from its own regular
budget.
In addition, our Ministry of Health requires cooperation and exchange
of experiences with other institutions of the region in order to improve the
institutional strengthening process. These requirements arise from the new Federal
Health Plan. In that sense, priority has been given to the following:
• Strengthening of the primary care strategy.
• Strengthening of the healthcare networks: Reference and counter-reference
systems.
• Responsibility of the healthcare services entrusted with nominated population,
as a necessary requirement to make the primary care strategy effective.
• Health human resources policies: Planning of human resources, education,
training, improvement of professional skills, training of human resources,
in particular, professionals. Thus, action is taken towards the institutional
strengthening of its health systems according to their substantive policies.
• Hospital management models: Fostering the incorporation of management tools
for public hospitals. The public hospital, which was the subject of public policies
during the 90's, has been set aside, and many of them require the incorporation
of management and decision-taking tools.
• Institutional strengthening of the National Cancer Institute: This institute was
recently created by a decision of President Cristina Fernández de Kirchner and,
in that sense, its institutional consolidation is deemed necessary.
• Exchange of experiences with other countries to fight against alcohol abuse, as
such exchange may serve as a feedback for the formulation of policies in the
Argentine Republic.
• Institutionalization of participation in health matters: This is considered one of
the mega trends for health system reform worldwide. It is considered that there
may be significant experiences to be taken into account at the international level.
• Federalism and health: In Argentina health results and access to services show
significant gaps and inequalities between the provinces and the Autonomous City
of Buenos Aires. For decades, the federal health system has grown without any
order, in a context of different and successive power delegations from the national
level to the intermediate ones, and no actual articulation among the responsible
parties. It is necessary to develop and strengthen the Health Federalism by
distributing functions among the different jurisdictions. In that sense, there may
be a significant opportunity for cooperation with federal countries or countries
with a high degree of decentralization.
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Constitutional and legal
framework of health

Presidentialist Federal The right to health is not
Republic
mentioned in the
National Constitution Constitution as such, but
through the Universal
In force: 1994
Declaration of Human Rights
Population :
(Art. 25) and the International
40,666,000 inhabitCovenant on Economic, Social
ants
Territory organized in and Cultural Rights ratified by
Argentina in 1986.
24 jurisdictions
(23 provinces and the Thus, health appears as a
right through international
Autonomous City of
Buenos Aires, seat of instruments ratified by the
country.
the federal government), and more than
2,200 municipalities

Argentina

Country

The Ministry of Health (MoH) is the health system
steward responsible for defining the policies for the
sector and implementing planning and coordination
actions with the provincial health authorities.

Functions of the Federal Ministry of Health

Provinces are completely autonomous in
The significant autonomy of the provinces on health
health matters.
matters limits the stewardship by the Federal
Ministry.
Three subsectors: public (that provides
and finances healthcare directly
The MoH also oversees the service operation and
through the 24 provincial ministries of
the health-related facilities and institutions, and it is
Health and the MoH); social security
responsible for issuing rules and procedures to guarantee
finances services mostly provided by
the quality of medical care in a manner agreed upon with
private institutions and physicians hired
the provinces. The MoH also participates in the approval
(298 national insurance program, 24 of
of projects for health facilities to be built with the
which are provincial; and the Institute of participation of private entities.
Social Services for
Retirees and Pensioners - INSSJyP/ PAMI); Sanitary Surveillance
It is performed by the ANMAT (National
and health maintenance organizations
Administration of Drugs, Food and Medical
(there are no consolidated data but it
has been estimated that there are 200 to Technology), an entity which is independent and selfsufficient from the economic and financial point of view,
250 health maintenance organization).
created in
All citizens can receive care at public
1992, which is responsible for assuring the quality of
health institutions, but coverage varies
the products within its scope of powers (drugs, food,
greatly depending on the province (and
medical products, diagnostic reagents, cosmetics, dietary
the provider within each province).
supplements and domestic use products)
Each province has particular budget
Epidemiological Surveillance
restrictions, their own health policies
It is carried out through the National Health
(both local and regional), different
Surveillance System (SNVS) fostered by the
demand profiles depending on specific
MoH. The SNVS is part of the clinical, laboratory,
regulatory frameworks (in general,
watchdog units and specific program surveillance
they have their own health regulations
strategies through an on line platform which reaches
and labor laws exclusive for public
different decision-taking centers. This virtual network is
administration workers).
formed with authorized users throughout the countries
and it is structured in hubs corresponding to facilities
where the surveillance data is loaded, consolidated,
systematized, analyzed and disseminated, thus allowing
both notifying different events and making a consistent
and quick analysis of the information available.

Health System: Based on a federal
political structure, it is profoundly
decentralized in terms of healthcare
services provision and administration.

Health system structure

The 2010-2016 Federal Health Plan
is still under analysis; it proposes a
progressive movement towards the
decentralization of promotion and
prevention actions, and universal
coverage.

The 2004-2007 Federal Health Plan
works as a long-term conceptual
framework of the project and guides the
development of the Argentine health
system based on Primary Care

Priorities of the current policy

Chart 3 – Health system in Argentina: Summary; constitutional framework, structure and priorities of the current policy

The total expenditure of the health sector (including the private sector) as regards the GDP is 10.19%

Social security subsector: It covers 55% of the population with Provincial Social Insurance Programs (12%) +
National Social
Insurance Programs (34%) + PAMI for retirees (9%)

Research and innovation in health

Three ministries in Argentina produce, finance and regulate health
research through their different bodies, policies and programs. The
Ministry of Science, Technology and Productive Innovation (MINCyT)
The public expenditure on health, including social security accounts
has two secretariats and two decentralized bodies: National Agency
for approximately 70% of the total expenditure on health, while 30%
of Scientific and Technological Promotion (ANPCyT) and the National
Public subsector: It covers 35% of the population with- to 33% is financed by its own families through their out-of-pocket
Council of Scientific and Technical Research (CONICET). The Ministry
out a health insurance coverage, although, formally,
expenses.
of Education (ME), through the Secretariat of University Policies,
such coverage is universal; and 2% with explicit guarPublic expenditure on health, added to that of social security for the
coordinates the Program for incentives to professors-researchers
antees in State health plans, Nacer Plan and Federal
2000-2009 period had an average share of about 4.8% of GDP; it is
of national universities. The Ministry of Health is formed by
Health Plan.
worth mentioning that 2009 was the year with the highest percentage,
three secretariats, one of them specifically for research, and two
6.2%.
Private subsector: health maintenance organizations =
decentralized bodies, the National Administration of Drugs, Food
8% of the population
Public expenditure on health 2.19% + social security 3.08% = 5.27% of and Medical Technology (ANMAT) and the National Administration of
Laboratories and Health Institutes, which pursue different research
National Social Insurance Programs and Health Mainte- GDP.
lines through their 6 institutes and 5 centers. Also within the
nance Organizations must offer the Obligatory Medical Public expenditure on health by government level has progressed
MoH, the Salud Investiga National Commission selects, grants and
Plan that establishes a basket of minimal healthcare
somewhat constantly across the three participation levels, with a
evaluates the socio-health research scholarships.
services.
high prevalence of provincial expenditure. Provincial health budgets
In the last few years, two institutions have been created within the
From the total revenue from Social Insurance Programs, are used for maintaining hospitals, while the national government
sphere of public health research:
provides
funds
for
decentralized
bodies
and
programs.
the Federal Tax Administration withholds a percentage
which is channeled to a Compensation Solidarity Fund The provinces have an average participation of 70%, compared to 15% The National Cancer Institute (INC) and
to complete the contribution paid by lower-income
of healthcare expenditure at a national level; and this data is explained The Tropical Medicine Institute (INMeT, created in 2010), with its
members and finance a limited set of services for
by the characteristic decentralization of the Argentine health system. headquarters in the Province of Misiones and reporting to the MoH
catastrophic diseases, which fund is managed by the
Sources: The funds used to finance Public Healthcare
Special Program Administration.
come from general income tax and international loans. The financing
of National Social Insurance Programs come from contributions paid
by the worker (3% of the salary) and the employer (6% of the salary).
The INSSJP financing comes from several sources: contributions of
active workers, equal to 5% of the wage: 3% personal contribution
and 2% employer´s contribution; the contribution from the inactive
population ranges from 6% to 3% of their income plus a contribution
of the National Treasury.

Funding: sources and composition of health expenditure

Social Protection in Health

Chart 4 – Health system in Argentina: Summary; social protection in health, financing, research and innovation in health
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List Of Abbreviations And Acronyms
ADEMP — Asociación de Empresas de Medicina Prepaga (Association of Health Maintenance
Organizations)
ADPIC — Aspectos de los Derechos de Propiedad Intelectual relacionados con el Comercio
(Aspects of Intellectual Property Law related to Trade)
AES — Asociación de Economía de la Salud (Health Economy Association)
AFIP — Administración Federal de Ingresos Públicos (Federal Administration of Public Revenues)
AMA — Asociación Médica Argentina (Argentine Medical Association)
ANLIS — Administración Nacional de Laboratorios e Institutos de Salud (National Administration
of Laboratories and Health Institutes)
ANM — Academia Nacional de Medicina (National Academy of Medicine)
ANMAT — Administración Nacional de Medicamentos, Alimentos y Tecnología Médica (National
Administration of Drugs, Food and Medical Technology).
ANPCyT — Agencia Nacional de Promoción Científica y Tecnológica (National Agency of
Scientific and Technological Promotion)
ASN — Autoridad Sanitaria Nacional (National Health Authority)
AUH — Asignación Universal por Hijo (Universal Allocation per Child)
BID — Banco Interamericano de Desarrollo (Inter-American Development Bank)
BPL — Buenas prácticas de laboratorio (Good laboratory practices)
BPM — Buenas prácticas de manufactura (Good manufacturing practices)
BO — Boletín Oficial (Official Gazette)
CABA — Ciudad Autónoma de Buenos Aires (Autonomous City of Buenos Aires)
CAEMe — Cámara Argentina de Especialidades Medicinales (Argentine Chamber of Medical
Specialties)
CAI — Comisión Asesora Intersectorial (Intersectoral Advisory Commission)
CAPS — Centro de Atención Primaria de Salud (Primary Healthcare Center)
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ECLAC — Economic Commission for Latin America and the Caribbean
CEPS-AP — Clasificación Estadística de Problemas de Salud de la Atención Primaria
(Primary Healthcare Statistical Classification of Health Problems) CIE_10 —
Clasificación Estadística Internacional de Enfermedades y Problemas de Salud
(International Statistical Classification of Diseases and Health Problems),
10th revision.
CILFA — Cámara Industrial de Laboratorios Farmacéuticos Argentinos (Industrial Chamber
of Argentine Pharmaceutical Laboratories)
CNCE — Comisión Nacional de Clasificación de Enfermedades (National Commission on
Disease Classification)
CNF — Comisión Nacional de Farmacovigilancia (National Commission on Pharmacology
Surveillance)
CNCPS — Consejo Nacional de Coordinación de Políticas Sociales (National Council for
Social Policy Coordination)
COFA — Confederación Farmacéutica Argentina (Argentine Pharmaceutical Confederation)
COFELESA — Consejo Federal de Legislación Sanitaria (Federal Council on Health
Legislation)
COFESA — Consejo Federal de Salud (Federal Health Council)
COMRA — Confederación Médica de la República Argentina (Medical Confederation of the
Argentine Republic)
CONEAU — Comisión Nacional de Evaluación y Acreditación Universitaria (National
Commission on University Evaluation and Accreditation)
CONICET — Consejo Nacional de Investigaciones Científicas y Técnicas (National Council
of Scientific and Technical Research)
COOPERALA — Cooperativa de Laboratorios Argentinos (Cooperative of Argentine
Laboratories)
COSAPRO — Consejo de Salud Provincial de la Pcia. de Buenos Aires (Health Council of the
Province of Buenos Aires)
CRPFT — Comisión de Revisión Permanente del Formulario Terapéutico (Commission for
the Permanent Review of the Treatment Form)
DAGPyPS — Dirección de Análisis de Gasto Público y Programas Sociales (Public Expenditure
and Social Program Analysis Board)
DCI — Denominación común internacional (International ordinary name)
DDD — Defined daily dosis.
DEM — Dirección de Evaluación de Medicamentos (Drug Evaluation Board)
DES — Dirección de Economía de la Salud (Health Economy Board)
DF — Departamento de Farmacovigilancia (Pharmacology Surveillance Department)
DINESA — Dirección Nacional de Emergencias Sanitarias (National Board of Health
Emergencies)
DNEIS — Dirección Nacional de Estadística e Información de Salud (National Board of
Health Statistics and Information)
ECM — Estudio Colaborativo Multicéntrico (Multicenter Collaborative Studies)
EMP — Empresas de Medicina Prepaga (Health Maintenance Organizations)
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ENFR — Encuesta nacional de factores de riesgo (National Risk Factor Survey)
ENNyS — Encuesta nacional de nutrición y salud (National Nutrition and Health Survey)
ENO — Enfermedad de notificación obligatoria (Mandatory Notifiable Disease)
NCD — Non-communicable diseases
FBD — Food-borne diseases
ILI — Influenza-like diseases STD — Sexually Transmitted Diseases
FDA — US Federal Drug and Food Administration
FEFARA — Federación Farmacéutica de la República Argentina (Pharmaceutical Federation
of the Argentine Republic)
FESP — Funciones Esenciales de Salud Pública (Essential Public Health Functions)
FN — Formulario nacional (National form)
FTN — Formulario terapéutico nacional (National treatment form)
GATT — General Agreement on Tariffs and Trade
GBA — Greater Buenos Aires (formed by the City of Buenos Aires and 14 districts of the
Buenos Aires Conurbation)
GPS — Gasto Público en Salud (Public Expenditure on Health)
GPC — Gasto Consolidado en Salud (Consolidated Expenditure on Health)
INAL — Instituto Nacional de Alimentos (National Food Institute)
INAME — Instituto Nacional de Medicamentos (National Drug Institute)
INDEC — Instituto Nacional de Estadísticas y Censos (National Statistical and Census
Institute)
INPI — Instituto Nacional de la Propiedad Industrial (National Institute of Industrial
Property)
INSSJyP — Instituto Nacional de Servicios Sociales para Jubilados y Pensionados (National
Instituto of Social Services for Retirees and Pensioners)
INTI — Instituto Nacional de Tecnología Industrial (National Institute of Industrial
Technology)
ARI — Acute respiratory infections
NPO — Non-profit organizations
EDL — Essential drug list
MAGyP — Ministerio de Agricultura, Ganadería y Pesca (Ministry of Agriculture, Livestock
and Fishing)
ME — Ministry of Education
Mercosur — Mercado Común del Sur (Southern Common Market)
MEyFP — Ministerio de Economía y Finanzas Públicas (Ministry of Economy and Public
Finances)
MINCyT — Ministerio de Ciencia, Tecnología e Innovación Productiva (Ministry of Science,
Technology and Productive Innovation)
MINPLAN — Ministerio de Planificación Federal, Inversión Pública y Servicios (Ministry of
Federal Planning, Public Investment and Services)
MRECIyC — Ministerio de Relaciones Internacionales, Comercio Internacional y Culto
(Ministry of Foreign Affairs, International Trade and Worship)

157

158

Health Systems

in

South America

MoH — Federal Ministry of Health
MTEySS — Ministerio de Trabajo, Empleo y Seguridad Social (Ministry of Labor, Employment
and Social Security)
NEA — Nordeste Argentino (Northeastern Region of Argentina) (Formosa, Chaco, Misiones and
Corrientes)
NOA — Noroeste Argentino (Northwestern Region of Argentina) (Jujuy, Salta, Tucumán,
Santiago del Estero, Catamarca and La Rioja)
WTO — World Trade Organization
WHO — World Health Organization
NGO — Non-governmental organization
PAHO — Pan American Health Organization
OSN — Obras Sociales Nacionales (National Social Insurance Programs)
OSP — Obras sociales provinciales (Provincial Social Insurance Programs)
OSS — Obras sociales sindicales (Union Social Insurance Programs)
PAMI — Programa de Asistencia Médica Integral (National Insurance for Retirees and Pensioners)
PHC — Primary Health Care
PMC — Programa Médicos Comunitarios (Community Doctor Program)
PMO — Programa Médico Obligatorio (Obligatory Medical Program)
PMOe — Programa Médico Obligatorio de Emergencia (Emergency Obligatory Medical Plan)
PNAS — Plan Nacional Argentina Saludable (Healthy Argentina National Plan)
PNGCAM — Programa Nacional de Garantía de Calidad de la Atención Médica (National
Program of Healthcare Quality Assurance)
PNM — Política nacional de medicamentos (National drug policy)
PPM — Producción pública de medicamentos (Public production of drugs)
PREA — Programa de Rehabilitación y Externación Asistida (Rehabilitation and Assisted
Discharge Program)
PROFE — Programa Federal de Salud (Federal Health Program)
REDAF — Red de Educación Física (Physical Education Network)
RELAP — Red de Laboratorios Públicos (Public Laboratory Network)
RENAFI — Red Nacional de Fiscalización (National Monitoring Law)
SARS — Severe acute respiratory syndrome
SCN-93 — Sistema de Cuentas Nacionales base año 1993 (National Account System based
on 1993)
SEDRONAR — Secretaría de Programación para la Prevención de la Drogadicción y la Lucha
contra el Narcotráfico (Secretariat for Planning the Prevention of Drug Addiction and the
Fight against Drug Trafficking)
SENASA — Servicio Nacional de Sanidad Animal (National Animal Health Service)
AIDS — Acquired Immunodeficiency Syndrome
SIISA — Sistema Integrado de Información Sanitaria Argentina (Integrated System of Argentine
Health Information)
SIPA — Sistema Integrado Previsional Argentino (Argentine Social Security Integrated System)
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SIVILA — Sistema Nacional de Vigilancia de Laboratorio (National System of Laboratory
Surveillance)
SNFVG — Sistema Nacional de Farmacovigilancia (Argentine Pharmacology Surveillance System)
SNVS — Sistema Nacional de Vigilancia Sanitaria (National Health Surveillance System)
SRT — Superintendencia de Riesgo de Trabajo (Workers' Compensation Superintendence)
SSS — Superintendencia de Servicios de Salud (Health Service Superintendence)
CMR — Child mortality rate
MMR — Maternal mortality rate
UCEETS — Unidad de Coordinación de Evaluación y Ejecución de Tecnologías Sanitarias (Unit
for the Coordination of Health Technology Evaluation and Execution)
UMC — Uppsala Monitoring Centre, from Sweden
URM — Uso racional de medicamentos (Rational Use of Drugs)
HIV — Human Immunodeficiency Virus

Notes
1

 he notion of citizens rights included in the “National Commitment in favor of the Mother
T
and the Child,” assumed in the World Summit for Children (1990), the “International
Convention on the Rights of the Child” (1989) and the “Convention on the Elimination
of All Forms of Discrimination against Women” (1979), which aims at equality as regards
health, is acknowledged.

2

 he Human Development Index (HDI) is a measurement which summarizes a series of
T
socio-economic, demographic and health variables. It is prepared by the United Nations
Development Program (UNDP) in all the world.

3

 he different sources of information are the EUyGSS (2005 and 2010) and the ENGH
T
(2004/2005), which disclose information on household expenditure and WHO's estimates.

4

 he Healthy Municipalities and Communities (MyCS) strategy is based on the Lalonde
T
Report "New Health Perspectives for the Canadian" (Nueva Perspectivas de salud de los
Canadienses), as well as in statements and documents generated based on "Heath for Everyone in 2000" (Salud para todos en el año 2000) (1977), Alma Ata (1978), the "Action
Plan" (1981) and the "Ottawa Charter for Health Promotion" (1986), among other documents.

5

 eveloped by the National Board of Health Statistics and Information (DNEIS), with the
D
collaboration of the National Commission on Disease Classification (CNCE) based on
the International Statistical Classification of Diseases and Health Problems, 10th revision
(CIE_10), edited in Spanish by the PAHO.

6

 he stated data correspond to the sales value according to the laboratory prices. If the sales
T
value is calculated at the retail price, such sales are almost twice the value above mentioned
raising from $6.174 billion in 2002 to $16.115 billion in 2007. Although the data collected
vary slightly by source used (INDEC, MINCyT-UIA, UBA or private sources, such as the
consultants IMS or BDO), the increasing trend is similar and continues until 2010 with a
final sales volume in excess of $24 billion (INDEC, 2011; COFA, 2011).
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III. Health System in Bolivia

In Bolivia, we are fueling a revolution, a substantial change in how our society

is organized, how social wealth is produced and redistributed so that it benefits all
the inhabitants of this Plurinational State, instead of just a few, as it has been our
history.
In terms of health, Bolivia has two basic components: the Family, Community
and Intercultural Health (SAFCI), which is the State's main policy that guarantees
the right to health, and the Unified Health System (SUS), which is the mechanism
established to attain such right.
The Unified Health System is a project that has been long desired by both
the population and healthcare professionals, and today it is a fact thanks to
President Evo Morales Ayma, the political framework incorporated to the New
Political Constitution of the Plurinational State, which proclaims that health is a
fundamental social and human right, and the SUS as the organizational model.
The Family, Community and Intercultural Health model is a health policy
that represents the essence of the Bolivian health system. It has transformed the
old, disease-centered, medicalized model into a new model centered on social
participation and control, and intersectoral and systematic action on the social
determinants of health.
A key element in such paradigm shift is the inclusion of traditional medicine
and interculturality as pivotal components of the new care and management model.
These factors, in addition to the active participation of social organizations, and
the civil society represent a broad overview of the actions that must be taken.
This set of actions and actors is accompanied by land rights and environment
care, where the original peoples take the best actions. The health sector has a lot
to learn from these peoples.
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Overview
Bolivia is in the center of South America and is considered the heart of the
South American continent by many. It is located between the meridians 57° 26'
and 69° 38' longitude west of the Prime Meridian, and the parallels 9° 38' and 22°
53' of southern latitude. It is bordered by Brazil to the north and east, Argentina to
the south, Peru to the west, Paraguay to the southeast, and Chile to the southwest.
Bolivia is divided into 9 departments, 112 provinces, 337 municipalities, and
over a dozen aboriginal country territories. The constitutional capital of Bolivia is
Sucre, in the Chuquisaca department, and the Seat of the Government is the city of
La Paz, in the La Paz department. The nine departments are: Chuquisaca (Sucre),
La Paz (La Paz), Cochabamba (Cochabamba), Oruro (Oruro), Potosí (Potosí), Tarija
(Tarija), Santa Cruz (Santa Cruz de la Sierra), Beni (Trinidad), and Pando (Cobija).
Bolivia's surface is 1,098,581 km and has a population of 10,426,155
inhabitants, with a population density of 9.5 inhabitants per km . The population
is concentrated in younger age groups (Table 1 and Graphic 1).
Table 2 shows Bolivia's demographic indicators for the 2005-2010 period, with
advances in the reduction of child mortality rates, which are still high (41 deaths
per 1,000 live births). Life expectancy at birth is 68.5 years for women and 64 years
for men.
2
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Table 1 – Population by department and gender, Bolivia, 2010
Departments

Men

Women

Total Bolivia

10,426,155

5,201,974

5,224,181

Chuquisaca

650,570

322,720

327,850

La Paz

2,839,946

1,404,802

1,435,144

Cochabamba

1,861,924

920,558

941,366

Oruro

450,814

226,028

224,786

Potosí

788,406

386,796

401,610

Tarija
Santa Cruz
Beni
Pando

Total

522,339

263,307

259,032

2,785,762

1,401,695

1,384,067

445,234

231,845

213,389

81,160

44,223

36,937

Source: National Statistics Institute (INE, 2010)
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Graphic 1 – Population pyramid, Bolivia, 2010
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Table 2 – Demographic indicators, Bolivia, 2005-2010
Indicators

2005

2006

2007

2008

2009

2010

Exponential

2.15

2.10

2.06

2.02

1.97

1.93

Geometric

2.18

2.12

2.08

2.04

1.99

1.94

Rate of natural increase (per 1,000)

21.20

20.76

20.33

19.90

19.45

19.02

Gross birth rate (per 1,000)

29.03

28.47

27.93

27.39

26.84

26.31

Gross death rate (per 1,000)

7.84

7.72

7.60

7.49

7.39

7.29

Mean annual growth rate (%)

Fertility rate
3.73

3.63

3.54

3.46

3.37

3.29

Overall (per 1,000 women)

Overall (per woman)

117.36

114.55

111.77

109.06

106.43

103.86

Mean age of fertility (years)

28.69

28.64

28.59

28.55

28.50

28.45

Men

62.62

62.94

63.27

63.59

63.91

64.24

Women

66.85

67.19

67.53

67.87

68.21

68.54

Total

64.68

65.01

65.01

65.68

66.01

66.34

Total

50.36

48.40

46.51

44.78

43.18

41.65

Men

54.78

52.81

50.92

49.13

47.43

45.80

Women

45.73

43.77

41.90

40.23

38.73

37.30

Life expectancy at birth

Child mortality rate

Source: National Statistics Institute

Bolivia can be divided into three main geographic regions: the Andean region,
the Sub-Andean region, and the Llanos region.
The Andean region spans 25% of the Bolivian territory extending for
274,645 km . In the Andean region, two mountain ranges stand out: the Western
or Volcanic range and the Eastern range, with a high plain area in the center. The
departments of La Paz, Oruro and Potosí are located in this region, where the
2

Health Systems in Bolivia

lowest temperatures are recorded, which can even reach 20 degrees Celsius below
zero. The average temperature here is 10 degrees Celsius. The high plains are at an
average height of 3,555 meters above sea level.
The Sub-Andean region has a temperate warm climate, comprises 16% of the
territory and extends approximately for 175,772 km , with fertile valleys. The mean
temperature of the region is 16-20 degrees Celsius. The area includes the departments
of Cochabamba, Chuquisaca, Tarija and part of Santa Cruz, in the center of the
country, with heights reaching 1,000-3,000 meters above sea level.
At the foot of the Real or Eastern range, on the northeast side, the eastern
Llanos extend for 659,149 km , spanning 60-64% of the Bolivian territory,
with a warm tropical climate from the Northeast, East and Southeast, with an
annual mean temperature of 22-25 degrees Celsius. It comprises the North of the
department of La Paz, the east portion of the department of Cochabamba, Santa
Cruz, Beni, and Pando.
Although the entire Bolivian territory is located within the Tropic of Capricorn
region, it has a wide variety of climates. Ambient temperature varies depending on
the geographic location and the height above sea level.
In the region impacted by the Real or Eastern range and the Volcanic or
Western range, i.e. the West of Bolivia, the climate is regulated by altitude, thus
explaining the snow-capped peaks and the glacial cold at the same latitude as plains
with tropical warm temperatures.
All the seasons of the year are not notably different due to the proximity to the
Equator. Temperature oscillation from summer to winter is less than 10 degrees
Celsius. Rains occur between November and March. However, in the Amazon
llanos and the Río de la Plata region it rains throughout the year.
2

2

Political and Administrative Model of the Country
After the approval of the New Political Constitution by referendum in
December 2009, on January 22, 2010 the Plurinational State of Bolivia was instituted.
The new State replaced the Republic of Bolivia, created on August 6, 1825.
Article 1 of the brand-new constitution states that Bolivia is constituted as a
Unitary Social State of Plurinational, Community-Based Law, free, independent,
sovereign, democratic, intercultural, decentralized, and with autonomies.
The form of government adopted by the State of Bolivia is a participatory,
representative and community-based democracy, with equal conditions for men
and women.
Democracy is exercised as follows, and established by law:
• Direct and participatory democracy takes place through referenda, citizen
legislative initiatives, revocation of elected official's mandates, community
assemblies and meetings, and prior consultation. Community assemblies and
meetings will have a deliberative function in accordance with the law.
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• Representative democracy takes place through the election of representatives
through universal, direct, and secret vote in accordance with the law.
• Community-based democracy takes place through the election, designation
or nomination of authorities and representatives among indigenous, original,
or country peoples and nations, among others, using their own norms and
procedures, and in accordance with the law.

The State is organized and structured by dividing its public power into branches:
legislative, executive, judicial, and electoral. Such organization is founded on the
independence, separation, coordination, and cooperation between such branches
of government.
Legislative Branch
The Plurinational Legislative Assembly is bicameral, consisting of a lower
house, the Chamber of Deputies, and an upper house, the Senate, and it is the
only branch of government with power to pass and enact federal laws.
The Chamber of Deputies is made up of 130 members. Half of them are
elected from single-member electoral districts, while the other half is elected from
multi-member electoral departments using party lists headed by the candidates
running for president, vice-president and senators.
The Senate is made up of 36 members, with 4 senators elected to represent
each department.
Executive Branch
The Executive is headed by the State president and the vice-president,
elected by direct vote for a five-year period, and who can be re-elected only once
consecutively.
At present, the president of the Plurinational State is Evo Morales Ayma, and
the current vice-president is Álvaro García Linera, B.S. The Executive Branch is
accompanied by a Cabinet of Ministers, all designated by the State president.
Judicial Branch
The judiciary has a single function. The ordinary jurisdiction is executed through
the Supreme Court, departmental courts, trial courts and judges; the Agrarian and
Environmental Tribunal and judges; while the original indigenous country peoples
exercise their jurisdiction through their own authorities. In addition, there are
specialized jurisdictions regulated by law. The ordinary jurisdiction and the original
indigenous country jurisdiction have the same hierarchy.
Constitutional justice is exercised by the Plurinational Constitutional Tribunal.
The Judiciary Council is also part of this branch.
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Electoral Branch
The Plurinational Electoral Body consists of: the Supreme Electoral Tribunal,
the Departmental Electoral Tribunals, Electoral Judges, the Juries at Election Tables,
and Electoral Notaries.

Social Rights

and

Health

Constitutional and Legal Framework of Health
The New Political Constitution of the Plurinational State of Bolivia, enacted
in 2009, can be defined, from a legal perspective, as a social and political agreement
made by the population to set the basic rules of a pacifist living and democratic
structure, according to the supreme values of human dignity, justice, freedom
and political pluralism. From such legal point of view, the Constitution is the
fundamental law of the State's legal system that sets the rules of the constitutional
government, i.e., how the State is organized and structured. This presumes the
proclamation of supreme values and fundamental principles, the recognition of
individuals' rights and constitutional guarantees, and the definition of a social,
financial, economic, legal and political structure.
The Constitution shapes the State, the government regimen, and the state
bodies that execute political power by defining their structure, organization, and
the scope of their competence. In this context, Bolivians have opted to deal with
and solve the crisis through a democratic pathway and in the framework of a
constitutional, rule of law State, by exercising their power through a reform of the
Constitution in order to adopt a new social and political inclusion agreement,
thus overcoming the exclusion and marginalization of social sectors and national
majorities and establishing the basic norms for a pacifist coexistence and democratic
society.
State's Characteristics: Article 1 of the New Political Constitution of Bolivia
defines the State as a Unitary Social State of Plurinational, Community-Based
Law, free, independent, sovereign, democratic, intercultural, decentralized, and
with autonomies; founded in plurality and political, economic, legal, cultural, and
linguistic pluralism.
Some of the most relevant articles of the 2009 New Political Constitution of
Bolivia regarding health follow below.
Art. 18:
Every person has the right to health.
The State guarantees inclusion and access to health to all people without
any discrimination whatsoever.
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The unified health system will be universal, free of charge, equitable,
intracultural, intercultural, participative, with quality, warmth and social
control. The system is guided by the principles of solidarity, efficiency and
co-responsibility and is developed through public policies at every government
level.
Art. 35:
The State, at all levels, will protect the right to health by promoting public
policies oriented towards improving the quality of life, collective wellbeing and
free access of the population to healthcare services.
The health system is unified and includes traditional medicine of the
aboriginal nations and country people.
Art. 36:
The State will guarantee access to the Universal Health Insurance.
The State will be in charge of controlling the performance of the public
and the private services and regulate them through the law.
Furthermore, the Framework Law on Autonomy and Decentralization
from 2010 is intended at regulating the autonomous regimen. Within the scope
of this law, we can mention the following: the bases for the State's territorial
organization, the types of autonomy, the process for accessing autonomy and how
to develop statutes and charters; the division of powers and the financial and
economic regimen, coordination between the central State level and autonomous
territorial bodies; the general framework for social participation and control in
autonomous territorial bodies.
The most important functions of these autonomies include:
“To promote social integration of inhabitants, following the principles of equity and
equal opportunities, guaranteeing access of individuals to education, health and
work, respecting their diversity, with no discrimination or exploitation, enjoying
full social justice, and promoting decolonization.”
It is highly relevant that an organic law clearly expresses the purpose of health
policies, as a way of ratifying and extending the definitions in the Constitution.
This is not a coincidence; it is the result of the hard work of a consolidated team,
within and outside the government, who discussed the most adequate and inclusive
health system that would not dismantle the richness of traditional medicine, the
asset of the nations that make up Bolivia.
Central State Competence
Article 81 of the Framework Law on Autonomy and Decentralization refers to
health and establishes that the State's central level has the following competence:
“To exert the stewardship of the Unified Health System across the national territory, in
accordance with the characteristics established by the Political Constitution of Bolivia, as
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per the concept of living well and the family, community and intercultural health and gender
identity model.”
Other competencies clearly assigned by this instrument include:
• To align and harmonize international cooperation actions with sectoral policies.
• To represent and guide international relations in terms of health in the context
of foreign policy.
• To develop the norms related to family, community and intercultural health,
and sexual health politics, their healthcare components and participative
management, and social control of health.
• To develop the regulations for organizing service networks, the national drug and
supply system, and the development of human resources required for the Unified
Health System.
• To promote and support the implementation of participative management and
social control instances.
• To define, coordinate, supervise, and monitor the implementation of a national
human resource training and management policy in the health sector that
incorporates the regulation of the initiation, duration and termination of
employment in public and social security institutions.
• To coordinate higher education institutions through the University of Bolivia
system and the Ministry of Education, by providing training to human resources
with undergraduate and graduate programs, in the context of the family,
community and intercultural health policy.

Once again, Article 81 of the Framework Law on Autonomy and
Decentralization, in reference to the articulation between health, decolonization
and interculturality, clearly states that the Ministry of Health has the following
functions:
• To establish the basic norms regarding the collective ownership and intellectual
property rights of the indigenous original country peoples on traditional
medicine practice, knowledge, and products for their registry and protection,
with international validity.
• To guarantee the recovery of traditional medicine in the framework of the Unified
Health System.

Indigenous and original country autonomies are defined by the Political
Constitution of Bolivia as “self-government of indigenous and original country
peoples, whose population share the land, culture, history, language and their
legal, political, social, and economic organization or institutions.”
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Traditional medicine has been incorporated to the government policies and
the indigenous and original country governments have powers defined in relation
to traditional medicine:
• To safeguard and register the collective ownership and intellectual property rights
of the community on traditional medicine knowledge and products subject to
the basic regulations of the central State.
• To develop institutes for the research and dissemination of knowledge and practice of
traditional medicine and the management of biological resources to this end.
• To provide information on the traditional medicine implemented in their
jurisdiction for the Unified Health Information System and receive any
information required in compliance with the institutional loyalty principle.
• To promote the development of a Bolivian pharmacopeia on natural and
traditional products.
• To encourage the recovery and use of ancestral knowledge of traditional medicine
by promoting its practice.

This way, Bolivia is solidly progressing towards having a Unified Health System
that is deeply rooted in and committed with its communitarian socialism project,
which is the ground of the new Plurinational and Intercultural State. In this aspect,
and once again, Bolivia is no longer seen as the small or poor country away from
the spotlight and has taken center stage and started questioning the foundations
on which South American republics are built: how each of the countries have
resolved the "indigenous issue."
Principles and Values
The Bolivian Constitution of 2009 states, throughout its content, a series of
general and particular principles. The preamble establishes that the State is based on
respect and equality for all, on principles of: sovereignty, dignity, interdependence,
solidarity, harmony, and equity in the distribution and redistribution of the social
wealth. Article 8 proposes ethical and moral principles: The State adopts and
promotes the following as ethical, moral principles of the plural society: ama qhilla,
ama llulla, ama suwa (don’t be lazy, don’t be a liar, don’t be a thief)), suma qamaña
(live well), ñandereko (live in harmony), teko kavi (good life), ivi maraei (earth without
evil) and qhapaj ñan (noble path or life).
Social Participation
The participation of social actors in the sphere of health takes place within
a legal framework that currently proposes a health model with two essential
components: family, community and intercultural health, and shared management
of the health system.
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The shared management scheme is one of the components of the Family,
Community and Intercultural Health model, and gives place for social actors
to participate in health-related decision-making across the different health
management government levels (local, municipal, departmental and national).
Therefore, shared management is understood as a joint decision-making process
with the contribution of the community, its representatives and the health sector,
with each of them taking part as equals in health action planning, administration,
follow-up and social control. This definition implies a horizontal and democratic
interaction between social and institutional actors, thus allowing to optimize
resources, make operational strategies dynamic, enhance community adoption,
and maintain a participative, intercultural, comprehensive and intersectoral health
policy.
Shared management is a place for social actors and the health sector to agree
on how to improve their situation in terms of health, production, basic services,
education, housing, income, a stable environment, social justice, peace and equity.
The shared management of health takes place in different meeting and
discussion places. It starts at the local level and rises towards the municipal,
departmental and national spheres (Chart 1).
Chart 1 – Structure of health participative management in Bolivia
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Health System

Health System Components
The National Health System, defined as the set of public and private services
for the purpose of protecting population health under the stewardship of the
Ministry of Health and Sports, is a reflection of the major inequities of the Bolivian
society's economic structure on the health sphere. It is essentially characterized
by social exclusion from health, a welfarism approach, system fragmentation, low
budget allocations for the public subsector, and varying quality of the different
health system components. Chart 2 shows the main characteristics of Bolivia's
health system.
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Chart 2 – Problems in the Bolivian health system
A system targeted at treating the effects, not the causes, of the health-disease process.
A medicalized system, with prevalence of the biomedical model, focused on welfarism
THE HEALTH SYSTEM and disease, instead of the patient and his/her economic, social and cultural reality.
AS A REFLECTION OF
An exclusion and inequitable system, with 77% of the population is somehow excluded
BOLIVIA'S SOCIAL
from healthcare services.
AND ECONOMIC
STRUCTURE
A fragmented and segmented system, with varying quality among the system's
subsectors and weak stewardship by the Ministry of Health.
Low resource allocation from the National Treasury to the public and unequal health
expenditure between the system's components.

The National Health System is a set of public and private bodies, institutions
and organizations that provides healthcare services and is regulated by the Ministry of
Health and Sports (Supreme Decree No. 26875 of December 21, 2002). The health
system is composed of:
• The public subsector, which is headed by the Ministry of Health and Sports,
created in 1938, and which is currently responsible for regulating and managing
national policies and strategies. At a regional level, the departmental governments
are responsible for managing human resources through Departmental Health
Services. At a local level, municipal governments are in charge of managing
health facilities through Local Health Boards.
• The social security subsector covers organized salaried workers. It provides care
in relation to disease, maternity, childhood and occupational risks. It consists of
9 managing bodies (Health Funds) and delegated insurances. It is supervised by
the National Health Insurance Institute.
• The private subsector includes insurance companies, health maintenance
organizations and non-governmental organizations.
• The traditional medicine subsector is under the responsibility of the Vice-Ministry
of Traditional Medicine and Intercultural Affairs, created on March 8, 2006 with
the purpose of facilitating access to health programs and projects for indigenous
and original country and Afro-Bolivian populations. It also seeks to facilitate
access to an equitable healthcare through a network of basic healthcare facilities
guided by an appropriate and intercultural approach, within the scope of the
basic right to a decent life. It provides services to approximately 10% of the
population, especially in rural areas.

The system's fragmentation (particularly public and social security subsectors)
and segmentation (within social security bodies) are the main problems of the
system. Fragmentation and segmentation replicate the deep inequities observed
in access to the health system and services in particular. According to a study on
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health exclusion conducted by the Pan American Health Organization and the
World Health Organization in 2004, more than 77% of Bolivians are somehow
excluded from healthcare services.
The public subsector is established to provide healthcare services to individuals
who are not affiliated to the mandatory short-term health insurance. Facilities are
the responsibility of municipalities. Human resources are paid by the National
Treasury, municipal and departmental resources, and the resources of health
facilities obtained from selling services to individuals.
Public security systems and social protection programs are in place, such as:
• The Maternal and Child Health Insurance Program, for children under 5 years
of age and mothers.
• The Social Health Insurance for the Elderly, for people over 60 years of age.
• The Juana Azurduy National Health Coupon Program, to reduce maternal and
neonatal mortality rates.
• The Multi-sectoral Zero Malnutrition Program, to eliminate chronic and acute
malnutrition in children under 5 years of age, with emphasis on children under
2 years of age.
• The Moto Méndez Program, for the identification and care of disabled
individuals.
• Departmental Health Insurance Programs (SUSAT, in Tarija, SUSA in Beni,
SUSA-CRUZ in Santa Cruz).

The social security subsector (mandatory short-term health insurance)
provides services to public officers, state and private company employees, and
public university staff. Services and expenses are generally covered by employer's
contributions, equal to 10% of total earnings per employee, and by the 3% of
income on pensioners and retirees. This subsector provides coverage for 30.6% of
the population.
The private subsector provides services to individuals with purchasing power,
and is subject to free market principles, where health is considered a commodity
and not a basic right. The regulation of this subsector is inefficient.
Although traditional medicine is mentioned as part of the National Health
System, it has not been fully recognized and its practice is limited, but achievements
have been made, especially in terms of culturally adapting health facilities,
in particular, the rooms and wards used for maternity. Traditional medicine is
fragmented in several traditional practitioner organizations with no coordination
and prioritization of their corporate interests.
In relation to health, four spheres have been identified as per the Framework
Law on Autonomy and Decentralization:
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1. National sphere: Ministry of Health and Sports, responsible for issuing
norms regarding the implementation and management of the health system,
healthcare services and promotion. Its powers entail being the steward of the
norms and of the health needs of the Bolivian population satisfied by other
spheres of government by providing and guarding Bolivians' health across all
country regions.
2. Departmental sphere: The Departmental Health Services (SEDES) are
responsible for implementing the norms issued by the governmental sphere
and meeting the local needs of the different regions. The SEDES is under the
competence and power of departmental governments, on whom they depend
administratively, and on the Ministry of Health, on whom they depend
technically.
3. Municipal sphere: Network Coordination Units are financially dependent on
the departmental governments, their operations are liable to the instructions
issued by the corresponding Departmental Health Service, and their objective
is to comply with and enforce norms, and supervise their implementation. Its
powers include managing tools required for implementing the Management's
plans and projects at a municipal government level in relation to service
networks, which may be composed of one or more municipalities.
The municipal sphere also has a municipal medical head or responsible party,
who depends on the municipal government.
4. Indigenous sphere: According to indigenous self-determination, Councils
have the power to decide on the allocation of financial resources to health
based on the principles of the Family, Community and Intercultural Health
model. The indigenous sphere defines its own health priorities and safeguards
the respect for indigenous traditions and customs. This means that being
represented in the governmental structure allows it to have a participative
function and make decisions regarding original indigenous individuals, and
helping them receive a differentiated, intercultural and comprehensive care.
The management of health is shared among the different levels of the system's
management. Within each municipality, the Local Health Board (DILOS) is the
maximum authority, and its duties include complying with, implementing, and
applying health policies and programs considered a priority to the municipality.
The DILOS is composed of the Municipal Mayor, the SEDES Technical Director,
and the Chair of the Surveillance Committee. At a local level, healthcare services
are provided by regional health facilities and mobile units.
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These management bodies together with health facilities make up three
health networks. The first network is the Municipal Health Network, made up of
primary and secondary care centers working under the responsibility of a Network
Manager, designated by the corresponding DILOS. Then comes the Departmental
Health Network, which comprises municipal health networks. And finally, the
Tertiary Care Facilities Network, which is under the responsibility of the SEDES
Technical Director.
Model of Care
The National Health System is organized in healthcare networks aimed at
warranting a continuum of care until the resolution of problems. The first step
into the system is taken through primary care facilities that use referral and
counter-referral mechanisms to secondary and tertiary care centers. Based on
the interculturality principle, the Family, Community and Intercultural Health
(SAFCI) model articulates biomedical and traditional care.
The healthcare network is composed of facilities with different resolution
capacities, including the capacity to diagnose, treat and solve the population's
health problems.
Primary Health Care

Primary Health Care (PHC) was first partially implemented as a strategy in
Bolivia in the 1980s. As in other countries, PHC's objectives became then distorted
and it was interpreted and implemented in different ways. PHC was included in
government health plans, whether dictatorial or democratic.
Currently, this term is no longer part of the Bolivian health policy. At
present, the healthcare model proposed consists of two main components: Family,
Community and Intercultural Health, and Shared Management of Health.
The National Health Policy (Family, Community and Intercultural Health)
is based on social medicine and on the social determinants of health approach,
clearly superior to PHC. Its main actions are the prevention and promotion of
health, and it is composed of Health Posts (nurse assistants); Health Facilities
(nurse assistants and a physician), and SAFCI Health Facilities with Beds (nurse
assistants, a licensed nurse, a physician, a dentist, and a lab technician).
Healthcare offered at this primary level includes: health promotion, health
education, health prevention, outpatient consultations, transit hospitalizations
(in facilities with beds available) and house calls. At the community level, social
participation is encouraged, with coordination between local authorities and
health committees, and establishing strategic partnerships.
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Family, Community and Intercultural Health

Family, Community and Intercultural Health is the backbone of the National
Health System, and has introduced a new paradigm in healthcare that is focused on
the family and the community, with a comprehensive and intercultural approach
on promotion and prevention, both in relation to services and the community.
The model operates by means of health facility networks in a comprehensive
and intercultural manner, and deals not only with an individual's diseases, but
that person's entire life cycle, nutrition, spirituality, and world view, in addition
to his/her mental health and all aspects related to social, financial, cultural and
geographic issues of the user, his/her family and community.
Two or more medicine cultures meet in this healthcare process, leading to
potential agreements and disagreements, especially when there is no approach,
coordination, respect and acceptance. Therefore, the objective is to reach the
articulation and complementarity of cultures.
When delivering services, the relation between the health team and the user
should be horizontal and take place in a context where their interaction shows
respect for the user's world view, with a fluid communication (preferably in the
user's language), and with acceptance of the user's decisions in relation to his/
her health and diagnostic, treatment and prevention medical procedures, whether
academic or traditional.
The healthcare model will be implemented in all facilities (according to their
level of care), with primary care as its main development focus and a major element
for accessing services.
Figure 1 – Sample proposal for a Unified Health System in Bolivia
HEALTH SYSTEMS
CURRENT
HEALTH
SYSTEM

HEALTH
SYSTEM UNDER
CONSTRUCTION

FRAGMENTED
REDUCTIONIST

UNIFIED AND
COMPREHENSIVE

MODEL OF CARE
BASED ON WELFARISM
APPROACH

FAMILY,
COMMUNITY AND
INTERCULTURAL
HEALTH MODEL

Source: Prepared by Dr. Franz Trujillo, Internal Coordinator of the SAFCI’s medicine residency, La Paz, Bolivia, 2006
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Provision of Healthcare Services
The provision of services is organized differently depending on each subsector.
As explained above, the current National Health System includes four subsystems:
public, social security, private and traditional medicine, with three levels of care,
all summarized in Chart 3.
Chart 3 – Healthcare subsystems and levels in Bolivia
Subsystem and population groups
with coverage

Primary care level

Public
All individuals with no insurance.
Beneficiaries of the SUMI and
SSPAM

Public health facilities and health
Basic
posts dependent on municipalities. hospitals
Care provided by nurse assistants or
physicians.

Tertiary level
hospitals and
institutes

Social Security
Salaried workers, national,
departmental and municipal public
employees, retirees. Health Funds
and delegated insurances

Physician's offices corresponding to
Health Funds

Hospitals
corresponding to
Health Funds

Hospitals
corresponding
to Health Funds

Private medicine

Private physician's offices

Private clinics

-

Traditional medicine

Within the community

-

-

Universality, Integrality

and

Secondary care
level

Tertiary care
level

Equity

Gaps between the Population Coverage and Coverage of Services
The incidence of health exclusion in Bolivia at a national level reaches up to
57.5% (Chart 4 and Figure 2). The population from 0 to 4 years of age is 100%
protected: 78% by the Maternal and Child health insurance program (SUMI) and
22% by Social Security. The population over 60 years of age is 100% protected:
74% by Social Security and 26% by the Social Security System for the Elderly
(SSPAM). Yet, only 28% of the population from 5 to 59 years is covered by Social
Security meaning that 72% of the population in this age range is not covered.
In brief, public health insurance, SUMI and SSPAM, cover 11.9% of the total
population, and social welfare (several health funds of mandatory contribution
for formal workers) covers 30.6% of the population, with a coverage gap affecting
57.5% of the Bolivian population (Figure 2).
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Chart 4 – Coverage by type of insurance and age groups, Bolivia, 2008
Age
groups

Population
Total population covered with
INE 2008
social security

Population covered
with public health
insurance
SUMI

0 to 4
years old
5 to 59
years old
>60 years
old
Total

Total population
with coverage

SSPAM

No.

%

1,297,050

281,656

1,015,394

0 1,297,050

100

8,054,606

2,276,352

0

0 2,276,352

28.3

675,987

500,994

0

10,027,643

3,066,598

1,015,394

174,993

675 987

100

174,993 4 256 985

42.5

Population with
no coverage
No.

%
0

0

5,778,254 71.7
0

0

5,770,658 57.5

Source: INE and National Health Insurance Institute.

The analysis of the overall exclusion rate, by sphere, shows that 60% of health
exclusion is attributed to the external sphere, while the internal sphere contributes
to the remaining 40%. In the external sphere, indirect services afford an explanation for exclusion processes in Bolivia, where municipal average illiteracy among
women is the most relatively significant variable.
Financial and economic barriers associated with poverty greatly explain health
exclusion, as well as out-of-pocket expenses, which are still a major component of
the health sector funding. The expenditure is focused on extremely poor population, and the health system still has a long way to go in order to provide protection
to the entire population. Although in the past years, health resources have been increased through the allocation of resources by the Highly Indebted Poor Countries
(HIPC) initiative, the implementation of such resources is still low, resulting in the
need to put in practice a strategy for making their use effective and contributing to
reduce health exclusion.
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Figure 2 – Health protection and exclusion in Bolivia
HEALTH SYSTEM IN BOLIVIA SOCIAL
EXCLUSION IN TERMS OF HEALTH

57.5%

PUBLIC HEALTH INSURANCE
SUMI

SSPAM

Short term health
insurance

11.9%

Low health coverage

NO HEALTH
PROTECTION

30.6%

Source: Social and Economic Policy Analysis Unit (UDAPE), PAHO/WHO

In relation to the internal sphere variables, it is important to mention that
there are serious problems leading to exclusion which are attributable to the
system, such as segmentation and fragmentation, where short-term social security
makes significant resource allocations but affiliates only a reduced percentage of
the population, and where the public sector, with a smaller number of resources,
has to take responsibility for providing public insurance to vulnerable populations
and funds for national programs.
Scarce human resources and an inadequate distribution of such resources are
the most critical elements contributing to health exclusion. More than half of the
rural health facilities are in the hands of nurse assistants, while in tertiary care
facilities, doctors work at full capacity. The concept of bed availability has proven
to be inadequate because an absolute bed count is not even close to what actual
bed availability should be in a context of domestic healthcare, where such resource
is so important.
The Political Constitution of Bolivia of 2009 proposes, with basis on the
Sectoral Health Development plan, the Family, Community and Intercultural
Health policy, and the proposal to establish a Unified Health System, the provision
of quality healthcare throughout the entire life cycle, from conception to old age,
with quick diagnostic measures, timely treatments, and prevention and promotion in
certain areas in order to develop health protection strategy policies to fight harmful
population habits, at an individual and environmental level.
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Equity Gaps
The most common gaps in terms of gender are evidenced by the differences
between men and women in their access to health. Access to the health system
should be free and equal, leaving aside the prejudice of considering women only
in their role of reproducers, and having a comprehensive view of the woman self.
Gaps replicate culturally, and this is because of the non-inclusion of indigenous
peoples in healthcare systems and health promotion programs. Such lack of
inclusion is the result of activities having no methodology in place for including
the population's social view and health status, thus ignoring the social, geographic,
political, and financial health determinants of indigenous peoples.
Gaps in relation to life stages can be seen in the lack of care provided
throughout the transition from adolescence to adulthood, with both men and
women not receiving healthcare and not having the typical conditions of this age
identified, except for the case of women who receive specific care during pregnancy
and motherhood.
The Municipal Health Index was developed to measure territorial gaps and
disparities. This Index takes into consideration relevant indicators of the population's
health status and health determinants, and shows relative achievements in terms of
included indicators. The Municipal Health Index's values range from 0 to 1, and the
higher number indicates a better health situation in a specific municipality. Taking
into account the impact of the index's determinants on the population's health and
that they can be positively modified --given objective conditions and political will to
do so in the context of social and financial development conditions--, the differences
in health levels observed between the municipalities according to the Municipal
Health Index demonstrate the existing territorial inequalities in relation to health.
Graphic 2 shows the distribution of the Municipal Health Index for 2009, with a
prevalence of medium and low index values, which demonstrates the large spatial
inequalities existing in relation to health and access to healthcare services.
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Graphic 2 – Municipal Health Index, Bolivia, 2009
• Child mortality rate
• Cases by age x 1,000 <5 years old
• Healthcare staff members x 1,000 inhab.
• % of pregnant women with 4 antenatal controls
• Actual annual income per capita in dollars
• Students per teacher
• Median education level in adults
• % of population with access to electricity
• % of overcrowded households
• % of households with access to drinking water
• Relative efficiency of financial resources

MUNICIPAL HEALTH INDEX (ISM)
CLASSIFICATION
0.750001 to 1.000000
High index
0.500001 to 0.750000

Medium index

0.250001 to 0.500000

Low index

0.000000 to 0.250000

Very low index

Source: Ministry of Health and Sports/PAHO/WHO, 2009

The Municipal Health Index is composed of the following indicators: child
mortality rate, number of cases of acute diarrhea in children under 5 years of age
per 1,000 inhabitants, healthcare providers per 1,000 inhabitants, percentage of
pregnant women with 4 antenatal controls, actual annual income per capita, students
per teacher in the initial, primary and secondary education levels, median education
level in adults, percentage of population with access to electricity, percentage of
overcrowded households, and percentage of population with access to drinking
water. For the Index, 310 Bolivian municipalities were included.
The Municipal Health Index allows to obtain the following results:
• to establish the hierarchy of municipalities depending on their overall
development in terms of health;
• to determine if there are groups of municipalities with a common territorial
location with significantly high or low index values;
• to establish a hierarchy of the departments depending on their overall
situation in terms of health;
• to identify gaps in the population's health status between the different
departments and within each department;
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• to quantify each municipality's relative achievements in relation to the set of
indicators considered for the index;
• to measure the relative efficiency of each municipality's population health
financial resources;
• to determine the balance achieved by each municipality in relation to the
partial aspects of health development;
• to establish the relation between health overall development at municipal
level and the balance achieved in relation to the partial aspects of health
development across the country.
These results can be used as management guidelines for the Ministry of
Health and Sports and other government bodies, and for the cooperation between
Bolivian municipalities and the PAHO/WHO, other international agencies, nongovernmental organizations and other institutes.
In turn, municipalities will be able to identify the factors that impact on the
index's result and that can be potentially improved in order to obtain the best
possible result in their overall health situation.

Funding in Health
Sources of Health Funding
The main public funder is the National Treasury, who is responsible for paying
human resources and national health programs. Municipalities fund the Maternal
and child health insurance program (SUMI) and the Social Health Insurance for the
Elderly (SSPAM), in compliance with legal provisions. In addition, municipalities
are responsible for providing facilities with infrastructure and equipment,
according to the Popular Participation Act. Departmental governments provide
funds to some of the human resources.
The Popular Participation Act establishes that municipalities must cover SUMI
related expenses with 10% of the tax co-participation assigned to them. It also
establishes the Solidarity Fund for municipalities with expenditure in excess of their
share. Act 3,323 and its regulations indicate that municipalities are responsible for
paying a premium equal to USD 56 for each adult older than 60 years old living in
that municipality, taken from the Direct Tax on Hydrocarbons.
Expenditure on Health
A preliminary study on Health Accounts 2003-2008 has indicated that health
expenditure for the 2008 management (latest data available) was composed as follows:
public subsector 42%, social security subsector 28%, private subsector 30%.
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Table 3 – Health expenditure distribution by subsector, Bolivia, 2008
Subsector

USD

%

Public subsector

USD 303,697,745

42

Social security subsector

USD 207,083,054

28

Private subsector

USD 217,455,085

30

Total expenditure

USD 728,235,884

100

Source: Health Accounts 2003-2008

In 2008, the total expenditure on health as a proportion of the gross domestic
product was 4.62%; 1.79% corresponded to public expenditure on health, 1.31%
to Social Security expenditure on health, and 1.52% to private expenditure on
health.
Table 4 – Progress of national expenditure on health in relation to the gross domestic
product, Bolivia, 2003-2008
Indicators

2003
2004
2005
2006
2007
2008
(1 USD = 7.84) (1 USD = 8.06) (1 USD = 8.08) (1 USD = 8.03) (1 USD = 7.67) (1 USD = 7.67)

GDP (in thousands
of USD)

8,071,861

8,762,116

9,524,739

11,383,477

13,046,018

16,559,542

461,041

497,240

527,032

584,884

665,128

764,972

National
expenditure on
health as % of the
GDP

5.71%

5.67%

5.53%

5.14%

5.10%

4.62%

Public expenditure
on health as % of
the GDP

1.89%

1.97%

1.97%

1.93%

1.96%

1.79%

Social security
expenditure on
health as % of the
GDP

1.72%

1.74%

1.73%

1.58%

1.40%

1.31%

2.10%

1.97%

1.83%

1.63%

1.74%

1.52%

National
expenditure
in health (in
thousands of USD)

Private expenditure
on health as % of
the GDP

Source: Developed based on National Health sources

Significant disparities are observed in the health expenditure per capita
because it depends on the managing body responsible for providing coverage to
the specific population group, as seen in Table 5.
Table 5 – Health expenditure per capita by managing body, Bolivia, 2003-2008
Managing bodies

Expenditure on health (in USD)

Population with coverage

Expenditure per capita (in USD)

University Social Security

22,392,093

143,559

341

National Health Fund

152,940,197

2,509,632

60

Oil Health Fund

48,884,502

178,469

273

Private Bank Health Fund

22,675,676

51,172

443

Public Subsector

295,600,000

6,961,045

42

Source: Developed based on National Health sources
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The population not covered by the Maternal and Child Health Insurance
Program (SUMI) and the Social Health Insurance for the Elderly (SSPAM) has to
pay for any medical care received at public health facilities. The following payment
modalities can be found in the public subsector:
• Cash payment (SUMI).
• Mixed payment (cash and supplies) (SUMI)
• Payment through budget premiums (SSPAM).
Several funding options have been proposed for the health sector, and the
most feasible ones are:
• Increasing 15% of the resources allocated through the Municipal Tax CoParticipation, currently assigned for SUMI and SSPAM.
• Assigning a percentage of the department's Direct Tax on Hydrocarbons to
health.
• Slowly increasing the National Treasury's resources allocated to health human
resources.

MACROMANAGEMENT
Stewardship
The Ministry of Health and Sports of the Plurinational State of Bolivia is
responsible for exerting the stewardship of the Unified Health System across
the national territory, in accordance with the characteristics established by the
Political Constitution of Bolivia, as per the concept of living well and the family,
community and intercultural health and gender identity model.
The State has responsibilities in relation to health as steward, regulator and
provider.
Steward: To develop norms and verify that they are complied with by public or
private healthcare services provider bodies.
Regulator: The State has institutes in charge of regulating the provision of
services and these companies' incomes and investments, such as: the National
Health Insurance Institute (INASES), National Occupational Health Institute
(INSO).
Provider: The State currently works with the Family, Community and
Intercultural Health (SAFCI) Residency, a direct provider of the services related to
the new health policy, similar to those provided with the Juana Azurduy Coupon
Program, the SAFCI's teams, and the Oral Health Mobile Units.
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Currently, the health sector is still ruled by the Health Code of 1978,
implemented during a de facto military government, which does not respond to
the population's needs and requirements. In this context, the General Health Act
was proposed and was undergoing its final review in 2011, in order to respond to
Bolivia's current legal framework and the SAFCI's policy, care and management
models, and with the challenge of implementing the Unified Health System at a
national level.
The State has been in debt with the Bolivian population in terms of social
healthcare ever since Colonial times, and the situation has worsened over the past
20 years, with neoliberal health policies that have led to the sector's privatization, the
marketing of services and the establishment of an individualistic health culture. In
this context, the Health System has not been able to meet the Bolivian population's
needs and requirements. Quite the opposite, the Health System has replicated the
inequalities and disparities observed in the economic structure.
The neoliberal development model has given place to the replication of
a precarious social situation for the majorities in terms of labor and goods and
services consumption processes, which is evidenced in the quality of life and is
characterized by insufficiencies and shortcomings of food, housing, recreation,
and access to basic services, education, health, drinking water, electricity and safety.
All this has resulted in epidemiological profiles typical of the so-called diseases
of poverty: tuberculosis, diarrhea and infections, which in turn have caused high
morbidity and mortality rates in general, and maternal and infant morbidity and
mortality in particular, in addition to deepening inequity and gender gaps, and
the differences between urban and rural populations, and between indigenous and
non-indigenous individuals.
Bolivia is a multi-ethnic and multi-cultural country; however, its National
Health System has never incorporated the world view of indigenous original
peoples regarding health. On the contrary, it has exercised repression and neglect
towards ancestral knowledge and traditional costumes, and this has been one of
the causes of health exclusion and marginalization. Attempts to recover social and
cultural aspects have not been enough.
Formulation of Health Policies and Plans
The formulation of policies and plans is the responsibility of the Ministry of
Health and Sports of the Plurinational State of Bolivia. For the preparation of
the Sectoral Development Plan (PSD) 2010-2020 "Towards Universal Health," a
Strategic Diagnosis was carried out for evaluating the most important issues:
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• High social and biological deprivation among population majorities. Social
determinants and unfavorable policies regarding the quality of life and the healthdisease process, evidenced through differentiated epidemiological profiles by
social groups, characterized by a high incidence of diseases of poverty, preventable
deaths, and low productivity.
• Lack of access to healthcare services by population groups who deal with the
exploitation, exclusion and discrimination caused by a Health System that is
centered on biological welfarism and a medicalized approach, that does not respond
to the needs of the vulnerable and disabled groups, with an unequal distribution
of investment and expenditure on infrastructure, equipment, supplies and human
resources, favoring urban areas and more complex levels of care.
• An unequal system that does not take Bolivia's ethnic, cultural and social diversity
into consideration, with health facilities having insufficient resolution capacity,
which is manifested through disintegrated health centers and management
levels with no quality and efficiency criteria, no communication, inadequate
distribution, deficiently equipped, discouraged professionals, technicians and
administrative staff, and no social control mechanisms. These are the conditions
for the high number of deaths and disabilities that could be prevented, also
impacting on the system's credibility, especially vulnerable groups such as children
and indigenous women, rural populations, and poor people living in peri-urban
areas.
• A segmented, fragmented National Health System with a weak stewardship,
inefficient and ineffective management, incapable of providing health safety or
contributing to the population's social protection. This is evidenced through the
presence of several subsectors, with plans and budgets not coordinated with the
Ministry of Health and Sports and which function independently; cooperation
resources mostly being assigned according to the cooperating bodies' decisions; an
unfocused and contradictory legal framework, which is mostly obsolete; services
centered and duplicated in urban areas and rural areas with no access to basic
health services; little or no interest at all to coordinate the different sectors in order
to intervene on health determinants and minimize social health exclusion.
• Users not satisfied with the National Health System as an expression of alienation
regarding the value of health and their scarce social participation in planning and
controlling sectoral activities, determined by a social and economic environment
that has mined social power and preventing the population from taking power,
especially women.
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• The main actions of the health sector are not supported by a secure funding;
they are generally funded through resources obtained from international
cooperation. This is the case of immunizations and national malaria, Chagas
disease, tuberculosis and HIV-AIDS programs, which are part of the Millennium
Development Goals commitments.

National Development Plan
The Sectoral Development Plan 2010-2020 "Towards Universal Health" is a
strategic document that works as guidance for the entire Health Sector's actions, in
alignment with the State's Political Constitution, the National Development Plan
(PND), the Governance Plan, and the SAFCI's health policy.
The Health Sector is the foundation of the DIGNIFIED BOLIVIA PND,
made up of sectors that generate social assets and conditions.
The objective of the Dignified Bolivia plan is to eradicate poverty and inequity
in order to achieve an equal wealth, income and opportunity distribution pattern.
The purpose of the PND in the health sector is to eliminate social exclusion,
which can be achieved through the implementation of the Family, Community
and Intercultural Health system, including traditional medicine.

187

188

Health Systems

in

South America

Figure 3 – Strategic framework of the Sectoral Health Development Plan (PSD) for
2010-2020, Bolivia, 2010
What is the legal/strategic framework of the PSD?
The State's Political Constitution
It is the fundamental, supreme positive legal norm that governs the
organization and development of the Plurinational State and defends
the rights and duties of all Bolivians.

National Development Plan
It is the supreme strategic document for Bolivia's development concept,
policies and strategies at the sector and territorial levels in the Live Well
paradigm.

Family, Community and Intercultural Health (SAFCI)
Supreme Decree 29,601 establishes a new way of feeling, thinking,
understanding and exercising health through the implementation of
the SAFCI model across the country.

Governance Program 2010-2015 "EVO Bolivia Advances"
It is the basic political document for the current governance.

The Sectoral Development Plan 2010-2020 "Towards Universal Health" defines
the Social and Political Mandate of the Health Sector, the health sector's vision
for 2020, and the three core concepts presented below.
Social and Political Mandate of the Health Sector
The Health Sector contributes to the Live Well paradigm by ensuring that all
individuals, families and communities exercise their right to health and life. Such
right will be achieved through universal access to the unified health system in the
context of the Family, Community and Intercultural Health model, whose strategies
include health promotion and disease prevention, healing and rehabilitation,
acting on social and economic determinants, and community participation. The
Unified Health System includes the Public, Social Security and Private subsectors,
and articulates with traditional medicine.
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Health Sector's Vision
By 2020: All Bolivian citizens will have, throughout their different life
stages, equal conditions of good health and the right to health, with universal
access to the Unified Health System in the context of the Family, Community
and Intercultural Health model. Barriers preventing the access to health, whether
financial, geographic, cultural, will have been eliminated, especially in the case of
vulnerable groups that have been historically excluded, and with a warranted access
to the Unified Health System and the presence of sufficient healthcare providers
who are trained and committed to national health policies.
With a comprehensive strategy for Health Promotion, the population will
access healthy practices and act on social and economic health determinants in
a positive manner: food, education, housing, clothes, recreation, basic services,
public safety, and labor.
In addition, the population will take part in the social planning, managing
and control of health policies by means of formal social participation in health
matters.
The Ministry of Health and Sports will be the stewardship of the entire health
sector through a strengthened management capacity and will ensure that national
policies are implemented in accordance with the populations' needs.
Based on several meetings held with the representatives of the Ministry of
Health and Sports implementation units, together with other health subsectors
and civil society members, three strategic core concepts were defined as guidance
of the Health Sector's actions: universal access to the Unified System of Family,
Community and Intercultural Health (SAFCI), the promotion of health in the
context of the SAFCI, and Sovereignty and Stewardship also in the context of the
Unified SAFCI System.
These three core development concepts will serve as guidance for the Health
Sector's actions during the 2010-2020 period, and should not be understood as
three different strategies but as a comprehensive set of strategies that have to be
coordinated in order to achieve the proposed objectives.
Strategic objectives, indicators and goals to be met by 2020 have been
established for each of these core concepts. After that period, and also based on
these core concepts, different programs and projects have been defined to help
obtaining or facilitating the proposed goals and objectives.
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Core Concept 1. Universal Access to the Unified System of Family,
Community and Intercultural Health
One of our main objectives is to advance towards universal access to a Unified
System of Family, Community and Intercultural Health that is equal, supportive
and has an effective performance. A system with articulation of public, private,
social security and other civil society services with the capacity to provide healthcare
services that meet the population's requirements.
In this sense, actions, services and products originated at the health sector
will be developed based on the principles of equity, interculturality, gender and
generational approach, quality and sustainability in order to make these principles
accessible to the general population and, especially, to those who have been
historically excluded.
The expansion of the service coverage will be based on the Family, Community
and Intercultural Health model with a comprehensive perspective that coordinates
health promotion, prevention and healing in order to actually produce an impact
on Bolivians' health.
In addition, it is indispensable to incorporate approaches related to gender,
generation issues and violence, with special emphasis on interculturality, thus
facilitating social inclusion.
Also, the resolution capacity of healthcare services will be improved so that
care is provided in a timely, humanized and safe manner, with no discrimination,
favoring gender equality and interculturality in the treatment of all Bolivians.
Core Concept 2. Health Promotion in the Context of the SAFCI
The promotion of health entails a set of policies and actions aimed at
developing individual, family and community potential in order to achieve a
better quality of life with social equity. This is the most important concept in the
Sectoral Development Plan because of its articulation aspect and because it is the
fundamental and differentiating factor of this government's proposal regarding
health.
Core Concept 3. Sovereignty and Stewardship in the Context of
the Unified System of SAFCI
The third concept of the Sectoral Development Plan 2010-2020 is targeted at
establishing an effective health sovereignty and warrant that the Ministry of Health
and Sports be the authority responsible for the entire Bolivian Health System,
in order to allow an effective implementation of national health policies by all
subsectors and across the country. In the short and medium term, the different
subsectors that make up the Health Sector should be in line with national policies
until they become part, in the long term, of the Unified System of Family,
Community and Intercultural Health.
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Service and Network Management Models
During the 2010 administration, the Ministry of Health and Sports
planned important actions within the public health system of Bolivia with the
general purpose of gaining the acceptance of the functional healthcare networks
restructuring as agreed and validated by the national authorities, the technical staff
of Health Departmental Services and the staff of the Network Coordination Units
from each department, so that it is possible to adequately make the right to health
universal within the Unified Health System.
A quick evaluation of the health network restructuring was carried out,
where primary and secondary health level facilities were the units of analysis
or observation, and they were assessed using different tools and reports. The
methodology included:
• Collecting information through the Healthcare Network Quick Diagnosis
Tool, used by the staff of the Network Coordination Units in each health
facility.
• A Quick Diagnosis Workshop conducted in each department of Bolivia, used
for analyzing and systematizing the data about the Healthcare Networks in
the formats established; the workshop was in the hands of the Departmental
Health Services (SEDES) technical teams, the Network's Coordination Unit
and the technical team of the Ministry of Health and Sports.
• Analysis of information collected, carried out by the Network team of the
Healthcare General Department.
• A workshop for validating the information collected about the Healthcare
Networks and the Restructuring process in order to create Functional
Healthcare Networks, with the participation of the SEDES technical teams,
the Network Coordination Units and the technical team of the Ministry of
Health and Sports.
• Preparation of the final document for restructuring the Functional Healthcare
Networks.
• Based on the functional network restructuring, a multi-annual intervention
schedule will be established for strengthening such networks; to this end,
population criteria, the number of health facilities per healthcare network,
and the Municipal Health Index are applied.
The reference framework for the Plan was Supreme Decree No. 29,601 of the
State's Political Constitution, which establishes: a Care Model and a Management
Model within the Family, Community and Intercultural Health policy, which were
the basis for defining functional healthcare networks.
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The Functional Healthcare Network comprises a set of primary, secondary, and
tertiary care facilities articulated through referral and counter-referral components
and that can be part of one or more municipalities.
• It is not territorial.
• Each health facility has an identified area of influence.
• Health facilities are identified according to the norms in force.
• It articulates with the three levels of care according to the referral and counterreferral component.
• It is an update of the network's functionality.
The proposal for health network restructuring was based on the following
criteria:
• Access (by road, waterway, other) from health facilities to a center with a
higher resolution capacity.
• Referral of medical emergencies.
• Referral time from the referring facility to the center with a higher resolution
capacity.
• Population according to the National Standard of Characterization of Health
Facilities.
• Functional and technical organization among facilities according to their
different resolution capacity levels.
• Technical criteria issued by the Network Coordination Units for identifying
health facilities according to the National Standard of Characterization of
Health Facilities.
• Information contained in the Quick Diagnosis Tool.
The result of this work led to the identification of several problems related to
infrastructure, equipment, human resources, and basic services, such as:
• Scarce resolution capacity at the primary care facilities (health posts, national
average, 96%) with no effective resolution capacity, given that this type of
centers is in the hands of nurse assistants.
• Other major deficiency from the functionality perspective is the reduced
number of secondary care hospitals (3%) capable of limiting patient flow
towards tertiary care facilities (Figure 4).
• Maintenance of infrastructure and equipment (Figures 5 and 6).
• Basic service deficiency (Figure 7).
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Figure 4 – Health facilities by department and according to level of care, Bolivia, 2010
Levels of care

DEPARTMENT

Primary

%

Potosí

466

98.94

Tarija

165

97.63

Chuquisaca

322

Cochabamba

394

La Paz
Santa Cruz
Oruro

Total

%

Tertiary

%

4

0.85

1

0.21

471

3

1.78

1

0.59

169

96.70

7

2.10

4

1.20

333

94.03

22

5.25

3

0.72

419

561

96.23

16

2.74

6

1.03

583

396

93.40

24

5.66

4

0.94

424

165

97,63

3

1,78

1

0,59

169

Pando
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Graphic 3 – Infrastructure status of health facilities by department (%), Bolivia, 2010
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Figure 5 – Status of equipment maintenance at health facilities by department
according to level of care, Bolivia, 2010
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Table 6 – Basic services provided at health facilities by department, Bolivia, 2010
Water system

Basic sanitation

Electricity

Drinking
water

Nondrinking
water

NA

Sewage
system

Septic
tank

NA

Grid

Alternative

NA

109

191

33

101

177

55

184

127

22

La Paz

95

450

38

204

353

26

507

49

27

Cochabamba **

170

186

60

94

251

71

335

63

18

Department

Chuquisaca *

Oruro

63

88

18

37

94

38

158

4

7

Potosí

61

355

55

78

262

131

340

50

81

Tarija

13

152

4

29

114

26

115

29

25

Santa Cruz

189

215

20

109

280

35

317

68

39

Beni

44

96

33

26

117

30

86

52

35

Pando

1

15

44

0

42

18

13

24

23

Total

745

1748

305

678

1,690

430

2,055

466

277

Source: Quick Diagnosis for Restructuring Health Networks, Ministry of Health and Sports, Bolivia

In 2010, out of 2,801 health establishments in Bolivia, 51% were health posts
(services under the exclusive responsibility of a nurse assistant), 46% were health
facilities (services in the hands of a physician and a nurse assistant) and 4% were
secondary and tertiary care facilities. The functional restructuring of the network
(Figure 6) proposes to reduce health posts (41%) and health centers (41%), restructure
part of these primary care units to become SAFCI Health Facilities with Beds and a
higher resolution capacity (14%) and higher level facilities (4%).
Making this diagnosis resulted in the following:
• Make agreements with each SEDES regarding the structure of Health Networks
with a functional approach.
• Inclusion of the SAFCI Health Facilities with Beds category within the first
level characterization, which have a higher resolution capacity (physician,
licensed nurse, basic lab, nurse assistant).
• Modification of the Health Post (nurse assistant) category to become a Health
Facility (physician and nurse assistant).
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• Implementation of a program for improving infrastructure and equipment.
• Identification of priority locations to build Secondary Care Hospitals in
accordance with the Functional Networks.
• Intersectoral collaboration in relation to basic services.
Figure 6 – Types of health facilities by department and proposed functional
restructuring of the network, Bolivia, 2010
FUNCTIONAL STRUCTURE

CURRENT STRUCTURE
Identification of health
facility type
Department

Chuquisaca

HP

HF

184

138
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Tertiary

Total
health
facilities

7

4

333

Identification of health
facility type
HP

HF

HFWB

139

150

31
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Total
health
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9

4

333

La Paz

244

317

16

6

583

242

230

89

16

6

583

Cochabamba

209

185

22

3

419

131

207

58

20

3

419

Oruro

106

59

3

1

169

83

55

22

8

1

169

Potosí

304

162

4

1

471

201

219

38

12

1

471

Tarija

113

52

3

1

169

90

52

21

5

1

169

Santa Cruz

154

242

24

4

424

162

136

93

29

4

424

Pando

32

27

1

60

32

15

11

2

Beni

69

93

9

2

173

64

78

20

9

2

173

Total

1,415

1,275

89

22

2,801

1,144

1,142

383

110

22

2,801
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Secondary

Tertiary

HP
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Secondary

60
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Source: Quick Diagnosis for Restructuring Health Networks, Ministry of Health and Sports, Bolivia

Implementation of the Unified System of Community and
Intercultural Health
The objective of the National Health Plan is to eliminate social health
exclusion through the implementation of the Unified System of Community and
Intercultural Health based on the principle of social participation in decision
making at all management and care levels of all Bolivians as a fundamental right
warranted by the State.
The Ministry of Health and Sports of the Plurinational State of Bolivia considers
that health improvements are related to diverse aspects expressed by means of the
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Family, Community and Intercultural Health policy. Such policy uses the "energy"
that individuals put in their interdependent relation with their family and community
and directs it towards a conscious, organized and autonomous intervention in the
resolution of their health problems. This approach is based on recognizing cultural
differences and a horizontal relation between cultures.
Family, Community and Intercultural Health (SAFCI)
Family, Community and Intercultural Health is the new way of providing
healthcare in the "National Health System." In this new way of providing healthcare,
the health team, the community and its organizations put into practice a Shared
Management of Health and Healthcare at the facility, home and community levels.
This instrument is participative because it seeks and promotes that social
actors play a leading role in health management and their environment through
comprehensive intersectoral actions with the articulation, supplementation and
increased value of existing medicine practices, particularly traditional, alternative and
indigenous ones.
Family, Community and Intercultural Health (SAFCI) Principles
The principles of SAFCI include: social participation, interculturality,
integrality, and intersectorality. a) Social participation
Family, Community and Intercultural Health assumes an effective social
participation in decision-making based on an autonomous and organized
intervention of the urban and rural communities in the Shared Management of
Health, and this implies a social planning, execution, management, follow-up,
assessment and control of health actions in order to make decisions from inside
and outside health facilities.
b) Interculturality
Health interculturality is the social and cultural approach to medicine practice by
individuals who have different cultures (health staff, traditional practitioners, users,
and others), where each participant is predisposed to have a horizontal dialogue
based on respect, recognition, appreciation and acceptance of different medical
knowledge, thus promoting articulation and complementarity in order to improve
their capability to act in a balance manner towards the resolution of health problems:
quality of care, knowledge, beliefs and different health practices.
c) Integrality
Health integrality is aimed at making healthcare services consider the healthdisease process as a whole, i.e., taking the person as a biopsychosocial individual
in his/her relation with his/her family, community and environment. Integrality
takes the responsibility for the promotion, prevention, rehabilitation and recovery
of users in a comprehensive, not partial, manner.
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d) Intersectorality
Intersectorality is an intervention coordinated between the different sectors for
the purpose of managing and approaching social and economic health determinants
through strategic and programmatic alliances with education, basic sanitation,
production, housing, justice, social organization, and other areas, boosting joint
initiatives that solve the identified problems and optimizing resources.
Care Model and Management of the SAFCI Policy
The Family, Community and Intercultural Health (SAFCI) model articulates
individuals, families and communities (ayllus, marcas, tentas, captaincies and
others) or neighborhoods with the health team based on a network healthcare
approach of horizontal relation and showing respect for their world view, having
a fluent communication and accepting individual's decisions in relation to
procedures, treatments, etc. For this reason, healthcare deals not only with sick
persons, it provides them with care throughout the stages of their lives and takes
into consideration their family, environment (social and economic, cultural,
psychological and physical), food, spirituality, and world view. This model is
characterized by the following:
• A focus on individuals, families and communities.
• Work based on the definition of family and community health determinants
and intervention in these.
• Implementation of need-based interventions with a focus on biopsychosocial,
spiritual and cultural aspects.
• Offer of healthcare services aimed at meeting individual and family needs
based on:
• Comprehensive care (health promotion, prevention and disease treatment,
rehabilitation with a biopsychosocial, spiritual and cultural approach).
• Comprehensive care (coordination among all the system's parties).
• Continuous care (a continuum of information, relation, management, care
and life cycle).
• Accessible care (warranted universal care with no healthcare access barriers).
• Timely care (at the right moment care is required)
• Healthcare based on multidisciplinary and interdisciplinary team work.
• Articulation and complementarity between the health team and traditional
practitioners.
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• Implementation of the referral and counter-referral component among health
teams, and also with the community (traditional practitioners, midwives,
health community leaders).
• Implementation of Comprehensive Nutrition Units.
The Family, Community and Intercultural Health model operates through
a health network that comprises: the Healthcare Network, the Municipal SAFCI
Network, and health facilities.
The functional Healthcare Network is targeted at ensuring the resolution
capacity of the health network. It is composed of primary, secondary, and tertiary
health facilities that depend on the public, private and short term health funds
subsystems, whether for profit or nonprofit, articulated by means of the referral
and counter-referral component, complemented with original indigenous country
medicine and a health social structure.
The network can take place in just one municipality if it has health facilities
with the three levels of care, assuming a complete resolution capacity. If otherwise,
municipalities should partner or establish grouping of municipalities (rural areas),
beyond municipal, provincial, departmental and national boundaries, in order to
warrant their resolution capacity.
Figure 7 – Healthcare network model (functional concept) of the Family,
Community and Intercultural policy, Bolivia
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The Municipal SAFCI Network is a territorial concept and its objective is
to implement the Family, Community and Intercultural Health (SAFCI) model
across the country and to its maximum extent. It comprises health facilities and
all community and institutional resources necessary to improve the health level of
individuals, families and communities in its area of influence based on their needs
and meeting their demand according to their epidemiological profile.
The health facility is the basic operational unit of the Network and is responsible
for providing care related to health promotion, the prevention and treatment of
diseases, and recovery of health. It is in the hand of the Head of the health facility,
who is elected through internal promotion. It is categorized in three levels: the
first level, represented by the SAFCI health facility, the SAFCI health facility with
beds, and policlinics; the second level, comprised of secondary care hospitals; and
the third level, composed of general hospitals, specialized hospitals and institutes.
It develops a comprehensive care (health promotion, prevention, disease
treatment and rehabilitation of individuals, families and communities) with a
conscious and effective social participation and the joint responsibility of other
sectors, and is liable before the controlling body for the results obtained in relation
to the previously projected health indicators.
The Health Participative Management and Social Control Model is made up
of a state structure, a social structure and an intersectoral structure.
The state structure is the National Health System, which together with
subsystems' capacity warrants the resolution of health problems and an effective
and efficient resource management in conjunction with the other two structures
(social and intersectoral) in its four levels: local level (with health facilities);
municipal level (with the municipal government and the Local Health Board);
departmental level (with Departmental Health Services); and national level (with
the Ministry of Health and Sports).
The social structure is made up of social actors with the power to make
effective decisions regarding health action planning, execution, management,
follow-up and assessment; for this purpose, it gets involved in an autonomous and
organized manner in the Health Participative Management and Social Control
process in order to sustain projected actions for improving the conditions of life
of individuals, families and communities. Its main mission is the operational
implementation of the Family, Community and Intercultural Health policy, and
is organized as follows:
• Local Health Authority. It is the legal representative of the community or
neighborhood (whether there is or not a health facility) before the health
system. The Local Health Authority, together with the health team, is in
charge of planning, submitting reports on healthcare management to the
community or neighborhood, and performing a follow-up and control of
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health actions carried out in the community or neighborhood. This is not a
voluntary position, it is one of the community authorities.
• Local Health Committee. It is the organic representative of communities or
neighborhoods that belong to a territory or health sector before the health
system (health post or facility); it is organized in a board responsible for the
implementation of the Participative Management and social control so as
to foster community or neighborhood participation in the decision-making
process regarding health actions.
• Municipal Health Council. It is the organic representative of the group
of Local Health Committees and other social organizations that represent
municipalities, organized in a board, with interaction with the members of the
Local Health Board (DILOS); it warrants Health Participative Management
and Social Control, thus becoming the articulation liaison between the local
social health structure (Local Health Committees and Authorities) and the
municipal health management level (DILOS).
• Departmental Social Health Council. The Departmental Social Health
Council is the organic representation of existing Municipal Health Social
Councils within a department before the health system, and is organized in
a board responsible for articulating municipal needs and proposals with the
departmental development policy; in addition, it performs a social control
of how such policy is implemented in relation to health and the actions
developed by the Departmental Health Service.
• National Social Health Council. It is the organic representative of the group of
Departmental Social Health Councils and representative social organizations
from across the country, it articulates departmental health needs and proposals
before the Ministry of Health and Sports; in addition, it is in charge of executing
a social control on actions taking place at this level.
The intersectoral structure is based on discussions fields where problems are
identified, solutions are proposed and prioritized, the execution of actions and the
results of the implementation are controlled in terms of healthcare quality services,
with full power to articulate with the representatives of other sectors (education,
agriculture, housing, justice, environment, labor, etc.) in alignment with the health
policy in place within the framework of intersectorality and social determinants.
Such discussion fields where intersectorality takes place in the form of dialogue,
consultation, coordination, agreement, consensus, decision-making and control
with the social and institutional structures are made up of:
• Assemblies, general meetings, conventions, boards, summits, community
meetings, others, and community or neighborhood Information Analysis
Committees. These intersectoral discussion fields occur in the communities
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or neighborhoods (depending on their customs), where the Local Health
Participative Management and Social Control comes to life. Different
social and institutional actors take part and are jointly responsible for
implementing the processes related to planning, execution, management,
follow-up, assessment and control of health actions targeted at improving the
community's or neighborhood's health status.
• Municipal Health Board. This is the most important municipal level where
intersectoral discussion takes place in the form of dialogue, consultation,
coordination, agreement, consensus and decision-making in relation to the
prioritization of needs and proposals so that they can be included in the
Municipal Development Plan; in addition, it is responsible for controlling the
Annual Operational Municipal Health Program.
• Departmental Health Assembly. This is the most important departmental level
where intersectoral discussion takes place in the form of dialogue, consultation,
coordination, agreement, consensus and decision-making in relation to the
prioritization of needs and proposals so that they can be included in the
Departmental Health Development Plan; in addition, it is responsible for
controlling the Annual Operational Departmental Health Program.
• National Health Assembly. This is the most important national intersectoral
level for participation, dialogue, consultation, coordination, agreement,
consensus and decision-making in relation to the prioritization of needs
and proposals so that they can be included in the national health strategy.
In addition, it is responsible for controlling the National Strategy and the
Sector's Annual Operational Program.

Health Surveillance
Implementation of the International Health Regulations
• The International Health Regulations (IHR) were first implemented in Bolivia
in May 2009 with the establishment of the National Link Center due to the
influenza A (H1N1) pandemics, and they have been sustained to date.
• The objective of the IHR has been to strengthen Bolivia's health system by
contributing to reduce health risk or damage situations that may result in a public
health emergency at a national or international level through the early identification
of health risks and damages; prevention and control actions at a national,
departmental, municipal and community level are put in place through the IHR.
• To date, activities related to the IHR included:
• On November 14, 2007, within the Legal Framework, Ministerial Resolution
No. 0942 created the National Link Center/Bolivia, which started operating
in May 2009.
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• Basic national and departmental capabilities have been evaluated with the
Mercosur Instrument.
• Meetings have been held with national and departmental components in
order to become familiar with the International Health Regulations. The
local level has not participated yet.
• A National Plan for the Implementation of the International Health
Regulations in Bolivia has been developed.
• Meetings have been held with some authorities and members of airway points
of entrance regarding the importance of implementing the International
Health Regulations.
• An evaluation and an action plan have been carried out to develop basic
detection and response capacities at the Viru Viru International Airport.
• Communications have been initiated to form a strategic alliance with the
Interinstitutional Coordination Council for Global Facilitation Partnership
Air Transportation in order to establish support for generating detection and
response capacities in airway points of entrance.
• Specific articles have been incorporated to the General Health Act project
in relation to: immediate reporting, quick response teams, epidemiological
human resources, and generation of detection and response capabilities.
The following advances have been achieved in relation to the National Link
Center:
• Management of the National Treasury budget for activities related to
implementing the International Health Regulations.

• Preparation of a weekly bulletin.
• Preparation of daily reports.
• Preparation of notices.
• Implementation of Appendix II for the evaluation of event risks.
• Strategic alliances: Creation of the National Epidemiological Surveillance
Committee. (CNE/SNIS).
• Training the staff members of the National Link Center (CNE) and the
National Health Information Service (SNIS) regarding the Health Event
Monitoring System.
• Preparation of a News Bulletin of informal sources.
• Preparation of Epidemiological Reports to be submitted before the National
Link Centers from other member states.
• Preparation and printout of socialization material in relation to the
commitments undertaken by virtue of the International Health Regulations.
• Equipment and supplies acquired for the National Link Center and for the
Quick Response Teams.
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Epidemiological Surveillance
In October 2009, the National Evaluation of National Detection and Response
Capacities was conducted and based on its results, a National Plan was developed
to strengthen such capacities.
Risk factors to be included are sedentism, unhealthy diet and other
noncommunicable diseases that have been considered a priority and that are
currently only taken into account in a general and indiscriminate manner, as
pointed out in the latest recommendations.
The Tuberculosis Control Program does not have an epidemiological
surveillance system in place because it is a chronic condition, therefore, it only
counts with a prevention and control system.
Ministerial Resolution 181 of April 14, 2010 created the National
Epidemiological Surveillance Committee.
Specific articles have been incorporated to the General Health Act project in
relation to: immediate reporting, quick response teams, epidemiological human
resources, and generation of detection and response capabilities.
The Epidemiological Surveillance and Response System of the Ministry of
Health and Sports of the Plurinational State of Bolivia has its structure in the
Epidemiological Unit, which works through 15 National Programs and the
National Link Center, all of which depend on this Unit; its main functions
include detection, reporting, verification, risk assessment and response according
to the levels of resolution and analysis of the Unified System of Community and
Intercultural Health.
The Unified System of Community and Intercultural Health Policy establishes
access to healthcare services for all the Bolivian population beneficiary of this
system through the promotion of healthy habits and behaviors among individuals,
the family and community, targeted at having a healthy and productive
population with participation in economic, social and cultural transformation,
the implementation of a family, plurinational and community health model. This
policy also establishes the incorporation of technology or strategies for making
decisions related to health regulation policies.
The most important source of information of the epidemiological surveillance
structure is the Health Facility of the specific departments (with a municipal and
community disaggregated level) that has been affected by an epidemics or a natural
disaster. If such an adverse event occurs, there is an immediate reporting form of
the National Health Information System (SNIS) for collecting data. All health data
is recorded in the Departmental SNIS and is then consolidated at a national level.
Surveillance instruments during disasters are still pending validation.
Surveillance at points of entrance has not yet been structured. However, based
on the National Workshop for Designating Points of Entrance, a reporting system
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will be established in certain points of entrance that will comprise notice tools,
protocols, and response procedures to act in case of a public health risk situation.
The National Committee for the Implementation of the International Health
Regulations will be the mechanism to establish communication channels with
operational staff at all points of entrance in case of a potential or actual risk near
a point of entrance.
Sanitary Surveillance and Regulation of Private Healthcare
The Drug and Health Technology Unit works in conjunction with the national
customs authorities for regulating the pharmaceutical industry, from raw material
import to finished products. The National Pharmacological Commission is responsible
for evaluating new molecules before they are introduced in the pharmaceutical
industry. This way, and upon an assessment, decisions are made regarding the
incorporation of new technologies. There are also pharmaceutical regulation norms,
such as the health registration of medical devices, with ministerial resolution 003,
a norm for assessing such products; the device and equipment inventory manual,
with ministerial resolution 0144, a norm for maintaining updated information at all
the Public Health System levels; the technology management manual, approved by
ministerial resolution 0142, a norm that allows to incorporate technology into the
health system. The manuals regarding immunization, cosmetics, personal hygiene,
diagnostic reagents and health product registration allow to evaluate products for
their incorporation in the pharmaceutical industry. Bolivia is part of the Andean
Community, where the Ministers of Health of the Andean region have approved a
resolution for a technology evaluation policy.
The Private Health Services described in Article 36 of the Political Constitution
of Bolivia are regulated by laws, decrees, ministerial resolutions and protocols.
Environmental Surveillance in Health
There is currently no system for environmental surveillance in health.
However, the National Committee for the Implementation of the International
Health Regulations seeks to work in an intersectoral manner in order to establish
early alert strategies in relation to environmental surveillance.
For the time being, Departmental, Regional and National Contingency Plans
to deal with events such as the El Niño/La Niña–Southern Oscillation have been
proposed. As part of the response, Health Comprehensive Mix Teams (doctors
from the Family, Community and Intercultural Health Residency; doctors from the
Cuban Medical Brigade; nurses, drivers and motorcyclists from the Departmental
Health Services and the Armed Forces) have been shaped.
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Health Work Force
Gap between the System Demands and Personnel Supply
In the past decades and in accordance with the neoliberal perspective,
empirical observations have demonstrated that the development in human
resources has focused on market-driven health reforms. For this reason, learning
in health, permanent and continuing education, training and updates ended up
being dependent on program requirements, such as the HIV/AIDS, tuberculosis
and Chagas disease programs, among others; and projects have been completely
segmented, compartmental and highly focalized (e.g., mother and child dyads), with
little or no articulation between projects and especially with no comprehensive/
holistic health perspective. All this strips the meaning away from the concept of
universal access to health.
The State has delegated its function and main responsibility of looking
after Bolivians' health to non public institutions, such as NGOs. When faced
with such lack of State presence, these organizations took up such function and
responsibility for a long time, leading to the privatization of health in the context
of social policies.
The lack of a health human resource policy resulted in the lack of a strategy
to try and meet Bolivia's needs and requirements in terms of undergraduate and
graduate training in health science, and especially in other social science areas.
There were also no continuing education initiatives aimed at the National System
staff members or at any other subjects and social actors involved in health matters.
Past and present health graduate students have received training in public
and private universities. Private universities have multiplied since the 1990s
thanks to the free supply and demand market instituted in Bolivia by Supreme
Decree 21,060. In 2003, 76% of health sciences students were enrolled in public
universities (Table 7).
Table 7 – Number of students enrolled in health sciences degrees by type of university,
Bolivia, 2003
Type of university
Public

No. of universities

Percentage

No. of students
enrolled in health
sciences degrees

Percentage

11

33.34

32,981

76.20

Private

22

66.66

10,291

23.80

Total

33

100.00

43,272

100.00

Source: Ministry of Education, SNIES, La Paz, Bolivia, 2003.
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Although private universities have proliferated to the point of doubling the
number of public universities in 10 years, the advantage of public universities lies
in their number of enrolled students, as seen in Table 7.
Until 2003 there were 28 universities offering some of the graduate health
sciences degrees, and 56% of these corresponded to private institutions. In
addition, findings indicated that there were 81 health sciences courses offered as
bachelor's degrees. Table 8 shows such findings.
Table 8 – Distribution of health sciences degrees, Bolivia, 2007
Degree

Number

Percentage

Medicine

20

24.7

Dentistry

19

23.5

Nursing

17

21.0

Biochemistry and Pharmacy

14

17.3

Nutrition and Dietetics

3

3.7

Physiotherapy

8

9.9

Total

81

100.0

Source: Colque Mollo, Rubén. Perfil del Sistema de Salud. Bolivia, 2007. Informe final de consultoría. La Paz,
Bolivia, 2007.

The private sector prevalence resulted in a marked clinical training, with a
competitive/individualistic, highly specialized and business-based logic, and with
no promotion of solidarity or team work. Therefore, today most human resources
trained in public and private universities do not have relevant knowledge and are
not able to respond to the changes taking place in our country, i.e., they abide by
philosophical and theoretical perspectives and models that do not match the concept
of building a different Bolivia. For this reason, healthcare practice has little or no
coincidence at all with Bolivia's social, economic and cultural dynamics.
The loss of stewardship by the Ministry of Health and Sports on health
human resource training was due to having assigned such responsibility to nongovernmental organizations and, especially, to the Bolivian Medical Association.
The fact that there was no health human resource policy in place until 2010
has resulted in having few resources trained in the three fields that make up such
policy: permanent and continuing education; clinical, social, anthropological and cultural
research; and management and administration.
Table 9 shows the inequity in health human resource distribution in Bolivia by
level of care, specifically tertiary care.
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Table 9 – Distribution of human resources by level of care, Bolivia, 2000 and 2002
2000
Level of care
First

2002

n

%

n

%

600

27

557

26

1,070

48

716

34

Third

539

24

840

40

Total

2,209

100

2,113

100

Second

Source: Ministry of Health and Sports; 2005.

Other aspect worth mentioning is how positions are distributed among
healthcare professionals, technicians and administrative staff. Please observe
Table 10.
Table 10 – Distribution of health-related position categories (%) by department,
Bolivia, 2005
Departments

Healthcare professional

Technician

Administrative personnel

Total %

Chuquisaca

34

41

25

100

La Paz

39

37

24

100

Cochabamba

37

42

21

100

Oruro

34

44

21

100

Potosí

32

49

19

100

Tarija

33

40

27

100

Santa Cruz

36

44

21

100

Beni

28

51

21

100

Pando

29

54

16

100

Source: Ministry of Health and Sports, 2005, La Paz, Bolivia.

Towards 2006, the National Health System had 37,547 staff members, including
healthcare professionals, nurse assistants, technicians and administrative personnel,
as observed in Table 11. These numbers have gradually increased, especially thanks
to the current administration’s management in the public subsector.
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Table 11 – Total number of professionals in the National Health System by category,
Bolivia, 2006
Professional category

Total no. at national level

%

General physicians

3,119

8.0

Specialists

4,986

13.0

Family doctors

241

1.0

Licensed nurses

3,668

10.0

Nurse assistants

8,394

22.0

166

0.4

Other nurses
B.S. in Biochemistry

730

2.0

Dentists

1,271

3.0

Others (Other healthcare prof.)

3,741

10.0

Administrative staff

303

2.0

Cooks

541

1.0

Drivers

591

1.0

Others (Administrative staff)

3,722

10.0

Interns

1,190

3.0

Students

1,301

3.0

Others

3,083

9.0

Total

37,547

Source: Ministry of Health and Sports, INASES, Human Resource and Equipment Inventory, 2006

Changes and Innovation Strategies in Training and Continuous
Education
The Ministry of Health and Sports has implemented the Family, Community
and Intercultural Health Strategy through two experiences: the Family, Community
and Intercultural (SAFCI) Medicine Residency and the SAFCI Mobile Units.
The Family, Community and Intercultural Medicine Residency (which is
directly related to the National Committee to Assist Teaching and Research)
is currently the only experience that puts the Health Sector's policies and the
philosophical, theoretical, methodological and technical concepts of the SAFCI
into practice. In addition, the Residency has helped to gain more in-depth
knowledge on certain categories and has rescued the traditional knowledge of our
ancestors through the complementarity and reciprocity process.
The "SAFCI Mobile Units" are composed of: a physician, a nurse, a dentist,
a social worker and a driver, and they reach out to communities, in order to
implement the Family, Community and Intercultural Health policy.
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These two experiences are the necessary and fundamental examples to be
considered at the time of developing any permanent and continuing education
process in the health field. Professional practice in the context of healthcare has
replicated the ways health is understood and carried out from a biological and
welfarism perspective, a logic that has also been instituted among healthcare
beneficiaries, i.e., society's actors and subjects as a whole.
The Health Sector's current human resource development policy proposes to
distance from the strong theoretical and epistemological concepts, a process that
the Ministry of Health and Sports started by developing and implementing the
Family, Community and Intercultural Health policy.
Also, certain theoretical categories such as colonization, decolonization and
neoliberalism are deeply related to power. For this reason, the execution of the human
resource development policy in the health sector, which is targeted at a permanent
and continuing education, will work with these categories in depth and aim at
deconstructing them with the participation of the National Health System personnel,
on the one hand, and social actors and subjects of the original country nations, the
middle-class population, the authorities and the general population, on the other.
Figure 8 – Values applied in human resource training in relation to the Family,
Community and Intercultural Health policy
EUROCENTRIC
CIVILIZATION
MATRIX

LIFE CULTURE
CIVILIZATION
MATRIX

INDIVIDUALIST

COMMUNITY

COMPETENCE

COMPLEMENTARITY

TOP-DOWN PATTERN

COORDINATION

BUSINESS-CENTERED

RECIPROCITY

EXCLUSIVE

INCLUSIVE

Source: Prepared by Dr. Franz Trujillo, Internal Coordinator of the SAFCI's medicine residency, La Paz, Bolivia, 2008.

There is currently a continuing education program in place, conducted by
Family, Community and Intercultural Health Specialists who are distributed
in over a hundred municipalities across Bolivia. This program is targeted at
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3,600 individuals, and 60% of them are primary care healthcare professionals,
while the remaining 40% equally corresponds to staff members from facilities with
other type of care or management, social organizations, government authorities,
and public officers from other sectors.
Healthcare Staff Management and Administration Model
The administration and management of health human resources have been
affected by the absence of a Healthcare Degree, a sectoral wage policy, and
mechanisms for an adequate and equal distribution of health human resources.
For this reason, there is an important concentration of doctors and nurses
in the capital cities, thus leaving other distant areas with no protection, where
health posts are poorly equipped and only one nurse assistant is responsible for
their operation. Also, the designation of positions and jobs has been driven by a
patronage and patrimonialist system, thus resulting in the presence of personnel
with inadequate profiles, skills and capabilities.
Regulation of Training and Professions
Institutional coordination mechanisms established between education
institutions and health systems are based on the articulation among the ministerial
boards, units and programs, which work in coordination with departmental
authorities, and the National and Regional Committees to Assist Teaching and
Research.
In spite of these structures in place, the Ministry of Health and Sports has
identified, as part of its attempt to recover its stewardship power, the need to
have an evaluation of the health human resource situation and distribution in
order to plan the medium- and long-term training to be provided to professionals,
technicians and specialists according to each location's epidemiological profile.

Action On Social Determinants Of Health
Consistency between Policies and Action on Social Determinants
of Health
In order to observe the status of some social determinants of health, our
example will be the child mortality rate in the different Bolivian departments and
its relation to the absolute poverty incidence, the availability of drinking water, and
the rate of illiteracy among women >15 years old, as shown in Table 12.
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For 2001, the child mortality rate in Bolivia was 66 per 1,000 live births. The
departments where the child mortality rate was higher included Potosí (99 per
1,000 live births), Oruro (82 per 1,000 live births), Cochabamba (72 per 1,000 live
births), and Chuquisaca (71 per 1,000 live births). In general terms, these
departments have the highest rates of certain determinants: poverty incidence,
lack of access to basic services, and illiteracy among women >15 years old.
Table 12 – Child mortality rate and relation to health determinant indicators, by
department, Bolivia, 2001
Department

Absolute poverty
incidence (%)

Percentage of population with
Illiteracy rate among
no access to drinking water women >15 years old (%)

Child mortality
rate*

Potosí

66.7

56.0

40.0

99

Oruro

46.3

42.5

17.3

82

Cochabamba

39.0

46.1

21.2

72

Chuquisaca

61.5

46.1

34.8

71

La Paz

42.4

34.5

17.6

64

Pando

34.7

61.4

13.8

63

Beni

41.0

64.9

11.7

60

Santa Cruz

25.1

22.3

10.3

54

Tarija

32.8

24.5

20.1

53

Bolivia

40.4

37.7

19.4

66

Source: Bolivia. National Population, Household and Housing Census 2001. INE. Progress Report on Millennium
Development Goals. *Deaths per 1,000 live births.

Santa Cruz and Tarija recorded the lowest child mortality rates in Bolivia: Santa
Cruz (54 per 1,000 live births) and Tarija (53 per 1,000 live births). Consistently,
these are the departments with the highest social and economic development of
Bolivia, thus resulting in a lower poverty incidence. At the same time, in these two
regions there is a higher percentage of households with access to drinking water
and the lowest illiteracy rates.
It is surprising that there is an almost direct relation between the absolute poverty
incidence, the illiteracy rate among women >15 years old and the child mortality
rate. The department where the absolute poverty incidence was higher is Potosí
(66.7%). In this department, this is consistent with the highest female illiteracy rate
in Bolivia (40.0%) and the highest child mortality rate (99 per 1,000 live births). The
Chuquisaca department has a poverty incidence of 61.5%, an illiteracy rate of 34.8%
and a child mortality rate of 71 per 1,000 live births.
In the Chuquisaca department, the Incahuasi, Tarvita, Tarabuco, Poroma and
Presto municipalities have recorded child mortality rates of more than 100 per
1,000 live births. Similarly, the status of social determinants in these municipalities
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is extremely concerning, especially in relation to the poverty incidence and the
female illiteracy rate.
In the department of Potosí, many municipalities have child mortality rates of
more than 100 per 1,000 live births: Atocha (103 per 1,000 live births), Aranpampa
(103 per 1,000 live births), Ravelo (107 per 1,000 live births), Tacobamba (114 per
1,000 live births), Ocurí (115 per 1,000 live births), Puna (116 per 1,000 live births),
Tinquipaya (116 per 1,000 live births), Toro Toro (119 per 1,000 live births), Acasio
(122 per 1,000 live births), Chayanta (123 per 1,000 live births), Pocoata (123 per
1,000 live births), Colquechaca (129 per 1,000 live births), San Pedro de Buena
Vista (131 per 1,000 live births), and Caripuyo, the one with the highest child
mortality rate in Bolivia (170 per 1,000 live births). All these municipalities, except
Atocha, have an extreme poverty incidence of more than 90% and an illiteracy rate
among women >15 years old of more than 50%. In accordance with this, significant
deficiencies in access to piped water are observed in these municipalities.
In the Tarija department, the municipalities with the lowest child mortality
rates are: Yacuiba (52 per 1,000 live births), Villa Montes (52 per 1,000 live births),
and Tarija (38 per 1,000 live births). These municipalities also record the lowest
female illiteracy rates and the lowest absolute poverty incidence in the department
of Tarija.
The child mortality rate across the Santa Cruz department is 54 per 1,000 live
births. The lowest child mortality rates in this department are found in the following
municipalities: Roboré (47 per 1,000 live births), Boyuibe (47 per 1,000 live births),
Montero (45 per 1,000 live births), Camiri (45 per 1,000 live births), Puerto Quijarro
(44 per 1,000 live births), Santa Cruz (43 per 1,000 live births), and Portachuelo
(41 per 1,000 live births). The Santa Cruz (city) and Puerto Quijarro municipalities
have an illiteracy rate among women >15 years old of only 5.8%. Absolute poverty in
the Santa Cruz municipality affects 9.3% of the population: this is the municipality
with the lowest absolute poverty incidence in Bolivia.
The social and health reality of Bolivia has been traditionally based on a
biological, business-centered, individualist and exclusive approach, and it requires
to be modified by the population's sovereign decision, as expressed in the Political
Constitution of the Plurinational State of Bolivia.
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Figure 9 – Determinants of health: causes and consequences
DETERMINANTS OF HEALTH

Consequences
Peripheral capitalism, delayed
and dependent country

-Sacking of natural resources

Colonial, export, and primary
development pattern

-Inequity, inequality and exclusion in
the national income distribution

-High external debt

CHRONIC SOCIAL
DEBT STAGNATION
DEPENDENCY
POVERTY

As explained above, as a response to social determinants of health (SDH),
the Ministry of Health and Sports has proposed the participative new Family,
Community and Intercultural Health (SAFCI) model, which offers a paradigmatic
shift in healthcare services and management targeted at acting on social
determinants and institutionalizing participation and social control with an
intercultural and decolonizing perspective.
In addition, the Ministry of Health and Sports has proposed another
transformation and has created for the first time a Vice-Ministry of Traditional
Medicine and a Vice-Ministry of Health and SAFCI Promotion, and has promoted
a massive training for professionals and continuing education for all actors involved
in healthcare.
A series of programs have been implemented by the Ministry of Health and
Sports to impact on health priority problems at a municipal and local level, all
focused on intersectoral actions regarding the social determinants of health. An
example is the Zero Malnutrition program, which involves all the country's sectors
in the fight against malnutrition by acting on its determinants. In relation to this
program, a National Commission was created by President Evo Morales, thus
evidencing the government's political will.
Intersectoral Coordination Strategies
One of the SAFCI implementation strategies is to join efforts, resources and
capabilities towards a single objective between the different society's sectors, the
organized population, the health team, with a complementarity and reciprocity
approach shared with indigenous and original country people doctors, public and
private institutions, and social organizations. They all have a goal to achieve, an
objective to meet, based on the commitments assumed and the endorsement of
interinstitutional agreements.
Within the Family, Community and Intercultural Health management
component, an intersectoral, community and participative process takes place
in a cyclic and continuous manner, like a spiral. It is developed with urban and
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rural communities (ayllus, marcas, tentas, captaincies, jathas, Grass-root Territorial
Organizations, Neighborhood Councils, and others) and their legitimate
representatives, and they all share the responsibilities with the Health Sector and
the other management sectors, with municipal, indigenous and original country
autonomous territories, regional and departmental participation.
Community management has been formulated based on certain principles that
support common good processes through an adequate balance, complementarity
and reciprocity practices. In this sense, communities have developed and implement
their own planning and social control practices, and it is the Health Sector and the
other sectors who have to adapt to such practices.
It should be noted that each social activity (productive work, education, health,
etc.) contributes to the community's social make up, but none of the activities
taken separately constitutes a purpose in a daily life itself. These activities add up,
but the purpose of all is LIFE, an individual living well in his/her environment.

Strategic Supplies To Health
The pharmaceutical industry has 22 national pharmaceutical companies
producing 45% of essential and generic drugs.
At present, the Siglo XX University has projected to manufacture orphan and
essential drugs as a national priority. In addition, the Higher University of San
Andrés has established the Biochemical and Pharmaceutical Research Institute
for the promotion of drug production based on traditional plant research and
which currently manufactures the Galipea longiflora syrup. Also, in the Caripuyo
municipality, a local industry for supporting the zero malnutrition strategy has
been established.
The Agreement on Trade Related Aspects of Intellectual Property Rights
(TRIPS) of the World Trade Organization governs on this matter in all member
countries. In turn, Decision 486 of the Andean Community serves as the legal
framework regarding intellectual property.
The agreements of the Andean Community allow to organize procedures for
reducing costs for the State's procurements, such as the joint acquisition of high
cost drugs currently in place.
In addition, these agreements allow to apply the flexibilities established by the
TRIPS, such as parallel imports, compulsory licenses, etc. Thanks to the Bolivarian
Alliance for the Americas (ALBA), member countries are currently conducting joint
activities. An example of these activities is the creation of the ALBAMED center,
which will supply essential drugs and make them easily available.
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Treaties can have a negative impact on the price of drugs by increasing their
cost and reducing the availability of generic drugs and technologies. Treaties also
influence national production, because they are targeted at favoring the country
with the higher manufacture growth rate.
The legal framework that allows to overcome healthcare access barriers is given
by the National Drug Policy, Drug Act 1,737, Supreme Regulatory Decree 2,523,
and Decree 26,873 of the National Unified Supply System.
Although there is no pricing policy in Bolivia, in the context of the good
governance for medicines, the country is implementing a drug price observatory
to review bidding prices, import and national drug prices, international prices, and
reference prices.
There is a manual for taking compulsory licenses, but it is still under approval
by the Ministry.
The national drug policy (Drug Act 1,737 and Supreme Decree 26,873)
warrants access to drugs. However, there is no specific policy in place regarding
high cost drugs.
The Bolivian pharmaceutical industry was further developed by Supreme
Decree No. 14,346 of February 14, 1977, which enables international
pharmaceutical companies to manufacture drugs in national laboratories under
a license granted by companies of origin, such as Bayer, Merck, etc. There are
22 national pharmaceutical companies, and their facilities have the necessary
technology to carry out the different production processes, from the development
of the formulation, packaging, quarantine and storing, with the corresponding
quality controls. In relation to drugs, the companies INTI and BAGO have been
certified by the Good Manufacture Practice. Regarding vaccines, the National
Health Laboratory Institute has the power to produce the human anti-rabies
vaccine and the polyvalent anti-ophidic serum.
It is worth noting that in Bolivia, industrial pharmaceutical companies
also import finished drugs from other companies, most of which are national
companies from South America, in order to expand their business. From a
structure, installation and equipment perspective, the industry is sufficiently
equipped for dealing with expansion without needing to increase its capacity. Like
other types of pharmaceutical companies, including transnational companies,
importing essential drugs favors cost reduction and the availability of drugs for the
population.
In Bolivia, Supreme Decree 0181 "Goods and Services Management System
(SABS)," Supreme Decree 26,873 for making national and international biddings
for the procurement of essential drugs at the lowest price. The State alto takes part
in the acquisition of drugs for programs through the strategic fund.
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New health technologies are decided according to the Drug Act 1,737, Supreme
Decree 25,235 that regulates drugs, supplies and medical devices.

Health Research And Innovation In Health
National policies of health research
There are research policies and programs related to health in place, such as
nutrition, Chagas disease, and malaria. These programs are implementing social
policies and research programs in vulnerable populations for a comprehensive and
timely management of such conditions, as in the case of congenital Chagas disease
and the rapid diagnosis of malaria, and for the promotion of human resources
by providing training in mechanical techniques, such as the rapid tests used by
volunteer collaborators in Eastern Bolivia, who are poorly trained. Bolivia also has
a norm that rules research and the requirements for developing research protocols.
This norm was formulated according to the programs in the Sectoral
Development Plan, which is framed by the National Development Plan. Its
implementation is the responsibility of the programs, through the Departmental
Health Services and non-governmental organizations selected as sub-beneficiaries
of external funders.
Projects are evaluated by the National Bioethics Commission and the Research
and Bioethics National Commission.
Funding comes from external sources and the National Treasury because these
projects are executed and work in a wide range of contexts and require financial
support in order to carry out the activities of the specific program so that clinical
conditions and the consequences on the population's health can be controlled
or eliminated. Bolivian research projects are scarce and are reduced to local and
municipal non-governmental actors, such as NGOs, and governmental actors, as
in the case of universities or educational cooperation programs offered by the
church to vulnerable populations.
Bases for the Creation of the Plurinational Health Research System
Based on the incontrovertible fact that "health policy, public health, and
provision of services should be based on reliable evidence derived from high quality
research" (Mexico Statement on Health Research, 2004), and that disregarding
research data is "harmful for individuals and populations," Bolivia has aligned with
the guidelines of the Mexico Statement on Health Research issued as a major
priority for the region during the Ministerial Summit on Research in Health
held in Mexico City on November 16-20, 2004. The reasons for supporting such
statement also justify that governments are called to intervene and make financial
commitments with the necessary research in health, to establish a national health
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research policy in each country and to promote activities targeted at developing
and strengthening national health research systems. As a complement to the
Mexico Statement, in accordance with and reinforced by it, the Resolution of the
58th Assembly (2005) of the World Health Organization (WHO) calls Member
States, the WHO Director General and the international scientific community to
establish or reinforce the mechanisms required to transfer knowledge and support
public health systems and evidence-based policies.
Also, Article 103 of the new Political Constitution of Bolivia is highly positive,
as pointed out in its text: "The State will guarantee the development of science,
scientific research and technology in benefit of general commonwealth" by assigning
the necessary resources and creating the State Science and Technology System, with
one of its main components based on the Plurinational Health Research System
(SIPLIS). Therefore, it is necessary to develop a norm referring to its organization
and operation, a norm that conceives the system as a set of Bolivian state, scientific,
academic, welfare, and social institutions, whether public, private or belonging to
the social security that generate and apply knowledge and information and develop
research processes for improving human health and well-being.
In the context of the Political Constitution of Bolivia, the National
Development Plan and the Departmental Sectoral Plan of the Ministry of Health
and Sports, over the past years different efforts have been made to implement
health research by strengthening this area based on the experience of the National
Committee to Assist Teaching and Research.
To this end, the Ministry of Health and Sports, which is the authority and
strategic axis on this issue, decided to create the SIPLIS so that it would articulate,
coordinate, manage, administer, regulate, and promote research, with direct
participation of state, academic, social and welfare organizations and health,
sanitation and determinant research institutions; the first step of the SIPLIS was
to prepare a draft version of its regulations, main objectives and future course of
action.
Seeking to establish effective coordination, integration, complementarity, and
mutual cooperation relations, the SIPLIS management bodies, which include a
permanent Executive Secretariat under the responsibility of the Ministry of Health
and Sports, would promote that the different SIPLIS institutions be organized
in national, departmental-urban, departmental-rural, and local networks, with
a coded registry for an easy geographic and territorial identification, as well as
possible fields of action and coverage.
The most important objectives of the Plurinational Health Research System
(SIPLIS) would include:
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• To promote a health research culture by developing education actions,
information dissemination, incentive generation, counseling or other
activities deemed pertinent.
• To articulate and coordinate interinstitutional initiatives and actions targeted
at the research, rescue and validation of the knowledge typical of Bolivian
traditional medicine practices.
• To enter into existing international agreements in the research area and join
Bolivia's efforts to external networks.
• To protect the biological, ecological, geographic, anthropological, social,
historical, cultural, medical and scientific assets of Bolivia and defend them
from any prejudice that may occur, and influence human health, sanitation
and well-being interests, during the collection of biological samples,
information or patents not authorized by the SIPLIS, except when such data
was previously known and disseminated in international literature.
In relation to research projects, the SIPLIS would comply with the entire call,
selection, resource allocation and promotion process, in addition to establish the
regulations for the publication, dissemination and registry at a National Health
Information and Research Documentation Center. Also, in order to make research
processes transparent, such center would issue a bi-annually bulletin (virtual and
print form) to promote first-hand the basic design of projects approved, who is
responsible for conducting them, the participant institutions, sources of funding
and amounts, phases, locations, duration, schedule, group or target population,
and who is responsible for follow-up and control. Within this scope, such bulletin
would constitute the system's memory itself by disseminating research results once
the project has concluded and is authorized for publication, and a special edition
of the bulletin could be issued if any of the projects was worth disseminating.

Cooperation In Health
Needs of Technical Support
Such identified weakness is evidenced during epidemics, where each
Departmental Health Service pretends to intervene in an unorganized manner,
without complying with norms due to the inconsistency found in central and
departmental coordination. For this reason, technical support should be specific
and according to the problem, and also in relation to institutional coordination
and strengthening.
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Potential Expertise and Possibilities Offer
The Plurinational State of Bolivia and, above all, Bolivian original peoples, have
a wealth of knowledge that is expressed in the Live Well paradigm and that is the
most important legacy that we can share in a world threatened by the accumulation
and consumption promoted by the capitalist model. Bolivia proposes a different
development model, a different understanding of progress, which is not centered
in a man competing and accumulating "stuff" and predating the planet, but on life
in all its dimensions, where nature is respected and the universe is balanced, where
everything is enough for everyone.
The most important lessons in Bolivia today required to build a different
health system, from a strategic perspective, are three: 1) the lessons derived from the
implementation of the Family, Community and Intercultural Health model at a local
level, especially in relation to community work, rescuing traditional medicine and an
intercultural approach to health; 2) the experience of a new continuing and popular
health education; and 3) the achievements made thanks to the a wide participation
of the society in policies, their development and control.
In relation to technical support, Bolivia is experienced in the management of
anti-malarial drugs and training on how to use sprinklers and/or sprayers in the
case of the malaria and dengue fever program.
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There are
departmental
autonomies,
aboriginal people's autonomies, municipal
autonomies
and regional
autonomies.

Bolivia is
divided into
9 departments,
112 provinces,
337 municipalities, and over
a dozen aboriginal country
territories.

Article 81 of the Framework Law on
Autonomy and Decentralization of 2010
establishes that the central State's powers include: "To exert the stewardship of

Art. 36: The State will guarantee access
to the Universal Health Insurance. The
State will be in charge of controlling the
performance of the public and the private services and regulate them through
the law.

Art. 35:The State, at all levels, will protect
the right to health by promoting public
policies oriented towards improving
the quality of life, collective wellbeing
and free access of the population to
healthcare services. The health system is
unified and includes traditional medicine
of the aboriginal nations and country
people.

The social security subsector covers
organized salaried workers. It consists of
9 managing bodies (Health Funds) and
delegated insurances. It is supervised by
the National Health Insurance Institute
(INASES).

The public subsector is established to
provide healthcare services to individuals
who are not affiliated to the mandatory
health insurance.

Structure of the Health System:

1) National sphere: Ministry of Health
and Sports as the governing body. 2)
Departmental sphere: The Departmental
Health Services put national norms into
practice, respond to the local needs of
the different regions and are responsible for managing human resources. 3)
Municipal sphere: municipal governments are in charge of managing health
facilities through Local Health Boards
(DILOS). The Network Coordination
Units are subordinate to the SEDES. 4)
Indigenous sphere: participative function
and decision-making regarding original
indigenous individuals, and helping them
receive a differentiated, intercultural and
comprehensive care.

Art. 18: Every person has the right to
health. The State guarantees inclusion
and access to health to all people without any discrimination whatsoever. The
unified health system will be universal,
free of charge, equitable, intracultural,
intercultural, participative, with quality,
warmth and social control. The system
is guided by the principles of solidarity,
efficiency and co-responsibility and is developed through public policies at every
government level.

Unitary State
Social State
Plurinational
Community

Population:
10,031,000 inhabitants.

Four government spheres related to
healthcare:

Health in the Political Constitution of
Bolivia 2009

Plurinational
State of Bolivia

Health system structure

Constitutional and Legal Framework of
Health

Country
Bolivia

-To define and coordinate the implementation of a national human resource
management and training policy and
coordinate undergraduate and graduate human resource training programs
with higher education institutions in the
context of the family, community and
intercultural health policy.

-To promote and support the implementation of participative management and
social control instances.

-To develop the regulations for organizing
service networks, the national drug and
supply system, and the development of
human resources required for the Unified
Health System.

-To develop the norms related to family,
community and intercultural health, and
sexual health politics, their healthcare
components and participative management, and social control of health.

-To exert the stewardship of the Unified
Health System across the national territory, in accordance with the concept of
living well and the family, community and
intercultural health and gender identity
model.

The central State has the power to do the
following:

The Ministry of Health and Sports (MSD)
was created in 1938 with power to
formulate norms, regulate and execute
national policies and strategies.

Functions of the Ministry of Health and
Sports

Current policy proposes a
healthcare model with two
main components: Family,
Community and Intercultural Health (SAFCI), and
Shared Management
of Health. The Family,
Community and Intercultural Health policy is the
backbone of the National
Health System. It introduces a new paradigm in
healthcare that is focused
on the family and the community, with a comprehensive and intercultural
approach on promotion
and prevention, both in
relation to services and the
community.

The objective of the
National Health Plan is to
eliminate social health exclusion through the implementation of the Unified
System of Community and
Intercultural Health based
on the principle of social
participation in decision
making at all management
and care levels of all Bolivians as a fundamental right
warranted by the State.

Priorities of the current
policy

Chart 5 – Health system in Bolivia: Summary; constitutional framework, structure and priorities of the current policy

Country
Bolivia

The New Political Constitution of
the State defines the following as
supreme values: "human dignity,
fairness, equality, freedom and political
pluralism." The ethical-moral principles
of a plural society are: "ama ghilla, ama
llulla, ama suwa (don’t be lazy, don’t be
a liar, don’t be a thief) suma gamaña (live
well) ñandereko (live in harmony), teko
kavi (good life) ivi maraei (earth without
evil) and ghapaj ñan (noble path or life)."

Principles and Values

The private subsector corresponds to
insurance companies, managed care
organizations and non-governmental
organizations.

Unified Health System across the
national territory, in accordance with
the characteristics established by the
Political Constitution of Bolivia, as per
the concept of living well and the family,
community and intercultural health and
gender identity model.
The traditional medicine subsector is
under the responsibility of the ViceMinistry of Traditional Medicine and
Intercultural Affairs with the purpose of
facilitating access to equitable healthcare
through a network of basic healthcare
facilities guided by an appropriate and
intercultural approach, within the scope
of the basic right to a decent life. It
provides services to approximately 10%
of the population, especially in rural
areas.

Health system structure

Constitutional and Legal Framework of
Health

The Drug and Health Technology Unit
regulates the pharmaceutical industry,
from raw material import to finished
products. The National Pharmacological
Commission is responsible for
evaluating new molecules before they
are introduced in the pharmaceutical
industry.

Sanitary surveillance

The Epidemiological Surveillance and
Response System of the Ministry of
Health and Sports has its structure in
the Epidemiological Unit, which works
through 15 National Programs and the
National Link Center, its main functions
include detection, reporting, verification,
risk assessment and response.

Epidemiological Surveillance

To warrant the recovery of traditional
medicine within the framework of the
Unified Health System and establish the
basic norms regarding the collective
ownership and intellectual property
rights of the indigenous original country
peoples on traditional medicine practice,
knowledge, and products; among others.

Functions of the Ministry of Health and
Sports

Sovereignty and
Stewardship in the context
of the Unified SAFCI System

Health promotion in the
context of the SAFCI

Universal access to
the Unified System of
Family, Community and
Intercultural Health

The Sectoral Development
Plan 2010-2020 "Towards
Universal Health" defines
three strategic core
concepts for guiding the
Health Sector's actions:

Priorities of the current
policy

Chart 5 – Health system in Bolivia: Summary; constitutional framework, structure and priorities of the current policy (cont.)

Health expenditure in 2008: public subsector 42%,
social security subsector 28%, private subsector 30%.
In 2008, the total expenditure on health as
a proportion of the GDP was 4.62%; 1.79%
corresponded to public expenditure on health, 1.31%
to Social Security expenditure on health, and 1.52%
to private expenditure on health.
The population that is not benefitted by SUMI and
SSPAM insurance schemes pays for medical services
at public health facilities. Payments can be made in
cash and premiums to the SUMI and SSPAM.

Public security systems and social protection
programs are in place such as:
Maternal and child health insurance program
(SUMI), for children under 5 years of age and
mothers.
Social Health Insurance for the Elderly
(SSPAM), for people over 60 years of age
The Juana Azurduy National Health Coupon
Program to reduce maternal and neonatal
mortality rates.

The Multi-sectoral Zero Malnutrition Program:
to eliminate chronic and acute malnutrition in
children under 5 years of age, with emphasis
on children under 2 years of age.
The population from 0 to 4 years of age is
100% protected: 78% by the Maternal and
Child health insurance program (SUMI) and
22% by Social Security.
The population over 60 years of age is 100%
protected: 74% by Social Security and 26%
by the Social Security System for the Elderly
(SSPAM).
However, only 28% of the population from 5 to
59 years is covered by Social Security meaning
that 72% of the individuals in this age range is
not covered.
Public insurance systems or social security
cover 42.5% of the population. Public
health insurance, SUMI and SSPAM, cover
11.9% of the total population, and social
welfare (several health funds of mandatory
contribution for formal workers prevision
social) cover 30.6% of the population, with a
coverage gap affecting 57.5% of the Bolivian
population.

Funding: Sources and composition of health
expenditure

Social Protection in Health

The Plurinational Health Research System (SIPLIS) is underway, and
its objectives include promoting and disseminating health research
for the development and implementation of the Plurinational State of
Bolivia's public policies in order to help improve all Bolivians' quality of
life and help them "LIVE WELL," all within the framework of the Family,
Community and Intercultural Health.

Research and innovation in health

Chart 6 – Health system in Bolivia: Summary; social protection, financing, research and innovation in health
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IV. Health System in Brazil

The current Federal Constitution, enacted in 1988, defines Brazil as a

Presidentialist Federal Republic. The Brazilian Federation is formed by the
Federal Government, with its seat in the Federal District (Brasilia), 26 states and
5,564 municipalities.
The Federal Republic of Brazil is bounded on the east by the Atlantic Ocean,
with a 7,491 km coastline, and it is bordered by all the countries of South America,
except Ecuador and Chile. It is bordered to the north by Venezuela, Guyana,
Suriname, and with the French overseas department of French Guyana; on the
northwest, it is bordered by Colombia; on the west, with Bolivia and Peru; on the
southwest, with Argentina and Paraguay; and on the south, with Uruguay. Due
to its geographical extension, it occupies 47% of the South American territory,
and its population equals almost 50% of the population in South America,
with 191 million inhabitants in 2010. It is the only Lusophone country in the
Americas and a multicultural and ethnically diversified country, as a result of the
considerable immigration received from many countries.
The 1988 Federal Constitution, known as the Citizen Constitution, enshrined
for the first time some individual and collective rights, for instance, the universal
right to health and the duty of the State to protect it through the creation of
the Unified Health System (SUS). The SUS unified the public healthcare services
both of the social security area and of the three government spheres, allowing free
access to all the population.
Currently, social protection in health in Brazil is universal and free of charge
at the time of use, and the SUS guarantees that such protection is provided either
through its own services or through contracted private services. The progresses
made by the SUS are undeniable and they had a significant impact on the health
levels of the population and on the system management. The expansion of basic
care, the elimination and control of diseases with a large impact on the health
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of population and the reduction of child mortality are examples which show the
conquests made. There are still huge challenges that require structuring measures
to ensure the continuity of the conquests and to allow facing urgent challenges,
such as population aging and the external causes of morbidity and mortality, as
well as accidents (in particular, road accidents) and interpersonal violence.
The SUS has a large number of health units and equipment to render
diversified services and actions. However, there are still inequalities in the access
as a result, for instance, of the concentration of services in certain regions, as well
as of the lack of services in many municipalities. Reordering and implementing
healthcare actions and services according to regional needs is a priority.
The 2012-2015 National Health Plan presented to the National Health Council
defines among its priorities the organization of care networks that articulate basic
and specialized care services, in order to ensure timely and equitable access of the
population to quality services so that their health needs are satisfied. The purpose of
the network implementation is to achieve a comprehensive care and the qualification
of the care-related practices and management so that the resolution capacity of the
services rendered is ensured. Universal and equitable access to healthcare actions and
services will be ordered by the primary care. The network organization will take into
account the regional needs and differences to ensure equitable access, as defined in
Presidential Decree No. 7,508 of June 28, 2011, which provides for the organization
of the Unified Health System (SUS), health planning, healthcare, and articulation at
intergovernmental and federal levels.

Social Rights And Health
Constitutional and Legal Framework
The legal framework of the Unified Health System (SUS) is defined in the
1988 Constitution of the Federal Republic of Brazil in articles 196 to 200. The
Federal Constitution sets forth that
"Health is a right of everyone and a duty of the State, guaranteed through social
and economic policies aimed at reducing the risk of diseases and other damages
and providing universal and equitable access to actions and services for health
promotion, protection and recovery." (Federal Constitution of Brazil, art. 196).
The 1988 Citizen Constitution sets forth government competences and
powers and establishes guidelines for the SUS: decentralization of the system with
a unified conduction at each government sphere, federal, state and municipal;
integrality (the universal right to comprehensive, preventive and curative care at
all levels of complexity of the system); and the participation of the community
through municipal, state and national health councils.
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Principles and Values
After the enactment of the Federal Constitution, two laws of a national scope,
Law 8,080/1990 and Law 8,142/1990, also called Organic Health Laws, regulated
the SUS organization at the three administration spheres (federal, states and
municipalities).
Laws 8,080/1990 and 8,142/1990 set forth that the public power is in charge
of deciding on the regulations, inspection and control of healthcare actions
and services identified to be of public significance, and the execution of such
tasks is the responsibility of the federated spheres, the Union, the states, and the
municipalities, within the scope of the Unified Health System.
Article 2 of Law 8,080/90 states that: “Health is a fundamental human right, and the
State must provide those conditions which are essential to fully exercise the mentioned right.”
In that sense, the Government must guarantee health by formulating
and implementing economic and social policies in order to reduce the risk of
diseases and other damages, as well as to establish the conditions that guarantee
the universal and equitable access to the actions and services aimed at health
promotion, protection and recovery.
Social Participation
Law 8,142/1990 states that the stages for social participation are the health
councils and conferences organized in the three government spheres, to wit:
Health Conferences: They are carried out every four years and different social
segments are represented in them. Their purpose is to evaluate the health situation
and propose guidelines for the formulation of municipal, state and federal health
policies.
Health Councils: They are permanent and deliberative in nature. They are
collegiate bodies formed by representatives of the government, service providers,
health professionals and users. They act on the formulation of strategies and on
the control of the execution of the health policy in the relevant sphere, even in the
economic and financial aspects of the system. Today, there are health councils in
the 26 Brazilian states, and there are municipal health councils in the more than
5,500 municipalities.
It may be highlighted that the representation of the users in the Health Councils
and Health Conferences is equal to that of the other segments. According to the
equality principle, health council members are distributed as follows: a) 50% of
them are representatives of associations of users; b ) 25% are representatives of
health worker associations; b ) 25% are representatives of the government and of
private service providers contracted by the SUS.
In addition to the participation environments that are guaranteed throughout
the SUS structure, the National Health Policy of Ouvidoria (Ombusdman / Customer
1
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Service Office) of the SUS is specifically important. This policy aims at integrating
and encouraging practices that may expand access of the users to the evaluation
process of health actions and public services. The Customer Service Offices of
the SUS (Ouvidorias) are democratic communication channels of the users and
the community to support the Brazilian health policy, thus, strengthening social
control. Citizens express themselves through their claims, reports, suggestions,
praises and also by requesting information.
In this process, the Customer Service Offices of the SUS have a role of
mediation and balance search between the stakeholders (citizens, bodies and SUS
services). It must also send, direct or guide demand and give answers to the user
in order to find a proper solution for the problems posed, in accordance with
the principles and directions of the SUS. In that sense, "[...] they are strategic tools
for health promotion for the citizens and for information production, and they help in the
decision-taking process" (MS/SGEP Participasus - 2009).
Other ways of listening to the population demands are the Councils for the
Management of Local Health Units and Disque Saúde (136), a national toll free
phone number that is available for all the people so that everyone may obtain the
health information they need and make claims, reports and suggestions.
STRUCTURE AND ORGANIZATION OF THE HEALTH SYSTEM

The Country's Political and Administrative Model
Brazil is a federal country with three levels of government: the Federation, the
states and the municipalities. Each level is autonomous, though interdependent, and
it is governed by representatives selected by direct vote.
As a result of the redemocratization social process in Brazil, the Unified Health
System (SUS) is instituted by the 1988 Federal Constitution. It was presented as a
State policy that makes the universal and free of charge right of health effective for
all citizens and other people residing in Brazil.
This Brazilian health reform process was driven by the health movement
during the 70's and 80's. It was a cultural-political project arising from the fight
of civil society and the social movements for the political democratization of the
country and for access to healthcare services and other social rights.
The SUS is regulated by Law 8,080 of 1990, which defines it as “The set of
healthcare actions and services provided by federal, state and municipal public bodies and
institutions, by bodies and institutions of the direct and indirect administration, and of the
foundations maintained by the public power.”
Social determination of the health-disease processes are acknowledged:
"Health includes certain key and conditioning factors, including, among others,
food, sanitation, environment, work, income, education, transportation, leisure,
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and access to social goods and services; the health levels of the population reflect
the social and economic organization of the country" (Law 8,080, art. 2,
paragraph 3).
This set of factors includes activities aimed at health promotion and at the
individual or collective prevention, diagnosis, treatment and rehabilitation; the
services rendered at the different levels of the system, included diagnostic and
therapeutic support; individual and collective actions with different degrees of
complexity, including, epidemiologic, sanitary and environmental surveillance,
as well as surveillance of the workers' health; and scientific and technological
development actions.
The SUS is governed by the following set of principles and guidelines:
• Universality of access to healthcare services at all levels of care: Everyone has the
same right to receive the actions and services they need.
• Integrality of care, which is contemplated in Law 8 080 as an articulated and
continued set of individual and collective preventive and curative actions and
services, required for each case at all levels of complexity of the system.
• Equity of the healthcare policies to face social inequalities and inequities (to
consider unequally that which is unequal).
• Political and administrative decentralization, with a unified management in
each government sphere, highlighting the decentralization of the services for
the municipalities and the regionalization and hierarchization of the healthcare
service networks at levels with an increasing complexity.
• Effective participation of the community through the Health Councils and
Health Conferences, which represent a permanent dialog between the managing
bodies, the health professionals and the population.

Health System Components
The SUS conduction is unique and it is performed through the Ministry of
Health (MoH) in the context of the Federation and through the relevant Secretariats
of Health in the states, the Federal District and the municipalities.
The Organic Health Law states in detail the competences at each management
level. The SUS institutional and decision structure is shown in Figure 1, which
shows the different negotiation and decision-taking stages which are always shared.
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Figure 1 – Institutional and decision-taking structure of the Unified Health
System, Brazil
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With the progress of the decentralization of the healthcare actions and services,
in the 90's, the municipalities assumed higher responsibilities and management
autonomy, and they increased their capacity to respond to the health problems
of the population under their care. The provision of healthcare services at the
municipal level brought the notion of territory and the need to limit the territorial
basis of population extension, seeking to implement new health practices that
could respond to the health needs and problems of the population of a certain
area. Then, it was necessary to regionally organize hierarchized healthcare service
networks (healthcare levels).
Model of Care
At the beginning of the 90's, the Family Health Program was implemented and
extensively disseminated throughout the years; this extended healthcare services
coverage and access in Brazil. In 1998, the Ministry of Health (MoH) assumed basic
care as the first level of care, family health being considered a strategy to reorganize
the healthcare system and a model for healthcare of the population. Care was then
organized to respond to the population within a certain territory, with specific
needs defined according to the social, sanitary and epidemiologic characteristics,
emphasizing prevention and promotion actions developed by multi-disciplinary
teams. Data from May 2011 show that there were 32,029 implemented family
health teams, 246,976 community health agents, and 1,429 Family Support Hubs
distributed throughout the Brazilian territory (Graphic 1).
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The main characteristics of basic care are: i) it is the initial-contact service,
where care is first given; ii) longitudinality: the responsibility for the patient through
his/her life with continued care; iii) integrality: the promotion and prevention
actions, together with the guarantee to have access to all necessary services; iv) care
coordination; v) guidance for the community: the health problems and needs of
the relevant population must be known; vi) the participation of the community in
Graphic 1 – Implemented family health teams, Brazil, 1994-2011
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decisions regarding their health; and vii) focus on the family: it must be familiarized
with the family members and their health problems.
The Family Health Strategy also entailed the extension of oral healthcare,
through the implementation of 20,763 oral health teams in Brazil up to May 2011,
and by addressing mental suffering seeking, together with the population and
other institutions, to work intersectorally to find how to have an impact on local
health determinants.
Family health teams must work intersectorally to promote health.
Intersectorality aims at overcoming the fragmentation in public policies and
encourages the interaction between the different sectors in planning, executing,
monitoring and evaluating complex interventions.
There was a great investment to support training and qualification of workers,
fostering general knowledge and practice. The purpose is to achieve the horizontal
articulation of basic healthcare with professionals who are expert in basic clinics,
oral health, mental health, integrationist practices and rehab, among others.
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Provision of Healthcare Services
Considering basic care as a structuring and organization basis for health
networks, integrality is a goal to be achieved. Under this perspective, healthcare
networks (RAS) have been discussed and developed, and they are regulated by a
Ministerial Resolution published by the MoH in December 2010. Such resolution
establishes guidelines for "structuring a healthcare network in the SUS with the aim of
overcoming the fragmentation in care and management in the Health Regions, thus improving
the institutional and political operation of the SUS." The resolution sets forth that:
“considering primary health care as health coordinator and network structurer, the
organization of the RASs appears as a mechanism to overcome system fragmentation;
they are more effective both in terms of internal organization (resource distribution,
clinical coordination, etc.), and as regards their capacity to meet the current challenges
posed by the socio-economic, demographic, epidemiologic and health scenario.”
Primary care, called "basic care" in Brazil, which is provided in basic units, health
centers and family health units, is a responsibility of municipalities, which must
organize regionally with the support of the states to guarantee access to secondary
and tertiary services.
Paying due attention to urgencies and emergencies is still a great challenge
for the SUS and a significant item in the agenda for the managing bodies of
the three government spheres. In September 2003, the MoH implemented the
National Policy on Attention of Urgencies (PNAU) to guarantee universality,
equality and integrality in the attention of urgencies; consolidate guidelines for
the regionalization of attention to urgencies; to promote, coordinate and carry out
strategic projects or collective care in cases of emergency and public catastrophes; to
integrate the SUS regulating structure; and to qualify the care. In 2003, the MoH
instituted the mobile pre-hospital component of the National Policy on Attention
of Urgencies through the implementation of the Service for Mobile Attention of
Urgencies (SAMU 192) in municipalities and territories throughout the country.
In July 2011, Ministerial Resolution GM/MoH No. 1,600 reviewed the National
Policy on Attention of Urgencies to conform it to the notion of care networks by
adding new components to it, such as residential care and the National Health
Team, that will act whenever the country faces disasters and emergency situations
that may pose risks to the health of population.
Brazil has been improving the attention of urgencies by expanding and
providing higher quality basic care, in order to revert the situation of those having
chronic diseases for whom, on many occasions, the urgency services are their
only chance to contact the health system; by expanding the implementation of
Immediate Care Units (UPA); by implementing the Service for Mobile Attention
of Urgencies (SAMU 192); by implementing the triage at the entrance doors
of urgency services, in particular, in hospitals and UPA; and by implementing
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regional regulation centers. Progress has also been made in the discussion and
implementation of regional emergency networks, seeking for a correct referral of
the patient to the point of care where the patient may receive the most effective
care within the shortest possible period in order to reduce the suffering and morbimortality resulting from urgency situations.
As regards specialized care, the aim is to reverse the dominant logics, i.e.,
that there is low responsibility regarding the health-disease process, and the weak
relationship with the patient. The aim is to strengthen the relationship of the
patient with the basic care and the specialized care, as part of a comprehensive
care system. That logic results from some space cuts that represent, in general, a set
of municipalities, with a defined hierarchy, and according to the capacity to offer
certain more complex actions and services. The aim is to guarantee that all users
may have access to the necessary proceedings in the municipality where they live or
through referral to intermunicipal, or even interstate, model services duly agreed
upon between municipalities and with the participation of the state governments.
Regionalization seeks to form
"articulated networks and care cooperatives for delimited territories and defined
populations, with communication and flow mechanisms that ensure access of users
to actions and services with the necessary complexity, optimizing the resources
available" (MoH, 2002 – NOAS).
In the regionalization strategy, the State Secretariats of Health promote a
comprehensive planning with the Municipal Secretariats of Health by preparing
the Master Regionalization Plan.
However, regionalization models may be very different in the different states.
In 2006, the Health Covenant, a federal rule, expanded the regionalization vision
by proposing that "regional systems be created to handle the different components for a
comprehensive health organization." That Covenant created the Regional Management
Associations (CGR), in which all the municipalities of the region and representatives
of the state government participated. These are permanent covenant, co-management
and decision spaces, where priorities and solutions are defined for the organization of
the regional healthcare service network.
The managing and regulatory function of the State Secretariats of Health
and the Municipal Secretariats of Health of the network must guarantee access
to the best treatment alternatives in a hierarchized way, according to the needs of
each individual, controlling the offer of the services provided directly or through
third parties and the user care flows. The expansion of the municipality regulation
capacity allows for an increase in the offer of doctors' offices, thus, reducing the
waiting time of the patient.

234

235

Health Systems in South America

In Brazil, the hospital network is classified according to different parameters
with classifications which are not mutually exclusive, as described below:
• The role in the service network: local hospital, regional, state or national reference
hospital.
• The care profile: general, specialized, university, training or research hospital.
• The size of the facility, based on the number of beds: small (up to 50 beds),
average (51 to 150 beds) and large (more than 150 beds).

That hospital network serves patients of the SUS, beneficiaries of private
health plans and private patients who pay directly.
In Brazil, hospital care still performs a significant role in the provision of
healthcare because it incorporates and concentrates more specialized technologies,
with a significant share in the expenditures on health. On the other hand, the
incorporation of some new technologies has proven to offer an excellent costbenefit relationship and has allowed reducing the admission time for certain
procedures. Other innovations are the implementation of new forms of care, such
as the day hospital and the performance of outpatient surgical procedures, where
such procedures used to be performed solely at hospitals.
A significant survey on Health Medical Care (AMS) of the Brazilian Geography
and Statistical Institute (IBGE) showed that, in 2009, there were 432,000 beds
in total in Brazil, which represents a ratio of 2.7 beds per 1,000 inhabitants,
distributed in the private for-profit, private non-profit (philanthropical) and public
hospital network. The largest part of the beds is private (65%) and hired by the
SUS. The number of beds in the public sector has been showing a bottom-up trend
(it reached 153,000 in 2009), with a reduction in the private sector (279,000 beds
in 2009). However, there is a deficit in beds in some regions of the country, as
in the north, with 1.85 beds per 1,000 inhabitants in 2005. The private hospital
segment concentrates the highest number of hospitals and the highest number of
admissions from the SUS.
The SUS renders from basic care, with health community agents and general
practitioners, to tertiary and high cost care throughout the Brazilian territory.
There are still regional inequalities in the offer and services provided. Chart 1
shows the volume of services offered per year by the SUS in Brazil.
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Chart 1 – Annual production of healthcare services by the SUS, Brazil, 2010
Actions
3.4 billion of outpatient procedures
472.5 million of medical consultations
130 million immunized Brazilian
20 million of prenatal visits
11.3 million of hospital admissions
10.5 million of cancer procedures (chemotherapy and radiotherapy)
2 million deliveries / births
500,000 hospitalizations for urology
282,000 heart surgeries
98,000 cancer surgeries
21,000 transplants
Diagnostic exams
425 million outpatient exams
55 million X-rays
13.2 million of ultrasounds
6 million of HIV tests performed
1.8 million of CT scans
49 million of Papanicolau tests
Treatments
19.6 million of drug units for osteoporosis
3.7 million of diabetics in treatment
6 million of treatments against tobacco
210,000 patients with AIDS in continued treatment
70,000 patients with chronic kidney disease in treatment (hemodialysis)
Source: Ministry of Health, Brazil, 2011

The regulation, evaluation and control of the services provided are performed
at the three management levels (Federation, states and municipalities). In 2006 the
National Policy on Health Regulation was published; the purpose of such policy was
to guarantee that the rules were reflected in quality services and actions, having a good
impact on the health of population. The regulation is also performed through the
regulatory agencies related to the Ministry of Health: the National Sanitary Surveillance
Agency (Anvisa) and the National Supplementary Health Agency (ANS).
In order to obtain instruments and practices for the coordination of the
system, management agreements have been executed between managing entities
and hospitals. In the federal sphere (involving mainly university teaching
hospitals, but also philanthropic providers), there are specific rules for the
management agreement. In that case, the contract is a device to follow-up and
evaluate the performance of the retained facility, which allows to improve the
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quality and the relationships and services provided. Currently, the aim is to
achieve a better integration between the hospitals and the care network in order
to improve quality and access, the continued care, and the relationship with the
pregnant woman for prenatal studies, delivery and postpartum, among others.
Evaluation of the Healthcare System Performance and Quality of
Provided Services
Despite all the progresses made in these 21 years of the formulation and execution
of the SUS public policies, there are still difficulties for its implementation, as well
as in the field of the system structure and organization. These difficulties include,
among others:
• Insufficient financing.
• Very different managing capacity between states and municipalities.
• Insufficient offer of actions, in particular, medium and high complexity actions.
• Incipient regulation of the services in some places.
• Problems as regards the quality of the actions and of the services offered.
• Difficulties to hire and retain professionals in far regions, where access is more
remote, in particular, doctors; this leads to an unequal and distribution of
resources and of access itself.
• Lack of articulation between health professional training needs and the training
entities.
• Incipient integration of the healthcare network in many regions.
• Deficit of beds available, in particular, internal medicine and intensive care;
this increases the waiting time of patients at the entrance doors of the urgency
services.
• Insufficient promotion and damage prevention actions having an impact on
cardio-vascular diseases, accidents and violence, and reducing the urgent care
needs.

Universality, Integrality And Equity
Models for the Population Coverage: Universal Public System
As from the 1988 Federal Constitution, health has become a right for
everyone and a duty of the government, which adopts a public model of
universal coverage through the Unified Health System. When the availability of
government services is insufficient to guarantee coverage to the population of a
certain area, the Unified Health System (SUS) may resort to the services offered
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by private parties. In those cases, and based on the guidelines established for the
SUS, preference will be given to philanthropic entities and non-profit entities.
Social Security in Brazil, as defined in the 1988 Federal Constitution, includes
a broad and comprehensive set of actions and services offered by the public powers
and the society to guarantee the rights related to health, Social Welfare and social
care. In that sense, health is supported by a universal public system within the
context of Social Security.
The strategies adopted to achieve the health system universality are
decentralization and regionalization.
Decentralization is understood as the transfer of responsibilities and the
sharing of management and execution of healthcare actions and services between
the federal spheres.
Regionalization is understood as the interaction between the healthcare units
and services which constitute networks and regional spaces for planning and comanagement.
Planning is a significant instrument to achieve universality. It must have
an upward direction, from the local or municipal level to the federal level, with
consultations to the deliberative bodies and harmonizing the needs of the health
policy with the availability of resources in health plans of the municipalities, the
states, the Federal District and the Federation.
In order to reinforce that constitutional principle, Decree 7,508/2011, which
provides the regulatory provisions of Law 8,080/1990, improves the detection of
the health needs and the optimization of health services and actions in order to
guarantee the integrality in the care to users.
The Brazilian system, due to its universal nature, does not exclude any group
or population as the 1988 Federal Constitution guarantees access to all the
population. However, as previously indicated, there are still barriers to have access
to the comprehensive coverage, to all the necessary services, and even though
the SUS offers universal coverage, there are still gaps and some populations face
more difficulties to have timely and appropriate access to the services available, in
particular, in the northern region of Brazil, without this representing an exclusion
from the system.
Service coverage: comprehensive
Coverage is comprehensive, thus, highlighting one of the main principles of
the SUS: integrality. This principle ensures the system user a care which covers
promotion, prevention, treatment and rehabilitation actions with the guarantee
of having access to all levels of complexity of the SUS, from primary care to
quaternary care. Integrality also refers to a holistic care based on a biopsychosocial
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approach, where care meets the health needs of the individual, the family and the
community, and it is not limited to specific diseases or fragmented actions.
Population Coverage and Service Coverage Gaps
These are some of the main obstacles to universal access: problems in work
management, there being insufficient professionals in disadvantaged and remote
areas; the difficulties to retain professionals; the few vacancies in training for
certain specializations; large regional care gaps and weaknesses in the integration
of the care networks; geographical barriers; services structured according to the
offer and not to the needs of the population, among others.
Although the population covered may have access to all the services, there
are still difficulties to guarantee appropriate access to comprehensive care, in
particular, specialized care. Access to basic care is easier than access to medium
and high complexity specializations.
Furthermore, the reduced capacity to articulate health with other public
policies and the regional disparities that generate inequality are obstacles to
comprehensive care.
Gaps and inequalities in the coverage of population are identified from a
permanent resolution perspective. The priority of the current government is to
improve access and quality of care.
Equity Gaps
Some specific population groups have more difficulties to have access to
healthcare services. These include, among others, the following: the homeless, the
drug addicts, the riverside populations in the Amazonian region, the peasants and
forest people, the aborigines, the LGBT (lesbians, gays, bi-sexual and transgenders),
the populations in the wild northeastern areas, and the convicts.
The changes in the mortality and morbidity profile of the Brazilian population
are related to demographic, epidemiologic and nutritional transitions. There were
progresses in all population groups, although there are still social and regional
inequalities.
Life expectancy increased in the last decades, reaching the threshold of
73.2 years in 2009. However, there are still regional inequalities. The northeast is
the region with the lowest life expectancy. The median life of a northeast inhabitant
is 4.9 years less than that of a resident in the southern region, and 4.3 years less
than that of a resident in the southeastern part of the country.
In the last decades, the fertility rate experienced a drastic drop and in 2009 it
reached 1.9 children per woman, a value under the population replacement level.
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Circulatory system diseases are the main cause of death, followed by cancer and
external causes, mainly homicides and car accidents. Noncommunicable chronic
diseases are the ones that most contribute to the disease load. Between 40% and
50% of the Brazilians over 40 years are estimated to have hypertension and 6 million
of them are estimated to be diabetic; this is a huge challenge for a health system
which is still organized, mainly, to offer care to acute diseases.
Child mortality has been decreasing significantly in Brazil, and maternal
mortality has remained stable at high levels in the last years. Child mortality rate
between 1990 and 2008 fell 58.8% (47.1 deaths for 19.4 per 1,000 live births). This
drop is observed in all regions of Brazil, but it is more evident in the northeast
(63.3%) and the southeast (56.4%). However, these rates are still high, in particular,
in the north (21.6 deaths/1,000) and in the northeast (27.8) (MoH/SE, 2011).
Though there has been a significant decrease in contagious diseases, there
are still epidemiologically relevant diseases that affect vulnerable population and
which require higher control efforts.
The cases of children with acute and chronic malnutrition have drastically
fallen throughout the country. Currently, the most important problems are
overweight and obesity, which mainly affect children and teenagers as there has
been a shift to a more sedentary lifestyle and inappropriate feeding. In brief, the
characteristics of the health situation and its equity gaps are the following:
• Mortality for contagious diseases have drastically fallen in the last decades.
Currently, the most significant cause of death in population are chronic
noncommunicable diseases (cardio-vascular diseases, neoplasias, respiratory
diseases, diabetes, among others.)
• The risk of dying before the first year of life fell significantly; however, that risk
is higher in the northeastern region and it may even be twice the figure for the
southern region. Child mortality in the southern region is of 12.7 per 1,000 live
births and 27.8 in the northeastern region (2008 data).
• Deaths for violence and car accidents concentrate in young male adults. The
risk of men being murdered is ten times higher than that of women. Deaths by
motorcycle accidents have increased alarmingly, and mortality for that cause has
increased about 8 times in the last 10 years.
• Malnutrition in Brazilian children has improved significantly. However, we start
to observe an increase in overweight and obesity in children, teenagers and adults.

For several years now, a wide variety of information related to the population
morbidity and mortality have been disseminated by publications, such as the book
"Saúde Brasil" and the Web site of the Ministry of Health (www.saude.gov. br).
The book "Saúde Brasil" is an important source to disseminate the analysis of the
Brazilian health situation and it shows the morbidity and mortality profile of the
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population, as well as the characteristics of the births. It also shows actions developed
in Brazil which had an impact on the improvement of the population health. It
also indicates which groups are more prone to develop a certain serious disease.
The information, which is available on the Internet, is grouped by demographic,
socioeconomic, mortality, morbidity, risk factors and health protection, human
resources, physical and financial, and population health coverage indicators.
All that extensive dissemination of information aims mainly at generating
increased and more developed evidences for the proposal of improved public
policies in health throughout the country and to reduce equity gaps.
Healthcare and Social Inclusion of the Disabled
In the last few years, Brazil has developed specific policies for healthcare and
social inclusion of the disabled. The National Health Policy for the Disabled is in
force, which aims at handling the specific features of that group and it is related
to social and community inclusion strategies. As regards other social policies
implemented in Brazil, the government incentives to hire and insert disabled
individuals in the labor market, the availability of specific vacancies in public
competitions and the benefits in the social care sphere, among others, may be
highlighted.
Evaluation of Equity and Access to Healthcare Services
The Ministry of Health is developing a system to evaluate the Unified Health
System to assess its performance as regards the compliance with its principles
and guidelines, as well as to support equity giving priority to the support and
investments in the SUS for the states and municipalities with population with a low
socio-economic level, high risk of disease, the worst morbi-mortality profiles and
structural deficiencies, including the support to those having a low performance
due to poor processes and results. That evaluation takes into account the key
health factors, the population health conditions, the health system structure and
the health system performance.

Funding In Health
Funding Sources
At the federal level, the Brazilian public health system, the SUS, is funded
by resources from the budget of the so called "Social Security" (which involves
Social Welfare, Health and Social Care) and by resources from the states and
municipalities. The "Social Security" resources come from the collection of social
contributions or taxation, such as the Contribution to the Funding of Social
Security (Cofins) (35%), taxes on companies net profit (35%) (CSLL), and general
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taxation (20%), such as the income tax. These are federal resources to finance
health and, as a result of the system decentralization, they are mostly transferred to
the states and municipalities, and they supplement the resources directly collected
by such states and municipalities to finance that part of the health system under
their relevant powers.
Thus, the SUS is funded by the three government spheres (Federation, states
and municipalities). The Federal Government, according to the benchmark values
for 2008, funds 44.8% of the expenditures in healthcare actions and services. The
share of the states and municipalities represents, respectively, 25.6% and 29.6% of
the total public expenditure on health.
In 2008, the public financing on health in Brazil amounted to 3.67% of the
GDP, the relevant shares being as follows: Federal Government (1.67%), states
(0.93%) and municipalities (1.07).
Expenditures on Health
Regulatorily, health in Brazil has a broad legal support which includes the
1988 Constitution, the 29 Constitutional Amendment, Law 8,142 of 1990, and
Law 8,080 of 1990. All of them form the regulatory core which defines several
concept and operational aspects of the Unified Health System of Brazil. However,
the rules on health funding co-sharing by each government sphere were defined by
the 29 Constitutional Amendment (EC 29), passed in 2000 and regulated in 2011.
EC 29 set forth that federated entities should allocate a share of their tax
collection to health. The states must allocate at least 12% of their own taxes
collected to health, and the municipalities, a 15% of such taxes. As regards the
Federal Government, the EC 29 set forth that it must allocate to health the same
amount allocated the previous year, adjusted by the nominal gross variation of the
gross domestic product.
Considering the benchmark values for 2008, the total public expenditure on
health financing in Brazil reached the threshold of R$ 108,864,708 billion. States
and municipalities contributed R$ 27,926,885 billion and R$ 32,267,633 billion,
respectively, of the amount mentioned above.
The Brazil health satellite-accounts for the 2005-2007 period show that, in 2007,
the private sector had a 57.4% share of the total expenditures on health, while the
public administration had a 41.6% share of it.
There is no co-payment in the Unified Health System. The only current copayment method in Brazil is the Popular Pharmacy Program, which sells cheaper
drugs in association with private pharmacies.
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Although the public health system in Brazil is universal, private health
insurances are offered; about 25% of the Brazilian population have that insurance.
Private insureds have a double coverage on their individual healthcare: the SUS
and the private health plans.
Certain types of healthcare services and collective healthcare services are still
covered only by the SUS, such as Sanitary and Epidemiological Surveillance, organ
transplants, AIDS treatment, among others.
There are several proposals under study to increase the volume of public
resources for health financing. These may be highlighted: the creation of a Social
Contribution for Health and the increase in taxes for sectors having a higher impact
on health, such as alcoholic beverages, cigarettes and food considered unhealthy.
The Ministry of Health distributes the resources to the states and municipalities
through regular automatic transfers, the remuneration for services produced,
arrangements, transfer agreements, and similar instruments.
Transfers of resources between entities of the federation are carried out mainly
through the fund-to-fund modality. The fund-to-fund transfer characterizes for the
remittal of resources directly from the National Health Fund to the State and
Municipal Health Funds, meeting the management, qualification and certification
requirements of the programs and incentives of the Ministry of Health, and
observing the relevant financial limits.
In the case of primary healthcare financing, the per capita population criteria
of financial resource transfer prevails, and in the case of medium and high
complexity care, the service production criteria prevails.
As regards medium and high complexity care, service production is paid. The
production is recorded into two information systems: a) Hospital Information
System (SIH) and b) Outpatient Information System (SIA), contemplating
medium and high complexity care actions, where the financial limits and caps of
the relevant states and municipalities are observed. The payment is made through
the presentation of the invoice calculated based on the Table of Procedures, Drugs,
Orthesis, Prosthesis, and Special Materials.
The payment of the hospital network related to the SUS is made through the
Hospital Admission Authorization, which informs on the procedures performed
during the admission. It is a prospective payment system based on diagnosis-related
groups (DRG).
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Macromanagement
Stewardship
The Ministry of Health of Brazil is the body of the Federal Executive Power
responsible for formulating public policies and plans for the health promotion,
prevention and care of Brazilians. Its function is to offer citizens the conditions
to protect and recover the health of population by reducing diseases, controlling
endemic and parasitic diseases, and improving health surveillance so as to, thus,
offer a higher quality of life to Brazilians. The mission of the Ministry of Health is:
"To promote health of the population by forming and creating partnerships with
the federal entities, the Federation (states) units, the municipalities, the private
initiative and the society, thus, contributing to improve the quality of life and the
exercise of citizenship."
Formulation of Health Policies and Plans
The National Health Plan is a planning tool which, based on an analysis of the
situation, shows the intentions and results to be achieved within four years, stating
the purposes, guidelines and goals according to the national policies defined for
specific groups and populations. The Ministry of Health has established a set of
public health policies aimed at intervening in the health problems. Such policies
include the following, among others: National Policy on Humanization; Policy on
Diabetes Care; on Comprehensive Healthcare of Women and Children; on Health
of the Aged; on Young People and Teenagers; on Permanent Health Education; on
Basic Care; on Health Promotion; on Control of Cervical and Breast Cancer; on
Dengue Control and Immunization, among others.
The National Health Plan defines specific goals for each health guideline. The
Plan will be operated through Annual Health Programmings, that will establish the
set of actions necessary to reach the objectives and goals defined in this document,
according to the recommended guidelines.
In addition of being a legal requirement, the participatory and a bottom-up
formulation process of the Health Plan is one of the most important mechanisms
to guarantee the principle of unification of the SUS and of social participation.
Based on that, the civil society, through the Health Conferences and Councils,
and the municipal, state and federal health managing bodies participate.
The planning of healthcare service offer is governed by a set of rules that
form part of the SUS planning system (Planeja-SUS) and which is regulated by
Ministerial Resolutions GM 2,751/2009, 3,085/2006 and 3,332/2006.
The process of healthcare Stipulated and Comprehensive Programming (PPI)
is regulated by Ministerial Resolution GM 1,097/2006. It is a process within the
sphere of the SUS where, in line with health planning, actions are defined and
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quantified for the population living in each territory, and agreements are made
between municipal and state intermanaging entities in order to guarantee access
of the population to healthcare services.
Presidential Decree 7,508/11, which regulates Law 8,080/90, contemplates
the creation and implementation of a planning support tool called Health Map,
that will identify the health needs and guide the comprehensive planning of the
federative entities, thus, contributing to establish the health goals.
Powers of Spheres of Government and Interinstitutional Coordination
The three levels of government (federal, state and municipal) have political,
administrative and financial autonomy with very well-defined constitutional and
infraconstitutional powers.
The SUS direction is unique in each government sphere. The Federal
Government, the states, the Federal District and the municipalities have common
powers within the SUS sphere in their own spheres of government, which powers
are defined in Law 8,080/90 and listed below:
• definition of the levels and mechanisms of control, evaluation and inspection of
the actions and healthcare services;
• administration of the budget and financial resources allocated to health each
year;
• follow-up, evaluation and disclosure of the population health and environmental
condition levels;
• organization and coordination of the health information system;
• preparation of technical rules and establishment of quality standards and cost
parameters which are characteristic of healthcare;
• preparation of technical rules and establishment of quality standards to promote
workers' health;
• participation in the preparation of policies and in the execution of basic health
actions and cooperation in the protection and recovery of the environment;
• preparation and regular updating of the health plan;
• participation in the preparation and execution of the health training and
development policy for human resources;
• preparation of the budget proposal of the Unified Health System (SUS), according
to the health plan;
• preparation of rules to regulate the activities of private healthcare services,
considering their public significance;

Health Systems in Brasil

• performance of external health-related financial transactions, authorized by the
Federal Senate;
• in order to address collective, urgent and temporary needs arising from
imminent danger, public disaster or epidemic outbreak situations, the competent
administrative authority may require goods or services from both natural and
legal persons, and a fair compensation will be guaranteed to such persons;
• implementation of the National Blood, Components and Blood Products System;
• proposal of health, sanitation and environmental arrangements, agreements and
international protocols;
• preparation of technical-scientific rules on health promotion, protection and
recovery;
• promotion of the articulation with professional practice inspection bodies and
other entities representative of civil society to define and control the ethics
standards for healthcare research, actions and services;
• promotion of health policy and health plans articulation;
• performance of health research and studies;
• definition of the control and inspection levels and mechanisms inherent to the
health policy power;
• promotion, coordination and execution of strategic and emergency care programs
and projects.

In addition to the ordinary powers, the National Board of the Unified Health
System (SUS) has the following functions:
• to formulate, evaluate and support feeding and nutrition policies;
• to participate in the formulation and implementation of policies: on control of
attacks to the environment, basic care, and work conditions and environments;
• to define and coordinate the following systems: high complexity care integrated
networks, public health laboratory network of Epidemiological and Sanitary
Surveillance
• to participate in the definition of control rules and mechanisms, together with
related entities, regarding the worsened damages caused to the environment or
those that may derive from them and have an impact on human health;
• to participate in the definition of rules, criteria and standards for the control of
the work conditions and environments, and to coordinate the workers'
health policy;
• to coordinate and participate in the execution of Epidemiological Surveillance
actions;
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• to establish rules for and perform the Sanitary Surveillance at ports, airports and
borders, with the possible participation in such performance of the states, the
Federal District and the municipalities;
• to establish criteria, parameters and methods to control the health quality of
products, substances and services for human consumption and use;
• to promote the articulation with educational and professional practice inspection
bodies, as well as with representative entities of health human resources training;
• to formulate, evaluate, prepare rules and participate in the execution of the
national policy and in the production of health supplies and equipment.
• to identify the national model state and municipal services to determine the
healthcare technical standards;
• to control and inspect health-related procedures, products and substances;
• to provide technical and financial cooperation to the states, the Federal District
and the municipalities to improve their institutional performance;
• to prepare the rules to regulate the relationships between the Unified Health
System (SUS) and the private healthcare services retained;
• to promote, for Federated Units and municipalities, the decentralization of
health services and actions at the state and municipal levels, respectively;
• to establish rules and coordinate at the national level the National System of
Blood, Components and Blood Products;
• to accompany, control and evaluate the healthcare actions and services, respecting
the state and municipal levels;
• to prepare the national strategic planning within the sphere of the SUS
cooperating as regards the technical matters with the states, the municipalities
and the Federal District;
• to establish the National Audit System and to coordinate the technical and
financial evaluation of the SUS within the whole national territory and within
a technical cooperation team with the states, the municipalities and the Federal
District.

The SUS state boards, the State Secretariats of Health (SES), have the following
functions:
• to promote the decentralization of healthcare services and actions for the
municipalities;
• to accompany, control and evaluate the hierarchical networks of the Unified
Health System (SUS);
• to provide technical and financial support to the municipalities and continuously
perform healthcare actions and services;
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• to coordinate and, supplementarily, perform the following actions and services:
epidemiological surveillance, sanitary surveillance, feeding and nutrition, and
workers' health actions and services;
• to participate, together with related bodies, in the control of worsened damages
of the environment that may have an impact on human health;
• to participate in the policy formulation and in the performance of basic health
actions;
• to participate in the actions to control and evaluate work conditions and
environments;
• supplementarily, to formulate, execute, accompany and evaluate the health supply
and equipment policy;
• to identify the model hospital facilities and manage the model high complexity
public systems for the state and the regions;
• to coordinate the state public health laboratory network and the blood centers,
and manage their units;
• supplementarily, to establish rules to control and evaluate healthcare actions and
services;
• to formulate rules, establish supplementary standards on the procedures to
control the quality of products and substances for human consumption;
• to cooperate with the Federal Government in the sanitary surveillance at ports,
airports and borders;
• to accompany, evaluate and disclose morbidity and mortality indicators within
the federation.

The SUS municipal board, Municipal Secretariats of Health (SMS), have the
following functions:
• to plan, organize, control and evaluate health actions and services by managing
and performing public healthcare services;
• to participate in the planning, programming and organization of the regional and
hierarchical network of the Unified Health System (SUS) together with its state
board;
• to participate in the execution, control and evaluation of the actions related to
work conditions and environments;
• to perform the following services: epidemiological surveillance, sanitary
surveillance, feeding and nutrition; basic health; and workers' health actions and
services;
• to execute, within the municipal context, the health supply and equipment
policy;
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• to cooperate with the inspection of attacks to the environment that may have an
impact on human health and to act, together with municipal, state and federal
bodies, to control them;
• to form intermunicipal administrative consortia;
• to administer public health laboratories and blood centers;
• to cooperate with the Federal Government and the states in sanitary surveillance
at ports, airports and borders;
• according to the terms in article 26 of this law, to enter into agreements and
arrangements with private healthcare service providers, as well as to control and
evaluate their performance;
• to control and inspect private healthcare service procedures;
• to establish rules to supplement public healthcare actions and services within
their sphere of action.

The Federal District will have the same functions as states and municipalities.
The Ministry of Health has a significant role in the federal coordination of the
health policy, with the challenges of having to articulate sectoral agents and handle
the differences existing in the country.
It is important to highlight, among the coordination functions, the promotion
of the decentralization of and support to states and municipalities; the articulation
and division of powers between the government spheres, in addition to the
induction and standardization of the policies.
In the field of intergovernment coordination, negotiation levels are created,
as well as consensus agreements between the SUS' managing entities in order to
define the rules for the shared management of the system. According to Presidential
Decree 7,508/2011, those levels are the following: Tripartite Intermanagement
Committee (CIT), within the sphere of the Federal Government; Bipartite
Intermanagement Committees (CIB), within the state sphere; and Regional Intermanagement Committee (CIR), within the regional sphere within those states.
The duty of those commissions is to set covenants for the formulation of health
policies and the organization of healthcare service networks.
In the national level, the state representatives in the CIT are selected among
the state secretaries of each region of the country (a representative by region)
indicated by the National Council of Secretaries of Health (Conass). Municipal
representatives are indicated by the National Council of Municipal Secretaries of
Health (Conasems), also according to the criteria of one representative by region.
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In the case of intergovernment coordination within states, the state
representatives at the CIB are indicated by the state managing entity and the
municipal representatives are indicated by the Council of Municipal Secretaries
of Health of each state.
In the regional sphere, the Regional Intermanagement Committee (CIR) must
be formed by all the municipal secretaries of health of the municipalities that are
part of the health region and by representatives appointed by the managing entity.
The CIT will have exclusive power, as defined in Decree 7,508/2011, to
establish covenants to: form the National List of Healthcare Actions and Services;
the definition of criteria for the comprehensive planning of healthcare actions
and services in the Health Regions, due to the fact that management is shared;
the national financing and operation guidelines for the Health Regions bordering
other countries, always observing the rules on international relationships.
The Bipartite Intermanagement Committee (CIB) must:
• prepare proposals and establish strategic covenants to implant and operate the
SUS in the state;
• define instruments, parameters, mechanisms to implant, regulate, accompany
and evaluate the SUS in the state;
• establish covenants and criteria for the distribution and allocation of the SUS
financial resources in the state;
• define its organization and operation to perform the role assumed under the
Management Covenant;
• define the work flows and methodology to perform the activities related to the
decentralization of the administrative process and analyze the participation
demand of the municipalities in the Health Covenant.

The CIR has the following powers:
• to institute a dynamic regional planning process;
• to update and monitor the programming established in the covenants and
integrated;
• to articulate health surveillance actions;
• to articulate the different levels of care;
• to structure the care regulation process defining healthcare flows and protocols;
• to give priority to investment lines;
• to encourage the strategies for qualification of control and social participation;
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• to support the local planning process;
• to establish a dynamic regional evaluation and monitoring process.

The Tripartite Intermanagement Committee (CIT) meets monthly. The
Bipartite Intermanagement Committee of each state defines the frequency of their
meetings; they are usually held on a monthly basis. The Regional Intermanagement
Committee must organize a regular frequent agenda articulated with meetings in
the CIB's agenda.
Service and Network Management Models
The Health Covenant, through the Management Commitment Term, states the
responsibilities and powers inherent to each government sphere in order to improve
and consolidate the Unified Health System.
Decree 7,508/2011, through the Contract to Organize Public Action
(COAP), defines the individual and joint responsibilities of the federal entities as
regards: healthcare actions and services, health indicators and goals, performance
evaluation criteria; financial resources that will be made available; the form of
performance control and inspection, and other necessary elements for the
integrated implementation of healthcare actions and services.
The Management Commitment Term and the Contract to Organize Public
Action contemplate that the commitments assumed be monitored through the
preparation of Annual Management Reports that show the results achieved
through the execution of annual health programming, the achievement of goals,
and the compliance with health responsibilities.
Decree 7,508/2011 sets forth the organization and healthcare in the regional
sphere through the construction of a healthcare network. This network is created
within a set of actions and services integrated in increasing complexity levels in order
to guaranty healthcare integrality.
The purpose of the Decree is to change the paradigm in the public healthcare
system organization, from a fragmented hospital-based healthcare model addressed
to acute health conditions to a model coordinated by the Primary Healthcare,
organized in networks and focused on acute and chronic conditions suffered by
citizens.
The change in the paradigm also presumes the strengthening of the participative
management and of social control, the extension and improvement of governance,
and the result-focused management. Furthermore, it is necessary to incorporate
the monitoring and evaluation of the goals set, in order to improve public health
policies.
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Regulation of Private Services and Insurance
The private health insurance and plans in Brazil are regulated by the National
Supplementary Health Agency (ANS), an autarchic entity related to the Ministry
of Health. The regulation of private plans entails a set of measures and actions
by the government involving the creation of rules, the control and inspection of
market segments explored by companies, to protect the public interest.

Health Surveillance
Law No. 8,080, of September 19, 1990, "aims at establishing the conditions for
health promotion, protection and recovery, and the organization and operation of the
relevant services."
This law regulates, within the whole national territory, the healthcare actions
and services executed by public or private law legal persons or natural persons,
individually or jointly, whether permanently or eventually. Such law states that
the set of healthcare actions and services provided by federal, state and municipal
public bodies and institutions of the administration, directly and indirectly, as well
as the Public Power foundations, form the Unified Health System (SUS).
The SUS' sphere of action also includes the epidemiological surveillance,
workers' health and sanitary surveillance actions, with the aim of removing health
risks, intervening in health problems, and controlling consumption goods and
goods for service rendering related directly or indirectly to health.
The Ministry of Health, through the Secretariat of Health Surveillance created
in 2003, is responsible for coordinating the Epidemiological Surveillance, Sanitary
Surveillance, and Environmental Surveillance systems.
The management of the National Sanitary Surveillance System is shared by
government spheres with different powers and competences by sphere of power.
The performance of specific actions in each surveillance area is distributed between
the three government spheres.
Epidemiological Surveillance
The National Epidemiological Surveillance System is formed by the set
of actions that allows knowing, identifying and preventing changes in the key
and conditioning determinants of individual and collective health in order to
recommend and adopt measures to prevent and control diseases and damages to
health.
As from the SUS structuring, the National Epidemiological Surveillance
System experienced a significant operational reorganization to adjust to the
decentralization process. In 1999, federal fund-to-fund financial transfers were
established for states and municipalities for them to perform surveillance and
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control actions on communicable diseases, noncommunicable chronic diseases
and their main risk factors.
The management of the National Sanitary Surveillance System (SNVS) in
Brazil is shared by government spheres with different powers and competences by
sphere of power.
The Federal Government, through the Secretariat of Health Surveillance of
the Ministry of Health, is responsible for the national coordination of the Health
Surveillance actions, with the following powers:
• Support to the states, the Federal District and the municipalities in the
strengthening of the management and performance of health surveillance
actions;
• Definition of criteria regarding transfer or resources to the states and
municipalities;
• Technical standardization;
• Coordination of response actions to public health emergencies with national or
international relevance, as well as cooperation with other government spheres,
when so stated;
• Communication to the World Health Organization of public health emergencies
that may have international relevance;
• Support to the SUS management levels in the epidemiologic research of reported
cases, epidemic and deaths, according to the rules set forth by the Federal
Government;
• Coordination, monitoring and evaluation of the national watchdog surveillance
strategy in the hospital sphere, together with the states and municipalities;
• Support to the states and the Federal District in the epidemiological surveillance
and monitoring of domestic and sexual violence, and other types of violence;
• Technical cooperation to perform health surveillance actions coordinated and
carried out by the States and the Federal District;
• Coordination of the health surveillance information systems;
• Proposal of policies, rules and actions on education, communication and social
mobilization regarding health surveillance;
• Participation in or provision of permanent education about health surveillance;
• Promotion and implementation of studies, research and technology transfer
development;
• Promotion of national and international technical/scientific cooperation and
exchange in the area of health surveillance;
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• Management of strategic supplies for health surveillance; Coordination of the
National Network for Comprehensive Healthcare of Workers (RENAST);
• Implementation, coordination and support to the structuring of the National
Network for Public Health Emergency Alert and Response through the Center
for Strategic Health Surveillance Information (CIEVS);
• SISLAB coordination regarding aspects related to the health surveillance
networks;
• Coordination of the National Immunization Program and other special programs
on disease surveillance and control;
• Technical cooperation for the implementation and development of Hubs for
the Prevention of Violence and the Promotion of Health and for Violence and
Accident Surveillance at Watchdog Services.

The State Secretariats of Health (SES) must coordinate the health surveillance
actions, in particular, those that must be concurrently performed at the regional,
state and municipal levels. They are also responsible for:
• Supporting the municipalities as regards the strengthening of health surveillance
management;
• Performing health surveillance actions that supplement the action by the
municipalities;
• Participating in the financing of the health surveillance actions;
• Participating in the planning process of health surveillance actions;
• Technical standardization supplementary to the national one;
• Coordinating the response actions to significant state public health emergencies,
as well as cooperating with the municipalities whenever necessary;
• Communicating public health emergencies with national relevance to the
Ministry of Health;
• Reporting of notifiable diseases, epidemics and sudden aggravations, according
to federal and state rules;
• Supporting the municipalities in the epidemiologic research of reported cases,
epidemics and deaths;
• Coordinating, monitoring and evaluating the watchdog health surveillance
strategy in the hospital sphere, together with the municipalities;
• Supporting the municipalities in the epidemiological surveillance and monitoring
of domestic and sexual violence, and other types of violence;
• Providing technical cooperation for the performance of health surveillance
actions by the municipalities;
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• Coordinating the health surveillance information systems;
• Promoting scientific and technical cooperation and exchange with government
and non-government bodies;
• Supplying and managing strategic supplies in the states;
• Coordinating the RENAST and the Reference Centers for Workers' Health
(CEREST);
• Implementing, coordinating and structuring the CIEVS in the state;
• Coordinating, following-up and evaluating each state network of public and
private laboratories that perform analysis relevant for public health;
• Establishing a relationship with model national laboratories to make special
exams;
• Coordinating the state program on immunizations and the state components in
the special disease surveillance and control programs;
• Cooperating with the Federal Government in the sanitary and epidemiological
surveillance at ports, airports and borders.

The Municipal Secretariats of Health (SMS) have the power to perform,
coordinate, plan and schedule health surveillance actions within their territory.
They must also:
• Participate in the financing of the health surveillance actions;
• P
 articipate in the municipal health planning process in order to integrate the
different types of healthcare surveillance, in particular, primary healthcare in the
municipality;
• P
 articipate in the preparation and development of the Regionalization Master
Plan;
• Monitor and evaluate health surveillance actions;
• I mplement the supplementary technical standardization in the national sphere
and in each state;
• C
 oordinate the response actions to significant municipal public health
emergencies;
• R
 eport any notifiable diseases, epidemics and sudden aggravations, and other
public health emergencies, according to the federal, state and municipal
standardization rules;
• C
 arry out an epidemiologic research on reported cases, epidemics and deaths,
according to the rules established by the Federal Government, the states and the
municipalities;
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• Actively seek cases of notifiable diseases and aggravations within its territory;
• Actively seek Deaths and Live Births in their territory;
• Coordinate, monitor and evaluate the watchdog health surveillance strategy in
the hospital sphere, under their management;
• Epidemiological surveillance and monitoring of domestic and sexual violence,
and other types of violence;
• Coordinate, within the municipal sphere, the health surveillance information
systems;
• Propose policies, rules and actions on education, communication and social
mobilization regarding health surveillance;
• Promote and provide a permanent education about health surveillance;
• Carry out the municipal management of supplies for health surveillance;
• Provide specific strategic supplies;
• Coordinate the RENAST within the municipal sphere;
• Coordinate and structure the municipal component of the CIEVS Network
whenever necessary;
• C
 oordinate, follow-up and evaluate the municipal network of public and private
laboratories that perform analysis which are essential for health surveillance
actions;
• Properly collect, store and transport the laboratory samples to the state model
laboratories;
• Coordinate and perform the vaccination actions that are part of the National
Immunization Program.

Sanitary Surveillance
Several provisions of the Brazilian legal system contemplate the sanitary
surveillance, starting in article 200 of the Federal Constitution, which provides for
the performance of sanitary surveillance actions by the Unified Health System, as
well as the Organic Health Law, Law No. 8,080/1990.
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Its legal content is organized in laws, decrees and ministerial resolutions,
among which can be mentioned:
• Decree-Law 986/1969: establishes basic norms regarding food.
• L
 aw 5,991/1973, regulated by Decree 74,170/1974: establishes decrees about
the sanitary control of the trade of drugs, pharmaceutical supplies and related
products.
• L
 aw 6,360/1976, regulated by Decree 79,094/1977: regulates the sanitary
surveillance of drugs, pharmaceutical and cosmetic supplies, cleaning and
hygiene products, among others.
• L
 aw 6,437/1977: organizes the violations of the federal Sanitary Legislation and
establishes the corresponding penalties:
• L
 aw 9,782/1999: defines the national system of sanitary surveillance and creates
the National Sanitary Surveillance Agency (Anvisa).

In Brazil, the sanitary surveillance is organized as a subsystem of the SUS,
called National Sanitary Surveillance System (SNVS), responsible for the execution
of a set of actions aimed at eliminating, reducing and preventing health risks and
intervening in public sanitary problems from the environment, the production,
the good circulation and the provision of healthcare services. These actions are
performed through institutions of the direct and indirect public administration
of the Federal Government, through the states, through the Federal District (DF)
and through the municipalities that are in charge of the regulation, normatization,
control and inspection in the sanitary surveillance area. The coordination of the
SNVS is the responsibility of the National Sanitary Surveillance Agency (Anvisa).
The National Sanitary Surveillance Agency was created by Law 9,782/1999
and, according to the legislation, it has the following functions:
• to establish rules, to control and to inspect products, substances and services of
health interest;
• to exercise the sanitary surveillance at ports, airports and borders;
• t o maintain the system of sanitary surveillance information, in cooperation with
the states, the DF and the municipalities;
• t o support and to coordinate the state, district and municipal actions on sanitary
surveillance;
• t o provide technical and financial cooperation to the states, the DF and the
municipalities;
• to act in special circumstances where health risks could arise.

Another important issue refers to the risk reporting after the marketing and use
of products under sanitary surveillance (Surveillance of products after marketing
and after use - Vigipós). Anvisa generates information that provides feedback to
the control systems and that directs citizens and health professionals in the risk
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prevention. In that way, the VIGI-PÓS can rapidly detect problems related to the
products and other technologies that are in use, taking appropriate measures to
block or to reduce those risks.
The initiative called Notifying Pharmacies Program, which and was created
with the purpose of expanding the notification sources of cases of suspicion of
adverse events and technical claims of drugs, is the result of an association between
Anvisa, the state and municipal sanitary surveillance systems and the Regional
Councils of Pharmacy.
Moreover, Anvisa has a computerized system in the Web platform, called
National System of Notification in Sanitary Surveillance (Notivisa) (http://www.
anvisa.gov.br/hotsite/notivisa/apresenta.htm), for the surveillance of adverse
events and technical claims of products under sanitary surveillance, with respect
to the notification, control, analysis and research of such events.
The information regarding the VIGIPÓS is published in Anvisa website as
alerts, bulletins, technical notes, reports and letters to health professionals. In
some cases, the disclosure is also carried out through the Official Journal of the
Federal Government (DOU), such as actions related to the preventive prohibition,
the suspension of trade/use/imports/exports, confiscation and collection of
products.
Regarding the reporting of public sanitary risks, from the prevention and
promotion point of view, it is important to highlight the actions of Anvisa
concerning the patient safety in the Brazilian healthcare facilities, in line with the
Patient Safety Policy of the World Health Organization (WHO).
One of the actions is aimed at the promotion of hand hygiene (HM) in
which Anvisa, together with the Pan American Health Organization (PAHO), has
developed initiatives as the implementation of several educational instruments
such as posters, manuals, guides and videos, which are to be used in hospitals.
More than 100,000 guides about HM have been already distributed in the Brazilian
healthcare services.
Furthermore, a WHO multimodal strategy was implemented in order to
improve the hand hygiene (HM) process in five hospitals located in different
regions of the country. The outcomes showed that in every hospital of the Sentinel
Network in which the strategy was implemented there was an increase of health
professionals adherence to the HM practices. It is also important to highlight the
proposal of HM self-evaluation, presented by Anvisa to the healthcare services
in May 2011, and that was supported by the participation of approximately
700 hospitals until June 28, 2011. The resolution RDC 42/10, which establishes
rules about the obligation of having antiseptic alcohol for hand cleaning in
healthcare institutions, was recently incorporated to the debates of the Working
Subgroup No. 11 "Health" (SGT-11) of the Southern Common Market (Mercosur)
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that included the text of the Brazilian legislation in a public consultation for all
the member states.
Other actions of Anvisa to improve the quality of the services go hand in
hand with the initiative "Safe Surgery Saves Lives", launched by the WHO with the
purpose of developing guidelines to make surgery procedures safer. This initiative
started in Brazil in May 2010 and was implemented by the Healthcare Secretariat
(SAS) of the Ministry of Health. Anvisa adapted several WHO tools about Safer
Surgery, such as posters, implementation guides and manuals about the topic, to
the Brazilian reality and translated them into Portuguese. All the materials are
available at Anvisa portal (www.anvisa.gov. br), in the Healthcare Services section.
At present, the Brazilian preparation for the Safer Surgery initiative is aimed at the
implementation of diagnostic criteria of surgical site infection, due to the scope of
the measure in the identification and monitoring of infections that also cover the
microbial resistance.
To address the problems of microbial resistance to antibiotics, Anvisa is acting
in different areas, including specific actions for health professionals, healthcare
services and the laboratory network. The reports with the sensitivity profile results
are available in Anvisa website since 2007. The consolidation of the Network on
Antimicrobial Resistance Monitoring and the National Network of Outbreaks and
Adverse Events Investigation in the Healthcare Services are important strategies
for the prevention and control of outbreak spread perspective, especially the ones
caused by multiresistant agents.
Finally, it must be emphasized that, in the current stage of implementation
of the Subsystem of Surveillance of the Infections related to Healthcare, the
1,144 hospitals with ten or more beds in the intensive care units
(ICU) were considered priorities by Anvisa. Among the priority hospitals, more
than 1,000 Hospital Infection Control Commissions were registered and they are
responsible for 24,000 beds of the adult, pediatric and neonatal ICU.
As part of the SUS, the sanitary surveillance is organized as a system, with
actions executed by the three spheres of government. In emergency situations,
the Agency, as well as the state service of Sanitary Surveillance, can advise or
complement the municipal actions.
The activities regarding epidemiological surveillance and vector control
in ports, airports and borders, are executed by Anvisa, under the technical and
normative guideline of the Ministry of Health.
There are some specific channels for the rapid reporting of emergencies among
the institutions that make up the SNVS, namely:
• The Food Communication Network Project that addresses two topics:
on one hand, food borne diseases (FBD), adverse reactions, aggravations, events
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and emergencies of public health related to food consumption that are treated
by the Communication Network of Sanitary Surveillance in the Investigation of
Food Communicable Diseases Outbreaks (RCVIBA); and on the other hand, food
products and potential risks related to them, including international alerts and
refusal of foreign countries, managed by the Network of Food Risk Communication
and Alert (REALI). The RCVIBA is made up of professionals from the 27 sanitary
surveillance systems of the states that act in FBD outbreak research; professionals
from the 27 Central Laboratories of Public Health of the states; and representatives
from Anvisa, the Ministry of Health and the PAHO. The REALI is made up of
sanitary surveillance coordinators and their state substitutes, representatives from
other agencies that are in charge of the sanitary food control, as the Ministry of
Agriculture, Livestock and Supply, and representatives from Anvisa sectors that
have an interface with promotion actions in food harmlessness.
• Sentinel Hospital Network: It is the first strategy adopted by Anvisa to
obtain information about the performance and the safety of health products, while it
promotes the rational use of drugs and technologies in health in that group of services.
The network is currently made up of 104 sentinel hospitals and 81 collaborators that
play an important role in the assistance, research, education and training of health
professionals. They are trained to notify adverse events and technical claims related to
health products as they are trained to manage technologies and to control health risks.
Besides the communication channels previously mentioned, there is a
Consulting Hub in International Affairs that is the responsible unit of coordinating
and advising the international intervention of Anvisa.
Regarding health advertising, it is clear that the definition and the building of
health public policies are specific attributions of the Ministry of Health. They guide
the actions of the other agencies and public institutions, such as Anvisa and the ones
related to the construction of public health.
There are several policies in force in which Anvisa is based on to build and
to implement its inspection, monitoring, education and training activities, linked
to the advertising of products under sanitary surveillance, mainly drugs and food.
The regulation of the advertising is among the strategies to achieve the rational
use of drugs and according to the National Drug Policy, "it must be adapted in every
current legal assumption, in the ethical guidelines from the National Health Council and in
the ethical standards internationally accepted ."
The Anvisa regulations regarding drug advertising (RDC 96/2008) and food
advertising (RDC 24/2010) are regulated by the strategic provisions of the national
policy.
Besides that and based on the information obtained in the advertising
inspection activities, different actions were established for the promotion of health
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education and information, supporting the Projects Educanvisa and Monitora,
developed in association with public primary and middle schools, universities and
sanitary surveillance professionals.
The Sanitary Surveillance System and the actions of Anvisa coordinate several
policies among which it is possible to highlight: the National Drug Policy, the
National Food and Nutrition Policy, the National Health Promotion Policy, the
Food Guide of the Brazilian Population and the National Pharmaceutical Assistance
Policy, presented below.
National Drug Policy (Ministerial Resolution No. 3,916, October 30, 1998)

Passed by the Inter-management Commission and the National Health
Council, the National Drug Policy is expected to "guarantee the necessary safety,
efficiency and quality of those products, the promotion of rational use and the population
access to those essential products."
National Food and Nutrition Policy (Ministerial Resolution No. 710,
June 10, 1999)

It is aimed at guaranteeing the quality of food available for consumption in the
country, the promotion of safe food practices and the prevention and control of
nutritional disorders, as well as the promotion of intersectoral actions that foster
the universal access to food.
Each new government embraces the policy and the guidelines are duly updated.
Nowadays, the greatest concern is related specifically to the causes of the increase
in obesity and its morbidities. Different strategies are defined for the follow-up and
the regulation of the industrialization, marketing and advertising of food, mainly
those processed for children use.
Strategies for the promotion of a healthy life are also stimulated, through
advertising practices or education and information actions.
National Health Promotion Policy (Ministerial Resolution No. 687,
March 30, 2006)

One of the main objectives of the National Health Promotion Policy is to
emphasize the change of the Brazilian population behavior in the awareness of an
individual responsibility for the practice of healthy habits, including a healthy diet
and physical activity, among other aspects.
For that to happen, the Promotion Policy expressly establishes the need of an
articulation and an intersectoral mobilization for the proposal and the elaboration
of regulation measures, with the purpose of promoting healthy diet and reducing
the risk of noncommunicable chronic diseases, with a special emphasis on the
regulation of food advertising.
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Food Guide of the Brazilian Population (MS, 2006)

The Food Guide of the Brazilian Population includes the first official food
guidelines for our population. The recommendations of the guide are aimed
at the prevention of noncommunicable chronic diseases, such as diabetes and
hypertension, and they surely make up the list of actions for the prevention of
obesity that, by itself, increases the risk of these and other serious diseases. On the
other hand, the publication covers issues related to the nutritional deficiencies and
infectious diseases, which are public health priorities in Brazil.
In this publication, there are recommendations for the family, health
professionals and managers. It is important that the consumer has access to the
information to strengthen his/her capacity to make decisions and to choose healthy
food. It is also highlighted that "the strengthening of this decision-making capacity to
choose the most adequate food, contrary to the advertising and marketing information, is a
challenge that must be overcome, as it preserves our right as consumers."
National Pharmaceutical Assistance Policy (Ministerial Resolution
No. 338, May 6, 2004)

It consists of a set of actions aimed at the promotion, protection and recovery
of individual and collective health, being drugs the essential supply and with the
purpose of facilitating the access to them and their rational use.
The rational use of drugs is one of the strategic axis of that public policy. The
control of advertising, along with the promotion of education and information actions,
are some of the necessary activities to achieve that use.
The reporting about the quality of drugs is made in association with the
area of inspection of products. The announcements to the public must be made
according to Anvisa recommendations, after the analysis of the relevant technical
documentation.
Regarding advertising, it is important to highlight that the legislation in force
establishes that the infringements related to advertising are considered serious or
very serious due to the multiplication potential of fraudulent or false information.
Therefore, the inspection actions are carried out in a comprehensive way, and the
information about those activities is available whenever it is necessary or requested.
The suspension publications of irregular advertising are updated once a week in
the Anvisa website.
Regulation of New Technologies Incorporation

Anvisa also plays a key role in the incorporation of new technologies, to the
extent that analyzes the efficiency, safety and quality of the innovative products at the
moment of their registration. It also intervenes in the expansion of the use of drugs
already registered, as well as in the inclusion of a new therapeutic indication.
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Regarding the acquisition of strategic products, two actions of Anvisa can
be mentioned; these actions contribute to the access of the Brazilian population
to products: I) evaluation of the extraordinary import requests of drugs without
registration in Brazil, to meet the specific needs, in the cases in which there is a
therapeutic substitute available in the national market (Resolutions RDC 81/2008
and RDC 28/2008); II) priority of the analysis of registry requests of products
considered strategic for the programs of the Ministry of Health (Resolution
RDC 28/2007).
For the incorporation of technologies in the SUS, the Commission for the
Incorporation of Technologies (CITEC) of the Ministry of Health was created;
it is made up of representatives from the Secretariats of the Ministry of Health,
from Anvisa and from the National Supplementary Health Agency. The CITEC
intervenes to rationalize and to update the flow of incorporation of new technologies
in the SUS and in the complementary health. With the creation of the CITEC,
the mechanisms of performance, the necessary criteria for the presentation of
incorporation requests and the flows of analysis were defined.
The analysis for the incorporation of technologies takes into account, besides
the criteria of efficiency and safety (assessed in the registration by Anvisa), the
national health needs; the relevance and the impact of the incorporation of the
technology for the SUS; the degree of development and the structure of the local
healthcare services; the costs associated with the new technology; the existence
of scientific evidence of efficiency, accuracy, effectiveness, safety, and also the
existence of economic evaluation studies of the technology proposed, compared to
the technologies already incorporated.
Another initiative was the creation of the Brazilian Bulletin on Health Technology
Assessment that organizes and disseminates information on health technologies and
helps the agents involved in the Brazilian healthcare services in the decision-making
process. At the end of 2009, the Health and Economy Bulletin was also launched.
It was created to capture updated information registered in the medical literature,
summarized and easy to understand, and to provide the comparative analysis of the
efficiency, safety and costs among the available therapeutic options. Those bulletins
can be found in the Anvisa website (www.anvisa.gov.br).
The Anvisa action, through the Economic Consulting Hub in Regulations, was
carried out in different areas. In short, and as an example of the Anvisa performance
in the drug market, it can be mentioned: 1) analysis of economic information
requested for the registration of drugs; 2) analysis of prices of new drugs based
on the concepts of the Health Technology Assessment and pharmaco-economy;
3) elaboration of a database with almost 20,000 drug presentations, allowing the
monitoring, analysis and diagnosis of the Brazilian pharmaceutical market; and 4)
development of a policy of annual readjustment of drug prices.
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Furthermore, Anvisa has adopted measures with the purpose of reducing the
information asymmetry related to health products. In October 2006, the RCD
No. 185 was edited; this resolution establishes the delivery of an Economic Report
at the moment of registration (or revalidation) of some groups of health products.
An instrument that allows the investigation of prices of some health products
has been recently published in the Anvisa website, with information of different
sources, such as registered companies, complying with the RDC 185/2006, health
specialized magazines and international databases. The main objective of the
disclosure of those prices is to help public and private managing bodies during the
acquisition process.
The implementation of the Coefficient of Price Adjustment, by the Resolution
CMED No. 4/2006, must also be highlighted. This resolution establishes the
implementation of a mandatory minimum discount in the factory price of drugs
purchased by public administration entities. The implementation of this Coefficient
of Price Adjustment contributed not only to the reduction of public spending in
the purchase of specialized drugs and the ones purchased due to legal action, but
also to the rationalization of the acquisition process, to the extent that there is an
established pricelist from which negotiation starts.
According to the aforementioned, Law No. 9 782, January 26, 1999, which defined
the National Sanitary Surveillance System and created Anvisa, established that physical
facilities, equipments, technologies, environments, procedures involved in all the stages
of good production processes and products under sanitary control and inspection,
including the destination of the corresponding wastes, are subject to the sanitary
surveillance scheme. Thus, as all the laboratories participating in that production are in
some stage of the productive processes, they are also under sanitary surveillance. Among
them, a significant role is played by the analytical laboratories that are responsible for
quality control of the production and the laboratories that carry out previous analyses
and control analyses of the regulation requirements of Anvisa.
Public Health Central Laboratories

Anvisa coordinates the sanitary surveillance actions developed by the
laboratories that analyze sanitary products, to guarantee reliable results for the
population. The analytical laboratories are also in its field of action; they belong to
the National Network of Public Health Laboratories of Sanitary Surveillance and
this network is made up of the Public Health Central Laboratories (LACEN), the
National Institute of Health Quality Control (IN-CQS) and others similar, and the
Brazilian Network of Health Analytical Laboratories (REBLAS), made up of the
regulated laboratories.
Regarding pre-market operations, REBLAS is made up of public or private
laboratories that comply with the fundamental principles of quality management
and good laboratory practices. Anvisa enables these laboratories based on the
accreditation or the acknowledgement of good laboratory practices through the
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trials of the National Institute of Metrology and the licensing by the sanitary
surveillance body.
In Brazil, the following pre-market controls are highlighted: the plant
inspection with the purpose of verifying if the company meets the conditions to
start the manufacturing activity, and the requirement to register the product. The
last one consists of the documentation and the description of the product, its
purpose of use and the characteristics that will be presented in the marketing stage
and even the recommendation of its use and labeling, under its nature and the
corresponding standards.
Later, once in the market, the fiscal control analyses must be conducted by
the INCQS, the Official Laboratories and the LACEN. On September 23, 2004,
the Ministerial Resolution No. 2,031 established the National System of Public
Health Laboratories (SISLAB) to carry out the actions of health surveillance
more efficiently. The system consists of four networks, one of them being the
National Network of Sanitary Surveillance Laboratories, which is structured in
specific networks by products, services and programs with their corresponding
subnetworks. The National Network of Sanitary Surveillance Laboratories is led by
Anvisa and it is the one in charge of performing analysis (previous, control, fiscal,
monitoring and research analysis) in the products and services related to health,
such as food, drugs, cosmetics, curatives, immunological, blood products, human
toxicology, biological and non-biological contaminants, materials and equipments
to use in the health sector, among others, including the surveillance of ports,
airports and borders.
Regarding the registration of drugs, the Laboratories that conduct studies
of pharmaceutical equivalence and bioequivalence can be summoned. They are
audited and inspected by Anvisa and they provide services to the pharmaceutical
companies that might register generic and similar drugs.
As regards the medical devices such as equipment, systems, materials and
diagnostic kits for in vitro use and also used as support for hospitalized patients,
patients receiving healthcare services or outpatients, a process to monitor the quality
and compliance of products available in the market is under the implementation
stage, with the creation of a network of specialized laboratories.
Surveillance at Ports, Airports, Borders and Customs Areas

There are surveillance operations at ports, airports, borders and customs areas,
in all the federative units of the country, through 27 units at the ports, airports and
borders and 86 sanitary surveillance posts with 1,104 federal employees.
Anvisa coordinates the execution of measures and formalities related to the
inspection and authorization of the importation and exportation of products that
are under the sanitary surveillance scheme.
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The procedure for the import of products under sanitary surveillance is
described in the Resolution RDC No. 81/2008. The fundamental requirement for
the import of products under sanitary surveillance consists of their registration in
the Anvisa that includes a registry, notification, model authorization, registration
exemption or any other form of control regulated by this Agency.
In order to get the fiscal intervention of this Agency, the Mercosur Common
Nomenclature must be subject to the approval of Anvisa.
The sanitary surveillance at the points of entrance is structured with human
resources trained for the inspection of means of transport and qualified for
the prevention, detection, analysis, reporting and response to public health
emergencies.
For the implementation of the International Health Regulations (IHR),
30 national points of entrance were assessed (16 airports and 14 ports) and the
result was the elaboration of the plan of action for each point assessed.
At this moment, the process is under the implementation stage of the plans
of action, with the promotion of different actions, such as: awareness of the
agents involved through the creation of the Implementation Committee of the
IHR in the points of entrance, development of reference protocols to guide the
agents involved as regards the preparation of programs and documents, and the
elaboration of agreements with the university for the implementation of thematic
courses.
Anvisa, as responsible for the implementation of the Appendix 1B, selected
30 points of entrance to assess the basic capacities, in accordance with the
instrument agreed in the Mercosur. Based on the result of this evaluation, Anvisa
continued with the elaboration of plans of action for the selected points of entrance
with the purpose of establishing the formulation of the specific strategies and of
strengthening the prevention, detection, analysis, communication and response
capacities in public health emergencies that may arise in Brazil.

Health Workforce
Gaps between the System Demands and Personnel Supply
Nowadays, in Brazil, the quantity and the quality of health professionals
(intermediate and superior levels) do not meet the needs of the Unified Health
System.
In medicine, there are insufficient professionals in the important clinical areas,
such as general clinic, pediatrics, gynecology, obstetrics, psychiatry and family and
community medicine. The North, North-East and Central-West regions, the suburbs
of big urban centers, the demographical empty spaces and the border regions are
the ones that face greater difficulties to capture health professionals. Those regions
also present the lack of other health professionals, such as nurses and dentists.
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An investigation is being conducted to estimate the need of health professionals
in the short and long term (2020/2030), with the purpose of supporting courses
and/or the expansion of enrollment vacancies to undergraduate and specialization
programs, with emphasis in the medical and multi-professional residency.
Changes in the Strategies of Training and Continuous Education
Besides the initiatives implemented to cover the needs of the SUS, since
the beginning of the 90's, Brazil has been trying to apply changes in the health
professional training. But only since the last decade, the process was specifically
strengthened, mainly since 2003, with the creation of a specific secretariat
responsible for the human resources management and training in the Ministry of
Health: the Secretariat of Management of Labor and Education in Health.
Some factors contributed to generate changes in the health professionals
training:
• T
 he enactment of the current Federal Constitution (1988) that created the
Unified Health System and established that the SUS is in charge of, among
other things, organizing the health human resources training.
• T
 he process of construction and expansion of the SUS created a new labor
market in the public sector, generating the need of training changes fostered by
the MoH.
 he Ministry of Education also needed that adjustment in training, and after
• T
a long debate process that involved professors, professionals and experts in the
education, the National Curriculum Guidelines were published (2001 and 2002),
creating a health professional profile and the guidelines for the organization of
curricula to establish an articulation with the public health services.
• I mprovement of the authorization, acknowledgement and evaluation processes
of the superior courses in health, taking into account the new curriculum
guidelines.

Besides of these actions, the Ministry of Education also created instances
regarding health professional training (Commission of Medical Residency and
Multi-professional Residency) and instances regarding the regulation of teaching
university hospitals, with the representation of the Ministry of Health.
In 2007, the Interministerial Commission of Management of Education in
Health was created in order to support the planning of the health human resources
training. Its role was to establish guidelines and criteria for the regulation of
higher courses in health and the offer of training in priority areas, according to the
regional needs of the SUS.
The Secretariat of Management of Labor and Education in Health (SGTES) is
responsible for developing programs and actions aimed at generating the necessary
changes and adaptations in the superior level professional training, which is a
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responsibility of the Ministry of Education. In the intermediate level, the SGTES
is responsible for the technical schools of the SUS and for the technician training
(nursing, hemotherapy, radiology and cytology) and the subsequent technical
training (specialization of technicians).
The National Policy on Permanent Health Education, coordinated by the
SGTES, defines which educational actions must be planned, developed, articulated
and executed in line with the needs of the healthcare services defined at the local
and regional levels.
To this end there are regional articulation spaces (Commissions of Teaching/
Service Integration that work together with the Regional Management Collegiate)
and the execution is carried out through public institutions (state and federal),
Technical Schools of the SUS and Public Health Schools.
The SUS Open University (Unasus)is an important and successful experience
in permanent education in the SUS. The Unasus is a health education system,
based on a collaboration network of education and health institutions, aimed
at meeting the needs of training and permanent education of the SUS workers
through distance education. Its coordination includes: Ministry of Health, Ministry
of Education, representatives from the state and municipal health secretaries,
the Foundation Oswaldo Cruz (Fiocruz), universities, the PAHO and the WHO
(http://www.unasus.gov.br/).
Another important program is the Program of Structuring and Qualification
of Work and Education Management in the SUS that is in charge of the
qualification, specialization, professional master and updating courses for
professionals in the areas of work and education management of the states and
municipalities.
Work Management in the SUS
With the SUS, the workforce management was gradually assumed by the
states in certain areas (healthcare services with greater complexity and of regional
extension) and by the municipalities. With the decentralized policy of the SUS,
the hiring of health professionals by the municipal sphere increased from 306,505
in 1992, to 1,203,085 in 2009 (AMS/ IBGE/2009), making it necessary to count
on managers in the municipal and state levels.
In the implementation process of the SUS, several ways were organized for
hiring national health workers: as public servants in the unique legal scheme, as
public servants with intervention of Social Organizations, cooperatives or NGO.
These options result in different ways of compensation, salary ranges, working
days and labor rights, and also affect the location of health professionals in certain
regions of the country.
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In 2003, the National Table of Permanent Negotiation (joint forum between
managers and workers) was created. It agreed to seven protocols with national
general guidelines about the SUS labor relationships. One of the most important
protocols is the one that establishes the general guidelines for the development of
career plans, positions and salaries for the multi-professional career and for the
policy to reduce the job insecurity in the health sector, important challenges for
the majority of the Brazilian municipalities.
Regulation and Stewardship of the Health Professional Training
Process
The Ministry of Education (MEC) is responsible for the authorization,
acknowledgment and renovation of the federal and private higher courses. The
state public higher courses are under the control of the state education councils.
For the health courses (medicine, psychology and odontology), this process has the
participation of the National Health Council, a participative instance of decision
of the Ministry of Health.
There are National Curriculum Guidelines (published in 2001) for all the
higher courses in health. Those guidelines are the cornerstone for the authorization,
acknowledgment and renovation of the courses. The National Curriculum
Guidelines (DCN) of 14 health undergraduate courses show that the courses need
to include in their educational projects the theoretical structure of the SUS, also
valuing the ethical postulates, the citizenship, the epidemiology and the healthdisease-care process, guaranteeing a modern training in line with the national and
international quality models. They also establish the need of public health training
and it is included in the corresponding curricula.
Moreover, the DCNs innovate by stimulating the rapid and progressive
insertion of the students in the SUS, guaranteeing knowledge and commitment to
the health reality in their country and region.
In order to implement the regulation, the Chamber of Regulation of Health
Work was created in 2004. It is a dialogue forum between the Ministry of Health
and the Professional Councils, to foster the debate of health professional regulation
proposals and its articulation with the National Congress.
But there is still a gap between the real needs of the SUS and the creation of
new professions, and the definition of criteria for the professional practice, due to
corporative and market interests.
The participation of the private sector in the training of health professionals
represents approximately the 70% of the vacancies in the health undergraduate
courses.
Regarding the professional education (technical), a Training Program for
Intermediate Level Health Professionals is being developed since 2009, under the
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coordination of the SGTES/MS, that is in charge of the priority strategic areas:
surveillance in health, radiology, cytopathology, hemotherapy, nursing, oral health,
dental prosthesis and equipment maintenance.
In the level of the postgraduate lato sensu (specialization, medical residency and
multi-professional residency), there are actions and programs of the Secretariat of
Management of Labor and Education in Health/Ministry of Health that seek to
promote and expand the training in Collective Health in association with higher
education institutions (Public Health Departments, Collective Health). In the
postgraduate stricto sensu, there are other actions that also have resources of the
MoH, like Professional Masters in Public Health.
Workforce Migration
One of Brazil's problems is the internal migration of the health workforce. In
spite of the efforts made by the Ministry of Health and the Ministry of Education,
there is a significant lack of professionals in some regions of the country and, at
the same time, there is also a great tendency that professionals establish links with
the healthcare services from important urban centers, even when the training took
place in smaller cities or in regions with less professional presence.

Action On Social Determinants Of Health
Since the early 2000's, Brazil has developed programs of income distribution
and, in that way, the country has stood out in the execution of social policies with
the purpose of reducing existing national inequalities and achieving the social
inclusion of historically excluded populations.
In Brazil, the main action to face the social determinants of health is the
Bolsa Família. This program of the Federal Government is a direct income transfer
program that benefits families living in poverty and extreme poverty.
Its objective is guaranteeing the right that has every human being to access
to adequate food supply, generating food and nutrition safety and facilitating the
conquest of the citizenship by the population most vulnerable to hunger (Fome
Zero or Zero Hunger).
The favored families must assume and comply with commitments to keep
receiving the relief aid (conditionalities). In the health area, they commit
to update the vaccination card and to carry out a follow-up of the growth and
development of children under 7 years old. Women between 14 and 44 years old
must be monitored and, if they are pregnant or are breastfeeding, they must have
prenatal tests and their health and their baby's health must be monitored. In the
education area, all children and adolescents between 6 and 15 years old must be
duly enrolled in school and must have a minimum monthly school attendance of
85%. Students between 16 and 17 years old must have a minimum attendance of
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75%. In the social care area, children and adolescents up to 15 years old that are
at risk or have been withdrawn from child labor, must participate in the Services
of Coexistence and Strengthening of the Bond and they must have a minimum
attendance of 85%.
Intersectoral Coordination Strategies
To face the complexity of the issues related to the social determinants of
health, the Federal Government works together with the Ministries and the
federated spheres since 2003 to incorporate different sectors in the execution of
programs addressed to the most vulnerable population. In 2007, the Committee
of Federative Articulation was created in the Secretariat of Institutional Relations
of the Presidency of the Republic. It is a mechanism of intergovernmental
coordination and an instance of dialogue between the Federal Government and
the Brazilian municipalities. It is aimed at promoting the articulation in the
formulation of strategies and the implementation of coordinated and cooperative
actions among the federal and municipal spheres of government, to support the
society demands and to improve the federative relations.
Scope of the Millennium Development Goals
The national goals projected in the pluriannual plans (PPA) can be considered
initiatives of the Brazilian government to face the health social determinants.
Some of the national goals included in the last PPA have a solid articulation
with the Millennium Development Goals (MDG):
Eradicating extreme poverty and hunger. One of the government guidelines
refers to the eradication of absolute poverty and the reduction of inequalities. The
following programs are highlighted in this area: Fome zero (Zero Hunger) and Bolsa
família (Family Grant).
Achieving universal primary education. In the same way as health, education
is also a right of everyone and a duty of the State and the family. It is an important
constitutional premise that guides the execution of different national policies and
programs.
Promoting gender equality and empowerment of women. Brazil has been
developing policies and actions to promote gender equality, such as the policies
coordinated by the Secretariat of Policies for Women, in articulation with other
government bodies. Another initiative that deserves to be highlighted is the
Law Maria da Penha that has become an important instrument of protection for
Brazilian Women, as it restrains and prevents the domestic and family violence
against women.
Reducing child mortality. It is a strategic government commitment that
articulates different governmental and social sectors. In the health area, the
following initiatives must be highlighted: Rede Cegonha (Stork Network): it
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consists of a care network with the purpose of guaranteeing women the right to a
reproductive planning, humanized care at pregnancy, labor and postpartum period,
and guaranteeing the child his/her right to be born in a safe environment and to
have a healthy growth and development. The following actions and policies are
also significant: Policies of Child Health and Maternal Breastfeeding; Agreement
on the Reduction of Child Mortality in the North-East and in the Legal Amazonia
Region; Actions of Mobilization of the Agreement on the Reduction of Child
Mortality in the North-East and in the Legal Amazonia Region; Child Health
Book: Citizenship Passport; Surveillance Actions of Child Mortality and Brazilian
Children Strategy.
Improving maternal health. We also must highlight the Stork Network, the
Comprehensive Women's Healthcare Policy, the National Agreement on the
Reduction of Maternal and Neonatal Mortality, the National Policy of Sexual
and Reproductive Rights, the Policy of Obstetric Care, Actions of Maternal
Death Surveillance and National Guidelines for the Comprehensive Adolescents'
Healthcare.
Combatting HIV/AIDS, malaria and other diseases. The initiative of national
programs to face these serious diseases must be highlighted, as they strengthen a
national articulated response. The national programs are: National Program of
DST, Aids and Viral Hepatitis, National Program of Malaria Control, National
Program of Tuberculosis Control and National Program of Hanseniasis Control.
Ensuring environmental sustainability and developing a global partnership
for development. With the purpose of strengthening national initiatives to achieve
this goal, the International Health Cooperation, the Bilateral Agreements in force
in Brazil, the South-South Technical Cooperation Projects and the Unified Health
System (SUS) become relevant.

Strategic Supplies To Health
The Brazilian Ministry of Health draws up and implements public policies
aimed at strategic supplies, research and innovation in health through the Secretariat
of Science, Technology and Strategic Supplies (SCTIE/ MS). The creation of this
Secretariat institutionally reflects the need to combine the innovation with the
expansion of the population access to the health system.
The performance of the SCTIE/MS implies four thematic fields: investigation
and development, production and innovation, pharmaceutical care and regulation.
These fields combine the actions of the three Departments of the SCTIE: the
Department of Science and Technology, the Department of Industrial Complex
and Innovation in Health (DECIIS) and the Department of Pharmaceutical Care
(DAF).
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These thematic fields seek the combination between the population health
needs and the national productive capacity.
There are at least three areas in which the Ministry of Health intervenes to
adapt the productive capacity with the population health needs. Law 12,349/10,
the List of Strategic Products (MoH Ministerial Resolution 1,284/10) and the
Associations for Productive Development.
In 2010, the Law 12,349 was enacted. This Law opened new possibilities to the
development of the Health Industrial Complex of the country. The innovations
that the Law brought within the regulation framework allow public procurement
to influence the development of industrial and innovation in the Brazilian health
more directly. Since the enactment of this law, the Government can prioritize
public procurement national products and services, which is an interesting tool to
promote national manufacturing of drugs and equipment.
Furthermore, the Ministry of Health publishes a List of Strategic Products for
the Unified Health System (SUS), through the Ministerial Resolution 1,284/2010.
This list defines which are the products that must be subject to public policies to
increase the national production, innovation, technology transfer and regulation
mechanisms. In this sense, the Ministry of Health is willing to meet the real
needs of the health system, while it provides incentives to the public and private
producers so they can innovate, develop capacities and locally provide the supplies
that the population need.
Strategies to Access Vaccines, Essential and High Cost Drugs
Regarding the national policies to overcome the access barriers to drugs and
strategic supplies, it must be highlighted that the drug demand is increasing and the
tendencies show a continuous growth in this demand. Therefore, the Government
must provide those supplies to be sure that citizens have their rights guaranteed. To
this end, the SCTIE promotes the industrial park, fostering the production of active
ingredients and drugs in the country, investing in investigation and development
centers and importing drugs that Brazil still does not produce. It is important to
mention two public policies in the context of the industrial complex of health:
the consolidation of the Drug Market Regulation Chamber and the concern of
the trade balance, specifically due to the increasing influence of the importations.
Regarding the specific policies for the price regulation, an economic regulation
of the pharmaceutical sector was necessary through the creation of the Drug Market
Regulation Chamber. The idea is to overcome the access barriers through a policy
that regulates prices. The specificities presented by that market, highlighting the
"market failures", specially the barriers imposed to the entrance of new competitors,
the inelasticity of demand to the price rise and the strong information asymmetry,
make it necessary to adopt that new mechanism. The continuous price increase by
the producers generated a reduction of the population access to essential drugs.
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In this sense and in order to solve these irregularities, some regulation
measures have been created. These measures became part of the Law 10,742 of
October 2003, which created the Drug Market Regulation Chamber (CMED),
establishing the current regulation regime for the pharmaceutical sector and the
rule for the readjustment of drug prices. The CMED's objective is the adoption,
implementation and coordination of the activities related to the economic
regulation of the drug market, aimed at promoting the pharmaceutical care to the
population through mechanisms that stimulate the drug supply and the sector's
competitivity.
The calculation of the initial price of drugs is made in comparison with the
international prices or based on the treatment cost. The Drug Market Regulation
Chamber monitors the prices of the drugs that are in the market every day and,
in case that signs of any irregularity arise, administrative demands against the
companies will be conducted to justify possible readjustments of prices nonauthorized by the Chamber or in case that the rules for the operation of this system
of regulation established by the Federal Government are not complied with.
The public procurement must respect a price ceiling. The majority of drugs
have as a limit the "factory price" that is the greatest price they can have by the
industry and also by wholesalers. In the case of extraordinary or high cost products
or any drug purchased by court decision, the Maximum Government Selling Price
(PMVG) was established as a limit. The PMVG, obtained by the application of
the Coefficient of Price Adjustment on the factory price, is the limit allowed
for the sale of those drugs to entities of the Federal, State and Municipal Public
Administration. Any acquisition by public entities that does not comply with
those limits will be an infringement and will be subject to the legally established
penalties.
Any commercialization of drugs has to be assessed by the Drug Market
Regulation Chamber. That requirement applies to the whole pharmaceutical
sector, but excludes phytotherapy products and some others that are exempt
from regulation, in accordance with the deliberation of the Executive Technical
Committee of the CMED. Among the criteria for the price definition, the
Coefficient of Price Adjustment (CAP) was created. It is a mandatory minimum
discount, currently defined in a 24.38% that affects the factory price of some
extraordinary or high cost drugs when purchased by public entities. The CAP also
applies to the public procurement of any drug purchased by a court decision.
National Production Capacities: Governmental and Private
The strengthening of the industrial complex of health, with the purpose of
expanding the national productive capacity and facilitating the universalization
of the access to the population, also includes the initiatives of the Associations
for Productive Development. It is public-private associations between the public
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laboratories and the private producers of drugs. The associations must seek the
strengthening of the public laboratories and allow the expansion of their regulation
role in the market. Moreover, they must foster the local manufacturing of high cost
products or health and social products with great impact. In this way, the aim is
to foster the productive capacity of the pharmaceutical industry and the national
chemical industry.
However, the encouragement of the regional production must comply with
the international agreements signed by Brazil, guaranteeing greater security and
protecting the health of the population.
The country seeks to strengthen the multilateral health forums, specially the
Trade-Related Aspects of Intellectual Property Rights (TRIPS) regime. Brazil has
signed the TRIPS Agreement and, therefore, has its general principles rooted to
the national legislation, and the flexibilities of the agreement to public health
protection purposes, such as compulsory licensing of patents (regulated in the
Articles 68 to 74 of the Industrial Property Law).
However, in the intellectual property sphere, Brazil has an internal discipline
for the application of the compulsory licensing of patents. A specific example of
the application of this discipline was the compulsory licensing of the patents of the
antiretroviral Efavirenz in 2007.
External Dependence and Trade Balance
The increasing influence that drug imports have in the Brazilian trade balance
is a concern of the Ministry of Health. On the one hand, the importation makes
viable the access to technologies that are not available in the country, but on
the other hand, it also reflects the technological dependence and vulnerability
to which the system is subject to as regards competence and continuity in the
provision of that service. Moreover, when it comes to high value added supplies,
the import in the health field brings about a huge impact on the national trade
balance.
In the case of the National Immunization Program, for example, the latest
products from the international market must be offered, and those products
should also be safe and effective. There is a constant need to incorporate new
vaccines, as it was in 2010 with the pneumococcal and meningococcal vaccines
and the vaccine against pandemic Influenza A (H1N1) virus that caused a
sharp increase of the Brazilian imports. It must be highlighted that the process
of technology transfer to public laboratories, possible through the Associations
for Productive Development, depends on an initial stage of imports of already
finished vaccines, which affects the trade balance and, therefore, has an impact
on imports. In the case of blood products, there is complete dependence on the
imports to meet the need of purchases of the SUS aimed at treating patients
with coagulapathies, that almost reached 200 millions dollars in 2010.
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Graphic 2 – Imports Volume of drugs and adjuvants, Brazil, 1990-2010
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Graphic 2 shows that drugs imports went from USD 535 millions in 1990 to
USD 1.1 billions in 2000, and were doubled in 2010 with USD 2.2 billions. This
represents an average growth rate of 7.3% per year in the last decade.
The drug imports presented in Graphic 3 went from USD 59 millions to
USD 1.0 billions in the 1990-2000 period, reaching the overwhelming figure of
USD 3.3 billions in 2010. The evolution of the drug exports in terms of absolute
value went from USD 16 millions to USD 152 millions in 2000, almost reaching
the threshold of USD 1 billion in 2010, a quite significant value that corresponds
to a third of the total drugs imported.
The drug imports supported the same growing tendency of drugs, with an
average growth rate of 12.6% per year between 2000 and 2010. The deficit of the
pharmaceutical complex reached the threshold of USD 6.4 billions, represented
by imports of USD 8.3 billions and by exports of almost USD 1.9 billions.
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Graphic 3 – Drugs imports volume, Brazil, 1990-2010
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Evaluation, Introduction and Rational Use of New Technologies
The incorporation of technologies into the Unified Health System
(SUS) has been a relevant topic for the Ministry of Health. It has a specific
structure, the previously mentioned Commission for the Incorporation of
Technologies (CITEC), and its objective is to rationalize and update the flow
of the new technologies incorporation, even at the supplementary health
level. Its performance was restructured through the Ministerial Resolution
GM/MS 3,223, on December 28, 2006, with the creation of mechanisms of
performance, criteria for the presentation of incorporation requests and analysis
flows. Among other attributions, the CITEC is responsible for analyzing the
new technologies and the implemented technologies, and it is also in charge
of the revision and the changes of the protocols in line with the social health
needs. The CITEC arrives at decisions taking into account the relevance and
the impact of the technology incorporation in the SUS, as well as the existence
of scientific evidence of efficiency, accuracy, effectivity, security and studies of
economic evaluation of the suggested technology compared to other technologies
previously incorporated.
Use of Communication and Information Technologies (CIT)
Regarding the use of Communication and Information Technologies (CIT)
in health, Brazil has a specific program: the National Telehealth Program. It
is aimed at qualifying health equipment through the use of information and
communication technologies that are able to promote teleeducation or teleservice,
improving the basic care results of the Unified Health System (SUS).
The specific objectives of the National Telehealth Program are: to create a network
of collaboration (Telehealth Network) and of qualification of family health teams
(ESF) in the use of Telehealth technologies; Interactive Teleeducation in educational
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environments integrated to the UNA-SUS; Virtual Library for Primary Health Care; to
develop and provide learning objects and knowledge units; Teleconsultancy/Formative
Second Opinion.
Policy for the Universal Guarantee of Drugs for Outpatient Use
Besides the Ministry of Health policies, we are working with other managers of
the Unified Health System (SUS) in a policy for the universal guarantee of drugs
for outpatient use. The Department of Pharmaceutical Care and Strategic Supplies
is in charge of the national management in coordination with the states and the
municipalities. Thus, and according to the Ministerial Resolution 204/2077, the
financing block of the pharmaceutical care is divided into three components with
particular characteristics for each one, namely:
Basic component of care: It provides the essential drugs for the outpatient
treatment for the prevalent diseases endemic to Brazil, such as hypertension,
diabetes, mental diseases, etc. The set of drugs is defined in the Rename (National
Essential Medicines List), revised and published every two years. The funding is
tripartite, that is to say, the states, the municipalities and the Federal Government
establish the percentage of funding. Thus, the MoH directly transfers from one
fund to another one (from the national fund to the municipalities or states)
R$ 5.10 per inhabitant every year, so that the municipalities can buy the drugs
defined by the local managers from the Rename. Moreover, the MoH purchases
contraceptives and insulin to deliver to the municipalities and the states.
Strategic component of care: This component seeks to guarantee the treatment
of the main endemic diseases, of which their control and treatment have a protocol
and some standards established by the Ministry of Health. Generally, they are
mandatory notifiable diseases. In this component, the SCTIE/MS buys drugs, for
instance, for the AIDS treatment and specific endemic diseases such as malaria,
Chagas disease, etc. and supports the specific care programs. The Ministry of Health
is responsible for buying and distributing drugs to the states, which take responsibility
for the patient's care.
Specialized component of care: Until the end of 2009, this component
was called extraordinary or high cost component. As that nomenclature was not
appropriate, it was changed to Specialized component of care. That component
seeks to provide drug treatment to an outpatient level for the treatment of serious
chronic non-infectious diseases that generally need more complex and expensive
drugs, mainly in cases of rescuing chronic patients that have already received initial
therapeutic treatments at the basic care level. For all the drugs listed in the specific
Ministerial Resolution, there are clinical protocols and therapeutic guidelines,
defined and published by the Ministry of Health, which must be considered at the
moment of medical prescription.
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Research And Innovation In Health
Among the actions of the Secretariat of Science, Technology and Strategic Supplies
(SCTIE/MS), it must promote research and development, which are essential to foster
and strengthen the integration of the policy of production and innovation in health,
according to the needs of the Unified Health System (SUS). In this sense, important
instruments were created overtime to support and guide the actions of science,
technology and innovation in health in favor of the strengthening of institutions of
research, training and improvement of the qualification of human resources and the
promotion of the productive autonomy of strategic technological supplies for the
national health system.
During the second National Conference of Science, Technology and
Innovation in Health, in 2004, the National Policy of Science, Technology and
Innovation in Health and the National Agenda of Priorities in Health Research
were passed. Both arose from a democratic process of debate with the participation
of the internal areas of the Ministry of Health, representatives from the social
control, the scientific community, the National Council and the Health State
Councils, the autarchies and the foundations, among other relevant agents.
The National Policy of Science, Technology and Innovation in Health (PNCTIS)
is part of the National Health Policy and its main function is to contribute to the
national scientific and technological development. The PNCTIS is not limited to the
actions of the health policy field; it also acts as an important component of the national
productive development policies, highlighting the aspects related to innovation and its
interfaces with the scientific knowledge, industrial production and the market. Here
are some of the PNCTIS strategies:
• S
 upport and strengthening of the national efforts in science, technology and
innovation in health.
• Creation of the National System of Innovation in Health.
• Construction of the National Agenda of Priorities in Health Research.
• Overcoming of regional inequalities.
• Improvement of the regulation capacity of the State.
• Dissemination of scientific and technological progress.
• Training of human resources.

Among the several functions of the National Policy of Science, Technology
and Innovation in Health (PNCTIS), we highlight the elaboration of the National
Agenda of Priorities in Health Research (ANPPS) that was prepared respecting the
national and regional health needs, defining an important instrument of induction
for the production of knowledge and strategic supplies necessary to improve the SUS.
The topics of investigation that make up the ANPPS are specific topics organized in
24 subagendas that cover different areas of knowledge.
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Between 2009 and 2010, the ANPPS was revised through the creation of a
consultative committee that counted on the participation of the internal areas of
the MoH, with experts and representatives of the National Council of Secretaries
of Health, the National Council of Municipal Health Secretaries, the Commission
of Science and Technology of the National Health Council and the Brazilian
Association of Postgraduate in Collective Health.
The ANPPS promotes the identification of the main challenges that will be
faced by the Brazilian health system and it becomes a relevant instrument for
the formulation of announcements made by the promotion agencies and health
institutions. However, with a list of 833 investigation lines, there are no priorities
specified.
In this context, the Ministry of Health began a long process of internal debate
for the identification of the main health issues, the gaps in the scientific and
technological knowledge that are relevant to the development of solutions to these
problems and, finally, the definition of priority research lines to draw up a new
document: the Agenda of Priorities in Research of the Ministry of Health (APPMS). All the Secretariats of the MoH, the National Sanitary Surveillance Agency
(Anvisa) and the National Supplementary Health Agency (ANS) participated
in this process, coordinated by the SCTIE through the DECIT, making up an
unprecedented initiative to elaborate an agenda of research priorities. The Agenda
of Priorities in Research of the Ministry of Health (APP-MS) seeks to guide the
production of scientific knowledge for the solution of the main problems of the
SUS.
The APP-MS was first used in August 2011 and it will guide the formulation of
announcements of the Investigation Program for the SUS (PPSUS), another relevant
action of the Ministry of Health, under the coordination of the SCTIE through the
DECIT. It has partners in the federal sphere (National Council of Scientific and
Technological Development, CNPq) and in the state sphere (Foundation of Support to
the Investigation and the State Secretariats of Health and Science and Technology). The
CNPq is the responsible for the administration of the Program. The State Foundations
of Support to the Investigation act as cofinancing entities and as executing agents in
the states that, together with the State Secretariats of Health, participate in all the
stages of the PPSUS, from the definition of priority investigation lines to the project
evaluation. This modality of support to the decentralized research, present in 25 states,
has as its main objective the reduction of the regional inequalities in the development
of the scientific knowledge.
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The APP-MS and the PPSUS are important instruments for the national
scientific and technological development. The systematization and the disclosure
of the results of the promoted investigations facilitate an important diagnosis of
the main health problems that must be addressed and also provide the essential
supplies for the formulation, in line with the national and regional needs, of health
policies and programs.
The promotion of research and technological development also allows the
research of innovations generated in the country that point to an integration with
the health needs, the qualification of the access and the reduction of costs and
the vulnerability of the SUS against the pressures of the international market.
An important part of the innovations begins with the research and development
activities (generation of new knowledge). When they become successful
innovations, associated with the objectives, strategies and priorities of the health
policy, can result in direct benefits for the population through the incorporation
of technologies in the provision of services in the health system.

WEAKNESSES

AND

STRENGTHS

OF THE

HEALTH SYSTEM

In this section, we summarized the main strengths and weaknesses of the
Brazilian health system, following every topic of the analytical description of the
Brazilian health system, to guide strategies of exchange and cooperation among
our countries.
The difficulties of the SUS are similar to the difficulties of other countries of
the region that seek new solutions and have successful experiences to exchange.
Furthermore, we expect to share our strengths to contribute to the strengthening
of the public health systems in South America and the guarantee of the right to
health of our peoples.
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Chart 2 – Strengths and weaknesses of the health system in Brazil
1. Social Rights and Health
Strengths
• Organic laws that regulate the health system in all the federation.
• Universal right to health in the 1988 Federal Constitution.
• Decentralized execution of healthcare actions and services.
• Social participation introduced in the Law with a system of councils and conferences of health.
• National Policy of Customer Service (Ouvidoria) in Health.
Weaknesses
• T erritorial extension.
• Asymmetries between the units of the Federation.
• Decentralized execution of healthcare actions and services.
2. Health System Structure and Organization
Strengths
 ublic, universal and free of charge Unified Health System.
• P
• Supplementary private healthcare network.
• Services of promotion, prevention, diagnosis, treatment and rehabilitation, individual or collective, in the
different levels of the system.
• Principles and guidelines acknowledged by Law: Universality of access, integrality of healthcare, equity,
political and administrative decentralization with a unified management in each sphere of the government,
regionalization and hierarchization of the service networks in levels of complexity and social participation.
• The SUS conduction is unique and it is performed through the Ministry of Health (MoH) in the context of
the Federation and through the relevant Secretariats of Health in the states, the Federal District and the
municipalities.
• Basic healthcare as first level and structuring axis of healthcare.
• Conception of the healthcare network as part of a comprehensive care system.
• National Policy on Health Regulation.
• Regulatory agencies related to the MoH: Anvisa (National Sanitary Surveillance Agency) and ANS (National
Supplementary Health Agency).
Weaknesses
• P
 ubic system with public and private providers.
• Fragmentation of healthcare.
• The decentralization of services needs to acknowledge territories and to organize healthcare service
networks hierarchically and regionally.
• Need to strengthen the intersectoral action and to guarantee the integrality in the healthcare.
• Inadequate care to patients with chronic diseases (in urgent and emergency care services).
• Specialized care with little contact with the patient and basic care.
• Need to strengthen the bond of patients with basic care.
• Insufficient capacity of management and regulation by the municipalities of the supply of own and hired
services and the flows of healthcare to the users, locally and regionally (the flows are well organized only in
some places).
• Deficit of beds and an important participation of the private sector in hospital admissions.
• The deficit of beds, in particular, in internal medicine and intensive care; this increases the waiting time of
patients at the entrance doors of the urgency services.
• Heterogeneity of the management capacities of the States and the Municipalities.
• Insufficient medium and high complexity actions.
• Quality problems of the actions and services offered.
3. Universality, Integrality and Equity
Strengths
 eplacement of the model of health social security by a universal, comprehensive and free of charge system
• R
of public services provision, without the need of previous or direct contribution.
• National Health Policy for the Disabled, besides the specific social rights guaranteed by law to that
population segment.
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Chart 2 – Strengths and weaknesses of the health system in Brazil (cont.)
3. Universality, Integrality and Equity
Weaknesses
• S ome population groups have more difficulties to have access to healthcare services.
• There are difficulties of financing, work management, lack of professionals, difficulties of professional
location, few vacancies for basic specializations, regional specificities, significant gaps in healthcare and
fragilities in the integration of the healthcare networks, geographical barriers, services structured by the
supply and not by the needs of the population, among others.
• Regional inequalities and a reduced capacity of articulation of health with other public policies.
4. Models of Financing
Strengths
• P
 ublic financing with the participation of the three constitutionally defined spheres of government
(Federation, States and Municipalities).
• Automatic transfer of resources to the health funds, considering the management conditions, the
qualification and the certification of the programs and incentives of the Ministry of Health and the
corresponding financial levels.
• In primary and outpatient care, the compensation is based on population criteria. The health units are
financed by a global value.
• Information systems of service production implemented: a) Hospital Information System and b) Outpatient
Information System, taking into account actions of medium and high complexity care.
Weaknesses
• Insufficient public financing.
• High levels of private health expenditures (57.4%).
• Twenty-five percent of the Brazilian population pays private health plans, in spite of having the right to
receive the SUS free of charge care.
• High participation of private expenditures in the total expenditure on health.
5. Macromanagement
Strengths
 lanning instruments of health policies (National Health Plan).
• P
• Articulation and coordination among the spheres of the Federation.
Weaknesses
• Control of goals and results of the shared responsibilities and the outcome management.
6. Health Surveillance
Strengths
• S anitary Surveillance is organized as a subsystem of the SUS, denominated National Sanitary Surveillance
System (SNVS).
• The SNVS is coordinated by the National Sanitary Surveillance Agency that is responsible for establishing
standards; controlling and inspecting health products, substances and services; and monitoring the
sanitation of ports, airports and borders.
• The National System of Notification in Sanitary Surveillance controls the national system of surveillance of
adverse events and technical claims of products under health surveillance, with the purpose of notifying,
monitoring, analyzing and investigating those events.
• Patient security policy in hospitals, with a Subsystem of Surveillance of the Infections related to Healthcare.
• Sentinel Hospital Network to get information about the performance and the security of health products
and to promote the rational use of drugs and technologies in health.
• Communication Network of Sanitary Surveillance in the Investigation of Food Communicable Diseases
Outbreaks, focusing on the emergence of food borne diseases (FBD), adverse reactions, aggravations,
events and emergencies of public health related to food consumption.
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Chart 2 – Strengths and weaknesses of the health system in Brazil (cont.)
6. Health Surveillance
Strengths
• F ood Risk Communication and Alert, focused on the food products and the possible risks associated with
them, including the international alerts and refusal of foreign countries.
• Regulations regarding drug advertising (RDC 96/2008) and food advertising (RDC 24/2010).
• Creation of the Commission for the Incorporation of Technologies of the Ministry of Health (CITEC).
• Disclosure of the Brazilian Bulletin on Health Technology Assessment (BRATS) that organizes and publishes
information on health technologies, and the Health and Economy Bulletin that offers help to the decisionmaking process about health expenditures (http://s.anvisa.gov.br/wps/s/r/bhS)
• Implementation of the Coefficient of Price Adjustment, by the Resolution CMED No. 4/2006, which
establishes the implementation of a mandatory minimum discount in the factory price of drugs purchased
by public administration entities.
• Pre-market controls: Inspection in the manufacturing unit and the need to register the product.
• Post-market controls: analysis of fiscal control, studies of pharmaceutical equivalence and bioequivalence.
• Inspection and authorization of the importation and exportation of products that are subject to the sanitary
surveillance scheme in ports, airports, borders and customs.
• Sanitary surveillance in the national points of entrance, carried out by professionals qualified in the
prevention, detection, analysis, reporting and response to public health emergencies.
Weaknesses
• B
 ig extension of the national borders.
• High use of drugs by the population.
• The decision-making process for the incorporation of technologies in health must be improved.
7. Health Workforce
Strengths
• E xistence of a Secretariat of Management of Labor and Education in Health in the Ministry of Health.
• Existence of National Curriculum Guidelines for health professions that include rules about the articulation
with the healthcare services of the SUS for the training.
• Existence of a consultative Interministerial Commission of Management of Education in Health about
training, vacancy supply and regulations of higher education institutions.
• Existence of a technical school network of the SUS, the SUS Open University (distance education), the
Program of Structuring and Qualification of Work and Education Management in the SUS and the Training
Program for Intermediate Level Health Professionals.
• Existence of a National Policy on Permanent Health Education.
• Existence of the Chamber of Regulation of Health Work, a dialogue forum between the Ministry of Health
and the Professional Councils.
Weaknesses
• L ack of health professionals, in terms of quantity and quality, with unequal regional distribution.
• Difficulty to localize health professionals in the interior regions.
• Difficulties to hire and retain professionals in far regions, where access is more remote, in particular,
physicians; this leads to an unequal distribution of resources and access itself.
• Lack of articulation between health professional training needs and the training entities.
• Inadequate health professional training for the articulation in primary care.
• Different ways of compensation, salary ranges, working days and labor rights, affecting the distribution of
health professionals.
• Lack of agreement between the real needs of the SUS and the creation of new professions, and the
definition of criteria for the professional practice, due to corporative and market interests.
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Chart 2 – Strengths and weaknesses of the health system in Brazil (cont.)
8. Action on Social Determinants
Strengths
• T ransfer of income through the Bolsa Família Program (Family Grant), with conditionalities in the areas of
health, education and social security, targeted to poor families.
• Fome Zero Program (Zero hunger), which promotes food and nutrition safety, seeking social inclusion and
the conquest of the citizenship by the population most vulnerable to hunger.
• University for All Program with the purpose of providing scholarships of higher level to students of low
income.
• Existence of a Secretariat of Policies for Women related to the Presidency of the Republic.
• Existence of several initiatives focused on achieving the Millennium Development Goals.
Weaknesses
• E xistence of vulnerable families, and families living in poverty and in extreme poverty.
• Unequal opportunities related to gender and social class.
• Lack of intersectoral initiatives.
9. Strategic Inputs to Healthcare
Strengths
• E xistence of a Secretariat of Science, Technology and Strategic Supplies in the Ministry of Health, focused on
the investigation, development, production, innovation, pharmaceutical care and regulations.
• Preference to public procurement of national products and services defined by law (Law 12,349/2010).
• List of Strategic Products (MoH Ministerial Resolution 1,284/10) that defines the products that must be the
main objective of the public policies, seeking the increase of the national production, innovation, transfer of
technology and regulation mechanisms.
• Associations for Productive Development: association among public and private laboratories of drugs
to strengthen public laboratories and its regulating role in the market and promoting the national
manufacturing of high cost and health and social products with great impact, and fostering the productive
capacity of the national chemical industry with technology transfer.
• Brazil has signed the TRIPS Agreement.
• Brazil has a standard for the compulsory licensing of patents.
• Existence of the Drug Market Regulation Chamber, Law No. 10,742/2003, for the regulation of prices.
• National Telehealth Program: promotion of the teleeducation or teleservice).
• Financing policy of the pharmaceutical care in three components.
Weaknesses
 ational vulnerability to the international market pressures due to the technological dependence on drugs
• N
produced in foreign countries, with a great impact on the trade balance.
• Cost of the universal guarantee of access to drugs.
• Increasing demand of drugs.
• Reduced incorporation of innovations related to the objectives, strategies and priorities of the health policy
to the SUS.
10. Research and Innovation in Health
Strengths
• E xistence of the Secretariat of Science, Technology and Strategic Supplies in the Ministry of Health that
fosters investigation and development for the SUS, the qualification of human resources and the promotion
of the productive autonomy of strategic technological supplies for the national health system.
• Existence of a National Policy of Science, Technology and Innovation in Health, an important part of the
National Health Policy, and a National Agenda of Investigation in Health Priorities.
Weaknesses
• T he research is not sufficiently oriented towards the resolution of priority problems and the SUS needs.
• Regional inequality in the promotion and development of scientific knowledge.
• Insufficient systematization and disclosure of the research results.

In the 1988 Constitution of
the Federal Republic of Brazil,
the Articles 196 to 200 define
the right to health and the
duty of the State to guarantee
it.
Article 196: "Health is the
right of everybody and the
duty of the State, guaranteed
by social and economic
policies aimed at reducing
the risk of disease and other
damages, and providing
universal and equitable
access to health actions and
services for health promotion,
protection and recovery."
(Federal
Constitution of Brazil
Art. 196).
"Health is a fundamental
right of the human being, and
the State must provide the
indispensable conditions for its
full exercise." (Law 8,080/90
art. 2).
The universal right to
comprehensive, preventive
and curative care at every
level of complexity of the
system, social participation
and decentralization are SUS
guidelines.
Public healthcare services are
free of charge; there are no
co-payments.

Federal Republic
of Brazil
Regime

Territory
divided into 26
States + DF and
5,564 municipalities

Population:
190.732.694 inhabitants (2010)

National
Constitution
In force: 1988

National
Constitution
In force: 1988

Constitutional and legal
health framework

Country
Brazil

Current policy priorities
The priority of the current government is the
improvement
of the access and the quality of the SUS
services, with significant efforts of evaluation
of basic care that take into account the
perspective of the users. Regional healthcare
networks are being created, organized by the
primary care with the creation of Regional
Management Committees, adding different
municipalities with the support of the State.
Regarding the network organization, there are
four priorities: Urgencies and Emergencies
Network, Psychosocial Care Network, Rede
Cegonha (Stork Network) for prenatal and
labor care, and the Uterus and Breast Cancer
Care Network.
The Presidential Decree 7,508/2011, signed
by President Dilma Rousseff, establishes
the organization of healthcare through the
construction of regional healthcare networks,
organized in a set of services integrated in
levels of increasing complexity, to guarantee
the healthcare integrality. The purpose of
the Decree is to change the paradigm of the
public healthcare system organization, from
a fragmented hospital-based healthcare
model addressed to acute health conditions
to a model coordinated by the Primary
Healthcare, organized in networks and
focused on acute and chronic conditions
suffered by the citizens.

Roles of the Ministry of Health
The Ministry of Health (MoH) was created
in 1953.
The Ministry of Health of Brazil is the body of
the Federal Executive Power responsible for
formulating public policies and plans for the
health promotion, prevention and care of the
Brazilians.
The MoH plays an important role in the
federative coordination of the national health
policy, the decentralized system and the
overcoming of regional inequalities.
The MoH has to define and coordinate the
following systems: high complexity care
integrated networks, public health laboratory
network of Epidemiological Surveillance
and Sanitary Surveillance, among others.
It does not provide services directly (these
services are in charge of the States and the
Municipalities) but it does provide some
services of high complexity.
The Ministry of Health, through the
Secretariat of Sanitary Surveillance created
in 2003, is responsible for coordinating
the Epidemiological Surveillance, Sanitary
Surveillance and Environmental Surveillance
systems.
Sanitary Surveillance is organized as a
subsystem of the SUS, denominated National
Sanitary Surveillance System (SNVS).
The SNVS is coordinated by the National
Sanitary Surveillance Agency that is
responsible for establishing standards;
controlling and inspecting health products,
substances and services; and monitoring the
sanitation of ports, airports and borders.

Organization of the health
system
The Unified Health System,
public sector, is universal, with
three levels of management:
the Union with the Ministry of
Health and the National Health
Systems, the 26 States and the
5,564 Municipalities, with their
corresponding Secretariats of
Health and Health Councils.
The leadership is unique in
every governmental sphere.
The coordination among
federated entities takes
place at the Tripartite Intermanagement Committee at the
federal level and the Bipartite
Intermanagement Committees
at the state level. The basic
care is the responsibility of the
municipalities that must be
regionally organized, with the
support of the states, in order
to guarantee the access to
secondary and tertiary services.
The SUS hires private hospital
and specialized services (65%
of the beds of the country are
private).
The private sector consists of
operators of private healthcare
plans and insurance (prepaid
private systems) with coverage
of 25% of the population and
by private services accessed by
direct out-of-pocket payments.

Chart 3 – Health System in Brazil: constitutional framework, structure and priorities of the current policy
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The Unified Health System (SUS) provides universal
coverage with comprehensive care from basic up to
tertiary care (such as organ transplants). Together with
the Citizens Constitution of 1988, that defines health
as a universal right and a duty of the State, Social
Security and the Ministry of Health institutions were
unified.
Apart from having access to the SUS, 25% of the
population has double coverage - they buy individual
or collective private plans/insurance (partly as fringe
benefits paid by employers).

Social Protection in Health

Research and innovation in health
The Secretariat of Science, Technology and Strategic Supplies
(SCTIE) of the Ministry of Health fosters the investigation and
development for the SUS, the qualification of human resources
and the promotion of the productive autonomy of strategic
technological supplies for the national health system.
There is a National Policy of Science, Technology and
Innovation in Health and a National Agenda of Investigation in
Health Priorities.
PPSUS – initiative for the promotion of health research in the
states in partnership with the Ministry of Health, the National
Council of Science and Technology (CNPq) and the State
Foundations of Support to the Investigation.

Funding: sources and composition
of health expenditure
In 2008, the total expenditure on health as a proportion of
the GDP was 8.4%.
Total expenditure on health: 57.4% private expenditure and
41.6% public expenditure (2007).
Public health financing is 3.67% of the GDP, with the
following participation: Federal Government (1.67%), States
(0.93%) and Municipalities (1.07).
The SUS is financed by the three spheres of government:
The Union covers 44.8% of the expenditure with healthcare
practices and services; the States cover 25.6% and the
municipalities 29.6% (2008).
Sources of federal funds come from social taxation such as
the Contribution to the Funding of Social Security (Cofins)
(35%), the Contribution to the Company's Net Profit (35%)
(CSLL) and general taxation (20%).
Free-of-Charge Public Services.

Chart 4 – Health System in Brazil: summary; social protection, funding, research and innovation in health
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FBD — Food-borne diseases
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RENAST — Red Nacional de Alerta y Respuesta a las Emergencias en Salud Pública (National Network for Public Health Emergency Alert and Response) IHR — International
Health Regulations
SAMU — Servicios de Atención Móvil de Urgencia (Services for Mobile Attention of
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SAS — Secretaría de Atención a la Salud (Health Care Secretariat)
SCTIE — Secretaría de Ciencia, Tecnología e Insumos Estratégicos (Secretariat of Science,
Technology and Strategic Supplies)
SES — Secretaría Estatal de Salud (State Health Secretariat)
SGT — Subgrupo de Trabajo (Working Subgroup)
SIA — Sistema de Informaciones Ambulatoriales (Outpatient Information System)
SIH — Sistema de Informaciones Hospitalarias (Hospital Information System)
SISLAB — Sistema Nacional de Laboratorios de Salud Pública (National System of Public
Health Laboratories)
SMS — Secretaría Municipal de Salud (Municipal Health Secretariat)
SNVS — Sistema Nacional de Vigilancia Sanitaria (National Sanitary Surveillance System)
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Unasus — Universidad Abierta del SUS (SUS Open University)
UPA — Unidad de Pronta Atención (Immediate Care Units)
VIFIPOS — Vigilancia de Productos Postuso y Postcomercialización (Surveillance of Products
after Marketing and after Use)
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Ministry of Health

V. Health System in Chile

U

ndoubtedly, it is a challenge to summarize the characteristics, processes
and logic behind the health system of any country. Health systems need to be in a
constant process of motion and reform to be able to respond to epidemiological
and demographic changes, technological advances, available resources, and the
expectations and requirements of the population. Chile is not exempt from
this continuous process of improvement and progress, and has a long history of
activities and initiatives related to health.
There are many milestones that have left a mark in the sector. The formal
development of the health system began in the 16th century with the creation
of different hospitals and local services, mainly based on welfare. The Organic
Regulations of the Welfare Board were enacted in 1886, thus facilitating the
administration of such organizations. In 1924, the Ministry of Health, Social
Welfare and Insurance was created, and the Workers' Compulsory Insurance
was established, having a strong impact on the public responsibility for health
and prevention. During 1938, the Preventive Medicine Law was enacted. This
law indicated the following:
“That all the existing welfare institutions, dependent of the Ministry of Health,
Social Welfare and Insurance, had to establish preventive medicine services for the
surveillance of the health status of the population with the purpose of preventing
diseases, especially tuberculosis, syphilis, and heart diseases.”

Such ground-breaking law in the international field benefited Chilean
workers and employees. The Employees' National Medical Service was created in
1942 and authorized employees to organize their own medical service to perform
preventive actions. The National Health System (SNS) was created in 1952, and
is made up of different public bodies which provide a large part of the national
healthcare coverage. The SNS underwent a heavy expansion during the 1960s
and 1970s, with a predominant

Health Systems in Chile

focus on its management. During the military government, various important
changes took place within the system:
• Creation of the National Health Service (SNSS) to offer healthcare and with some
autonomous institutions resulting from the reorganization of a centralized SNS.
• Provision of Primary Care at the municipal level.
•C
 reation of the National Health Fund (Fonasa, the central body of the SNSS),
for the collection and distribution of financial resources (employment and tax
contributions).
• Creation of private companies to manage the contributions to social security.
• Pension Funds Association.
• Health Insurance Institutions (Isapre).

Law 18,933, enacted in 1990, created the Superintendence of Isapres, through
which the legislation of such institutions was modified.
The most recent changes to the Chilean health system began in 2002, when
five bills were sent to the National Congress. These five bills together make up the
Health Reform. As a result, in 2005, the new Health Authority Law and the Law
of Explicit Health Guarantees (AUGE) came into force, both fundamental pillars
of the new Chilean health system. The Health Authority Law, Act No. 19,937,
was passed with the purpose of establishing different management modalities
and strengthening citizenship participation under the principle of the division
of functions into stewardship, insurance (aggregation of risks and purchase) and
service provision. Act 19,966, known as the AUGE Law (Universal Access with
Explicit Health Guarantees), establishes a mandatory health plan for the healthcare
institutions from the public or private sector. It also grants explicit guarantees
regarding access, opportunity and quality of care and financial protection for the
population. Moreover, it provides coverage with public funding for the members
of Fonasa identified as indigent or very low-income populations.
Following this historical summary of some of the most important events in
the Chilean health system, below we will address different aspects indicated in the
guide provided for the ISAGS Workshop.

Social Rights And Health
Paragraph 9 of Article 19 of The Political Constitution of the Republic of
Chile establishes the right to the protection of health.
“9°. The right to the protection of health. The State protects a free and equitable access
to health promotion, protection and recovery actions as well as the rehabilitation of
the individual. The State will also be in charge of coordinating and controlling healthrelated actions. The State's priority duty is to guarantee that health actions, whether
executed through public or private institutions, be conducted in accordance with the
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law, which may establish mandatory contributions. Every person will have the right to
choose the health system they wish to use, whether public or private.”

Through its sections, Statutory Decree No. 1, of 2005, defines and regulates
public health bodies and the private health system managed by Health Insurance
Institutions, enforces the constitutional right to the protection of health, and
creates a scheme of healthcare provision.
The Health Code, enacted by Decree 725, regulates all the issues related to all
Chilean inhabitants' health modalities, protection and recovery.
Social Participation
Social participation has been an increasingly predominant subject in the
national policies, and health has also followed such trend. A good example is the
recent enactment of Act 20,500 about Citizenship Participation and Associations,
which establishes an "institutionality for citizenship participation in the public
administration," to which all State bodies should adhere. Through this initiative,
the Government promotes citizenship participation and conceives citizens as
individuals with capabilities, rights and duties.
From a macro perspective, that is to say, a level that includes planning, policies,
strategies and regulatory frameworks, all public health policies based on or resulting
from the State Modernization Agenda are aimed at achieving more transparency
in the public administration. Through transparency, the Government seeks to
offer a public administration that is open to citizens (social control), with a greater
democratization of the decision-making process on public issues and, in the end,
with promotion of all institutional actions and policies targeted at building a
citizenship participation in health within the framework of a shared responsibility
and the exercise of rights.
Within the public health field, this is established in the following legal and
political frameworks:
• The Health Authority Law, Act No. 19,937, which came into force in 2004,
establishes that all the Regional Ministerial Health Secretariats (Seremis) must
offer mechanisms of citizenship participation in public health issues.
• The legal framework also defines structures, such as the Information, Complaints
and Suggestions Office (OIRS) in all
• the Health Seremis.
• The Ministry of Health, as all State bodies, must respond to the requirements
of the Law of Transparency and Integrity in Public Administration (20,285) and
Act No. 20,500 on Citizenship Participation and Associations, recently enacted,
that force to develop citizenship participation mechanisms for the management
of public policies.
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At the meso level, which is considered an integration dimension, there are
mechanisms attached to the Seremis.
They are the following:
- Advisory Councils of the Health Seremis or Civil Society Councils. These
were created in 2005 within the framework of the previously mentioned Health
Authority Law, and at present they are part of the Participation Law as one of the
minimum mechanisms required at in all State bodies, i.e., public health in Chile
is ahead of such requirement.
- The Participative Public Accounts are a requirement of the Participation Law,
and the health sector must implement such mechanism. Likewise, Citizenship
Consultations must be conducted, and mechanisms for the delivery of relevant
information must be implemented, as established by the Law.
At the micro level, social participation refers to the relationship among citizens.
It refers to the relevant citizen actors of regional and communal levels, and also
to non-profit associations that work as liaison between the citizens and the State.
Some examples are the Chilean neighbors' associations and communal unions,
and the participation of different NGOs, interest/lobby groups, and academic
sectors.
In relation to the instruments used to address citizens feedback, the
Information, Complaints and Suggestions Office (OIRS) is the department that
promotes a space of effective participation between citizens and the Ministry of
Health. It has a head office in Santiago, and also functions at a regional level.
Through this agency, citizens' requests are collected and forwarded to public
health offices, which then provide an answer to their concerns. The mission of the
OIRS is to serve as a space for dialogue where people can access and interact with
the administration; to guarantee citizens' right to be informed, makes suggestions
and claims in order to contribute to the creation of a modern government that
is continuously at the service of the people. A timely, quality and equal dialogue
must be warranted. The functions of the OIRS are the following:
• To inform users about the service he/she is receiving, in relation to its functions,
organization, etc. This also applies to the deadlines, documents and formalities
requested to access the different services in a rapid and timely manner. Users also
receive assistance when dealing with problems encountered during the processing
of their requests.
• To receive and study the recommendations of users to improve the performance
of a service or office.
• To receive complains related to the service provided by that office or concerning
some of its employees in relation to any kind of irregularity affecting the interests
of users.
• To conduct surveys and evaluations about user satisfaction in relation to the
quality of the service and their expectations.
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• To establish a coordination process with the information and communication
devices of the agency and of those offices in the same field or of users.

Structure And Organization Of The Health System
The Ministry of Health was created according to Statutory Decree No. 25
of 1959 and is responsible for conducting public health program, control and
coordination activities. However, for a long time, different institutions have had
the responsibility of protecting the health of the Chilean population among their
duties.
The origins data back to 1552, when King Charles V of Spain founded the
San Juan de Dios Hospital, the first health facility of the country. During colonial
times, there was a high prevalence of infectious and contagious diseases, such as
smallpox, exanthematic typhus, measles, enteric conditions, tuberculosis, venereal
diseases and, in some areas of the country, bubonic plague , malaria and yellow
fewer. Social and economic levels, environmental conditions, rural regions, and
the lack of access to healthcare facilities conditioned this situation.
From the beginning of 19th century, different institutions were created, with
the purpose of structuring the Chilean health sector, such as the Committee of
Vaccines (1808) and the Board of Hospital Directors (1832). In 1850, there was
a movement already organized in Chile, made up of the Mutual Aid Societies,
welfare entities of private savings targeted, most of all, at providing health services
and social security to their members.
The State began to take on the responsibility for public health tasks within
the functions assigned to the different ministries. In 1887, there were seven
ministries, and the issues related to public welfare and cemeteries were entrusted
to the Ministry of the Interior. In 1907, this body created a health administration
sector that would be in charge of all matters related to public health and welfare.
In 1924, the Ministry of Health, Social Welfare and Insurance was created
with the purpose of dealing with public health duties. Within the framework of
the restructuring of ministries that took place in 1927, the Department of Social
Welfare was created by decree. Its functions included public health services and
care, social welfare, a high degree of supervision of labor and housing conditions,
supervision of pension schemes, and control of social legislations.
In 1932, a decree-law changed the name of this State body to Ministry of
Public Health. In 1953, the entity changed its name again to Ministry of Public
Health and Social Welfare. However, six years later, such body was divided into
the Ministry of Public Health (Statutory Decree No. 25) and the Ministry of Labor
and Social Welfare, as an independent body.
At the end of 1973, the military government considered that the Ministry of
Health did not have enough decision power, its structure was inadequate, and it
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did not have qualified human resources, all situations preventing it from complying
with the role assigned to it by health policies. For this reason, this State body was
reorganized, including the adjustment of its duties to the objectives established by
the military government, which was settled by the publication of Statutory Decree
No. 913, on February 28, 1975, together with a series of internal regulations.
This legal standard enabled the initiation of a transition process, during which
the study of the organic foundations was taken to a deeper level with the purpose of
establishing the National Health Service, which led to the review and modification
of the legal provisions that regulated the duties of the Ministry and the health
institutions related to the Executive Power through its intervention. This situation
resulted in the enactment of Decree-Law No. 2763, on August 3, 1979, which
restructured the Ministry of Health, created the National Health System, and
established the dependent bodies: the Institute of Public Health, the Fonasa, and
the Center for Supply, for which new regulations were then incorporated.
Following the return of democracy, in 1990, a comprehensive program was
implemented for the restructuring of the public health system infrastructure, and
thus the gaps between physical and human resources began to narrow.
When the National Health System was created, the most important health
problems of the population were child mortality, death of the mother during
childbirth, and infectious diseases. At the beginning of 21st century, the most
serious situations leading to death and lack of quality of life are the chronic and
degenerative diseases, as well as mental diseases, although there are still some
infectious diseases. The foregoing, together with the change in the population life
expectancy and the development of the country, encouraged the Chilean State to
conduct a deep reform of the health sector.
This change reformulated the concepts of health authority, inspection systems,
interrelationship systems between the public and private hospital networks, and
the combinations between the different levels of care, among others.
The reform was framed in the attempt to achieve the objectives established
for the 2000-2010 decade, which are aimed at improving the public health
achievements previously attained, facing the challenges resulting from the aging
of the population, and the changes of the society, mending inequalities, and
providing services in line with the expectations of the population.
In general terms, nowadays, the Chilean health system is mixed and based on
insurance, with a combined public and private funding and provision of services.
The private subsystem is made up of the Health Insurance Institutions (Isapre),
that are private insurance and healthcare provision companies, private clinics and
medical healthcare facilities, laboratories and pharmacies.
Regarding the Armed Forces and the Police, every branch has a network of
providers of varying complexity, respectively, regulated by the Ministry of Defense.
These include the Armed Forces Health System, the Air Force Health System, the
1
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Health Unit of the Army, the National Defense Social Welfare, and the Chilean
Police Force Social Welfare Department. They manage and administer their own
network of providers and offer national coverage to their beneficiaries, integrating
curative and preventive medicine. Moreover, as of 1996, Act No. 19,465 of the
Ministry of Defense establishes the Armed Forces Health System, which includes
a Curative and Preventive Medicine Fund to meet the health needs of the Armed
Forces personnel and their dependents.
Occupational health is managed by a separate scheme, regulated by the Act
No. 16,744 of the Ministry of Labor, which establishes a mandatory occupational
disease insurance and a funding mechanism based on mandatory employer
contributions and collected by the Mutual Insurance Companies or the Institute of
Social Security Normalization (INP) and the National Health Service. Therefore,
for the purpose of occupational health, the INP and the Healthcare Service serve
as public insurance managers and the Mutual Societies are the private component
of their administration. This scheme provides coverage to all Chilean workers.
Those workers whose employers are members of the INP can access healthcare
provided by the Healthcare Service and by private centers that have an agreement
with the INP. On the other hand, workers whose employers are members of the
Mutual Societies can access healthcare provided by their own medical facilities,
without limitations on their access to the Healthcare Service.
This way, insurance and healthcare provision related to occupational health also
have a mixed of public and private participation.
The public subsystem is called the National Health Service (SNSS) and is
composed of the Ministry of Health (MoH) and the following dependent bodies:
2

3

4

• 29 Healthcare Services, which provide care through a healthcare network across
the country.
• The Public Health Institute, which is the National and Reference Laboratory,
and is in charge of the standardization and quality control of laboratories and
drugs.
• The Center for Supply, which manages the provision of drugs and medical
supplies to the public subsystem and the private facilities that have an agreement
for such supply.
• The National Health Fund (Fonasa) is in charge of providing public insurance
and contributing funds to manage public health activities.
• The Health Superintendence is in charge of the regulation of private insurance
companies (Isapre) and public insurance (Fonasa), as well as the inspection of
health providers (PAHO, 2002).

Figure 1 identifies the relationship between the different components of the
health system and allows a better understanding of its structure.
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Figure 1 – Components of the Chilean health system
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Source: “Análisis de la estructura del Sistema de Salud chileno y las funciones del Sistema de Salud” document, Fonasa.

Roles and Objectives of the Ministry of Health
The Ministry of Health has to formulate, establish and supervise health
policies. As a result, it will have the following functions and objectives:
• To exert the stewardship of the health sector, which includes, among other duties:
• The formulation, control and evaluation of general health plans and programs.
• The definition of national public health objectives.
• S
 ectoral and intersectoral coordination for the achievement of the public
health objectives.
• International coordination and cooperation in health.
• Direction and guidance of all the State activities related to the provision of
health services, according to the policies.
• To issue general standards on technical, administrative and financial subjects
that must be complied with by the bodies and agencies of the System with
the purpose of performing activities related to health prevention, promotion,
encouragement, protection, and recovery and rehabilitation of sick people.
• To enforce health standards, through the Regional Ministerial Health Secretariats,
notwithstanding the competence assigned to other bodies by law.
• To perform the surveillance of public health and assess the population's health
status.
• To manage data with statistical purposes and to keep records and data banks in
the field of its competence.
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• To draw up the sectoral budget.
• To develop, assess, and update the Universal Access with Explicit Guarantees.
• To develop, assess, and update the strategic guidelines of the health sector or the
National Health Plan, which contains public health objectives, national priorities,
and population needs.
• To establish the policies and standards of investment in infrastructure and equipment
of the public facilities that are part of the healthcare networks.
• To protect the effective coordination of healthcare networks throughout their
levels.
• To establish the minimum standards that institutional providers, such as hospitals,
clinics, physician's offices and medical centers must comply with, for the purpose of
guaranteeing that services attain the quality required for the safety of the users.
• To establish an accreditation system for institutional providers authorized to operate.
• To establish a certification system of specialties and subspecialties of individual
providers legally authorized to practice, i.e., natural persons who provide health
services.
• To establish healthcare protocols by means of resolutions. For this purpose,
healthcare protocols are understood as the instructions regarding the operational
management of certain medical conditions. They will be used as reference and
will only be mandatory for the public and private sector in case of a public
health situation requiring their implementation, which must be registered in a
resolution by the Ministry of Health.
• To implement, according to the law, alternative systems to solve conflicts related
to the civil responsibility of individual and institutional providers, whether public
or private, resulting from the conduction of health actions, without prejudice to
any corresponding jurisdictional action.
• To formulate policies that allow to incorporate an intercultural health approach
into the health programs implemented in the areas with a high rate of indigenous
populations.
Undersecretariat of Public Health

The mission of the Undersecretariat of Public Health is to guarantee the right
to health protection for all individuals by executing the regulatory, normative and
inspection functions that the Chilean State is responsible for, to contribute to the
quality of public goods and the access to health and environmental policies in a
participative way, allowing a sustained improvement of the health of the population,
especially in the most vulnerable areas, with the purpose of making progress in
the fulfillment of the public health objectives established by the institution. Its
strategic objectives are the following:
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• To develop public policies that foster healthy lifestyles and habits through the
strengthening of prevention and promotion programs at a national and regional
level, to promote self-care and protection capabilities and a healthy environment
among the population, and to improve the capacity of early detection of diseases
that can cause disabilities.
• To protect the health of citizens against public health risks using risk diagnosis
and mapping, to strengthen national and local emergency capacity, effective
and efficient inspection and definition of action plans, to implement adequate
measures in the cases already identified to prevent and mitigate the effects
on the health of people, and to be prepared to face emergency situations and
catastrophes.
• To strengthen current Preventive Medicine and Disability Commissions through
the improvement of its management and the effective criminalization of medical
license misuse, in order to make them more efficient and to improve the timely
and adequate access to that right.
• To optimize the performance of the Undersecretariat of Public Health and the
Regional Ministerial Health Secretariats through the design and implementation
of modern, evidence-based management models, the generation of reliable and
effective information systems, and the development and standardization of
capacities and critical processes in order to guide the development of ministerial
policies and management decisions and to add value to final users and maximizing
the impact and efficiency of the processes.
• To optimize the implementation of the Explicit Heath Guarantee (GES) scheme
through the definition of guarantees, technical development of clinical guides,
protocols and packages of services related to the GES so as to attain effective
actions related to the prevention of health damage and facilitate the exercise of
the rights and guarantees established in the AUGE.
• To strengthen public health policies aimed at reducing inequalities among risk
groups through the effective implementation of focused actions and programs in
order to improve the quality of life of senior citizens, women and children at risk.
Undersecretariat of Healthcare Networks

Its mission is to regulate and oversee the performance of the health networks
through the design of coordination and articulation policies, standards, plans and
programs that allow to meet the health needs of the user population, within the
framework of the public health objectives with quality and satisfaction for the
users. Its strategic objectives are the following:
• To improve the model of network management in healthcare services, emphasizing
the standardization of network design and redesign process through normative
tools for the high complexity networks, explicit health guarantees and a general
guarantee scheme, with the purpose of optimizing the efficiency, effectiveness
and efficacy of medical problem resolution.
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• To improve the conditions that allow the performance of the explicit health
guarantee system in the Public Service network, through the management of
operational gaps necessary to generate the offer requested by the demand of
services resulting from guaranteed medical conditions.
• To adopt Primary Health Care as a public system strategy, through the
reinforcement of its resolution capacity and the integrality of care based on the
family and community health approach model so as to respond more effectively
to the population under control and contribute to the effective performance
of the different levels of complexity of the healthcare network and improve the
population's quality of life.
• To improve the availability, distribution and capacities of health personnel
across the different complexity levels of the healthcare network through the
strengthening of specialist training and the increase of healthcare positions in
the facilities that allow to make progress in the quality and equity of access to
health for the entire population.
• To improve the management and use of public resources assigned to the facilities
in the National Health Service by strengthening the use of cost management
and production control systems, with the purpose of approaching the financial
sustainability of the system.
• To strengthen intersectoral and interinstitutional management to accelerate the
administration resulting from ministerial policies referred to asset replacement,
technological renovation, information systems, infrastructure expansion and
reconversion, in relation to the healthcare network and the Health Authority,
and focused on the recovery of damaged clinical infrastructure. The objective
of these actions is to generate the conditions that allow to recover the level of
performance of the healthcare network through agreements that warrant timely
deadlines for decree and decision-making processes.
• To strengthen the emergency network through investments in pre-hospital
transfer and increased clinical emergency equipment and direct medical care, in
order to improve care opportunities for the patients.
Regional Ministerial Health Secretariats

According to the provisions established in Act 19,937 on Health Authority,
the Regional Ministerial Health Secretariats (Seremis) have a set of functions, in
accordance with the standards and policies established by the Ministry of Health.
They are the following:
• To supervise the compliance with national health standards, plans, programs and
policies established by the authority. Likewise, to adapt plans and programs to
the reality of the corresponding region, within the framework established by the
national authorities.
• To perform the actions related to the protection of the population's health
against environmental risks and the preservation, improvement and recovery of
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the environment's basic elements that affect health, enforcing the provisions of
the Health Code and regulations, resolutions and instructions on the subject.
It will have all the faculties and powers that the Health Code and other legal
and statutory, public health and environment standards grant it, according to
Article 14C.
• To adopt public health measures that correspond to its competence, granting
public health permissions and preparing health reports. The standards, norms
and instruments used during inspection will be the same for public and private
facilities.
• To enforce the implementation of public health actions by the entities that make
up the healthcare network of each health service and, if applicable, to put them
directly into practice or by the celebration of agreements with the adequate
people or entities. In the exercise of these functions, it will coordinate promotion
and prevention actions related to health services.
• To keep the regional epidemiological assessment in an updated fashion, and to
conduct a permanent surveillance of the impact of the implemented strategies and
actions.
• To collaborate, at the request of any public health body, in the implementation of
procedures for the reception of complaints. These procedures will have to be agreed
with the previously mentioned bodies in accordance with the regulations.
• To comply with inspection and accreditation actions established by the law and
regulations and those that are entrusted by other public agencies of the health
sector through agreements.
• To assess the level of compliance with the goals set to the administrative bodies
of municipal health and their facilities, according to Article 4 of Act No. 19,813.
• To organize and support the performance of the Preventive Medicine and
Disability Commission.
Healthcare Services

According to the provisions established in Act No. 19,937 on Health Authority
and in the Health Service Regulations (decree No. 140 of 2004), the Healthcare
Service functions, in accordance with the standards and policies pronounces by
the Ministry of Health, are as follows:
The Healthcare Services will be in charge of the articulation, management
and development of the healthcare network corresponding to the implementation
of integrated health promotion, protection and recovery actions, as well as
rehabilitation and palliative care of people suffering from disease.
Regarding their performance, the Ministry of Health will oversee these services
and they must comply with the policies, standards, plans and programs that the
Ministry approves.
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The Services are state bodies functionally decentralized, with legal personality
and own assets for the compliance of their purposes. Their headquarters and
territories will be established by supreme decree of the Ministry of Health, by
order of the President.
The Services are the legal successors of the former National Health Service
and the former Employees' National Medical Service, within their corresponding
territories and they have the same rights and duties that corresponded to those
institutions for the purposes of complying with their functions.
The healthcare network of each Health Service will be made up by a group of
public healthcare facilities that are part of the Service, the municipal facilities of
primary health care in their territory and other public or private facilities that have
an agreement with the corresponding Health Service to perform health actions;
they will have to collaborate and complement with each other to effectively address
the health needs of the population.
The healthcare network of each Health Service will have to collaborate and
complement with the network of the other Services and with other public or
private institutions, with the purpose of adequately addressing the health needs
of the population.
The network of each Health Service will be organized with a first level of
primary care, made up of the facilities that will have healthcare functions in a
certain territory and other levels of complexity that will only receive referrals
from the first level of care according to the technical standards established by the
Ministry of Health, except in emergency cases and other events established by the
law and regulations.
In those regions that have more than one Service, the Regional Network
Coordination Council, made up of the Directors of the corresponding Services,
will be presided over directly by the Undersecretary of Healthcare Networks or
by someone the undersecretary appoints. The Council will be regulated by the
standards and instructions by him imparted. Its functions will be to design,
propose and assess mechanisms of coordination and technical and administrative
integration of the regional healthcare network concerning the development of the
different levels of complexity of the facilities in the network, as well as the systems
of reporting, reference, referral and counter-referral of patients and other issues
necessary for the adequate care of the population and best use of resources.
Public Health Institute

The Chilean Public Health Institute works in different health areas, such as
the assessment of laboratory quality, disease surveillance, control and inspection of
drugs, cosmetics and medical devices, environmental health, occupational health,
production and quality control of vaccines, among others tasks.
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National Health Fund

The National Health Fund (Fonasa) is the public body in charge of granting
healthcare coverage to the people that contribute the 7% of their monthly income
for health to the Fonasa and the people that do not have resources and receive a
direct contribution from the State.
Center for Supply

The Center for Supply of the National Healthcare Service is aimed at supplying
drugs and clinical supplies to the facilities of the National Health Service, municipal
health facilities and other institutions that are part of the public sector, such as the
Armed Forces hospitals or universities.
Health Superintendence

The Health Superintendence is the legal successor of the Superintendence
of Isapres and it began its activities on January 1, 2005. The main functions of
this agency are to oversee and control the Isapres and the National Health Fund
(Fonasa), to enforce the duties established by law, and supervise all public and
private healthcare institutions as regards accreditation and certification.
UNIVERSALITY, INTEGRALITY AND EQUITY

As mentioned in section 2, the Chilean health system is a mixed system,
with public and private subsystems for the provision of insurance and services.
According to the data of Fonasa from 2010, approximately 74% of the population
is member of the public subsystem, while 17% belongs to the Isapres. The Armed
Forces health system cover 2% of the population, and a 7% of the population is
considered as "independent," because they are not members of any health system.
This topic will be discussed in depth in section 4, Funding.
The Explicit Health Guarantees, warranted by the latest Health Reform, are
a good example of progressive growth. Nowadays, the GES include 69 pathologies
that are mandatory for Fonasa and Isapres. Through the Explicit Guarantees,
citizens have guaranteed access, opportunities and quality of services in relation to
these 69 pathologies and the corresponding financial protection.
Regarding the existing gaps between the access and coverage, we can see that
adolescents are one of the age groups with greater difficulties in terms of access to
healthcare services. In spite of the existence of friendly spaces in 54 health facilities
across the country, there is still a need to implement comprehensive and integrated
responses of the health sector towards adolescents. A National Adolescent and Youth
Comprehensive Health Program and a Strategic Action Plan for the implementation
of this program are currently under preparation, within the framework of the National
Health Plan. The status of the epidemiological situation of adolescents is being
updated through the implementation of a reliable information recording system,
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training primary health care professionals in the model of comprehensive health
with a quality approach and reaching a consensus on the plan strategic lines with
experts and the civil society. Moreover, there is a consensus that in order to improve
the access of adolescents to primary health care, it is important to provide them with
services and separate spaces, with different time schedules, trained personnel and a
package of services in line with their priority medical conditions.
The last National Health Survey has identified that the most significant gaps
regarding the population's health status is a sedentary lifestyle (88%), overweight
(64%), and unhealthy life habits (alcohol consumption: 74.5%, tobacco
consumption: 40.6%, salt excessive consumption: 95.I7%).
In terms of equity gaps, it is important to mention that the most relevant are
the following:
• In 2009, only 16.6% of women between 45 and 64 years old had a climacteric
control, due to the deficit of supply in the primary care level. To overcome this
gap through the Management Improvement Program (PMG) of Gender Equality,
the creation of a National Commission for Women Health was suggested,
emphasizing the post-reproductive stage that will help to update the Climacteric
Guide and to train the primary health care personnel.
• In 2009, the total number of deaths for any cause among males aged between 20
and 44 years old doubled that of women. Such difference is consistent throughout
the life cycle. Concerning this gap, through the Management Improvement
Program (PMG) of Gender Equality, an epidemiological survey was suggested
in order to obtain evidence against the hypothesis that the greatest morbidity/
mortality of men occurs, among other factors, due to the lack of specialized
supply in the health sector.
• In Chile, even though the studies are limited, there would exist a hidden
percentage of victims of unreported sexual abuse. This reality forces the health
system to adopt a proactive attitude to detect and address such investigation.
Together with Unicef, a guide for dealing with children and adolescent victims of
sexual abuse will be published in 2011.
• According to studies, seasonal workers are the most vulnerable workers of the
system. More than 50% of them are women and almost 70% work without a
contract. In thirteen of the fifteen regions of the country, plans of actions are
being undertaken to inform the most vulnerable workers about their duties and
rights and how to take care of their health.
• Only 23.4% of pregnant women are accompanied by their partner to medical
controls. And only 10.7% of the health controls performed on children under six
years old are attended by their father. This gap is addressed through the Chilean
social protection system "Crece Contigo" that will conduct, intersectorally, a
study to assess the magnitude of the problem and to recommend a work system
that will involve more men in the healthcare of their children.
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Funding In Health
The funding of the Chilean health system includes a combination
of public and private contributions that are assigned and transferred among the
different insurance and service provision companies.
The public contribution to the health sector comes from the general State
budget that is generated through the collection of general and specific taxes
from the population. This is made up of public or direct tax contributions, that
correspond to municipal contributions and the budget allocations made by the
Central Government to the Ministry of Health and by the Ministry of Defense to
the funding of the health institutions of the Armed Forces and the Police, and of
public indirect contributions, that correspond to the payroll taxes that workers and
companies make from their taxable income and the transfer of other Ministries to
the Ministry of Health.
Private contributions are also made up of direct and indirect contributions.
Direct contribution are out-of-pocket expenses made by people and indirect
contributions are additional contributions that the members of the Isapre can
voluntarily make to improve the coverage of their health plan and the payment
of private health insurance premiums. Out-of-pocket expenses correspond to
the co-payments of medical care, the co-payments of drugs and the payment of
particular medical care. Graphic 1 shows the composition of the health system
funding by 2006, where it is possible to see that total public contributions were
56% of the total funding, and that direct private contributions reached 40%.
Likewise, it is possible to observe that even though the payroll taxes of
social security are considered as indirect public contributions, they correspond
to a monthly payment that every contributor makes to finance his/her social
insurance scheme, discounting it from his/her gross income. For this reason,
regardless of the definitions established about public and private contributions,
we can state that the Chilean health funding is based on the contributions of
the people that reach the 74% of the total funding, while the contribution to
the Tax Administration Office almost reaches the remaining 26%.
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Graphic 1 – Composition of the Health System Funding, Chile, 2006
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Expressed in amounts, the total health funding exceeded 5.6 trillion Chilean
pesos in 2007 (10.7 billion dollars), accounting for 6.56% of the national Gross
Domestic Product for that year.
By breaking down the total public contribution, as shown in Graphic 2, it
is possible to note that the main source comes from the payroll taxes of social
security, which account for 54% of the total public contribution.
5

Graphic 2 – Composition of total public funding in health, Chile, 2006
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Regarding private funding, Graphic 3 shows that out-of-pocket expenses account for 91% of total private contributions, made up by co-payments for medical
care, drug expenses and particular payment for medical care.
Graphic 3 – Composition of total private funding in health, Chile, 2006
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Voluntary contributions
Out-of-pocket expenses
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Source: Fonasa, 2007

Based on the foregoing, Figure 2 shows the composition of public and private
sector contributions, and the contribution that implies every source of total health
funding.
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Figure 2 – Health System Funding, Chile, 2007
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Expenditure on Health
Public Expenditure on Health:

Global health funding is spent by different operating units and through various
mechanisms, mainly on its public spending and private spending components.
Public expenditure on health is imbedded in the so-called social spending, made
by the government from budgetary appropriations to the social sectors: health,
education, housing, welfare, social security and regional development.
• Public expenditure is made by the public sector, and can be broken down as
follows:
• Tax expenditure, by the Central Government, from national budget funds
appropriated to the Health Sector, and executed by the Ministry of Health.
• Spending by other Government sectors and institutions (such as the Ministries
of Education, the Interior, Defense), of public funds specifically earmarked for
health actions.
• Spending on health activities by municipalities, of funds from their tax revenues
and other own revenue sources.
• Expenditure, by public institutions, of funds sourced from private contributions
which are statutorily mandated to be administered by the public sector:
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• social security contributions collected by Fonasa;
• direct payment of services rendered by health care units in the public sector;
• grants and other sources.
Private Health Spending:

Private spending is made up of the following components:
• Spending by private health insurance organizations (Isapre) from contributions
by individuals, either directly or through their employers.
• Spending by non-governmental, non-profit organizations, from grants, public
fundraising, and other sources.
• Private personal spending may adopt the following modalities:
• Out-of-pocket spending (without social security contribution) for healthcare
services.
• Spending by individuals covered by some form of social insurance scheme,
from loans, and as co-payment or payment of the "deductible" cost, through
the purchase of medical vouchers, which are designed to cover the difference
between the cost of the service received and the fee listed in the fee schedule of
the plan to which they are enrolled (Fonasa or Isapre).
• Spending by individuals to purchase certain goods, particularly medicines.

As mentioned above, users are required to make out-of-pocket disbursements
to finance co-payments (user portion) for health care received by enrollees with the
Isapre and Fonasa systems, private physician visits and drug expenses.
Data from the National Survey on Health Satisfaction and Expenditure 2006
report on average out-of-pocket spending in each household. Graphic 4 shows outof-pocket amounts (figures include reimbursements).
From Graphic 4 it can be seen that the average out-of-pocket spending is on
the rise relative to income, implying that household direct spending is dependent
upon payment capacity. A similar finding results from an analysis of the share
of out-of-pocket spending in total household spending by income quintile, as
reflected in Graphic 5.
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Graphic 4 – Out-of-pocket spending on health by household, Chile, 2006
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Graphic 5 – Share of out-of-pocket spending in total household spending, Chile,
2006
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However, an analysis of the composition of out-of-pocket health spending
by quintile reveals that spending on medicines is regressive, as the lowest-income
quintile devotes a larger proportion of resources to the purchase of drugs than the
wealthiest quintile.
Thus, the first quintile uses 68% of their health spending to buy medicines
while the fifth quintile devotes 43% (Graphic 6). This can be due to deficient
health insurance prescription drugs coverage for lower-income households.
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Graphic 6 – Composition of out-of-pocket spending on health by quintile, Chile, 2006
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Finally, for a general breakdown of expenditure, Graphic 7 shows the share
of each component: health benefits, public health, subsidies and administration.
Graphic 7 – Composition of health spending, Chile
Expenditure on health
Public expenditure on health

Health
Benefits

90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Public
Health

Private health expenditure

80%

6%

Health
Benefits

Subsidies Administration

7%

7%

90%
80%
70%
60%
50%
40%
30%
20%
10%
0%

Subsidies

Administration
and Sales

Margin

67.9%

15.5%

13.7%

2.9%

314

315

Health Systems

in

South America

Expenditure on Health in Relation to the GDP

Between 2000 and 2002, private spending showed the largest percentage
relative to GDP, with MM$1,849,187 in 2000, MM$2,043,631 in 2001, and
MM$2,007,272 in 2002, while 2004 marked the break-even point between both
sectors. Since 2009, public expenditure has shown the greatest share relative to
GDP, amounting to MM$4,087,049 in 2009 and MM$4,554,093 in 2010.
Graphic 8 – Share in GDP of public and private expenditure on health, Chile, 20002010
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Allocation Criteria and Payment Models
Fonasa resource transfers are divided in four main allocation groups:
PHC Capitated Payment

Calculated on the basis of the population of potential users and a vector of care
benefits that are estimated to be delivered (implicit health plan) which, if properly
appraised, generates an effective primary care financing method, intended to serve
a population.
Diagnosis-related Payment

Financial compensation mechanism that links payment to a concrete medical
outcome: the patient's discharge diagnosis.
It is based on the concept of paying a pre-determined amount for a solved
diagnosis, on the basis of a standardized set of benefits (basket) conducive to
overcoming the pathology, taking into account the evolution and treatment of
an average patient's morbidity. The diagnosis-related payment (PAD) consists in
a flat rate to which no after-hours surcharge can apply and is irrespective of the
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provider's registration group. The amount to be paid is informed in advance, and
payment is made if the expected outcome is obtained, in this case if the pathology
is overcome. This payment mechanism favors cost containment, as gains obtained
from cost containment are entirely available to providers. Technical efficiency in
health care is stimulated as payment is contingent upon pathology resolution.
Payment for Valued Services (PPV)

Fee for hospital-delivered services, which were funded by Fonasa and must be
programmed and monitored for compliance on a monthly basis, so that they can
be paid as Hospital outcome. This is done by using a payment tracking mechanism,
which must be recorded in the Information System for the Management of Explicit
Health Guarantees for collection by the hospital.
The implementation model used by the Valued Payment Program is as follows:
firstly, benefits are determined based upon the Ministry of Health-established
health priorities, then, prices are calculated according to cost and market studies.
This defines the number of benefits, depending on the budgetary framework, to
be provided by a group of "accredited" providers.
Program Component Agreements are established, specifying the number of
services, total cost, flow of transfers, as well as performance indicators, quarterly
evaluations, final settlement 100%, financial, membership and guarantee control.
Payment for Institutional Service

Currently, it is not related to an activity. Calculation is made according to the
Monthly Statistical Summary. This program takes into consideration the historical
budget, payment of statutory fees and bonuses.
These programs are managed by the Ministry of Health, which instructs
Fonasa the transfers to be made.
Transitioning towards Diagnosis-Related Groups

Diagnosis-Related Groups (DRG) constitute a system of patient classification
based on the consumption of resources required for their care, and on the clinical
characteristics they present. With this classification system it is possible to relate
the different types of patients treated in one hospital (case base) with their
treatment cost. DRGs are associated to a number representing mutually exclusive
and homogeneous groups, in financial and clinical terms. They are usually built
with the aid of some type of patient information coding software.
The health sector (Fonasa, Ministry of Health) has budgeted the phasing out
of the institutional service payment, and moving away from the payment for valued
services (PPV) to Diagnosis-Related Groups (DRG)
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A simulation of the PPV to DRG transition is scheduled to be performed in 2011,
to then implement, in 2012, a DRG-based pilot in some Healthcare Services. DRGbased payment is expected to be given national scope in 2013. Graphic 9 shows the
share of these payment modalities in Fonasa's total health expenditure.
Graphic 9 – Share of spending/allocation modalities in Fonasa's total expenditure,
Chile
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The mission of Chile's Ministry of Health is to contribute to enhancing the
health status of its population; to the harmonious development of health systems,
focusing on people; to strengthening control on factors that may impact health, and
to reinforcing the management of the national healthcare network. All of the above
with a view to securing the timely satisfaction of the needs of individuals, families
and communities, with citizen accountability, and to encouraging them to take an
active role in the exercise of their rights and duties.
Statutory Decree No. 1 of 2005 confers the Ministry the authority to "[...] set
policies, establish standards, approve plans and general programs, and assess the actions to
be carried out by such bodies and other system stakeholders."
The sectoral reform process launched in the first years of the previous decade
undertook, as one of its first initiatives, the definition of the country's health
goals. This sought to set the foundations for the health transformations required
to improve the population's wellbeing and address their present needs. The 20002010 Health Goals development process culminated in the definition of four
major objectives:
1. Improving the health progress attained.
2. Addressing the challenges posed by population aging and social changes.
3. Reducing health inequities; and
4. Providing services tailored to meet expectations of the population.
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The 2000-2010 Health Goals have served as the sector's navigation chart in
recent years. Within the framework of the health reform, having a definition of
"clear, measurable and practicable" Health Goals was instrumental in reorienting
public policies in health in Chile and, even now, are deemed a fundamental
management and benchmark tool at the time of establishing priority interventions
and actions in the health system.
Ten years later, and in light of the results obtained in the assessment performed
at the closing of the 2000-2010 Health Objectives period, it becomes necessary
not only to rethink the next Health Goals but also to debate how to strengthen
planning with a view to ensuring their effective pursuit. Only then will it be possible
to fulfill the mandate delivered by President Sebastian Piñera on May 21, 2011: to
focus efforts on "disease prevention and promotion of healthier living habits" and on
"securing for all Chileans dignified, timely and quality care" and improving "management
and efficiency (of hospitals and PHC) significantly."
6

The National Health Plan 2011-2020 (PNS) builds on the experience gathered
and lessons learned through the process of implementation, development and
assessment of the 2000-2010 Health Goals, thus improving its design, management
and assessment methodology. The PNS is also designed around the four major
Health Objectives of the previous decade, and concentrates its efforts in nine
theme areas:
1. Reducing the health, social and economic burden of communicable diseases.
2. Preventing and reducing morbidity, disability and premature death resulting
from noncommunicable chronic illness, mental disorders, violence and trauma.
3. Promoting health and development, and preventing or reducing risk factors.
4. Reducing morbidity and mortality, and improving health at key life stages,
pregnancy, delivery, neonatal period, childhood and adolescence, improving
sexual and reproductive health, and promoting active and healthy aging.
Occupational health.
5. Tackling social and economic determinants of health through policies and
programs conducive to enhancing health equity and integrating social and
economic approaches that are sensitive to the questions of gender, ethnicity,
and based on human rights.
6. Promoting a healthier environment, intensifying primary prevention and
influencing policies across all sectors, with a view to fighting the main causes of
environmental health threats. Improving nutrition, health safety and food safety
throughout the entire life cycle, and public health and sustainable development
support.
7. Enhancing health institutionalism by strengthening governance, financing,
staffing, information, infrastructure and management.
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8. Promoting healthcare quality and fairness.
9. Reducing the impact on health of emergencies, disasters, crises and conflicts,
and mitigating their social and economic impact.

HEALTH SURVEILLANCE
As a result of the International Health Regulations (IHR) negotiation and
approval process, in 2005 the Chilean Ministry of Health undertook the preparation
of an implementation project that encompassed the conduct of studies to identify
and orient the institutional adjustments required, as well as to strengthen the
national capacities in relation to the aspects required by the new regulation. On the
basis of these objectives, in 2005 a project was devised for a budgetary expansion
that further provided for a phased reinforcement of the institutional capacity.
The Ministry of Finance approved the project and as from 2006 there has been a
budget line apportioned to the IHR within the Undersecretariat of Public Health
of the Ministry of Health, which remains effective to-date. In 2006 a process was
initiated for the preparation of instruments for the assessment of basic surveillance
and response capacities in certain regions, as well as ports and airports, which
was concluded in 2008. The instrument designed, discussed, adjusted and agreed
upon with the Mercosur Member and Associate States was taken as a model to
such an effect. The assessment process was followed by the field phase, in 2009 and
2010, where Action Plans began to be developed to overcome the gaps identified
in the regions on which the diagnosis focused. The Department of Epidemiology
of the Ministry of Health, has been conducting continuous activities designed to
reinforce installed capacities and, during the second half of 2011, the six regions
that remain undiagnosed are expected to have completed a diagnostic assessment of
their basic capacities. Once the diagnostic assessment of existing gaps is completed,
the building of the National Plan will begin.
Since more than one decade ago, Chile has had in place an epidemiologic
surveillance model that has been upgraded after the IHR became in force in 2005.
As a strategic measure intended to improve the alert and response system, 2008 saw
the creation of a National Liaison Center and 15 regional liaison centers (two of
which were established in 2009), as alert and response coordination instances.
To increase surveillance at international points of entry, in 2008 and 2009, six
health border offices and regional health action teams were reinforced, in order to
enhance epidemiologic surveillance at ports.
Border Health Offices are located at prioritized border land passes (5) and
at Santiago's International Airport (1). Five border passes meeting the selection
criteria were selected from among all the country's border passes. The purpose of
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Border Health Offices is to strengthen their respective region's surveillance system,
supporting the timely detection of public health epidemiological risks.
The health surveillance laboratory diagnosis network consists of twenty
laboratories called Public Health Laboratories within the purview of the appropriate
Regional Ministerial Secretariat. These regional ministerial secretariats report to
the Undersecretariat of Public Health. Such laboratories are located in 15 regions,
and there are four satellite laboratories in regions 10 and 12.
Laboratories contribute to safeguarding the population's health, as they
perform analyses that provide support to public health policies and programs,
generate essential input for research, define the cause of an epidemic, identify
onsets, control food and water and monitor environmental risks, among other
functions. Laboratories take part in epidemiological surveillance-related process,
and are required to be integrated in a national network to ensure their harmonious
operation.
Their main functions are as follows:
• Identification of environment-inherent risks.
• Disease prevention, control and surveillance.
• Food quality assurance.
• Timely response in disaster and emergency situations.

Regarding the surveillance of risk factors for noncommunicable chronic diseases,
the Noncommunicable Diseases Study and Surveillance Unit was created in 1999,
under the aegis of the Epidemiology Department of the Ministry of Health's Health
Planning Division. Such Unit has conducted the population surveys that include
the above-mentioned surveillance of risk factors. So far, there have been conducted
two self-reporting National Life Quality Surveys (2000 and 2006) and two National
Health Surveys (2003 and 2009), which included bio-physiological measurements
and laboratory exams. These efforts were complemented by the surveys performed
within the framework of the PAHO/WHO-suggested surveillance (Global Schoolbased Student Health Survey 2004-2005; the Global Youth Tobacco Survey 2000,
2004 y 2008; (Global Health Professions Student Survey 2008). In addition, the
results of the National Food Consumption Survey, coordinated in collaboration
with the Nutrition Department of the Division of Healthy Public Policy, were
recently published.
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HEALTH WORKFORCE
As far as the quantitative aspects of our health human resources is concerned,
there is consensus about the existence of gaps and deficient distribution of
health staff. This has become more evident in the public sector, in light of the
implementation of the Explicit Health Guarantees Scheme. However, the only
studies available are those relative to gaps in terms of physicians and specialized
physicians.
As for the remaining professions and occupations, global analyses indicate
that although Chile, with a rate of 31 corer practitioners per 10,000 inhabitants
(Table 1) ranks above the PAHO-suggested target, which sets a minimum
of 25 core practitioners (physicians, professional nurses and midwives) per
10,000 inhabitants, the public sector is still below the suggested proportion, with a
rate of 22.3 practitioners per 10,000 Fonasa beneficiaries, in 2011.
Table 1 – National health core practitioners, Chile, 2011
Profession

No. of practitioners

     Rate per 10,000 inhab.

Surgeons

26,821

15.8

Nurses

15,347

9.1

Nurses/Midwives

2,899

1.7

Midwives

7,344

4.3

52,411

31.0

Total

Source: Number of practitioners obtained from the Public Registry of Individual Health Providers - Health
Superintendence Data available as of June 2011 – INE population 2009 – Estimation 2009: 16,928,873.

The adoption of the Comprehensive Healthcare Model with a Family and
Community Approach has brought about the need to strengthen professional
competencies to secure its proper implementation. Although universities have
added public health and family health elements in their curricula, clinical practice
remains preferably focused on the biomedical model, and residence programs
continue to be based in high-complexity hospitals, rather than Family Health
Centers.
As far as family medicine training is concerned, even though the Ministry
offers annual scholarships in this specialization, the interest in pursuing studies
in this area is low, contrarily to what happens with other hospital/surgical profile
specializations. In 2010 there were 36 family medicine residency vacancies, of
which only 14 were filled (39%). In 2011 there were 42 vacancies, of which 23 were
filled (56%).
Under this state of things, primary health care needs to be given strong impetus
and regained esteem as an attractive career development space.
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Notwithstanding the above, one positive change has been that enrollment in
professional and technical health courses in recent years has been on the increase.
Nowadays, more than 150,000 persons are studying health-related courses at
different academic levels (Table 2). Within this context, it is worth noting that
the SNSS professional staff, including municipal level PHC, amounts to some
120,000 people.
Table 2 – Health practitioners in training, Chile, 2010
Programs

No. of programs

Total Enrollment

Physicians

28

11,981

115

30,586

Nurses
Obstetrician (Midwife)

18

649

Dentists

30

11,241

Speech and Language Specialist

48

7,747

Kinesiologists

96

22,689

Nutritionists

66

10,220

Medical Technologists

30

6,827

Chemical Pharmacists

10

4,203

Nursing Technicians

272

41,154

Dental Technicians

67

5,876

780

153,173

Total

There are national and local mechanisms designed to coordinate the relations
between educational institutions and our health authority. At the national sphere, the
National Healthcare Teaching Commission is in charge of "Coordinating the activities
conducted for the development of healthcare teaching programs. Its scope of action shall include
subordinate institutions or entities related to the Executive through the Ministry of Health, and
Chilean universities" (Supreme Decree No. 908, 1992 – National Healthcare Teaching
Commission). Apart from universities, significant players at this sphere are the
representatives of the Medical Association and the Association of Medicine Students
of Chile. At the regional level are the Healthcare Teaching Regional Commissions,
made up of the Regional Health Ministerial Secretariat (Regional Health Authority)
and educational institutions in each region, and local representatives of the Medical
Association of Chile.
Though it is a formal body, it operates irregularly, without a clear impact
on the determination of the enrollment and the profiles of future physicians
once graduated. There are no comparable instances in other health courses of
studies. In addition to the above, the Educational Department of the Ministry of
Health maintains a coordination structure made up of universities and healthcare
network managers, called Educational Board, dealing with, particularly, policies
and initiatives pertaining to specialized physicians' training programs.
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The Ministry of Health has no educational programs in place for health sector
workers. Training of the health staff is completely restricted to the education sector.
Such sector keeps a strong linkage to the public domain as it uses hospital facilities
to deliver practical training. This relationship is regulated by a general standard
that establishes eligibility criteria for the accreditation of hospitals as Professional
and Technical Training Fields (CFPT). The need to regulate healthcare teaching
activities stems precisely from the increased supply of educational programs, and
competition among educational institutions to access CFPTs.
Chile has sought to promote continuous education as a space where
individuals, teams and the healthcare network in the public sector can pursue
career development. The aim of this initiative is to generate a participation space
where healthcare-related teams, regardless of whether they are multi-level (made
up of representatives of different services, units and sections) or multi-disciplinary
(with different approaches to reality) in composition, may reflect upon their
practices and work processes. Once their training has been completed, these teams
are capable of identifying challenges in their reality and come up with alternative
solutions to the problems detected, thus contributing to enhancing quality of care,
user relations and satisfaction.
The experience, practice and knowledge gathered in healthcare services through
the implementation of this strategy have made it possible to raise awareness about
customer service work processes, the strategic importance of sharing practices
within the health team, and the use of simple, high-impact problematization,
assessment and capitalization methodologies.
As to the use of innovative training tools, the Ministry of Health has
implemented a remote learning system, with national reach, providing free-ofcharge training to its 120,000 professional staff distributed across its secondary and
primary network. In 2010, the number of students participating in this initiative
amounted to 9,888. In 2011, enrollment rose to 13,000 students, and investment
totaled USD 1,465,000.
There are now more than 50 distance training actions underway (e-learning,
b-learning and on-site modalities) covering subjects addressed to the managerial,
executive and clinical care levels, as well as others focusing on personal and career
development of professional health staff. This program is administered by a network
of 29 coordinators (one in each health service), 600 technical and social tutors
(healthcare network officials), with the support of ministerial technical teams and
private experts, who contribute to strategic, tactical and operational guidance, as
well as to contents, which are then organized into learning material and offered by
a number of third-party organizations dedicated to e-learning.
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Health training is subject to the regulatory framework governing higher
education in Chile. The Political Constitution enshrines the right to freedom of
education, where the State has a subsidiary role. The Ministry of Health has no
regulatory authority over education and training. This power is vested with the
Ministry of Education.
The role of the State is to officially accredit higher education institutions, which
can only be created by law. The existing regulatory framework establishes that new
educational projects must undergo a licensing process, which includes approval of
the institutional project, and assesses the progress and effective implementation
of the new entity's educational plan. All new higher education institutions must
comply with this process, which comprises a six-year initial period. At the end
of this term, the Higher Education Council may either certify the institution's
autonomous status, if the institution conforms to the established evaluation
criteria and to the approved institutional project, or extend the verification period.
Autonomy is understood to mean the right of each higher education institution
to self-governance, in accordance with its bylaws in relation to the fulfillment of
its purposes, and includes academic, economic and administrative autonomy.
Academic autonomy includes the power of higher education institutions to
decide by themselves how the teaching, research and extension functions are to be
fulfilled, and to establish their curricula and study programs.
From the above it can be elicited that there is no way of defining program
enrollment limits or curricular filters in self-standing higher education institutions,
although irregularities in these type of institutions may be reported to the Higher
Education Division of the Ministry of Education, or brought to court. During
the licensing process it is possible to assess progress and completion of the new
entity's educational project through significant development variables such
as faculty, teaching, technical and educational, curricula, physical spaces and
infrastructure, as well as the economic and financial resources required to grant
academic degrees and diplomas. It considers annual evaluation cycles, including
partial assessment of the most significant variables in each institutional project,
i.e., infrastructure, equipment, economic and financial means, teaching resources
(library, laboratories, workshops and IT equipment), faculty, students, services and,
in the case of universities, research and extension. Under Article 99 of Statutory
Decree 2/2009 of the Ministry of Education, student enrollment can be reduced
if repetitive breaches occur during the licensing process. Contents are not defined
in a completely autonomous manner by applicant institutions, as they are reviewed
during the licensing process, and may be subject to changes.
There are reference frameworks for health practitioners' training within the
context of the System of Education Quality Assurance (Law 20,129). However,
exception being made of medicine and teaching programs, adherence to the
accreditation system is voluntary. Accreditation criteria include, among other
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variables, minimum qualification profile expressed as a set of competences and
skills to which every educational program should be conducive, regardless of the
specific objectives of each particular course of studies.
Professional profiles are defined by a program-specific Technical Committee,
made up of representatives of universities, health providers and, in some specific
programs, the Ministry of Health. Specific accreditation standards include:
• Institutional integrity
• Structure and administrative organization
• Professional profile and curriculum structure
• Human resources
• Teaching/learning process efficacy
• Educational process outcomes
• Infrastructure, technical support and teaching resources
• Community outreach
• Student welfare services

Training of technical health cadres is delivered by training institutions
(vocational and technical training institutions), which autonomously define their
teaching/learning strategies.
Education in public health is provided by universities through their medical or
dentist specialization undergraduate programs, or alternatively, masters or doctoral
programs, which can be accessed by professional degree holders or baccalaureate
graduates.
The private sector is actively involved in health professional and technical
practitioners' education. Private institutions account for 70% of total enrollment.
As for human resources management, the Ministry of Health defines the
regulatory framework applicable to, mainly, the public health sector; its enforcement
is decentralized at the level of health services and municipal primary care.
There are three large regulatory frameworks governing health human resources:
the Administrative Regulations, for non-medical staff working at the Healthcare
Services; the Medical Law, to which physicians, dentists, chemists and biochemists
serving at the Health Services are subject, and the Primary Care Regulations,
applicable to the health staff serving at municipal (local administration) level.
Hiring modalities are basically as follows:

Health System in Chile

• Permanent staff, with highly stable, indefinite term of employment.
• Staff under annual contracts, generally highly-stable.
• Lump-sum (fixed-fee) contract for the provision of specific temporary services.
• Purchase of individual and institutional professional services to cover waiting list
needs or potential non-compliances with health care deadlines.

Most human resources fall within either of the first two hiring modalities, which
entitle them to enroll with the social protection and health insurance systems.
Remunerations consist of fixed components (single wage scale) and variables
associated to factors such as: health goals achievement incentives, work conditions
and place, priority days, professional competencies, managerial responsibilities,
qualified experience, difficult tasks, merit, among others, which are expressed
differently depending on whether staff is within the scope of Primary Care or
Healthcare Services, and on the particular statutory labor framework applicable
(Laws 19,664, 15,076 or 18,834). Although these schemes have not been
systematically assessed for efficacy, they are perceived as not having been efficient
enough to reduce the existing critical staff deficits.
Our country has a long history of statutory labor frameworks governing the
relation between the Government and its officials, as a result of which a health
career plan is in place. Since the early 1960s, drawing on the French experience,
the Public Administration Rules were approved; this framework contains all
regulations applicable in this area.
On the other hand, there are particular regulations, which seek to cover the
specific characteristics of each particular sector, always in conformance with the
general regulatory framework, addressing the entire employment cycle.
One first point worth mentioning is that in Chile, the civil service career can
only be pursued by permanent staff with indefinite employment. In the case of the
Healthcare Services, around 52% of the staff meets this condition. The remaining
officials have annual renewable contracts and, therefore, employment promotion
and stability provisions do not apply to them.
In the case of PHC, the situation is different, as there exists an indefinite
contracting modality, which accounts for 56% of PHC staff. The staff hired under
fixed-term contracts is equally entitled to pursue a career in health, although they
do not have job stability guarantee. The most salient features of the career are as
follows:
• Competitive admission, under transparency and equal opportunity conditions.
• Training is understood as a right associated with development, not only individual
but also institutional.
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• Promotion through competitive processes based on variables such as performance,
competencies and career history.
• Performance assessment processes.
• A special scheme for senior staff, who are comprised within a higher management
system we will deal with in further detail below.

Despite the existence of these labor frameworks, a thorough review and
adjustment effort is required to underpin primary care as the backbone of a
comprehensive health system, making career progress contingent upon factors
such as the effective integration of multidisciplinary health teams, competencies
rather than educational background and seniority, leadership skills, and use of
information technologies, to mention but a few.
The practice of medical professions and related activities is regulated by the
Health Code (Statutory Decree 725/67 as amended), which sets forth that "only
individuals holding the appropriate diploma granted by the University of Chile or any other
government-accredited university, and legally licensed to practice their professions will be
authorized to perform medical, dentist or pharmacy activities or other activities related to
health maintenance or restoration." Similarly, the only persons authorized to practice
professions ancillary to the ones mentioned above shall be those specifically
authorized thereto by the Health Authority. In addition, the same statutory
framework establishes some exclusive attributions of certain health practitioners
and technical staff such as plastic surgeons, dental laboratories, chemical and
pharmaceutical laboratories, among others. Another statutory instrument having
the same intent is the Single National Medical Knowledge Exam, approved by the
Ministry of Health Decree 8, dated, February 10, 2009. This exam is designed to
see to it that the professional profile of graduating physicians is suitable to attain
the country's health goals. Passing such exam is required to be eligible to work in
the public health sector, to opt for government-funded training, and to register as
a free-choice Fonasa provider.
Chile has been catalogued as a migration receiving country. According to
figures available about foreign individuals working in the public health system,
foreign primary care physicians account for more than 35% of hired physicians.
Elsewhere in the network, the presence of foreign physicians is less significant
in proportional terms, representing around 5% of all physicians working in the
Healthcare Services.
As far as nurse staff is concerned, there are no more than 170 foreign nurses
working in Chile, and contrarily to what happens with physicians, there are more
foreign nurses working in Healthcare Services than in PHC.
Although the Ministry of Health has no data available about Chilean physicians
who have emigrated to other countries, this figure is estimated to be marginal.
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ACTION

ON

SOCIAL DETERMINANTS

OF

HEALTH

According to the WHO, it is necessary to reduce health inequities within
countries, which makes it necessary that, regardless of the direct causes of diseases,
the focus be placed on the reasons or findings that bring about or trigger such
causes. These findings, known as social determinants, are linked to economic, work,
educational, and cultural conditions, among others, that cause certain populations
to be more prone to be vulnerable than others in relation to their health, thus
making them more likely to become ill. Social determinants are typically closely
interconnected and, hence, require the adoption of joint social policy actions to
address and overcome them at country level.
In recent years the Government of Chile has developed a series of programs and
strategies that reflect that joint and multisectoral approach to social determinants,
thus evidencing the need for coordinating integrated actions by social ministries
in order to reduce vulnerabilities in the Chilean population. The clearest example
of this is the development of a comprehensive social protection network known
as "Red Protege", which integrates the efforts of the Ministry of Health (MoH),
the Ministry of Education (Mineduc), the Ministry of Labor, the Ministry of
Housing, the Ministry of Planning, and the National Women's Service (Sernam).
The network is founded on a set of nine strategies addressing the main population
needs throughout the life cycle.
Many of these strategies are directly aimed to reduce social determinants of
health inequities. The implementation of Red Protege has been based on a criteria
of guaranteed entitlements, enforceable by all citizens, most of which have been
given statutory form through laws and decrees, which further specify how the
population can enforce them, and, ultimately, the courses of action available in
case any of such guarantees is breached. In brief, the program features the following
components:
Comprehensive Child Protection System: Chile Crece Contigo
The mission of the Chile Crece Contigo program is to accompany, protect and
provide comprehensive support to all children and their families through universalscope actions and services, as well as targeting special support to those who are most
vulnerable. Its purpose is to meet the needs of early childhood (from gestation to
age 4) by ensuring basic needs' satisfaction, in view that child development is multidimensional and, hence, it is simultaneously influenced by biological, physical,
emotional and social aspects affecting children and their environment. The Chile
Crece Contigo comprehensive protection program was established by Law 20,379
of 2009. It secures, among others, the following actions and services: the
Comprehensive Education Program for all Chilean children; the Bio-psychological
Development Program for all children who are beneficiaries of the Public Health
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System (which includes pre-natal care strengthening strategies, post-partum care
workshops, provision of child basic care kit, comprehensive child development
follow-up through regular health check-ups, personalized intervention plan based
on detected deficits, among many other actions); guaranteed services according
to the particular characteristics of children living in conditions of vulnerability
(free day-care center and kindergarten, and technical support for needy children),
and preferred access services for the country's most vulnerable children (including
family subsidy, school tutoring, housing improvement, and legal assistance, among
other measures).
School and Higher Education Scholarships
The Educational Scholarship Program of the Government of Chile is a wideranging set of benefits available to vulnerable school and higher education students
so that they can successfully complete their studies. These scholarships and loans
not only fund in total or in part the education (school, technical higher education
and university) of children and youth in the country according to their social and
economic situation, but also provide students with other benefits such as school
kits or food benefits for higher education students.
Youth Employment Subsidy
This subsidy, calculated as a percentage of the taxable income of young people
aged between 18 and 25, is a two-fold benefit, as it favors vulnerable young workers
who are up-to-date with their social security contributions as well as their employers.
This subsidy seeks to stimulate employment and hiring of young members of
Chile's most vulnerable families by improving their wages while encouraging that
they be ensured health insurance coverage as well as inclusion in the pension
savings system.
Scheme of Explicit Health Guarantees: AUGE-GES
The Explicit Health Guarantees Scheme, known as AUGE or GES, is a set of
non-discriminatory health benefits secured by law and intended to improve the
population's life quality in the event of an illness, regardless of whether recipients
contribute to the private or public systems, or do not contribute to any system and
are government-subsidized. The system basically consists in explicitly guaranteed
healthcare coverage in the event of certain pre-determined diagnoses o illnesses,
selected in terms of their impact on the health and family finances of the national
population.
On July 1, 2005, the AUGE Law became in force, ensuring all Chileans access
to better quality, more efficient and timelier healthcare through the following
assurances:
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• Guaranteed access: All individuals are entitled to receive healthcare and be
included in a health network at their place of residence.
• Guaranteed timeliness: There is a maximum pre-determined time limit no later
than which individuals are to receive their first care or post-diagnostic care.
• Guaranteed quality: Benefits are to meet pre-established technical standards,
which are to be built based on medical evidence.
• Guaranteed financial coverage: Payment of benefits is not to be a condition to
access GES-related services.

As of 2011, the scheme provides guaranteed coverage of 69 diseases, and
the National Health Fund (Fonasa) and Health Insurance Institutions (Isapres)
must guarantee compliance with all these assurances. In case of guarantee breach,
the law sets forth the ways in which complaints can be lodged with the Health
Superintendence as well as other competent agencies.
Housing Subsidies
Housing subsidies are governmental aid to families who cannot afford housing
only through their own effort. These subsidies are not only oriented to meeting
the needs of the country's most vulnerable households: benefits are also available
to middle-income citizens, differentiated according to the value of the housing
they wish to acquire. In addition, there are subsidies available for new and used
housing, for the restoration of neighborhoods containing valuable heritage, and
for the improvement of the dwelling place, in case it is in health-threatening state
of conservation.
Program of Social Protection to Poor Families Chile Solidario
The Chile Solidario System is targeted at families living in extreme poverty, and
seeks to enhance the conditions and opportunities of people living in this situation
by assisting them in effectively building the required coping capacities, and improving
their family, community and institutional ties. This system is three-dimensional
in scope as it provides families with psychological and social support; features a
guaranteed subsidy scheme (Chilie Solidario's protection and exit bonuses, identity
card grants, drinking water and sewerage subsidies), and secured preferred access to
social protection and promotion programs, which implies prioritized eligibility for
public service network admission. This system features the following programs: the
Dignified Dwelling Program, the Family Production for Self-Consumption Program,
the Bridge Program (providing families with psychosocial support), the Ties Program
(psychosocial support targeted to the elderly), the Streets Program (for homeless
individuals), and the Pathways Program (providing psychosocial support to families
having one family member in prison).

330

331

Health Systems

in

South America

Unemployment Insurance
Unemployment insurance, governed by Law 20,328 of 2009, is intended to protect
Chilean workers when they are unemployed. It is jointly funded by the government,
employers and workers. The beneficiaries of this subsidy are all employees, aged 18
or older, who work in Chile under the Labor Code. Unemployment insurance
not only consists in cash transfers but also health benefits, labor reentry support,
and training scholarships. Unemployment insurance-related strategies include
labor intermediation/reentry through the National Job Exchange, labor training,
unemployment solidarity fund available to workers earning lower wages, provision of
the family allowance subsidy during the unemployment, and access to health benefits
through Fonasa during such period.
Basic Solidarity Pension
The Basic Solidarity Pension (PBS) and the Social Security Solidarity
Contribution are deemed to be the pillars of Red PROTEGE network, and consist
in monthly Chilean government-provided cash transfers to all elderly citizens aged
at least 65, or disabled citizens who have no pension or source of income (in
the case of PBS) or receive a deficient pension (in the case of the Social Security
Solidarity Contribution). This entitlement is currently (2001) available to 60%
of the country's most vulnerable populationc since 2008, and its enforceability is
guaranteed by Law 20,255 of Pension Reform
Born Alive or Adopted Child Bonus
The allowance for born alive or adopted child is a contribution by the Chilean
Government to the pension savings account of women for each child born alive or
adopted, with a view to improving their future pension. This benefit is provided
regardless of women's work, social or economic status, and accrues income until
women reach the age of 65, when the bonus is actually deposited in their pension
savings account. Live birth or adoption bonus entitlement has been guaranteed by
Law 20,255 (pension system reform) since 2009.
The development of a social protection network as the backbone of social
policy of the Chilean Government has been a great learning experience, in relation
to both its design and building process, and its execution and coordination
mechanisms.
Firstly, from a strategic viewpoint. the social protection network is
underpinned by two main pillars: coordination across traditional social policy
sectors (education, health, labor and housing), and the integrated action of all
those sectors to meet the differentiated needs of individuals, according to their
life cycles and other characteristics that are common to certain population groups.
This is reflected in the convergence of multi-purpose strategies targeted at children,
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adolescents, adults, elder citizens, ethnical groups, homeless individuals, citizens
with disabilities, etc. Such approach has evidenced the need to generate effective
coordination mechanisms, at both program preparation and execution stages,
which has demanded enormous effort by all social policy sectors. A clear example
of this is the Comprehensive Child Protection System, Chile Crece Contigo. The
organization and coordination of this initiative is a joint effort of the Ministry of
Planning, the Ministry of Health, the National Kindergarten Board (Junji) and
the National Minors Service (Sename), among other agencies, while its direct
execution requires the participation of state-run entities such as Primary Care
Centers, municipalities, day-care centers and kindergartens within the aegis of the
Junji, etc.
Another critical aspect at the program preparation stage is the design of
useful data generation mechanisms for follow-up and monitoring purposes. These
mechanisms should be ideally developed at the same time when programs are
designed, leaving clearly established what type of data should be gathered, as well as
how, and how often, such data is to be collected. This will facilitate program start-up,
centralized control by planners, and ongoing assessment to detect lagging niches,
strengths, weaknesses, and areas requiring reformulation or upgrading.
As for the effective coordination between the governmental institutions in
charge of the strategies and programs in the Social Protection Network, one of
the critical aspects detected is the importance of having clearly defined authorities
and competences of each public entity related to the operation and/or execution
of a program. Indeed, the coexistence of multiple agencies in charge of one same
strategy may bring about responsibility loopholes at certain links of the program's
productive chain, or decision-making conflicts at stages where responsibility is
deemed to be shared.
Finally, a coordination aspect of paramount importance is the creation of
explicit mechanisms for data exchanging from one governmental agency serving one
program to another. Whenever there are products shared by different government
agencies, or the products of one agency are inputs to be used by another entity
in the production chain of the strategy or program, it is necessary to establish,
also in advance, the mechanisms through which such information is to be shared,
consolidated and added.
As for the scope of the Millennium Development Goals (MDG), their
monitoring and follow-up have called for the creation of the Millennium Goals
Governmental Network, which is coordinated by the Ministry of Planning and
made up of the following governmental member entities: Ministry of Education,
Ministry of Health, Ministry of Public Works, Ministry of Labor and Social Welfare,
National Women's Service, National Environmental Commission, Ministry of
Housing and Urban Development, Superintendence of Health Services, National
Statistics Institute, International Cooperation Agency, Undersecretariat of Regional
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Development, and the National Forest Corporation (Conaf). The outcomes of the
collaborative effort of the Millennium Goals Governmental Network have been
the reports on the progress made towards the attainment of these goals (3 so far)
and the detection of lagging areas, so that competent authorities may become
aware of underachieving areas and adopt the appropriate corrective measures.
As to the level of MDG compliance, according to the 2010 progress report,
about one third of the undertakings established for 2015 have been accomplished
so far. Among the minimum indicators established in 2000, the greatest headway
was made between 2006 and 2009, as evidenced by the increased ratio of women's
and men's literacy ratio, as well as the growth in the proportion of women in the
non-farming salaried sector. In addition, in this period, the number of mobile
telephones and internet users rose substantially. Additionally, a positive trend was
noted in indicators relative to primary and secondary school coverage, as well as
in those reflecting gender equality and women's autonomy. As to health indices,
there has been a decline in the rates of mortality due to cardiovascular disease,
diabetes and cancer of the uterine cervix. Yet, the obesity rate of children under
the age of six has risen, and so has the birth rate of children born to mothers who
are younger than 19 years-old.
Among the greatest unmet challenges so far are the eradication of extreme
poverty, a dimension where a reversal was recorded between 2006 and 2009,
creation of more and better jobs, improvement in educational quality, removal
of barriers to women's labor market access, maintenance of the positive evolution
of health indicators, and improvement in the country's environmental and
biodiversity conditions, among others. Likewise, persistent income distribution
inequality is a first-order challenge.

Strategic Supplies

to

Health

Access to Basic Medications
Since 1968 Chile has had the so-called National Medication Form. The Form
has become a tool to ensure availability of essential and priority medications in
primary healthcare, based on public health insurance (Fonasa).
Chile has large drug production capacity, mainly of generic medicines (which
have no patent protection). It should be noted, however, that all raw materials
(active principles and excipients) are imported. Incipiently, several laboratories and
companies are developing new drugs.
As far as immunization is concerned, Chile has small capacity to produce
some types of vaccines, and is also working on the development of new vaccines
in the country. So far, however, imported vaccines are commonly used, due to cost
reasons.
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As to the existence of national policies geared towards overcoming drug access
barriers, the National Drug Policy (2004) addresses the following aspects:
• Medicine access and availability
• Medicine quality
• Rational use of medicines
• New role of pharmacy and medicines
• Scientific drug research

In the short term, under way is the launch of a new national drug policy,
formulated to meet the country needs as defined in the National Health Plan,
with a strong oversight and follow-up on the activities, goals and indicators of the
new policy.
Health inputs-related policies conform to the Trade-Related Aspects of
Intellectual Property Rights (TRIPS) commitments, as regards the duties, as well
as the flexibilities, they envisage. As for health inputs, the agreements signed by
our country bind us to abide by intellectual property rights relative to patents
and protection of undisclosed information. This protection confers commercial
monopoly rights for certain products, and bans the registration of similar drugs
using information about drugs that have been registered as new (in some cases
classified by law) when such information is rated as undisclosed.
Telehealth
The existing Communication and Information Technology strategy for the
public health sector is organized around the following strategic hubs:
• Alignment of the strategic goals of public health sector institutions: Ministry of
Health, Health Superintendence, Supply Center of the National Health Services
(CENABAST), and the Public Health Institute.
• Sectoral approach to technology development, including sectoral initiatives based
on a common vision.
• The use of technologies is based on the integration of Communication and
Information Technologies and support to the institution's priorities, with the
focus being placed on the development of information repositories that provide
secure, integrated information to ensure appropriate sector management.

The use of new technologies has enabled the development of enhanced quality
solutions for interactions between individuals and the health system. Examples
of these innovative solutions are telemedicine, which helps enhance care and
resolution capacity in remote areas; hospital systems designed to optimize care
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times and management of primary and secondary care-based health resources
(appointments, referrals, hospitalization); and increased integration of the health
network attained by primary care through integrated information systems and
digital networks that help streamline patient follow-up and information access.
Today, there is a digital network in place enabling Telehealth access, and there
are a number of initiatives at the operational stage, while there are some projects
underway for the year 2011 within this area (digital imaging, teledermatology
and telecardiography). Such digital network connects all tertiary care facilities
(approximately 200 hospitals), and all primary care centers (some 600 municipal
physician's offices). The only type of healthcare facilities that are not connected
to the digital health network are rural health posts, which amount to a total of
1,000 establishments.
Health Technology Assessment (HTA)
The concept of health technology encompasses "medicines, devices, medical and
surgical procedures used in medical care, as well as the organizational systems through which
such care is delivered." Health Technology Assessment is a form of research that
examines the technical, social, economic, and legal impacts of the use of health
technology, as well as its short and long-term, direct and indirect effects, in addition
to its desired and undesired impacts.
In health technology assessment the following concepts are of critical
importance:
Efficacy: Measures the benefits obtained by a population when a medical
technology is applied under ideal conditions. It is experimental, and its outcomes
are universal, provided the given conditions remain unchanged.
Effectiveness: Measures the benefits obtained by a population when a
technology is used under general or routine conditions.
Efficiency: It is defined as the ratio between the outcomes obtained when a
given technology is applied and the costs of the resources used.
Safety: This concept refers to the unwanted effects, of any type whatsoever,
associated to the technology assessed.
A major catalyst that has generated tension in the use of HTA has been the
above-mentioned AUGE. The AUGE-covered health conditions have statutorily
guaranteed access to the health system, and the clinical practice guidelines prepared
using HTA methodologies specify the way in which care is to be provided, and
maximum care time limits.
Although the Ministry of Health has a Health Technology Assessment
Unit, acting within the purview of the Patient Quality and Safety Department
of the Undersecretariat of Healthcare Networks, no independent HTA has been
organized yet. The main challenges pending resolution in this area are as follows:
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• Lack of explicit HTA application mechanisms for decision-making relative to new
health technologies.
• Lack of a clear HTA institutional structure
• Insufficient participation and absence of formal mechanisms to define the role of
other actors (patients, practitioners, industry) in the resource allocation decisionmaking process

Health Research

and Innovation

The mission of the National Health Research and Development Fund (Fonis)
is to finance new knowledge-generating projects with a view to contributing to
improved health-related decision-making, in areas ranging from health policymaking to clinical decision-making levels. Thus, the Fonis seeks to promote and
leverage scientific and technological knowledge via competitive bids involving
multi-disciplinary public and private institutions whose common pursuit is to
improve the Chilean population's health.
Since 2001 the National Scientific and Technological Research Commission
and the Ministry of Health have been undertaking a joint pursuit intended to
enhance the connection between research and country's needs. These needs were
summarized by the Ministry of Health, initially through the Health Goals 20002010, and now through the National Health Plan 2011-2020.
It is necessary to enhance the health accomplishments reached so far, meet
the challenges stemming from population ageing, social changes and changing
lifestyles, reduce existing inequities, and provide services that are up to the
population expectations.
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Territory
divided into
15 regions,
54 provinces,
345 municipalities and
346 communes

Population:
17,135,000
inhabitants

Article 19 § 9: "Right to
health protection. The
State protects the free
and equitable access to
actions of health promotion,
protection and recovery
as well as rehabilitation of
individuals. The State will
likewise be in charge of
coordinating and controlling
actions related to health.
It is the preferential duty
of the State to guarantee
that health actions be taken
whether in the public or
private sector in the form
and conditions determined
by the law that may
establish payroll taxes. Every
person will have the right to
choose the health system
they wish to use, whether
public or private."

National Constitution in
Force: 1980

Unitary State;
functionally
and territorially
decentralized
administration

Chile

Constitutional and legal
health framework

Country

Occupational Health is managed
by a separate scheme supervised
by the Ministry of Labor, and based
on payroll taxes made by mutual
organizations of the Institute of
Social Security Normalization.

The Armed Forces and the Police
have a network of providers of
varying complexity, respectively,
regulated by the Ministry of
Defense.

Private subsystem: It consists of
the health Insurance Institutions
(Isapre), which are private
insurance companies, private
hospitals and medical centers that
provide healthcare services; and
laboratories and pharmacies.

Public Subsystem: is called the
National Health Service (SNSS) and
is made up by the Ministry of Health
and its related agencies (29 health
services, the Public Health Institute,
the Center for Supply [Cenabast],
the National Health Fund [Fonasa],
which offers public insurance,
and the Health Superintendence
that is the regulating body which
supervises and regulates private
insurers [Isapre] and public
insurance [Fonasa]).

Health System: mixed, based on
health insurance contribution.
There is a public/private
combination in terms of financing
and providing healthcare services.

Organization of the Health System

The sanitary surveillance laboratory diagnosis
network consists of 20 public health laboratories
acting within the purview of the appropriate
Regional Ministerial Secretariat; they are
located in 15 regions. Laboratories contribute
to safeguarding the population's health, as
they perform analyses that provide support to
public health policies and programs, generate
essential input for research, define the cause
of an epidemic, identify onsets, control food
and water and monitor environmental risks,
among other functions. Their main functions
are: identification of environmental risks; disease
prevention, control and surveillance; assurance of
food quality; and timely response to disaster and
emergency situations.

Sanitary Surveillance

The Noncommunicable Disease Study and
Surveillance Unit was created in 1999. It was
responsible for the conduct of the National
Life Quality Surveys (2000 and 2006), based on
self-reporting, and two National Health Surveys
(2003 and 2009), which included bio-physiological
measurements and laboratory exams.

Public health surveillance is the duty of the MoH.

Stewardship: formulation, oversight and
assessment of policies, plans and programs;
definition of health goals; sectoral and
intersectoral coordination; international health
coordination and cooperation; formulation of the
sector's budget; formulation, assessment and
update of the Explicit Health Guarantees Scheme
(AUGE), among other duties.

The MoH is the health authority having
stewardship duties: formulation, setting and
oversight of health policies.

Ministry of Health (MoH): created in 1959.
Precursors: 1932 Ministry of Public Health; 1924
Ministry of Health, Social Welfare and Insurance

Functions of the Ministry of Health and Sports

Chart 1 – Health System in Chile, summary – constitutional framework, current policy structure and priorities

The National Health Plan 20112020 continues to uphold the
four major health goals, and
concentrates its efforts on nine
theme areas: communicable
diseases; noncommunicable chronic
diseases, mental disorders and
violence, and traumas; morbidity
and mortality reduction; addressing
social and economic health
determinants through policies and
programs conducive to improving
health equity and integrating
approaches at the socioeconomic
level, with special focus on issues
of gender, ethnicity, and respect
for human rights; promotion of a
healthier environment; strengthened
governance, financing, staffing,
information, infrastructure and
management; promotion of quality
and fair healthcare; and mitigation of
the effects on health of emergencies,
disasters, crises and conflicts, as well
as their social and economic impact.

Providing services tailored to meet
expectations of the population.

Reducing in health inequities

Addressing the challenges posed by
population aging and social changes

Improving health accomplishments

The sectoral reform process
undertaken in the 2000s, focused on
the definition of the country's health
goals. Four major goals were defined
for the 2000-2010 decade:

Policy priorities
current

Since 2001 the National Scientific and Technological
Research Commission and the Ministry of Health have
been undertaking a joint pursuit intended to enhance the
connection between research and the country's needs
regarding health.

The total public contribution corresponded to 56% of
the total funding while private contribution reached 44%
(2006).

The Law of Explicit Health Guarantees (AUGE or GES)
has been in force since 2005. The law establishes
a mandatory health plan for healthcare providers
regardless of them being public or private. It grants
explicit guarantees regarding access, timeliness and
quality of care, as well as financial protection for
69 diseases. In case of non-compliance by Fonasa or
Isapres, the law sets forth the ways in which complaints
can be lodged with the Health Superintendence as well as
other competent agencies.

7% of the population is deemed to be "independent"
as they are not subscribed to any health scheme.

Co-payments are made for Isapre and Fonasa medical
practices.

Private funding: i) direct contributions (40%) – out-ofpocket payments of individuals through co-payments
for healthcare associated to health plans of Isapres and
Fonasa, and expenses on drugs and private medical care
payments, and ii) indirect contributions (4%) – voluntary
additional contributions by individuals affiliated to Isapre
to improve the coverage of their health plan or through the
payment of premiums of private health insurance plans.

Public funding: i) public contribution or direct taxes (26%)
coming from the collection of general taxes (municipal
and Central Government contributions) ii) indirect public
contribution (30%) payroll taxes made by workers and
companies (2006).

The mission of the National Health and Development Fund
(Fonis) is to finance projects generating knowledge and to
contribute to improving health-related decision-making.

Relative to the country's Gross Domestic Product (GDP),
the total expenditure on health in 2007 accounted to
6.56% of GDP.

74% is enrolled with the public subsystem (Fonasa); 17%
is enrolled with Isapres

2% is covered by the Armed Forces health system

Research and Innovation in Health

Funding: Health Expenditure Sources and Composition

Social Protection in Health

Chart 2 – Health System in Chile, summary – social protection, funding, research and innovation in health
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LIST

OF

ABBREVIATIONS

AND

ACRONYMS

ADPIC — Aspectos de los Derechos de Propiedad Intelectual relacionados con el Comercio
(Aspects of Intellectual Property Law related to Trade)
PHC — Primary Health Care
AUGE — Acceso Universal con Garantías Explícitas (Universal Access with
Explicit Guarantees)
Cenabast — Central de Abastecimiento (Center for Supply)
CPFT — Campos de Formación Profesional y Técnica (Vocational and Technical
Training Fields)
ENS — Encuesta Nacional de Salud (National Health Survey)
HTA — Health Technology Assessment
FFAA — Armed Forces
Fonasa — Fondo Nacional de Salud (National Health Plan)
Fonis — Fondo Nacional de Investigación y Desarrollo en Salud (National Health Research
and Development Fund)
GES — Garantías Explícitas en Salud (Explicit Health Guarantees)
DRG — Diagnosis-Related Groups
INP — Instituto de Normalización Previsional (Institute of Social Security Normalization)
Isags — Instituto Suramericano de Gobierno en Salud (South American Institute of
Government in Health)
Isapre — Instituto de Salud Previsional (Health Insurance Institution)
Junji — Junta Nacional de Jardines Infantiles (National Kindergarten Board)
Mercosur — Mercado Común del Sur (Southern Common Market)
MoH — Ministry of Health
MDG — Millennium Development Goals
OIRS — Oficina de Información, Reclamos y Sugerencias (Information, Complaints and
Suggestions Office)
WHO — World Health Organization
NGO — Nongovernmental Organization
PAHO — Pan American Health Organization
PAD — Pago Asociado a Diagnóstico (Diagnosis-Related Payment)
PBS — Pensión Básica Solidaria (Basic Solidarity Pension)
GDP — Gross Domestic Product
PMG — Programa de Mejoramiento de la Gestión (Management Enhancement Program)
PNS — Plan Nacional de Salud (National Health Plan)
PPV — Pago por Prestaciones Valoradas (Payment for Valued Services)
IHR — International Health Regulations
Sename — Servicio Nacional de Menores (National Minors' Service)
Sernam — Servicio Nacional de la Salud (National Women's Service)
SNS — Servicio Nacional de Salud (National Health Service)
SNSS — Sistema Nacional de Servicios de Salud (National Health Service)
CIT — Communication and Information Technologies
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Notes
1

 ir Force, Navy and Army (Armed Forces), Police Force, Prison Service, and Investigation
A
Service (law enforcement).

2

I nformation about the armed forces' health system is not as complete as that available for
private and public social security and insurance subsystems.

3

Mutual organizations are private non-profit institutions, first established in 1958.

4

 ince the enactment of the Pension Reform Law in 2008, the INP functions are split in
S
two, as a result of which two separate institutions are created: the Social Welfare Institute,
which manages recipients' pensions, and the Occupational Safety Institute, which manages
occupational insurance.

5

 mounts are stated in million (MM$) current Chilean pesos (CLP) as of 2007, and
A
million United States dollars (USD) at a rate of exchange of USD 1 = CLP 522 average
Dollar 2007. Source: Central Bank of Chile
Presentation, National Health Plan 2011-2020 to Comply with Sanitary Goals

6
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Health System
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VI. Health System in Colombia

C

olombia is a social State, organized in the form of a unitary republic,
decentralized, with autonomous territorial units, democratic, participatory,
pluralistic and founded on respect for human dignity, on the work and solidarity
of the individuals who make it up and on the predominance of the general interest.
The government of Colombia is politically centralized, and the power is separated
into the executive, legislative and judicial branches, as well as several control bodies.
Colombia is divided into 32 departments, a Capital District (Bogota) and
four special districts. Departments are subdivided 1,102 municipalities, districts
included. Districts have autonomy for the administration of their interests, within
their territory, under the Political Constitution and the law.

Social Rights And Health
Constitutional And Legal Framework
The Political Constitution of 1991 defines Colombia as a Social State, which
involves guaranteeing the social rights of its people, both individually and collectively,
through their recognition in its legislation and active social protection policies
(Pardo, et al., 2008). Accordingly, the Constitution, in its Title II, Rights, Guarantees
and Duties, Chapter 2, Social, Economic and Cultural Rights, Articles 48 and 49,
enshrines the rights to social security and healthcare as public services. Article 48
defines social security as a public, obligatory service and as an unredeemable
right of all inhabitants that will be provided under the direction, coordination
and control of the State subject to the principles of efficiency, universality and
solidarity under the terms established by the Law. In addition, it underscores the
role of individual citizens in the progressive expansion of social security, and the
exclusiveness and sustainability of social security-dedicated resources. For its part,
Article 49 establishes healthcare and environmental sanitation, among others, as
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public services to be provided by the Government, making express reference of
the fact that healthcare services are to be decentralized, by levels of care, with
active community participation. Likewise, it prescribes that all individuals are to
be secured access to health promotion, protection and recovery, and that each
person has the duty to seek comprehensive care of his/her health and that of
his/her community. In addition, constitutional jurisprudence has maintained that
health is a fundamental right, not only in itself but also because of its linkage
with other equally fundamental rights such as life, human dignity and integrity, to
mention but a few. These definitions are of paramount importance in terms of the
application of the instruments designed to secure these rights, and their financial
impact upon the system, as it will be discussed below.
Legislative Development

In fulfillment of the mandate established in the Political Constitution, in 1993
Congress passed Law 100 creating the General System of Social Security in Health
(SGSSS), and setting its founding principles, governing bodies, organization and
operation, administrative, financial and control rules, and obligations derived
from its enforcement. Other statutes enacted later on modified or supplemented
the system's conditions. Law 715 of 2001 contains organic provisions relative to
means, duties and powers, as well as other stipulations on how the delivery of
education and health services, among others, is to be organized. Law 1,122 of 2007
introduces certain changes to the SGSSS, with emphasis on the improvement of
the population's health. It defines insurance and the conditions under which the
system is to operate. In addition, this statute reforms certain aspects concerned
with stewardship, universalization, funding, equilibrium among the system's
actors, streamlining and improvement of health service provision, strengthening
of public health programs, and of inspection, surveillance and control functions,
and organization and operation of healthcare provider networks.
Finally, Law 1,438 of 2011, which is aimed to strengthen the SGSSS
through a model of public health care delivery that, within the framework of the
Primary Healthcare strategy, may enable the coordinated action of Government,
institutions and society to secure health improvement and the creation of a healthy
environment that is capable of delivering enhanced quality services, is inclusive
and equitable, and where the focus and aim of all efforts is the country's residents.
Complementary to the health sector dynamics, though prior to the Political
Constitution, is Law 9 of 1979, whereby sanitary measures were adopted in relation
to the environment, water supply, occupational health, sanitation of buildings,
drugs, cosmetics and similar products, epidemiological surveillance and control,
disasters and deaths, transfer of human remains, inhumation and exhumation,
specimen transportation and control, products intended for domestic use, and
surveillance and control of the above-mentioned aspects.

Health Systems in Colombia

The General System of Social Security in Health - Principles and Values
Under the existing legislative framework, the purpose of SGSSS is to regulate
essential public healthcare services, and create conditions of access by all individuals
to health services at all levels of care. It is geared towards:
"[...] generating conditions that are conducive to protecting the health of the people
of Colombia, with users' well-being the focus and pivot of health policies. In pursuit
of this there will concur actions relative to public health, health promotion, disease
prevention and other services as, within the context of a Primary Care strategy,
may be necessary to promote the population's health on an ongoing basis. To attain
this purpose, a uniform Benefits Plan is to be adopted for all residents, securing
universal coverage, portability or provision of benefits anywhere in the country, and
preserving the financial sustainability of the System, among others [...]" (Article 2,
Law 1,438 of 2011)
This goal and orientation are founded on the following principles of the
system, established in Article 3 of Law 1,438 of 2011), which amended those set
forth in Article 153 of Law 100:
•U
 niversality. The SGSSS provides coverage to all country residents, during their
entire life.
• Solidarity. The practice of mutual support to guarantee access to, and sustainability
of, Social Security services in health by all individuals.
• Equality. Non-discriminatory access to social security in health by all individuals
residing in Colombian territory.
• Mandatory membership. Enrollment with the SGSSS is mandatory for all
Colombian residents.
• Prevalence of rights. It is the duty of the families, the State and the society, to
look after, protect and assist pregnant women, or women of reproductive age,
children and adolescents, in order to safeguard their life, health, physical and
moral integrity, and their harmonious, comprehensive development. These
services are to be provided in accord with the life cycles described in this Law,
within the Benefits Plan.
• Differential approach. The differential approach principle acknowledges that
certain population groups present special characteristics, based on their age,
gender, race, ethnicity, disability, or their having been victims of violence, to
whom the SGSSS will offer special guarantees and efforts intended to prevent
discrimination and marginalization situations.
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• Equity. The SGSSS must ensure Benefits Plan access by all system enrollees,
regardless of their payment capacity and specific situation, seeing to it that
individual providers who are not competent enough according to technical and
scientific criteria do not jeopardize the availability or resources that are needed to
serve the rest of the population.
• Quality. Healthcare services should provide care for patients' conditions, based
on scientific evidence, in an integral, safe, timely and humanized manner.
• Efficiency. The optimal use of available resources in order to derive the best
results in terms of the population's health and quality of life.
• Social participation. Community intervention in the organization, control,
management and oversight of institutions and the system as a whole.
• Progressiveness. Gradual adjustment of the fees charged for the services included
in the Benefits Plan.
• Free choice. The SGSSS is to guarantee users' freedom to choose the health
promoter organizations and healthcare service providers of their preference
available within their network at any time.
• Sustainability. The benefits covered by the system are to be funded with
resources allocated by law to that end, and their flow shall be expeditious and
agile. Decisions adopted within the framework of the SGSSS must be consistent
with fiscal sustainability criteria, and avoid tampering with the smooth flow of
resources.
• Transparence. The conditions for the provision of services, the relationships
among the different SGSSS actors, and the definition of health policies should
be publicly available, clear and visible.
• Administrative decentralization. As for its organization, the SGSSS is to be
managed in a decentralized manner.
• Complementarity and concurrence. The system actors at the different territorial
levels will be stimulated to be complemented with actions and resources in the
pursuit of the aims of the SGSSS.
• Co-responsibility. All individuals have the duty to see to their own care, as well
as that of their families and communities, to a healthy environment, to the
rational and proper use of the SGSSS resources, and to comply with the duties
of solidarity, participation and cooperation. Public and private institutions must
promote ownership of, and abidance by, this principle.
• Inalienability. The right to social security in health is non-waivable.
• Intersectorality. It is the joint, coordinated effort of the different sectors and
organizations that, directly or indirectly, in an integrated, ongoing manner, affect
the population's health determinants and condition.
• Prevention. The precautionary approach applied to risk management, assessment
of procedures, and provision of healthcare services.
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• Continuity. Any SGSSS enrollee having the intent to retain coverage cannot, in
principle, be separated from the System when his/her quality of life and integrity
is in jeopardy.

It is worth noting that the SGSSS principles are the foundation for its
design and institutional development. One example of these principles is that of
universality. To secure it, three membership schemes were adopted: contributory,
subsidized and special. Solidarity takes concrete form in funding schemes through
compensation and cross-subsidization both within and across insurance regimes.
The principle of efficiency, through quality-based competition in health promotion
organizations (EPS) and institutional service providers (IPS).
Government Intervention

As defined in the legislative framework, the main role played by the State is
that of stewardship and system regulation, as mentioned in Article 154 of Law 100
of 1993.
Social Participation
Social participation in Colombia dates back to 1957 when community
development boards were created. In the health sector, social participation
commenced in 1978 with the Declaration of Alma-Ata about primary care and
community involvement in processes. Later on, in keeping with the principles of
decentralization, Decree 1,216 was passed in 1989, establishing the Committees
for Community Participation in Health (Copacos). In turn, Law 10 of 1990
broadens the scope of participation, giving the community the opportunity to take
part in the boards of directors of health organizations, while Decree 1,416 of 1990
mandates that the head of the departmental and municipal health authority take
part in the Copacos.
The Political Constitution of 1991 marked the beginning of a process of
promotion of social participation in the health system as a key element to secure
its proper operation.
On the basis of this conceptualization, social participation is understood
to encompass citizenship and community participation, for which the following
mechanisms have been laid out:
• Citizenship participation is about fulfilling the duties and exercising the rights of
individuals to secure personal, family and community health conservation, and
contribute to the planning, management, evaluation, and oversight of healthcare
services.
• Community participation is the community organizations' right to participate in
health planning, management, evaluation and oversight decision-making.
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Structure And Organization Of The Health System
Administrative Decentralization in Colombia
Decentralization entails the transfer of political power, resources, decisionmaking, and administration, from the central government to entities such as
local agencies, subordinate government units, semi-autonomous state-owned
corporations, the local government, or community organizations. In Colombia,
there were attempts at decentralizing back in 1974, but only by the late 1980s did
the process actually kick-off, particularly in certain social sectors such as education,
public services and health, with a view to improving their efficiency and efficacy,
as well as service quality and coverage. Subnational levels are therefore required
to enhance their institutional development and mechanisms for community
participation.
Territorial decentralization in the health sector became consolidated with the
passing of Law 60 of 1993, which gave municipal governments more powers and
resources. Law 100 of 1993, which created the General System of Social Security,
reformulated certain functions of territories and maintained the decentralization
spirit, considering it to be one of the pillars of public service (Article 153,
paragraph 6). For its part, Law 715 of 2001 defines the investment framework for
territorial entities, placing emphasis on their powers and duties. Notably, however,
territorial decentralization for departments, districts and municipalities in the realm
of health operates on a differentiated basis, depending on the scope of their powers
and duties. According to Articles 43, 44 and 45 of Law 715 of 2001, those are as
follows: Steering of the health service and public health providers sector, and SGSSS
insurance coverage. As far as the public health function is concerned, no certification
is required, as there are differentiated duties and powers by municipal category, as
explained below. Finally, in the insurance coverage role, districts and municipalities
are deemed all certified.
Organization of the Health System
The Colombian health system has been organized as a public service, where
the population is guaranteed access to services and financial protection through
social insurance.
The architecture of the Colombian health system promotes a high degree of
specialization of the functions of its different actors, public/private participation
in insurance and the provision of healthcare services and a regulated market to
achieve higher efficiency and quality of performance.
From the viewpoint of the health systems theory, the Colombian system follows
the structured pluralism model (Londoño and Frank, 1997), where five clearly
identifiable functions occur. Within the current legal framework, these are:
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1. Modulation. The system's stewardship, direction, surveillance, oversight and
monitoring roles. System stewardship, i.e., the direction, orientation and
steering of the health sector, is the responsibility of the Ministry of Health and
Social Protection (MSPS), as prescribed in Article 4 of Law 1,438 of 2011.
In line with the service and territory decentralization mandate, the following
organizations aid in running the system, under MSPS-emanated guidelines:
a) the Health Regulation Commission (CRES), in relation to benefits plans
and premium values, and b) health-related territorial entities (at department,
district and municipal levels). It is the role of departments, districts and
municipalities to run, coordinate and oversee the health sector and the SGSSS
in their respective jurisdictions, in accordance with the applicable national
statutory framework.
2. Funding. The Colombian SGSSS model of financing has been recognized by
the WHO as ranking higher worldwide in terms of solidarity (WHO, 2000).
The system mobilizes funds from primary sources (homes and businesses)
through payroll contributions, and from secondary sources (national
government funding) to the Solidarity and Guarantee Fund (Fosyga), to
which a set of compensation and distribution rules are applied to calculate
the funding corresponding to insurance, public health preventive actions, and
disasters.
Actions such as those of public health are financed with specifically dedicated
National and territorial government resources.
3. Public Health. Comprehends actions to collective health, intervention
on the health determinants and environmental sanitation, etc. With the
implementation of 2011’s Law 1,438 and the adoption of the primary health
attention strategy, this component outreaches the sphere of actions of the
health sector, and includes as well the interaction with other sectors related
to the health of the populations. Notwithstanding this, the responsibility for
the development of this component continues to lie with the MSPS, and
territorial department, district and municipal health authorities.
4. Insurance. Basically individual health-oriented, it is understood to mean
financial risk administration, health risk management, the coordination of
services that guarantee effective access, quality assurance in healthcare service
provision, and proper enrollee representation before healthcare providers and
other actors, without prejudice to users' autonomy. It is worth noting that
SGSSS insurance features a Mandatory Health Plan (POS), a set of explicitly
listed benefits the population is pledged to be delivered, and that, to secure
access and guaranteed service delivery, for each health promotion organization
(EPS) enrollee. EPSs receive a per capita value known as Capitated Payment
Unit (UPC). EPSs are responsible for fulfilling the non-delegable duties of
1
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providing insurance coverage to the contributory and subsidized schemes,
as well as of enrollment and collection of contributions, by virtue of the
delegation, by the Fosyga, of the tax collection authority.
5. Provision of healthcare services. Delivery or provision of healthcare services to
the Colombian population is performed through different types of healthcare
providers, which are private or public institutions that render ambulatory or inpatient care, and independent practitioners, among others. Healthcare service
providers operate in a regulated market environment, in compliance with
the licensing requirements established by the Mandatory System of Quality
Assurance, offering their services to any System payer . Chart 1 summarizes
the roles played by the different actors in the system.
2

Chart 1 - Functions and actors of the Colombian health system
Actions

Function

Ministry of Health and
Modulation
Social Protection

Description
System stewardship and direction.
System steering in aspects relative to benefits plans and premium
values.

Health
Regulation
Commission
(CRES)

Modulation

Health
Superintendence

Modulation

Technical regulatory body of the general system of social security
in health. Replaced the National Council of Social Security in
Health (CNSSS), under Law 1,122 of 2007.
Its designated functions include, among others, defining and
modifying the Mandatory Health Plans (POS) that Health
Promotion Organizations (EPS) are to guarantee enrollees
according to the Contributory and Subsidized Schemes' rules, and
defining the Capitated Payment Unit value for each scheme.
Inspection, surveillance and control.
Pooling, compensation and distribution of resources.

Solidarity and
Guarantee Fund
(Fosyga)

Funding

Aimed at ensuring compensation across individuals with different
income and risk levels, and the solidarity of the General System
of Social Security in Health, covering catastrophic risks and traffic
accidents, and other complementary functions provided for in
this statute. It acts by fiduciary assignment, with unincorporated
status, and has no permanent staff, as provided for in the
Government Procurement Rules referred to in Article 150 of the
Political Constitution.
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Chart 1 - Functions and actors of the Colombian health system (cont.)
Actions

Department, district
and municipal
territorial units

Function

Description

Modulation

Sector stewardship within their territory.
Inspection, surveillance and control.
Verification and approval of quality of services rendered by
providers operating in the territory (only departments and
districts).

Public Health

Actions oriented towards collective health promotion and care, as
well as inspection, surveillance and control of environmental risk
factors affecting human health.
Departments must additionally coordinate municipal health plans.

Insurance

Encompasses all aspects of the administration of the subsidized
scheme and promotion of the contributive scheme.

Provision

Organizing care to the poor, uninsured population and services
not covered by the subsidized scheme's benefits plan, through
contracts entered into with public or private
providers.
Establishment of service delivery networks.

Health Promotion
Organizations (EPS)

Population
insurance

Insurance coverage to the contributory and subsidized schemes,
as well as and member enrollment, collection of contributions, by
virtue of the delegation, by the Solidarity and Guarantee Fund, of
the collection authority.

Healthcare Services
Institutions (IPS)

Provision of
Healthcare
Services

Provision of healthcare services to population within the
framework of the collective actions undertaken by territorial
entities in fulfillment of their functions in public health and
delivery of the services included in the benefits plans purchased
by EPSs. Also, provision of services purchased by individuals.

Health System Components
Public/Collective Health

Colombia's public health architecture and development model has lately
witnessed significant variations and developments promoted from the legislative
domain.
As a result of health decentralization (Law 10 of 1990), subnational health
entities have become critical actors in the planning and development of the actions
required for their territories. Three years later, Law 100, in line with the world
primary care policy initiative, introduced the Basic Health Plan (PAB ) containing
a series of collectively-addressed actions in health promotion, disease prevention,
public health surveillance, and control of risk factors.
In this context, Law 715 was passed in 2001, creating a new pattern of interaction
and collaboration between the national government and subnational entities under
the concept of differentiated roles and functions. Article 46 prescribes as follows:
3

"Public health is an essential duty of the State, in the fulfillment of which the
national government and the territorial entities shall concur under the terms hereof.
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Territorial entities shall be responsible for the implementation of public health promotion
and prevention actions addressed to the population in their respective jurisdictions."
Within this context, the Law defines the duties of the national government and
territorial entities in the health sector, as well as the specific public health-related
function in Articles 43, 44, and 45, a comparative analysis of which appears in Chart 2.
Chart 2 – Public health roles by territorial entities in Colombia
Departments*

Municipalities

43.3.1. Adopt, publicize, implement and execute

44.3.1. Adopt, implement and adjust public health policies and plans to
conform to national and departmental provisions, and formulate, execute and
evaluate the municipal Basic Health Plan.

national government-formulated public health
policy.
43.3.2. Guarantee financing and provision of
public health laboratory services directly or
through contracting.
43.3.3. Assess health status in the department
and see to its improvement.
43.3.4. Develop and implement the department's

44.3.2. Assess health status in the municipality, and see to the improvement
in conditions determining such situation. Likewise, provide for the functional
coordination, cooperation and integration across sectors in formulating and
executing public health plans, programs and projects within their territory.

Basic Healthcare Plan.
43.3.5. Monitor and assess the execution of
public healthcare
plans and actions in municipalities within their
jurisdiction.
43.3.6. Run and oversee, within their
jurisdictions, the Public Health Surveillance Plan.
43.3.7. Oversee and control, in coordination
with the National Institute for Drug and Food
Surveillance and the National Narcotic Drugs
Fund, the production, selling, trade in, and
distribution of, drugs, including those causing
dependence or psychoactive effects likely to harm
health, and potentially toxic substances.
43.3.8. Carry out actions relating to the
inspection, surveillance and control of
environmental risk factors affecting human
health, and control vectors and zoonoses
under the responsibility of the health sector, in
coordination with environmental authorities, in
unincorporated subdivisions and 4th, 5th and
6th category municipalities in their respective
jurisdictions.

43.3.9. Coordinate, oversee and control public
health-related actions carried out in their
jurisdictions by Health Promotion Organizations,
other subsidized scheme management
organizations, the transformed and adapted
entities, as well as those operating under special
schemes, and Healthcare Institutions (IPS) and
related institutions.

44.3.3.1. Oversee and control, within their jurisdiction, the quality,
production, sale and distribution of food for human consumption, prioritizing
that representing high-epidemiological risk, as well as raw materials for
animal consumption representing risk for human health.
44.3.3.2. Monitor environmental conditions affecting population health and
well-being resulting from noise, keeping pets, litter and odors, among others.
44.3.3. In addition to the above-mentioned functions, districts and special
category 1, 2 and 3 municipalities must, in coordination with environmental
authorities, inspect, oversee and control risk factors present in the
environment and affecting human health
44.3.3.3. Monitor, in their jurisdictions, the quality of water for human
consumption; solid waste collection, transport, and final disposal of solid
waste; management and final disposal of ionizing radiations, excrements,
liquid waste and wastewater as well as air quality. To such an effect, they must
coordinate with competent authorities the implementation of appropriate
control actions.
44.3.4. Develop and execute vector and zoonoses promotion, prevention,
surveillance and control actions.
44.3.5. Exercise their health surveillance and control authority within their
jurisdiction over health risk factors, at establishments and spaces likely to
represent risk to the population such as schools, hospitals, prisons, barracks,
family shelters, child care facilities, ports, airports and land terminals, public
transportation, swimming-pools, stadiums, events halls, gymnasiums,
supermarkets and other types of grocery stores, market squares, street
market fairs, and slaughterhouses, among others.
44.3.6. To comply, and ensure compliance, with the sanitary provisions
prescribed in Law 9 of 1979 and its regulatory framework, or amendments,
addenda or substitutions thereof.

"Districts shall have the same duties as municipalities and departments, excepting those inherent to the role of intermediaries
between municipal governments and the central administration."
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Law 1,122 of 2007 redefined public health to be understood as described below, and
introduced the National Public Health Plan (PNSP), which replaces the PAB.
Public health comprises the set of policies seeking to guarantee, in an integrated
manner, population health through health actions targeted both individually and
collectively, as their outcome is taken as an indication of the country's living,
well-being and development conditions. Those actions shall be performed under
the Government's stewardship, and promote the responsible participation of all
community sectors."
This Plan establishes health priorities, objectives, goals and strategies
consistently with the indicators of health status, national health policies,
international treaties and conventions the country is a signatory to, and other
sector's cross-cutting social policies. Besides, it defines public health responsibilities
of the national government, territorial entities and all SGSSS actors, which are
to be supplemented by the actions of other sectors' actors as established in the
national development plan and in territorial development plans.
The PNSP pursues the following aims: 1) improving population health; 2)
preventing disease progression and adverse outcomes: 3) addressing population
aging and demographic transition-related challenges; and 4) reducing inequities in
population health.
It establishes the following five policy guidelines for the country: 1) promotion
of health and quality of life; 2) risk prevention; 3) recovery from, and overcoming of,
health damages; 4) health surveillance and knowledge management (public health
surveillance, occupational environment surveillance and sanitary surveillance);
and 5) comprehensive management to ensure the operational and functional
development of the PNSP.
The PNSP sets the country's health priorities, to be mandatorily complied with
by the national government, by territorial health plans, and by the operational plans
of EPSs, in accordance with the territorial health profiles: 1) child health; 2) sexual
and reproductive health; 3) oral health; 4) mental health and avoidable violent
injuries; 5) communicable diseases and zoonoses; 6) noncommunicable chronic
diseases; 7) nutrition; 8) sanitary and environmental safety; 9) occupational safety
and diseases of occupational origin; and 10) strategies for the operational and
functional development of the PNSP.
Starting with the launch of the PNSP, which introduces national targets
measured against a baseline, territorial entities and other entities involved must
formulate territorial intervention plans, in accordance with the above-mentioned
policies, priorities and strategies, which are to include a situational diagnosis.
Special municipal categories (1, 2 and 3) must develop it on their own, taking
into account the policy guidelines and priorities contained in the national health
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plan. The remaining categories (4, 5 and 6) must design it with the support and
orientation of the appropriate departmental authority.
PNSP implementation has been instrumental in improving intersector
coordination established to advance the achievement of territorial targets.
In addition, thanks to the PNSP, it was possible to identify, by region, the
main strengths, weaknesses, threats and opportunities, as well as the strategies
developed by each department in complying with the goals contained in the
territorial health plan. Law 1,438 of 2011 establishes that the PNSP is to cover
a ten-year span, and may be adjusted by the MSPS health priorities, on the basis
of an analysis of events impacting on public health as may occur from time to
time . For its follow-up, it creates an Intersector Public Health Commission,
which must meet every six months to monitor the actions implemented to
manage health determinants. At the territorial level, this coordination is to be
attained through the Territorial Councils of Social Security in Health, with the
participation of health determinant-involved institutions and organizations.
4

Promotion and Prevention

Health promotion is understood as the process of enabling people to improve,
and increase control over, their health, through interventions in determinants
of health and inequity reduction. This is fundamentally achieved through the
following fields: public policy-making, creation of supportive environments for
health, strengthening of community action and participation; development of
personal skills, and reorienting of healthcare services. Given its characteristics,
health promotion implies solid intersectoral action and social mobilization.
Although promotion and prevention actions are not materialized into programs
in the SGSSS, the national government orients the actions to be developed in
various areas , in fulfillment of the PNSP mandates, and envisages different action
initiatives . Under Law 1,438 of 2011, the national government is vested with the
authority to establish priorities in the allocation of promotion and prevention
resources administered by territorial entities and EPSs to this end, according to the
indicators resulting from the follow-up on outcomes and effects on public health
of health promotion and disease prevention activities defined to such an effect by
the MSPS in cooperation with Territorial Health Entities .
5

6

7

Individual Care - General System of Social Security in Health

Individual care in Colombia is mainly provided through health insurance
coverage, which comprises three schemes presenting the following characteristics
and architecture:
8
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1. The contributive scheme provides coverage to formal workers and their
family dependents or population having payment capacity. It is financed with
contributions from businesses and workers. The amounts contributed depend
on employees' salaries or the declared income of independent workers.
2. The subsidized scheme provides coverage to the poor, vulnerable population
having no payment capacity. Funding is sourced from cross payments from
formal workers, and national and territorial government contributions via
taxes. Resources are channeled through demand subsidies. Beneficiaries are
selected through a targeting process relying on the survey called Beneficiary
Identification System, and census lists from which eligible special protection
population groups such as indigenous and displaced populations, among
others, are identified.
3. Special schemes, including independent health systems for the military,
teachers, employees of the Colombian oil company and other organizations
having autonomy to determine their coverages and service structures .
9

As shown in Figure 1, five key elements define the country's insurance coverage
model in each membership scheme:
1. Population. Each scheme has a specific population group, who can move
across schemes according to the intertemporal variations as the population
may experience.
On the other hand, EPSs cannot unilaterally terminate the contractual
relationship with their enrollees, nor can they refuse enrollment of an individual
wishing to join them, provided that he/she can ensure payment of the pertinent
contribution or subsidy . However, in the contributive scheme (Article 209,
Law 100 of 1993) failure to pay the contribution will result in membership
suspension and eligibility for mandatory healthcare plan. During the suspension
period no debt or interest of any type can accrue.
10

2. Benefits plan . The scheme of benefits to be provided under the contributive and
subsidized schemes is structured in the respective Mandatory Health Benefits Plan
(POS), which are State-regulated through the Health Regulation Commission.
11
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Subsidized
scheme

Special
schemes

Uninsured

Workers and
family

Vulnerable
poor

Workers and
family

General
population

Benefits
Plan

POS

POS-S

Not explicit

Services available
in territory

Premium/
UPC

UPC

UPC-S

Budget

Assigned
Resources

EPS

EPS

Sectoral
institutions

Health
Secretariats

Providers

Population.

Contributive
scheme

Insurers/
Entities

Figure 1 - Architecture of social security in health schemes in Colombia

Private and Public Institutional Health Providers

The plan provides family coverage; system beneficiaries are the member's spouse or
long-term partner; children of either spouse under the age of 18, if they are part of the
nuclear family or are economically dependent on such spouse; children over the age
of 18 having a permanent disability or children under the age of 25 who are full-time
students and economically dependent on the system's enrollee. In the absence of a
spouse, permanent spouse, or entitled children, family coverage may be extended to the
enrollee's non-pensioner parents who are economically dependent on him/her. The
Constitutional Court of Colombia made it clear in its jurisprudence (Decision C-811
of 2007) that protection also applies to same-sex couples.
The contributive scheme plan was devised as a comprehensive family plan
providing maternity and general disease coverage, at the stages of health promotion
and prevention, diagnosis, treatment and rehabilitation for all pathologies, according
to the intensity of use and the levels of care and complexity defined. For its part, the
subsidized scheme plan was designed to focus on the basic care and high complexity
segments. It is important to note, however, that both plans seek to secure equal
access, which has been set as a short-term goal of the government, as explained below.
Other significant features in the delivery and coverage guarantee of the benefits plan
are as follows:
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Pre-existing conditions and waiting periods. For the provision of the plan's
benefits, health promotion entities cannot apply pre-existing condition waiting
periods .
Disabilities and maternity leave. Under the contributive scheme, disabilities
resulting from non-occupational diseases are covered, with funding coming from
resources earmarked for the payment of such contingencies. In addition, maternity
leave is covered under the contributive scheme, which pays each EPS therefor
pursuant to the existing legal framework. This coverage is funded by the solidarity
fund, more precisely, its compensation sub-account, as a transfer different from the
capitated payment units (UPC).
Since the model does not contemplate deductibles or caps on coverage,
Law 1,122 of 2007 (Article 19) states that for care to be provided in relation to
high-cost diseases, health promotion organizations must obtain reinsurance, or
assume direct or collective liability for such risk.
12

3. Premium. For organizing and guaranteeing the provision of the services
included in the POS, each EPS receives, for each enrollee, a per capita value
known as Capitated Payment Unit (UPC).
In 2012, the average UPC value was USD 266, for the contributive scheme,
and USD 159 for the subsidized one . These average values include risk adjustment
mechanisms, which are applied to each EPS according to the regime and pool
characteristics. The system currently has three adjustment mechanisms in place, all
of which are applied to the contributive scheme, while only two (both of geographic
nature) are applied to the subsidized scheme. 1) Age composition; 2) Geography –
special areas; 3) Geography – capital and suburbs.

13

14

4. Insurers. EPSs are public or private, profit or non-profit entities that have to
meet the requirements established by the SNS to operate and remain in the
system.
In 2010, the SGSSS featured 67 organizations, 24 of which operated the
contributive scheme, and 49 acted in the subsidized scheme. Six of them served
both schemes . The average pool in the contributive scheme contains 751 million
members, although enrollee number ranges from 11 thousand to 3.6 million. The
average number of pool members in the subsidized scheme is 450,000, ranging
between 2.8 million and 7 thousand.
15
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Table 1 – EPS typology and market share, Colombia, 2010
Contributive

Entity type

EPS

Subsidized

Total

% Total

Total
members

EPS

Total
members

EPS

Total
members

% EPS

0

2

64,848

2.99%

0.16%

% members

Transitory

2

64,848

0

Mixed

1

2,240,953

0

0

1

2,240,953

1.49%

5.65%

Public

0

0

4

3,437,057

4

3,437,057

5.97%

8.67%

Private

21

15,737,575

45

18,169,445

60

33,90,020

89.55%

85.52%

Total

21

18,043,376

49

21,606,502

67

39,649,878

100.00%

100.00%

Source: Report to Congress 2010-2011. Author-adapted.

Based on the nature of entities, both the contributive and the subsidized
schemes are found to be mainly operated by private EPSs, and have the largest
market share (see Table 1). The largest market share of these EPSs, however, is
concentrated in non-profit organizations, with 62% in the contributive scheme and
72% in the subsidized scheme. EPSs are Family Compensation Funds (CCF), Health
Solidarity Organizations (ESS), Indigenous Peoples' Health Promotion Entities, and
Cooperatives (see Table 2).
Table 2 – Private non-profit EPSs by type of scheme, Colombia, 2010-2011
Entity type

Contributive

Subsidized

Total

% Total

EPS

Members

EPS

Members

EPS

Members

EPS

Transitory

2

6,447,219

0

0

2

6,447,219

4.4%

28.0%

CCF

5

3,349,316

23

3,954,327

28

7,303,643

62.2%

31.8%

ESS

0

0

9

8,116,795

9

8,116,795
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Care for occupational accidents and occupational diseases and catastrophic risks
and traffic accidents is complementary to the POS.
Regarding catastrophic risk and traffic accident coverage, Article 167 of
Law 100 stipulates that in emergencies resulting from traffic accidents, in terrorist
actions caused by bombs or explosive devices, in natural disasters and other events
expressly approved by the National Council of Social Security in Health, enrollees
of the General System of Social Security in Health (SGSSS) are entitled to medical
and surgical service coverage, permanent disability and death compensation,
funeral expenses, and hospital transport expenses. The Solidarity and Guarantee
16
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Fund must directly pay the institutional service provider at the rates established
by the National Government according to the criteria of the National Council of
Social Security in Health.
5. Providers. To guarantee their enrollees Mandatory Health Plan (POS) coverage,
EPSs directly provide, or hire, healthcare services from institutional providers
and/or practitioners. To streamline the demand for services, EPSs may adopt
contracting and payment modalities such as capitation, fixed global protocols
or budgets, in order to stimulate promotion and prevention activities, as well
as cost control. Each health promotion organization must offer its members a
choice of institutional health providers, unless restricted supply so prevents.
As seen in Figure 1, service providers are not to operate in one scheme
exclusively, this notwithstanding the requirement that 40% of its service provision
in the subsidized scheme must be obtained from public hospitals.
Individual Care - Private Insurance

In the market, Colombians may opt for voluntary health plans and health
premiums. The former were created with the SGSSS (Article 169 of Law 100) and
modified by Article 37 of Law 1,438, where they are defined as follows:
"Voluntary Health Plans may include coverage for health service-related care; they
are to be taken out voluntarily and entirely financed by enrollees or the companies
establishing them from resources other than payroll taxes or subsidized contribution.
Purchase of, and permanence in, a Voluntary Health Plan implies prior enrollment
and continuity through the payment of the SGSSS contributive scheme component.
Voluntary Health Plans may consist in:
169.1 Healthcare plans supplementing the Mandatory Health Plan offered by
Health Promotion Organizations.
169.2 Prepaid health programs, pre-hospital care or prepaid ambulance service
programs, provided by Health Maintenance Organizations (HMOs).
169.3 Insurance coverage provided by insurance companies under the surveillance
of the Financial Superintendence.
169.4 Other plans approved by the Financial Superintendence and the National
Health Superintendence."
Approval of Voluntary Health Plans and prices relative to EPSs and HMOs
is the duty of the SNS. These plans may provide partial or full coverage of one or
more health risk-related services. Article 41 of Law 1,438 of 2011 introduces user
protection measures relative to the following aspects:
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[...] preexisting conditions [...] shall not include diseases, malformations or ailments
other than those contracted before the effective date of the initial contract. [...]
may not terminate or revoke contracts unless the other party fails to comply with
its obligations.
Model of Care
The model of care is the approach taken to organize service provision,
integrality of actions and the ensuing orientation of health activities. It defines
the way in which facilities and resources are organized to provide healthcare, and
includes care and logistic functions.
More than 90% of the population is enrolled with some insurance scheme.
Designing models of care and establishing service networks is mainly the duty of
EPSs, which have to meet the licensing requirements of the Mandatory System
of Quality Assurance, subject to the EPS-IPS relations regulatory framework, the
characteristics of their member population, and service supply in the market in
which they operate.
Under the regulatory framework, it is the duty of EPSs to define a model
of care guaranteeing the provision of the services listed in mandatory health
plans in the scheme where they operate. Such plans must necessarily meet two
requirements: 1) ensure that the initial access or entry gate to service provision is
through general medicine or pediatric medicine, as the case may be, consultation
visit, excepting emergencies; 2) implement induced demand actions, which are
understood as organizing, stimulating and orienting the population to demand for
specific protection, early detection and adherence to control programs, with a view
to ensuring the best health status of individuals.
The statutory framework sets out the following fundamental guidelines for the
design of models of care and service provider networks, on the basis of which the
regulatory framework for EPS operations is built.
Free choice. Since the inception of the SGSSS, users' freedom to choose EPSs
and healthcare institutions has been deemed one of the system's pillars (Law 100,
Article 153, paragraph 4). The Ministry of Social Protection will define the
mechanism to be adopted for EPSs (Law 122, Article 25, paragraph d) to guarantee
enrollee’s freedom of choice from available IPSs.
Guaranteed provision of healthcare services EPSs must establish procedures
designed to monitor the provision by IPSs of comprehensive, efficient, timely and
quality care (Law 100, Article 178, number 6). 178, numeral 6).
The field of action of EPSs (Law 100, Article 179) is the guarantee of care,
even through direct healthcare provision, adoption of contracting mechanisms as
a means to rationalize demand and the presence of varied supply in the provider
network. Guaranteed integrality and continuity in service provision, as well as
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promptness and frequency, as the complexity of user pathologies may require. It
is also the duty of EPSs to structure their provider network to secure the ongoing
provision of low-complexity services within the municipality of residence of
their enrollees, unless receiving them in another municipality is more suitable
(Article 16 of Law 1,122). Law 1,438 of 2007 introduces the primary health care
(PHC) strategy and initiates a process of adjustment of the models of care, which
must focus on risk factor intervention.
Networks and Their Structuring Criteria

The SGSSS has a set of standards in place that are required to be met by EPSs
to operate in the contributive and subsidized schemes.
Aspects assessed include the following: 1) installed capacity in accordance
with the population to be enrolled, and assumptions relative to the use of services
estimated for such population; 2) ongoing provision of low-complexity services
within the municipality of residence of enrollees, unless receiving them in another
municipality is more suitable; 3) availability and sufficiency of services at all
complexity levels within their scope, including the transport and communications
network, to conduct patient referral and counter-referral; 4) prohibition of
mechanisms limiting healthcare service access, or restricting its continuity,
timeliness, quality or conducive to the fragmentation of user care (Article 53,
Law 1,438 of 2011); 5) enrollees and their families have to be ensured access
to healthcare services throughout the national territory (Law 100, Article 178,
number 3); 6) EPSs are allowed to contract with their own IPS in an amount that
shall not exceed 30% of health spending, but they may allocate that spending
in the proportions as they may deem appropriate within the different levels of
complexity of the services to be provided under the POS (Law 1,122, Article 15).
Those aspects are validated by verifying a set of standards and requirements
that, in the case of contributive scheme EPSs, are as follows: 1) Narrative of the
healthcare service provider network, indicating the healthcare services to be
provided; 2) The health service provision network must conform to the legal
requirements set forth in the statute and in the modifications thereof relative to
the following aspects: a. licensing of healthcare services to be contracted for with
the institutions before the relevant Territorial Health Board, and defining the
relevant verification mechanisms; b. conditions of care to beneficiaries, the patient
referral and counter-referral system. as well as audit programs designed to improve
quality of care; c. mechanism for the coordination of healthcare delivered to the
population affected by emergencies or disasters within their area of influence; d.
IPS-guaranteed access of members to healthcare, relative to the minimum duration
of a general consultation visit–twenty minutes (Article 97, Resolution 5,261
of 1994). Additionally, healthcare provision may not be made contingent upon
service payment. 3) The EPS must submit the following network organization and
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coordination supports: a. model of care; b. mechanisms and means implemented
for service provider network publicity and communication; c. indicators of the
quality of insurance services defined in the SOGC; d. design, organization and
documentation of the referral and counter-referral process (Amended External
Circular Letter 049 of 2008).
Under the subsidized scheme (Article of Decree 1,020 of 2007), the
organization of the provider network must be at least compliant with the following:
1) Socio-demographic and epidemiological characterization of the member
population, including a calculation of the potential demand for the benefits plan
services by enrollees by municipality; 2) Model of service delivery defined by the
EPS, including the elements established in the unified licensing system relative
to such entities; 3) Services licensed to be provided by Social State Companies
(ESE) and other IPSs in the enrollee’s area of residence; 4) Calculation of the
provider supply–potential demand for services ratio; 5) Without prejudice to the
requirements contained in the unified licensing system for EPSs in the subsidized
scheme (EPS-S) as defined by law, the quality and access standards to be agreed upon
with providers must include the following: a) processes of healthcare; b) goals of
service coverage and timeliness of care; c) procedures relative to rights verification,
service authorization, ways and channels of communication with the entity for
administrative procedures and contact in case of emergency or programmed care;
6) Referral and counter-referral system involving operational rules, information
systems and logistics resources required for network operation; 7) Identification
of payment mechanisms in contracting out the provision of services favoring
contractual equilibrium, fostering quality and service access and efficient use of
resources.
In addition, subsidized scheme EPSs are compelled to effectively allocate 60%
of their medical care spending to public hospitals, unless these lack adequate
resolution capabilities. The above will be subject to compliance with quality and
results requirements and indicators, available supply, performance indicators and
competitive rates indicators (Law 1,122 of 2007, Article 16). 16).
In any case, EPSs have the duty of informing the SNS of the IPS network
through which they guarantee POS coverage in the respective scheme. Such
information includes, among other data, a follow-up on existing contracts entered
into with IPSs.
The enactment of Law 1,438 of 2011 changed the scene by establishing the
Integrated Networks of Health Services, within the framework of the PHC strategy
adoption, representing a significant milestone on the road to achieving universal
coverage, which calls for reorienting the structure and operation of service networks
in order to secure enhanced efficiency and health outcomes. The following is
expected from the integrated network of healthcare services (Article 61): 61): a.
Healthcare networks to be organized must show technical, administrative and financial
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soundness in the delivery of services relative to health promotion, disease prevention,
diagnosis, treatment, and rehabilitation, as required for effective compliance with
benefit packages.
b. Health Promotion Organizations must guarantee and provide services to their
enrollees through networks in a comprehensive, continuous, coordinated and
efficient manner, further ensuring service portability, quality and timeliness.

The country is currently going through the process of regulating and
implementing the above-mentioned network formation and coordination criteria.
Territorial Administration

Department, district and municipal territorial entities are responsible for
purchasing healthcare services for the uninsured poor population, the services
not covered by the benefits plan in the subsidized scheme, and the benefits
related to public health actions in their local health plan. This is why they develop
conformance and coordination actions relative to their territories' service networks,
which are mainly made up of public hospitals (Article 54, Law 715 of 2001). 54,
Ley 715 de 2001)
These networks and EPS networks operate similarly, but the former have
greater constraints. Typically, their scope of operation is restricted to the political
and administrative departmental division, and when supplementary services are
required to be provided by private IPSs, these must obtain MSPS authorization. In
the cases of services that are not covered by the member's Mandatory Benefits Plan,
service coordination poses serious challenges (Garavito and Soto; Resolution 415
of 2009). This motivated the passing of Resolution 5,334 of 2008, which adopted
mechanisms designed to streamline the procedures required to be undertaken to
obtain healthcare for non-included events.
In a context of universal coverage and equalization of benefits plans, however,
these functions become gradually reduced, and greater preeminence is given to the
role played by departmental territorial entities in coordinating special networks
and their new functions relative to network licensing and coordination. The
participation of these entities in special service networks should be underscored:
they play a significant role in the institutional strengthening efforts to ensure
territorial responsiveness to emergencies and disasters, and in the actions
undertaken to strengthen the emergency network.
It is the responsibility of the Department and District Health Agencies to
regulate emergency services provided to the population within their respective
jurisdictions, and to coordinate healthcare provided to the population in the event
of emergencies or disasters in their respective areas of influence (Resolution 1,220
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of 2010), establishing the conditions and requirements for the organization,
operation and functioning of the Emergency and Disaster Regulatory Centers
(CRUE) .
Some salient tasks and duties of CRUEs include: a) Cooperating with the
SGSSS in providing adequate and timely care to patients; b) They must use their
best efforts to give efficient response in coordination with the agencies that are part
of the National Disaster Prevention and Care System, including relief forces; c)
Informing, orienting and advising the members of the SGSSS and the community
in general about the emergency-related regulatory framework, and emergency and
disaster prevention, preparedness and care; d) Encouraging the organized and
reasonable use of emergency services in their jurisdictions: e) Implementing all
necessary coordination actions to contribute to providing effective, efficient, timely
and integrated response to emergency or disaster care requests, in those regions
where the new Unified Security and Emergency Number is already operational;
f) Supporting the operation of the referral and counter-referral processes by the
competent DTS and other entities responsible for service payment in the area
of influence of the CRUE, when the respective contracts have been entered into
to such effect; g) Coordinating operations with the referral and counter-referral
processes in the CRUE's area of influence; h) Supporting epidemiological
surveillance; i) Receiving and organizing information submitted in the CRUE's
area of influence, and implementing response actions; j) Keeping daily record of
the cases reported and attended to by the CRUE; k) Preparing and forwarding
the reports as may be requested by the Ministry of Social Protection through its
National Communications Center, in relation to emergency and disaster care
within their jurisdiction; l) Organizing and coordinating the National Health
Communications Network within their territory of influence; m) Coordinating with
CRUEs in other departments, districts or municipalities adequate preparedness
and response actions; n) Securing integration and coordination with pre-hospital
sites providing this type of services; o) Providing information and advise to the
healthcare service provider network about toxicological emergencies, antidote or
blood bank availability; p) Supporting the Territorial Health Agency in programs
such as transplant networks, elective patient attention, information about missing
persons, medical missions, etc.; q) Coordinating the arrangement of resources
in health sector reserve centers; r) Maintaining permanent coordination with
local and regional disaster committees; s) Activating emergency and contingency
plans in the sector, and communicating hospital alert statements; t) Receiving
information and defining the provider patients are to be referred to, in the cases
of initial emergency care and additional authorization involving referral to another
provider if no response is obtained from the organization responsible for payment,
the healthcare service provider.
18
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Levels of Care and Role of Primary Healthcare

The system seeks to ensure that initial healthcare access occurs through the
basic levels of care, and guarantees round-the-clock emergency care. This is also
sought to occur in the referral and counter-referral process, where the entry gate is
general medicine or general dental care, save for emergencies and where cases are
handled at the level or service that is most fit to handle or address it efficiently.
Primary healthcare (PHC) is understood to comprise three integrated and
interdependent components: healthcare services, intersectoral/transectoral
health-related action, and social, community and citizenship participation. In
implementing them, various elements are to be taken into account, including
efforts to strengthen low-complexity care, with a view to enhancing resolution
chances (Law 1,438, Article 13, number 13.9, and Article 14).
Provision of Healthcare Services
In the SGSSS, all hospitals, clinics, independent practitioners, professional
practice groups and other IPSs, regardless of their legal nature (public, private or
mixed), must meet the licensing standards set by the MSPS in order to be eligible
to operate in the country. Healthcare institutions are also expected to operate
under the principles of efficiency, quality and competence (Law 100, Article 185).
185).
Public Hospitals - Social State Companies

As the General System of Social Security and the State decentralization
process developed, public hospitals, which were territorial (departmental and
municipal) entities, were transformed into semi-public entities referred to as Social
State Companies (ESE) . The legal regime to which ESEs are subject seeks to make
their participation in the market easier, and to secure their institutional and social
prominence.
19

According to the above-mentioned Decree 1,876 of 1994, the purposes of ESEs
are as follows: 1) Providing efficient and effective healthcare services conforming to
established quality standards; 2) Providing the healthcare services as the population
may need and the ESE may be capable of supplying; 3) Ensuring, through adequate
management, the social and financial soundness of the ESE; 4) Offering EPSs, and
other individuals or entities that may so demand, services and service packages at
competitive market fees; 5) Meeting environmental requirements, continuously
adjusting their services and operation; 6) Ensuring citizenship and community
participation mechanisms.
Another distinguishing feature of ESEs is the membership of their Board of
Directors (Decree 1,876 of 1994) of Level 2 and 3 hospitals. Boards in Level 1
facilities (Law 1,438, Article 70) must have one-third membership from the
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political-administrative sector, one-third from the scientific/medical sector,
and the remaining one-third from community-designated representatives. The
management of ESEs is to be appointed in accordance with the requirements and
procedures set forth in Decrees 800 of 2007, and 2,993 of 2011, which seek to
ensure their proficiency and competitiveness.
Installed Capacity

By November 2011, licenses had been granted to 45,868 healthcare service
providers (1,180 public, 9,835 private, and 27,865 independent practitioners)
providing services through 48,150 facilities.
State-owned institutional healthcare service providers account for 11% of all
licensed institutional providers and 29% of all IPS facilities. The above-referenced
1,180 state-owned organizations include 1,080 organizations of territorial or
national scope, while the remaining ones belong to other instances (military or
private EPSs, etc.).
There are currently 66 thousand licensed beds (44% of them are located in
government-owned hospitals), and specialized, high-complexity beds are mainly
supplied by private facilities.
An analytical look at the infrastructure of operating rooms, delivery rooms
and emergency services reveals clear differences in the distribution of those
facilities depending on the legal nature of the institutions where they are housed:
nearly 70% of delivery rooms and emergency services are located in public
institutions 20, and 86% of all delivery rooms licensed in municipalities that are
not department capitals are located in public IPSs. More than 75% of licensed
operating rooms are located in private or mixed institutional providers, which
might be related to the fact that 68% of them are based in capital municipalities
and only 32% in non-capital municipalities, where market conditions do not
produce incentives to run operating rooms in private IPSs.
It is worth noting that the 2002-2010 period saw a growth in the installed
capacity of Level 1 hospitals in terms of observation beds, physicians' offices, and
dentist units, while there was a decline in the number of operating rooms, which
increased in Levels 2 and 3 hospitals, with their installed capacity being adjusted
to the service portfolio as defined by territorial entities.
Public supply tends to concentrate on emergency and ambulatory services
such as outpatient consultation and oral care. There is a decreased share in
hospital services, and limited share in low-complexity services, as evidenced by the
reduction in the number of delivery tables. It should be borne in mind, however,
that hospital production shows significant growths and increased efficiency levels,
which might be associated to the enhanced coverage of the general system of social
security and to the institutional strengthening actions implemented. Excepting
deliveries, there has been a production growth in all public hospitals' services.
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Occupancy of public hospital beds shows a positive trend, with greater
occupancy in first level, from 33.6% to 40.6%, and in second level, from 68.3 to
79.5.
Evaluation of the Healthcare System Performance and Quality of
Provided Services
The Colombian health system features a Mandatory System of Healthcare
Quality Assurance (SOGCS). The SOGCS is made up of four components:
Unified licensing system (Decree 1,011/06 Article 6) 6)The set of standards,
requirements and procedures developed to establish, record, verify and control
compliance with baseline conditions of technological and scientific capacity,
financial soundness, and technical and administrative capacity, with a view
to giving users security in relation to potential service delivery-related risks.
Of mandatory compliance by Healthcare Service Providers and EAPBs It is
regulated, for providers, by Resolution 1,043/06, which sets forth the conditions
that healthcare service providers must meet to have their services licensed and
implement the audit component to improve the quality of care. Licensing has
been implemented extensively, resulting in improved safety conditions of service
delivery in the country (Ministry of Social Protection, 2011).
Audit for purposes of improving healthcare quality. The systematic and
continuous assessment of, and improvement in, quality observed versus expected
quality of the healthcare delivered to users.
Unified accreditation system. Set of organizations, standards, support
activities, self-assessment, improvement and external assessment procedures,
designed to test, assess and verify conformance to higher quality standards by IPSs
and EAPBs, and the competent Departmental, District and Municipal Agencies
that voluntarily decide to adhere to this process. To-date, there are 24 accredited
healthcare institutions, and at least other 30 IPSs are in the active accreditation
preparatory process (http://www.acreditacionensalud.org.co/) (Decree 1,011/06) .
Quality information system. Its regulatory framework was established
by Resolution 1,446/06, which defines a set of system monitoring indicators
applicable to healthcare institutions and health promotion organizations in
the contributory and subsidized schemes. Those indicators assess the following
domains: a) accessibility/timeliness, b) technical quality, c) risk management,
and d) satisfaction/loyalty. Complementarily to Article 2 of Law 1,122/09 and
Article 26 of Law 1,176/07, Law 1,438/11, establishes a set of measures mainly
aimed at implementing a result-based model that seeks to ensure that all actors,
their processes and services are oriented to achieving the system's goals.
21
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UNIVERSALITY, INTEGRALITY

AND

EQUITY

According to the National Department of Statistics, Colombian population
in 2011 was projected to be 46,044,601, with a 2.4% fertility rate, and life
expectancy at birth of 74 years.
Population distribution by sex is 49.4% men and 50.6% women, i.e.,
22,731.299 and 23,313,302, respectively. The 0 to 14 year-old population accounts
for 28.5% of Colombian population, with about 13 million people. The 15 to
49 age group explains 52% of the total population, with more than 24 million
people. Thus, around 20% of the population is 50 or older, i.e., approximately
8 million people.
The continental territory occupies 1,141,748 square kilometers; hence, population
density should be 39 persons per square kilometer. Yet, the country's population is
eminently urban, with an urbanization rate of 75%.
Colombia has a GDP per capita of US$ 3,236.50, at constant 2000 prices
(World Bank, 2010); a GDP growth rate of 5.9% (Banco de la República, 2011),
an unemployment rate of 11.4%, while inflation stands at 3.7%. Although these
results and trends in recent years show an economic upturn, the Gini index
is 0.56, an indication of high wealth concentration. According to studies by the
Colombian National Planning Department for 2011, 40.2% of the population was
living below the poverty line, and 14.4% below the line of indigence.
Population Coverage
A sectoral health study (Yepes, 1990) concluded that health system coverage
in 1989 reached 15.7% of the Colombian population. By law, the system only
covered enrolled workers, extending temporary spouse coverage during pregnancy
and the newborn's first year of life. In terms of guarantees and effective access, the
system was highly inequitable.
One of the aims pursued through the implementation of the General System
of Social Security in Health was to secure universality in population coverage and
benefits. As far as the first goal is concerned, insurance coverage in 2009 reached
more than 90% of the population. As for the second one, the aims of benefit
equalization and equitable service access are being addressed through a specific,
progressive policy of benefit package equalization. So far, benefits for all age groups
(excepting population aged 18 to 45 and 45 to 59) have been equalized.
Universal insurance coverage was one of the main goals of the past social
development policy, as evidenced by the accelerated growth recorded since 2004 (see
Graphic 1). Please note that the greatest growth in coverage has been experienced
by the subsidized scheme, which is explained by the country's social and economic
conditions.
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Graphic 1 – Population covered by the subsidized and contributory schemes,
Colombia, 1998-2010
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In 2011, coverage reached at least 95% of the population, i.e., more than 44 million
people are enrolled with some insurance scheme. The subsidized health scheme
accounts for more than 50% of the enrolled population, exceeding by more than
7 percentage points the contributive scheme in both years.
Of the 18 million contributive scheme enrollees in 2010, 46.9% of them were
system contributors, 53% were system beneficiaries, and 0.2% were additional
enrollees. Family density in the contributive scheme is 2.13.
Contributive scheme coverage is found to be greater in urban departments
and districts boasting the highest economic levels and better infrastructure.
According to the National Health Survey 2007, the highest disability rate of the
population aged 18 to 69 is found in the subsidized scheme, accounting for 10.5%,
a case associated with the prioritization criteria of the beneficiary population and
greater social vulnerability of this population.
Private Insurance Coverage

By 2007, more than one million individuals were estimated to be enrolled
with some voluntary health plan. Its growth is steady and slightly in excess of
population growth.
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Service Coverage
The structure of the Mandatory Health Plans (POS) was designed with the
principle of integrality in mind. Its contents, however, have evidenced signs of
obsolescence, as upgrades have not kept up with the pace of medical technology
innovation. The result has been the occurrence of "grey areas", where insurers have
limited their responsibility, while the State has remained in charge of providing
coverage for service claims through the protection or wardship right. In 2012, there
were attempts by the Health Regulation Commission to upgrade benefits.
Population Coverage and Service Coverage Gaps
The process intended to equalize Mandatory Health Plans (POS) began
in 2009 with the population under the age of 18. Then followed the group of
Barranquilla and Cartagena as pilot population, and the third group consisted of
adults over the age of 60, who account for 17% of the population. These efforts
have resulted in 52% of the population having a unified benefits plan.
The remaining fraction, i.e., the population aged 18 to 35 and, later on, 35 to
60, will be phased in, with process completion expected to be attained by 2014, in
accord with the path charted by the national government.
As for preventive services, such as immunizations, results obtained in the
last two years exceed 80%. A decline has been detected, however, in the coverage
administered in 2011, an occurrence that might be explained by the changes
introduced in public administration; hence, additional political commitment
is required from territorial entities and insurers, who are urged to redouble
immunization efforts.
The Government has defined its main immunization goal: full immunization
for 95% of the country’s children. To achieve this aim, the country makes headway
towards the implementation of a new information system, which will provide
individualized data about immunized children and, among other information, the
percentage of children having fully completed the existing immunization schemes.
A pilot run of this system is underway in eleven Colombian departments and
districts.
Another salient initiative was the implementation, in 2010, of the measles and
German measles immunization process targeted to all children aged 1 to 8, where
6,406,221 children were vaccinated, attaining 93.5% administrative coverage.
All immunization actions are coordinated with Health Promotion
Organizations, the National Institute of Health, and departments and districts,
who have been receiving ongoing support and technical assistance from the
Ministry and the National Institute of Health.
Achievements of the Expanded Program on Immunization (EPI) in the area of
disease control include, among others:
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• Wild poliomyelitis: eradicated in Colombia. Last case recorded in 1991.
• German measles: elimination underway. Last confirmed case in 2009.
• German measles: elimination underway. No cases have been reported since 2006.
• Neonatal tetanus: Neonatal tetanus global incidence has been kept below 0.01
cases per 1,000 live births during the last 4 years.
• Haemophilus influenzae b: Significant decrease in the rate of child morbimortality of pneumonia and meningitis caused by that bacteria.
• Yellow fever: control target. Four cases of yellow fever were reported in 2009.
• In addition, the following inclusions were attained:
• Pneumococcus: In 2007, the Ministry of Social Protection introduced
immunization against pneumococcus for children with risk pathologies. By 2011,
universal immunization was achieved.
• Seasonal influenza immunization. Immunization was included in the EPI and
attained universal coverage by 2007.
• Studies to establish feasibility of including hepatitis A immunization in the
national vaccination scheme are underway. This initiative will help reduce
hepatitis A-related deaths by 76.5% to 91,6%.

Equity and Healthcare Access
By 1993 healthcare coverage hardly reached 24% of the population, and was
inequitable. While 20% of the population's richest segment accounted for 47% of
all healthcare coverage, of the poorest 20% only 4.3% had health coverage.
Inequity is further reflected in healthcare access and the expenses families
had to incur to use healthcare services. In 1992, 33.2% of the poorest population
received no medical care when they felt ill and requested care, as compared to 7.3%
of the higher-income population.
By that same year, consultation, medication and laboratory expenses of the
lowest-income households represented 28.2% of their total annual income, while
for the highest-income deciles, they accounted for a mere 6.5%. Hospitalization
expenses represented 64% of the poorest population's total annual earnings, and
only 17% of the wealthiest.
Thanks to efforts made in recent years, the country managed to enhance
coverage from standing at 24% in 1993 to being close to achieving universal
reach. Increased coverage solved the enormous initial inequity, not only in terms
of income level but also of geographical location. Health membership in the
poorest 20% of the population went from 4.3% in 1993 to 87.9% in 2010, while
membership in rural areas jumped from 6.6% in 1993 to 88.5% in 2010 (ECV,
MSPS calculations).
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One of the effects of insurance coverage is that the population receives
financial protection. This means that, in the event of a health problem, they
spend increasingly less to use healthcare services. In Colombia, out-of-pocket
spending accounted for 49% of the total spending on health in 1993 and as low
as 7.7% in 2010. This information is consistent with the findings (Equilac II), and
reveals a significant reduction in out-of-pocket spending in the years 2003 and
2008, in respect of both ambulatory and hospital services, coincidentally with the
subsidized scheme’s expansion period. Service access and quality, as well as equity
in benefits, are also to be taken into consideration in evaluating the SGSSS. As
far as access is concerned, non-care in cases of disease fell from 19.2% in 1993 to
1.8% in 2010. In the poorest population, the decline was from 33.2% to 1.3%
in the same period. A more detailed look at certain specific services will reveal
that, for instance, prevention-related consultations grew a total 83% between 1997
and 2010, mainly due to a 109% rise in the poorest population quintile.
There is also increased use of reproductive health-related services, an aspect
impacting significantly on risks associated with pregnancy, child delivery and life.
There was an increase in the percentage of women attending the appropriate
number of control visits (at least four), it went from 70% in 1990 to 90% in 2010.
This proportion grew from 41.5% to 86.2% among the poorest population in
the same period. Enhanced access to adequate prenatal control has been clearly
progressive.
Access to medical care at time of delivery has also risen considerably: 30%
country-wise, and 116% among women in the poorest segments between 1993
and 2010 (ENDS, MSPS calculations). Child delivery care in healthcare institutions
(institutional labor) accounted for 98.4% of all labors in 2009.
Securing sustainable progress in healthcare quality is one of the greatest
challenges for health systems worldwide, and the Colombian case is no exception.
Waiting days for a general consultation visit fell from an average 6.4 days in 2003 to
3.8 in 2010, and should further move to 3 days thanks to the enactment of the socalled “Paperwork Reduction Act” of 2012. The percentage of complaints received
relative to the number of enrollees decreased from 1.2% in 2009 to 0.84% in 2011,
and relative to visit attendants, 2.49% in 2010 (National Health Superintendence,
MSPS calculations).
Apart from the progress made in terms of coverage, financial protection, access
and benefits, the SGSSS must be evaluated mainly in light of health outcomes
for the population. In this respect, Colombians are found to have an improved
perception of their health condition. The proportion of the poorest population
(income quintile 1) who perceived their health condition to be good or very good
rose from 58.6% in 1997 to 74.7% in 2010 (ECV, calculations by the MSPS).
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The subjective perception is confirmed with a series of objective indicators of
the Colombians' health conditions showing some improvement. mother mortality
(mother deaths per 100,000 live births) went from 104.94 in 2000 to 72.9 in 2009.
The rate of child mortality in infants under the age of one per 1,000 live births
moved from 45.1 in 1990 to 20.6 deaths in 2009. Between 1998 and 2010, there
was a 51% reduction in the rate of deaths caused by acute respiratory infection
among children under 5 years of age, and the rate of deaths caused by diarrhea
fell from 33.7% to 6.7% in the same period. Mortality due to tuberculosis went
from 3.4 in 1998 to 2.2 in 2010, which translates into a 55% decline (ENDS and
DANE, calculations by MSPS). The year 2011 saw an 81% reduction in the cases
of dengue, and a 48% decrease in malaria mortality (MSPS). The information
above is indicative of major progress having been attained in the different SGSSS
dimensions. There is, however, room for further improvement, and the different
organizational players in the sector are designing or implementing strategies sharing
one single aim: securing for Colombians a better quality health system, one that
meets their needs in a timely manner, that is more accessible and sustainable, and
that bridges the health equity gaps, which are mainly found in mostly rural settings
with persisting problems of access to drinking water and public services, cultural
and ethnical aspects limiting acceptance of health promotion and prevention
strategies, as well as governmental shortcomings and
the system's failure to come up with an appropriate technical response in addressing
the social determinants of health.
An analysis of the Equilac II study about the system's results between 2003 and
2008, based on data taken from the National Survey on Quality of Life, evidenced
a clear population differentiation according to the scheme and low coverage in
prevention-related services, and high coverage in treatment-related services of
ambulatory and hospital care.
The study identified an annual hospitalization rate of 8%. Quality was
perceived to be not good enough: 24% negative perception of health services and
17% negative perception for hospital services (2008) A 3-minute waiting time
was identified for ambulatory dental consultation visits, and a growing gap was
determined in the specialist consultation visit.
That same study applied a horizontal inequity index, through concentration
curves. There has been a positive reduction in the equity gap in hospital and
ambulatory services between 2003-2008, with stagnation of specialist service
access, one of the main limitations in the subsidized scheme's benefits plan.
These results are indicative of a very small inequity gap (under 6%) affecting
the poorest population, this gap showing a positive decreasing trend, particularly
in hospital services, where the inequity rate is close to zero. Access to medication,
measured as total or partial medication supply, has improved significantly in the
past 10 years, from 54% in 2003 to 76% in 2008. The inequity rate, measured as
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an indicator of medication access concentration, went from 0.03 to 0.01, showing
high progressiveness in this item toward its elimination.
In ambulatory preventive and dental consultations, however, there are
significant equity gaps affecting the lower-income population, particularly in the
poorest population quintiles.
Due to its enhanced curative strategy and limited resolution capacity on the
first levels of care, the Colombian system exhibits high demand for high-complexity
hospital services, with high occupancy above the technical level, especially in highcost services. This poses a possible threat to the persistence of the equity conditions
brought about by the reform. These situations may have been the product of abusive
use of benefits plans and demand excesses that may end up in the implementation
of service rationing strategies by insurers and providers in the short term. Waiting
times for specialized medical care and certain hospital procedures are already being
found to be longer, while human talent is showing limited growth (see Chapter 7
in this document).
The Colombian system tends to protect the children, infant and new-born
population groups, as well as women of reproductive age. There is a lack of sufficient
quantitative evidence. There is evidence, however, of elder neglect (Trujillo et al.,
2010). Awareness has been raised about the need to formulate an ageing policy for
the country. Yet, the social protection system has impaired implementation. In
particular, it has been difficult to integrate the conditions of well-being and quality
of life with the objective conditions of chronic diseases affecting this population,
as well as to implement specific protection strategies. As for the population with
disabilities, the country has formulated various policy initiatives at different
moments. A lot remains to be done, however, particularly in terms of the adoption
of intersectoral strategies. A registration system of people with disabilities was
developed; yet further analysis and exploration is required to introduce effective
protection and support strategies for that particular population.

Funding In Health
Total expenditure on health in Colombia in 2010 amounted to 42 billion
pesos, i.e., it accounted for 7% of the national GDP. The contributive scheme
is allocated 32% of total resources, followed by resources devoted to supply with
22%, i.e., what is earmarked for care provided to the uninsured population, public
health, promotion and prevention and hospital financing, as shown in Table 3.
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Table 3 - Allocation of health resources, Colombia, 2010
Entity type

2007

2008

2009

2010

Contributive scheme

30.1%

31.9%

31.6%

31.6%

Subsidized scheme

15.2%

17.1%

16.5%

14.6%

Special schemes

05.9%

6.3%

6.7%

6.3%

Supply

20.5%

17.2%

19.3%

22.1%

"Private" spending

24.7%

24.1%

21.5%

19.7%

Other*

03.6%

3.4%

4.3%

05.7%

Source: Steiner 2011. Reflexiones sobre la dinámica del gasto en salud. Calculations based on data from DNP,
Economic Ministry, Financial Superintendence, ECOPETROL, Military Health, FOMAG, Banco de la República,
and UNISALUD. *Payroll expenses (Ministry of Social Protection), operating expenses of related entities: ETESA,
Invima, CRES, Supersalud, some national government-funded hospitals.

The SGSSS mobilizes resources from primary sources (households and
businesses) through payroll contributions, and secondary sources (national
government, department, district, municipal and other resources), which it then
channels to the contributive, subsidized, occupational risks and other schemes, as
described below.
Contributive scheme: The flow of resources in the contributive scheme
originates from payroll taxes and contributions collected through the procedures
provided for under the existing regulatory framework. Revenue collection is
followed by the internal compensation process, the procedure applied to deduct,
from the contributions and payroll taxes collected, the funds that the system
allocates to Health Promotion Organizations and other entities mandated to
compensate, to ensure the provision of healthcare services to their enrollees and
other system beneficiaries.
Subsidized scheme: Under the subsidized scheme, Capitation Payment Units
(UPC) are funded from the resources shown on Chart 3.
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Chart 3 – Funding sources of the subsidized scheme, Colombia
• Resources for the General Participation System (health)
• Assigned Revenue
• Royalties Revenues from royalties directly transferred by the central
government through the direct transfer mechanism prescribed in the existing
legislation.
Territorial entities

• Own efforts. Other own resources of territorial entities allocated to finance
the subsidized system presently or in the future. Resources raised from
monopoly on lottery and other gambling activities and ETESA transfers to
territorial entities that are not allocated by law to pensions, operation or
research.
These funds are to be directly deposited in the territorial entity's account in
the financing fund of the subsidized regime, and they are to be accounted for
as own territorial effort, and directly transferred by the national government
through the direct deposit mechanism established by law.

Solidarity and Guarantee
•R
 esources originating from the solidarity subaccount.
Fund (Fosyga)
•R
 esources from VAT revenue (Law 1,393 of 2010).
Other

• F inancial return on the different funding sources of the subsidized scheme.
•R
 esources from Family Compensation Fund state-run contributions.

All funding sources of the subsidized scheme are required to be consolidated
in the master accounts of district and municipal territorial entities for UPC
recognition. This introduces a substantial change, as the Ministry of Social
Protection is to directly deposit, on behalf of the territorial entities, the Capitation
Payment Unit (UPC) to the Health Promotion Organizations (EPS) or may make
direct payments to Institutional Healthcare Providers (IPS) in accordance with
the statutory instrument defined by the National Government.
In any case, the Ministry of Social Protection can make the direct transfer
based on the information available, without prejudice to the responsibility of
territorial entities to fulfill their duties as prescribed by law. Such process is to
be implemented on a gradual basis, and is expected to be completed by 2012.
Public Health

Public health, promotion and prevention actions, within the framework of the
PHC strategy, are to be financed as follows:
• Resources from the public health component of the General Participation
System.
• Resources from the promotion and prevention subaccount of the Solidarity and
Guarantee Fund (Fosyga).
• Promotion and prevention resources raised from the Mandatory Traffic Accident
Insurance (SOAT), in coordination with the PHC strategy.
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• National General Budget resources apportioned to public health.
• One fourth of state-run Family Compensation Fund contributions are to be
devoted to finance promotion and prevention actions within the framework of
PHC. When such resources are used for these purposes, an equivalent amount
of these resources is to be allocated to the subsidized scheme.
• Other resources allocated to territorial entities.

It must be borne in mind that although the allocation and application of
UPC resources devoted to the promotion and prevention of the subsidized
and contributory scheme managed by Health Promotion Organizations and
those allocated and managed by Occupational Risk Insurers for promotion and
prevention purposes, to be integrated and coordinated with the PHC strategy,
is not the responsibility of department, district or municipal health territorial
entities, they are deemed as public health resources.
Funding Sources
The funding sources of the different SGSSS social programs are as follows:
General Participation System

It is made up of resources transferred by the national government in the General
Participation System (SGP) to territorial entities as mandated by Articles 356 and
357 of the Political Constitution. SGP allocation will be as follows: 58,5% to the
education sector; 24,5% to the health sector; 5,4% for the drinking water and
basic sanitation sector; 11,6% for general purposes. SGP health resources are to be
allocated as follows:
• Progressive financing and co-financing of demand subsidies until total coverage
is attained and sustained.
• Provision of healthcare services to the poor population that is not covered by
demand subsidies.
• Health Ministry-defined public health priority actions.

Under Law 1,438, sharing of these components is as follows: the subsidized
system is to receive at least sixty-five per cent (65%) pursuant to the reform plan
agreed upon between the national government and the territorial entities until
reaching eighty percent (80%) no later than 2015.
In any case, 10% of the General Participation System for Health is to be
devoted to financing public health actions. As to the allocation of the remaining
percentage, priority is to be given to the funding of services delivered in places
where only the State is able to provide efficient health services and/or demand
subsidies, in accordance with financial and resource transformation plans to be
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submitted by territorial units, and those plans shall be signed off by the Ministries
of Social Protection and Finance.
Solidarity and Guarantee Fund (Fosyga)

It is aimed at ensuring compensation across individuals with different incomes
and risk levels, and the solidarity of the SGSSS, covering catastrophic risks and
traffic accidents, and other complementary functions prescribed by law. Run by
the Ministry of Health by fiduciary assignment, it has no legal status or own staff
as provided for in the Government Procurement Rules.
The Fund features the following independent subaccounts: a) for contributive
scheme internal compensation; b) health subsidized scheme solidarity account; c)
health promotion account; d) catastrophic risk and occupational risk insurance
account.
Funding of the Compensation Subaccount:

The compensation subaccount is funded from payroll taxes and contributions
collected less resources allocated to the other subaccounts.
The contribution base amounts to 12.5% of the declared income or salary,
which cannot be lower than the minimum wage. The employer pays 8.5% and
the employee 4% of the total contribution. There are exceptions, however, such as
pensioners who pay a monthly contribution accounting for 12% of their monthly
pension income. This is also the case of the Community Mothers program
enrollees,
who contribute monthly to the SGSSS an amount equivalent to 4% of the
benefit they are paid by the Colombian Family Welfare Institute.
Up to 1.5% of the payments made by enrollees to the contributive scheme,
and 1.5% of special and exceptional scheme contributions, are transferred to the
Fosyga solidarity subaccount to aid in financing beneficiaries of the subsidized
scheme.
Funding of the Solidarity Subaccount:

To co-finance, jointly with territorial entities, the subsidies received by member
users pursuant to the subsidized scheme's regulatory framework, the Solidarity and
Guarantee Fund (Fosyga) has the following resources:
• Up to 1.5% of the payments made by enrollees to the contributive regime, and
1.5% of special and exceptional scheme contributions.
• Funds from the Family Compensation Funds.
• Resources from the National General Budget which, starting from the 2010
allocation, are progressively required to reach coverage universalization and
benefit plans unification, after applying the other financing sources of the
subsidized scheme.
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• Contributions to be paid by employers to the Solidarity Fund when a worker
refuses to leave the subsidized system, as prescribed by existing legislation.
• Any resources to be contributed to such an effect by guilds, associations and
other organizations.
Funding of the Health Promotion Account.

It finances health education, information and development activities, as well
as secondary and tertiary disease prevention actions. The MSPS is to define the
percentage of the total contribution revenue to be allocated to such end, which
shall not be in excess of one point of the contribution paid. These resources are
to be supplemented by any appropriation as may be determined by the Ministry of
Health to such an effect.
These resources may be used to pay the activities conducted by Health
Promotion Organizations (EPS) that the Ministry of Social Protection considers to
have greater impact on disease prevention.
Historically, of the 12.5% contribution revenue, this subaccount receives 0.4%
of the IBC (the portion of the salary taken as basis for contribution calculation)
which is allocated to individual promotion and prevention activities previously
informed by EPSs, and to central and national promotion and prevention
campaigns.
Funding of the Catastrophic Disease and Traffic Accident Subaccount

Resources in this account are mainly used to pay compensations originating
from traffic accidents involving unidentified or uninsured vehicles. Payment of
surpluses resulting from care delivered to victims of traffic accidents. Payment
of expenses incurred in providing comprehensive care to victims of catastrophic
or terrorist events, as well as payment of rehabilitation services, and prosthesis
provision, in accordance with the applicable Ministry of Social Protection
regulations.
The catastrophic risk and traffic accident subaccount is funded as follows: The
catastrophic risk and traffic accident subaccount is funded as follows: a) Mandatory
Traffic Accident Insurance Fund (Fonsat) resources; b) a contribution equivalent to
50% of the annual premium established for mandatory traffic accident insurance,
to be collected in addition to it; c) when the Solidarity and Social Emergency Fund
of the President's Office expires, the budgetary appropriations of this Fund to
terrorist victims are to be transferred to the Solidarity and Guarantee Fund.
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Nation Contributions

They are comprised of the resources allotted in the national budget to the
implementation of health-specific projects or functions, including research
expenses by the National Health Institute, public health or health promotion and
prevention projects, among others. No Fosyga contributions to any of its accounts
are considered, as these are specific allocation accounts.
Royalties

Royalties are payments made to the State in consideration of the exploitation
of non-renewable natural resources. Territorial entities are entitled to share in the
resources raised from royalties and compensations.
Royalties may be direct or indirect. The former directly benefit territorial
entities where non-renewable natural resources exploitation activities take place,
municipalities having sea or river ports from which such resources are shipped, as
well as municipalities within the area of influence of those ports. The latter are
resources not directly allocated to territorial entities, which go to the National
Royalties Fund (FNR). Access to FNR resources is given to any territorial entity
that submits mining promotion, environmental preservation projects, as well as
priority regional investment projects under development plans.
Assigned Revenue

Revenue assigned by the national government to territorial entities to be
specifically allocated to the health sector. It includes revenue raised from lottery
and gambling games and assigned VAT originating from sales of beer, liquor, wines
and aperitifs. Territorial entities may use these resources to finance operating
expenses (up to 25%) and to finance the subsidized scheme (not less than 20%).
Other Health Sector Resources
• Additional Health Plans : These are voluntarily funded by users who wish to
supplement the Mandatory Health Plan with luxury or enhanced technology
services. They include prepaid managed care plans, complementary plans,
and hospitalization and surgery policies, to be administered by organizations
specifically registered to carry these services.
• Mandatory Traffic Accident Insurance: It provides coverage for events resulting
from traffic accidents up to a specific amount and complementarily to the POS.
Administered by authorized insurance companies until a defined amount in
excess of which they are funded from the Fosyga's specific Catastrophic and
Traffic Accident (ECAT)
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• Occupational risk coverage: Covers any event or disease resulting from an
occupation risk, without the POS limits. They are guaranteed by Occupational
Risk Insurers and employers' contributions.
• Catastrophic event coverage: Provides coverage against events defined as
catastrophic (such as floods and earthquakes) with resources specifically
earmarked to such an effect, and complementarily to the POS. They are funded
by the Fosyga through the ECAT subaccount.

Expenditure on Health
According to WHO and World Bank statistics, total health expenditure in
Colombia accounted for 6.4% of the GDP in 2009, thus being one of the most
prominent sectors in the country's economy. This notwithstanding its decreased
share in government spending between 2000 and 2007, a situation explained by
the increase in the country's GDP and not by a fall in health expenditure.
Table 4 – Health expenditure in Colombia, 2000 and 2007
Expenditure

2000

2007

6.8

6.1

General government health expenditure as a % of total health expenditure

80.9

84.2

Private health spending as a % of total health expenditure

19.1

15.8

Health social security spending as a % of the general government spending on health

60.2

70.1

Household direct spending as a % of private spending on health

59.0

48.7

Total health expenditure as GDP%

Obtained from (World Health Organization, 2010) and adapted by the author. *Banco Mundial, 2009.

The composition of expenditure reflects that it is mostly public, representing
over 80% of the expenditures. Such share increased by 4 points between 2000
and 2007. This is explained by the significant growth of social security, which
increased from 60.2% to 70.1% as a percentage of the general expenditure on
health for those years, respectively.
This phenomenon is mainly explained by the provision of insurance as the
mechanism to ensure access to services for the Colombian population, which
is reflected in an intensive public policy aimed at achieving universal coverage.
This allowed increasing from 60% of the population insured for 2000 to 89.36%
for 2007, i.e., from 25 million people to about 39 million.
The increase in public expenditure is reflected in a drop of the same
magnitude in private expense, which turned from 19.1% to 15.8% for 2000
and 2007, respectively. Private expenditure represents 48.7% of direct household
expenditure, which, in turn, represents 8.1% of total expenditure (World Health
Organization, 2010). It should be highlighted that, prior to the creation of the
General System of Social Security in Health (SGSSS), out-of-pocket expenditures
for 1993 represented 43% of total expenditure on health.

382

Health Systems

in

South America

Compared to other countries, the behavior of the expenditure on health of
Colombia is more similar to the European behavior than to that of the American
region or even to that of countries such as Chile or Mexico (see Table 5). As it
may be observed, the share of the expenditure on health in Colombia in the GDP
is similar to that of countries such as Chile, with 6.2%, and it is halfway that
achieved by Mexico, with 5.9%, and Brazil, with 8.4%. That is not so in the case of
the composition of expenditure, where private share is, at least, three times lower
than that of the region and direct household expenditure is one of the lowest.
Table 5 – Expenditures on health, selected countries, 2007

Country
/ Continent

General
Total ex- government
penditure expenditure
on health on health as
as a % of a % of total
GDP
expenditure
on health

Private
expenditure
on health as
a % of total
expenditure
on health

Expenditure
of the social Direct housesecurity on hold expenhealth as a diture as a
% of general % of private
government expenditure
expenditure on health
on health

Direct
household
expenditure as a %
of total expenditure
on health

Total
expenditure on
health per
capita at
the average
exchange
rate (USD)

Colombia

6.1

84.2

15.8

70.1

48.7

79

284

Chile

6.2

58.7

41.3

17.0

53.2

22.0

615

Mexico

5.9

45.4

54.6

58.9

93.1

50.8

564

Brazil

8.4

41.6

58.4

0

58.8

34.3

606

Europe

8.8

76.0

24.0

49.5

66.5

16.0

2,035

Source: From 2010 World Health Organization and adapted by the author.

The expenditure per capita in dollars in Colombia is the lowest of the group
selected for comparison. Although this measure allows determining the global
market value, it does not correct the differences of internal prices of healthcare
services in each country or the coverage of services supplied under the insurance.
Users Contributions (Co-payments and Ordinary Fees)
Under the SGSSS, affiliates and beneficiaries must pay co-payments, ordinary
fees and deductibles. In the case of contributing members, these payments are
intended only for rationalizing the use of the system services. In the case of the
other beneficiaries, the payments mentioned above are also applied to supplement
the financing of the mandatory health plan.
In no case will ordinary fees turn into healthcare access barriers by the poorest;
thus, in order to avoid restricting access by the poorest population, such payments
for the different services are defined according to the socio-economic level,
pursuant to such regulations as may be adopted by the National Government,
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with the prior opinion of the Health Regulatory Commission. Furthermore, they
are excluded from the ordinary fees and co-payments for the SISBEN level I of the
subsidized scheme.
It must be highlighted that co-payments must be applied to all services covered
by the POS, except:
• Promotion and prevention services
• Programs for the control of mother and child care
• Programs for the control of communicable disease care
• Catastrophic or high cost diseases
• Urgency care

The care through any service or with any activity, proceeding and intervention
included in the POS-S will be free of charge and no co-payment will be charged to
the following persons:
• Children during their first year of life
• Population classified as ONE according to the SISBEN survey (of any age)
• Special populations detected through tools other than the SISBEN, such as
census listings or otherwise, provided that they meet poverty conditions similar
to those of level ONE of the SISBEN: neglected children over one year old,
indigent population, forcibly displaced persons, indigenous people, demobilized
population, elderly people under the care of nursing homes in social care
institutions, migratory rural population, ROM people.
• Once the SISBEN survey has identified the nuclear family members of the
demobilized people, such members will not have to pay any co-payments, provided
that they are classified as level ONE of the SISBEN.

As regards the services stated below, care will be free of charge and no copayment will be charged from population of any age and socio-economic condition:
• Prenatal monitoring, care of child delivery and its complications
• Promotion and prevention services
• Programs for the control of mother and child care
• Programs for the control of communicable disease care
• Catastrophic or high cost diseases
• Urgency care
• Visits to the doctor, the dentist and other non-medical specialists, lab tests,
imaging, dispatch of drugs covered by the POS-S and urgency consultations.
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• Regular prescriptions within a special program for comprehensive pathology care

Allocation Criteria and Payment Models
Being Health Promotion Organizations (EPS) the main responsible for forming
the networks to render healthcare services to supply the Mandatory Health Plan
to its members, such companies must design and implement the contract and
payment forms for health institutions. Notwithstanding that, EPSs are limited
by the regulatory developments regulating the relationship between EPS and the
Social Insurance Institutes (IPS), the market structure and the price formation
instruments of the sector.
Most of the regulatory efforts have focused on the relationships between
healthcare providers and the entities responsible for the payment of the population
healthcare services in order to facilitate and standardize the conditions of these
relationships, thus accelerating the flow of resources.
The most used service procurement or purchase mechanisms between the EPS
and service providers in Colombia are:
Capitated payment or fixed value by user contracted. This mechanism is
mainly associated to low complexity and highly frequent services.
By event. Mechanism whereby the payment is performed according to the
activities, proceedings, interventions, supplies and drugs provided or supplied to a
patient during a certain period of time and in connection with a health event. This
mechanism is very used in intermediate and high complexity levels.
Comprehensive care sets or packages. This mechanism integrates a set of
activities, proceedings, interventions, supplies, and drugs. In the last few years,
this mechanism has extended to cover highly-standardizable pathologies or clinical
conditions, such as HIV/AIDS outpatient treatments, chronic kidney failure, hip
replacement, among others.
It is clear that there is a need in Colombia to incorporate procurement
mechanisms aimed at EPS and IPS having relationships and transactions with
lower transaction costs, information for risk management, and fewer conflicts.
Given the lack of objective elements for price formation, it was necessary to adopt
the tariff systems of the Institute of Social Security and of the Mandatory Traffic
Accident Insurance (SOAT), as a benchmark for price negotiation.
The initial problem was, then, to discriminate between the service basket
defined in the Manual of activities, interventions and proceedings of the Mandatory
Health Plan in the SGSSS, conforming the POS, and the tariff procedure system
of the Institute of Social Services and the SOAT, a problem which has not been
solved so far. The transaction by proceeding scheme set aside the option to form
prices based on more comprehensive units, such as diagnostics. This decision has
caused a decisive increment in contract transaction costs through the information,
control and auditing systems.
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In some cases, tariff updating may not be considered as a significant component
in the procurement process; this is supported by the limited proceeding and tariff
updating in the two tariff systems throughout time, other than the adjustments for
inflation.
SSGS Contingencies: Reimbursement for Non-POS Events
In the last few years, the system has had to bear that the State acknowledged
services that were not included in the Mandatory Health Plan (POS), and the
aggravation of this phenomenon, without any mechanism to compensate the
financial effect of such obligations. This constitutes a risk to the economic
sustainability of the system and a significant source of inequity.
Currently, non-POS events may be paid with system resources through
reimbursements, charged to the compensation subaccount of the Solidarity and
Guaranty Fund (Fosyga) in the case of the contributive scheme, and to the health
department, district and municipal authorities in the case of the subsidized scheme.
The dynamics of the increase in the amount allocated to pay non-POS events has
been hard to sustain in the medium term: between 2007 and 2008, the payments in
the contributive scheme increased by 84%; between 2008 and 2009, they increased
by 78.4%, and between 2009 and 2010, they increased by 65,2%, reaching in 2010
a total projected amount of 2.3 trillion pesos. It should be noted that no financing
plan bears the increase in these liabilities, which, for the 2002-2010 period increased
at an average annual rate of about 80%.
In view of this situation, it is important to ask the reasons for the sustained
increase in the liabilities for non-POS events. It should be noted that, according
to the epidemiological and burden of disease profile, there were no significant
changes in Colombia's epidemiological profile during the 2006-2010 period, and no
pandemics has been similar, in proportion, to the evolution of these proceedings.
The main causes are, then, the incentives of the different agents engaged in the
handling of benefit plans.
In particular, due the growth of the system coverage and the delay in benefit plan
updating, patients were recommended, as regards the several events not included
in the current POS, to resort to constitutional protection rights, which is called
"Protection Action" ("Acción de Tutela") in Colombia. Likewise, decision T-760 of the
Constitutional Court orders that the powers of the Technical-Scientific Committees
be expanded so that they may authorize medical services other than drugs.
The Increase in non-POS Events and the Equity of the Health System

The increase in reimbursements for non-POS events has also negative effects
regarding equity and solidarity, thus, violating main principles of the system.
For 2009, about 533,430 persons requested reimbursements from the Fosyga for a
total of 1.8 trillion pesos, for an average value per person of about 3.4 million pesos,
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7 times higher than the Capitated Payment Unit (UPC) value in the contributive
scheme, and 13 times higher than the UPC value in the subsidized scheme.
It should be highlighted that the resources allocated to non-POS care
were mostly used for the population with the highest income (members of the
contributive scheme), who have the knowledge and legal advice to take advantage
of the administrative and judicial mechanisms to obtain reimbursements for the
non-POS events, without responding to technical criteria in view of the health
needs of the population as a whole or the identification of those services which
generate more benefits for the society as a whole.
In practice, the resources allocated to the payment of non-POS services delayed
the possibility of ensuring universal coverage, thus, affecting access of the most
vulnerable population to the system benefits.
If an analysis is made of the drugs which are most reimbursed for non-POS
events, it may be determined that, during 2010, more than 50 billion pesos were
paid for nutritional and growth hormone formulas. This amount could have been
used to finance 192,000 new places in the subsidized scheme .
Inequity also arises regarding the allocations of other sectors. The total
reimbursement amount for 2010, of about 2.3 trillion pesos, is twice the
resources allocated under the General Colombian Budget for drinking water
and basic sanitation, exceeds the resources allocated for the Judiciary, as well
as the total amount in the Colombian budget for environment preservation .
Resources from reimbursements, which cover 533,430 individuals, would allow
to serve 5.6 million children through more than 12 programs of the Colombian
Institute for Family Welfare and they could finance 8.8 million new places in the
subsidized scheme .
In view of this situation, the MSPS has established a set of measures to provide
a structural and sustainable solution to this problem, which measures include,
among others, controlling the maximum values of reimbursement payments, a
different mechanism to enter new health technologies in Colombia, the benefit
plan updating, adjustments in the financing architecture, the addition of new
resources, driving the generation of clinical practice guidelines, reporting and
follow-up of conflicts of interest by the medical staff.
24

25

26

MACROMANAGEMENT
Stewardship
The Ministry of Public Health and Social Protection (MSPS) is in charge of the
health system stewardship, i.e., its direction, guidance and conduction. The purposes
of this Ministry are formulating, adopting, directing, coordinating, executing
and assessing the public policy on health, public health and social promotion of
health, and participating in the formulation of the policies on pensions, periodic
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economic benefits and professional risks, which will be developed through the
institution comprising the administrative sector. The Ministry of Health and Social
Protection will direct, guide, coordinate and evaluate the powers of the General
Social Security System and the General Professional Risk System. It will further
formulate, establish and define the guidelines related to the Social Protection
information systems.
According to the regulatory aspect and the scope of powers and functions
stated by Law, the MSPS carries out the regulatory process in coordination with
other levels of the Executive Power.
Formulation of Health Policies and Plans
Within the framework of its powers, the MSPS has developed the following
"explicit" national health policies for the sector.
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Chart 4 – Explicit policies in the health sector, Colombia, 2003-2007
Policy

Year

Description

Decree 3,907
National Public
Health Plan

2007

It establishes the following five policy guidelines for the country:
• Promotion of health and quality of life.
• Risk prevention
• Recovery and reparation of damages to health
• Health surveillance and knowledge management:
- Public health surveillance
- Health surveillance in the work environment
- Sanitary surveillance
• Comprehensive management for operative and functional development
of the National Public Health Plan

National Policy on
Aging and Old Age

2007

It is addressed to all the people residing in Colombia, in particular, those
over 60 years old. Emphasis on those under social, economic and gender
vulnerability conditions. It considers the trend by cycle of life. It is an
arranged public State policy which articulates all the government levels and
the civil society around a common goal: making the situation of aging and
old age visible and intervening in it during the 2007-2019 period.
Its general goals are: To actively address, at the intersectoral and territorial
levels, the conditions for social, economic and cultural development of
individuals, the families and the society, as a means to promote that the
current and future elderly have a decent, healthy and integrated old age within
the framework of the promotion, prevention and restitution of human rights.
Create conditions for the aging of population, understood as the right that
everyone has to a decent, long and healthy life, acknowledging the importance
of individual, family and social shared responsibility in this process.

National Blood Policy

2007

The National Blood Policy defines the strategies, lines of action, projects
and goals to address the accessibility, equity, safety and solidarity problems,
based on the diagnostic made to that regard by the National Institute of
Health and the National Institute of Drug and Food Surveillance.

National Policy on
Food and Nutritional
Security – Conpes
113.

2007

On March 31, 2008, the National Council on Economic and Social Policy
(Conpes) approved the National Policy on Food and Nutritional Security
through Conpes' Social Decision 113.
The Policy is addressed to all the Colombian population and it requires the
performance of actions that may contribute to reduce social and economic
inequalities related to food and nutritional insecurity in vulnerable population
groups.

National Policy on
the Provision of
Healthcare Services

2005

It aims at ensuring access, optimizing the use of resources and improving
the quality of the services provided to the Colombian.

National
Pharmaceutical
Policy

2003

The Policy aims mainly at resolving difficulties related to the appropriate use
of drugs, including the development of pharmaceutical services, such as the
strategy to continuously improve the space where they are most frequently
used, as well as at repairing defects in the surveillance and quality control
system, and at reducing inequalities in the access.

National Policy
on Sexual and
Reproductive Health

2003

To improve sexual and reproductive health and promote the exercise of sexual
and reproductive rights for all the population, with a special emphasis on the
reduction of the vulnerability factors and risk behaviors, the encouragement of
protective factors and the care of groups with specific needs.
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In the cases where the policy requires intersectoral agreements and/or where
such policy affects the economic and social development of Colombia, the policy
is reflected through a Conpes' document. To that end, such policy coordinates
and guides the entities in charge of the economic and social conduction in the
Government through the study and approval of documents on the development
of general policies which are submitted in their meetings.

Health Surveillance
In Colombia public health surveillance is considered an essential function
related to State and citizen responsibility for the protection of individual and
collective health, which consists in the systematic and permanent process of
gathering, organizing, analyzing, interpreting, updating and disclosing specific
health-related data for them to be used in the planning, execution and assessment of
the public health practice. It is conformed by a system which adds the components
shown in Figure 2.
Figure 2 – Public health surveillance, Colombia
Sanitary Surveillance and Control
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General Surveillance
International Health Regulations

Colombia has been fostering different initiatives to implement the
2005 International Health Regulations (IHR). Such initiatives may be classified in
five specific thematic areas:
Diagnostic of Basic Capacities

In the 2009-2011 period, the Ministry of Social Protection, together with the
National University of Colombia, developed the macro-project for the "Diagnostic
of Capacities of the Public Health Surveillance and Response System, and Sanitary
Safety Inspection, Surveillance and Control" in order to evaluate the national
surveillance and response systems. This assessment was devised for the three levels:
national, subnational and local, the implementation of which caused a delay in the
stated terms.
The main problems identified in the diagnostic of basic capacities were: 1)
Incipient development of intersectoral integration; 2) Lack of articulation between
the components of sanitary surveillance, response and inspection, surveillance
and control (IVC); 3) Insufficient human capital; 4) Insufficient physical capital to
carry out the sanitary safety activities; 5) Development of the technological capital
in a manner not consistent with sanitary safety activities and requirements.
Based on these problems, the strengthening recommendations are: 1) To
intensify the efforts to institutionalize the proceedings to exercise the sanitary
surveillance function in order to detect, notify and respond to public health events
with national or international relevance; 2) To prepare protocols of the main
procedures required for surveillance and response, in accordance with those of the
IVC; 3) To adopt a human talent policy guiding the priorities of that formation
and setting mechanisms to achieve sufficient stability to carry out the processes
inherent to surveillance, response, and IVC; 4) To consolidate and recover public
health laboratories in order to meet the needs and requirements of public health
and sanitary surveillance activities; 5) To make progress in the definition of the
standards for the exchange of information of interest regarding public health
with the actors of the sectors involved and, thus, with the training of the human
resources that will perform this task.
Institutional Strengthening

Considering the need to strengthen training, work has been carried out to train
sanitary inspectors, technicians and public health professionals, thus integrating
the points of entrance component (1A and 1B of the IHR).
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As regards the "Basic Capacity Required for Surveillance and Response Tasks"
and the "Basic Capacity Required in Selected Airports, Ports and Land Border
Crossings," several regulatory and principles provide guidelines to define structural
issues for the application of the IHR. Twelve maritime ports were authorized to
issue the sanitary certificates internationally acknowledged; the guidelines to
implement all the annexes of the International Health Regulations (IHR) were
laid down; in addition, administrative tools have been established to facilitate
having resources available for institutional strengthening and project development
in order to support the IHR application. Five spheres may be highlighted for
integration of the relevant sectors and the articulation of the specific components
related to risk prevention and control under the IHR: Public Health Commission,
Anti-Pandemics, of the Laboratory Network, and the Port Health Committee,
leaded by the Epidemiology and Demography Board, and the National Zoonosis
Council, by the Promotion and Prevention Board.
Furthermore, the MSPS transferred investment resources for four billion pesos
distributed in 77 border municipalities, in order to improve the surveillance and
response capacities.
The resources will be specifically allocated to: a) Basic public health territorial
team, health control and application of the IHR; b) Physical infrastructure for
sanitary safety and IV actions; c) Communication infrastructure for sanitary safety
and IVC actions; d) Supplies for taking and transporting samples and personal
protection equipment.
Laws, decrees, resolutions and other legal instruments that constitute the legal
framework which determines the responsibilities of entities and institutions have
been revised. About 20 rules are being updated, amended or regulated in order
to help define the roles of each party and of the sectors involved, according to the
provisions in the 2005 IHR.
International and Border Cooperation

Colombia has prepared four Technical Cooperation proposals with Panama,
Ecuador, Peru and Brazil, the purpose of which is to mobilize resources to consolidate
the IHR implementation in the relevant border areas. Furthermore, bi-national
meetings have been held with Ecuador to develop the master agreements and the
specific agreement for the implementation of the San Miguel border crossing as
integrated control center, thus, implementing the presidential mandate of both
countries to consolidate the Bi-national Center for Care at the Border (CEBAF)
before March 31, 2012 and reproduce it at the Rumichaca border crossing.
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The participating bi-national entities and their equivalent entities decided to
include as framework for action in the CEBAF the provisions related to human
health-related sanitary controls and the sanitary control in the respective countries,
the provisions contained in Annexes 1 and 2 of the 2005 IHR.
Technical Help and Advice on Port Health

The Port Health Committees articulate with the relevant authorities of
the other sectors involved in the implementation of the IHR at the points of
entrance. Furthermore, a virtual training course was given on the "Application
of the National and International Technical and Regulatory Framework at Points
of Entrance" addressed to professionals and technicians performing Surveillance
and Sanitary Control and Public Health Surveillance actions at maritime and air
points of entrance.
Also, training was provided on Port Health inspection, surveillance and
control (IVC) and on the issue of on-board health certificates. In addition, regional
workshops were organized with the participation of the sanitary authorities from
the invited regions and the local authorities of other sectors for the socialization of
the information related to inspection, surveillance and control issues in port areas
and the revision of regulatory proposals to adapt them.
S trengthening of the National Focal Point (NFP) and the Communication
Network

Among the organizational aspects defined by the IHR in 2007, the National
Focal Point27 (NFP) became operative to establish an official and permanent
relationship with the World Health Organization (WHO) to notify events that
could be internationally significant.
Also, the Web site page of the then Ministry of Social Protection, now the
MSPS, included a link (http://www.minproteccionsocial.gov.co/ salud/Paginas/
CNE-CentroNacionaldeEnlace.aspx) with the related information. In 2011,
Circulars 031 and 057 were issued. They regulated the procedure on availability of
officers for public health surveillance and the distribution of the communication
tools to the focal points of the territorial entities, in order to guaranty the articulated
communication and operation of the National Public Health Surveillance Network
with the CNE.
Laboratory Diagnostic Network for Health Surveillance

The National Laboratory Network (RNL) acts within the framework of the
public health surveillance system. It is organized as a management and technical
system aimed at the functional integration of national model laboratories, public
health laboratories, clinical laboratories, other laboratories, and sample taking and
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microscopy services, for the performance of tests to support the surveillance of
public health-related events, and for sanitary surveillance and control.
According to the terms in Decree 2,323/06, the following are the strategic
lines of the RNL: 1) Public health surveillance: actions to support public health
surveillance and sanitary surveillance and control; 2) Quality management:
actions for a progressive improvement in the compliance with the optimum quality
standards; 3) Provision of services: actions to improve the capacity to offer services
by public and private laboratories at the different territorial levels; 4) Research:
actions to support laboratory research and contribute with the National Science
and Technology System in the development of health research.
The following are members of the National Laboratory Network: a) the
National Health Institute (INS); b) the National Institute of Drug and Food
Surveillance (Invima); c) the Public Health Laboratories of the Departments and
of the Capital District of Bogotá; 4) the clinical, cito-histopathology, bromatology
and reproductive medicine laboratories, blood and anatomic component banks,
and other laboratories performing tests for public health surveillance and sanitary
surveillance and control.
The INS and the Invima are the national model laboratories and the
department public health laboratories are the model laboratories in their respective
jurisdiction. There are thirty-three department laboratories (thirty-two department
laboratories and one district laboratory).
The National Intersectoral Commission gives support and higher
guidance to the National Laboratory Network through recommendations on
technical regulations and rules under an intersectoral approach, among other
recommendations.
28

Epidemiological Surveillance
In Colombia, epidemiological surveillance is part of the Public Health
Surveillance System (Sivigila)29(Decree 3,518/06) for the systematic and timely
provision of information on the dynamics of the events that affect or may affect
the health of the population, in order to guide the policies and planning on public
health, take decisions for the prevention and control of diseases and health risk
factors; optimize the follow-up and assessment of interventions; rationalizing and
optimizing the resources available, and achieving effective actions on this matter,
fostering the protection of individual and collective health.
The Ministry of Social Protection, the INS and the Invima, the Subnational
Health Boards, the entities managing health benefit plans , the Notifying Units
and the Primary Data-Generating Units31 will be responsible for the Sivigila.
30

393

394

Health Systems

in

South America

The process that was previously done by the Sivigila is: a basic set of
information of public health events of national interest, obtained by the Primary
Data-Generating Unit, triggers a process for information notification32 and
processing, whereby such information is analyzed and interpreted; based on that,
actions or interventions are triggered, some of them immediately and others for
the construction of knowledge applicable to the system. The surveilled events are
based on surveillance models and protocols, and they include a standardization
process (Figure 3).
Figure 3 – Institutional sanitary surveillance and control actors in Colombia
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Sanitary Surveillance
Sanitary surveillance in Colombia develops within the framework of the
international commitments undertaken and the provisions in the Political
Constitution regarding collective and environmental rights.
The international commitments include the following: 1) International Health
Regulations (WHO, 2005) 2) Sanitary and Phytosanitary Measures Agreement
(WHO, 1994); 3) International Convention for the Prevention of Pollution from
Ships (MARPOL 73/78).
The Political Constitution sets forth the collective and environmental rights
(Chapter III. Articles 78-82), and the following aspects may be highlighted:
1) It requires the quality control on the goods and services offered and provided to
the community, as well as on the information to be furnished to the public when
marketing such goods and services, and it makes producers and marketers liable
for the health, safety and adequate supply to consumers and users; 2) It establishes
the right to enjoy a healthy environment and sets forth that the State is responsible
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for preventing and controlling environmental deterioration factors, applying the
relevant legal penalties, and requiring the relief of the damages caused.
The legislative framework on the different aspects of sanitary surveillance
is developed based on the constitutional framework . Upon developing this
legislative framework, the national government issued a set of rules that constitute
the regulatory framework.
This legislative and regulatory framework is implemented through the
articulation of the following institutional actors (Figure 3)34.
33

Sanitary Surveillance, Entrance and Permanence in the Market of Products

The sanitary surveillance system has a registration and license regime for
quality control and sanitary surveillance of drugs, cosmetics, pharmaceutical
preparations based on natural resources, toiletries, hygiene and cleaning products,
and other domestic use products as regards the production, processing, packaging,
dispatch, import, export and commercialization. There are extensive regulations
on this issue, which commence with Decree 677/95.
The main tools used are: 1) Sanitary operation license: the manufacturing
facilities of the relevant products must have a sanitary operation license issued
by the Invima or the authority with powers delegated by the Invima; 2) Sanitary
record: the public document issued by the Invima or a delegated authority
authorizing a natural or legal person to produce, market, import, export, package,
process and/or dispatch drugs, cosmetics, pharmaceutical preparations based on
natural resources, toiletries, hygiene and cleaning products, and other domestic
use products.
It should be noted that, as regards sanitary surveillance and quality control
of drugs, biological products, food, beverages, cosmetics, medical-surgical and
odontological devices and elements, natural homeopathic products and products
generated by biotechnology, diagnostic reagents and other products that may
have an impact on individual and collective health, the direct responsible is the
Invima. These actions are performed, in particular, under Laws 9/79, 100/93 and
1,122/07, and their regulatory decrees, following the relevant sanitary standards.
The ICA designs and executes strategies to prevent, control and reduce sanitary,
biological and chemical risks for animal and vegetal species, which risks may affect
the Colombian agricultural, forestry, fishing and aquatic production.
Health-related Advertising Regulations

The Invima, jointly with the other competent entities, has developed an
advertising and information material regulatory framework (Chart 5).
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Chart 5 – Advertising Regulations in Colombia
Baseline

Specific regulation

Food

Decree 1,397 of 1992, "which promotes breastfeeding and sets forth regulatory
provisions for the commercialization and advertising of formula food for breastfeeding
infants and of food supplementing maternal milk, as well as other provisions."
Resolution 1,893 of 2001, "which establishes a sanitary regime to use the incentives in
contact with the food in food products."
Law 30 of 1986, "which adopts the National Drug Charter as well as other provisions."

Alcoholic beverages

Cosmetics

Medical devices

Law 124 of 1994. "which prohibits the dispatch of alcoholic beverages to minors under
legal age and sets forth other provisions."
Decree 3,192 of 1983, "Which partially regulates Title v of Law 9 of 1979 as regards
alcohol and alcoholic beverages manufacturing plants, production, hydration,
packaging, distribution, export, import, and sale of those products, and which
establishes control mechanisms within the national territory”
Decree 219 of 1998, "which partially regulates the health regime and the quality
control and surveillance regime of cosmetic products, and sets forth other provisions."
Decision 516 of the Andean Community of Nations, of 2002. Harmonization of laws on
cosmetic products.
Decree 4,725 of 2005, "which provides regulatory provisions for the health record,
commercialization permit and sanitary surveillance regimes for medical devices for
human use."
Decree 1,030 of 2007, "which sets forth the Technical Rules containing the
requirements that medical devices should observe regarding measurements for visual
and ocular health, and that should also be observed by facilities manufacturing and
commercializing such supplies, as well as other provisions."
Decree 677 of 1995, which partially regulates the record and advertising of drugs
under prescription.

Drugs

Decree 2,200 of 2005, which sets forth regulatory provisions for the pharmaceutical
service, as well as other provisions.
Resolution 4,320 of 2004, which sets forth regulatory provisions for the advertising of
over-the-counter drugs and phytotherapeutic products.
Decree 677 of 1995, which partially regulates the record and advertising of drugs
under prescription.

Phytotherapeutic
products

Decree 2,266 of 2004, which sets forth regulatory provisions for health registration
and publicity regimes of phytotherapeutic products.
Resolution 4,320 of 2004, which sets forth regulatory provisions for the advertising of
over-the-counter drugs and phytotherapeutic products.

Dietary supplements

Decree 272 of 2009, which amends the paragraph of article 24 of Decree 3,249
of 2006, amended by article 6 of Decree 3,863 of 2008.
Decree 3,249 of 2006, which sets forth regulations for the manufacturing,
commercialization, packaging, labeling or tagging, sanitary registration regime, quality
control, sanitary surveillance and sanitary control of dietary supplements, as well as
other provisions. It also repeals Decree 3,636 of 2005."

Health System in Colombia

International points of entrance

Two types of surveillance are carried out at international points of entrance
(border crossings, ports and airports): 1) Sanitary surveillance (Law 9/79;
Decree 1,601/84), which includes transversal inspection, surveillance and control
actions on goods and means of transport; and 2) Public health surveillance
(Law 9/79; Decree 1,601/84; Decree 3,518/06), which includes follow-up actions
on crews and travelers.
Environmental Surveillance
The health environmental surveillance process in Colombia is developed
through the public health surveillance by the Public Health Surveillance System
(Sivigila), and through the environmental surveillance as regards the inspection of,
and the surveillance and control in sanitary facilities (Law 09/79).
The Promotion and Prevention Board, of the Environmental Health
Subdirection of the MSPS is in charge of developing the following lines: 1) healthy
habitat, 2) water, air and basic sanitation, 3) chemical safety. In turn, these lines are
focused on the following risk factors: a) physical and basic sanitation factors which
may have an impact on health; b) transmitted by vectors and zoonosis which may
have an impact on health; c) water consumption factors that may have an impact
on health; d) factors from chemical, radioactive, potentially toxic or hazardous
substances, or substances for consumption that may have an impact on health.
Conpes 3,550/08 sets forth the guidelines to formulate a comprehensive
environmental health policy with an emphasis on the components of air quality,
water quality and chemical safety. Furthermore, based on those guidelines, the
National Technical Intersectoral Commission on Environmental Health (Conasa)
(Decree 2,972 of 2010) was created for the purpose of coordinating and guiding
the design, formulation, follow-up and verification of the implementation of the
Comprehensive Environmental Health Policy.
The Conasa's functions include, among others, the formulation of a detailed
work plan aimed at reaching the goals stated in the action plan of Conpes 3 550/08.
It also makes recommendations aimed at achieving the articulation, harmonization
and integrality of the health sector rules in the environmental context, as well as the
environmental rules, within the framework of the Political Constitution and the
principles and provisions of law 99/93 or such rules as may amend or replace them.
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Figure 4 – Structure of the National Technical Intersectoral Commission on
Environmental Health (Conasa)
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System Organized to Mitigate the Risk of Natural Disasters

Law 46/88 created the National System for Disaster Prevention and Response
and set forth the guidelines for interinstitutional management and organization.
Decree 93/98 adopted the National Plan for Disaster Prevention and Response,
and Conpes 3,146/01 created the strategy to consolidate the Plan execution35.
The strategy defined was handling risk management as a significant component
of the Land-Use Planning and the Sectoral Development Plans, set as planning
instruments and, at the same time, tools to help take decisions on the economic
and social future of the municipalities, the departments and the Nation.

Health Workforce
The Colombian health workforce is formed by more than 300,000 workers,
40% of which correspond to health aids, mainly in the occupational profile of
nurse assistants.
According to projections based on the analysis of human resources in
Colombia, by 2011 there should be in Colombia a workforce formed by 235,000
professionals, comprising about 77,500 doctors, 42,300 nurses, 39,800 dentists,
40,000 therapists, 21,000 bacteriologists, 6,800 dietitians, 4,300 pharmaceutical
chemists, and 4,000 optometrists. Graphic 2 shows the progression of the number
of professionals per 1,000 inhabitants ratio between 1974 and 2010. There is an
increasing trend in the doctor/inhabitant ratio, which, by 2011, was of 1.7 doctors
per 1,000 inhabitants and 0.9 nurses per 1,000 inhabitants; in the aggregate, this
represents a combined ratio of 2.6 nurses and doctors per 1,000 inhabitants. This
indicator is slightly above the standard for Latin America proposed by the PAHO,
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which is 2.5. The reduction in the growth rate of the dentists every 1,000 inhabitants
ratio since 2003 is significant. One of the challenges is to increase the availability
of health promoters as a requirement to make the primary care strategy viable.
Graphic 2 – Specific groups and projection of professionals in selected disciplines
every 1,000 inhabitants, Colombia, 1974-2010
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Gap between System Demands and Personnel Supply
For 2011, healthcare personnel is calculated to be formed by 422,601 individuals,
of which 186,744, i.e., 44.2%, are technicians and assistants, and 235,857 are
professionals, 51.22 every 10,000 inhabitants. For 2011, the density of health
human resources (doctors and nurses) is 26.02 every 10,000 inhabitants and the
nurse/doctor ratio is 0.55.
From the political and administrative point of view, there is a great territorial
diversity in Colombia regarding territorial development, characteristics, and sizes.
35.81% of the population is concentrated in nine cities (0.8% of the municipalities)
with more than 500,000 inhabitants, while 15.39% of the population is located
in municipalities with less than 20,000 inhabitants (67.47% of the municipalities).
There is only information on geographical distribution up to 2000. According
to such information, there is a large concentration of general physicians in
municipalities with more than 500,000 inhabitants: by 2000, it was 23 times
higher than in those having less than 20,000 inhabitants. The 2000 study on
Health Human Resource Supply and Demand of the Public Health School of
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University of Antioquia established that professionals tend to settle in large urban
centers and in the cities where they were trained and educated.
Table 6 – Calculation of the healthcare personnel, Colombia, 2011
Profession

No.

No. prof. / 10,000 inhabitants

Medicine

77,473

16.83

Nursing

42,295

9.19

Dentistry

39,738

8.63

Nutrition and dietetics

6,771

1.47

Therapies

39,980

8.68

Bacteriology and clinical laboratory

21,122

4.59

Optometry

4,091

0.89

Pharmaceutical chemistry

4,387

0.95

Total

235,857

51.22

Source: Healthcare Human Resources in Colombia, Balance, Skills and Outlooks, CENDEX, 2008

On the other hand, it should be highlighted that the accelerated movement
of the country towards universalization has generated a pressure on demand in
the labor market. This is evident in medicine, nursing and medical specialty pregraduate human resources. Other professions, such as therapists and dentists,
have a relative lower demand and there are even some hints of a certain level of
unemployment for these professions.
Evidence comparing the service demand with the human resources supply
show that there could exist a deficit in most of the disciplines, in particular, in
the areas of medicine and nursing, and not a surplus in the areas of odontology
and therapies. This analysis was based on the evaluation of different insurance
coverage growth scenarios projected for the end of 2011. The country achieved
universalization before the term stated in these forecasts, and the insurance
coverage between 2000 and 2010 increased about 35%, which has entailed a
higher healthcare service demand.
The system service model is oriented towards hospitalization, with an emphasis
on specialized treatment. It has some limitations regarding the resolution capacity
in the first and second levels of care. This may be the result of the regulatory
regime adopted, the quality management system of which authorizes hospitals
and healthcare services to operate under strict requirements of specialized human
resource availability as an essential condition to offer specialty care. Consequently,
hospital offer is not structured by trunk specialties but by services organized around
second and third specialties, which is evidenced in the service authorization model.

Health System in Colombia

Geographical Distribution
There is no sound quantitative evidence on the geographical distribution of the
human resources. However, directors of hospitals and healthcare services provide
qualitative evidence about a lack of specialized and nursing human resources
in most of the resolution spheres of the medium and high complexity levels, in
particular, in medium-sized cities (from 100,000 to 1,000,000 inhabitants). These
cities include more than 40 urban environments with medium and high complexity
hospitals.
The regional situation in the distribution of human resources may be resolved
in the long-term, to the extent that the regional offer of schools of medicine has
been increasing, which tends to expand the job offer base.
It is calculated that Colombia has a significant deficit in specialties, thus,
requiring measures to be taken, whether through the supply side, by increasing
the country's capacity to produce specialists, or through the demand side, to
the extent the service demand is rationalized with a higher resolution power by
doctors trained as general, family, physicians. The recent Paperwork Reduction
Law establishes a higher pressure on insurance companies and healthcare service
providers to strictly follow the time periods stated for providing healthcare services.
This situation requires an effort by the health and educational systems in order to
keep and improve the quality of healthcare services.
Innovation Strategies in Training and Continuous Education
Colombia has made progresses in the implementation of a comprehensive
policy to improve the quality of training through self-assessment and regulatory
mechanisms. The high quality accreditation of institutions and programs, and the
qualified registration of programs are the two most important mechanisms which
were implemented at the beginning of the decade.
Law 30/92 provided for the deregulation of the higher education system,
allowing the universities to expand their educational offer. This policy was the
result of a well-intended educational policy line aimed at increasing access to higher
education in the different professions throughout the country. It has been related
to the strategy to increase the middle class within the comprehensive strategy
to fight poverty. As a result, there was a significant growth in new educational
institutions, programs and number of vacancies for higher education, as well as an
expansion in the regional offer.
However, by the end of the 90's, there were serious objections to the quality
of the training obtained by the new graduates. Studies performed in 2003 showed
concerns regarding the quality of human resources, in particular, graduates from
new institutions and programs.
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This led to the implementation of two quality improvement mechanisms:
1. A basic requirement mechanism through qualified registration, whereby
programs are evaluated by peers through a regulatory commission, the National
Commission for Quality Assurance of Higher Education.
2. A voluntary mechanism for high quality accreditation through the National
Accreditation Board, which accredits programs and institutions as well.
These two mechanisms have had a significant impact on training conditions,
and thus, educational institutions had to make higher investments in infrastructure
and teaching staff, and, in general, the country has improved in the certification
and qualification of better trained professors holding accredited master and
doctorate degrees, as well as accredited medical specialties. However, there are
still limitations in the quality of education, which must be addressed to reduce
the gap between educational institutions with a very high quality and those just
average. According to the National Accreditation Board, although the number
of accredited health programs has increased, it does not exceed 40% of the total
programs.
A significant aspect of health education is the quality of pre-graduate and
post-graduate training in clinical environments. The regulation of the education
market led to an evolution in the increase of the private offer concurrent with the
increase in the private offer of healthcare institutions, which has entailed a change
from the previous model, where most of health education was provided by public
institutions for free, to a training model where private education institutions enter
into teaching-service agreements with hospital institutions which are also private.
Another interesting innovation in the Colombian system is the growth of
the Science and Technology System through COLCIENCIAS, which has allowed
expanding the number of researchers and research groups in the health sector
(see section 10 of this document) through incentives for the formation of groups
that may receive financing. This policy becomes part of program assessment with
the requirements on availability of researcher professors and research groups
appropriate for the training process.
Finally, health-related schools and professional associations are working
together to define the powers of health professionals in Colombia.
Healthcare Staff Management and Administration Models
Contracting Modalities and Payment System

It is important to stress that the SGSSS in Colombia is a public entity, with
participation of the private sector, and that there is no sanitary career. Work
management processes vary substantially depending on whether the healthcare
institutions (IPS) are public or private. In IPS or public hospitals, the status of
healthcare human talent is similar to that of public servers and/or official workers.
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Some of them are subject to the rules applicable to the administrative career, while
private IPS are governed by the Substantive Labor Code and their personnel work
for them under indefinite-term, fixed-term or temporary employment agreements.
Furthermore, part of the healthcare human talent training system is indirectly
related to the IPS through the contracting modalities provided under the labor
flexibilization regime, in particular, indirect personal services, provision of services
or through workers' cooperatives, union organizations and joint stock companies.
In no case will these agreements give rise to an employment relationship or to
social welfare benefits, and such agreements will be entered for such time as is
strictly indispensable.
Estimates reflect that 31.8% of health workers are related through a formal
employment agreement, 66% through contracting modalities provided under the
labor flexibilization regime, in particular, provision of services or through workers'
cooperatives, while 3% are in independent practice.
According to a recent analysis by the University of Harvard and the World
Bank (Bossert, Bonilla, Ruiz, 2012), the management and administration model
conditions for the health personnel in the Colombian system is one of the most
critical aspects. The regulatory problem underlies in the implications of the
decentralization and autonomy which was allowed in the healthcare service markets
and the business-type configuration on the healthcare institutions (IPS), driven by
Law 100/93, both for private and public hospitals, upon defining public IPS as
State-Owned Social Welfare Companies. The main contracting mechanism in the
Colombian system for medium and high complexity services for the workforce
is the service provision contract (non-employment agreements), coupled to the
strategy of selection outsourcing and of setting relationships through cooperatives
or companies clustering human resources. The aim was reducing the personnel
payroll as well as the long-term financial liabilities that public and private hospitals
had to bear for the obligations related to incentives and bonuses. From 2002 to
2008, the system reorganized medium and high complexity public hospitals; this
entailed restructuring their personnel payroll: workers were paid their severance
payments and then externally rehired, mostly through cooperative mechanisms.
According to the survey mentioned above, this type of contracting generates
some specific problems derived from the weak relationship of the human resources
with the hospital facility and the implantation of a productionist model with
prospective implications on the quality of the services. The new policies are
currently driving a new shift to contracting human resources in payrolls and the
generation of labor stability.
Another relevant aspect is the payment system in the Colombian model,
the per event payment, which has been prevailing in the hospital system. This
system aligns the hospital invoicing-related incentives with the incentives of the
doctors hired by piecework to increase their income through demand induction.
This complex problem affects the financial structure of the Colombian system.
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The implantation of different payment mechanisms to disarticulate the incentives
related to demand induction will solve this problem. However, the Colombian
experiences as regards payments of related groups and payments by performance
are limited, though there are interesting experiences that could allow an extensive
application throughout the country.
Regulation of Training and Professions
As previously specified, the country has implanted a strict regulatory model
on training and teaching. Law 116/07 sought to implant the certification and
recertification mechanisms and delegated these public functions to the Professional
Associations. The Constitutional Court declared that recertification was not
enforceable and, currently, professions are subject to self-regulation by their own
professionals; it should be mentioned that scientific associations play a mainly
union and incipient role in professional recertification processes.
As regards medical specialties, only the exercise of anesthesiology and
radiology are regulated by specific laws. The other specialties depend on any future
development that may occur.
The main source of medical practice regulation is, therefore, the Quality
Assurance System of the Ministry of Health, which, through the mandatory
mechanism to authorize the services for all IPS, requires that skilled human
resources be available according to the standards determined for each type of
service offered. This includes from the offer of services for individual visits by
the professionals, to high complexity hospitals with state-of-the-art technology to
validate their healthcare services. There is also a voluntary accreditation mechanism
for healthcare institutions.
Workforce Migration
Given that there are restrictions on the vacancies offered for medical specialties,
part of the workforce in specialties is trained abroad, as inferred from the National
Ministry of Education's data base of validations. The restrictions on the access to
specialized education affect, mainly, those graduating from regional universities.
Even though there is not consistent data, it is estimated that more than 1,000 new
professionals and specialists trained abroad enter into Colombia yearly (National
Ministry of Education's data base of validations). The main training countries are:
the United States, Brazil, Mexico, and Argentina.
In connection with workforce migration, in the last decade, there have arisen
important incentives for the emigration of clinical specialists and nurses to European
countries and other countries of the American continent, such as Chile and Mexico.
The incentives for such emigration were mainly economic. There is no estimate
available on the number of professionals that emigrate abroad. The entrance flow of
professionals, mainly from Cuba and Venezuela, is also significant (National Ministry
of Education's data base of validations). The processes to validate foreign degrees are
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the same as those for nationals and they include a quick assessment process by peers
on the conditions of the programs taken. Although the execution of agreements with
other countries has been contemplated for the degree validation, this is still in the
process of implementation.
Training at Work and Continuing Education
Given the private structure of the healthcare system, most of the training
and re-training at work depends on the promotion strategies and qualification of
the human resources of each healthcare provider. Public and private universities
offer education and training at work through continuing education programs
and courses which provide certificates. A substantial part of this formation and,
in particular, attendance to scientific events (congresses) is sponsored by the
pharmaceutical industry.
The MSPS is not currently developing permanent education programs for
human resources in the healthcare system.
There have been successful and innovative experiences in Colombia regarding
issues such as the creation of excellence centers in areas such as: trauma, transplants,
treatment of orphan diseases and the comprehensive care of chronic patients,
processes that have been addressed by some public and private institutions. Such
experiences include the development of care processes with teaching, research and
they may help innovation in healthcare services.

Action On Social Determinants Of Health
In the last decade, population health indicators (for instance, increase in the
life expectancy, modifications in population growth and composition, changes
in lifestyles, and fertility reduction) have improved. However, not all regions and
groups enjoy the same health conditions, and there are evident differences related
to age, gender, biological, social and cultural conditions, behaviors and lifestyles
of the population.
The increase in the coverage has contributed to close the gap in the access
to healthcare services existing between the rich and the poor, and this has been
reflected in improvements both in the objective and subjective health variables.
Specialized literature has found evidence that members of the subsidized
scheme use more the system services (Trujillo, Portillo, and Vernon, 2005), that
membership increases the number of preventive visits and reduces the number
of hospitalizations (Gaviria, Medina, and Mejía, 2006), that membership to the
subsidized scheme has led to a higher weight at birth, in particular, in the poorest
households (Gaviria and Palau, 2006), that membership has had positive effects
in some anthropometric variables, such as weight-for-height, height-for-age, and
birth-weight, and that there has been a drop in fertility of mothers in the poorest
households (Tellez, 2007).
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Recent studies show other positive effects: the probability of outpatient visits
is 40% higher in members of the subsidized scheme, compared to the uninsured;
the probability of taking a child with diarrhea or an acute respiratory infection to a
health institutions is 17% and 23% higher, respectively, in members; insured women
have about 7% more probabilities than non-insured women of receiving care at
child birth by a trained professional, or of an institutional delivery; the probability
of experimenting access barriers when requiring healthcare services is 50% inferior
in members of the subsidized scheme, compared to the uninsured. Several authors
also consider that benefits from insurance are more significant in the rural areas and
the poorest quintiles, which suggests a positive impact on equity (Giedion, Escobar,
Acosta, Castaño, Pinto, and Gómez. At Glassman et al, 2009).
Notwithstanding these progresses, there are huge differences between regions.
For instance, while in Quindío or Caldas, 87% of the mothers complete more
than four prenatal care exams, in Vaupés only 24.4% of the mothers complete
them, there being a gap of 66 percentage points between these departments.
Furthermore, several public health indicators have not met the goals stated in the
National Development Plan for 2010 (National Planning Department, 2006-2010
National Development Plan, "Community State: Development for Everyone,"
2007). For instance, the goal regarding maternal mortality reduction was to reach
63 deaths every one thousand mothers, and the current figure achieved is 75.6,
according to the Ministry of Social Protection.
Health Situation and Social Determinants
Colombian health is characterized by a transitional status, as there is
a demographic transition with a growth of the older population and an
epidemiological transition with retention of perinatal and infectious conditions
and an evident growth of mortality and disabilities due to chronic diseases.
The results of the disease burden study show that conditions of the three
groups of diseases (perinatal and infectious diseases, chronic diseases, injuries and
accidents) are amongst the 20 first contributors to the burden of the disease. It
should be highlighted that the healthy life expectancy indicator estimates that,
for a 73.3-years life expectancy in 2005 for the Colombian population, the life
expectancy with a disability was 18.0 years. Life expectancy with a disability is
almost three times that calculated for developed countries.
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Graphic 3 – Participation of disease groups in the total burden, Colombia, 1995 y
2005
Total HLY 1995

Total HLY 2005
8.8%

12.6% 10.7%

15.1%

I

I

II

II

III
76.7%

III

76.1%

Source: Peñaloza, 2011. HLY: Healthy Life Years

The burden of the disease shows an evident progression where most of the
burden is on the conditions of group II: Chronic diseases, while group I:
Perinatal and infectious diseases increase their share over group III: Injuries and
accidents. The reason for this seems to be a consequence of the marked drop in
Colombia of the mortality by homicide during the period under analysis.
Table 7 – Progression of the burden of disease, Colombia, 1995-2005
Indicator

1995

2005

Variation

Total HLY every 1,000 individuals

288.8

279.6

-3.2%

YLD every 1,000 individuals

179.3

207.3

-15.6%

YLPD every 1,000 individuals

109.5

72.2

-34.1%

Total life expectancy at birth (years)

67.7

73.3

-5.6

Source: Peñaloza, 2011. YLD: Years of life with a disability. YLPD: Years of life lost due to premature death.

There has been improvement in the life expectancy at birth and a reduction
in the global disease burden every 1,000 inhabitants. However, the inversion in its
composition is relevant. The disability burden increases while the mortality burden
shows a significant reduction. This suggests the impacts that chronic conditions
from an aging population have on the health system, and it already has a high
disability burden. Healthcare services will have to face a high demand of curative
services, and the system must include the intervention strategies on secondary
prevention in sick population among its priorities.
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Table 8 – Comparison of health condition indicators, La Guajira and Colombia, 2009
Indicator

Guajira

National

Mortality rate every 1,000 children under 5 years old

26.77

16.63

Mortality rate by acute diarrhea disease every 100,000 children under 5 years old

25.10

7.34

Chronic malnutrition or low height for the age in children under 5 years old

27.90

2.70

Chronic malnutrition or low weight for height in children under 5 years old

1.80

0.9

Global malnutrition or low weight for the age

11.10

3.40

Overweight or high weight for height in children under 5 years old

2.30

4.80

Maternal mortality every 100,000 live births

220.46

72.88

Skinny or malnourished women of child-bearing age

8.50

4.80

Lack of prenatal care (%)

11.50

3.00

Source: DANE, ENDS 2010.

The action on social determinants must be a priority for the system, as well
as intersectoral intervention. This is evident in the regions with lower social
and economic development. The table shows a selected group of indicators in a
lower development department compared with the national indicators. The most
significant gaps in social determinants are in highly rural areas, where there are
still problems to have access to drinking water and public services, cultural and
ethnical aspects that limit the acceptance of health promotion and prevention
strategies, as well as State institutional deficiencies and the lack of a technical
response by the system in the action on population risk factors.
Consistency between Policies and Action on Social Determinants
of Health
Intersectoral policies to date seek to be in line with the health sector policies;
for instance, the food and nutritional security policy, which aims at addressing
structural problems related to food availability, physical and economic access to
food, food consumption, biological use, and quality and harmlessness (Conpes 113).
To that end, it defines that one of its goals is to articulate the different
intersectoral and intrasectoral programs, projects and actions, within the framework
of the Social Protection and social promotion System, to have a higher impact of
the policy on the population, in particular, on the most vulnerable population at
a higher risk.
It also defines the following strategies: institutional development; food and
nutritional security territorial plans; focusing; strategic alliances; community and
citizenship participation; information, education and communication; follow-up
and assessment.
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Intersectoral Coordination Strategies
The MSPS was designed as a strategic institution to integrate the health
problems with the different interventions aimed at improving the welfare of
people. This position defined health problems within the broad context of social
protection, where intersectoral action on population groups may have synergic
effects. The policy on social protection may be developed based on the terms in the
1991 Constitutions and its promotion of the Social State.
The main institutional arrangements to coordinate social, economic and
health policies arise from the integration of work, health and welfare based on
the action focused in the Ministry of Health and Social Protection. The definition
provided by the MSPS maintains the specific development on social protection
through different institutional coordination mechanisms.
The social policy intergovernmental coordination entity is the Council on
Economic and Social Policy, which analyzes the different social problems and their
interrelationships, and defines the policies, priorities and operative responsibilities.
Such council has also formulated the intersectoral policies mentioned before.
Likewise, under the terms of article 45 of Law 489/98, the National
Government has created intersectoral commissions to coordinate and provide
higher orientation on the execution of certain public functions and services.
Subsequently, it was established that all the instances that form part of the
Social Protection System and other actors will participate in the development of
the Ten-Year Health Plan, within the framework of the primary care strategy, and
they will intervene on health determinants, in a coordinated manner, under the
conduction and following the guidelines, criteria, and mechanisms of the National
Council on Economic and Social Policy (Conpes) and the Ministry of Health
and Social Protection. For the purposes of the coordination, an Intersectoral
Commission on Public Health was created; such commission will meet every six
months to follow-up the actions aimed at handling the health determinants, which
will be informed to the Conpes.
Scope of the Millennium Development Goals
By document Conpes Social 91 of March 14, 2005, the Colombian State adopted
the "Goals and Strategies of Colombia for the Achievement of the Millennium Development
Goals - 2015", and it submitted for each of the goals, the specific objectives that
Colombia would expect to achieve in 2015, as well as the strategies necessary to
implement and consolidate its achievement. These goals were established taking
1990 as the baseline (as required in the Millennium Declaration) for most of the
indicators or the year for which there was information available reflecting as best as
possible the base situation of each goal.
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There being less than 5 years from the deadline established for the achievement
of the Millennium Development Goals, there are some progresses that are worth
mentioning: Colombia has been able to achieve in advance the goals related to
coverage, the MMR immunization and institutional delivery (Conpes, 2011). There
has been a significant progress (percentage of achievement of the stated goal) in
the satisfaction of other indicators, such as: the percentage of women completing
four or more prenatal care exams (73.3%), the prevalence of global malnutrition
in children under 5 years old (86.7%), the reduction in the cases of mortality
by malaria (90.16%) and the basic rural health coverage (85.57%), coverage of
antiretroviral therapy (72,76%), which will allow to achieve the goal established
for 2015. However, compliance with the reduction of indicators such as maternal
mortality (44.36%), teenager mothers or pregnant teenagers (0%), mortality by
cervical cancer (56.52%), among others, will probably not reach the stated goal,
but they represent for Colombia a challenge for which further efforts should be
made. Despite the significant progresses made in almost all indicators, there are
still large political challenges towards 2015, as there are still significant regional
gaps. To reduce them, it is essential to articulate intersectoral actions to provide a
comprehensive response to structural problems such as those related to nutritional
and food insecurity or teenage pregnancy.
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Chart 6 – Situation of the MDGs in Colombia, 2010
National goal

Indicator
Percentage of children under 5 years
old with global malnutrition (weightfor-age).

Percentage of children under 5 years
old who are under the height expected
MDG 1. Access to for their age or who have chronic
appropriate and malnutrition
sufficient food.
Percentage of individuals under the
minimum food energy consumption
Percentage of children with low weight
at birth
Adjusted mortality rate in children under
5 years old (every 1,000 live births)
MDG 4. To
reduce twothirds of infant
and child
mortality.

Adjusted mortality rate in children under
1 year old (every 1,000 live births)
DTP immunization coverage in children
under 1 year old
MMR immunization coverage in children
under 1 year of age
1
Maternal mortality ratio (every
100,000 live births)

MDG 5. To
reduce half of
the maternal
mortality rate.

Percentage of live births with four or
more prenatal care exams
Percentage of institutional deliveries
Percentage of institutional deliveries by
qualified personnel.

MDG 5. To
increase the
promotion
of sexual and
reproductive
health.

Prevalence of the use of modern birth
control methods amongst the sexually
active teenage population (15 to
19 years old).
Prevalence of the use of modern birth
control methods amongst the sexually
active population
Percentage of women from 15 to 19
who have been mothers or are pregnant
Cervical cancer-related mortality rate
adjusted by age, every 100,000 women

8.6%

Current
situation
Year
3.40%

1990 (1)

2010 (1)

26%

13.2%

1990 (1)

2010 (1)

17%
1990 (2)
7.68%
1998
51.46
1990 (4)
36.67
1990 (4)
87%
1990(5)
82%
1990(5)
100
1998(3)
66%
1990(6)
76.3%
1990(6)
80.6%
1990(3)
38.3%

13%
2004-2006(2)
9.08%
2009
24.29
2009(4)
20.1
2009(4)
84.6%
2011(5)
87.6%
2011(5)
72.8
2009(3)
83.8%
2009(3)
98.4%
2009(3)
98.4%
2009(3)
63.10%

1995(6)

2010(6)

Baseline
Year

59.0%

73.3%

1995(6)

2010(6)

12.8%
1990(6)
11.4
1998(7)

19.5%
2010(6)
8.6
2008(7)

2014 Goal

2015 Goal

2.6%

2.6%

8%

8%

7.88%

7.50%

< 10%

< 10%

19.61

18.98

17.15

16.68

95%

95%

95%

95%

48.8

45

89%

90%

94.25%

95%

95%

95%

63.66%

65%

74%

75%

<15%

<15%

7.08

6.8

412

Health Systems

in

South America

Chart 6 – Situation of the MDGs in Colombia, 2010 (cont’d.)
National goal

MDG 6. To keep
the concentrated HIV/AIDS
prevalence under
the limits defined
internationally.

Indicator

Baseline
Year

Current
situation
Year

HIV prevalence in population from 15 to
49 years old

0.70%

0.52%

2004 (8)

2004 (8)

HIV/AIDS related mortality rate

Percentage of mother-to-child
transmission of HIV
MDG 6. To
increase by 50%
the antiretroviral Antiretroviral therapy coverage
therapy coverage.
Mortality by malaria
MDG 6. To
reduce the cases
of malaria and
dengue fever.

Mortality by dengue fever
Lethality of dengue fever

Baseline
to be
determined
in the 20052010 period

2014 Goal

2015 Goal

<1%

< 1%

5.21
N.A.

2009 (3)

5.80%

5.8%

2008 (9)

2008 (9)

52.30%

73.5%

2003 (8)

2010 (8)

227 cases

28 cases

1998 (3)

2008 (3)

234 cases

92 cases

1998 (4)

2009 (4)

4.64

1.29

1998 (10)

2009 (10)

<o=a
2%

<o=a
2%

88.5

92%

46 cases

34 cases

57 cases

46 cases

<2%

<2%

Sources:(1) Colombian Institute for Family Welfare - ICBF. For calculation of the 1990 baseline, the OMS' report
entitled "Malnutrition in Infants and Young Children in Latin America and the Caribbean: Achieving the Millennium_
Development Goals" is taken as the reference. Progresses according to the 1990, 1995, 2000, 2005 ENDS data base
– National Survey on Nutritional Situation (ENSIN: 2005-2010). (2) UN Food and Agriculture Organization (FAO).
FAOESTAT. (3) DANE, Vital Statistics (not adjusted). (4). DANE – 2006-2008 adjusted Vital Statistics with a census
reconciliation up to 2005. (5) Ministry of Health and Social Protection - Expanded Program on Immunizations (EPI).
(6) PROFAMILIA. National Survey on Demography and Health (ENDS). Five-year survey. Follow-up with Vital
Statistics (7) Calculations National Cancerology Institute, based on DANE's Vital Statistics. (8) Ministry of Health and
Social Protection-UNGASS Report-HIV. (9) Ministry of Health and Social Protection. National Observatory for HIV
Management. (10) Ministry of Health and Social Protection, and DANE.

In the health sector, the main national initiatives to achieve the millennium
goals are related to the municipal decentralization and the setting of department
and municipal coverage goals. There is a positive trend towards the achievement of
the goal in most of the millennium goals. However, there are still some limitations
to achieve the maternal and child mortality goals in some territories of the country.
The gap is larger in departments with lower social and institutional development
compared to the most developed departments of Colombia. This requires a focused
action targeted towards the improvement of institutionality and the quality of the
services, as well as the coverage of primary care services.
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STRATEGIC SUPPLIES TO HEALTH

Specific Policies for Patents and Price Regulation of Drugs
Patent Regulation

Decision 344 of 1993 and 486 of 2000, which establish the ordinary industrial
property system, constitute the Colombian laws on drug patents. The member
countries agree to give patents in all fields of technology, provided that such
technology is new, has an inventive level and may have an industrial application.
The patent holder may not exercise the rights arising from its patents if a patented
product commercialized abroad with the consent of the holder or any licensee
authorized by the patent holder is imported (Decision 486).37
On the other hand, Colombia has a test data protection system
(Decree 2,085/02) which creates a system to protect the information that is
required for the sanitary registration of drugs, which system is different from the
patent system, and which works independently regarding the subject-matter of
protection and the terms. Test data protection is given considering three elements:
1) new chemical entity, 2) undisclosed information, and 3) considerable effort.
This Decree defines the new chemical entity as the active ingredient not included
in the Colombian pharmacological standards and it is blocked against any novelties
in chemical substances used as drugs. Likewise, article two of the Decree keeps the
protection for information supplied by the producer in the case of a substance
approved as a new chemical entity. This protection will be given for three years as
from the approval of the commercialization after 2002, four years after 2003, and
five years for substances presented after 2004.
The effects of the drug patent system in Colombia are not clear. Several studies
performed in Colombia show contradictory evidence on the expected effect of the
patents in the Colombian drug market.
Drug Price Formation and Regulation

With the approval of Law 100/93 a combined model is implanted, where
the National Commission of Drug Prices and Medical Devices is in charge of
formulating the regulatory policy as regards prices, the Ministry of Trade, Industry
and Tourism is in charge of following-up and monitoring drug prices, and the
MSPS keeps its function to set information schedules on the prices and qualities
of the drugs sold in the country (art. 245, Law 100/93).
The Colombian drug market has two main channels: the institutional-system
channel and the commercial channel, with different conditions and implications,
given the differences in the drug procurement and purchase mechanisms.

413

414

Health Systems

in

South America

In addition, there are the generic drugs; market interaction has a very high
competition level as regards their price formation, and the action of the regulator
in that market may be immaterial or non-advisable. There are other segments of
high cost drugs, where the dominant aspects in price formation are not related
to the transaction characteristics, but much more directly to the characteristics
of the rights of drug suppliers, supported by patents and other mechanisms that
have a determinant impact on price formation. Therefore, in the case of high cost
diseases, the patent system is relevant due to the existence of patents based on the
TRIPS agreements and also the dynamics contemplated for the introduction of
new drugs into the market.
Colombia operates under a price control regime, defined in article 60 of
Law 81/88 as: 1) Direct control regime, whereby the sales price is directly set by
the regulator; 2) Regulated freedom regime, where the regulator sets criteria and
methodology; 3) Supervised freedom regime, where producers and distributors
determine the prices and they have only the obligation of reporting price variations
according to a reporting methodology defined by the regulator.
The criteria for a drug to be included in one specific system or the other were
defined in Circular 04/0638, of the National Commission of Drug Prices.
All drugs marketed within the Colombian territory are under the supervised
freedom regime, except those that may fall under the regulated freedom or the
direct control regime. For a drug to fall under the regulated freedom regime, the
following conditions must be satisfied: that it must be sold under prescription
and any of the following conditions: 1) that it be considered of interest for public
health; 2) that it falls within a relevant therapeutical classification, the contracting
index of which exceeds 0.45; 3) that there are no replacements for the drug at the
time it enters into the market (Article 13, Circular 04 of 2006 of the National
Commission of Drug Prices). For a drug the sale under prescription of which has
been authorized by the Invima to fall under the direct control regime, it is necessary
that, after entering into the supervised freedom regime, the drug's reported price
per unit is over the benchmark price.
In addition to the above, it must be highlighted that, currently, no drug is
under the direct control regime. Furthermore, the Drug Price Information System
is part of the price regulation, and it aims at furnishing such information as may
be necessary for drug market regulation in Colombia. Reporting is mandatory and
the price report must be submitted using the single national drug code.
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Figure 5 – Functional SISMED model, Colombia
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Strategies to Access Vaccines, Essential and High Cost Drugs
Within the SGSS's structure, and in order to achieve useful coverage of
immunization, Colombia decided to guaranty the availability of biological products
and supplies for immunization and to favor the removal of access barriers; to that
end, it has ensured to duly obtain resources from the General Colombian Budget
(PGN), which are used through centralized purchases. All supplies and biological
products of the EPI are acquired through the PAHO's revolving fund. In addition,
during 2011, the migration of the report on the number of vaccine doses applied
to the report of children with completed immunization plans for their age was
started, and this process is extending more powerfully during 2012.
In the case of services contemplated in the POS, the country adopted the
insurance model as a mechanism to guaranty access to those services. In addition,
technical efforts are being performed to optimize the purchase and supply
processes, in the case of the drugs, which allow the system to achieve more efficient
purchases at a lower price, this due to the fact that the purchase is decentralized
and performed by each EPS and IPS of the system.
The bigger problem are drugs and devices not covered by the POS; this gave
rise to the reimbursement phenomenon, as expressed in the section on financing.
To that regard, the National Government made a significant effort to modernize
the POS. Additional measures, some of which are stated below, were also required,
as well as other measures aiming directly at affecting the markets, which include,
among others: 1) setting the requirements and procedures to authorize parallel
imports of drugs and medical devices; 2) setting the maximum values of the drugs
collected from the General Social Security System.
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National Productive Capacities and Trade Balance
According to the report on "Determinants of the Future of the Pharmaceutical
Industry in Colombia," presented by the Chamber of the Pharmaceutical Industry of
the National Association of Colombian Entrepreneurs for 2012, the Colombian
pharmaceutical industry had a gross production of over 3 trillion pesos in 2009.
Such industry employs about 24,000 persons, with a total of 205 facilities, and
their share in the assets of the total manufacturing industry is 1.97% for that year.
The rate of opening of the industry, i.e., the percentage of national production
allocated to exports has ranged from 16% to 22% in the last 10 years. As regards
the import penetration rate, i.e., the percentage of production supplied by imports,
such rate ranges from 26% to 44% for the same period.
In values (million pesos free on board), the amount imported for 2011 is
three times the exported amount. The countries receiving Colombian exports
are: Ecuador, Venezuela, Peru, Panama, Mexico, Chile, Indonesia, Guatemala,
the United States, Brazil, and others. Colombia imports from: the United States,
Germany, Switzerland, China, France, Italy, Mexico, Brazil, India, Argentina,
Ireland, Belgium, and others.
Another relevant aspect is that the market prefers brand drugs over generic
drugs, despite the fact that the relevant rule requires that the prescription be stated
in generic terms.
It is important to highlight that the national production of the pharmaceutical
industry in Colombia is almost exclusively performed by the private sector. An
exception to the above is the production of polyvalent anti snake venom serum,
purified equine immunoglobulin, effective against snake bite venom, which is
public and performed by the National Health Institute.
Likewise, some raw materials and drugs under State control and monopoly
are directly produced by the National Drug Fund39 or under its commission. Such
fund has the following functions, among others: 1) to strictly control the import
of drugs, raw materials, precursors and special control reagents; 2) to supervise the
conversion of special control raw materials for drug manufacturing; 3) to procure the
manufacturing of special control drugs as well as those drugs that the Government
may determine; 4) to prepare national statistics on import, production, distribution
and consumption of drugs, raw materials, precursors and control reagents; 5) to
monitor the distribution, sale and consumption of special control drugs; 6) to
support programs against drug addiction undertaken by the National Government
in coordination with the General Board of Public Health; 7) all other functions as
may be assigned to it or delegated upon it by the law.
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Evaluation, Introduction and Rational Use of New Technologies
The existence of different diagnosis on the factors that explain the
reimbursement for services not included in the POS reveal the need for a new
legislative framework introducing institutions and tools to help the entry of more
efficient technologies appropriate for the needs of Colombia. Thus, article 92
of Law 1,438/11, authorizes the MSPS to create a Health Technical Assessment
Institute, the purposes of which are: 93.1 To evaluate health-related technologies
taking the following aspects into account: security, efficacy, efficiency, effectiveness,
use and economic impact; 93.2 To consult about the technical assessments with
Assessment Centers accredited for the evaluation of national and international
medical technologies; 93.3 To articulate the evaluation of the technical means
and of procedures for the promotion and health care in the prevention, diagnosis,
treatment and rehabilitation stages, and their impact on the reduction of morbidity
and mortality in Colombia, as well as the potential impact caused by the adoption
of new technologies; 93.4 To design scientific-based healthcare standards, protocols
and guides, to be used as a reference in the provision of healthcare services; 93.5
To disclose the methodologies used and the information produced; 93.6 Any other
aspect as may be necessary for the development of its subject-matter.
As a mechanism supplementary to the promotion of the rational and
appropriate use of the new technologies, the use of care protocols and clinical care
guides is encouraged; by an agreement between the MSPS, COLCIENCIAS and
its National Program of Science, Technology and Innovation in Health, more than
20 clinical practice guides are being prepared for the country.
Use of Communication and Information Technologies in System
Management and Healthcare (Telehealth)
Communication and Information Technologies (CIT) first entered into
the health sector under the concept of telemedicine, meaning the provision of
distance healthcare services. However, currently, the term "telehealth" and even
"e-health," which are broader notions, are used, to the extent "e-health" uses the
CIT for information and knowledge management, administration, insurance and
surveillance of service provision, and for the improvement of the health condition
of a community ensuring access to and quality of such services.
Information and communication technologies are considered an excellent tool
to improve the access to and timing of the healthcare services for the population,
in particular, that living in marginal and remote places, where there are few or
no health professionals or specialists. On the other hand, such technologies
allow improving the quality of care, reducing healthcare costs, and improving the
network efficiency.
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Significant progresses have been made in Colombia regarding telemedicine
services, which were initially promoted by the private sector. Thereafter, the
public sector incorporated this modality to render its own services. There is a
large number of regulations on the provision of healthcare services under this
modality; such regulations include laws that drive such provision and allow
to include the CIT in the Social Protection System, in particular, the health
system. They include, among others, the following: Law 1,122/07, Law 1,151/07,
Agreement 357/07 of the CNSS, Resolution 1,043/06, Resolution 1,448/06,
Resolution 3,763/07, Law 1,341/09, Conpes Document 3,670/10, the National
CITs Plan, Law 1,419/10, Law 1,438/11, Law 1,450/11, and Agreement 029/11.
A significant achievement for Colombia was the enactment of Law 1,419
in 2010, which law sets forth the guidelines for telehealth development in Colombia.
This law appoints an Advisory Committee on Telehealth as advisory body of the
MSPS. Such committee was to be formed by: the Ministries of Health and Social
Protection, Communications, National Education, Economy and Public Credit,
Housing, Territorial Development and Environment, and permanent guests
(scientific associations, universities and research centers). It also provides for:
• The generation of a connectivity map according to health priorities, education,
digital literacy, CIT penetration, regional development agenda, and interests,
considering the characteristics of the population, and exploring and appreciating
other types of connectivity that may be designed for telehealth implantation and
development.
• The allocation of resources to fund the required connectivity investments for
telehealth development in public health institutions in Colombia, according to
the recommendations of the Advisory Committee on Telehealth.
• Insurers and service providers of the General Social Security System in Colombia
to offer in their service portfolio or their offer capacity to their users, regardless
of the benefit plans, telehealth as an appropriate, effective and rational service
modality helping free access and election by the user, which will contribute to
their development and sustainability.
• The management of telehealth knowledge in the formation of human talent in
health.

The country also has a telehealth policy aimed at improving health conditions
and addressed to all the Colombian population, in particular, population living
in distant, remote, and isolated places of Colombia and far and isolated from
medium and high complexity health institutions. It lays emphasis in socially and
economically vulnerable persons and it seeks to promote the development and
use of CIT in the health sector entities in order to improve the quality of care, the
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training of human resources, and institutional management. In this context, a plan
was formulated for the 2010-2014 period which, according to the CIT progresses in
the sector, is called “Plan País en Telesalud (National Telehealth Plan)” and which
is currently under revision.
The mentioned plan takes four components into account: telemedicine,
teleeducation, epidemiology, and management and administration. It defines
seven main development areas of the plan: infrastructure; services; Country in
Telehealth Plan; electronic health record and information management; export of
healthcare services –health tourism; knowledge management– e-learning; research,
development and innovation.
The plan aims at: 1) Improving access to timely and quality healthcare services;
2) Improving the resolution capacity of the health institutions, in particular, the
remotest ones; 3) Training human resources through e-learning; 4) Improving
the technological infrastructure and promoting the adoption of international
standards; 5) Promoting the adoption of standards about interoperation of health
information systems; 6) Contributing to the improvement of the institutional
management; 7) Designing and implementing the patient-focused Unified
Information System; 8) Improving access of the population to health contents; 9)
Improving and strengthening intra and intersectoral coordination; 10) Promoting
and strengthening the export of healthcare services –Health Tourism; 11)
Promoting the development of the research on e-health in Colombia; and 12)
Developing plan compliance monitoring, follow-up and assessment schemes.
It should be highlighted that this plan arises within the framework of the
CIT Plan of the National Government, which favors the alliance of public and
private institutions to give a better service to regions which are difficult to access.
The Ministries of Health and Social Protection, and of Communication and
Information Technology, the Center for Research in Telecommunications, the
Telemedicine Center of the National University of Colombia, the ETI-ARTICA
Excellence Center, the University of Santiago de Cali, Fundación Cardiovascular,
the SALUDCOOP Group, ITMS Telemedicina de Colombia, and the Health
Secretaries of the regions, among other private and public institutions, work in
the project.
In this context, the National Government has made huge efforts for Colombian
public institutions to have connectivity through the Compartel program, of the
Ministry of Communication and Information Technologies. By the end of 2009,
838 public health institutions were connected to Internet. The National Optical
Fiber Project of the Ministry of Communication and Information Technology
seeks to connect during 2012
789 public healthcare service providers. On the other hand, under the National
CIT Plan, the Ministry of Health and Social Protection achieved that, between 2009
and 2011, 141 public IPS had trained personnel and the necessary equipment
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to render telemedicine healthcare services; 13 of those IPS offer Intermediate
Tele Care. Between 2007 and 2009, under the coordination of the Ministry of
Communication and Information Technologies, and the Ministry of Social
Protection, now Ministry of Health and Social Protection, several telemedicine
and telehealth related events were carried out. In 2009, two events were developed,
the first one in June, called "Hacia un Plan País en TELESALUD" ("Towards a
Country in Telehealth Plan"), where information was given on the Colombian
experiences with the use of CIT in connection with human resource training and
research, provision of healthcare services and the progresses of the CIT industry.
In August 2009, the event "Applications of Communication and Information
Technologies in the Health Sector – International Experiences", were the
experiences of several countries were shared as regards service provision, handling
and implementation of the electronic health record and the export of healthcare
services, among other topics.
Likewise, the significant role of mobile phones and mobile access to Internet
as regards health may not be ignored; they have helped overcome access barriers
to the services, not only regarding care, but also regarding training, advice and
institutional management, among other aspects. Currently, several hospitals that
have the telemedicine service perform their medical consultations through mobile
Internet devices, as an effective and efficient connectivity solution.
Below, some of the institutions where the most relevant national telehealth
experiences were carried out are mentioned: Telemedicine Center of the National
University of Colombia; Telehealth Center of the University of Caldas; Cauca
University; Telemedicine Project in Meta; Saludcoop; Fundación EHAS; University
Hospital Fundación Santa Fe de Bogotá; Fundación Cardiovascular de Colombia;
CINTEL; RENATA; and ARTICA.
The Ministry of Health and Social Protection, in coordination with
CAPRECOM, has been developing a strategy aimed at institutional strengthening
within the framework of the National Urgency Network, whereby the telemedicine
project was developed in public health institutions in 20 departments in the
remotest municipalities of Colombia, where it is very difficult for the population to
have access to healthcare services. So far, services are rendered under the Basic Tele
and Intermediate Care Tele modalities, in addition to the training and continuing
education processes for health professionals, for which the CITs are used.
Under this program, in 2008, 7,531 medical visits were made through the
telemedicine services to Colombians in remote areas of departments such as Guajira,
southern Bolívar, Chocó, Vichada, Vaupés, Guaviare, Guainía, Caquetá, Putumayo,
and Amazonas, and specialized medical care was provided to 806 patients who
remained connected through the Tele Intermediate Care modality.
In 2009, there were 1,140 specialized medical visits, 2,250 visits through Basic
Telemedicine, and 501 patients through the Tele Care unit, and 5,404 diagnostic
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aids were carried out jointly with Fundación Cardiovascular and the Telemedicine
Center of the National University.
As a result of the project, now a patient with heart problems living in Quibdó
or in La Macarena, Meta department, may receive care from Bogotá, Bucaramanga
and Manizales.
As regards knowledge management (e-learning), the following achievements
may be highlighted: 1) Pilot medical updating program with virtual courses in the
departments of Nariño, Cauca, Córdoba, Boyacá and Meta, with the scientific
support of the National Academy of Medicine, which courses are free of charge. Nine
hundred and eighty-one professionals participated in those programs, which allowed
them to deepen their knowledge on the management of the following diseases:
diabetes, hypertension, migraines; 2) Support of Colciencias to consolidate virtual
training programs (Agreement with the National Academy of Medicine - 300 million
pesos); 3) Virtual training courses for healthcare personnel working in the IPS which
are the subject-matter of the project.
According to the consultation performed at the Special Provider Registry, at
February 29, 2012, there are 1,923 services authorized to provide telemedicine
services at 452 health providers, in the 32 departments. Currently, the Service
Provision Board follows-up the provision of such services.
Furthermore, Colombia, through the Presidential Agency for Social Action
and International Cooperation manages resources from international cooperation
agencies in order to support the Colombian economic and social development,
through the transfer of technology, knowledge, skills or experiences by countries
or multilateral organizations.

Research And Innovationin Health
National Policies of Research in Health
The country has a national research and technological development policy:
the National System of Science, Technology and Innovation. This system integrates
all policies, strategies, programs and mechanisms for the management of research,
financing and development, their disclosure by public and private organizations,
as well as the relationship with the different sectors of economy. By law 2009, the
Colombian Institute for the Development of Science and Technology “Francisco
José de Caldas” (Colciencias) was transformed in an administrative department with
stewardship functions on the sector and with the capacity to implement the State
policy regarding science, technology and innovation.
Health is integrated into the system through the national science and
technology plans. This plan sets forth all the guidelines and priorities for research,
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technological development and innovation, and for researcher education, in a
strategic medium-term context, with schedules having planning horizons from 4
to 6 years.
National Health Institute
This is a national public facility for scientific-technical reference, which
contributes to protect and improve the health conditions of people by rendering
services and producing goods for public health within the framework of the SGSSS
and the science and technology system.
Relationship with Sites and Networks of Research in Health
The policy to “Support the strengthening and consolidation of Colombian
research groups and centers” was established as from 1991. In order to implement
it, the Science, Technology and Innovation Department (Colciencias) built a
concept model together with the scientific and academic community, which model
is constantly under analysis, assessment and adjustment.
Under this policy, the research group is defined as the core or basic unit of
the National System of Science, Technology and Innovation for the generation
of research-based knowledge. In addition, the group dynamics is identified and
acknowledged, and strategies are established to promote strengthening and
consolidation, as well as to create new groups.
Today, Colombia has a complete data base on scientific and academic
production, which identifies the actors intervening in the processes for the research
and generation of new knowledge. The data base is called ScienTI Platform –
Colombia. This platform allows on-line registration the activities of the national
scientific and technological community based on information accumulation and
processing systems; this helps define the policies, strategies and mechanisms that
support the consolidation of scientific capacities in Colombia.
ScienTI has applications to register individual information (CvLAC), group
information (GrupLAC) and institution information (InstituLAC), which allow
access to a data base with real-time information directly supplied by the researchers.
In 2010, there were 4,705 research groups, 4,072 of which were classified.
Gaps between Research and System Needs
With the science and technology development plan, the national government
seeks that the investment in science and technology activities reaches 1% of
the gross domestic product, compared to the 0.5% current investment. To that
end, the National Royalty System was created, whereby 10% of those resources
were allocated to finance regional science, technology and innovation projects
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in agreements with the national government and territorial entities, which may
represent resources for 9 million as from 2012.

Cooperation In Health
According to the 2010-2014 National Development Plan "Prosperity for
Everyone" ("Prosperidad para todos"), the international cooperation strengthening
and diversification through: (i) official aid to development, (ii) technical
cooperation, (iii) public-private alliances, (iv) decentralized cooperation, and (v)
financial cooperation are part of the international Colombian policy aimed at
positioning and inserting Colombia in the international scene.
Within this framework, the Presidential Agency for International Cooperation,
in coordination with the MSPS, formulated the 2010–2014 Colombian
International Cooperation Strategy, stating the following purposes and guidelines
regarding potential cooperation offers and requirements for the health sector.
Areas of International Cooperation Offer
In the area of social protection and promotion, the Colombian strategy seeks
to support the formulation of public policies and the implementation of strategies
to promote the social development of the countries of the Caribbean Basin,
Mesoamerica, Latin America, Asia, and Africa, as well as the welfare of and equal
opportunities for their people, transferring knowledge and sharing the Colombian
experiences as regards social protection and promotion.
Furthermore, acknowledging that in the last few years Colombia has achieved
significant national capacities regarding providing care to population living in
extreme poverty and in vulnerable situation, as well as regarding comprehensive
social security, facing the challenges of universalization and of implanting publicprivate integration mechanisms, cooperation is offered to respond to the difficulties
in universal access and provision of healthcare services, as well as in the coverage
and efficacy of health promotion and prevention programs.
Areas of International Cooperation Demand
Although in the last few years, Colombia has made significant progresses
regarding social welfare, it still faces great challenges for all the population to enjoy
an appropriate level of quality of life. There are still significant regional and gender
gaps, income inequalities and high poverty indices, which cause certain groups to
be vulnerable to social and economic risk.
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In that sense, and to supplement the national efforts, international cooperation
is proposed to contribute with financial and technical resources to the health
sector in order to help reduce the inequalities in the access to the services and in
the responses required by the demographic transitions that are occurring in the
country.
To this regard, international cooperation is proposed to support the efforts
of the national government by providing technical and financial cooperation that
may help promote and strengthen the sector reform process in order to effectively
advance towards the right to health for all Colombians.
This reform contemplates four priority areas, to wit: ensuring that health
is included as a transversal axis in all sectoral policies; improving the quality of
healthcare services; ensuring transparency and the efficient management of
the sector resources, and providing comprehensive care to early childhood, as a
strategic component aimed at the provisions in the National Development Plan.

Colombia is
divided into
32 departments, a Capital
District (Bogotá)
and four special
districts.
Departments
are divided into
1,102 municipalities.

Population:
46,044,601
(2011)

Constitution in
force: 1991

Social State. It
is organized in
the form of a
unitary republic, decentralized. National

Colombia

Country
Health System:
The Colombian health
system has been
organized as a public
service, where the
population is guaranteed
access to services and
financial protection
through social insurance.
The architecture of the
system is based on the
division of functions:
modulation, financing,
public health, insurance
and service provision;
and of their different
actors, public-private
participation in insurance
and the provision of
healthcare services,
and a regulated market
to achieve higher
efficiency and quality
of performance. From
the point of view of the
health system theory,
the Colombian model
follows to a large extent
the lines of the structured
pluralism model.

National Constitution in force: 1991

Article 49:"Healthcare and environmental
sanitation are public services in charge
of the State. Everyone is guaranteed
access to health promotion, protection
and recovery. It will be the State’s
duty to organize, direct and regulate
the provision of healthcare services
to all the inhabitants and to look after
environmental sanitation in compliance
with the principles of efficiency,
universality and solidarity. Also, under
the terms set out by the Law, to establish
policies for the provision of healthcare
services by private organizations in
charge of its surveillance and control.
The State will also be responsible of
setting the competences of the Nation,
the territories and individuals and
will determine the funding under its
responsibility and in compliance with the
terms and conditions set out by the law.
The healthcare services will be organized
in a decentralized manner according to
the level of care and with participation of
the community. The law will determine
the terms under which basic care for
all inhabitants will be obligatory and
provided free of charge. Every person has
the right to obtain integral care of their
own health and their community’s."

Article 48 defines social security as a
public, obligatory service and as an
unredeemable right of all inhabitants
that will be provided under the direction,
coordination and control of the State
subject to the principles of efficiency,
universality and solidarity under the
terms established by the Law.

Organization of the
health system

Constitutional and legal health framework

The provision of healthcare
services is performed through
different types of providers:
public or private institutions
providing outpatient and
hospital services in a regulated
market.

Insurance is basically
individual health-oriented,
is understood to mean
financial risk administration,
health risk management, the
coordination of services that
guarantee effective access,
quality assurance in healthcare
service provision, and proper
enrollee representation before
healthcare providers and other
actors, without prejudice to
users' autonomy.

Actions such as public health
actions, intervention on
health determinants and
environmental sanitation
are performed under the
stewardship of the Ministry
and they are shared with the
departments.

The Ministry of Health and
Social Protection is the
regulatory body of the system,
and it has stewardship,
direction, inspection,
surveillance and control
functions. Stewardship will
entail the direction, guidance
and conduction of the health
sector.

Functions of the Ministry of
Health and Sports

It sets ten health priorities:
Child health;
Sexual and reproductive health;
Oral health;
Mental health and avoidable violent injuries;
Communicable diseases and zoonosis;
Noncommunicable chronic diseases;
Nutrition;
Sanitary and environmental safety;
Safety at work and occupational diseases; and
Management for operative and functional
development of the National Public Health Plan.

The purposes of the National Health Plan are the
following:
To improve the health condition of the population
2) To avoid the progression and negative outcome of
the disease;
To face the challenges of population aging and
demographic transition; and
To reduce the inequalities in population health.
It sets forth five policy guidelines for Colombia:
Promotion of health and quality of life;
Risk prevention;
Recovery and reparation of damages to health;
Health surveillance and knowledge management;
Comprehensive management for operative and
functional development of the National Public Health
Plan.

Priorities of the current
policy

Chart 7 – Health system in Colombia: constitutional framework, structure and priorities of the current policy
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In 2012 the capitated payment unit averaged USD 266 for
the contributive scheme and USD 159 for the subsidized
scheme.

The Mandatory Health Plan (POS) of the subsidized
scheme is only 60% of the contributive scheme.

Since 2007 – Partial subsidies with insurance coverage
extension with federal funding.

Special schemes: they cover 4.8% and include
independent health systems of the Armed Forces,
teachers and the Colombian oil industry workers and
employees.
Sources: contributive scheme: contributions by
employers (8.5%) and employees (4%) of their monthly
salary. Pensioners contribute with 12% of their income;
subsidized scheme: national general taxation transferred
to departments and municipalities, resources owned by
subnational spheres and 1.5 points of the contribution
of those affiliated to the contributive scheme, that are
transferred to a solidarity subaccount of FOSYGA to fund
beneficiaries of the subsidized scheme.

Public expenditure is 84% of the total expenditure on
health and private expenditure accounts for 16% of the
total expenditure on health (2009).

The National Health Institute is a national public facility
for scientific-technical reference, which contributes to
protect and improve the health conditions of people by
rendering services and producing goods for public health
within the framework of the SGSSS and the science and
technology system.

Health is integrated into the system through the national
science and technology plans. This plan sets forth all
the guidelines and priorities for research, technological
development and innovation, and for researcher
education, in a strategic medium-term context, with
schedules having planning horizons from 4 to 6 years.

in

The total expenditure on health is between 7% (2010)
and 6.4% of the GDP (2009).

Health Systems

Subsidized scheme: it covers 48.4% and is aimed at
providing coverage to poor and vulnerable populations
without payment capacity.

This system integrates all policies, strategies, programs
and mechanisms for the management of the research,
financing and development, their disclosure by public and
private organizations, as well as the relationship with the
different sectors of economy.

Colombia has a national research and technological
development policy: the National System of Science,
Technology and Innovation (SNCTI).

Funding: The funding model mobilizes resources from
primary sources (households and companies) through
contributions, and from secondary sources (State
resources) to the Solidarity and Guaranty Fund (Fosyga),
which integrates and applies a set of compensation and
distribution rules which allow financing insurance, as well
as public health preventive actions and actions in the
event of catastrophes.

People affiliated to the General Social Security System
in 2011: 96% of the total population.

Contributive scheme: it covers 42.6% and is aimed at
workers in the formal sector and their families or at the
population with payment capacity. It is financed with
contributions from businesses and workers.

Research and innovation in health

Funding: Sources and composition of health expenditure

Social Protection in Health

Chart 8 – Health system in Colombia: social protection and financing
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PHC — Primary Health Care
HLY — Healthy Life Years
CEBAF — Centro Binacional de Atención en Frontera (Binational Center for Care
at the Border)
NFP — National Focal Point
Conasa — Comisión Técnica Nacional Intersectorial de Salud Ambiental (National Technical
Intersectoral Commission on Environmental Health)
Conpes — Consejo Nacional de Política Económica y Social (National Council on Economic
and Social Policy)
Copacos — Comités de Participación Comunitaria en Salud (Committees for Community
Participation in Health)
PC — Political Constitution
CRES — Comisión de Regulación en Salud (Regulatory Health Commission)
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CRUE — Centros Reguladores de Urgencias, Emergencias y Desastres (Regulatory Centers for
Urgencies, Emergencies and Disasters)
DANE — Departamento Administrativo Nacional de Estadística (National Administrative
Department on Statistics)
EAPB — Entidades administradoras de planes de beneficios (Entities managing benefit plans)
ECAT — Eventos Catastróficos y Accidentes de Tránsito (Catastrophic Events and Car Accidents)
QLS — Quality of Life Survey
ENDS — Encuesta Nacional de Demografía y Salud (National Survey on Demography and
Health) EPS — Empresa promotora de salud (Health Promoter Company) ESE — Empresas
Sociales del Estado (State-Owned Social Welfare Companies) FNR — Fondo Nacional de
Regalías (National Royalty Fund)
Fonsat — Fondo de Seguro Obligatorio de Accidentes de Tránsito (Mandatory Traffic Accident
Insurance Fund)
Fosyga — Fondo de Solidaridad y Garantía (Solidarity and Guaranty Fund)
INS — National Health Institute
INVIMA — Instituto Nacional de Vigilancia de Medicamentos y Alimentos (National
Institute of Drug and Food Surveillance)
IPS — Instituciones prestadoras de servicios de salud (Healthcare institutions)
IVC — Inspección, vigilancia y control sanitario (Sanitary inspection, surveillance and control)
MARPOL — Marine Pollution
MSPS — Ministerio de Salud y Protección Social (Ministry of Health and Social Protection)
WHO — World Health Organization
PAB — Plan de Atención Básica (Basic Care Plan)
PNSP — Plan Nacional de Salud Pública (National Public Health Plan)
POS — Plan de Beneficios Obligatorios de Salud (Mandatory Health Plan)
IHR — International Health Regulations
SGP — Sistema General de Participaciones (General Contribution System)
SGSSS — Sistema General de Seguridad Social en Salud (General Social Security System)
SISBEN — Sistema de Selección de Beneficiarios para Programas Sociales (System for the
Selection of Social Program Beneficiaries) Sivigila — Sistema de Vigilancia en Salud Pública
(Public Health Surveillance System)
SOAT — Seguro Obligatorio de Accidentes de Tránsito (Mandatory Traffic Accident
Insurance)
SOGS — Sistema Obligatorio de Garantía de Calidad de la Atención de Salud (Mandatory
Healthcare Quality Assurance System)
CIT — Communication and Information Technologies
UPC — Unidades de pago por capitación (Capitated Payment Unit)
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Notes
1

2
3
4
5
6

7

8

9

10
11

12

13
14

The EPS are the entities responsible for complying with the indelegable insurance
functions for the contributive and subsidized schemes. They are also responsible for
the membership and collection of their fees, according to the powers delegated by the
Solidarity and Guarantee Fund.
This, despite there is a trend for public IPS to provide their services especially to the
subsidized scheme and the public health actions.
The PAB was provided to all the population free of charge, subject to no health membership
requirement.
Furthermore, this new Public Health Plan must incorporate the PHC strategy and
maintain the social participation and intersectoral coordination process.
Communicable diseases, vector-borne diseases, Mental Health, Healthy lifestyles, Sexual
and Reproductive Health.
The planned actions include: immunization according to the national single scheme of the
Expanded Program of Immunizations, growth and development control in children under
10 years old, fluoridation, sealer application and scaling for people from 5 to 14 years old,
family planning, prenatal care, clean and safe child delivery, cervical smear in women from
25 to 65 years old, and breast physical exam in women over 35 years old.
Furthermore, that Law (Art. 11) contemplates that the procurement of public health
collective actions under its sphere of action by departments and municipalities must be
made with the networks created in the population space determined by the municipality,
based on the regulation established by the MSPS, for the provision of healthcare services,
pursuant to the PHC strategy.
It should be noted that the poor population that is not insured under any of these regimes
and which needs the provision of healthcare services, may have access to them and it is
financed with resources of the territorial department, district or municipal health entities,
according to the complexity of the service and the municipal certification.
Special schemes arrange their benefits in an autonomous manner and, in general, they
have a diverse structure which includes from very wide-coverage schemes, such as the
one provided by the Colombian oil industry workers and employees, to schemes with
a coverage similar to the contributory scheme, as is the case of the special scheme for
primary school teachers.
Except in exceptional cases where the user has incurred in an abuse or acted in bad faith,
pursuant to the regulation issued to that end by the National Government.
The process to update the benefit plan (Art. 25, Law 1,438 of 2011) must be fully performed
once every two (2) years considering the changes in the epidemiological profile and the
disease burden of the population, the availability of resources and extraordinary drugs not
expressly included in the Benefit Plan.
For the Contributive scheme, the provision of some high cost services has a waiting period
of 26 weeks of membership. However, under Article 14 h) of Law 1,122, the period of
membership in the Subsidized Scheme or in any EPS of the Contributive Scheme may be
calculated for members for the calculation of the waiting periods.
Agreement 030 of the CRES. Average UPC $547,639
Agreement 030 of the CRES. Average UPC $352,339

429

430

Health Systems

in

South America

15 EPS operating in the contributive and subsidized schemes in 2010: 1) Solsalud E.P.S. S.A,
2) Cafesalud E.P.S. S.A. 3) Saludvida S.A .E.P.S 4) Humana Vivir S.A. E.P.S. 5) Salud
Total S.A. E.P.S. 6) EPS Programa Comfenalco Antioquia
16 The provision of healthcare services due to an occupational disease and work accident is
organized by the health promoter entity. These services are financed with the contributions
from the work risk and occupational disease scheme, which is defined in Book III of the
Law (art. 208, Law 100).
17 In these cases, the members of the SGSSS will be entitled to have the medical-surgical
services covered and to receive a permanent disability and death benefit, funeral expenses
and transportation costs to the healthcare center. The Solidarity and Guarantee Fund
must directly pay the institutional service provider at the rates established by the National
Government according to the criteria of the National Council of Social Security in Health.
18 The CRUE is an operative non-healthcare unit that is responsible for coordinating
and regulating, within its jurisdiction, access to urgency services and the healthcare of
population in emergency or disaster situations.
19 They are a special type of decentralized public entity, they have legal status, their own
property and administrative autonomy, and they are created by law or by the meetings or
councils, as applicable, and subject to the specific legal regime (Law 100, Art. 194).
20 This may be related to the fact that these entities exist in all municipalities of Colombia,
most of which do not offer the market conditions to encourage the creation of private
providers.
21 EAPB: They are entities managing benefit plans; they include the EPS, health maintenance
organizations and they are adopted for special regimes.
22 In order to encourage the accreditation of public healthcare service providers, as
from 2007, the "Project to Prepare IPS for Accreditation and for the Adoption of the
Audit Component to Improve Quality," which has accompanied Public IPS and Territorial
Health Boards through an operative scheme which pursues the goals and strengthens the
achievement of a better apprehension of knowledge amongst those teaching, implementing
and applying it.
23
24 Source: Data base of reimbursements managed by the FYDUFosyga Trust Consortium
and the Ministry of Social Protection
25 Source: Laws of Budget. Contranal-Financial Reports. DNP-DIFP Basis. DNP-DEE
Calculations
26 Source: Data base of reimbursements managed by the FYDUFosyga Trust Consortium
and the Ministry of Social Protection
27 The CNE has modern communication tools and it has established 24/7 routine
communication and articulated operation proceedings, 7 days a week with the National
Public Health Surveillance Network.
28 The commission is formed by: the Ministry of Health and Social Protection, the National
Health Institute, the National Institute of Drug and Food Surveillance, the Colombian
Agriculture and Livestock Institute, the National Institute of Legal Medicine and
Forensic Sciences, the Institute of Hydrology, Meteorology and Environmental Studies,
or its delegate, the Colombian Institute of Geology and Mining, the Superintendence of
Industry and Trade, public health laboratories of the departments and the capital district,
and Health Science Schools.
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29 Thus, the Sivigila is the set of users, rules, procedures, resources (financial and technical),
and human talent, organized for the gathering, analysis, interpretation, updating,
disclosure, and systematic and timely assessment of the information on health events to
guide the action.
30 This category includes: Health promoter companies of the contributive scheme, health
promoter companies of the subsidized scheme, entities adapted to the system, managed
care organizations and managed ambulance service companies; exception and special
schemes; it includes transformed health promoter companies, voluntary plans.
31 It is the public or private entity which records the occurrence of public health interest
events and generates useful and necessary information for the purposes of the Public
Health Surveillance System, Sivigila.
32 It should be noted that there are two groups in the periodicity, which depend on the
events to be surveilled: The first one, those of immediate notice, which require fast
control mechanisms, usually in the face of questionable or probable cases. Second, those
of periodic notice (weekly), from the UPGD to the municipal healthcare service, and
from there to the department and to the National Government (National Health Institute
2006).
33 Law 9/79: Although prior to the 1991 Constitution, this law contemplates sanitary
measures, Title V Food and Title XI Surveillance and Control. Law 715/01: It provides for
organic rules on resources and powers pursuant to articles 151, 288, 356 and 357 (Legislative
Act 01 of 2001) of the Political Constitution, and it sets forth other provisions to organize
the provision of educational and healthcare services, among others. Title III Health Sector.
Law 1,122/07: It makes some amendments to the national social security system and other
provisions are established. Law 01/91: It contains the Maritime Port Charter and other
provisions. Law 191/95: It sets forth provisions on Border Areas. Law 1,004/05: It sets forth
provisions on Border Areas. Law 4,000/04: It sets forth provisions on the issue of visas and
control of foreigners, and other provisions on migration.
34 The National Institute of Drug and Food Surveillance is the government agency in charge
of implementing the sanitary surveillance and quality control of drugs, biological products,
food, beverages, cosmetics, medical-surgical and odontological devices and elements,
natural homeopathic products and products generated by biotechnology, diagnostic
reagents and other products that may have an impact on individual and collective health,
as provided for in article 245 of Law 100.
35 A set of priority actions aimed at improving the development of the Plan as regards
elements such as knowledge, the incorporation of the issue in planning, institutional
strengthening of the National System for Disaster Prevention and Response, and the
improvement of educational and dissemination programs, among others.
36 Up to November 2011, the MMR immunization coverage was 81.3% 37 It should be
highlighted that this decision is, in turn, subject to the terms in the TRIPS agreements,
which allows for an integrated chain between the WTO agreements and those of the
Andean Community of Nations (corresponding to the Colombian local regime), under
which the conditions in the TRIPS are not violated by the patent conditions in Colombia.
The same occurs with its extensions for mandatory licensing and others in accordance
with the description in the first part of this document.
38 Amended by circular 02/11, which will become effective on August 2012 and which is
currently under discussion.
39 The National Drug Fund, mentioned in Law 36 of 1939 and Decree-Law 257 of 1969, will
operate as a Special Administrative Unit reporting to the General Board of Public Health,
subject to the provisions in article 67 of Law 489 of 1998.
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VII. Health System in Ecuador

Ecuador's

political evolution in recent years has been characterized by
enhanced investment in the social sector, based on the concept of "Good Living",
the main horizon in the Government's action, as reflected in the new Constitution
of 2008 and the National Plan 2009-2013. Social policy is part of the recovery of the
State's role, of the principles of solidarity, universal coverage and free delivery of key
services that are viewed as public goods rather than merchandise, securing rights for
effective citizenship building (education, health, social protection and security), and
guaranteeing access to, and promotion of, sustainable good living spaces (housing,
water and sanitation, healthy and safe environments).
In the same vein, the Constitution has set the legal framework for the National
System of Social Inclusion and Equity, which includes health.

SOCIAL RIGHTS

AND

HEALTH

Constitutional and Legal Framework
Two fundamental laws, enacted before the adoption of the 2008 Constitution,
govern health in Ecuador: the Organic Health Law (2006), and the Organic
National Health System Law (2002). The former deals with health actions,
sanitary control and related matters, while the latter governs the administrative,
organizational and institutional aspects, as well as the functioning, of the Health
System. Basically, the Organic National Health System Law is founded on an
obsolete scheme that calls for reform. Overall, this secondary health legislation is
characterized by four fundamental shortcomings: dispersion (more than 40 laws;
repetitive statutes appearing in more than one body of legislation, leaving room
for potential contradictions; as well as certain laws that, despite being formally in
force, have already become obsolete, or deal with a matter that has already been
regulated by another law.
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Constitution of the Republic of Ecuador of 2008

The Constitution specifies the State's role and duties in relation to health, and
characterizes public healthcare services, stating that their coverage must be universal
and free of charge. Despite not being spelled out as a right, universal and free-of-charge
access to health is an outcome of the constitutional mandate whereby:
"[...] Public health services provided by the state shall be universal and free of
charge at every level of care, and will include diagnosis, treatment, medication
and rehabilitation as necessary." (Article 362). "[...] The Government shall be
responsible [...] Ensuring universal healthcare and continuous quality enhancement,
as well as expanding system coverage." (Article 363).
"Universal insurance shall cover disease, maternity contingencies, [...] Universal
insurance health coverage shall reach the entire urban and rural population,
regardless of their work status [...]" (Article 369). (Constitution of the Republic
of Ecuador 2008)
The right to health encompasses universal, free-of-charge access to public,
government-delivered health services; availability of quality, safe and effective medication;
priority care administered to persons requiring it as a result of their health condition;
the right to make free, informed, voluntary and responsible decisions; the right to
maintain confidentiality about health-related data; the right to receive emergency care
in any private or public health facility; and non-discrimination for reasons of health.
Health-related rights are directly enforceable, i.e., the courts of competent jurisdiction
can be resorted to in order to enforce compliance therewith (Article 11:3). Care is
particularly guaranteed to certain groups or individuals under the general principle of
priority and specialized care (Article 35).
Within the framework of the Good Living program, health-related articles from
number 358 onwards define the characteristics of the National Health System,
its purpose, principles, organization and goals, specifically stating that it is to
guarantee the provision of comprehensive care based on primary care, and operate
in conformance with the principles of the National System of Social Inclusion and
Equity: universality, equality, equity, progressiveness, interculturalism, solidarity
and non-discrimination, and the specific precepts of bioethics, with a gender
and generational approach. The National Health System will feature the public
complementary network, guaranteeing respect for ancestral and alternative practices,
under the stewardship of the National Health Authority.
Responsibilities

Stewardship of the National Health System is the duty of the National Health
Authority, who must define the National Health Policy, set standards for, regulate
and control, all health-related activities, as well as the functioning of the sector's
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organizations. The following are duties of the Government: (i) ensuring universal
healthcare coverage, improving quality and expanding coverage; (ii) strengthening
government-provided services; (iii) guaranteeing respect for ancestral practices; (iv)
providing special care to priority groups; (v) ensuring the implementation of sexual
and reproductive health-related actions, and guaranteeing women's integral health,
particularly at pregnancy, delivery and post-partum; (vi) ensuring availability of
quality, safe and effective medication: and (vi) encouraging the comprehensive
development of health staff.
Social Participation

Prior to the present Constitution becoming effective, the following statutes
provided the legal basis for social participation in health: the Patients' Rights and
Protection Law (1995), the Law for the Provision of Free Maternity and Child
Care (1998 amendment), the Organic National Health System Law (2002), and
the Organic Health Law (2006).
Under the new Constitution of the Republic of Ecuador (2008), social
participation is a right (Article 95) that finds cross-cutting legal grounding in
a number of sections and articles. Its mandates feature, among others, the
establishment of the Fifth Branch of Government: the transparency and control
branch (Article 204), which is to be in charge of fostering and stimulating the control
of public administration organizations (and other private sector organizations of
public interest), as well as safeguarding the exercise and enforcement of rights, as
well as prevention of, and fight against, corruption. This function is the duty of
the Council for Citizenship Participation and Social Control, with clearly defined
duties and powers (Article 208) as to citizen oversight, accountability by public
administration institutions, and other social participation and control-related
matters; the Office of the Ombudsman; the Office of the Comptroller General,
and superintendence offices.
The Organic Law for Citizenship Participation, passed in 2010, is the most
explicit statute in terms of social participation. The Council for Citizenship
Participation and Social Control (CPCCS) has a new organic law providing for its
funding and entrusting it with at least four competences, as well as responsibilities,
relative to citizen participation: advocating for such participation; advancing
participation-oriented initiatives by providing financial, legal and technical
support; delimiting CPCCS powers relative to social control, and promoting, and
specifying the scope of accountability processes.
The Country's Political and Administrative Model

Ecuador is a unitary, intercultural, plurinational State, organized as a republic,
which is governed in a decentralized way.
There are currently three levels of autonomous decentralized governments:
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rural parochial governments, municipal governments and provincial governments.
The new constitutional framework introduces the regional government level.
Regional governments are to be established no later than 8 years after the adoption
of the new Constitution, under predefined conditions, on the basis of two or
more provinces having territorial continuity, with a regional area in excess of
20,000 square meters and population accounting for over 5% of the country's
total.
Autonomous metropolitan districts are also created as special regimes whose
autonomous governments are vested with canton-level powers, to which all
applicable provincial and regional powers are applicable.
Distribution of Health Authority

Under the Constitution of the Republic, health authority is granted to the
different government levels, as described in Chart 1.
Chart 1: Health authority by government level, Ecuador
Government Level

Responsibility

Central Level

Policy definition

Municipal Governments

Planning, building and maintenance of physical
infrastructure and health equipment

Autonomous Metropolitan Districts

Planning, building and maintenance of physical
infrastructure and health equipment

Municipal governments and autonomous metropolitan districts are also
empowered to provide direct healthcare services, as an authority concurrently
shared (Article 260) with the central government.
Democratic State Reform and Deconcentrated Territorial Structure

In rising to the challenges posed by the new Constitution, new forms of
government administration are gaining ground through the implementation of a
new model based on systematic decentralization and deconcentration processes,
thus bringing about functional consistency in the administration of public services
on the basis of a specialized differentiation of functions with clear coordination
and articulation mechanisms.
The Ministry of Public Health falls within the called Type 2 categorization
(high deconcentration, low-decentralization), which is characterized by a high
level of deconcentration, articulating processes, products and services with lowincidence decentralization.
The peculiarity in the exercise of authority lies in that its stewardship,
regulation and control are centrally exercised; regional planning, coordination
and management is conducted at the intermediate or regional level, while there is
strong coordination and management at the local level. It is further characterized
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for its capacity to enable public service provision from the local level through
administrative districts, which are territorial entities common to the Ministries of
Health, Education, Economic and Social Inclusion, and Labor, which share the
same typology, a key factor in streamlining the provision of intersectoral services.
Figure 1 shows the differentiation across the country's political and administrative
territorial structure, that of autonomous governments, and the territorial structure
stemming from the efficient performance of the national executive function at the
deconcentrated territorial levels comprising zones and districts.
Figure 1 - Territorial structure of the health system, Ecuador
POLITICAL AND ADMINISTRATIVE DIVISION
NATIONAL GOVERNMENT

A

ADGs
Autonomous
Decentralized
Governments

D

National

LEVELS OF NATIONAL EXECUTIVE FUNCTION
DECONCENTRATION

Regional

Zonal

Provincial

District*

G
s
Cantonal

District

Parochial

Progress towards ensuring political power decentralization has been achieved
since 2007, with greater authority, resources and decision-making powers having
been granted to decentralized autonomous government instances. The changes
introduced have paved the way for social participation in public administration,
and redefined the roles of governmental institutions at the national, regional,
provincial and municipal levels. The recent definition and validation of a proposal
for mapping the country's administrative districts will allow for public services
to be provided locally, and for this to become effective, the existing scheme of
provincial offices will be required to be modified.

STRUCTURE AND ORGANIZATION

OF THE

HEALTH SYSTEM

Ecuador has a mixed health system made up of the public and private
sectors. The public sector comprises the Ministry of Public Health (MSP), with
its institutional providers and actors in the National System of Social Security,
oriented towards the formal labor market, made up of the Ecuadorian Institute of
Social Security, which includes Rural Social Insurance, the Armed Forces Social
Security Institute, which is within the purview of the National Defense Ministry,
and the National Police Social Security Institute, within the sphere of the Ministry
of the Interior.
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Effective since 2009, the Mandatory Traffic Accident Insurance Fund (FONSAT),
guarantees universal coverage, and is responsible for compensating and providing
protection to victims of traffic accidents. The Board of Directors of the FONSAT ranks
among its members representatives from the Ministries of Transportation and Public
Works, Public Health, the Interior, and the Technical Insurance Unit, an agency under
the aegis of the Office of the President of the Republic.
Most often, the Ministry of Public Health acts as the implicit reinsurer for those
insured individuals who can no longer afford the healthcare coverage provided by
other subsystems. Other public ministerial actors are also deemed to be part of the
system, such as the Ministries of Education, of Economic and Social Inclusion, the
Coordinating Ministry of Social Development, in as much as they act in the field
of health, as it will be discussed throughout this document.
The private health system is made up of both profit organizations (health
maintenance organizations, private insurance providers, physician´s offices,
community clinics, clinics, hospitals) and non-profit organizations, such as NGOs,
civil society organizations or social associations.
Private entities, which must be duly certified by social insurance institutions,
also act as service providers of Social Security System's beneficiaries under service
contracts. Both private insurers and health maintenance organizations are under
the surveillance of the Superintendence of Companies.
Non-profit organizations playing a key role in the Ecuadorian National Health
System and having their own infrastructure are the Guayaquil Welfare Board, a
charity serving medium and low-income individuals; the Guayaquil Children’s
Protection Society, the Cancer Society, which provides specialized cancer diagnostic
and treatment services in the country's main cities, and the Ecuadorian Red Cross.
These institutions act as public sector service providers.
The Guayaquil Welfare Board and the Cancer Society are under the regulatory
control of the Ministry of Public Health, with whom they also maintain service
provision contracts.
The maximum level of coordination, sectoral consensus-building, interinstitutional
and intersectoral articulation in health is the National Health Council (Conasa), a legal
entity of public law with administrative and financial autonomy.
Roles
The Ministry of Public Health (MSP) is the national health authority; it has
the power to issue standards, and exercise the system's stewardship and control
functions. The MSP, however, must strengthen its stewardship role for the steering,
normalization, coordination, regulation and control of health-related activities.
The MSP is also the country's main provider of both collective and individual
healthcare services. Affiliated to the MSP, the National Sanitation Institute has
responsibilities in referral laboratories, as well as sanitary control and surveillance.
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Under the soon to be implemented new MSP structure, this institute is to
supplement its activities with functions in the area of health research, becoming
the National Public Health and Research Institute. Likewise, the Health Facility
Surveillance Agency will be created to underpin the MSP's stewardship role.
Both the Social Security System and the National Health System envisage the
provision of healthcare services, as well as universality of care, which may lead
to confusion. The Social Security System, however, is not intended to provide
healthcare services, its duty being only to provide insurance coverage so that its
beneficiaries may access these services when necessary. In fact, healthcare service
delivery is within the purview of the National Health System.
It is here, in the definition and regulation of the National Health System's
functioning, where the greatest inconsistencies are found with both the new,
current operational reality, and the new constitutional framework; hence the
urgent need for a reform to the secondary legislation of the National Health System
in order to establish updated standards to be contained in a new health code, and
to introduce new organization proposals.
Health System Components
Public/Collective Health

Public health is an intersectoral responsibility of the State. The duty of the
MSP, in its capacity as national health authority, is to see to it that health is
included as a cross-cutting feature of good living, and to bear significantly on the
strategies, policies and goals of other sectors of governmental action.
Public healthcare services are understood to be the set of promotional, preventive
and surveillance interventions, activities and procedures conducted by the State
for the benefit of all citizens. These services are designed to act upon all types of
determinants of health (social, economic, environmental, demographic, etc.), as well
as on risk factors impacting on the population's health status.
Promoting Health

In the pre-constitutional context, and all the more so now, there was a legal
framework in place that was fit for positioning health promotion. Today, the MSP,
jointly with the National Health Promotion Commission of the Conasa, leads
health promotion, and along the years, it has developed health promotion policies,
guidelines for intersectoral plans, as well as operating guides relative to health
promotion stimulus at the level of the MSP's operating units.
Intersectoral actions have been implemented in the fields of environmental
pollution, healthy environment development, nutrition and food, family violence
and the fight against tobacco. Although some interventions have been conducted
at central level, most of them have been at the level of autonomous governments,
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as a result of which many municipalities have included health promotion within
their development plans.
Specially worth mentioning are the successful experiences in programs such as
healthy schools, health promoting schools, healthy municipalities, healthy spaces,
eco-clubs, environmental health brigades. In spite of the efforts made, the lack
of continuity, as well as week stewardship, have prevented the consolidation and
systematization of significant progress within the sphere of health promotion.
Disease Prevention

In the field of prevention, particularly in relation to communicable diseases
within the country, the MSP is conducting a series of public health undertakings
called "vertical programs" featuring prevention (and curative) actions relative to
tuberculosis, HIV/AIDS, and the National Service for Malaria Eradication program,
which focuses on vector-communicable diseases, its main achievements being:
Ecuador's Expanded Program on Immunizations (EPI) is one of Latin America's
most successful initiatives, recognized by the World Health Organization and other
international organizations. Thanks to the EPI, the country has been poliomyelitisfree for 20 years, measles-free for 14 years, yellow fever-free for 10 years, German
measles-free for 6 years, while neonatal tetanus has been eliminated as a public
health problem, among other major accomplishments, despite these diseases have
flared up in several countries.
Overall, immunization coverage is kept at optimum levels of more than 95%,
and in many cases above 100% (2010), to prevent disease transmission. Malaria in
Ecuador has experienced a clear decline, which became much more pronounced
in 2010 and the first months of 2011. Onchocerciasis, a disease causing serious
damage to the population in the north of Esmeraldas, including many cases of
blindness, today is at the eradication pre-certification stage, and is expected to
be certified to have been completely eradicated in 2013. The Ministry of Public
Health currently guarantees treatment provision to 100% of AIDS-diagnosed and
registered patients.
As for nutrition, Ecuador, like most countries, presents simultaneous problems
of nutritional deficit, and excess and imbalance.
These difficulties can be succinctly grouped in three categories: a) delayed height
gain in minors under the age of five, starting at the fetal period and continuing
until the age of two; b) specific micronutrient shortages: iron deficiency in children
under the age of five and pregnant women, and c) overweight and obesity.
The MSP devised a comprehensive intervention proposal, the Zero
Malnutrition Strategy, the implementation of which kicked off in March 2011,
pursuing two major goals: i) reducing malnutrition in children under the age
of five and eliminating malnutrition in children from birth until they reach
the age of one; and ii) ensuring MSP staff's skills and capacity building, with a
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view to improving service quality and increasing coverage (at least five control
visits by pregnant women, six controls to children in their first year of life, and
institutionalized delivery).
Surveillance

The mission of the Undersecretariat of Public Health Surveillance of the MSP
is to analyze, supervise and oversee the public health status of the population,
through the design of policies, regulations, plans and projects in the fields of
epidemiological surveillance, sanitary surveillance and control, as well as collective
health strategies.
Such Undersecretariat is made up of: (i) the Epidemiological Surveillance
Board, which is entrusted with determining, anticipating and projecting the
behavior of diseases, and their relation with risk factors, generating timely, quality
information to establish control strategies and base the sector's strategic decisions,
and ii) the Sanitary Control Board, which is responsible for the surveillance and
control of the quality, safety, efficacy and non-hazardousness of products intended
for human consumption and therapeutic purposes, as well as the sanitary condition
of other processes or facilities within its jurisdiction. The new model of care of the
MSP will incorporate innovative and effective experiences, such as community
epidemiology.
Characterization of Service Supply
Today, the MSP is in charge of the largest number of first level public health
facilities, 1,674 units (54%), followed by the Ecuadorian Social Security Institute
(IESS) / Rural Social Insurance (SSC), accounting for 30% of first level facilities
(MSP, 2010) (Table 1).
The MSP also concentrates the largest number of the country's second and
third-level units, therefore holding the largest share in the country's healthcare
services. The private sector is made up of for-profit institutions (hospitals, clinics,
community clinics, physician´s offices, pharmacies, and health maintenance
organizations) and private non-profit organizations such as NGOs, popular medical
service organizations, social service associations, etc., which represent 15% of the
country's facilities (MSP, 2010).
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5

0

77

18

Municipalities

University and Polytechnic Institutions

0

19

0

0

Annexed to Social
Security

101

Ministry of Education

11

30

68

Ministry of National
Defense

2

125

71

36

Ministry of Government and Police

IESS

1,799

Ministry of Health

Total
Hospital

Other Ministries

Total
Ambulatory
and Hospital

Institutions

90

3

3

5

79

General
Hospitals

84

10

9

1

2

10

11

11

2

28

Cantonal
Hospitals
9

53

36

3

0

2

0

3

0

0

Acute
9

21

2

1

0

8

1

0

0

0

0

Chronic

Specialized Hospitals

Table 1 – Supply of health facilities by type of provider, Ecuador, 2010
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481

458

Private
Clinics

163

4

1

1

8

9

2

138

Health
Centers

1,262

2

1,260

Health
Subcenters

261

261

Health
Posts

1,368

17

131

4

1

16

59

6

15

582

268

41

25

101

55

34

13

Community
Clinics

64

1

47

3

1

5

5

2

Other

3,118

18

182

5

3

1

18

67

6

20

582

268

52

30

101

57

34

1,674

Total
Ambulatory
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The public sector concentrates the largest number of institutions in the
ambulatory sector, and is responsible for 53% of consultations (INEC, 2007)
(Table 2).
Table 2 – Number and percentage of outpatient consultations by type of facility,
Ecuador, 2007
Consultations
by Institution
MSP

Total

Percentage of
consultations
effected

Percentage of outpatient
establishments

10,801,637

52.84

54.00

MG and Police

251,344

1.23

1.10

MIDENA

616,368

3.02

1.80

MEC

306,620

1.50

3.20

Other Ministries
IESS
Annexed to IESS

28,893

0.14

1.00

3,500.000

17.12

1.70

29,596

0.14

8.60

SSC

599,420

2.93

18.70

Other Public

100,184

0.49

0.60

15,468

0.08

0.20

1,052,772

5.15

2.10

84,062

0.41

0.60

582,803

2.85

0.03

16,708

0.08

0.10

455,137

2.23

0.16

28,914

0.14

0.00

890,584

4.36

5.84

Provincial Councils
Municipalities
Universities
JBG
Red Cross
SOLCA
Combined Government/
Religious Funding
PSFL
PCFL

1,081,432

5.29

0.58

Total

20,441,942

100.00

100.00

Source: Health Resources and Activities Survey - INEC, 2007
Prepared by: MCDS-SIISE

Facilities with hospital capacity are mostly concentrated in the private sector
(69% + 5%) (Table 3); yet, the largest number of discharges is concentrated in the
MSP, with 44%, the IESS, with 9.10%, and the Guayaquil Welfare Board, with
9.7%. The last case is paradigmatic, as it has 5 hospitals (INEC, 2007).
One salient aspect is the remarkable growth in the private for-profit sector,
which accounted for 27.03% of national discharges in 2008. Hospital activities are
clearly a private sector niche.
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Table 3 – Healthcare services institutions, national level, Ecuador, 2011
Healthcare Institutions

Total

Total hospitals

Percentage

Ministry of Health

1,799

125

17.0

Ministry of Government and Police

36

2

0.3

Ministry of National Defense

68

11

2.0

Ministry of Education
Other Ministries
Ecuadorian Institution of Social Security

101

0

30

0

71

19

Annexed to Social Security

268

0

Rural Social Insurance

582

0

20

0

6

0

Municipalities

77

10

Universities and Polytechnic

18

0

Other Public
Provincial Councils

Guayaquil Welfare Board

6

5

Ecuadorian Red Cross

3

0

Cancer Society (SOLCA)

3.0

1.0

13

8

1.0

4

4

1.0

Combined Government/Religious Funding
Private Non-Profit

221

39

5.0

Private For-Profit

524

506

69.0

3,847

729

100.0

Total
Source: MCDS 2011 Health System for Ecuador

In recent years, there has been a significant increase in the number of
healthcare facilities within the sphere of the MSP. The growth rate has reversed
the trend recorded in the last 15 years, which evidenced a government withdrawal
in the field of health. Only in 2010, 132 healthcare units were created, 497 were
remodeled, 362 units have monitoring and conduct promotional health visits,
13 hospitals were enlarged, remodeled and equipped (MCDS, 2011).
Table 4 – MSP investment in infrastructure, Ecuador, 2010
Type

Number

New units

132

Remodeled units

497

Units with remodeling in progress
First level units in 188 priority parishes with monitoring and promotion
Enlarged hospitals, equipped; emergency, surgical center, sterilization, intensive
care and neonatal care
Construction and equipment of cardiothoracic surgery area
Source: Directorate of Healthcare Service Management, MSP, 2011

88
362
13
1
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Comprehensive Care Model with Family, Community and
Intercultural Approach
After the adoption of the free-of-charge healthcare policy, the Undersecretariat
of Extended Health Protection was created in 2007, and the Universal Health
Insurance Program became the Comprehensive Care Model with a Family,
Community and Intercultural Approach (MAIS).
The MSP-proposed model seeks to consolidate primary care as a strategy
that prioritizes disease prevention, health promotion; prioritization based on a
preventability approach, and the organized participation of social subjects in the
construction of a healthy society. This is supplemented by the historically hegemonic
curative care response, which per se has not changed the health-disease profile of
the Ecuadorian society, causing a shift in the care approach and practice towards
a more comprehensive vision of excellence and profound respect for individuals.
In this context, 4,582 practitioners were engaged to make up the Basic Health
Teams (EBAS), a strategic player in this model. As a result, there was an increase in
the Ministry of Public Health's service supply and network coverage.
The purpose of the Comprehensive Care Model is stated as follows:
"Contribute to improving the Ecuadorian population's living and health conditions
through the implementation of the Comprehensive Care Model (MAIS) which,
under the principles of the Renewed Primary Care Strategy, is expected to produce
a shift in the curative care paradigm towards an integral and integrative vision
focused on the care of individual, family, community and environmental health,
oriented towards securing health rights and compliance with the goals of the
National Good Living Development Plan."
MAIS Goals

• Contribute to the solution of prevalent and preventable health problems on
the basis of their identification, territorial location, and implementation of
comprehensive, integrated responses, with emphasis being placed on disease
prevention and health promotion, and on the adoption of intercultural,
generational and gender approaches.
• Secure increased access to comprehensive healthcare services, implementing
strategies designed to overcome geographic, economic, cultural barriers,
integrating and strengthening the Comprehensive Public Health Network, as
well as territorial micronetworks, incorporating scientific and technological
innovations as may contribute to ensuring timely, effective care of excellence and
respectful of the rights of citizens.
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• Strengthen the resolution capacity of levels one and two services, and adopt
strategies to ensure that the first level of care becomes the forced gate of access to
the service network, thus guaranteeing the continuity of services.
• Create highly qualified, socially committed collectives at the personal and
community healthcare levels.
• Implement institutional mechanisms conducive to attaining full individual and
collective participation in healthcare and recovery planning and interventions, as
well as social oversight and control.
• Improve articulation between healthcare services provision and management,
and funding.
• Implement strategies geared towards guaranteeing the safety and quality of
services and processes of assessment by results.
• Strengthen intersectoral and interinstitutional coordination in acting upon the
determinants of health, and contribute to the generation of health and good
living conditions.

In a nutshell, the doctor-patient expression is expected to evolve into a health
team–individual (having rights and obligations) or citizen relationship, where
management and care pursue not only institutional outcomes but also, and
mainly, socially impacting outcomes, with a view to improving the quality of life of
the population.
So far, the following constraints have been identified in the implementation
of the MAIS:
• A large portion of the human resources hired to staff the Basic Health Teams
(EBAS) were relocated to address needs at hospital level, as well as to fill
administrative roles, with 64% (2,943) of them serving at the first level of care,
and 36% (1,639) at the second and third levels. In this respect, the nationwide
deficit in Basic Healthcare Teams is 1,689, of which 1,096 are needed in urban
settings and 593 are required in rural areas (MSP, 2011).
• The distribution of EBAS has been rather inequitable, particularly as far as highpriority parishes are concerned.
• Although prevention and promotion activities increased, they have not managed
to become the model's centerpiece, as the curative approach prevails. The EBASs
have mainly focused their work on the preparation of family record sheets,
structured as a health needs and risks survey. This information, however, has not
been systematically processed or analyzed and, hence, there has been no followup on, or response to, families or individuals at risk.
• Health networks interrelating MSP units, or integrating these units with other
public institutions, have yet to be built; as a result of this, fragmentation and
segmentation persist in the health sector.
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• The referral and counter-referral systems show operational deficiencies, and
hospitals are overstretched, among other reasons, due to weak resolution capacity
at the first and second levels of care, persistence of the "poor service for the poor"
mentality, and Primary Care boiling down to mere local interventions.
• The MAIS has failed to respond adequately to the changes in, and needs of, the
epidemiological or territorial profile.
• While the health budget has doubled, expenditure has not been planned
properly, as evidenced by the absence of technical criteria to handle the most
critical areas such as infrastructure, medication and equipment, all of which has
brought about inefficiency.
• No unified information system has been put together, there is no monitoring and
assessment system in place providing information relative to output, performance
indicators, and impact of MAIS.

Provision of Healthcare Services
First Level of Care

It is closest to the population, streamlining and coordinating patient flow
within the system, securing adequate referral and counter-referral, and ensuring
continuous, longitudinal care. It promotes public health actions in conformance
with the Health Authority's guidelines. It is ambulatory and solves short-stay health
problems, becoming the obligatory gate of access to the National Health System.
This level features the following type of facilities:
• Health posts
• General consulting rooms
• Rural health centers
• Urban health centers
• 12-hour urban health centers
• 24-hour urban health centers
Second Level of Care

It comprises all specialized ambulatory care actions and services, as well as
those requiring hospitalization, and is the First Level's immediate referral instance.
New care modalities are being developed that are not exclusively hospital bed-based
such as ambulatory surgery and same-day care center. It features the following types
of facilities:
• Clinical-surgical specialist consulting room
• Specialist center
• Ambulatory clinical-surgical center (same day)
• Basic hospital
• General hospital
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Both the first and second levels of care have a specific geographic area
and a defined population coverage. A primary care strategy in accord with the
population's needs is to be applied in all healthcare facilities.
Third Level of Care

It comprises ambulatory and hospital specialist and specialized care facilities.
Hospitals are national referral centers, provide high-complexity care, are equipped
with cutting-edge technology, perform high-severity surgical procedures, transplants,
provide intensive care, and legally authorized sub-specializations. They include as
follows:
• Specialized center
• Specialized hospital
• Specialist hospital
Catastrophic Diseases or Fourth Level of Care

At the fourth level of care is catastrophic disease coverage, which has been
given state policy status; their treatment is to be Government-financed to ensure
free-of-charge coverage.
This program, called Social Health Protection Program (PPS), is run by the
Ministry of Economic and Social Inclusion, and so far covers congenital heart
malformations; cancer; brain tumors; chronic renal failure; kidney, liver and bone
marrow transplants; vascular malformations; burn sequelae; external prostheses,
cochlear implants and orthoses. The progressive inclusion of additional conditions
has not been ruled out.
Services provided through the Social Health Protection Programs (PPS) have
increased, generating, as of 2010, out-of-pocket savings amounting to USD 25 million.
PPT has mainly provided healthcare coverage for sight problems, diabetes, implants
and heart disease, among others, as detailed in Table 5.
Table 5 – Care by type of problem, Special Social Health Protection Programs for
Catastrophic Diseases, 2010
Activities
Cataract surgery
Pterygium surgery
Screening for refractive errors (school)
Diabetic retinopathy treatment

Cumulative 2010

Total saving

Goal 2011

15,882

$9,529,200

5,500

4,240

$2,120,000

2,000

247,848

$2,478,480

100,000

1,069

$427,600

1,000
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Table 5 – Care by type of problem, Special Social Health Protection Programs for
Catastrophic Diseases, 2010 (cont.)
Activities

Cumulative 2010

Total saving

Goal 2011

Hip replacement

670

$3,015,000

430

Knee replacement

325

$1,625,000

240

Cochlear implant

118

$2,950,000

25

Congenital heart disease

404

$2,828,000

200

Source: Undersecretariat of Extended Social Protection - Ministry of Health 2011

Involvement of the Private Sector in Model of Care Implementation

The private sector participates in the implementation of the model of care
through its involvement in the structuring of the "complementary network"—
services the public sector purchases from the private sector to meet the demand
that the former is unable to cover, through managed care agreements entered into
between public sector institutions and private sector organizations.
This network is currently at the organizational phase, which involves regulating
the services to be provided through the complementary network, licensing of
institutional providers, establishing the regulatory framework under which these
private organizations are to operate, and requesting mandatory national, zonal and
district registration of health practitioners with their respective medical and dental
specializations.
Health System Performance Assessment

In assessing the performance of the health system, the following dimensions
are taken into account: improvement in the population's health status; financial
protection to prevent the population from becoming impoverished as a result
of paying for care; delivery of quality, safe services; user satisfaction, and efforts
towards ensuring equity and equality through gap reductions.
The system's performance is measured through indicators that are deemed key
in epidemiological terms, as well as indicators of private or out-of-pocket spending
to measure financial protection, as well as other indicators designed to measure
equity.
Service Quality and Safety: Monitoring of Healthcare Facilities

A supplementary procedure for the licensing of service providers is applied, in
both the public and the private networks, consisting in monitoring infrastructure,
equipment and processes, as well as medical staff qualifications.
In 2010 only 10.1% of first level units, 7% of basic hospitals, and none of the
general hospitals were licensed. As for conditional licensing, 51.9% of centers,
subcenters and health posts, 68% of basic care hospitals and 13.6% of general
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hospitals have obtained it. Thirty-eight per cent, 25%, and 86.4% of first level units,
basic hospitals and general hospitals, respectively, have no operational license.
The Institutional Reengineering Plan envisages a process of aggressive licensing
of health units, and for this purpose significant reforms are contemplated in terms
of infrastructure, equipment and human resources.
User Satisfaction - Quality Measurement

Outpatient user satisfaction is assessed on a regular basis, and the outcome of
such assessment is used as an indicator to analyze healthcare service interventions,
as it provides information about the perceived quality of care received from health
services, identifying their perception about the quality attributes of that care
and the satisfaction or dissatisfaction determinants, with a view to tackling them
through continuous improvement processes. Aspects assessed are, among others,
satisfaction relative to accessibility, waiting time, customer service, respect for other
cultures and efficacy of care.
In Ecuador, traditionally, neither the public nor the private health systems have
featured ongoing care quality assurance mechanisms. A key innovation introduced
by the Free Maternity Care Law was having placed emphasis on the quality of care
delivered, and created operational mechanisms conducive to ensuring that quality
of care may be effectively supervised and improved on a continuous basis. This
experience contemplates two fundamental aspects relative to quality measurement:
medical auditing to secure objective measurements, and gathering of user satisfactionrelated data, including their perceptions in that respect.
In this context, the Executive Unit, at the national level, The Local Management
Committees, and the User Committees have played significant roles in assuring
quality of care. Management agreements have set explicit quality standards to be
complied with by care units. In addition, care protocols and quality standards were
developed in relation to the main services provided, based on MSP's technical
standards.
The MSP created a Steering Group of the Program for Continuous Quality
Improvement which, with the support of the PAHO/WHO, the United Nations
Population Fund (UNFPA) and Family Care International, supported the
expansion of the continuous quality improvement model in forty-five hospitals
and health centers in nine Ecuadorian provinces. At each Provincial Directorate
of Health, training has been provided to MSP officials who lead the actions of
the continuous quality improvement teams in hospitals and health centers in
each province. The continuous quality improvement teams are made up of the
units' physicians, nurses, obstetricians and statisticians, who, on a monthly basis,
monitor and report technical quality and user satisfaction indicators, and carry out
quick improvement actions.
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UNIVERSALITY, INTEGRALITY

EQUITY

AND

Coverage
Ecuador's Health System is a mixed, segmented and fragmented regime where
high private out-of-pocket expenses persist, which evidences a regressive behavior
as they are greater in the lower-income population.
Each subsystem, uncoordinated from one another, has its own entitled
population, with access to differentiated services. Overall, the public sector serves
the poor and low-income sectors, while the demand from the higher-income
population is met by the private sector. The demand of the poorest population is
not adequately met. While duplication of coverage has been verified in multiple
circumstances, shortages persist, and this does not favor the efficient use of
resources, particularly those related to financing and to physical infrastructure and
equipment.
The various public or private subsystems have specific financing, service
management, membership and provision arrangements, and there is still little
separation of functions in the sector's institutions.
The distribution of coverage is clearly shown in the number of beneficiaries
in each subsector in Table 6. In 2010, the recipients of specific coverage of some
type of health insurance accounted for 30% of the population, of which 17.6% is
covered by the Ecuadorian Institute of Social Security (IESS), 6.5% by Rural Social
Insurance (SSC), 1.6% by the Armed Forces Social Security Institute (ISSFA),
1.8% by the National Police Social Security Institute (ISSPOL), while 8.2% of the
population has coverage provided by the prepaid private sector.
Table 6 – Distribution of health coverage by subsector, Ecuador, 2005 and 2010
POPULATION HAVING HEALTH INSURANCE COVERAGE
IESS

SSC

ISSFA

ISSPOL

Private and prepaid
Insurance

2005

2010

2005

2010

2005

2010

2005

2010

2005

2010

1,672,633

2,499,680

874,405

917,417

202,761

223,058

177,416

251,322

531,000

1,170,000

12.70

17.60

6.63

6.50

1.54

1.60

1.35

1.80

4.03

8.20

Population

%

3,086,516

24.40

2010

4,242,477

29.90

2005

10,099,761

75.60

9,952,423

70.10

With specific coverage

2005

Uninsured population
(MSP)

2010

Sources: MSP, IESS, ISSFA, ISSPOL, INEC, MCDS, 2010
(prior to the law expanding the IESS; after the law, the number of IESS enrollees rose to 3,602,713)
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The Ministry of Public Health, which in theory offers coverage to the entire
population of Ecuador, actually is the main provider of services, of both preventive
and curative nature, to the uninsured population (70% of the population, who are
not beneficiaries in the other subsectors), without excluding frequent "de facto"
cross-subsidies to other subsectors in the event of costly diseases or in cases where
geographic or level distribution of the insured does not meet beneficiaries' demand
in a timely manner.
In the MSP the eligibility condition is to be a citizen, although foreign residents
may also have access to benefits, and foreign individuals in border provinces are
not denied care either.
In the public insurance subsystem, which serves the middle and middle-high
classes, the eligibility condition is membership, which is mandatory for formal
workers and is contingent upon the payment of statutory contributions by both
workers and employers. Services provided vary across the different public insurance
institutions.
The Rural Social Insurance provides coverage to rural workers In the cases of
ISSFA and ISSPOL, coverage is provided to the enrollees' family; however, benefits
are different for dependents, and differentiated co-payments may be required
depending on the type of service provided and the degree of dependence on
enrollee (children/parents of enrollee).
Recently (November 2010), the IESS moved from a personal enrollment
scheme, i.e., covering the member exclusively, to an optional dependents' coverage
system, limited to the spouse and underage family dependents (older than 6 and
younger than 18) and subject to the payment of an additional contribution, thus
extending its coverage to almost 28% of the population, as the number of members
is expected to be 4 million by the end of 2010 (IESS, 2010). In terms of distribution
by life cycles of the insured population, according to a recent survey, in 2009, 1%
of enrollees met some retirement eligibility requirement, 13% were pensioners,
and when the insured population was segregated by age groups in 5-year intervals,
since the age of 15, the largest group was that of enrollees aged 25 to 29.
The risk profile of the group of Social Security System enrollees (IESS, ISSFA,
ISSPOL) indicates that they are low risk, as they have formal employment, stable
income and their related beneficiaries are mostly in age groups presenting lower
epidemiological risk. Graphic 1 shows the risk and health insurance cost by life
cycle curves, which positions Ecuador's SNS institutional units based on the level
of spending/income of its beneficiary population and the health risks they would
be covering.
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Graphic 1 - Risks and costs of healthcare services by life cycle, Ecuador, 2009
$

ECUADOR

Private spending 58.6%
ISSFA 0.8% ISSPOL 0.6%
IESS 14.6%

9

19
45
Persons without risk

64 Years-old

MSP 25.3%

Public
expenditure
41.4%

Prepared by: MSP 2010 (data 2009) based on Suárez, R. (2009); Suárez, R. and Pescetto, C. (2002)

Service Coverage

The social security subsystem (public sector) provides the best health coverage,
with comprehensive medical, surgical, dental and pharmaceutical care. Benefits
feature outpatient consultation, emergencies, individual curative and preventive
medicine, rehabilitation, prostheses, hospitalization, home care, as well as
compensation for health care expenses through contracts made with private clinics.
Under the MSP system, coverage provided comprises all types of services and
pathologies. There is significant fluctuation, however, in effective benefit delivery.
As mandated by law, care coverage is comprehensive, and it is true that there has
been markedly improved access to diagnostic methods (e.g., 3000% rise in 2009
as compared to 2010); yet, for both medication and supplies or devices, the system
cannot guarantee constant availability, which forces patients to spend out-of-pocket
to receive supplementary privately supplied services.
Mechanisms have been developed, however, to enhance access to services,
and above all, to financial protection for certain conditions, such as catastrophic
diseases, or legally mandated free-of-charge maternity care, which have a dedicated
funding source.
For catastrophic diseases, the Social Protection Network of the Ministry of
Economic and Social Inclusion, runs the PPS program, which provides financial
assistance to Ecuadorian individuals and households in the event of catastrophic
diseases, i.e., health problems meeting the following characteristics:
a) They pose life-threatening risk
b) It is not a chronic illness and, hence, it does not require emergency care
c) Treatment may be programmed
d) T
 he cost of its monthly treatment exceeds that of one family food basket as
published monthly by the National Statistical and Census Institute.
As of 2011, in Ecuador there are 150,000 people suffering from diseases deemed
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to be acute and chronic catastrophic diseases. Patients access this program through
hospitals within the Social Protection Program's referral network.
Cross-cutting Universal Coverage Provided by the Free-of-Charge
Maternity Program
As for the Free Maternity Care Law-related program, a new modality of crosscutting, universal access is being organized for these age groups, with effective and
enforceable guaranteed rights.
In 1994, the Law for the Provision of Free Maternity and Child Care (LMGYAI)
enshrined the right to:
"[...] free-of-charge, quality pregnancy, delivery and post-delivery care, as well as
access to sexual and reproductive health programs. Likewise, cost-free health care
shall be provided to new-born children and children under the age of five, as a
public health action that is the responsibility of the State." (Law for the Provision
of Free Maternity and Child Care, 1994):
Since the positive recognition of this right, provision of cost-free care has been
mandatory in facilities within the aegis of the MSP, the effective implementation
of this mandate having started in 2000.
This experience has made it possible to provide effective universal coverage
to women during pregnancy, childbirth and the postpartum period, as well as to
children under the age of five with specific care provided in accordance with the
needs of this life cycle. This development gave way to specific reforms in the service
management model, which resulted in enhanced efficacy, coverage, efficiency and
quality of maternal and child care services.
Since the right to cost-free care is a general entitlement applicable to all life
cycles, the scope of this statute has been far transcended. Yet, this implementation
experience is a valid one, and so are the organizational processes conducted at
the time of designing the new free-of-charge care rules. Salient aspects of this
experience were as follows:
• The importance of this Law by the late 90s was that it advanced the role of
the State in safeguarding the health of the most vulnerable groups, such as the
country's women and children.
• Another contribution has been that it placed emphasis on healthcare services
meeting the population's needs from a perspective of the rights to health and to
a decent quality of life, reducing the economic barrier to healthcare access and
becoming an extended coverage strategy.
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Today, the LMGYAI model has become a major tool for improving coverage
and service quality, as it introduces some insurance mechanisms designed to ensure
that the elimination of the economic barrier is effectively accomplished. Worth
mentioning among these initiatives are the publication of care protocols, cost
quantification, reimbursement for services delivered, the methodology designed to
improve service quality, quality and goal achievement measurement tools, managed
care contracts, co-management (with municipalities) methodology, and organization
of user committees to ensure service quality satisfaction (MSP, 2001).
The program has a technical cadre in charge of developing and proposing
the most suitable mechanism in relation to financing, management model, model
of care, healthcare service coverage, role of local governments and role of user
organizations, among others.
To attain its purposes, the LMGYAI introduced some specific reforms in
the management model, geared towards increasing efficacy, coverage, efficiency
and quality of mother and child care services, as well as securing delivery of
comprehensive sexual and reproductive care. Such changes included:
• Securing stable financing for a basic service package, not contingent upon the
vagaries of political approval of the general budget.
• Payment through reimbursement of services effectively produced by Units.
• The creation of the Executive Unit and Local Health Management Committees as
service payment mechanisms, independent from the service provision function.
• Service provider diversification, including, besides the MSP, non-profit
organizations and traditional medicine providers, such as midwives, among
others.
• Integration of local health management with local municipal governments and
community organizations.
• Creation of an active oversight role, and quality care support by User Committees.
• Definition of the explicit goal and operating mechanisms to ensure the
Continuous Improvement of Care Quality.

At the operational level, one major aspect was the identification of services
that had to be funded through mechanisms stipulated by the statute, as well as the
design of mechanisms for the reimbursement of services effectively produced by
Units.
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Overview of Ecuador's Health System Model Reform
For several decades, the country struggled between the utopia of economic
efficiency and the actual deterioration in Ecuadorians' social, economic, political,
health, and quality of life conditions.
The country's new legal and political framework has definitively managed to
break free from the antagonism between economic efficiency and social sector
investment, reaffirming the Government's role, sovereignty and self-determination
in participatory public policy-making and in the design of locally based inclusive
programs and drivers for health and life, in addition to having secured progressive
access of the entire population to healthcare services and infrastructure, eradicating
inequity, exclusion and discrimination. Health regains its status as a human right
playing a part in building well-being as a collective effort.
The policies and programs implemented have to address problems such as
health inequity, inequality and exclusion. To such an effect, the health sector must
strive to ensure coverage universalization, bringing down all access barriers.
In this regard, this new phase of intervention in the health sector contemplates
a far-reaching structural reform of the sector, which requires tackling the problems
brought about by poor coordination and fragmentation of the health system.
These characteristics create structural problems that define the way the system
works, such as the duplication of activities with low population impact, in addition
to poor coordination and wasting of resources. The challenge is clear: heading
towards universal coverage, as set forth in Articles 362 and 363 of the Constitution,
and illustrated in Figure 2.
Figure 2 – Chart: The challenge of universal health coverage, Ecuador
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Nonetheless, Article 369 of the Constitution of the Republic, within the
social security chapter, prescribes that: "Mandatory universal insurance shall cover the
contingencies of illness, maternity, [...] Mandatory universal coverage must reach the entire
urban and rural population, regardless of their labor status […]”, and Article 367 makes
express reference to the fact that it is mandatory.
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The two ways to ensure coverage universality are prioritized: universal insurance
and citizenship-based direct service provision, which brings about confusion and
ambiguity as to the existence of a double entitlement system and, in any way, the
potential lack of mutually exclusive coverage between the MSP and public sector
health insurers (the Ecuadorian Institute of Social Security [IESS], the Armed
Forces Social Security Institute [ISSFA], and the National Police Social Security
Institute [ISSPOL]).
In this context, universality strategies were developed, to wit:
On the basis of the fact that the health sector is severely fragmented, in addition
to presenting limited stewardship and centralization, all of which has resulted in
defective stewardship, functional integration (of health institutions, providers and
practices), coordination, regulation and implementation of the essential functions
of public health, and equitable access to health services, the solution necessarily
lies in system integration.
To ensure the provision of non-segmented healthcare services, and serve
users regardless of their affiliation system, not only technical aspects but also the
political feasibility of any change are to be taken into account. For this reason,
the Government is working on two supplementary modalities to secure National
Health System integration:
(i) The integrated second and third level public network, with functional integration
through the exchange of services across actors, who remain autonomous.
(ii) The Unified System of Basic Health Care, which consists in an integrated
system targeted to the first level of care (up to the level of basic hospitals
at kick-off). Funding arrangements envisage the creation of a National Basic
Healthcare Fund.
Under the first modality (chosen for second level onwards) the system works
as a single scheme, although the system will truly be a single scheme under the
second modality.
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Figure 3 – Progressive integration of the public health system towards universal access
in Ecuador
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The reason for this differentiation becomes evident in the Ecuadorian context,
as it is true that, taking into account the constitutional and political framework
of guaranteed health entitlement, it makes more sense to be inclined to a Single
System of Citizenship-based Service Provision. Yet, from the viewpoint of user
satisfaction, a duly established source of revenue, well-established administrative
modalities and well-institutionalized practices, as well as the social conquest the
IESS has historically represented, the preferable choice would be a Universal
Insurance System.
In addition, the insured population in the formal sector might view the
implementation of a single system as a setback.
As a counter-argument, it may be said that the cost of providing universal
coverage to the entire population via universal insurance is prohibitive in the sense
that, due to the very nature of the system, it involves higher costs. On top of this,
creating a subsidiary fund will be necessary to provide coverage to those who have
not contributory capacity, and administering that fund will not be easy in a context
where the formal sector is small in size and characteristically unstable.
The chosen strategy of an integrated public network at the hospital level,
where the IESS is strongly positioned both in terms of image and coverage, results
in a win-win situation that paves the way for integration to proceed progressively,
without major social conflict.
As for the basic care level (first level toward basic hospitals at kick-off), the
benefits derived from a single MSP-managed system are evident in implementing
a PHC-based model of care that is oriented towards health building (instead
of "repair"), with emphasis placed on promotion and prevention. The sector's
contribution to the gradual construction of the Good Living territories will hence
be reflected.
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The establishment of a Comprehensive Public Health Network is a
constitutional mandate, as set forth Article 360:
"The comprehensive public health network shall be a part of the national
health system, and shall be made up of a coordinated set of government-run
establishments, social security and other state-owned providers, which are connected
by legal, operational and complementarity linkages".
The double-modality construction strategy profits from the competitive
advantages afforded by each subsystem (hospitals, MSP, first level), introducing
major changes without doing away with the "privileges" perceived by recipients, and
contributing to the creation of the "comprehensive public network" institutional
image and phased institutional enhancement.
As of now (2011) substantial headway has been made towards achieving the
functional integration of the second and third levels, although the first level
integration proposal is still under debate. This notwithstanding, the tools, elements
and actions devised in relation to the functional integration proposal constitute
the baseline conditions for first level system unification, save for the offsetting of
accounts relative to service compensation, as in the case of the single system, the
financing function would become integrated.
Figure 4 – Conceptualization of the financing system developed for the first level
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Both the functional integration and the single system modalities are based on
prerequisites associated with two conceptual pillars: convergence and portability.
Another major building block is the "System of Service Exchanges" among
providers, which is intended to streamline interinstitutional flow of funds, and
enable explicit mobilization of financial resources to a service providing institution
or unit. A Unified Public Network Fee Schedule, as well as implementation rules
and offsetting mechanisms, were developed.
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Progress towards Functional Integration in the Comprehensive Public
Health Network's Coordination and Operation

The Comprehensive Public Health Network, as the functional backbone
of the National Health System, is to seek to cover service gaps, reduce access
inequities, and improve timeliness, quality and coverage of care. It should be made
up of territories (districts) with local resolution capabilities and deconcentrated
management, and defined economic and organizational needs.
In pursuing this institutional coordination, the Ministry of Health, in its
capacity as National Health Authority, leads this process and has established
a National Technical Commission whose members are accredited technical
representatives of the public subsystems (IESS, Armed Forces, National Police).
This standing commission is chaired by the Ministry of Health or his/her
representative, has decision-making powers, and acts as the national consensusbuilding and coordination body of the SNS.
Achievements so far include:
• Definition of the set of Network benefits, based on the analysis of greatest
prevalence, incidence, morbi-mortality, among other criteria, organized in three
layers of care: high, intermediate and low-priority. These services cover 90% of
the country's present burden of disease.
• Validation of therapeutic protocols and clinical management guidelines in 100%
of public sector health facilities. Six thousand health practitioners serving at the
various healthcare units are soon to be provided virtual training.
• Completion of the unified fee schedule for healthcare services furnished under
public and private schemes. Rapport building meetings have been held with the
Medical Federation, the Local Health Authorities, the country's Association
of Private Clinics, CORPOSOAT (Universal Insurance Coverage for Traffic
Accidents), and the Red Cross.
• Compilation of data about public sector service portfolio for the first and second
levels of care.
• The Ministerial Healthcare Service Typology Standardization Agreement was
signed, in preparation of which technical standards were developed for each level
of care: population to be served by each unit, business hours, qualification profile
of practitioners serving at each particular unit, service portfolio on each level of
care.
• The drafting of the National Health Service's facility licensing standards was
completed. The National Health Service Agency is presently designing the
technical regulatory framework and related instruments required to automate
this process.
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• Efforts are underway to give stimulus to important matters such as pharmacosurveillance, medical auditing, protocol implementation as part of the country's
quality assurance system the MSP —the country's health authority— first generates
these activities and will broaden its scope of action into the public sector.

Equity Gaps in Health
To determine the status of health exclusion in Ecuador, a characterization of
the population's health status will be undertaken, followed by the presentation of
the determinants of exclusion, before addressing those impacting more significantly
on the country.
Health Situation
In recent years, the country's demographic and epidemiological profiles have
experienced major changes, with a sustained trend towards a decline in fertility,
and maternal and child mortality rates, fewer infectious diseases, and increased
life expectancy. Yet, certain health problems, which can and must be prevented,
persist. On the other hand, national indices do not reflect the striking disparities
existing at the territorial level, and the disadvantageous situation of population
groups living in poverty, as well as indigenous and Afro-Ecuadorian peoples and
nationalities. According to estimates of the INEC, the country's population as
of 2009 was 14 million. The global fertility rate for 2005 was 2.5. In recent years
the population structure has changed: child population has grown, while young
and adult population has fallen, a situation that poses new social policy challenges,
particularly in the field of health.
Graphic 2 – Population pyramid, Ecuador, 1990 and 2009
TOTAL: 10,271,874 inhab. 1990

TOTAL: 14,005,449 inhab. 2009
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The maternal mortality rate has presented a declining trend: in 2008 it was
56.7 per 100,000 live births. The main causes of maternal mortality include
bleeding during delivery, pregnancy-induced gestational hypertension, eclampsia,
complications during pregnancy, delivery and post-partum, labor abnormalities,
puerperal sepsis, ectopic pregnancy and non-specified abortion. These causes
are preventable, and primarily associated, to a large extent, with timely access to
healthcare services.
Likewise, child and neonatal mortality rates have decreased steadily in recent
years. Mortality of infants under the age of 1 stood at 12.7 per 1000 live births
in 2010.
The main causes of child mortality are short-gestation-related disorders, low
weight at birth, pneumonia, bacterial sepsis in newborn, difficulty in breathing,
congenital pneumonia, other congenital heart malformations, neonatal aspiration
syndrome, intrauterine hypoxia, other unspecified congenital malformations,
diarrhea and gastroenteritis of presumably infectious origin. The leading causes of
neonatal death are, in order of importance, premature delivery-related complications,
sepsis and pneumonia, birth asphyxia, and neonatal tetanus.
General mortality has also fallen. In 2008 it stood at 4.3 per 1000 inhabitants,
and an analysis of the main causes of mortality and morbidity reveals that the
country is going through a process of "epidemiological transition", where persistent
unmet needs-related problems coexist with increased chronic-degenerative
problems and violence.
In 2009 infectious diseases such as diabetes mellitus and hypertension rank
among the leading causes of death, together with traffic accidents and homicides.
Influenza and pneumonia are the fifth major cause of mortality. Cardiovascular
diseases, heart failure, cirrhosis, and malignant stomach neoplasm are among
the ten leading causes of death. The leading causes of hospital discharge include
diarrhea and infectious gastroenteritis, pneumonia, unspecified abortion, acute
appendicitis, inguinal hernia, false labor, and intracranial trauma, among others.
Nutritional problems are a public health issue in Ecuador. Both malnutrition
and overweight, which has been on the increase in recent years, are clearly associated
with living conditions, food access and consumption patterns. According to
the Living Conditions Survey, chronic malnutrition basically affects indigenous
children and the population living in rural areas, where the higher poverty indices
are recorded.
Health-related Social and Environmental Gaps

While most causes of death and disease are preventable, no significant progress
has been made in this respect, with marked gaps and inequities persisting in
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relation to population groups that, due to their economic situation, ethnicity, and
gender, are clearly at a disadvantage and exposed to greater risks. Similarly, certain
territorial spaces are deprived of the benefits of development, and their population
is exposed to deteriorating conditions, as reflected in health indicators showing
rates well above the national median relative to maternal and child mortality,
nutritional problems, and unmet basic needs such as sewerage, drinking water,
which are directly related to health conditions.
Among women, the main causes of hospital discharge include abortions and
pregnancy, delivery and post-partum-related problems. Gender and intrafamily
violence is one of the most evident expressions of gender inequity. The new social
policy is geared towards reducing gaps, under the basic principle of equity, with
emphasis being placed on positive actions in priority care groups (children, youth,
women, ethnic groups, low-income sectors, among others), as well as actions
conducive to ensuring territorial equity and territorial leveling of unmet basic
needs indices.
Specifically in relation to the health sector, this approach has been applied,
and priority-setting criteria have been developed as sectoral intervention strategies.
In this regard, through the prioritization model described below, priority care
will be delivered to the inhabitants of 188 parishes requiring more detailed care
owing to social or epidemiological reasons, with additional priority to be given to
the 18 most preventable diseases, as a result of which the country's preventable
mortality will be able to be reduced by as much as 25%.
Preventability Approach and Prioritization of Intervention Territories
as a Tool to Ensure Equity

The MSP of Ecuador has developed a disease prioritization model that moves
away from approaches that are exclusively centered on the global burden of disease
to an approach that is centered on securing rights and attaining enhanced efficiency,
efficacy and social and economic impact of interventions. This proposal includes the
determination of a Composite Index for Health Problem Prioritization on the basis of
a combination of criteria, such as the number of deaths by cause of death, premature
mortality (life years lost) and event (and consequence) preventability index.
Diseases were classified in three groups: high-priority (18), intermediatepriority (40) and low-priority (50). Through interventions in the 18 highest-priority
diseases, 41.5% of the most frequent deaths recorded in the country are estimated
to be likely to be prevented. If the 22 intermediate-priority diseases are added, 61%
of deaths may be prevented.
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The 18 high-priority diseases reflect the characteristics of the country's
epidemiological mosaic and, based on the features and determinants of the
prioritized health problems, they may be grouped according to the type of
intervention required to ensure their prevention and comprehensive care.
Territory Prioritization

From the same perspective of moving towards equity and bringing down
access barriers, there are plans to prioritize populations living in territories that
have been, and are, at a disadvantage due to the lack of investment conducive
to economic and social development, the concentration of population living
in conditions of extreme poverty, as well as indigenous and Afro-Ecuadorian
peoples, who have been exposed to conditions of exclusion and discrimination.
Attaining equity involves securing the allocation of sufficient resources
to ensure access to essential health interventions, and overcome existing gaps.
Territorial prioritization is based on a combination of criteria and measurements
that are indicative of a situation of disadvantage and exposure to greater risks of
disease and death.
An analysis of these indicators resulted in the identification of 188 parishes
where priority intervention is required in order to bear on Ecuador's 42% of
preventable deaths.
Supply and Service Provision Gaps
The priority given to the health sector is reflected on the significant budgetary
increases recorded. Even then, however, the Ministry of Health presents stock-outs,
healthcare services are overstretched, at the level of both MSP units (increased
demand resulting from care being free-of-charge) and IESS facilities, which had
to cope with a significantly extended coverage while the adjustments required to
broaden supply capacity have not been implemented yet.
According to the production data obtained from the Common Information
System of the MSP, the demand for MSP institutional services has risen
significantly: consultation visits went up 142%, moving from 14.4 million in
2006 to 34.6 million in 2010, where disease-related consultations showed the
greatest growth. Similarly, emergency care rendered in MSP units grew by 116%,
surgeries rose by 47%, blood tests performed increased by 106%, X-rays grew by
52%, and CT scans were up by 1,880%. It should be noted that the number of
hospital discharges rose from 384,000 to 503,000 in the 2006-2010 period.
This substantial increase in demand occurred at the same time as the
constitutional mandate to provide free-of-charge care was given effect, partially and
disorderly as, so far, the regulatory framework for the implementation of the freeof-charge care mandate has not been established yet. Broadly speaking, in reality,
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what happened is that the effective collection of rates or copayments applicable
within the self-sufficient framework prior to the new constitutional framework,
has not been implemented yet.
As a result of this, patients receiving care at MSP units, and their families,
are the ones who end up buying whatever is needed for the care of their diseases.
If these expenses are added those resulting from indirect costs associated with
consultation, transportation, food expenses of accompanying party, among others,
it becomes evident that the cost of care represents a severe barrier to the poor
population using Ministry of Health's units. This population, which subsists
on less than one dollar a day, accounts for 30% of Ecuador's population. As a
consequence of this, 25% of the population has no access to healthcare services,
and, for instance, 73% of indigenous women have not received professional care
during delivery.
As for the IESS, coverage has experienced a remarkable growth of 5% in
the 2005-2010 period, thanks to the rigorous worker insurance coverage policy
implemented by the Labor Ministry, as well as to the reform of the membership
scheme, which went from being individual in scope to including the enrollee's
dependents (Social Security Law amendment, November 2010).
Notwithstanding the above, service supply is insufficient, particularly in the
hospital sector, were severe bottlenecks occur. The problem is so serious that the
sector declared the "state of national emergency". Second level units (hospitals)
present critical problems, both in terms of coverage and management capacity.
Geographical, cultural, social and economic access barriers persist, and as far
service quality perception is concerned, a lot remains to be done.
Understaffing has resulted in limited resolution capacity and loss of the
population's confidence, which has in turn fueled a mentality and vision of keeping
services "poor for the poor", and the growth in private services.
As for population groups, the dispersed population, particularly in the eastern
region and in rural areas, is identified as the group having the greatest difficulty
in accessing services. The group comprised of the indigenous and lower-income
population, for cultural reasons, remains neglected , while elders are practically
ignored. Specific strategies developed in relation to these highly excluded
population groups include:
1

• The National Strategy for Family Planning Implementation is underway, together
with human talent strengthening processes intended to secure the provision of
quality care to these population groups.
• Development of the Culturally Appropriate Delivery Guidelines.
• Elderly Care Training, follow-up on improved quality assurance of Elderly Care.
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• Work is underway for the development of the Elder Patient Health membership
Card, the National Interinstitutional Plan for the Elder Population, focused on
the promotion of active ageing.

Knowing that health exclusion is a heterogeneous, geographic and dynamic
(in that it varies with time) phenomenon resulting from multiple causes, all actions
aimed at improving the performance of the health system will have a positive
impact on the elimination of health barriers. That notwithstanding, the following
strategies were given priority within the framework of health equity actions:
• Strengthening of the first and second levels' resolution capacity, so that the first
level of care may be guaranteed to be the system's access gate.
• Extended business hours in first and second level services.
• Reinforcement of the health units' mandatory licensing process with a view to
improving service quality.
• Bringing healthcare services closer to the most distant, hard to reach communities,
by displaying healthcare brigades and mobile units.
• Strengthening of the comprehensive, family, community, intercultural, health
model, based on primary care, disease prevention and health promotion.
• Implementation of the complementary public healthcare service network.
• Staff hiring, and enhanced training to promote empathy with users.
• Turn healthcare environments into friendly spaces where users find solidarity
and respect for their rights, cultural and bioethical principles.
• Implementation of programs securing comprehensive care of persons with
disabilities, improved supply of services to meet the needs of persons with
disabilities living in urban/suburban and rural areas.
• Increase in, timely allocation and optimal use of health-devoted economic
resources.
• Increased healthcare staffing and assignment, based on the population's health
needs.
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Planning of sectoral funding is the responsibility of the National Health
Authority, which has to guarantee every citizen, regardless of his/her payment
capacity, the provision of basic health protection leading to reduced inequitable
access to necessary, effective and quality services; this duty is perfectly aligned with
the constitutional mandates and guidelines in this respect.
Recently, in most countries there has been growing concern in relation to
financing models and spending macro-analysis, particularly in light of the structural
reform of health systems in line with the pledge to provide universal coverage.
In 2005, the member states of the World Health Organization committed to
develop their health financing systems so that all people have access to services
and do not suffer financial hardship paying for them.
The funding model adopted responds to the vision of the desired organizational
structure for the health system (health reform), and vice versa. It is important to
bear in mind that, in spite of the significant progress made in matters of collective
health, in relation to the National Health System, the Constitution of 2008 is
not clear enough as it envisages that universal health coverage is to be attained
through two parallel paths: on the one hand, through the National Health System
(Articles 358, 359, and 360) and, on the other one, through the Social Security
System (Articles 368, 369 and 370).
The lack of a sufficiently unarguable legal basis, makes it quite difficult to
harmonize a common proposal, and creates unnecessary friction among the key
actors in each system: the Ministry of Public Health (MSP) and the Ecuadorian
Institute of Social Security (IESS). This is a critical issue, in light of which the
elements below are to be considered.
Overview of the Health Financing System
Ecuador has 14.2 million inhabitants, a GDP per capita of USD 3,700, and
a 0.695 Human Development Index (2010). The share of its economically active
population in the formal labor market is small, as shown in Table 7 and Graphic 3.
These characteristics of the country's economy and population condition health
funding.
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Table 7 – Economic and population indicators, Ecuador, 2009
Indicator (2009)

Data

Sources

GDP per capita

USD 3,714

Central Bank

Total population

14.204.900

INEC

4.431.196

Economic Active Population (PEA)

INEC

(31,6%)
1.817.187

Formal sector size

INEC

(12,9%)
1.889.160

Informal sector size

INEC

(13,4%)

Population living below the poverty line

28%

INEC, SIISE, MCDS,

Population below the indigence line

14%

INEC, SIISE, MCDS

0.504

INEC

Gini Index

The formal sector size represents 12.9% of the national total population and
41% of the economic active population (PEA). The proportions of the informal
sector are 13.4% in relation to the total population and 42.6% in relation to the
PEA.
Graphic 4 – Human Development Index (HDI), selected countries, 2006-2010
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Source: PNUD

The current health funding system of Ecuador is a mixed system made up of
three main subsystems:
• Tax based subsystem, for the healthcare services that the Government offers,
mainly through the health providers of the Ministry of Public Health (MSP).
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• Public System of Social Health Insurance, oriented towards the formal sector,
general (IESS) or specific (ISSFA, ISSPOL, SSC) and financed mainly through
contributions.
• Private subsystem, with private insurance and out-of-pocket payments.
Figure 4 – Funding model of Ecuador's health system
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As can be observed, the funding of the public entities of the government
(MSP, MIES, ME, local governments) comes from general taxation, and in the
case of public entities of the National Social Security System. The funding is
obtained through the contributions paid by employers and workers. Meanwhile,
private insurance and other prepaid schemes are only available for the high income
population. The low income households also participate in the private sector
health funding through direct payments of services when their needs are not met
by the public sector.
The coverage distribution among these subsystems is shown in Table 8. All
the population has the right to access to the MSP. But even if the MSP coverage
is for the whole population, it is generally considered specific for the uninsured
population, that is to say, the citizens that do not have health insurance (private
or public).
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It is important to mention that in 2010 barely 30% (28.8% of the insured in
the public sector) of the national population was insured; however, in the 20052010 period, the country experienced a significant 5%-increase thanks to the strict
worker insurance coverage policy implemented by the Ministry of Labor.
In the public insurance system, the strongest actor is the IESS, with the 65.7%
of the beneficiaries of the system. And by adding the SSC insured individuals, the
percentage of the total people insured is 89.3%. Its importance is also reflected in
the annual budget for health that exceeds the MSP budget.
Table 8 – Health coverage distribution among the subsystems, Ecuador, 2010
Subsystem

Beneficiaries

MSP

14.204.900

IESS

2.650.567

SSC

952.146

ISSFA

223.058

ISSPOL

210.531

Private insurance

1.170.000

Source: MCDS

Constitutional Framework of Health Funding

The 2008 Constitution establishes in the Article 366 that the resources must
"come from permanent sources of the General Government budget" and that they will
be distributed according to demographic and epidemiological criteria (population
and health needs); likewise, it defines which institutions can receive funds from the
State. In the Article 298, there are budget preallocations to the health sector, which
would guarantee the availability of resources and their stability. Furthermore, the
transitional provision 22 related to the General Government budget establishes
that the percentage of the GDP allocated to health will be increased every year
in a percentage not inferior to 0.5% of the GDP (which would represent around
USD 240 millions every year) until reaching at least the 4% of the GDP. The
health budget provided to the MSP was of 669 million dollars in 2006 and it
was increased to 1.2 million dollars in 2010 and 1.4 million dollars (provisional)
in 2011.
One of the main offerings of the Government in health was to achieve the
absolute free of charge public healthcare services in a progressive way.
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Funding Sources
The sources of funding of the National Health System are shown in Chart 2.
Chart 2 – Sources of funding of the national health system, Ecuador
Public sector
• General taxes
• Specific taxes
• Contributions paid to public
social insurance

Private sector
•	
Premiums to some type of private
insurance
• Co-payment for insured services
• Direct payments for services provided
• Supplementary payments (drugs,
supplies)
• Premiums to the traffic accident
insurance

External sector
• Cooperation resources

There are no co-payments for the beneficiaries in the public system, with the
exception of some categories of health services or dependents in the SSFA and
ISSPOL subsystems. In terms of tax contributions, a new tax reform is currently
being promoted (taxes on alcohol, tobacco, etc.) that will help the State to collect
more than 350 million dollars to update the health sector, among other projects.
In the public sector, the contributions are from the national government. There
are no financial contributions registered to Public Health from the subnational
governments (provinces, municipalities) as they do not have that competence.
In the case of the disease and maternity contingencies of social security, each
specific insurance institution (IESS, ISSFA ISSPOL) collects the contributions and
groups them in its own "fund" to use them to finance the services that corresponds
to that institute. The same applies to the private insurers and there is also a parallel
system for the MSP, characteristic of a segmented system.
Expenditure on Health

2

The total expenditure on health in Ecuador corresponds to the 8.6% of the
GDP (2010). The public expenditure on health, considering the expenditure of
social security and the MSP, corresponds to 4.5% of the GDP in 2010, as it is
detailed in Table 9 and Graphics 4 and 5. The private expenditure corresponds
to 4.1% of the GDP, representing 48% of the total expenditure on health in the
country.
The whole Public System reaches by 2011 an investment of USD 216 per
capita in health, representing the 5% of the GDP, with a progressive increase of
the expenditure of the MSP and Social Security.
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Table 9 – Initial budgets of the public health subsystems and public expenditure on
health in relation to the GDP, Ecuador, 2008-2011
Expenditure
Initial
Initial budInitial budInitial budTotal budPopulaon
budget
Per
Per
Per
Per
get IESS
get ISSFA
get ISSPOL
get Public
tion in Health GDP
Year
MSP
capita (MILLIONS capita (MILLIONS capita (MILLIONS capita
System
millions Per
(MILLIONS MSP
IESS
ISSFA
ISSPOL
(SP)
USD)
USD)
USD)
capita
USD)
SP

Total
SP as
% GDP

2008

879

64

469.0

28

15.0

1,392

13.81

101

54,686

2.55

2009

943

67

889.0

29

16.0

1,878

14.01

134

51,386

3.65

2010

1,244

88

1,284.5

357

40

179

37.9

180

2,606

14.05

186

56,964

4.52

20111

1,414

100

1,629.0

313

40

179

37.9

180

3,121

14.40

217

62,265

5.00

Note 1: MSP provisional budget XI/10, estimated IESS (26.8 % average growth 2C04-2008), ISSFA and ISSPOL 2010
budget
Population INEC GDP BCE
Source: MCDS

Another aspect shown in Table 9 is the segmentation of the health system that
implies inequalities with great differences between the expenditure per capita of
the MSP and the IESS with its corresponding population. It is evident that in 2010
the expenditure per capita of the IESS reaches 357 USD and the MSP only 88 USD
(considering the total population: 14 millions). If we make a correction according
to the theoretical coverage (uninsured population of 9,962,423 inhabitants), the
expenditure per capita of the MSP reaches USD 123.7, that is to say, one third
of the expenditure per capita of the IESS. The result has to be construed also
considering the risk profiles of the beneficiaries of each system, which are greater
for the population of the MSP.
Graphic 5 – Percentage of participation of the public expenditure on health in relation
to the GDP, Ecuador, 2006-2010
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The percentage of participation of the public health expenditure in relation
to the general budget of the State between 2006 and 2010 was stable for social
security, with a reduction of the participation of the MSP. The investment has
been greater, but it does not reflect its regular increase because the expenditure
that corresponds to the accrued budget is being analyzed. As regards previous
years, the Government, from 2007 to date, aggressively increased its investment in
the health sector, in order to keep the expansion of the coverage and the gratuity.
Graphic 6 – Percentage of participation of the expenditure on health in relation to the
general budget of the State, Ecuador, 2006-2010
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As an additional point, it must be mentioned that this analysis does not explain
the cross-subsidies among the systems, mainly from the MSP to the IESS, and they
are not reflected (so far) through the financial flows among the institutions. It is
expected that the implementation of the service exchange system among the sectors
(integration) provides more transparency and that the adjustment carried out
through the offsetting of accounts among the institutions results in a progressive
leveling of the expenditure per capita. As regards the expenditure efficiency, this
system will also allow to capitalize the unused capacity.
It is important to evaluate as National Sanitary Authority that, considering the
importance given to the private sector, the logic of contracting supplementary services
through the private network, important to the IESS, must be assessed. As a result,
it is estimated that around 8% annual of the total value that is expected to be billed
(approximately 1 billion dollars) has been allocated to private payments.
Finally, is health funding enough? It is widely known that no country in the
world has a SNS of universal coverage with a public expenditure on health inferior
to the 7% of its GDP. The current gaps show that to achieve a totally free of charge
and universal coverage, a progressive increase of the funding is needed.
Expenditure Allocations
The resource allocation is carried out based on the national agenda policy
priorities. That is to say, the institutional planning must response or be framed
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within the National Development Plan, the social agenda and the health agenda
of the Ministry.
Most of the provinces' budget (hospitals and areas) is predetermined by regular
activities. The remaining budget for the reprogramming and adaptation to the
policy priorities represents barely 15-20% of the budget. This situation is better for
the budget of the Central Plant of the Ministry that registers (gathers) the National
Investment Plan that ranges from 30 to 35%. More than 85% of the regular budget
of the Ministry of Health is spent in personnel salaries, so the capacity of the
Health Units to obtain supplies and drugs is much reduced. There is no resource
allocation for the Subnational Autonomous Governments.
Payment Models and Other Innovative Proposals for the MSP
Based on a model in which there was no separation between the purchase
functions of services and benefits, two initiatives have broken that scheme and have
gone beyond, introducing elements of subsidy to the demand and complementing
the usual practices of offer funding. Those two initiatives are the implementation
of the Law of the Provision of Free Maternity Care and the development of
the "Tariff schedule" within the framework of the construction of a public and
supplementary network. The last one makes up the regulations that protect all the
units of healthcare providers of the National Health System, the Comprehensive
Public Health Network and the Supplementary Network (for-profit and non-profit
organizations), duly licensed or qualified to be part of the network of providers,
in the different levels of care and complexity. It is an instrument of mandatory
application to perform the economic compensations arising from the provision of
healthcare services that public institutions offer among them, and between them
and the private ones, with the purpose of contributing to the universal access to
the system. The tariff schedule facilitates the payment for benefits or packages,
as it was the case of the agreements with private clinics to guarantee the access to
surgeries for patients from the poorest population quintiles.
In the design and enforcement of the Law for the Provision of Free Maternity
Care, new elements were incorporated about the funding model and the resource
management. For example:
• Separation between funding entities and providers.
• Transfer of resources to the municipalities where the management committees
function.
• Creation of the Execution Unit and Local Health Management Committees as
service payment mechanisms, independent from the service provision function.
• Separation of the funding-payment function and provision of services. One of
the favorable consequences that is expected to achieve with this reform is the
creation of a logic and an operational space of accountability, in which actors
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(funding entities and payers) request information about the results achieved by
the performers that have to account for the production and quality.
• Diversification of service providers, including, besides the MSP, non-profit
organizations and traditional medicine providers, such as midwives, among others.

Moreover, traditionally, the funds of the MSP have only financed services from
the Units of the Ministry of Public Health. LMGYAI authorizes its funds to refund
services from other health providers, such as non-governmental organizations,
the Ecuadorian Institute of Social Security (IESS) and even agents of traditional
medicine.
Ecuador needs a change towards the strategic management of the funding
model through the funding of the supply and, in specific cases, of the demand, the
strategic allocation of budgets and resources (criteria: unemployment, population,
avoidance, etc.) and the separation of the purchase functions and service provision.

MACROMANAGEMENT
Stewardship
According to the organization of the current National Health System that is
based on the secondary legislation in force, the Ministry of Public Health must
exercise its function of National Health Authority (ASN) and, in line with the legal
mandates, the MSP has defined its institutional role and vision, emphasizing its
guiding function.
Role: The Ministry of Public Health is the national health authority, core
of strategic thinking of the national health system, director of the public service
network that plans, regulates and develops public policies, and defines standards
and mechanisms of articulation management, with the purpose of controlling
public health and acting through the provision of services of promotion,
prevention, curatives and rehabilitation, as well as acting through the control of
all the products and activities that affect health, towards an improvement of the
Ecuadorian population health.
Vision: The Ministry of Public Health will fully exert the governance of the
National Health System with a Latin American referential model that emphasizes
the promotion of health and disease prevention, with high levels of quality care,
guaranteeing the comprehensive health of the population and universal access
to the service network with the coordinated participation of public, private and
community organizations.
The National Health Authority must "create, comply with and enforce
public policies of the State, developed and executed according to the Constitution"
(art. 363). In this sense, the MSP joins the National Good Living Development
Plan in its objective No. 3 to improve the quality of life of the population; in terms
of policy and guidelines, the MSP has its goals and objectives clearly established
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in the health area. In this framework, the ASN defines, issues and announces
national health policies and plans, and it will be equally in charge of promoting
and controlling their implementation.
According to the legal framework, the MSP "shares" its stewardship function
with the National Health Council (Conasa) and, in some occasions, this sharing
has become "delegating."
Since 2002, Conasa is an entity with administrative and financial autonomy
with the purpose of promoting consensus in public policies and fostering the
mechanisms of coordination for the organization and development of the National
Health System under the Organic Law of the National Health System. Its board of
directors is made up of representatives of the public and private institutions that act
in the health sector and mainly work through the institutional expert commissions
(Planning, Drugs, Human Resources, Bioethics) to generate agreements regarding
policies, standards, regulations and other technical instruments of implementation.
The role of Conasa in the promotion of the collective construction of health
policies and agendas, as well as in the direction of the actors of the SNS, has
been very valuable. Consequently, the MSP has not strengthened institutionally
speaking in these aspects and its performance as Health Authority has been weak.
The current constitutional mandates object the presence of sectoral articulation
entities attached to ministries, such as the Conasa, that will have to reorientate its
performance; this will allow the reinforcement of the role of stewardship of the MSP.
The public insurers, which are considered directors in their subsystems, in
some cases, have conducted activities from the function of stewardship, especially
regarding service provision, drug issues or human resources, which contributed to the
fragmentation of the system.
Although in regulation aspects regarding healthcare, surveillance or drugs the
MSP has been active, there are some neglected regulation areas, such as private
sector regulation issues. Generally, the leadership of the ASN is weak as regards
enforcing standards, an aspect that must be improved.
Structural Solutions for the Strengthening of the National Health Authority

The new organic structure of the Ministry of Public Health suggests the creation
of three specialized entities: the General Coordination of Strategic Development
in Health, the Health Governance Undersecretariat and the Control Agency for
Health Facilities, attached to the Ministry.
The General Coordination of Strategic Development in Health outlines
priorities and guidelines from the analysis of the health of the population, its
determinants, tendencies, costs, medical practices and the consequences of
policies and actions, with the purpose of achieving a better impact on the health
of the population. It becomes the support of the Health Authority in the informed
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decision-making process, as well as the design of the health policy, as it constitutes
a space of reflection, analysis, definition of the vision and strategic orientation of
the national health system.
The Health Governance Undersecretariat will exert the stewardship of the
National Health System (SNS) with a leadership approach through the enactment
and enforcement of legal instruments, the direction and steering of the SNS actors,
agreement negotiation, conciliation of interests and coordination of actions, in
order to articulate common objectives and, therefore, get better results for the
sector.
The Control Agency for Health Facilities will be the entity in charge of
controlling all the provision of healthcare services facilities of the SNS independently
of the providers. There will be controls of the fulfillment of current standards as
regards infrastructure, equipment, processes and human resources, according to
the compliance of the licensing regulations.
Figure 5 – Structural solutions for the performance of the role of the National Health
Authority
Creating the Health Governance Undersecretariat
Redefining the role of the CONASA: consultative
council Normative centralization in the MSP
Creating the General Coordination of Strategic
Development in Health
Reinforcing the legitimacy of the MSP and exerting
control Creating the ACES, accelerating the licensing
Enhancing the credibility of the MSP; goal: improving
quality and efficiency of the services, internal control, M&E
Source: Ministry of Public Health of Ecuador

As it was previously mentioned, the role of the Conasa will be reformulated
and the MSP will be strengthened in its performance as provider, so it can enjoy
the sufficient legitimacy in order to control other providers.
Formulation of Health Policies and Plans

Ecuador has a National Health Policy that was passed after a participative
process of national consultation to the different actors of the State and the Civil
Society, promoted by the Ministry of Public Health and Conasa in the 20022006 period.
The policy, although less widely spread, is in force and organized in three fields
of action: the construction of health citizenship, the comprehensive protection of
health and the sectoral development. Its objectives are the following:
• Promoting health citizenship, guarantee, respect, promotion, protection and
enforceability of human rights for a decent and healthy life.
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• Guaranteeing the comprehensive protection of Ecuadorian population health,
facilitating the means to promote physical and mental health, preventing and
facing diseases and its causes and mitigating its biological, economic and social
effects.
• Developing the capacities of the health sector through organized and participative
processes that lead to the improvement and good performance of the National
Health System, the comprehensive development of human talent, the scientific
and technological development and fostering of information systems and material,
technological and financial resources.

Regarding other policies, there is a distinction between the intersectoral,
sectoral and institutional policies, each of them with well-defined institutional
responsibilities. The macro-policies, as well as intersectoral policies that also
involve other State portfolios are issued by the General Coordination of Strategic
Development in Health, the sectoral policies, by the Health Governance
Undersecretariat and finally the institutional policies, that is to say, the ones that
are implemented only within the institution, by the National Boards responsible
for the issue.
,

Management Model
The Ministry of Public Health of Ecuador is being reorganized. A new
management model and organizational structure were defined; their objectives
seek to solve the inefficiencies of the institution, update the administration and
the internal management for a better effectivity, efficiency and transparency,
strengthening its capacity to perform its role of health authority and implement
strategies and programs considering the compliance of its mission, institutional
objectives and mandates.
The new management model suggests the financial, functional and
administrative decentralization towards new territorial structures, defined as zones
and districts. This will allow an adequate separation of functions in the central
level, responsible for the institutional policy and the performance of its stewardship
function. In the local level, this will allow an execution of actions intrinsically
linked to the needs of the epidemiological, social and demographical profile of the
territories, a faster and efficient management of resources and an improvement in
the administrative management, productivity and service provision.
The creation of the Undersecretariat of Health Prevention and Promotion is
being analyzed, with the purpose of supporting the primary care model that has an
approach towards the promotion, prevention and restructuring of networks. This
Undersecretariat is aimed at developing and promoting specific actions, preferably
intersectoral, about health determinants. Common districts, the Ministry of
Economic and Social Inclusion and the Ministry of Education were formed, in
order to get "integrated" products.
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In the districts, the autonomy that is facilitated by the functional and
financial decentralization allows to develop a territorial organization intrinsically
linked to the local conditions, structuring district networks and micronetworks
that coordinate the actors of the supplementary public network and the levels of
healthcare to guarantee the continuity in the provision of services. This is the most
important level because the district director knows the specific health needs of the
population, analyzes its offer capacity and designs a strategic medium-to-long-term
plan, taking the PHC strategy as central axis.

Health Surveillance
Implementation of the International Health Regulations
The International Health Regulations (IHR) are aimed at:
"preventing the international spread of diseases, protecting citizens against that
spread, controlling it and providing a public health response limited to the public
health risks, preventing at the same time the unnecessary interference with the
international traffic and trade".
During 2008 and 2009, the Board of Control and Improvement of Public
Health, responsible for the implementation of the IHR in Ecuador and part of
the Subprocess of Epidemiology, held national meetings and participated in the
meetings organized by the PAHO at the subregional level, with the purpose of
socializing and disseminate aspects of the IHR 2005, assessing and updating the
functions of the National Focal Points. The evaluation of the core capacities for
surveillance and response was conducted in order to identify the needs of how to
strengthen, develop and support these basic capacities. The evaluation was carried
out at the central level, in the 24 provinces, the 170 areas of the Ministry of Health
and 30 hospitals.
In August 2008, the National Focal Point began to function. It had fixed and
mobile computers and a call center to provide influenza information, working 24
hours a day.
The laboratory network for the surveillance of Public Health is made up of
the National Institute of Hygiene Leopoldo Izquieta Pérez, established in the city
of Guayaquil. The 21 provinces have a laboratory for health surveillance of less
complexity than the zonal laboratories. In certain cases, there are laboratories
external to the MSP with the purpose of improving the laboratory diagnosis. The
previously mentioned network also has external control laboratories of reference:
Bogotá, United States (Center for Disease Control and Prevention of Atlanta), the
Public Health Institute of Chile and Fiocruz in Brazil.
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The National System for Malaria Eradication supports and participates in
investigations together with the entomological laboratories.
Epidemiological Surveillance
As part of the Integrated Epidemiological Surveillance System, the
SIVEALERTA allows the immediate notification, research and corresponding
intervention (it has a specific software as support tool). It is implemented in all the
operational units of the 24 provinces, in the 170 health areas and in the specialized,
general and basic Provincial Hospitals. In compliance with the IHR provisions and
the Organic Health Law, 42 pathologies and 10 syndromes are being monitored.
In case of health emergencies, a call center is included:
The National Focal Point of Ecuador assesses and notifies to the Link Center
of the PAHO about events considered of international interest.
The country does not have a surveillance system of the main risk factors for
noncommunicable chronic diseases, tobacco, excessive alcohol consumption,
sedentary lifestyle and unhealthy food. The Ministry of Health is developing the
surveillance system for noncommunicable chronic diseases.
Sanitary Surveillance
One of the public health actions that must be conducted by the National
Health Authority is the sanitary surveillance and control of facilities and products
of human use and consumption. The Board of Control and Improvement of
Sanitary Surveillance, part of the Ministry of Public Health, is in charge of the
regulation and technical normatization for the registration, surveillance and
control of facilities and products of human use and consumption.
For the control of the advertising and promotion of products of human use
and consumption subject to the public health record, the Ministry of Public Health
issued specific regulations for each area: food, drugs, etc.
The analyses of quality and harmlessness control to register and control after
the registration are carried out in the laboratories of the National Institute of
Hygiene and Tropical Medicine "Leopoldo Izquieta Pérez." In the case of food
for human consumption, the Organic Health Law considers the participation of
private laboratories authorized by the Agency of Accreditation of Ecuador.
Environmental Surveillance in Health
The function of the Environmental Health is to monitor the environmental
impacts on the health of the community. Its components are the following:
the surveillance of the quality of water for human consumption, the adequate
handling of pesticides, surveillance of pesticide poisoning, occupational health
and safety, incorporating to the healthcare service actions that allow to assess
the working conditions, especially in dangerous processes, labor accidents and

481

482

Health Systems in South America

adequate promotion and prevention. Moreover, it monitors the air quality through
the Monitoring Network of Air Quality of the Municipalities.
By 2011, reference terms have been created in order to develop the Subsystem
of Epidemiological Surveillance of Environmental Health within the framework of
the Health Surveillance System. The project will have a guideline manual for the
environmental health surveillance, a system of information, surveillance indicators
(risks and threats, exposures and health effects), monitoring and evaluation in the
levels of care and a project about global warming.
Ecuador has a Secretariat of Risks with a Directorate of Risk Management in
every ministry of the public sector. They are responsible for developing disaster
contingency plans. The MSP counts on this Directorate that works together with
Epidemiology when public health events of national or international interest arise.
The Directorate of Risk Management has made some progress in the organization
of the Operational Emergency Committees at national, provincial and local levels,
which guarantee the execution of contingency plans, the access to timely and true
information and the decision-making process about disasters or events that are a
threat to public health.

Health Workforce
Gap between the System Demands and Personnel Supply
In Ecuador, among the ten leading causes of death, five correspond to
noncommunicable chronic diseases, diabetes, hypertension and cardiovascular
risk, connected among them and related to common risk factors, such as physical
inactivity, unhealthy food, obesity, smoking and alcoholism. The intervention on
these causes of death would represent an impact on 54.8% of the deaths from the
18 more frequent and avoidable causes that lead to more than 200,000 probably
lost years of life.
However, in the majority of the universities, the contents of their curricula
respond to an epidemiological profile of more than 10 years in which the
contagious infectious diseases and immuno-preventable diseases were in the first
places. The practice is carried out in hospitals and especially oriented towards the
second and third levels of care. The contents in the curricula are not articulated
with the practices of the first level, where 80% of health conditions can be solved.
The knowledge imparted in the universities about social, economic, cultural and
environmental determinants are null or almost null; the training is especially
biological, without any other alternative medicine.
Thus, the health team is not prepared to meet the individual, family and
collective needs in primary, secondary and tertiary prevention, as well as in health
promotion of prevalent diseases.
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The challenge to overcome the transition and the new epidemiological profile,
with an increase of chronic and violent conditions facing a strong reduction of acute
events, requires to formulate new paradigms. The control of chronic and violent
conditions goes beyond the immediate biomedical interventions, it requires a
planned and prolonged healthcare, prevention and promotion actions, and users
need to have some knowledge to develop a healthcare culture.
Therefore, it is necessary to develop a joint proposal (University-Ministry) of
health professionals that requires the National Health System and the new challenges
suggested in the human, family, social and labor development fields, as a consequence
of the scientific, technological, economic, commercial and political transformations
that characterize the current society, in compliance with the Constitution and laws.
Ecuador has 75 universities, 145 extensions and 285 institutes. Among the
universities, 11 have an "A" qualification, comply with all the requirements of
accreditation and offer training courses of undergraduate and postgraduate in
medicine and similar health courses. There are also other universities with B and
C qualification (Conea, 2011).
The institutions duly authorized in the Conea with A qualification, responsible
for the human talent training in medicine are the following:
•  Central University of Ecuador (Universidad Central del Ecuador), in the city of
Quito;
• P
 rivate Technical University of Loja (Universidad Particular de Loja), in the
south region of the country;
• C
 atholic Pontifical University of Ecuador (Pontificia Universidad Católica del
Ecuador), in Quito;
• U
 niversity of San Francisco (Universidad San Francisco), in Quito;
• U
 niversity of Azuay (Universidad del Azuay);
• U
 niversity of Cuenca (Universidad de Cuenca);
• T
 echnical University of Ambato (Universidad Técnica de Ambato, UTA), in
Ambato; and
• U
 niversity of Guayaquil (Universidad de Guayaquil).

Four of these universities are public and the first four train public health
specialists.
Quantity and Quality of the Workforce Supply
The quantity and quality of the workforce supply still are not enough to meet
the national health system needs. According to E. Granda, there is a break-up
of the social contract, i.e., insecurity, labor conflicts in health, low quality and
service productivity, work insecurity and growing unemployment. The current
government has fostered actions to revert these situations. The number of
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professionals has increased between 2000 and 2009, as it is shown in Table 10. We
must mention that this situation goes hand in hand with the population growth
and the improvement of national universities.
Table 10 – Number of personnel working in the health sector, Ecuador, 2000-2009
Professionals

Public sector

Growth
%

Private sector

Growth
%

2000

2009

Public sector

2000

2009

Private sector

Physicians

9.733

15.048

55

8.602

14.223

65

Nurses

5.326

8.934

68

994

1.823

83

Dentists

1.913

3.073

61

149

290

95

Obstetricians

844

1.310

55

193

246

27

Biochemical
pharmacists

283

415

47

204

249

22

Bachelors of
Science and/or
technologists

2.156

3.191

48

779

1.389

78

Nurse assistants

10.902

12.035

10

2.327

3.416

47

Service
personnel

7.968

9.119

14

2.103

3.070

46

Source: Statistical Yearbook of Health Resources and Activities-INEC, 2009.

The number of health vacancies is greater in the public sector than in the
private one, observing a growth in both sectors in the analyzed period.
The health professional index per 10,000 inhabitants in Ecuador in 2009,
according to the Statistical Yearbook of Health Resources and Activities (Anuario
Estadístico de Recursos y Actividades de Salud), is shown in Table 11.
Table 11 – Health professional index per 10,000 inhabitants, Ecuador, 2009
Professionals
Physicians
Dentists
Psychologists
Nurses
Obstetricians
Nursing assistants

Rate per 10,000 inhabitants
16,9
2,4
0,4
7,7
1,1
11,0

Source: Statistical Yearbook of Health Resources and Activities

The geographical distribution, not only the one that refers to the universities
but also the one that refers to the health professional concentration, is very unequal
among the different regions of the country.
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The physicians are concentrated in hospitals and big urban centers. The
consultancy report, carried out by the National Health Council (Conasa) in 2008
that analyzes all types of human resources working in the health sector, shows
that the clinics and general hospitals gather the greatest percentages of physicians
(63.0%). On the other hand, the outpatient care services from primary care only
represent a quarter (24.9%) of the total physicians (Conasa, 2008).
In the case of dentists, the highest percentages are concentrated in health
subcenters and medical community clinics. Nurses are mainly located in general
hospitals (43.4%) and in health subcenters. Obstetricians are mainly in health
subcenters (39.0%) and Health Centers. 44.2% of medical technologists are in
general hospitals and 20.9% in private clinics (Conasa, 2008).
Changes to the Training of Health Workers

There is a marked increase of university institutions that train health personnel,
fostered by the universities that venture into or broaden its course supply in the
health area mainly through the creation of extension courses (extensions) that, in
the case of nursing, are very important. The greatest increases are in the private
sector, when it comes to universities and headquarters, and in the public sector,
when it refers to extensions.
It is interesting to see how the private sector growths, especially in the demand
of professionals for healthcare services. This sector begins to gain space while the
public sector reduces itself. Regarding human resources training, this also begins
to be evident, especially in the medicine and odontology courses. The physicians
and medical technologists are the professionals that most tend to place themselves
in the private sector. The rest of professionals have this same tendency, but it is
much less evident.
The coordination between the training institutions and the health system of
Ecuador is conducted through the agreements at undergraduate and postgraduate
level, such as the Framework Agreement between the Ministry of Public Health,
the Association of Medicine Faculties and Schools in Ecuador (Afeme) and the
Ecuadorian Association of Nursing Faculties and Schools (Asedefe), aimed at
offering healthcare services of the public sector for the human talent training in
undergraduate courses through rotating internships and in postgraduate courses,
training specialists and subspecialists professionals according to the training
institutions policy.
The Ministry of Health does not have its own institutions for the health system
workers training, but it facilitates the healthcare service network of the institution
for the undergraduate and postgraduate training in coordination with the national
universities, in compliance with the agreement undersigned between the Ministry
of Health, Afeme and Asedefe.
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Nowadays, through the National Institute of Higher Studies, as a governmental
instance, the continuous training of public sector human talent is being coordinated.
This institute offers masters, specializations, technical certificates, training courses
and excellence scholarship programs according to institutional requirements.
Furthermore, the Ministry of Health, through the National Secretariat of
Higher Education, Science, Technology and Innovation, exert the stewardship of
the public policy in the fields of higher education, science, technology, innovation
and ancestral knowledge.
Workforce Management Models
The new administrative management model that is being promoted in the
country through the National Secretariat of Planning and Social Development
includes an important decentralization, meaning that the health workforce issue
will be in line with the new structure of zonification and territorialization of the
State.
In the public sector, the health labor regime is applied according to the Organic
Law of Public Service and its Regulation and the collective bargaining through the
Labor Code.
The Ministry of Labor Relations establishes the table of remunerations of the
public sector that is applied to the health professionals and workers, for its budget
implementation and monthly remuneration payment unified by the Ministry of
Finance.
Regarding the health career, the Organic Health Law, Chapter IV, of the
Health Training, Art. 205, establishes:
"The health career is created for the human resources of the National Health System,
based on the classification criteria through levels of training and occupational
structure, with the purpose of establishing its duties and rights, as well as incentives
that allow to guarantee equity, healthcare and service quality, adequate allocation
and sufficient human resources in the different regions of the country."
The National Health Authority will promote and develop, in the Health Career,
a National Plan of Permanent Education with a gender and pluricultural approach to
improve the productivity, the job performance quality and the promotion of its human
resources, as it is indicated in the Art. 206 of the same law:
"The national health authority will establish training plans and permanent evaluation of
health professionals and human resources and it will implement promotions and incentives."
Nowadays (2011), there is a draft bill of the Health Career that is being analyzed
together with Conasa and the PAHO of Ecuador to be sent to the National
Assembly for its approval, publication in the official record and enactment.
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The lack of a health career in the MSP has caused a big problem, because in the
face of the lack of explicit or regulatory processes for personnel promotions or
hiring throughout the country, the implementation of such processes has brought
about a perception of injustice and dissatisfaction in some public servants. The
draft bill of the health career informs with clarity and transparency the procedures
to hire personnel and to grant promotions.
During the last 30 years, health professionals working for the MSP have
received the lowest remunerations from the public sector, 33% of them working
under the contract modality. This reality, together with a part-time work policy and
the collective bargaining agreement validity for the 28% of the MSP personnel, has
decreased the expansion capacity of healthcare coverage and service quality.
The MSP has tried to address these problems and is making some progress.
The human rights survey was conducted in July and September 2010 and it could
capture almost 90% of the information that allowed to establish fair salaries to
retain health personnel.
In Ecuador, a specialist physician of the MSP earns USD 1,590, almost half of
the market remuneration. This difference not only caused personnel migration to
other countries seeking better remunerations as disincentives were significant, but
also generated laziness and lack of will in the exercise of their duties in some cases.
Facing the lack of professionals and their high concentration, the idea of
changing from a system of 4 hours a day to a system of 8 hours a day with salary
incentives was introduced. In total, these incentives would put on the same level
or in some cases would exceed the market salary, which would compensate the
lack of personnel and contribute to have professionals with a more competitive or
fair salary and in areas where the population need them most. For instance, the
specialists that work in distant areas would receive a remuneration of USD 3,250.
At this moment, there are healthcare providers that no longer work 4 hours a day
and are currently working 8 hours a day. A progressive process is expected.
Furthermore, the concept of schedule flexibility was introduced, establishing
six daily hours that, with shifts, allowed to complete the 12 hours of service
from Monday to Friday and to reduce 10 hours in medical calls, duties at night,
weekends, teaching and research, in a structured plan where working hours will
be counted.
The institution will be eradicating the modality of annual renewable contract:
nowadays there are personnel who renewed their contracts annually during the
last 20 years. The policy of this administration, coordinated with the Ministry of
Labor Relations, establishes that only 10% of personnel can be recruited with fixed
term contract; the remaining must be hired through announcements, generating
personnel stability.

487

488

Health Systems in South America

Regulation of Training and Professions
Nowadays, the Ministry of Health, through the National Secretariat of Higher
Education, Science, Technology and Innovation and the National Council of
Evaluation and Accreditation of Higher Education are the regulatory instances
that exert stewardship of the Public Policy in the fields of higher education, science,
technology, innovation and ancestral knowledge, protected by the Organic Law of
Higher Education and its regulations.
In the Art. 118 of the Constitution of the Republic, the following is established:
"the levels of higher education training are: technical, tertiary and fourth levels, specialization,
masters and doctorate, through a Higher Education System, including all the health training
institutions."
The participation of the Ministry of Public Health in the regulations of health
human talent training is limited or almost null. Universities and polytechnic
schools train human resources for the health sector, according to the student
demand and to the health courses and similar courses. A technical criterion for
health professional training has not been already defined in the country.
The participation of the private sector in the human talent training has
significantly increased in the health professional training through the creation,
in the last years, of new universities of Health Sciences, concentrated in the big
cities and with university extensions that cover all the national territory, especially
in nursing and medical technology. This sector is regulated by the Organic Law of
Higher Education and its regulations.
In Ecuador, healthcare services are part of an economic intensive sector in
human resources and that is why its training, use and development are key to make
progress and achieve efficiency and quality of the healthcare that users receive, and
promote the fulfillment of health objectives.
However, it must be acknowledged that the regulation of human resources in
health is a very complex field in which much progress has not been made. This is
because the analytical universe includes principally at least three components as
priorities that are subject to regulation: human resources training, professional
practice and labor relations.
Health Workforce Migration
One of the biggest problems that the health sector must face is the brain drain,
especially to countries such as Spain, Italy, Chile and Argentina, among others.
Almost 40% of the Ecuadorian graduated physicians are working abroad and are
integrated to the workforce of other countries. The costs of training of our physicians
are high and are not capitalized in our country. At the moment, the availability of
specialists and support personnel, such as nurses, is very limited in Ecuador and
even more in the MSP that competes with the private sector and the IESS.
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The study "Professional migrations Latin America – European Union:
opportunities for shared development," in 2010, analyzed the cases of Andean
countries: Bolivia, Colombia, Chile, Ecuador, Peru and Venezuela. The chapter of
Ecuador came to the conclusion that the issue of workforce migration is invisible in
the country. The limited information or even the lack of it serves as a proof, and it
is impossible to determine its magnitude (WHO/PAHO/EU/OSE/EASP, 2010).
The same document identified the determination of the professionals that leave
the country as one of the biggest difficulties to monitor human resources movement.
There are no strict and reliable data that identify the magnitude of the migration
flows of Ecuadorian human resources in health and none of the state instances
interviewed in the study makes an effort to perform a follow-up of this event.
Based on this, the study suggests that, for being a recent issue, although the
migration flows are long standing, it is necessary to work and improve the registration
and information systems, especially addressing the population and housing census
as one of the best instruments to get an approximation of the magnitude and
the profile of the health human resources involved in the professional migration
and to improve the registration of jobs and migration of the Ministry of Labor
Relations that registers permanent contracts or citizens that request Ecuadorian
or foreign companies with headquarters in Ecuador to hire foreign workers. The
study also suggests to use the National Immigrant Survey of Spain as a source of
information that will allow to determine the profile of the Ecuadorian human
resources in health that are working in that country.

Action On Social Determinants Of Health
The Constitution and the National Development Plan 2009–2013 (National
Good Living Development Plan) establish the challenge of an alternative model
of human development that necessarily implies a jointly action about the social
determinants and the eradication of inequalities as a fundamental aspect.
So far, in Ecuador, the health policies have considered superficial, implicit and
limited the action on social determinants of health.
The concern about the social determinants of health in the Ministry of Public
Health and in other institutions of the sector begins to be expressed due to the
creation of the Unasur-Health and, generally, it has been circumscribed without
penetrating in all the dependencies of the MSP. Even in the definition of plans
and standards, in aspects so linked to the determinants such as health promotion,
equity approaches or control of chronic diseases, it is difficult to include the
approach of action on social determinants, as the approach of "risk factors" or
"lifestyles" is enclosed in the culture of Ecuadorian public health specialists and
reduces biological issues or individual options to health causality.
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In spite of this situation, in the process of restructuring the Ministry of Public
Health and in the new Organic Regulations (in process of approval), a Health
Promotion Department is created, with two units: one is the Health Promotion
and Actions on Social Determinants and the other one is the Environmental
and Occupational Health Promotion, within the Undersecretariat of Prevention,
Promotion and Equality. The creation of this Department, together with the
Department of Interculturality, Rights and Social Participation, makes up a true
break up of the daily tasks of the MSP and a challenge to be built.
The debate about Social Determinants of Health has been circumscribed
to academic circles and citizen and professional organizations, such as the Latin
American Association of Social Medicine, an Ecuador's nucleus.
Intersectoral Coordination Strategies
In order to strengthen the coordination of the State institutions, the current
government has identified the coordinating Ministries: Social Development,
Economic Policy, Production and Security. The Ministry of Public Health is a
fundamental part of the Sectoral Social Council, under the responsibility of the
Coordinating Ministry of Social Development that also includes the Ministries of
Education, Economic and Social Inclusion and Labor Relations, among others.
The National Good Living Development Plan has been articulated among
12 national key objectives for which clear policies, guidelines and goals to be
applied in all sectors are defined. It forces the intersectoral coordination, expressed
in integrated agendas, such as the Social Agenda, to implement mechanisms of
control as the mechanism by results of the government. Some examples of the need
to work intersectorally can be observed in the objectives 2 and 3 of the National
Good Living Development Plan (improving the capacities and potentialities of
the citizenship and the population quality of life, respectively), which must be
addressed intersectorally and are related to the social determinants such as
nutrition, education, housing and human safety.
Locally, the Cantonal Health Councils are the spaces where the coordination
has been expanded towards the intersectorality, with the participation of the health
sector (public and private) and local governments, education, productive areas, citizen
organizations and many other public organizations and from the civil society.
In some more specific issues, such as nutrition, anti-tobacco fight, control
of diseases such as HIV-AIDS or diseases transmitted by vectors, among other
examples, an important intersectoral work has been conducted, including political,
technical, social and community dimensions, fulfilling great achievements. In this
effort, some intersectoral committees have been institutionalized. Generally, in
these processes, the National Health Authority acts as the coordinating body.
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It is important to highlight the approval of the "Organic Law of Regulation
and Control of Tobacco." After almost three years of intense intersectoral work
of a collective group of national and Latin American actors, Ecuador managed to
approve this Law on June 14, 2011. It is a historical achievement because, in 2006,
the tobacco industry intervened in the drafting of the legislation to protect its
commercial interests.
The law was finally passed thanks to an important intersectoral effort that
included the MSP, the Commission of Right to Health of the National Assembly
and the Interinstitutional Committee of Anti-Tobacco Fight that gathers more than
50 organizations (public, private, non-governmental and citizen organizations) from
different sectors. The law also included the support of international organizations
of the United Nations System, Latin American governments and international
non-governmental organizations.
The main lesson learned is that the health sector cannot achieve this kind of
achievements that impact on social determinants of health by itself, even more
when they affect powerful economic and transnational interests. These actions
are only possible with the intersectoral effort of broad participation and political
consensus.

Strategic Supplies To Health
The Political Constitution of the Republic, in paragraph 7 of the Article 363,
establishes:
"Guaranteeing the availability and the access to quality, safe and efficient
drugs, regulating its marketing experience and promoting national
production and the use of generic drugs that respond to the epidemiological
needs of the population. As regards drug access, the public health interests
will prevail on the economic and commercial ones."
In compliance with this mandate, the Organic Law of the National System
of Public Contracting and its implementation regulations favor, in the provisions
related to drug acquisition in public sector, the purchase of those drugs produced
by Ecuador. On the other hand, there are initiatives that were jointly worked with
the Coordinating Ministry of Production and the Ministry of Industry through
which a national production strengthening project has been developed in order to
comply with the standards of Good Manufacturing Practices, of the report 32 of
the World Health Organization that has been adopted by the country.
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TRIPS Agreements and their Implementation in the Health Supply
Policies
Regarding the flexibility of the Trade-Related Aspects of Intellectual Property
Rights (TRIPS) Agreement, in Ecuador, the Executive Decree 118 was issued in
October 2009, through which the President declared of "public interest" the access
to drugs, laying down, among other aspects, that mandatory licenses are granted
on the necessary drugs patents for certain treatments, thus establishing a guideline
policy around the implementation of mandatory licenses in the country. As a
result, in 2010, the mandatory license for an HIV-AIDS treatment drug was issued.
In Ecuador, as part of the WTO, the TRIPS provisions, protecting patents of
this kind of products with the restrictions that exclusivity grants regarding price,
are implemented. On the other hand, it must be mentioned that so far the country
has not signed agreements of free trade.
Strategies to Access Vaccines, Essential and High Cost Drugs
Regarding public provision of drugs, the Organic Law of the National System
of Public Contracting and its regulations establish processes of reverse auction
that have become a valid strategy to reduce costs significantly as they are based on
awarding the lowest price according to a reference.
In Ecuador, 80% of the market corresponds to finished imported products
and the remaining 20% to national production. However, it is important to point
out that a large portion of the national production is based on the importation of
raw material and supplies.
In 2000, the Law of Production, Importation, Commercialization and Selling
of Generic Drugs of Human Use was enacted. This law defined specific policies that
promote its use, making mandatory, for instance, the generic name prescription.
In the Political Constitution of the Republic enacted in 2008, the promotion of
this kind of drugs is more evident, according to paragraph 7 of the Article 363.
One of the critical determinants for the access to drugs is their price. For
almost 40 years now there has been an official regulation of pricing for every
drug that is commercialized in Ecuador. Moreover, drugs are exempt from taxes,
in the case of imports and sale to the public. The official regulation mechanism
determines that all drugs must have an official fixed price. However, the procedure
has been questioned by the pharmaceutical industry which insists to reform it. The
Ministry of Public Health has actively participated in this process in the defense
of the population interests, since drugs are essential for the exercise of the right to
health, in compliance with the constitutional mandate.
Regarding vaccines, the Law guarantees the permanent supply of vaccines and
supplies for the Expanded Program on Immunizations. The reform Law, issued in
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the Official Record 511 on February 7, 2002, guarantees the total funding of the
needs established annually by the Ministry of Public Health.
The Articles 27 (literal 2) and 28 (literal 5) of the Childhood and Adolescence
Code state the right that children and adolescents have to a free of charge,
permanent and uninterrupted access to healthcare services for the prevention of
diseases and the implementation of the complete scheme of vaccination.
The vaccine supply is conducted through the importation from the Pan American
Health Organization Revolving Fund. The National Laboratory of the National
Institute of Hygiene "Leopoldo Izquieta Pérez" produces and delivers part of the
DPT vaccines (Diphtheria, Typhoid and Tetanus) and DT vaccines (Diphtheria and
Tetanus), according to the Expanded Program on Immunizations.
National Policies to Guarantee the Access to Essential and
High-Cost Drugs
For 30 years, there has been a National Table of Basic drugs based on the
epidemiological profile of the country, which is mandatory for the provision of
drugs in the public network institutions. It must be pointed out that, since 2008,
the policies of the current government expanded the resources of free of charge
drugs in the health units of the Ministry of Public Health.
Regarding high cost drugs, although the right to free of charge access is
guaranteed in the Constitution of the Republic, there are some limitations in
the practice. So far, these drugs are permanently provided to the patients with
hemophilia, cystic fibrosis and other diseases included in the plan of social
protection of the government.
Another mechanism of the process of acquisition of drugs occurs, in a
decentralized way, in the 244 Execution Units (Areas of Health and Hospitals)
according to the local needs for which the available budget is targeted to the
corresponding batches of drugs.
Since 2008, as part of the governmental policy of extension of the social
protection in health, the coverage of free of charge access to drugs was expanded
in the Health Units, situation that increased the demand of healthcare services, at
the outpatient and hospital levels.
Facing the described situation and in order to find strategies to improve and
optimize the management system of drug supply in the Health Units of the MSP,
lines of work were defined and actions were developed, both summarized below.
To counteract the difficulties of the process of acquisition of drugs, several
meetings were held with the National Institute of Public Contracting where
the process of corporate reverse auction was discussed, according to the Law,
mechanism that hopes to get significant discounts for the negotiation in volume
for all the health units of the public network. As a result, the whole pre-contractual
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process would be developed in one instance. This would allow the acquisition price
of all the drugs included in the National Table of Basic Drugs to be standardized,
establishing an electronic catalogue to be consulted by all the health units of
the public network, which will include the detail of the drug with the lowest
awarded price. With this purpose, 815 technical sheets of the drugs included in
the National Table of Basic Drugs were developed, as a technical contribution to
the acquisition process of the entire public network through the corporate reverse
auction. Furthermore, the Health Certificate of Drug Provision has been issued in
130 supplier companies (pharmaceutical laboratories, distributing companies and
pharmaceutical distributors), in which the health requirements of the provided
drugs were assessed, counting on a list of 6,435 products from which the 25.05%
corresponds to national manufactured drugs and the remaining 74.95% to
imported drugs.
Another line of work is the development of standardized treatments according
to the local epidemiological profile that consider first and second choice drugs,
included in the National Table of Basic Drugs, offering security and efficiency
through the compliance of the prescription levels, as well as pharmaceutical and
economic aspects related to its use. Nowadays, the protocolization of the main
causes of care at the outpatient and hospital levels and of chronic diseases is
being developed, contributing to the rational use of drugs and facilitating drug
programming.
Moreover, regulations for the technical, administrative and financial
management have been suggested. They collect some elements such as the unique
format of prescriptions, zero billing or exemption from the 100% and provisions
about prescription with mandatory generic names, among other aspects.
Complementing the previously mentioned actions, the Regulations for the
Certification of Good Manufacturing Practices for Pharmaceutical Laboratories,
where the certification requirements are included, were replaced. Such certificate
limits the performance of pharmaceutical laboratories, establishing a deadline of
18 months, since January 10, 2011, for the compliance of Good Manufacturing
Practices.
Additionally, as part of the drug rational use promotion, the Regulations for
the Control of Drug Advertising and Promotion were developed and implemented,
with the purpose of reducing the indiscriminate use of some drugs and fostering a
rational use culture in the population.
Development of a National System of Pharmaceutical Surveillance
The increase in the access to drugs for our population is a great achievement
of this government. The increase in the acquisition of drugs by the public system
in the face of a process of reverse auction based on the lowest price of drugs has
demonstrated the weaknesses of the Surveillance and Control System.
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It is important to highlight that, even though the importance of the
pharmaceutical surveillance was considered 20 years ago, being part of the
provisions considered in the 2007 Executive Decree (published in the Official
Record 570 on November 26, 1990), Ecuador is one of the few countries that does
not have a set of regulations or tools in this field. So far, the monitoring of security
and efficiency of drugs commercialized in Ecuador has not been implemented,
and there is uncertainty about possible adverse events that could occur during its
use, based on the fact that the administration of every drug has a risk of causing
adverse reactions, even when it was prescribed by an authorized professional.
Therefore, the implementation of a National System of Pharmaceutical
Surveillance turned out to be necessary. This system is aimed at preventing
unnecessary risks related to the use of drugs and it is in charge of the permanent
evaluation of the security of the population drug use. A regulation project has been
developed. At present, it is in the revision stage that will define the guidelines for
the implementation of a Pharmaceutical Surveillance System with the purpose of
knowing the adverse reactions of drugs that occur in the country, controlling the risks
associated with the professional practice, products, procedures, patient education
and the adverse reactions of drugs previously known or unknown.
Use of Communication and Information Technology in System
Management and Healthcare
To improve the quality of healthcare, some strategies for its better performance
have been developed, besides the evaluation, incorporation and rational use of new
technologies, including the use of communication and information technology
(CIT) in the system management and healthcare (Telehealth).
The National Policy of Health Technology and the National Policy of
Telemedicine/Telehealth have been set up by the Process of Science and Technology;
they were presented to Conasa and the Board of Directors' approval is awaited.
For the incorporation of the information and communication technologies
as a support for the implementation of the health reform and the process of
modernization of the sector aimed at guaranteeing universality, integrality and equity,
a intersectoral coordination and cooperation front must be created and must gather:
i) The National Secretariat of Planning and Development (see www.senplades.gob.
ec), as body of national planning for the development of the country that guides the
investment of the State and promotes its democratization, coordinating actions with
the different institutions of the State for the compliance of the Goals and Objectives
of the National Plan of Development; ii) the Ministry of Telecommunications and
Information Society (Executive Decree No. 8 [August 13, 2009]), as the governing
body of the development of information and communication technologies in
Ecuador; iii) the universities, as entities in charge of the human resources training;
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and iv) other sectors (public and private) that become suppliers or users-beneficiaries
within the process of use of information and communication technologies in the
healthcare management.
It is also necessary to include the health units at a national level within
the National Plan of Connectivity, suggested and conducted by the Ministry of
Telecommunications and Information Society; the adaptation of the characteristics
of the connectivity suitable for the telemedicine applications and to provide
appropriate technology to the health sector in all its levels so that it can use CITs
in health management.
The National Plan of Telemedicine is under implementation and it was
included in line with the allocated resources (MSP, 2010a). Its stages are described
in Chart 3.
Chart 3 – Health units with access to Telehealth, National Plan of Telemedicine,
Ecuador
Stage 1, Pilot Project (2010-2011): 3 provinces of the Amazonia 12.5% (including 5 rural health units,
3 provincial hospitals, specialization hospitals and 1 room of command of system administration).
Stage 2, (2011-2012): 3 additional provinces of the Amazonia 12.5% (including 5 rural health units, 5 provincial
hospitals).
Complementation stage 1 and 2 (2011-2012): Inclusion of two additional points of Level 1 and another one
of Level 2 in Galapagos, integration and strengthening of 6 rural health units managed so far by the Private
Technical University of Loja (UTPL) and 2 health units managed by the Equinoctial Technological University
(UTE).
Stage 3 (2012-2014): Inclusion of the 18 remaining provinces (75%), 18 provincial hospitals and 54 units of
level 1.
Stage 4: Progressive inclusion of health units until completing the 100% of them.

Research And Innovation In Health
National Policies of Research in Health
The Process of Science and Technology (PCYT) of the Ministry of Public
Health presented to the National Health Council the National Policy of Health
Research that was passed on August 23, 2005. The MSP passed the regulations
for approval, monitoring and follow-up of the Bioethics Committees (Official
Record 361 on March 21, 2006) and, in the same way, for the monitoring, followup and evaluation of health research projects (Official Record 292 on March 11,
2008), under the responsibility of the PCYT.
There is a Framework Agreement of Cooperation between the National
Secretariat of Science and Technology and the Ministry of Public Health of
Ecuador, signed in September, 2010.
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The Ministry of Health does not have research and development programs.
The implementation corresponds to the institutions that make up the National
Health System, the Universities, the industry and sectors of the State that have
activities shared with Health, like the Ministry of Environment, the Ministry of
Production and the Ministry of Agriculture, among others.
The Organic Health Law (Articles 207 and 208) establishes the responsibilities
of the Ministry of Public Health, such as participating in the coordination of
research and development of science and health technology with the competent
agencies, as well as scientific research and development of biotechnology oriented
towards the national priorities and needs.
The Strategic Plan of the Ministry of Health 2009-2013 mentions the
importance of research in health. The main areas defined by the Process of Science
and Technology of the MSP are the following: sanitation/environmental pollution;
preventive medicine/health education; child violence; traffic accidents; infectious
diseases, chronic-degenerative diseases: cardiovascular diseases/genetic diseases/
cancer; adolescent problems; sexually transmitted diseases; trauma; sexual and
reproductive health; public and epidemiological health; nutrition disorders and
metabolic diseases.
The MSP chairs the Commission of Science and Technology of the Conasa
that includes all the organizations that carry out health research in the country.
The MSP organized the IX National Forum on Health Research for the creation of
the National System of Health Research.
The PCYT is currently a member of the RIMAIS (Latin American Ministerial
Network of Learning and Research on Public Health), the Pan Amazonian
(Telemedicine Network in Amazonian countries) and the UNU-BIOLAC (United
Nations University Biotechnology Programme for Latin America and the Caribbean),
strengthening the capacity of the Ministry in the field of research.
The greatest development of research is in public and private universities
and, in less proportion, in research centers of the State, such as the National
Autonomous Institute for Agricultural Research and NGOs, among others.
One of the gaps in how the research priorities are determined and how the
funds are used is between the research agenda of the universities and institutions
of the State and the needs of the community and the local business sector, and also
between the supplier and the knowledge.
There is a gap between the design and the service standards because there is
no systematization between the new services and the lack of standards oriented
towards the user, while the gap of service performance is created by the deficiencies
in the human resources policies.
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National Institute of Public Health
In the new structure of the Ministry of Public Health, the Public Health
Institute was created, made up of the National Institute of Hygiene "Leopoldo
Izquieta Pérez" and the Directorate of Science and Technology. The functions of this
Institute are the execution of basic research and acting as a referral laboratory. It is
aimed at contributing to the achievement of the good living through the planning,
management, coordination, control and execution of scientific research in the basic,
clinical, surgical, epidemiological and operative areas.

Cooperation In Health
Needs of Technical Support
Within the framework of the organic and functional restructuring of the
Ministry of Public Health of Ecuador, the main guideline is the separation of
functions in the governing body, between the stewardship, the planning and the
provision of healthcare services. In this context, the need to strengthen some issues
has been highlighted:
• Experience in reform processes of the health sector.
• Decentralization of health and articulation of processes, products and services.
• Health funding, universal insurance, economic conceptualization of the "demand"
of services.
• Methodologies of national account management in health and coverage.
• Control and inspection system of health facilities.
• Development of the human talent and the health career.
• Constitution and articulation of networks for the promotion and provision of
healthcare services.
• Costing in the provision of preventive and recuperation healthcare services.
• Integrated health information systems.
• Regulations and institutionality for the social participation in health.
• Design of the National System of Research.
• Training of human resources in methodologies of scientific research and their
validation, such as experts in research based on scientific evidence, evaluation in
health technologies and basic and biomedical sciences.
• Production of "policy briefs."
• Training of researchers of diseases and orphan drugs.

Potential Expertise and Possibilities Offer
Hereinafter, there is a list of the technical assistance that Ecuador can provide
to the Unasur Member States:
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• Technical assistance in clinical and epidemiological management of dengue
and malaria, planning of programs, epidemiological surveillance, community
participation and interinstitutional coordination.
• Technical assistance in the prevention and control of the deficiencies produced
by iodine due to the experience developed in our country and sustained control
program.
• Support and assistance with medical missions and drugs, in emergency cases.
• Experience model of sexual and reproductive healthcare in adolescents.
• Initiative of health promoting schools, intersectoral articulation, training for
professors, monitoring indicators and evaluation.
• Environmental pollution by hydrocarbons and its effects on health.
• Disclosure of health information specialized in the community.
• Design of programs of telehealth and telemedicine for rural areas.
• Design, implementation and evaluation of nutritional projects.
• Regulation of ancestral medicine practices.
• Strategy of interculturality in the management model and healthcare.
• Strategies of communication for the implementation of intercultural public
health processes.
• Development of policies, legal and technical standards for safe hospitals during
adverse events.
• Development and strengthening of technical knowledge in the control of dengue
and clinical and epidemiological management of hemorrhagic dengue cases.
• Tools for the community management of noncommunicable diseases (for
example, hypertension).
• Surveillance System on community epidemiology (for example, cardiovascular
risk).
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Territory divided
into 24 provinces,
cantons
(municipalities) and
parishes. The new
Constitution has
introduced regional
governments
that should be
constituted within
the next 8 years.

2007: Adoption of the free of
charge health policy

Principles: equity, universality,
solidarity, interculturality,
efficiency, efficacy, precaution
and bioethics with a gender
and generational approach.

Article 362: "Public health
services provided by the state
will be universal and free of
charge at every level of care
and will include diagnosis,
treatment, medication and
rehabilitation as necessary."

The country is divided
into
170 health areas.

Since 2002: the Conasa
(National Health Council)
has been seeking to
promote consensus in
public policy consensus
and coordination
mechanisms for the
organization and
development of the
National Health System.

Private sector:
Health maintenance
organizations, private
insurance providers,
physician's offices,
community clinics, clinics,
hospitals and non-profit
organizations, such as
NGOs.

The sanitary surveillance is conducted
by the National Institute of Hygiene (INH)
with functions such as the regulation and
technical normatization for the registration,
surveillance and control of facilities and
products for human consumption and use.

The epidemiological surveillance is
conducted by the SIVE (System of
Epidemiological Surveillance) existent
in all the provincial operative units,
health areas and hospitals. The National
Focal Point assesses and notifies events
considered of national interest. There is no
surveillance system of the risk factors of
noncommunicable chronic diseases.

The mission of the Undersecretariat of
Public Health Surveillance of the MSP is to
analyze, supervise and oversee the public
health status of the population, through
the design of policies, regulations, plans
and projects in the fields of epidemiological
surveillance, sanitary surveillance and
control, as well as collective health
strategies.

The MSP is also the country's main provider
of both collective and individual healthcare
services.

The Ministry defines, issues and announces
national health policies and plans, and
it will be in charge of promoting and
controlling their implementation. It shares
the stewardship function with the National
Health Council (Conasa).

Mixed system, composed
by the Public Sector:
National Ministry of
Health, Ecuadorian
Institute of Social
Security, Armed Forces
Social Security Institute,
National Police Social
Security Institute.

Population:
13,775,000
inhabitants

Article 32:"Health is a right
guaranteed by the State that is
linked to other rights; among
them is the right to water,
food, education, physical
culture, work, social security,
healthy environments and
others required to sustain wellbeing. The State will guarantee
this right through economic,
social, cultural, educational
and environmental policies;
continuous, timely access
without exclusion to programs
and services related to health
promotion and comprehensive
care, sexual and reproductive
health."

The Ministry of Public Health performs
the role of the national health authority
and must "create, comply with and enforce
public policies of the State, developed and
executed according to the Constitution"
(Art. 363)

Health System: Art.
358 of the National
Constitution points out
the characteristics of the
National Health System
based on the PHC.

National Constitution in force:
2008

Constitutional,
unitary,
intercultural and
plurinational
State organized
in a Republic and
decentralized.

Roles of the Public Ministry of
Health

Structure of the
health system

Constitutional framework
of health

Country
Ecuador

The Unified System of Basic Health Care corresponds
to an integrated system for the first level and a public
integrated network of second and third levels is
suggested, with functional integration through service
exchange among the actors that are still autonomous.

Promoting health citizenship, guarantee, respect,
promotion, protection and enforceability of human
rights for a decent and healthy life.
Guaranteeing the comprehensive protection of
Ecuadorian population health, facilitating the means
to promote physical and mental health, preventing
and facing diseases and its causes and mitigating its
biological, economic and social effects.
Developing the capacities of the health sector through
organized and participative processes that lead to the
improvement and good performance of the National
Health System, the comprehensive development
of human talent, the scientific and technological
development and fostering of information systems and
material, technological and financial resources.

Objectives:

National Health Policy organized in three fields of
action: the construction of health citizenship, the
comprehensive protection of health and the sectoral
development.

Implementation of the Comprehensive Healthcare
Model (MAIS) with a familiar approach that
implies the reorientation of services, the territorial
organization in networks and the expansion of the
public network supply, among others. Implementation
of Basic Health Teams (EBAS).

National Good Living Development Plan

Current policy priorities

Chart 4 – Health system in Ecuador: Summary; constitutional framework, structure and priorities of the current policy
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Law for the Provision of Free Maternity and Child Care
(1994): universal coverage for women during pregnancy,
childbirth and in the postpartum period and for children
under 5 years of age with specific care to this life cycle.

Social Health Protection Program (PPS) against
catastrophic diseases: managed by the Ministry of
Economic and Social Inclusion that guarantees free care
for selected health problems such as transplants and
congenital malformations.

Prepaid private sector: 8,2%

National Police Social Security Institute (ISSPOL): 1,8 %

Armed Forces Social Security Institute (ISSFA): 1,6%

Rural Social Insurance (SSC): 6,5%. Members can be
workers from the rural area with family coverage.

Ecuadorian Institute of Social Security (IESS): 17,6%. It
has a compulsory worker affiliation in the formal sector,
subject to the worker's and employer's contributions.

Population covered by some type of health insurance
in 2010: 30%

The Ministry of Public Health provides coverage to all
the Ecuadorian population. It is the main provider of
health services, both preventive and curative, to the
poor population (70% has no right to belong to other
subsectors).

Social Protection in Health

The National Policy of Health Research was passed
in 2005 by the National Health Council. The
implementation corresponds to the institutions that
make up the National Health System, the Universities,
the industry and sectors of the State that have activities
shared with Health, like the Ministry of Environment,
Ministry of Production and Ministry of Agriculture,
among others.

Research and innovation in health

For the Private Sector, premiums paid to some kind of private
insurance, co-payments for insured services, direct payments
to finance services, supplementary payments (drugs, supplies), In the new structure of the Ministry of Public Health,
traffic accident insurance premiums.
the National Public Health and Research Institute
(INSPI) was created, made up of the National Institute
Composition of Expenditure on Health:
of Hygiene "Leopoldo Izquieta Pérez" and the
Directorate of Science and Technology. The functions
Total expenditure on health is 8.5% of the GDP.
of this Institute are the execution of basic, clinical,
Public expenditure is 4.5% of the GDP.
surgical, epidemiological and operative research and it
is in charge of acting as
Private expenditure accounts for 48% of total health spending.
referral laboratory.

Sources: for the Public Sector – the funding of the
public entities of the government (MSP; MIES, ME; local
governments) comes from general taxation. For the public
entities of the National Social Security System, the funding is
obtained through the contributions paid by employers and
workers.

Funding: sources and composition of health expenditure

Chart 5 – Health system in Ecuador: summary; social protection, funding, research and innovation in health
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ASN — Autoridad Sanitaria Nacional (National Health Authority)
Conasa — Consejo Nacional de Salud (National Health Council)
Conea — Consejo Nacional de Evaluación y Acreditación de la Educación Superior (National
Council of Evaluation and Accreditation of Higher Education)
CORPSOAT — Corporación de Aseguradoras del SOAT (Insurance Company Corporation of
SOAT)
CPCCS — Consejo de Participación Ciudadana y Control Social (Council for Citizenship
Participation and Social Control)
DPT — Difteria, Tifoidea y Tétanos (Diphtheria, Typhoid and Tetanus)
DT — Difteria y Tétanos (Diphtheria and Tetanus)
EBAS — Equipos Básicos de Salud (Basic Health Teams)
FFAA — Fuerzas Armadas (Armed Forces)
FONSAT — Fondo del Seguro Obligatorio de Accidentes de Tránsito (Mandatory Traffic Accident
Insurance Fund)
IDH — Índice de Desarrollo Humano (Human Development Index)
IESS — Instituto Ecuatoriano del Seguro Social (Ecuadorian Institute of Social Security)
INEC — Instituto Nacional de Estadística y Censos (National Statistical and Census Institute)
ISSFA — Instituto de Seguridad Social de las Fuerzas Armadas (Armed Forces Social Security
Institute)
ISSPOL — Instituto de Seguridad Social de la Policía Nacional (National Police Social Security
Institute)
LMGYAI — Ley de Maternidad Gratuita y Atención a la Infancia (Law for the Provision of Free
Maternity and Child Care)
MAIS — Modelo de Atención Integral de Salud (Model of Comprehensive Healthcare)
MSP — Ministerio de Salud Pública (Ministry of Public Health)
WHO — World Health Organization
NGO — Non-Governmental Organization
PAHO — Pan American Health Organization
EPI — Expanded Program on Immunizations
PCYT — Proceso de Ciencia y Tecnología (Process of Science and Technology)
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GDP — Gross Domestic Product
PPS — Protección Social en Salud (Social Health Protection)
IHR — International Health Regulations
SNS — Sistema Nacional de Salud (National Health System)
SSC — Seguro Social Campesino (Rural Social Insurance)
CIT — Communication and Information Technologies
Unasur — Union of South American Nations
UNFPA — United Nations Fund for Population Activities

Notes
1

Institutional care of labor in indigenous women, 30.1%, in non-indigenous women, 80.2 %.
(CEPAR, 2005)

2

It is important to highlight that it was difficult to collect consistent data and definitions shared
between the different institutions (INEC/MCDS/suppliers) and the internal departments of the
MSP for the funding with identification of public and private sources. We inform that the presented
data may have some inconsistencies as they come from different sources.

Health System
in Guyana

Ministry of Health

VIII. Health System in Guyana

Overview

Healthcare in Guyana is mainly provided through a national health program

implemented by the Government, through the Ministry of Health, in collaboration
with the Regional Democratic Councils (RDC) of the ten administrative regions, a
Regional Health Authority for each region and six state-owned organizations, such as
the Georgetown Public Hospital Corporation (GPHC) and the Guyana Sugar Corporation
(GUYSUCO). The private healthcare services provided by the hospitals, diagnosis
and treatment centers, laboratories and pharmacies contribute approximately with
20% of the total service package offered to the citizens and it is under the regulating
authority of the Ministry of Health.
Nowadays, the National Health Program is guided by the National Health
Sector Strategy (NHSS), which covers the period 2008-2012. This strategy describes
the principles, goals and basic objectives of the health authority and establishes
the priorities and goals for the services. The strategy also identifies the key areas
of collaboration and the public-private composition necessary for the supply of an
adequate range of essential healthcare services.
The Ministry of Health works together with the stakeholders to guarantee the
whole population to have access to quality healthcare services, provided as close
as possible to their residences and offered by qualified health professionals that
provide adequate healthcare services culturally accepted and focused on the people.
The Ministry of Health continues to develop its central capacity through personnel
training, innovative use of technology and the support of the decentralization of
knowledge, skills and necessary and critical products in order to achieve a better
health for all.
At the moment, the Ministry of Health is preparing the new strategy for the
sector and it is also finishing the National Health Plan for the period 2013-2020,
which includes the plans to fight against communicable diseases (including HIV/
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AIDS, sexually transmitted diseases, tuberculosis, malaria, neglected diseases
and zoonosis, etc.), as well as noncommunicable diseases, such as heart diseases,
hypertension, diabetes and related risk factors, child and maternal health, family
health, food and nutritional safety, disabilities, including physical disabilities,
vision and hearing problems, dental and mental health.
With the recent collaboration established among the continental neighbors of
Guyana and the countries that make up the Caribbean Community (CARICOM),
the MoH wants to make progress in the local and international health agenda to
improve the quality of life of the population of Guyana and help South American
and Caribbean peoples. With the creation of the Union of South American Nations,
from which Guyana is a member, and besides the creation of the South American
Institute of Government in Health (Isags) with headquarters in Brazil, Guyana
is committed to participate actively in all the activities of technical and political
collaboration and to work to achieve the sustainable and pacific development of
the inhabitants of the region.
Population
According to the last population and housing census of 2002, Guyana has a
population of 751,223 inhabitants, which reflects an increase of 27,550 citizens
(4%) in relation to the 1991 census. The comparison of the population pyramids of
1991 and 2002 (Graphic 1) shows clear changes in the base, with a greater increase
in the age group from 5 to 9 years old. A little broadening in the tip of the pyramid
can also be observed. These changes show that, even though Guyana's population
is still relatively young, it begins to have signs of progress in the demographic aging
process, implying changes in the health and education systems, among others.
Graphic 1 – Population by age and gender, Guyana 1991 and 2002
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In 2002, the age group from 0 to 4 years old represented the 8% of the population,
implying a minor decrease in comparison with the data from 1991, when the figure
was 12.5%. The percentage of the population under 15 years of age was 36% and
the citizens over 65 years old were 6% of the population. The age group between 15
and 49 years old represented the 58% of the total population. Based on the medium
variant assumption, the Statistics Office predicted that Guyana's population will fall
to approximately 785,000 inhabitants in 2010 and that the age group under 15 years
old would represent approximately the 27% of the population, which means a fall
of the 9% since 2002. According to the projections of the Statistics Office, it is
estimated that the number of people in the age groups between 15 and 59 years old
and over 60 will grow to 64% and 9%, respectively.
Table 1 – Guyana's total population, 1991-2010
Age

1991

1996

2000

2002

2005

2010

< 15 years old

250,212

236,221

267,499

271,265

245,171

210,824

15 – 59 years old

425,556

473,546

432,252

433,123

466,509

501,934

42,638

46,942

46,530

46,835

55,103

72,136

718,406

756,709

746,2811

751,223

766,7832

784,8942

60 + years old
Total

Figure based on the informed population in 2002 estimated two years ago.
Figure based on the population projections using the medium variant assumption.

1
2

Sources: Population and housing census of Guyana, in 2002, Statistics Office, Guyana. Population projections 20052025.

Most of Guyana's population lives throughout a narrow coastal strip
(approximately 10% of the total area of Guyana), that is the agricultural,
commercial and industrial center of the country, with a population density of
more than 115 people per square kilometer. Guyana's total population density is
low: less than four inhabitants per square kilometer. The 28.4% of the population
lives in urban areas and the 71.6% lives in rural areas. In the coastal regions 2
(49,253), 3 (103,061), 4 (310,320), 5 (52,428) and 6 (123,695) live 85.1% of the
population. The rural area (regions 1, 7, 8 and 9) is less populated (9.4% of the
total population) and it has a limited sanitary infrastructure and that is why it
poses significant challenges related to the access to healthcare and other essential
services.
The regional growth rate is higher in region 8 (5.2% per year), followed by the
regions 1 and 9, with 2.4 and 2.2%, respectively. The other regions present lower
rates. In percentage terms, the population grew 3.8% between 1991 and 2002,
reversing the decrease of -4.7% seen between 1980 and 1991.
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Ethnic and Religious Groups
Guyana has a multiracial population. The three biggest population subgroups
are the Indo-Guyaneses or Indians (43.5% in 2002), predominant in rural areas, the
Afro-Guyaneses, of African descent (30.2%), making up the majority of the urban
population, and the mixed population (16.7%). The Amerindians (9.2%), that live
in the interior of the country, include different groups, such as the Akawaios, the
Arahuacos, the Caribbeans, the Macushis and the Wapishanas. Other minority
groups, that include the inhabitants of Chinese, Portuguese and other descent, are
less than 1% of the population. There are significant ethnic differences between
regions 1, 8 and 9, in which Amerindians are predominant; in regions 2, 3, 5 and
6, Indians are predominant; in region 10, its population is Afro-Guyanese, and in
regions 4 and 7, live mixed ethnic groups. The three biggest religious groups are
the Christians (with different denominations) (55.4%), the Hindus (28.4%) and
the Muslims (7.2%).
Fertility
The gross birth rate has experienced a gradual drop from 26.5 births/1,000
inhabitants, in 1989, to 23.2, in 1999, and 18.3, in 2007. The global fertility rate
in 2006 was 2.8 children per woman, showing a drop from 3.1, in 1990. It must
be highlighted that global fertility rate in 2006 in women from rural areas and the
interior of the country (3.0 and 6.0 children per woman, respectively) was higher
than urban areas (2.1). The National Demographic and Health Survey (GDHS) of
2009 show that the gross birth rate is currently 23 live births per 1,000 inhabitants.
Mortality
The gross mortality rate, which was very stable between 1992 (6.6 per
1,000 inhabitants) and 1997 (7.0 per 1,000 inhabitants), grew to 12.5 per 1,000
inhabitants in 1999, before falling to 7.34 in 2007. The child mortality rate also
grew from 25.5 per 1,000 live births, in 1997, to 37.0 per 1,000 live births, in 2007.
The maternal mortality rates have decreased a little, but they continue to be higher
than the rates of other countries of the region. In 2000, the rate was 133 maternal
deaths per one hundred thousand live births and 112 per one hundred thousand
live births in 2007. The proportion of labors conducted by qualified personnel has
been stable in approximately 96%. The life expectancy at birth improved from 64.1
years old in 2002, to 66.7 years old, in 2007 (63.7 for men and 69.3 for women).
In the last decade, the most significant change regarding mortality was the one
that refers to the HIV/AIDS emergency, besides cancer, among the main causes of
death. In 2000, HIV/AIDS was the second cause of death, but since then it was
stepped back until reaching the fifth place. After being in the eighth place as cause
of death in 2000, cancer reached the third level in 2007. Other important causes of
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mortality are the noncommunicable chronic diseases, with the ischemic heart disease
keeping the first place. The acute respiratory infections are the only communicable
diseases that are placed among the first ten causes (Chart 1).
Chart 1 – First ten causes of mortality (proportion per 1,000 inhabitants), Guyana,
2008 and 2000
2008
classification

Causes of death
Ischemic cardiopathy

1

Cerebrovascular disease
Neoplasia
Diabetes mellitus
Hypertension-related diseases
HIV/AIDS
Intentional self-injury (Suicide)

1

2

HIV/AIDS

2

3

Cerebrovascular disease

3

4

Diabetes mellitus

4

5

Other external causes

5

6

Diseases of other parts of the
digestive system

6

Hypertension

7

Other neoplasias

8

Acute respiratory infections

9

Intentional self-injury (Suicide)

10

8

Acute respiratory infections

9

Cirrhosis and other chronic liver
diseases

2000
classification

Ischemic cardiopathy

7

Heart failure

Causes of death

10

Source: Condiciones sanitarias en las Américas 1990; Condiciones sanitarias en las Américas 1994; La Salud en las
Américas 2000; Statistics Unit, Ministry of Health of Guyana.

Social Rights

and

Health

Constitutional and legal framework of health
According to Chapter 1:01, Article 24 of the Constitution of the Co-Operative
Republic of Guyana of 1980, the access to health and medical healthcare is a
fundamental right to all the Guyaneses.
Article 24: "Every citizen has the right to have access to free medical care and
to social services at an elderly age or when affected by disability."
Article 25: "Every citizen has the duty to participate in actions aimed at
improving the environment and protecting the health of the Nation."
The Public Health Ordinance dates from 1934-1953 and it is still in force. This
Ordinance created the Central Health Committee and regulated the notification
of infectious diseases and infant and maternal well-being, and it also established
general health provisions related to food and water, among other issues related
to public health. Big efforts have been made to pass a new law to replace the
Public Health Ordinance. The Law on Health Protection and Promotion is under
development in the Ministry of Health. It is aimed at organizing and promoting
public healthcare programs and services, preventing disease spread, and promoting
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and protecting the health of Guyana's population.
Other important and more recent laws include the Law of the Ministry of
Health of 2005, which establishes the functions of the Ministry, the Permanent
Secretary and the Medical Director and also defines standards to grant subsidies
and financial agreements, and the Regional Health Authorities Act of 2005,
which establishes the Health Regions and the Regional Health Authorities with its
competences, duties and responsibilities.
Principles and Values
The Law of the Ministry of Health of 2005 establishes the following principles
and values:
1. The Government and every citizen are responsible for the health protection
and promotion of Guyana's population.
2. The objective of the health system and social services of Guyana is to contribute
with the quality of life improvement and, therefore, to offer to the citizens the
opportunity to live a productive life, without diseases and characterized by the
physical, mental and social well-being.
3. The health needs and the objectives of the programs to respond to them must
begin from an analysis of the population and the resources of healthcare
must be targeted to groups of people with specific needs, resulting in the
achievement of the program objectives.
4. National priorities must highlight health promotion and primary care
components of health programs, with the simultaneous attention to the
secondary and tertiary counterparts.
5. The Ministry of Health must submit and oversee, as needed, the medical care
provision in all the national territory, set up plans and policies, oversee quality
and assess results.
The Package of Publicly Guaranteed Health Services of Guyana 2008-2012
also outlines some of the principles to which the Government is committed, such
as:
• Health is a fundamental right and it is guaranteed by the Constitution.
• Health is a priority focal area in the development program.
• The principle of equity of the population is the fundamental cornerstone on which
the health sector relies on.
• The health sector must guarantee the timely, effective and efficient provision of
healthcare services.

Health Systems in Guyana

• The citizens must comply with their role of guaranteeing the care of their own
health, fostering the personal responsibility.
• The health sector must be transparent and responsible for the development and
implementation of its programs.
• The decisions and the services must be based on assessed data.

Social Participation
The participation of the society in the health issues of Guyana is present in
different governmental levels. At a central (national) level, there are commissions
for special issues, such as HIV/AIDS and disabilities, which include government
representatives, representatives of international organizations, non-governmental
organizations, patients, the civil society and professional entities. At a regional
level, there are Health Committees made up of community members that discuss
issues related to health that affect their regions. And there is a third instance of
social participation in the Committees or Boards of Directors of the Hospitals.

Structure

and

Organization

of the

Health System

The Co-Operative Republic of Guyana is a developing country located in
the Northwest coast of South America. It borders to the west with Venezuela,
to the southwest with Brazil, to the east with Surinam and to the north with the
Atlantic Ocean. Its national territory has an approximate surface of 215,000 square
kilometers. It is the only country of English language in South America. Guyana was
a British colony that became independent in 1966 and became a Republic in 1970.
Due to its bonds with the British West Indies, its language and legal and political
institutions, the country is closely related to the island states of the Caribbean and
it is a founding member of the Caribbean Community (CARICOM). Recently, the
efforts to participate in the Union of South American Nations (Unasur) and other
associations of Latin America have resulted in the transformation of the bilateral
and multilateral relations of the country. The main commercial partners continue
to be the Americans and the Europeans, but significant progress has been made in
the expansion of the relations with blocs from East Asia and Latin America.
Political and Administrative Model
As a democratic nation, Guyana elects a President every five years, 65 members
of the National Assembly and representatives of the ten administrative regions,
as it is established in the Guyana's Constitution of 1980. The last general and
regional elections took place in November, 2011.
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The President is the executive branch of the Government and it has the
support of a National Cabinet and its Ministers that are responsible for the
different areas of governance. The National Assembly acts as the legislative branch
of the Government, while the independent Judicial Power is the third branch of
the Government. The social sector is made up of the Ministry of Health, Ministry
of Education, Ministry of Human Services and Social Security, Ministry of Labour
and Ministry of Amerindian Affairs. Other important ministries are: Home Affairs,
Housing and Water, Commerce, Tourism, Finance, Foreign Affairs, Agriculture,
Environment and Natural Resources, Local Government, Public Service, and
Communication.
Guyana is divided into ten regions. Each region is managed by a Regional
Democratic Council (RDC), headed by a Council Chairman. The regions are
divided into neighborhood councils, known as Neighborhood Democratic
Councils (NDC).
Figure 1 – Regions of Guyana
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Health System Structure and Organization
The power of the National Health Authority of Guyana is granted by the
Law of the Ministry of Health of 2005 and by the appointment of the National
Cabinet in the Ministry of Health, chaired by the Minister of Health. The Ministry
is managed by a Permanent Secretary, while the Medical Director is the Technical
Responsible for the Ministry. The Ministry is responsible, in general terms, for
the health of Guyana's population and all the visitors and guests of the State.
The main functions of the Ministry of Health are to regulate the health system,
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oversee the situations related to health, develop strategies, plans and programs
oriented towards solving all the problems related to health and provide healthcare
and medical services.
Provision of Healthcare Services
The Ministry of Health provides services directly through a Package of
Publicly Guaranteed Health Services, in collaboration with the ten regional health
departments of the Subnational Regional Democratic Councils, the Georgetown
Public Hospital Corporation and the regional health authorities.
The Ministry of Health used the following criteria for the inclusion of services
in the package:
• The potential to reduce the disease burden (morbidity and mortality) and to
improve the general health of the population.
• Safety and effectivity based on evidence.
• Availability of resources to provide service in the short and long term.
• Contribution to achieve the health goals of the Millennium Development Goals.
• Contribution to achieve the health goals of the 1994 International Conference
on Population and Development.
• Achievement of the goals established by the Special Session on HIV/AIDS of the
General Assembly of the United Nations in 2001.
• Contribution with the Document of the Poverty Reduction Strategy (PRSP) of
Guyana.
• Implementation of the National Health Sector Strategy.

The health system of Guyana is highly decentralized and the Ministry of Local
Government and Regional Development is responsible for financing, managing
and providing public healthcare services. This Ministry acts at a regional level
through the Regional Democratic Councils and the Regional Health Authorities.
Guyana is divided into ten health regions that provide primary, secondary and
tertiary health care. Jointly, these regions make up a total of 375 health centers
(Table 2) distributed in five healthcare levels. Level 1: health posts (214); Level 2:
health centers (135); Level 3: district hospitals (21); Level 4: regional hospitals (5);
and Level 5: national hospitals (5) (Ministry of Health, 2008). In each region, there
are at least four levels.
• Level 1: The facilities include health posts that provide basic primary and
preventive healthcare services. They are mainly, but not exclusively, in the interior
or in distant fluvial areas. These health posts provide basic care (promotion and
preventive care).
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Source: CMO, Guyana – December, 2011
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Figure 2 – Organizational structure of the Ministry of Health of Guyana
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• Level 2: The facilities are health centers where the services are limited to primary
care. The health centers are localized mainly in the coast and in the biggest
interior communities.
• Level 3: The facilities act as transition points towards secondary healthcare
services. They include district hospitals that can provide a set of specialized
services (for instance, general surgery and obstetrics).
• Level 4: The facilities include five regional hospitals that provide access to a set
of hospital services. The recently established diagnostic centers are also part of
this level.
• Level 5: The facilities include the Georgetown Public Hospital Corporation (GPHC)
and the National Psychiatric Hospital (NPH) that function as school hospitals
and offer access to secondary and tertiary level services. At this level of care, there
are also five private hospitals.
Table 2 – Number and distribution of public and private health facilities per region,
Guyana

Public/private sector

National
totals

Coastal regions
3

4

5

6

10

Interior regions
Total

1

2

7

8

9

Total

Health posts

214

26

11

1

4

19

51

40

21

25

15

52

153

Health center

135

15

38

17

28

10

98

3

12

2

5

3

25

District hospital

21

3

-

2

3

2

10

4

1

2

2

2

11

Regional hospital

5

1

1

-

1

1

4

-

1

-

-

-

1

National hospital

5

Total number of beds

2,187

Total beds available

1,631

-

5

-

1

-

6

-

-

-

-

-

-

183

951

37

554

146

155

85

107

56

28

40

316

183

615

37

334

146

1,315

85

107

56

28

40

316

Private hospitals

5

-

4

-

1

-

5

-

-

-

-

-

-

Private physicians

115

5

80

5

20

4

114

-

-

-

-

1

1

Sources: National Health Plan, 2003 – 2007; Implementing the Package of Publicly Guaranteed Health Services of
Guyana: Covering public health gaps in Human Resources, PAHO. March, 2010.
Note: The information is not available as treatment facilities as it is requested in the Methodology Guidelines.

Other Modes of Supply Organization
The private health sector of Guyana provides some primary healthcare services
through private medicine and different health professionals. Some private providers
offer medical services in regulated institutions through the payment of a fee by the
client. The Ministry of Health works together with these institutions to offer a set
of healthcare services that are not available in the Package of Publicly Guaranteed
Health Services, such as heart surgery, dialysis, chemotherapy for cancer treatment,
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diagnostic images and organ transplant. Likewise, the Ministry of Health manages
services of higher complexity in foreign countries for patients in need (for instance,
retina surgery, neurosurgery, among others), when these services are not available
in the national public or private sectors.
The components of primary care of the programs are, together with promotion,
priorities established at a national level by the Ministry of Health.
The Ministry of Health has established service contracts in all the ten regions
and with some of the most important hospital facilities of Guyana. The objective
of these service contracts is guaranteeing that providers offer timely and quality
healthcare services to the general public and to the citizens of their administrative
regions. In order to achieve this goal, measures of performance monitoring and
evaluation were defined, as well as regular performance and evaluation reports,
studies and audits. The service contracts cover the areas of hospital and clinical
services, child and maternal health, nutrition, disease control and public health.
The quality of all the technical services is emphasized, including laboratory,
pharmacy, x-rays and other diagnostic services for outpatients, hospitalized patients,
from surgery, trauma, diagnostic procedures, labor and post-partum.

Universality, Integrality

and

Equity

The healthcare public services of Guyana are provided through a system of
referral. The referral routes lead to the lowest levels of the system to the highest.
For instance, the medical personnel of primary care refer patients to secondary care
facilities: district and regional hospitals, in case it is necessary. Although the levels
of care are well-defined, in the practice, they do not function in that way. Patients
often skip primary care facilities and go directly to regional and national reference
hospitals. By doing so, they seem to demonstrate that can travel farther distances than
the needed to access to what they consider better quality healthcare. This introduces
considerations of efficiency and equity. From the efficiency perspective, the medical
consultations in hospitals tend to present an excessive demand, while the primary
care facilities in the communities are under-used. This situation seems to be more
frequent in the most densely populated urban areas, where additional costs of travel
are relatively low. Regarding quality differences, the comparative lack of options in
rural areas poses doubts about equity as regards access and services quality.
The private sector has expanded rapidly and the private institutions provide
approximately half of the total healthcare services. Most of these services are
provided in the capital cities and other urban centers. The services are offered
through a network of professionals that provide general and specialized medical
services (physicians, dentists, pharmacists, ophthalmologists, etc.), as well as private
laboratories, facilities of diagnostic studies, hospitals, pharmacies and facilities of
medical care, such as private hospitals and nursing homes, clinical laboratories
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and facilities of diagnostic tests, mainly located in the capital city, Georgetown.
There is no formal relationship between the different actors of the private sector.
Gaps in the Coverage of Services for the Population
In spite of the advanced network of existing healthcare services, the difficulty
of access to medical care in peripheral and less densely populated areas makes the
equitable supply of healthcare services and infrastructure an important challenge,
especially for a large portion of the indigenous population. The authorities of the
health sector are facing this problem through the redistribution of the facilities to
cover in a better way the most remote areas. Other important challenges regarding
the access to healthcare services include the transport and the working time of
some healthcare centers, besides the communication system (telephone, radio,
internet, etc.). The problem of the transport refers to the challenge of obtaining a
means of transport from the households to the closest primary healthcare centers.
Likewise, the working time is from 8 a.m. to 4 p.m. (earlier than some laboratories
of diagnosis), which could mean an obstacle for the working population. There are
also some facilities of diagnosis that are not available during weekends.
The demand of healthcare services depends on several factors, particularly on
the income and education levels, the needs resulting from the demographic and
epidemiological profile and the specific characteristics of the healthcare supply.
Most of the available information demonstrates that the demand of services tend
to grow in relation to income and education levels, the proportion of the elderly
population of 65 years and the excess of service supply. The most requested services
also vary depending on the demographic and epidemiological profiles, besides the
local and cultural characteristics.
The main factors that affect the use of healthcare services are the distance and
the time of traveling to a health center, the perception of the quality of the service,
the education level of the patient, the type and the magnitude of the disease and
the out-of-pocket expenses to pay for healthcare. The price of the service plays
an important role, but it is not the only determinant of the healthcare service
demand. The long waiting periods for medical and surgical care, besides other
healthcare services, reflect the high demand of existing secondary services. The
secondary level services also present a high demand. The access to most of them
is private or must be sought abroad, and it is covered as an out-of-pocket expense
or private insurance arrangements (contributory or non-contributory) provided by
some employers.
At this moment, there are no surveys or studies conducted to estimate the
potential demand of healthcare services. There are no studies about the frequency
of use of primary, secondary or tertiary care through specific programs, public
hospitals, private hospitals with or without profit.
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Sources of Health Funding
A large proportion of the resources for the funding of the health sector comes
from the collection of general taxation and social security contributions. The
domestic tax funding of health sector has increased constantly as a result of three
main factors: (1) a sustained economic growth that is improving the fiscal capacity
of the country since 1990; (2) the priority given to the health sector regarding the
budget as part of a plan to reduce poverty levels; and (3) the increase of domestic
income as a result of governmental policies of debt reduction negotiated between
national and international financial institutions and Guyana's government.
Generally, the resources obtained through taxes finance the provision of
healthcare services, only within the public sector and only a small portion of the
national health budget is spent in contributions to local organizations, including
non-profit and non-governmental organizations. The recuperation of costs through
fees paid by the user generates insignificant funds for the sector and represents
a small portion of the general funds. Moreover, the efforts to generate income
through the charging of fees to the users create very complicated situations from
the point of view of equity.
The funding through foreign aid, mainly in the form of subsidies, represents
an important source of funding, especially for the renovation of infrastructure and
the development of the industrial capacity within the sector. Nowadays, Guyana
continues to receive significant technical cooperation from external donors for the
health sector, and the government depends more and more on the mechanisms,
such as conversion of debt in health actions, within the framework of the initiative
of funding for the sector addressed to heavily indebted poor countries (HIPC). In
the long term, Guyana cannot count on the continuity of such programs to foster
the income of the health sector. Table 3 shows the financial resources received by
Guyana that came from the international cooperation between 1990 and 2003.
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Table 3 – Financial resources for the health sector coming from the international
cooperation, Guyana, 1990-2003 (in millions of USD)
Funding

1990

1991

1992

1995 - 1999

2002

2003

106

125

95

-

64.8

86.6

Official development aid

Sources: Human Development Reports of 1992, 1993, 1994, 2004 and 2005.

Expenditure on Health
Table 4 shows the government recurrent expenditure for the period 1992-2006.
During this period, the public expenditure on health as percentage of the gross
domestic product shows a significant increase. The public expenditure per capita
on public health also grew, while the expenditure on public health as percentage of
the total recurrent expenditure ranged between 8.57%, in 2000, 10.42%, in 2004
and 9.99% in 2006.
Table 4 – Expenditure on health, Guyana, 1992-2006 (in Guyana dollars, G$)
Indicator

1992

1995

1999 2000

2001 2002 2003 2004 2005 2006

Expenditure on public health
(recurrent, $GM)

1,581

2,214

3,550 4,150

4,392 5,017 5,269 5,548 5,935 6,400

Government expenditure per
capita (G$000)

-

-

-

5.72

6.08

7.07

6.3

7.6

8.57

9.31

11.18 10.28 10.42 10.37 9.99

Recurrent expenditure as % of 6.5
the total government recurrent
expenditure

8.51

8.66

9.11 11.15

Source: NHSS 2008 - 2012

Table 5 – Expenditure on health per source (millions of Guyana dollars, $GM, in
current prices), Guyana, 2005-2009
Expenditure items

2005

2006

2007

2008 /2009
(Estimation)

5,935 (52%)

6,400 (49%)

7,061 (40%)

7,061 (40%)

MoH (Ministry of Health)

1,577

1,700

1,876

1,876

RHA/RDC (Regional Health Authority/
Regional Democratic Council)

2,177

2,451

2,758

2,758

GPHC (Georgetown Public Hospital
Corporation)

2,182

2,249

2,427

2,427

Primary medical care, hospital services
and administration1 (government
expenditure)

Out-of-pocket expenses of the patient

1,484 (13%)

1,600 (12%)

2,189 (12%)

2,189 (12%)

External aid - Vertical programs2

4,005 (35%)

5,097 (39%)

8,554 (48%)

8,554 (48%)

11,424 (100%)

13,097 (100%)

17,803 (100%)

17,803 (100%)

Total
1

Total annual expenditure; 2 recurrent expenditure and combined capital.

Source: NHSS 2008 - 2010
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Table 5 shows the total annual estimated expenditure of the sector for the
period 2005-2007, with estimations conducted on the out-of-pocket expenses
incurred by the households and the allocation of capital expenditure to different
programs. This illustrates the total estimated funds of the health sector and shows
the quantity of unprecedented external funds mobilized during the period 20032007 of the National Health Plan (NHP). It was estimated that this level of funding
would continue in 2008-2009.
It is also estimated that, between 2007 and 2009, the government allocated
approximately 7,061 millions of Guyana dollars (USD 35 millions) to the
sector to finance primary care and hospital services, besides other services and
administrative costs of the ministries and the regions. The out-of-pocket expenses of
the consumers in the private sector represented an additional of $G2,189 (Guyana
dollars). Guyana also received approximately $G8,554 in external aid for the
health sector, although a large proportion was spent in eventual expenses instead
of annual recurrent expenditure (salaries, drugs, etc.) and they were intended for
specific diseases, mainly HIV/AIDS.
The funding model for the different activities also shows that a large portion
of the expenditure on public health (approximately 40% in 2007-2009) is related
to primary healthcare services, hospital services and administrative costs of the
ministries and the regions. This shows that the tendency is to focus mainly in
the primary care (disease prevention, treatment and management) and, to a lesser
extent, in the secondary and tertiary services (institutionalized care).
Although the personal healthcare services counted with $G7,061, even more
resources are needed to provide a satisfactory service. It is estimated that in order
to provide the Package of Publicly Guaranteed Health Services and to achieve the
objectives of the National Health Sector Strategy (NHSS), the budget would have
to approach to $G19,968 millions (an increase of 71%) to afford the payment of
the salaries of health workers to retain qualified professionals with fair salaries and
to improve the efficiency of the system. In the context of competition with other
national interests, it is not realistic to think that the government will allocate this
amount to health. Furthermore, it is unknown for how much time the country
will continue to receive external financial aid. As a result, the funding of the
sector continues to be uncertain and, therefore, the government wants to begin a
consultative process at a national level to study options for the future funding of
health. While the Ministry of Health is studying a new approach to the funding of
health that includes the charging of fees to the users for certain services, any plan of
future funding will seek to avoid, by all means, that the poorest population incurs
in expenses and will also try to protect all the high costs that serious diseases imply.
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Private sector
The private sector is financed through a wide variety of resources that include
direct and insurance companies payments. The services are provided through
autonomous service providers and private facilities which are refunded according
to a fee for service rendered. The direct expenses of the users when they receive
a certain service are the second biggest source of funding of the health sector of
Guyana. Some businessmen provide medical coverage to their employees through
the direct provision of medical services or non-contributive medical schemes. The
groups that are not included, such as the unemployed or the workers of the informal
sector, simply cannot pay for a medical insurance. While private healthcare services
were expanded rapidly and are responsible for approximately half of all the care
services, individual and group private insurances represent an insignificant part
of health resources and probably they continue to be a less important source of
funding due to the general shortage of available income.
There is no general reliable information available about the distribution of
expenditure on health of the private sector. There is also a lack of systematic data
about the expenditure on health, especially of the private sector. Studies are rarely
conducted and the secondary sources of this kind of information are not easily
accessible.
National Insurance Scheme (NIS)
The only exception to the funding model and public supply are the payments
made by the National Insurance Scheme (NIS), which consists of refunding patients
the expenses related to health in private facilities. The National Insurance Scheme
does not contribute much to the funding of the health sector and, in the short
term, the funding cannot be increased without putting at risk the pension funds.
In order to finance the National Insurance Scheme (NIS), a proportional
contribution from the formal sector employees' salary is collected. The component
of health of the NIS benefit package is minimum. In 2006, 2.2% of the contribution
rate of 13.0% was allocated to the short-term benefits and 1.5% to the industrial
benefits. The large portion of the contribution rate (9.3%) was allocated to
pensions. A brief analysis of the data of income and expenses from the last five
years shows that in 2003 the total contribution of the employed and autonomous
population was approximately G$5.7 billions. In 2006, this figure increased to
G$7.4 billions and it is estimated that it will reach G$7.8 billions in 2007. The
increase from 2003 to 2006 was approximately 30% and it is estimated to grow
37% in 2007. In the light of these data, it is quite evident that the growth rate of
benefit expenses is exceeding income.
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Macromanagement
Stewardship
In 2008, the Ministry of Health launched the National Health Sector Strategy
2008-12 (NHSS 2008-12), which is the master plan of the Ministry of Health and
it is part of the continuous process of the Health Sector Reform that began in
Guyana in 1995. Among the elements of the reform, the change of role of the
Ministry of Health is very important. Previously, it was an implementer, but now
it is a regulatory body that guarantees the effective evaluation and monitoring of
all programs.
The National Health Sector Strategy 2008-12 (NHSS) is aimed at implementing
the government plan to offer equitable and easy access to healthcare services. The
objectives of the NHSS include the decentralization of the service providers, the
qualification of the personnel of the public health system, the strengthening of the
capacity of the government to lead and regulate the sector and the strengthening of
the systems of management and funding and the strategic information.
The government of Guyana continues to be committed to the decentralization
of the health sector. The responsibility for the healthcare services is being delegated
to the Regional Health Authorities and the Georgetown Public Hospital Corporation
(GPHC). These are the legal authorities established under the Regional Health
Authority Act (RHA) of 2005 (and the Public Corporations Act, in the case of
the GPHC). Besides the Regional Health Authorities and the GPHC, the services
are also subcontracted to private and volunteer providers. They work subject to
a contract with the Ministry of Health and such contract will specify the level
and quality of the services that must be provided by the funds they receive. Their
funding will depend on a combination of factors, such as the regional population
to which they provide services and other services that will provide in other regions
or at a national level.
Service and Network Management Models
The Regional Health Authorities and the Georgetown Public Hospital Corporation
(GPHC) will establish systems of performance management, whose objectives of
planning will generate work plans for the directors and the personnel that define
the functions and responsibilities in all the organization and create the foundations
of the goals that the employees must achieve, performance incentives and personal
development.
The Regional Health Authorities will recruit their own personnel through
a combination of direct contracting and transfer from the traditional public
service. They will assume the total administrative control of the personnel and
the resources with which they must face their contractual obligations, avoiding
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delays in the public services. They will be in charge of the improvement of regional
primary care services, regional hospital services, the logistics system, and clinical
and diagnostic monitoring.
The Ministry of Health, with all its structure and capacity, will assume the role
of policy designer, regulatory body and performance manager of the sector. This
change of role is currently taking place since 2008, but it is still in process.

Health Surveillance
The National Surveillance System (NSS) was created in 1934, from the Public
Health Ordinance of the British Guiana that was reviewed in 1970 and 1980 to
monitor and report new threats, such as the attention deficit and hyperactivity,
and sexually transmitted diseases. There were also parallel surveillance systems
established for the malaria, tuberculosis, leprosy, HIV/AIDS, zoonosis and
attention deficit. In 2005, a specific mixed system of disease and syndrome
surveillance was established. In 2006, a weekly syndrome surveillance report and a
report every four weeks of communicable diseases and noncommunicable chronic
diseases were also underway.
Epidemiological Surveillance
The National Surveillance System is improving since the last decades with
the creation of specific systems and the inclusion of topics and procedures. The
notification system of infectious diseases, the surveillance laboratory and the
cancer registry reflected an important progress, besides the inclusion of port
controls, zoonosis and plant surveillance (developed by the Ministry of Health and
the Ministry of Agriculture) and the environmental surveillance, as issues within
the influence area of the National Surveillance System.
Other progresses can be observed in the development of the national databases,
for instance, weekly syndrome surveillance reports, communicable disease report
every four weeks, noncommunicable disease report every four weeks, notification
of individual cases of malaria (national database), tuberculosis (national
tuberculosis registry), HIV/AIDS (national HIV-positive database), mother-tochild transmission (prenatal care database), leprosy (national registry of Hansen's
disease), leptospirosis (laboratory database), sexually transmitted diseases (national
database of sexually transmitted diseases) and the births and deaths notification
system. Moreover, significant efforts have been made to study the viability and to
develop a health information system in Guyana.
Besides the routine and programmatic systems of information collection,
the capacity of research and survey of the Ministry of Health for several national
surveys was also valued, such as the Demographic and Health Survey (2009), the
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Global School-based Student Health Survey and different special studies, such as
the Study of Biological Diversity, the Global Youth Tobacco Survey, etc.
Sanitary Surveillance
The National Surveillance System is decentralized and its internal reports cover
the local and regional levels, besides the national vertical programs. Some progress
has been made in the decentralization of the surveillance systems at a regional
level and in the facilities. Nowadays, some regions not only have the capacity to
collect information, but also to store this information in databases, improving the
availability of regional data to guide development and planning.
This also includes external reports on events that generate international
concern, emerging and re-emerging diseases (reports to the Pan American
Health Organization/World Health Organization and the International Health
Regulations) and more specific regional reports, especially for the Caribbean
Community (Caricom), but also for neighboring countries, such as Brazil, Surinam
and Venezuela.
The Surveillance Plan of 2011 established a set of objectives for the National
Surveillance System. Most of them seek to strengthen regional systems, protocols
and the analysis of data, but they also seek to make progress in other fields of
surveillance through the creation of a database of external causes or violence at a
regional level.
The Standards and Technical Services Department of the Ministry of Health
is responsible for developing healthcare standards, together with the Bureau of
Weights and Measures and the Pharmacy and Poisons Board. There are some
standards to regulate the quality of healthcare services, but they must be subject
to a complete revision. Nowadays, there are standard treatment guidelines for
HIV/AIDS, tuberculosis, malaria, diabetes, hypertension and the integrated
management of childhood illnesses.
The Ministry of Health is updating the legal framework to improve the quality
standards of public and private facilities. The licensing and accreditation of
healthcare facilities is still the responsibility of the Ministry of Health, and they are
important tools to ensure the compliance with these standards. The Healthcare
Facility Licensing Act passed by the Parliament established the minimum standards
for the healthcare facilities (public and private) concerning human, physical and
technological resources. The licensing and certification of health professionals
and healthcare facilities guarantee the provision of quality healthcare services. The
national framework to guarantee the quality of medical care is an integral part of
the NHSS 2008–2012 and it is based on the principle of clinical governance. All
the health providers must be registered according to the Health Care Accreditation
System to guarantee the quality and the standardization of the services rendered.
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Other challenges of the National Health Surveillance System of Guyana are
the creation of a public health laboratory, the construction of a national laboratory
network, investing in the health workers training at a primary level so they can
conduct routine surveillance activities, investing in technology (geographic and
mapping information systems, Internet connection, communication network,
analytical tools), implementation of the central capacities of the International
Health Regulations (reports, research, verification, confirmation request), besides
the strengthening of specific surveillance areas, such as ports, food and beverages,
injuries and violence, and environment.

Health Workforce
Gap between the System Demands and Personnel Supply
"Human resources constitutes a key factor for at least three reasons: first and basically
because the work done in the sector is performed by and for people; secondly, due to
their high level of training and thirdly, because they are responsible for more than
50% of the expenditure on health and they make up between the 3 and the 8% of
the economic active population." (PAHO, 2001).
However, in many countries, the human resources issue has been quite
neglected in the health sector reforms.
Nowadays, the health system personnel include 245 physicians, 1,444 workers
that provide nursing services, 77 Medex employees, 400 community-related
workers (including health workers and workers who carry out tasks concerning
the environment), 91 pharmacists and pharmacy assistants and 34 dentists.
These figures reflect a lack of several personnel categories that it is even more
serious in remote areas. The lack of an adequate remuneration system for the
health professionals that work in interior areas is the main reason that explains the
incapability to attract personnel in those areas. The conditions in the interior are
difficult, the infrastructure and educational facilities for the families are inadequate
and the cost of living is, in general terms, higher than in Georgetown and other
coastal areas.
The lack of physicians doesn’t refer specifically to numerical terms. The main
problem is the inadequate geographical distribution, because most of physicians
prefer to work in the capital city and its surroundings. According to the annual
report of the Ministry of Health of 2008, almost 70% of the physicians are in
Georgetown, where a fourth of the population lives. However, there is a clear lack of
specialist physicians. The lack of nurses is reflected in absolute numbers and in the
lack of specialists, such as anesthesiologists, psychiatrists and pediatricians. The lack
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of specializations such as medical technologists, pharmacists, physiotherapists and
radiology technicians is very critical (PAHO/WHO, 1999).
Table 6 – Health personnel availability, Guyana, 2010
Type of health worker

Worker availability
All the public
facilities
(Levels 1 to 4,
including GPHC)

National
hospitals
GPHC

Private
hospitals

Workers
available at a
national level

General groups

Subgroups

Medical personnel

General practitioner
Surgeon
Obstetrician/Gynecologist
Other specialists

1631

92

82

245

Oral health personnel

Dentist
Dentex
CDT (Certified Dental Technician)
Dentist assistant or helper

302
56
14
20

1
-

4
2

34
56
14
22

77

-

-

77

300

122

111

411

Medex and related to nursing

Medex
Nurse/Midwife/Emergency room
nurse/Nurse anesthesiologist/
Health visitor
Midwife/Rural midwife
Nursing assistant
Nursing assistant/Patient
assistant

142

38

15

157

416

163

2

418

330

192

128

485

22
55

7
30

8
6

30
61

-

-

4

4

91

25

6

97

19

19

18

37

70

34

6

76

Pharmaceutical personnel

Pharmacist
Pharmacist assistant/Pharmacist
helper

Laboratory and X-ray personnel

Radiologist
Multi-function technologist/
Radiology technician
Medical technologist
Microscopist/Laboratory
assistant

Community-related personnel

Environmental technician
Counselor/Social worker
Community public health worker

45
44
238

5
-

3
-

45
47
238

Paramedics and personnel
technicians

Physiotherapists/Rehabilitation
assistant

35

-

-

35

Senior staff/Support personnel

Manager/Support personnel

1,138

416

-

1,138

3

2

1

4

Other (e.g.: audiologists, optometrists)
1

Including recent graduates from foreign universities; 2 Including recent graduates from foreign universities

Source: Covering public health gaps in Human Resources, March, 2010. PAHO/WHO.
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While the proportion of physicians and nurses concerning the population
presents some improvements in the last years, this proportion continues to be low
in the most remote regions. The proportion of specialists compared to general
practitioners in national reference hospitals is 2.1:1. Between 1994 and 1999,
general practitioners received higher salaries than the specialists from the public
health sector. Since the Georgetown Public Hospital became a corporation, that
tendency seemed to be reversed. Since 2000, the specialists are earning higher
salaries than general practitioners. There is no regular measurement of the
performance of health personnel in the main public institutions.
Table 7 – Human resources in the public health sector, Guyana, 1990-2009
Type of human resource

1990 1994

1995 1999

2000 2004

2005 2009

Average proportion of physicians per 10,000 inhabitants
(only public sector)

2.6

3.3

4.2

4.3

Average proportion of professional nurses per 10,000
inhabitants (only public sector)

5.5

10.1

11.9

11.6

Number of graduates trained in Public Health

...

...

...

...

Number of graduation courses in Public Health

4

10

15

15

Number of universities in Public Health

...

...

...

...

Number of universities offering masters in Public Health

...

...

...

...

Sources: Ministry of Finance, Budget Speeches 2000 – 2007; Planning Unit of the Ministry of Health
Note: Data represent an average for those periods.

Health Workforce Migration
The lack of qualified personnel available is one of the main weaknesses of the
public health system. There is a great dependence on foreign personnel in certain
specializations. For instance, more than 90% of specialist physicians of the public sector
are foreigners. In the public health sector, the personnel vacancy rates are between 25
and 50% in most of the categories. In rural areas and in some specializations, such
as pharmacy, laboratory technology, radiology and environmental health, the vacancy
rates reach levels even higher (PAHO/WHO, 1999).
There is no operational database in the central dependencies of the Ministry
nor in regional levels that reflect the health personnel dropout rate for migration
or other reasons. These data are not routinely collected and, therefore, they are
not available in reports for planning and decision-making. However, it is evident
that the high level of migration of Guyana is negatively affecting the quantity and
quality of available personnel in the health sector. The factors that contribute to
the workforce migration are the lack of attractive remuneration and the working
conditions. The free movement of qualified professionals in the Caribbean
Community (Caricom) could result in even more migration.
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The main factors that contribute to the incapability of the health sector to
attract workers and retain them in the public health system are the following: low
incentives (salaries and labor benefits), less attractive working conditions, lack of
career development systems, limited training opportunities, general lack of welltrained teaching personnel and materials related to teaching, and the lack of a
comprehensive plan of human resources development and management.
Health Workforce Management
As part of the public sector, the Ministry of Health employs health workers
and professionals under the same working conditions than the rest of public
servants. The health workers of the Ministry of Health and the Regional Health
Departments are full-time hired in permanent plant and they receive salaries based
on the general salary scale for all the public servants. This scale includes from the
category GS 1 for work contracts, to the category GS 14 for superior technicians,
permanent secretaries and regional executive officers.
Furthermore, public service can hire health workers as employees hired with
similar employment conditions. The public service conditions consider a working
week of five days, with eight hours a day and holidays between 21 and 42 days,
including public holidays and weekends, besides an additional monthly salary per
year as a bonus for holidays. Some categories of workers have additional rights to
travel, housing, telephone and other essential services necessary to perform the
functions of their position.
The Georgetown Public Hospital Corporation, the Guyana Sugar Corporation and
the Regional Health Authorities offer similar contractual conditions to the public
service, but they consider the retention of key personnel critical through special
salaries and benefits.
Several projects of collaboration in the health area financed by donor partners
and development agencies have established different contractual agreements from
the public service. These agreements allow that strategic health workers can negotiate
their salaries and working conditions. These positions are managed by the Health
Sector Development Unit (of the Ministry of Health) in collaboration with the
execution units of the project, as the donor partner establishes.
Regulation of Training and Health Professions
Different strategies have been implemented to resolve the lack of health
personnel, such as the recruitment of new workers. While this maximizes coverage,
it also poses challenges related to quality control. The Ministry of Health is
working in collaboration with the University of Guyana to improve the existing
training programs related to medicine, dental health, pharmacy, nursing and
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medical technology, and it is helping the university to introduce new programs,
including rehabilitation medicine and optometry. The Department of Health
Sciences of the Ministry of Health is joining forces with the Georgetown Public
Hospital Corporation (GPHC). Programs have been implemented for community
health workers, Medex, Dentex, radiology technicians and different specializations
(multi-function, laboratory, operating room and refractionists), as well as patient
care assistants. The GPHC will expand its programs of postgraduate for anesthesia,
mental health and pediatric patients. A new program will be included to train
professionals of mental health and medical emergency technicians for ambulances.
Capacities are needed to be developed in all the aspects of human resources
management in the Regional Health Authorities, the GPHC, private providers
and the Ministry of Health. The Ministry of Health will restructure its human
resources according to the National Health Sector Strategy. The Package of Publicly
Guaranteed Health Services establishes minimum requirements of personnel.
This cannot be achieved until the implementation of the Human Resources
Plan, which will be used to determine the human resources needs of the sector.
A Human Resources Unit has been established in the Ministry of Health to be
in charge of the personnel planning and development, besides advising on the
elaboration of policies and decision-making. The Human Resources Unit will also
coordinate the development of the functions of the current personnel, the Training
Unit and the agenda of organizational change of the Regional Health Authorities,
including aspects of critical sectoral issues. The Ministry of Health also supports the
development of capacities between the personnel of the Regional Health Authorities
and the GPHC. It will work together with the Ministry of Education and training
institutions to improve existing programs and introduce new programs to alleviate
the lack of personnel in critical clinical areas.
The qualified personnel retention will improve with a higher remuneration,
under the scheme of employment of the Regional Health Authorities (RHA), in
exchange of a better performance. The objective is matching private sector salaries
rather than exceeding them. A better decentralization towards the RHA, the
creation of the GPHC and the availability of more resources of external funding
for the HIV/AIDS pose new challenges for the personnel that work subject to
different contracts, terms, working conditions and hierarchical structures. A
greater autonomy for the providers generates the need of significant changes in the
culture and the behavior in workplaces and these changes must be developed as a
condition prior to the real benefits. There are no formal strategies and there are no
instruments adopted to face formally issues of conflict management in the health
sector. However, the conflicts are solved through debates, procedures established
in the public sector and conciliatory approaches to achieve the resolution and the
consensus. The participative management continues to be a means to facilitate the
satisfactory implementation of program activities towards the achievement of the
identified objectives.
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Social Determinants

of

Health

The last report on the progress of Guyana regarding the achievement of the
Millennium Development Goals (MDG) was published in 2007. A new report
is being prepared and it will be published in 2012. In spite of the enormous
challenges posed by the MDG, the government of Guyana continues to make an
effort to achieve them through the implementation of reforms and measures that
maintain the macroeconomic framework of stability, strengthen its institutional
and regulatory systems, and improve the governance. The achievement of the
MDG in Guyana is supported in its Poverty Reduction Strategy.
The Poverty Reduction Strategy Paper of Guyana, elaborated in 2001, describes
a comprehensive strategy to guide Guyana towards the achievement of the MDG.
The Poverty Reduction Strategy Paper (PRSP) was passed by the council together
with the International Monetary Fund and the International Development
Association. The Poverty Reduction Strategy Paper analyzes thoroughly governance,
regulatory and economic reforms, policies and programs of the social sector,
including education, health sector, social security networks and issues related to
housing and water. It suggests to invest in human capital, build infrastructure to
support growth, launch institutional, regulatory and administrative reforms to
support growth and poverty reduction.
The implementation of the Poverty Reduction Strategy (to help to achieve the
MDGs) has already contributed to foster Guyana's development. Since 1997, the
government has gradually increased the expenditure on social sector (from 15.2%
of the GDP, in 1997, to 22% of the GDP, in 2005) and it has guided the benefits
of the debt relief towards the key areas of education, health, water, sanitation and
housing. The increase in the allocations facilitated the expansion of education
and health facilities, besides increasing the quantities of educational materials and
essential drugs. Guyana's population is enjoying an access to social services clearly
improved.
However, the challenges that Guyana face to achieve the Millennium
Development Goals (MDG) are significant. Generally speaking, the economic
growth was at a standstill in the last five years. By being a small developing economy,
Guyana faces enormous challenges in the domestic and external context. In the
last ten years, the exportation of commodities was responsible for the 27% of the
GDP of Guyana (77% of the total exportations), exposing the economy to the price
fluctuations of the commodities, besides the effects of the complicated preferential
agreements for the main exportations. In 2006, a new strategy of competitiveness
was launched to promote business development. Such initiatives are developing
within environments of support that, in the MDG's report, are qualified as "weak
to improve" or even "strong". The natural disasters present a continuous threat to
the lives of Guyana's citizens, as the floods demonstrated in 2005/6. The political
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and civil atmosphere has caused instability and uncertainty, discouraging capital
investments. A recent increase of insecurity and crime rate has also contributed to
the migration of some people with critical professional and business capacity.
The reduction of poverty in Guyana shows a direct relationship with growth.
The positive growth rates at the end of the 1990s contributed to a substantial
poverty reduction between 1992 and 1999. On the other hand, the average growth
rates of 0.2% during the period 2000-2005 reflect a minor poverty reduction in
such period.
The historical growth pattern of Guyana shows that achieving and maintaining
growth rates of 4.3% or more of the GDP will not be an easy task and that it will
also require strategies targeted to and based on data that facilitate investments and
employment opportunities. Likewise, the multifaceted nature of poverty implies
that the interventions of poverty reduction must addressed not only the economic
investments, but also the social investments and the ones focused on political
and civil institutions that allow the voice of the poor to be heard, because this
contributes to keep peace and stability, both necessary so that all the investments
produce the maximum return.
It is important to highlight that the sources of growth and income generation
together with an equitable distribution of income will have a significant role
in the achievement of the Millennium Development Goals concerning poverty
eradication.

Strategic Supplies

to

Health

Strategies to Access Vaccines, Essential and High Cost Drugs
In the public sector, the drugs and medical supplies are purchased through
many sources, including the Unicef Procurement and Assembly Centre (Unipac),
a unit of Unicef that provides drugs and medical supplies to the governments at
a very competitive price. The Guyana Pharmaceutical Corporation produces some
drugs and medical supplies for the local market. The Materials Management Unit
of the Ministry of Health regulates the process of purchase and distribution of the
drugs essential for the country.
The Government Analysis Department certifies the drugs that enter into the
country to be used in the public and private sectors. The Ministry of Health uses
the Caribbean Regional Drug Testing Laboratory (established to allow member
states of the CARICOM to benefit from reduced costs) to guarantee the purchase
of the supplies that the population need. While the National Drug Policy has
not been completely implemented, Guyana has an observatory of essential drugs,
a national list of essential drugs and a national drug policy under revision. A
national form and policies related to the use of drugs are also underway, as part of
the reform program of the sector.
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The Public Health Immunization Act (school-age children) of 1974 determines
that all children that go to school or day care center must have a certificate of
immunization signed by an employee of the health sector. The Ministry of Health
draws up new standards to update the specified disease record. The record for
school-age children includes the following vaccines: B.C.G (Calmette-Guérin),
diphtheria, pertussis (whooping cough), poliomyelitis, smallpox and tetanus.
Besides the necessary vaccines for school-age children, in health centers for
the general public, there are vaccines available, such as: measles, mumps, German
measles, yellow fever, type B flu, type A flu, rotavirus, influenza A, pneumococcus
and the human papillomavirus.
Every year, Guyana participates in the Vaccination Week in the Americas
(PAHO) to promote access to immunization. Besides improving the situation
regarding yellow fever, which constitutes a significant problem in that region, the
Ministry of Health is always updated regarding the global events of public health
to include the necessary vaccines in the campaign, such as influenza A.
As regards high cost drugs, the treatment through the use of antiretroviral
drugs in Guyana began in 2002. The treatment is free and it is provided in
the Genitourinary Medical Clinic in Georgetown (capital city), other care and
treatment centers and facilities financed by donors. The preferred option for
the first line of treatment is stavudine + lamivudine + nevirapine. The Guyana
Pharmaceutical Company produces antiretroviral drugs locally, but they have not
been prequalified by the WHO. Based on the information about foreign drugs, the
cost of the first line drugs is USD 2,095 per person per year.
It is widely known that the supply and the distribution of drugs and medical
supplies is an important bottleneck in the healthcare system. There are times of
shortages as regards needs and the delivery is not always timely, causing wastes due
to the poor management. Through an association with Supplies Chain Management
Systems (SCMS), a partner of the President's Emergency Plan for AIDS Relief
(PEPFAR), the Ministry of Health has developed a new system of storage that
strengthen the purchase and distribution network, improves the process of drug
request through the introduction of an electronic version of the Combined
Requisition and Issue Voucher (E-CRIV) in all the levels of the supply system of
the health sector, and also monitors through networks of small laboratories. Now
the system is decentralized in the areas of greatest priority (Regions 2, 3, 4, 5, 6
and 10) and the central area of the regions of the interior (Regions 1, 7, 8 and 9).
The Ministry publishes a list of essential drugs of Guyana twice a year and
it launched a national form for all the drugs of Guyana in 2010. The Ministry
has also collected a preliminary list of national commodities necessary for the
implementation of the Package of Publicly Guaranteed Health Services.
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The Ministry of Health is also collecting and updating its protocols of care to
promote the standardization. It is expected that this process helps to rationalize
the acquisition and distribution of drugs. In order to minimize the risk of mistakes
at the time of informing the population, the Pharmacy Practitioners Act of 2003
identifies pharmacy practitioners as the only guardians of drugs; it requires always
a pharmacist present in private pharmacies, in pharmacies inside public hospitals
and in every place where drugs are distributed.
Table 8 – Availability of drugs and % of public expenditure on health assigned to
drugs, Guyana, 1993-2005
Indicator

* 1993 – 1994

1995 – 1999

* 2000 – 2005

Total number of pharmaceutical products registered

212

592

283

Average of brand name drugs

83.5

89.9

93.0

Average of generic drugs

16.5

10.1

Average of public expenditure on health designed 			
to drugs			
			
…
…
			

7.0
2001 – 13.30%
2002 – 22.13%
2003 – 16.36%
2004 – 19.04%
2005 – 20.21%

Sources: Office of the Chief Pharmacist, Ministry of Health and Planning Unit.
*There is no available information on pharmaceutical products registered in 1990-1992 and 2001

The Food and Drugs Act of 1998 establishes the standards for the drug
maintenance, sanitary conditions, and statements and certificates from the
manufacturers for imported drugs. It also determines that the Ministry can appoint
a Drug Advisory Committee to help and advise on drug issues to protect the public
health interests and to allow the Ministry to establish standards related to drugs.
External Dependence
Besides the donations that the country receives through subsidies and technical
cooperation agreements, Guyana depends greatly on foreign importations to
obtain supplies, material and technology for the health sector.
Incorporation of New Technologies
In collaboration with a private partner, the Ministry of Health has made
progress in diagnostic imaging services, such as computerized tomography,
magnetic resonances and contrast imaging for patients that need such services.
The Ministry covers the cost of these services provided by the private sector.
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In 2006, the construction of the Diamond East Bank Regional Hospital,
together with the Suddie, Leonora and Mahaicony diagnostic and treatment
centers, was also part of an agreement signed between Guyana and Cuba to
improve the healthcare services of the country. The centers offer services that
include laboratory tests, ultrasound, endoscopy, X-rays, electrocardiograms,
surgery, labors and dental treatment. Since their implementation, the Hospital
and the centers were reducing the workload of the GPHC, the main hospital of the
country. Overall, more than 555,400 people were treated, dividing into the four
centers in the following way: 103,663 patients in the Diamond Hospital, 67,059
patients in the Leonora diagnostic center, 63,431 patients in the Suddie diagnostic
center and 58,322 in the Mahaicony diagnostic center.
Two new medical centers were added to the GPHC: an ophthalmology center
and a laparoscopic center. Through the collaboration efforts between Guyana and
the People's Republic of China, equipment for a value of more than USD 60,000
has been donated with the purpose of improving and expanding the services
offered at a local level.
The blood bank receives blood through the collection centers throughout the
country. The blood is tested to detect HIV, HTLV, HbsAg, VHC and VDRL. A
minimum standard was formally adopted for the blood bank functioning.
Although it is not included and it has not been discussed as a component of
the reform, the strategies to address the physical infrastructure and technological
capacity of the health sector must be considered. The current physical plant and
the technological capacity of the health sector are very poor. This is a reality even
though important financial investments have been made in the last decade. Some
of the main problems are the lack of financial resources, the lack of qualified
technical personnel and the lack of availability of parts and equipment for repairs,
besides management problems.
A different approach is required for the development and the maintenance
of the infrastructure and the technology if there is a wish that the reform of the
health sector face more efficiently the physical plant issue and the technological
capacity of the public health system. As part of the technological capacity, the
development of diagnostic technology will be emphasized. A system of referential
laboratory with satellite facilities (laboratories) will be installed (Ramsammy, 2000).
A program of preventive maintenance is also being established with the help of
external agencies. A policy of donations and supplies for the National Health
System has been implemented.
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Research

and Innovation in

Health

Health is the most important human factor for the sustainable development
and well-being of Guyana's population. The National Development Strategy and the
Poverty Reduction Strategy Paper identify health as a cornerstone of development.
There are many ways to define and understand the specific health challenges
that must be faced and to determine the approaches necessary to guarantee an
optimal health. The means to get information about health include surveillance
tasks, monitoring, evaluation and routine research. Through alliances with
local and regional institutions, donors and the collaboration of regional and
international institutions, surveillance, monitoring and evaluation have been
improved, allowing to obtain information to guide actions towards protecting,
maintaining and improving health in Guyana. However, the need to obtain
strategic information cannot be met only through these approaches; the research
in the health area has become a need to obtain this information.
Guyana's capacity to investigate has consistently improved before the
reorganization conducted by the Ministry of Health and the injection of funds
coming from the funding mechanisms to improve the access and quality of
healthcare services. Preliminary works with infectious diseases, child and maternal
health, noncommunicable diseases and disabilities resulted in the development of
a new strategy in the health sector.
National Policies of Research in Health
The Ministry of Health, as national health authority, has to guarantee that
public health is protected and maintained and products and services necessary for
healthcare are provided. The Ministry has counted with the support of different
legal instruments provided by the National Parliament of Guyana to carry out its
duties within a legal framework.
These instruments allowed the Ministry, through consultations and consensus,
to develop policies, regulations and standards to regulate the health sector. This
premise led the Ministry to develop a set of policies for the area of research in
health through the Law of the Ministry of Health of 2005.
The principle that governs these policies is reflected in the national health
strategies and includes the following:
Quality: The guarantee of adopting the highest standards of research in the
health area and the rigor necessary to achieve optimal results, conclusions and
recommendations.
Equity: The promotion of equitable access for all the stakeholders, including
those that are in a vulnerable situation and high risk groups to whom investigators
will pay an equal attention.
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Focused on people: The main characteristic of research seeks the understanding
and explanation of issues that are relevant for the majority of Guyana's population.
Profitability: The research activities will make the best use possible of the
limited resources available and smart decisions will be made with a low cost and
maximum possible benefits to achieve the main objective.
Moreover, the policy will be guided by principles based on the highest ethical
practices, as the conventions of goals and objectives of medical research describe.

Article 24: "Every citizen has the right to
have access to free medical care and to
social services at an elderly age or when
affected by disability."

Article 25: "Every citizen has the duty to
participate in actions aimed at improving
the environment and protecting the
health of the Nation."

Population:
784,894
inhabitants
(estimate 2010)

Territory
divided into
ten regions.
Each region
is managed
by a Regional
Democratic
Council (RDC).
The regions are
divided into
neighborhood
councils, the
Neighborhood
Democratic
Councils (NDC).

Principles and values: health as a
fundamental right, co-responsibility of
the government and of citizens, equity,
priority for health promotion, fast
provision of effective and efficacious
services, and with transparency.

Regional Health Authorities Act of 2005:
establishes the Health Regions and the
Regional Health Authorities with their
competences, duties and responsibilities.

Law of the Ministry of Health of 2005:
establishes the powers of the MoH, the
functions of the Minister, the Permanent
Secretary and the Medical Director,
and defines standards for subsidies and
financial agreements.

Health System - Public sector: healthcare
in Guyana is mainly financed by the
government (Package of Publicly
Guaranteed Health Services) through the
Ministry of Health in collaboration with
the ten Regional Democratic Councils
(RDC), the Regional Health Authorities
and 6 state-owned organizations.

National Constitution in Force: 1980,
Constitution of The Co-Operative
Republic of Guyana

Cooperative
Republic of
Guyana

The private sector has expanded rapidly
and the private institutions provide
approximately half of the total healthcare
services of the country.

The health system in Guyana is
decentralized and the responsibility to
finance, direct and provide healthcare
services falls on the Ministry of Local
Government (MOLG) and Regional
Development. The system is divided
into 10 health regions that provide
primary, secondary and tertiary care
in 375 facilities distributed in five
healthcare levels. The private sector
provides some primary healthcare
services and other specialized services
through direct payment. The Ministry
works jointly with these institutions to
provide services that are not available
in the package of publicly guaranteed
services such as heart surgery, dialysis or
chemotherapy.

Organization of the health system

Constitutional and legal framework of
health

Country
Bolivia

The National Surveillance System is
decentralized and its internal reports
cover the local and regional levels,
besides the national vertical programs.

The Standards and Technical Services
Department of the Ministry of Health is
responsible for developing healthcare
standards, together with the Bureau of
Weights and Measures and the Pharmacy
and Poisons Board.

Health Surveillance
The National Surveillance System (NSS)
was created in 1934, from the Public
Health Ordinance of the British Guiana
that was reviewed in 1970 and 1980 to
monitor and report on new threats.

The Ministry of Health provides
services directly through a Package of
Publicly Guaranteed Health Services, in
collaboration with the ten departments,
the regional health authorities and the
Georgetown Public Hospital Corporation.

The main functions of the Ministry
of Health are to regulate the health
system, oversee the situations related
to health, develop strategies, plans and
programs oriented towards solving all the
problems related to health and providing
healthcare services.

It must submit and oversee, as needed, the
medical care provision in all the national
territory, set up plans and policies, oversee
quality and assess results.

The Ministry of Health (MoH) is the
national authority and healthcare service
provider.

Functions of the Ministry of Health and
Sports

The National Health Plan
for the period 2013-2020
includes the plans to fight
against communicable
diseases (including HIV/
AIDS, sexually transmitted
diseases, tuberculosis,
malaria, neglected diseases
and zoonosis, etc.), as
well as noncommunicable
diseases, such as heart
diseases, hypertension,
diabetes and related risk
factors, child and maternal
health, family health, food
and nutritional safety,
disabilities, including
physical disabilities, vision
and hearing problems,
dental and mental health.

The Ministry of Health
continues to develop
its central capacity
through personnel
training, innovative use of
technology and the support
of the decentralization
of knowledge, skills and
necessary and critical
products in order to
achieve a better health
for all.

Access to quality health
services, provided as
close as possible to their
residences and offered
by qualified health
professionals that provide
adequate healthcare
services culturally accepted
and focused on the people.

Current policy priorities

Chart 2 – Health system in Guyana: Summary; constitutional framework, structure and priorities of the current policy
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The National Insurance Scheme (NIS), which grants
pensions to formal workers, reimburses patients for
health related expenses in private facilities. The National
Insurance Scheme contributes less to the public sector
funding.
The public funding through foreign aid, mainly in form
of subsidies, represents an important source of funding,
especially for the renovation of infrastructure and the
development of the industrial capacity within the sector.
In 2009, revenues from foreign aid corresponded to 48%
of the expenditure on health.

12% of the expenditure on health is out-of-pocket. There
are co-payments in public services. The recuperation of
costs through fees paid by the user generates insignificant
funds for the sector and represents a small portion of the
general funds.

Main topics of research: infectious diseases, child
and maternal health, noncommunicable diseases and
disabilities.

in

Sources: revenues from general taxes and contributions
to social security make up most of health financing.

Health Systems

Access to most of the tertiary care services is private or
must be sought abroad, and is covered out of the pocket
or through private insurance arrangements provided by
some employers.

The principle that governs the policies of research in
health is reflected in the national health strategies and
includes the following: quality, equity, focused on people,
profitability and ethics.

The Ministry of Health developed an agenda of policies
for the area of research in health through the Law of the
Ministry of Health of 2005.

Public expenditure on health (2007): 5.3% of the GDP
accounting for 73% of the public expenditure.

Healthcare in Guyana is mainly provided by a health
program funded by the Government, the Package of
Publicly Guaranteed Health Services, through the Ministry
of Health in cooperation with the Regional Democratic
Councils (RDC).
Private expenditure on health (2010): 2.0% of the GDP
accounting for 27% of the private expenditure (PAHO,
2011)

Research and innovation in health

Funding: Sources and composition of health expenditure

Social Protection in Health

Chart 3 – Health system in Guyana: summary; social protection, funding, research and innovation in health
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Ministry of Public Health and Social Welfare

IX. Health System in Paraguay

The Republic of Paraguay is a social, unitary, indivisible and decentralized state.

As its form of government, it has adopted the system of representative, participative
and pluralistic democracy, founded on the respect for human dignity.

From the political-administrative point of view its territory of 406,752 kilometers
is divided into 17 departments, and its capital city is Asunción. Departments,
in turn, comprise territorial units called districts. It has a total population of
6,340,639 inhabitants, 34% of which are under the age of 15. Life expectancy at
birth stands at 72,1 years (women 74.2, and men 70.0). Indigenous peoples living in
Paraguay total 89,169 persons, grouped in 17 tribes speaking five different language
families. Fifty per cent of the population is Guarani-Spanish bilingual and, of the
other half, 46% speaks only Guarani and 4% only Spanish.

2

Figure 1 – Map of the Departments of the Republic of Paraguay

Source: General Department of Planning and Assessment-MSPBS
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Table 1 – Demographic and health indicators, Paraguay, 2008-2009
Demographic

2008

2009

Source

Indicators
Population

6,230,143

6,340,639

DGEEC

Share of urban population

57.7

58.1

DGEEC

Share of population under the age of 15

34.5

34.0

DGEEC

Share of population who are 60 or older

7.3

7.4

DGEEC

Fertility rate

3.1

3.0

DGEEC

Life expectancy at birth

DGEEC

• Total

71.9

72.1

DGEEC

• Men

69.8

70.0

DGEEC

• Women

74.0

74.2

DGEEC

Literacy rate (population older than
15 and more)

94.7

94.3

DGEEC

• Estimated

31.7

31.1

• Registered

16.9

15.4

SSIEV - Directorate of Biostatistics –
DIGIES. MSPBS

20.1

18.7

SSIEV - Directorate of Biostatistics –
DIGIES. MSPBS

117.4

125.3

SSIEV - Directorate of Biostatistics –
DIGIES. MSPBS

53.9

40.9

Mortality
Child mortality rate per 1,000 live births
DGEEC

Mortality rate of children under the age of 5
• Registered

Cause of maternal mortality rate per 100,000 live births
• Registered
Annual proportion of deaths of children
under 5 years of age due to infectious
intestinal diseases (ADD)

Vital Statistics Information
Subsystem (SSIEV). Directorate of
Biostatistics. DIGIES-MSPBS

Source: DGGEC, SSIEV, DIGIES, MSBPS

Social Rights And Health
Legal and Constitutional Framework – Principles and Values
The Constitution of the Republic of Paraguay adopted in 1992 addresses all
aspects of the right to health in several articles, such as 6, 7, 68, 69 and 70, which
contain the principles and values on which it is founded.
Thus, the right to health is explicitly enshrined in the Constitution of the
Republic of Paraguay in the following wording:
"The State shall protect and promote health as a fundamental right of people and in the
best interest of the community. Nobody will be deprived of public healthcare to prevent or
treat diseases, pests or plagues or of receiving aid in situations of catastrophes or accidents.
Every person is obliged to be subjected to the sanitary measures established by the law
provided they are imparted with respect to human dignity" (Art. 68).
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Another important article dealing with the determinants of health is the
one entitled "Quality of Life", which recognizes conditioning factors, such as
extreme poverty, and underscores the need to research into the factors affecting
population and their impact on social and economic development, environmental
preservation and quality of life of inhabitants (Article 6). Along the same line is
the article called "Right to a Healthy Environment" (Article 7). Article 69 defines to
the National Health System as the executor of integrated sanitary actions that
sets up, coordinates and complements programs and resources of both the public
and the private sectors. Finally, Article 70 of the Constitution states verbatim as
follows: "The law will establish social welfare programs by implementing strategies based on
health education and community participation."
The Ministry of Public Health was created in 1936 by the Organic Health Law,
enacted on June 15, 1936 through Statutory Decree 2001. This statute entrusts the
Ministry of Health with the organization of the Healthcare Service of Paraguay, the
purpose of which would be to promote general health and provide medical care to
the population throughout the country.
Several decades later, the Sanitary Code was passed (Law 836/80), vesting
health and well-social welfare powers upon the Ministry of Public Health and Social
Welfare. This Ministry is further responsible for the national health and welfare
policy, which is to conform to the country's economic and social development
goals, policies and strategies.
Law 1,032/96 established the aims and organization of the National Health
System, which should be conducive to the implementation of health prevention,
recovery and rehabilitation, through the supply of healthcare services by the public,
private or mixed, health insurance, and university sectors (Articles 3 and 4). It
creates health councils at national, regional and local levels, as well as mechanisms
conducive to ensuring coordination, consensus-building and interinstitutional
participation between the public and the private health sectors. In addition, it
confers the System authority to eradicate, prevent or reduce disease and death
risks by implemented health actions agreed upon among sector and extra-sector,
governmental and civil society institutions (Article 9).
The Child and Adolescence Code (Law 1680/01) states that,
"Children and adolescents are entitled to receive physical and mental healthcare,
medical care, and to have equal access to health promotion, protection, early diagnosis,
timely treatment and recovery services and actions" (Article 13).

It further prescribes that the customs and traditions of children and adolescents
belonging to an ethnic group must be respected, and that no child or adolescent
may be denied, or deprived of, emergency care for any reason whatsoever.
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The existing legal and institutional framework has national scope, and confers
the State the duties stewardship, regulation and provision of healthcare services, to
be fulfilled by the Ministry of Public Health and Social Welfare.
It is worth noting that the Paraguayan legal framework favors its inhabitants'
guaranteed exercise of the right to health, and delineates a far-reaching concept of
health-disease that recognizes conditioning factors relative to the quality of life and
its impacts on the country's social and economic development.
Social Participation

Social participation is enabled through Health Councils, organized on
three levels: national, regional and local. They constitute the participation and
coordination forum for health authorities, institutions, social organizations and
healthcare service users, as well as healthcare service providers. The bodies designed
to serve these purposes within Health Councils are the Steering Committee and
Executive Committees. The law establishes who is to chair each of those bodies.
The Steering Committee is headed, at the national level, by the Minister of Health,
by the Secretariat of Health at the regional level, and by the Directorate of Health
at the municipal level. The executive committees are to be chaired, at the national
level, by the Minister of Health, the Secretariat of Health at the regional level, and
the Health Center Director at the local level.
Although participation mechanisms and spaces are established for Health
Councils, greater democratization is required. For this to be possible, it is necessary
to foster the development of a participation-based practice from the most "micro"
local spaces. It is precisely in this direction that the Aty Community Assemblies
are being promoted as open participation spaces in the social territories under the
jurisdiction of Family Health Units and, in addition, as a key health democratization
and active participation strategy, in line with the new health policy in place since
August 2008.
The care network is inserted in the social territories sharing similar
geographical, social, economic and cultural characteristics. The leading role of
citizenship participation is a key piece in the social management of such territories,
which seeks to meet citizen's needs through the design of strategic plans and
political agendas, thus placing health (quality of life) as the focus around which
the different social sectors are to build their action.
As for mechanisms designed to "listen" to the population, the Social Cabinet
of the Republic's President's Office, has been organizing since 2009 several
Government Gatherings in the departments' capitals, attended by the President and
his/her Ministerial team, who preside over work groups held with the community.
Such gatherings are spaces where citizens voice their complaints and concerns, and
get the highest-ranking authorities to listen to them and to commit to them.
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Census data feedbacks and population characterization by each Family
Health Unit's team are viewed as exercises of accounts-rendering to the citizens
of the social territory assigned. Although this is a still incipient process, the
initiative has been well-received by communities. Another positive experience,
still at an initial stage, is the establishment of User Service Desks at reception
halls of health facilities, with a view to making sure that users are given kind and
timely care, by furnishing clear and relevant information to all citizens attending
those facilities, pursuant to the rights approach. In addition, the User Service
Desk receives and standardizes citizens' concerns, complaints and suggestions, so
that they can be addressed in improved institutional service plans. It is further
responsible for conducting from time to time user satisfaction surveys.
To learn about users' perceptions of the primary care experience, three
assessments were performed about Family Health Units in 2010-2011 (National
University of Asunción [2011], Ministry of Economy [2011], and Decidamos
[2011]). These assessments showed very positive perceptions for variables such
as "free-of-charge care and medicines"; "treatment received from the family
health team"; "medical instructions and treatment effects"; "hours of service";
"modalities of census, home visits", etc. On the other hand, however, timely
supply of medicines and sufficient equipment, are perceived by respondents as
areas needing improvement. Other surveys have placed the focus on assessing
the actions and efficiency of such units (Ministry of Finance, 2001-2011)

Structure And Organization Of The Health System
Health System Components
The Health System is made up of the public, private and mixed sectors. The
public sector consists of the central administration, featuring the Ministry of
Public Health and Social Welfare (MSPBS), as well as the Military, Police and
Navy Health Systems. For its part, the decentralized administration is made up
of the Social Insurance Institute (IPS), the National University of Asunción, the
Hospital de Clínicas teaching hospital and the Maternal and Child Care Center,
and the departmental and municipal governments. The private sector has nonprofit entities such as non-governmental organizations and cooperatives. Forprofit healthcare is delivered by home maintenance organizations and private
providers. Finally, the Paraguayan Red Cross is a mixed, non-profit organization,
co-financed by the ministry and a private foundation. Chart 1 summarizes the
above structures.
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Chart 1 – Health System, Paraguay
National Health System
Public

Private

Central Administration

Non-profit

Ministry of Health

NGOs

Military H.

Cooperatives

Police H.
Navy H.
Decentralized Administration

For-profit

Hospital de Clínicas-CMI

Health Maintenance Organizations

Social Insurance Institute

Private Providers

Departments
Municipalities

Other
Mixed
Paraguayan Red Cross

Source: General Department of Planning and Assessment-MSPBS

In the public sector, the Ministry of Public Health and Social Welfare
(MSPBS) and the Social Insurance Institute are the two most important healthcare
institutions as they account for 95% of the healthcare provided to the population
of Paraguay. Both boast health facilities offering varied complexity care, distributed
across the national territory, although primary care is only available at the Ministry
of Public Health and Social Welfare network. In 2010, according to the Continuous
Household Survey, 16.4% of the population was covered by the IPS while 7% was
covered by other types of insurance arrangements (private, military or labour). The
MSPBS should be covering 76% of the non-insured population (DGEEC, 2010).
The Ministry of Public Health and Social Welfare has a total 1,028 health
facilities, of which 354 provide hospitalization services. For its part, the Social
Insurance Institute features 78 facilities, 41 of which are equipped for hospitalization
(MSPBS, 2010). The two institutions combined total 6,156 available beds, which
represents a ratio of one bed per 1,000 inhabitants (Table 2).
As for the Military, Police and Navy Health Services, they have the Military Hospital,
the Police General Hospital, and the Outpatients Service, all of them located in the
country's capital. They are funded by fiscal financing and beneficiaries' co-payments.
The population covered by these schemes is small (1%). Departments (gobernaciones)
run outpatients services and social pharmacies in cities such as Encarnación, Ciudad
del Este and Coronel Oviedo. In turn, municipalities have a specialization clinic in
Asunción and one Municipal Children's Hospital in Encarnación.
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Table 2 – Health facilities and hospital indicators, Ministry of Public Health and
Social Welfare (MSPBS) and Social Insurance Institute (IPS), Paraguay, 2008-2009
Indicators

2008

2009

No. of facilities (MSPBS + IPS)

1,046

1,106

No. of facilities with hospital services (MSPBS + IPS)

393

395

No. of facilities (MSPBS + IPS)

968

1,028

No. of facilities with hospital services (MSPBS)

352

354

No. of facilities (IPS)

78

78

No. of facilities with hospitalization services (IPS)

41

41

6,114

6,156

Beds (MSPBS + IPS) per 1,000 inhabitants

1.0

1.0

No. of hospital discharges per 100 inhabitants/years (*)

1.88

1.96

Average hospital stay (in days)

3.6

3.4

No. of hospital beds (MSPBS + IPS)

Source: Hospital discharge records and census. IPS. Directorate of Biostatistics – DIGIES.
MSPBS * Only MSPBS subordinate institutions

The private for-profit sector delivers curative and rehabilitation services to 7% of
the country's population, its hospitals and private health facilities being concentrated
in the urban areas of Asunción, Central, and the main cities in the rest of the country.
In turn, cooperatives, most of which provide pre-paid services, have two hospitals in
the Chaco area and in the Department of San Pedro.
Despite having a legal framework that favors consensus-building and
coordination between the public and the private sectors, the Paraguayan Health
System has not managed to escape this segmentation. Hence, subsystems with
different funding, membership and provision modalities continue to coexist.
Fragmentation also occurs, as there is no coordination across the healthcare
services in place. Another salient aspect of the system is that health facilities
delivering high complexity care are mostly located in the country's capital and the
Central department.
As far as healthcare service organization is concerned, a pyramidal structure
has been implemented, so that health facilities within the purview of the Ministry
of Health and Social Welfare were classified into four levels of care and seven levels
of complexity. At the bottom were health posts, community clinics and health
centers and, moving up towards the top of the pyramid, were high complexity
hospitals (MSPBS, 1998). This structure did not manage to work in a coordinated
manner, the most remarkable deficiencies being persistent service segmentation,
fragmented healthcare, and vertical, centralized programs, as well as the fact the
first level of care was handled by assistant nurses with limited response capacity,
and non-filtered demand bottlenecks in hospitals.
To tackle this situation, since the advent of the coalition government, in 2008,
the National Health System has been implementing an important reorientation
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process, driven by the "Public Policy to Enhance Quality of Life and Health with
Equity", undertaken and led by the Ministry of Public Health and Social Welfare
as an initiative to secure the right to citizen health. Such policies are founded
on the right to health and quality of life as a fundamental human right that is
satisfied with the universalization of human rights (of social, economic, political
and cultural nature). They are further grounded on the principles of universality,
equity, integrality, interculturalism and social participation. From this perspective,
there is political will to facilitate universal access to quality healthcare, as well
as to impact on the determinants of health-disease, in coordination with other
development actors and sectors, with a view to overcoming health inequities and
building a decent quality of life for the country's inhabitants.
Today, the process aimed to move healthcare services away from a pyramid to
a network structure is fully under way: existing services from the previous model
health posts, community clinics, health centers and hospitals) will gradually and
progressively transition into the new proposal for an Integrated Healthcare Service
Network (RISS)
Primary Care, delivered through Family Health Units (USF) is designed to be
the point of entry to the health network. It is the duty of Family Health Units to
provide services to treat and overcome most health problems affecting the health
of the population in the social territory assigned (3,500 to 5,000 people), and
to secure continued care by referring patients to specialized care (Ambulatory
Specialty Centers), as well as emergency and hospital care (Basic Hospital,
Specialized Hospitals, etc.), depending on the complexity required. The medical
coordination, communication and transport system enables the effective linkage
and coordination of all network components.
The components of the Integrated Healthcare Service Network (RISS)
are as follows:
•

Primary care: Family Health Units (USF)

•

Specialized care: Ambulatory Specialty Centers

•

Hospital care: Basic, General and Specialized Hospitals

•	Ancillary

Services: Pharmaceutical Assistance,
Rehabilitation, and Diagnostic Support

•

Health

Surveillance,

Medical Coordination, Communications and Transport System.

For territorial organization purposes, for high complexity cases, these systems
are considered as a single functional unit with national scope. Health regions
coincide with the country's political subdivision into departments, which become
the regional geographic spaces of the network. In turn, health regions are divided
into health areas with a population ranging from 20,000 and 50,000 people,
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encompassing one or a set of municipalities. Finally, health areas comprise the
different social territories of Family Health Units.
Public Health and Individual Care

The Ministry of Public Health and Social Welfare is in charge of health
promotion, prevention and surveillance actions at the national level, in addition
to curative and rehabilitation care. Social security provides healthcare services
(curative, rehabilitation, accident subsidies, maternity, medicines) to the working
population who contribute to the insurance system, as well as retirement and
pension benefits to part of the insured individuals. Other public institutions such
as the National University of Asunción, through the Hospital de Clínicas and the
Maternal and Child Care Center, deliver nation-wide curative care. The Police,
Military and Navy Health Systems render curative care to their specific public.
Finally, health organizations in the private sector render curative and rehabilitation
care.
It is important to note that public policy actions are compliant with the
principles of universal and equitable access to health and to quality of life through
a promotional strategy designed to coordinate collective and cross-sectoral actions
and efforts to ensure and develop the autonomy of individuals and collectivities
throughout their life cycle, mobilizing resources so that individuals may enjoy a full
life, expressed as quality of life. The concept of health promotion has a far-reaching
scope, as it encompasses educational, preventive, curative and rehabilitationoriented actions. This agenda is based on social needs expressed as zero indifference
goals, and translates into projects designed to promote quality of life and health
equity by life cycle (children; adolescents and youth; adults, and senior citizens),
and autonomy development in different areas (sexual and reproductive health;
mental health; trauma and serious injuries; noncommunicable diseases and
infectious-parasitic diseases). The headway made in this respect has consisted in
the development of comprehensive care guidelines and protocols, by life cycle
stage, intended for family health teams, as one first step towards reaching the
programmatic integration of care services.
The promotion of a healthy physical and social, and protective environment is
materialized through healthy space initiatives. There are now 309 "healthy schools"
committed to this process, in 16 departments in the country. On the other hand,
an awareness raising campaign has been deployed among the inhabitants of the
departments of Itapúa, Central and Villa Hayes for the implementation of "healthy
municipalities."
The model of care envisaged in public policy, which views health as a
human right and a social product associated to the social determinants, implies
a care modality oriented towards meeting the quality of life and health needs of
inhabitants, rather than only viewing healthcare as the supply of existing services.
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From this perspective, its aim is to progressively reduce the equity gaps across the
existing social groups, adjusting and expanding the supply of services according
to social needs. It postulates family and community care to the respective social
territories, covering the different life cycle stages of individuals, as well as integrality
and continuous delivery of care, intersectoral reach and community participation.
Primary Care

From August 2008 to October 2011, 704 Family Health Units (USF) were
progressively installed in 234 districts (starting with the country's highest poverty
indicators) with a total assigned population of 2,467,500 individuals. USFs provide
primary care to a population ranging from 3,500 to 5,000 persons, located in a
social territory under their responsibility.
Graphic 1 – Family Health Units 2008-2011 and National Distribution by District,
Paraguay, 2011
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Source: Directorate-General of Primary Care-MSPBS

These Family Health Units are the gateway to the National Health System, and
a part of the Primary Care Strategy (PHC), which marks a paradigm change in the
care model as it is based on people's health needs and problems (be them simple
or complex); near their place of residence; with community involvement; during
the course of their life cycle and through a health team made up of different types
of practitioners.
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Primary care is the backbone of the National Health System, made up of
the Integrated Healthcare Service Network. The type of care delivered is health
promotion, disease prevention, family healthcare, house calls, etc. by family health
teams consisting of physicians, registered nurses, assistant nurses, dentists and
community health agents. The number of the latter two actors is still insufficient
due to existing budgetary constraints.
The implementation of USFs has enabled the addition of 2,423 health human
resources through merit and skill-based competitive application processes, as
pioneer experiences, within the very ministry and in the civil service in general, of
transparency and opportunities for access to the civil service by the most qualified
practitioners, under equal conditions. Of the total number of professionals, 630
are physicians, 703 are registered nurses or obstetricians, 686 are assistant nurses,
30 are dentists, 330 are community health agents, and 44 are indigenous peoples'
health promoters.
As they are a significant entry point to the National Health System, Family
Health Units (USF) help to reduce social exclusion by increasing coverage and
access to healthcare networks, particularly of those sectors of the population living
in poverty and extreme poverty. This way, the exercise of the right to health is
facilitated, especially for poor populations living in remote locations.
According to the indicators of efficiency of existing USFs, reported every six
months to the Ministry of Finance within the framework of management by results
implementation and follow-up, 657,244 persons were attended to between January
and June 2011. These figures account for 35% of the persons who sought care
from the Ministry of Public Health and Social Welfare. In addition, consultation
visits recorded during such period amounted to 1,259,236, representing 32% of
the total consultation visits performed by the Ministry.
Within the framework of the assessment of healthcare quality received,
a national monitoring and assessment system that will help gain insight into
and knowledge of the health system's performance is currently being defined.
Stimulus has also been given to the culture of assessing public policy and programs
implemented, as is the case of the above-discussed USFs.

UNIVERSALITY, INTEGRALITY AND EQUITY
From late 2008 to December 2009, the declaration of free healthcare has
represented a significant progress towards ensuring universality of healthcare, as
it has been extended to all healthcare benefits delivered by healthcare services
within the purview of the Ministry of Public Health and Social Welfare. Such
free-of-charge access is understood as the exemption from the payment of fees by
the population for accessing all medical and dentist care, medicines, biological

Health Systems in Paraguay

supplies, and other types of benefits, as well as ambulance services supplied by all
hospitals, health centers and posts, family health units and other agencies of the
Ministry of Public Health and Social Welfare service network.
This health policy measure has had an evident impact from two interrelated
aspects. On the one hand, an affirmative action has enabled the enjoyment of
the right to health. It has significantly reduced out-of-pocket spending by families
on healthcare and recovery and, hence, it is associated to the poverty reduction
strategy within the context of the government's social policy (WHO, 2006). In
monetary terms, the poorest quintile's out-of-pocket spending amounted to
115,140 guaranies in 2007, and fell to 92,520 guaranies in 2009, which represents
a decline of 19% in out-of-pocket spending (DGEEC, 2007, 2008, 2009).
In addition, access to public healthcare services was facilitated and enhanced,
as evidenced by the significant increase in medical and dental visits, as well as
in the number of persons attended to, among other indicators calculated by
the Directorate of Health Statistics of the Ministry of Public Health and Social
Welfare. The number of consultation visits rose by 63.4% between 2007 and 2010
(Graphic 2), and so did the number of persons attended to, as from 1,924,860 it
grew to 3,034,485 persons attended to.
Graphic 2 – Number of consultation visits in MSPBS healthcare services 2007-2010,
Paraguay
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Source: Directorate of Health Statistics-MSPBS

The impact of the adoption of the free healthcare policy was reflected in the
data gathered by the Directorate-General of Statistics, Surveys and Censuses,
through the Continuous Household Survey. According to this source, in 2007,
consultation visits by ill people from rural areas amounted to 353,005; 41% of
the poorest population quintile did not seek care when ill, while 20.6% of the
poorest quintile responded that they did not seek care because medical visits were
expensive. In 2009-2010, changes were as follows: 1) there were 651,978 visits from
diseased persons, i.e., rural population consultations rose by 84.7% in the last
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3 years; 2) the percentage of individuals who did not seek care fell from 41% to
38.4%, and 3) in that period, 13.9% of respondents said that the price of the visit
was the reason why they did not seek care. (Graphic 3).
Graphic 3 – Number of persons who received care from the MSPBS between 2007-2010
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Investment in specialized and high complexity care, through infrastructure
improvements, technology additions, training and qualified staff, particularly in
regional, specialized and national hospitals, has contributed to care universalization.
Thus, the relevant areas were strengthened such as cardiac surgery, child
neurosurgery, oncohematology, ophthalmology and orthopedic surgery, among
others.
As to specialty ambulatory facilities, improvements were introduced to some
healthcare centers in Asunción providing specialized care, particularly in relation
to chronic diseases such as the Cardiology Clinic (Health Center No. 10); Diabetes
Clinic (Health Center No. 9); Specialty Clinic and Day Center for Children with
Development Disorders (Health Care No. 3); Specialty clinic (Health Center
No. 8), and Capellanes Clinic in Chaco. In addition, the Ambulatory Chronic
Disease Specialty Clinic (Ypané) and the Dermatology Clinic (San Lorenzo) were
opened.
There was an increase in the number of intensive care beds as a result of the
addition of beds in healthcare facilities within the Ministry of Public Health and
Social Welfare (MSPBS), as well as contracts signed between the Ministry and
other services in the public subsector and the private sector.
As for healthcare services within the purview of the MSPBS, the number of
beds rose from 86 in 2008 to 237 in the first half of 2011. Of these, 27% were
for adults, 30% for children, and 43% were devoted to neonatal care. From 2008
to 2010 there were 12,900 admissions to MSPBS intensive care units. In the same
period, 1,745 persons were referred to the private sector.
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Access to organ transplantation was enhanced, particularly of kidney and cornea
transplants, via public-private and private-public partnerships (Table 3). Another
improvement worth mentioning has been the design of policies and programs
sponsored by the Ministry, targeted at excluded or marginalized populations, such
as indigenous peoples and persons suffering from mental health disorders.
In relation to indigenous peoples, the National Indigenous Peoples' Health
Policy was designed, while a higher-level agency was created to implement it. As for
mental health, significant progress has been made towards deinstitutionalization
with the creation of substitute homes and day centers for children with
developmental disorders, although their number is still insufficient to ensure
coverage of the affected population.
Access to specialized eye healthcare was ensured through the creation of
ambulatory and hospital offices and equipment of laser-assisted eye surgery and
treatment referral hospitals, to mention but a few improvements.
Table 3 – Transplants performed by type, Paraguay, 2008-2011
Type of transplant 2008-2011

Number performed

Cornea

114

Kidney

103

Heart

2

Liver

1

Bone marrow
Total

1
221

Source: National Organ Donation and Transplant Institute-MSPBS

With the implementation of the Equitable Quality of Life and Health Public
Policy, the free-of-charge public healthcare policy to secure access to healthcare
services, and the Primary Care strategy, significant and progressive improvement
has been achieved by ensuring access to health of historically excluded, overlooked
population sectors such as indigenous peoples and peasants located in geographically
inaccessible areas.
Through these initiatives, two of the main barriers preventing healthcare
access have been counteracted: economic and geographic barriers. Access to the
public system has been thus enabled for 1,000,000 more persons, a significant
reduction in number of inhabitants yet to be covered. In spite of the progress
made, some population sectors remain excluded, such as indigenous peoples and
the inhabitants of marginalized urban areas.
On the other hand, some service network-related aspects persist that complicate
the provision of comprehensive quality care. The system's greatest weakness lies in
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the lack of infrastructure, equipment, qualified human resources in the hospital
network, access to ancillary diagnostic studies, and transportation.
For the marginalized population, one of the main barriers to health, in addition
to the economic and geographic ones, is the cultural barrier, in view that the
intercultural and human rights approach has not been fully adopted by healthcare
workers in general and, above all, hospital care staff. Gender, intercultural and life
cycle coverage approaches are still at an initial implementation stage; a painstaking
awareness and training effort is still needed.
No national policy has been formulated yet in relation persons with mental
disabilities, although there are policies and institutional initiatives under way at
the Secretariat of Public Administration, the Directorate of Social Welfare of
the MSPBS, and the Ministry of Education and Culture, which administers the
National Exceptional Persons' Protection Institute, oriented towards securing
the effective inclusion of persons with disabilities and their rehabilitation. Little
headway has been made, however, towards ensuring differentiated access to
healthcare services within the social equity approach.

Funding In Health
Funding Sources
Health funding is provided by the Treasury, through budgetary allocations
to public agencies, by households who contribute to the social security system or
make out-of-pocket payments to the private sectors, by private employees of private
companies who contribute to the Social Insurance Institute (IPS) and pay policy
premiums to private organizations and, finally, foreign sources secured through
foreign cooperation exchanges and donations by multilateral or bilateral agencies
and foreign cooperation agencies.
Expenditure on Health
The share of public expenditure on health in the total national expenditure
has increased from 2005 to 2009 by an average 38.9%. In the same vein, public
expenditure on health as a percentage of the GDP grew progressively until
reaching, in 2009, 3.4% of the GDP, as opposed to the 2.5% share recorded in
2005, evidencing fiscal prioritization of public expenditure on health. In contrast,
as shown in Table 4, in the same five-year span, private health spending as a
percentage of the GDP, showed a declining trend, falling from 4.9% to 4.0%.
Such evolution is a clear indication of decreased out-of-pocket spending by families
since the declaration of free-of-charge coverage of all MSPBS healthcare services
since 2009.
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Table 4 – Economic health-related indicators, Paraguay, 2005-2009
Indicator

2005

2006

2007

2008

2009

Public expenditure on health/GDP (%)

2.5

2.7

2.7

3.5

3.4

Private expenditure on health/GDP (%)

4.9

4.7

4.4

4.2

4.0

Per capita public expenditure on health
(current guaranies)
Public expenditure on health /
Total national health expenditure/ (%)

192,494.9

234,309.9

272,169.0

403,950.0

33.5

36.3

37.9

45.5

444,669.9
45.9

Source: Department of Health Economics (DGPE-MSPBS)

The Social Economy Unit of the Ministry of Finance reports a progressive
growth in social spending by the Ministry of Public Health and Social Welfare by
practically 128% from 2007 to 2011, as shown in Table 5.
Table 5 – Evolution of Social Expenditure, Paraguay, 2011
Functions

2007

2008

2009

2010

2011 2011/2008
%

Health

1,039

1,044

1,615

1,847

2,377

127.6

614

612

1,241

1,168

1,767

188.8

Social security

1,268

1,375

1,481

1,520

2,318

68.6

Education and culture

2,426

2,866

3,280

3,560

4,615

61.1

Science, technology and dissemination

8

7

15

29

75

954.4

Labor relations

6

7

6

9

18

153.5

Promotion and social actions

Housing and community services
Total social spending

57

174

140

141

332

91.2

5,639

6,187

7,788

8,275

11,502

85.9

Source: Social Economy Unit-Ministry of Finance (MoH)

The Ministry of Public Health has significantly enhanced its budget execution
capacity, executing 85% of the budget appropriation in 2009, which represented
an improvement, even from the one verified in prior years. As of the end of 2010,
budget execution reached 92%.
Notwithstanding increased social spending in general, and health expenditure
in particular, significant efforts are needed for these indicators to improve,
according to the commitment to secure health coverage of the entire population.
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Macromanagement
Stewardship, Formulation of Health Policies and Plans
The national steering and leadership role in defining and making health
policies, plans, programs and projects, is played by the Ministry of Public Health
and Social Welfare, pursuant to the existing legal framework comprising, the
National Constitution, and, among other statutes, the law creating the Ministry of
Public Health, the Health Code, and the National Health System Law.
The main mechanism in place for the coordination of social public policy is
the Public Policy for Social Development 2010-2020 initiative, called "Paraguay for
Everyone" through the Ministers' Council and the Technical Unit of the Social
Cabinet. This initiative also serves as a road map that helps to orient and lead
governmental action in the economic and social field towards securing social
development of individuals as subjects of rights.
Under the coordination of the Social Cabinet of the President's Office,
efforts are being directed towards ensuring the effective coordination, integration
and complementarity of social policies in general, and at the territorial level in
particular, through work groups made up of representatives of several ministries
and governmental offices.
Insurance and Service Regulation
The duties and powers of the Health Superintendence, a body acting under
the aegis of the National Health Council (Law 1,032/96), have been defined by
Law 2,319/06 to include the registration, categorization, accreditation and auditing
of public, private and mixed healthcare services, with a special focus being placed
on health maintenance organizations. Though vested with technical management
autonomy, it is administratively and financially subordinated to the Ministry of
Public Health and Social Welfare.

Health Surveillance
Implementation of the International Health Regulations (IHR) 2005
The implementation of the International Health Regulations (IHR) 2005 began
in June 2007. An assessment of core capacities was performed in November 2008
at the national and subnational levels. In 2009 an identical task was conducted
in relation to the country's points of entry. In July 2011 a second assessment was
carried out, and the resulting report was prepared in compliance with format
established by the World Health Organization, and forwarded to the Regional
Office of the Pan American Health Organization (PAHO) in Washington.
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A National Core Capacities Strengthening Plan 2008-2012 has been developed,
and recently updated after a second assessment was completed. According to the
graphic below, the assessment conducted in 2011 in relation the implementation of
the IHR-recommended core capacities evidences that the actions undertaken within
the legal administrative framework have accomplished a progress of 63.8% so far. As
to the detection, assessment and reporting core capacities, a progress of 85.2% has
been achieved so far, while in the area of research, intervention and communication
capacities, there has been a 77.5% progress.
Graphic 4 – Implementation of core capacities established in the International Health
Regulations 2005. Paraguay, 2008-2011
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Source: Directorate-General of Health Surveillance-MSPBS, Action Plan 2011-2014.

The laboratory diagnostic network designed to secure surveillance is currently
at its development and strengthening stage. It currently features strategically located
subnational nodes in five border departments, private laboratories conducting
specific surveillance (dengue, influenza, rotavirus), and cooperation ventures with
supranational referral laboratories located in Brazil (Fiocruz, Evandro Chagas,
Adolfo Lutz), Argentina (Malbrán, Pergamino) and the United States (CDC).
Epidemiological Surveillance
As to epidemiological surveillance, which includes the alert and response systems,
there is an epidemiological surveillance network that complements healthcare services
in place to ensure surveillance of mandatory notifiable diseases, sentinel surveillance,
universal surveillance and community surveillance. In compliance with the IHR 2005
recommendations, a National Liaison Center was created to monitor public health
events of national and international importance. This National Liaison Center operates
as a network integrating the efforts of 18 regional epidemiological units. The Center
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manages the alert and response system at the national, subnational and international
levels. It is a member of the WHO/PAHO-IHR Alert and Response Network. On the
other hand, actions are under way to develop the district epidemiological units and the
hospital epidemiological units.
For the surveillance of international points of entry (border crossings, ports
and airports), there is a list of designated entry points where the IHR-required
core capacities must be implemented (two airports, one port and three land border
crossings), as well as a strengthening plan 2011-2014.
Within the framework of the actions undertaken to secure vigilance of health
risks associated with chronic noncommunicable diseases, tobacco, excessive
alcohol consumption, sedentariness and unhealthy foods, in 2011 the country
conducted the first survey about chronic degenerative diseases that included
indigenous peoples. In addition, there are violence and accident observatories,
which are members of the PAHO's CARMEN Network.
Sanitary Surveillance
The Directorate of Sanitary Surveillance was established by Law 1,119/97 to
regulate the manufacture, quality control, marketing and rational use of medicines,
phytopharmaceutical products, household cleaning products and cosmetic
products. Since 2010 its regulatory scope has been expanded, it has also been
entrusted with the regulation of tobacco and health products It has 16 Regional
Offices located at the respective Health Regions.
Specific standards regulating health-related advertising are contained in
Law 1,119/97, which vests upon the highest health authority the power to define
criteria relative to the promotion and advertising of pharmaceutical products. On the
other hand, sanitary surveillance laboratory support is organized through technical
cooperation agreements made with institutes and laboratories such as the National
Technology and Standards Institute, Pharmacontrol Laboratory, the Quality Control
Laboratory of the School of Chemistry of the National University of Asunción, and
the Multidisciplinary Center of Technological Research.
Environmental Surveillance in Health
In charge of environmental sanitary surveillance is the Directorate-General
of Environmental Health, which mainly conducts water quality control, and
coordinates actions with the Environmental Secretariat in cases of intoxication
with agrotoxic products. It also participates in the integrated dengue prevention
and control strategy, coordinating actions at the municipal level to improve solid
waste (mainly vehicle tires) collection.
As for the natural disaster mitigation system, the National Liaison Center has
incorporated the use of predictive weather variables, working in cooperation with
intra and intersectoral response agencies.
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HEALTH WORKFORCE
Gap between the System Demands and Personnel Supply
In the last review conducted about challenges and goals, although certain
database updates are still pending, the ratio of physician per one thousand
inhabitants is 1.3. The rate of ill persons stands at 0.86‰. For dentists, the rate is
0.73‰ and for technicians, 0.25‰ (Chart 2).
Chart 2 – Health workforce, Paraguay
Health practitioners

Number

Physicians

9,070

Nurses

5,640

Dentists

4,767

Technicians

1.717

Country ratio per 1,000 inhabitants
1.30‰
0.86‰
0.73‰
0.25‰

Source: Strategic Human Resources Directorate General (MSPBS)

An analysis of these figures evidences that, in relation physician supply, we
are compliant with the recommended standards, and the deficit in registered
nurses may be temporarily covered by nurse technicians, who are trained under
the supervision of the MSPBS through the National Health Institute. Until the
beginning of this administration, the distribution of the health workforce was
inadequate, particularly as regards physicians. Measures conducive to addressing
this inequity have been taken. However, a deficit persists in the total number of
physicians, particularly in some specializations.
According to data gathered by the ministry, more than 50% of health
practitioners are concentrated in Asunción and the Central department, although
since Family Health Units were established in remote and rural populations, efforts
have been made to relocate practitioners in the different departments. As far as
specialties are concerned, in some of them there are significant gaps, which require
joint intervention with universities and guilds to overcome this chronic deficit.
Worth mentioning among such interventions are anesthesia (the most critical one),
neurosurgery, neonatal intensive care and, to a lesser extent, pediatrics.
Changes and Innovation Strategies in Training and Continuous
Education
No significant changes have been achieved in efforts to reorient health workforce
training. The disease-oriented biological approach prevails in all educational
institutions. Through the National Strategic Human Resources DirectorateGeneral, contacts have been established and university peer training seminars have
been conducted. Yet, a greater impact action is required to attain this cultural

563

564

Health Systems in South America

shift in older universities, as all the other ones follow in their footsteps. Graduate
education has been stimulated, however, through family medicine residences, the
National Health Courses has delivered virtual training devoted to physicians in
Family Health Units.
The National Strategic Human Resources Directorate-General, created
in 2009 by the present administration, seeks, among other purposes, to establish
ties with educational institutions and harmonize the ministry's interests (in its
capacity as employer) with those of educational institutions. Generally speaking,
there are no continuous health workforce education programs in place. There are
sporadic training actions, with the exception of the area of nursing and obstetrics
which, since the creation of the National Institute for Continuous Education of
Nurses and Obstetricians, has had a program in place developed, with Japanese
cooperation, which constitutes a very good initiative.
Innovative educational experiences include the training of health IT and
biomedical repair technician training, courses to upgrade from assistant nurse to
nursing technician, and the creation of an institution designed to train specialized
indigenous peoples' nurses in Chaco.
Management Model for the Healthcare Workforce – Type of
Contracts and Hiring Modalities
The senior management of the Health Ministry has been encouraging
employment with only one institution as an alternative to the model that allows
physicians to have contracts with several institutions. This proposal is based on the
consolidation of such contracts, with full time engagement in only one service with
a view to attaining enhanced commitment to that healthcare service, optimal use
of time and improved coverage. This program is intended for practitioners in the
four core specializations, and anesthesiologists. On the other hand, Family Health
Units, well-established in one social territory and made up of one physician, one
registered nurse, one assistant nurse and three health community agents, all of
them under full-time employment contracts.
More than 6,000 non-registered civil servants have been formalized through
an abbreviated competitive application process, and through the permanent
appointment of staff with six and twelve year-old annually renewable contracts.
Those appointments were based on workers' seniority, preventing at all times
undue political influencing, even when the political affiliation of most workers
appointed was not aligned with the incumbent administration's orientation.
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Authorities are investing in computerizing human resources data bases to
prune the payroll and ensure a more efficient control of staff, in addition to
providing information and evidence for better decision-making.
One hiring modality is appointment by decree, under which employment is
permanent after six months of work, thus securing job stability. This modality
comprises pension contributions and other benefits such as maternity, family
allowance, etc. Temporary contracts are another form of work relationship, with
annual duration and renewal. They include previously uncovered benefits, such
as salary bonuses or special awards, but do not allow for pension contributions or
seniority accrual. The recently introduced payment-by-results modality is still little
used.
Regulation of Training and Professions
A Congressional bill jointly prepared by the Ministry of Health, professional
guilds, and the PAHO/WHO has already been approved by one of the House of
Deputies' committees (Justice and Labour). In cooperation with the Secretariat
of Public Administration, another bill is being drafted, and might be enacted by
decree until it is discussed and eventually passed by Congress.
Under the National Constitution, universities are autonomous, and there is a
debate underway about whether higher education institutions are also vested with
such autonomy, as this is not explicitly provided for in the Constitution. Under
the General University Law, university diplomas enable their holders to practice
their profession only once they are registered with the Ministry of Education. For
its part, the Health Code establishes that all health-related university diplomas
must be recorded with the Ministry of Public Health and Social Welfare. None
of these institutions has any jurisdiction over the constitutional postulate of
autonomy, hence we are in the presence of a loss of stewardship power of health
and education authorities vis-à-vis the almightiness of autonomy.
There are parameters established by the National Higher Education Evaluation
and Accreditation Agency, in charge of the accreditation process of educational
institutions. Such function is performed, however, once the institution has
graduates, which means that there is a window of 5 to 6 years where there is no
accreditation control.
As for the regulatory function, the action of the Ministry of Public Health is
peripheral and non-binding, consisting in raising awareness among institutions
under the aegis of the Ministry of Education so that they fulfill their stewardship role
and establish clear quality criteria. Besides, it obtains references from universities
and higher education institutions intending to have their students conduct their
practice at the Ministry's hospitals, in addition to requesting diagnostic assessments
and implementation of suggested improvements and, finally, establishing dialog
with professional guilds in specialty recognition processes (contract).
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Medical specialties and other health professions are regulated jointly with the
respective guilds. In the first case, with the Paraguayan Medical Circle, an umbrella
organization grouping all guilds.
The private university sector has grown enormously in the last ten years and,
in the last five, without any supervision by the respective institutions (University
Council). Private universities have thus acquired the privilege to venture into the
field of education through a law passed by the National Congress, and any negative
opinion rendered by the competent institution (University Council) are not
deemed binding. The State has lost control over the creation of universities, and
cannot enforce any minimum requirement at all. There is no regulatory function.
From the legal perspective, the main trainer of the health workforce is the
National Health Institute, as it was created by a national law to provide specialization
and master's degree courses in the area of health. Still, it has to reorient and
consolidate its efforts to cause training of human resources to conform to the
conceptual framework of public health policies. There are also courses delivered
by other private institutions, though limited and scarce.
Strategies for Technical Staff Training
As regards the strategies for technical workforce training, it must be said that
such staff is trained by Higher Education Technical Institutes, which act within
the purview of the National Health Institute (INS), and the Directorate of Higher
Education of the Ministry of Education, through a contract made to such an
effect. In particular, the INS is responsible for supervising the entire process of
student admission, evaluation and enrollment, until their graduation. There
are 12 technical, care-oriented technical programs. The institute has opened the
so-called "strategic" programs, designed to support the new policies in health:
medical records and health information, maintenance of biomedical equipment,
nursing assistant conversion to nurse technician. The curriculum of the technical
baccalaureate in health was reoriented towards community agent competencies,
with career opportunities in Family Health Units.

ACTION

ON SOCIAL

DETERMINANTS

OF

HEALTH

Consistency between Policies and Action on Social Determinants
The "Public Policy for Social Development 2010-2020, Paraguay for Everyone"
(Office of the President of the Republic, 2010) proposal is the main articulation
framework of the Government's Social Policy and a road map to guide and lead
the Government's action in the social and economic field in order to secure
social development with a human face. Anchored in a rights approach under
the principles of universality, governance, equity, diversity, social participation,
transparency, efficiency and efficacy, articulation, democracy and decentralization,
sustainability, gradualness and progressiveness, this policy is designed to work
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around four strategic hubs: quality of life for everyone, social inclusion to overcome
poverty and inequity, economic growth without exclusion, and institutional
strengthening and social investment efficiency.
Intersectoral Coordination Strategies
Under the coordination of the Social Cabinet of the President's Office,
efforts are being directed towards ensuring the effective coordination, articulation
and complementarity of social policies in general, and at the territorial level in
particular. The public policy articulation bodies are the Ministers' Council and the
Technical Unit of the Social Cabinet.
A major step in the process of implementation of this policy is the adoption
of a systemic model of management by results, with a territorial and participative
approach that will help to cope with problems and meet the needs in the people's
living space, recognizing the resources, potentialities and determinants affecting
people's quality of life.
This policy is geared towards de establishment of a social protection system
(Sãso Pyahu, in Guarani language), structured in a network-like management model
that is intended to articulate the responsibility of the different public sector actors,
in permanent dialog with the civil society, with a view to giving concrete solutions
to those sectors that are particularly fragile and excluded as a result of social and
economic inequity (populations living in extreme poverty, indigenous peoples,
homeless persons, etc.).
This management model postulates the articulation and complementarity of
sectoral policies and territorial actions as a complex institutional and social web
that is capable of identifying every family or person who is living in a state of
vulnerability to promote significant changes in their living conditions.
Experiences Developed
The comprehensive territorial approach and the promotional strategy of quality
of life and health equity, and programs articulated by life cycle stages, are the key
tools for the actions implemented on the social determinants of health, where
health is considered a social outcome, conditioned by the population's quality
of life. Hence, this sector, as an integral part of the Social Cabinet, reaches social
territories through Family Health Units, which operate in coordination with other
Government areas, and directs demands and needs to the competent institutions.
There is now a favorable initiative for the review of the "Public Policy for Social
Development 2010-2020, Paraguay for Everyone" by the different governmental
actors, to assess progress, difficulties and challenges, particularly its management
structure. This underscores the need to strengthen the territorial approach in a
coordinated, articulated manner between the sectors and actors involved. In
addition, there are intersectoral articulation experiences in social territories of rural
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areas and indigenous communities, led by the Social Cabinet from the perspective
of land reform. This working group, made up of representatives of several ministries
such as agriculture, health and education, among others, seeks to impact favorably
on social determinants with the participation of the respective populations, based
on the lessons derived from previous experiences, Most communities selected
have a Family Health Unit nearby serving its respective populations, whose family
health teams are committed to playing an active role in the proposal.
Scope of the Millennium Development Goals
Paraguay pledged to strive to attain the 2015 Millennium Development Goals
(MDG). The country has experienced progressive improvement in key indicators
in recent years and, although in most cases it will not meet the targets set, it is
imperative to safeguard what has been accomplished so far, and keep improving
those targets that are stagnant or underdeveloped (MSPBS, 2011).
MDG 1 – Nutrition of Children under 5 Years-old and Pregnant Women

Hunger is measured through two indicators, the "percentage of children
under the age of 5 suffering from global malnutrition ," and the percentage of
malnourished pregnant women recorded."
As shown in Graphic 5, global malnutrition of children under 5 yearsold increased from 1990 to 1998, after which it has begun to decrease. Despite
this declining trend in the last 7 years, in 2005 the index stood even above the
1990 levels, the highest peak having been reached in 1998 (5.1%). In 1990, global
malnutrition affected 3.7% of children under the age of 5, while in 2005 this
percentage rose to 4.2%. In terms of area of residence, the urban sector shows
lower malnutrition rates and, during the period of analysis, there were no positive
changes. Contrarily, the rural area experienced a steady increase, climbing from
4.3% in 1995 to 5.7% in 2005.
1
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Graphic 5 – Evolution of prevalence of global malnutrition in children under 5 years-old,
Paraguay, 1990-2004/5
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In relation to differences by gender, the index shows that malnutrition in
male children has grown at a faster pace, rising from 3.3% to 5.2%, while female
children's malnutrition fell from 4.1% to 3.1%. When the analysis is performed
by poverty condition, differences are very significant. Global malnutrition affected
6.4% of children under 5 years-old living in poverty, and 2.1% of the non-poor.
Global malnutrition in children under the age of 5 acquires importance due to
its impact on health and educational performance in the short term, while in the
long term, it bears on work and social-emotional capabilities. According to a study
by ECLAC/WFP/Unicef, direct and indirect health, education and productivity
costs in Paraguay accounted for 2% of the GDP in 2005 . The costs of intervention
to eradicate malnutrition are far much lower than the costs of not eradicating it.
The Food and Nutrition Surveillance System (SISVAN) has been implemented
by the Ministry of Public Health since 2000, in a gradual manner, amplified to
all the country's departments. The SISVAN includes children under 5 years-old,
pregnant women and children of school age and adolescents. Data forwarding from
health regions, however, is still irregular; therefore, the system requires sustained
improvement.
The percentage of malnourished pregnant women increased from 28% to
34.5% between 2000 and 2003. Since the latter year, it began a declining trend
until standing at 30.0% in 2009. At the inception of the system of nutritional
surveillance of pregnant women (2000), data were obtained from seven regional
hospitals, selected on the basis of their maternal and child mortality rates. By 2002
five health regions had been added, and today data gathering is conducted in the
country's 18 health regions, although the number of samples is highly variable.
The indices with which the nutritional status is measured are gestational weight/
height/age, using the Rosso and Mardones curve pattern (Ministry of Health of
Chile, 1986).
2
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Looking at the behavior of children and pregnant women's malnutrition
indicators, it can be anticipated that meeting such targets will be difficult.
Notwithstanding the above, taking into account that since 2009 there has been a
significant increase in conditional cash transfer programs, which today reach 50%
of the population living in extreme poverty (in the next years coverage is expected
to attain 100%), in addition to considerable growth in social investment and an
economic rebound, by 2015 Paraguay can be expected to significantly reverse
poverty and malnutrition rates.
MDG 4 – Child Health

It is worth noting that indices of child mortality, and mortality of children
under the age of 5 become privileged indicators of the living conditions of a given
population and healthcare service quality, as they prove extremely vulnerable to
deterioration in the concrete living conditions of a country or region. For this
reason, its follow-up is important to measure the impact of actions on health and
quality of life.
The child mortality rate went from 30 per one 1,000 live births in 1990 to
15 per 1,000 live births in 2009 (MSPBS-SSIEV, 2009). According to MSPBS data,
the reduction in child mortality was more significant in the urban sector (18 in
1996 to 14 in 2009, per 1,000 live births) as well as in male children (24 to 16 per
1,000 live births), as opposed to the decline from 18 to 14 per 1,000 live births in
female children in the same period. It should be borne in mind that the estimated
child mortality rate was twice as much: 31 per 1,000 live births in 2009 (Table 1).
Graphic 6 – Child mortality rate recorded, Paraguay, 1990-2009
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While child mortality rate has also shown progressive improvement during
the years, the 2015 target to cut it to two thirds from its 1990 value might not be
reached due to the decline pace. According to an assessment by Unicef and Eclac
conducted in 2007, the country is classified as lagging behind in the achievement
of this goal, since by that year child mortality had not been reduced to 45% of the
1990 value (Eclac, Unicef, 2007).
An analysis of the causes of death of male and female children under the age
of one in 2009 shows a high prevalence of conditions in the neonatal period,
as there are birth injuries (34%), followed by congenital malformations (19%);
neonatal infections and septicemia (10%) and, finally, prematurity (6%). On the
other hand, diarrhea explains 3% of deaths, while nutritional diseases and anemia
are responsible for 2% of deaths, among the most significant causes of death. It
is therefore necessary to enhance availability of, and access to, better care during
delivery and the neonatal period. On the other hand, reducing mortality due to
communicable causes involves more challenging efforts; for instance, ensuring
access to services such as education, basic sanitation, nutrition, all of which is
synonymous with improved living conditions.
Graphic 7 – Mortality rate in children under the age of 5, Paraguay, 2009
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Graphic 7 shows that between 1990 and 2009 (MSPBS-SSIEV, 2009) the
mortality rate of children under the age of 5 fell from 40 to 18 deaths per 1,000 live
births. According to data obtained from the Vital Statistics Information Subsystem,
this reduction was mainly observed in the urban sector, where the number of deaths
fell from 27 per 1,000 live births in 1996 to 17 per 1,000 live births in 2009, and was
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more accentuated in male children during the same period: from 30 to 20 deaths
per 1,000 live births.
The mortality rate of children under 5 years-old recorded by the MSPBS,
maintains a declining trend, although the pace of this reduction is not fast enough
to meet the target set for 2015. Although vital statistics coverage has improved, there
is still persistent under-registration: 29% for deaths and 33% for live births in 2009,
further jeopardizing the timely attainment of the goal.
As for the causes of death in this age group, while, as already mentioned,
neonatal period-related causes still weigh heavily, an increased impact of pneumonias
and influenza, diarrheas and extreme causes (home accidents), nutritional diseases
and anemia is already noticeable, all of which configure a profile of preventable or
evitable causes.
The actions undertaken by the Directorate of Comprehensive Child and
Adolescent Health to contribute to the attainment of this goal are as follows:
• Design of the National Plan for Enhanced Quality of Life and Health Equity
for children and adolescents 2010-2013, an upgrade from the National Neonatal
Health Strategy.
• Framework Agreement on Interinstitutional Cooperation among several
ministries, establishment of an intersectoral, multidisciplinary team, and design
of a child and adolescent maltreatment prevention and comprehensive care
program.
• Identification of indigenous peoples' food and nutrition strategies, in addition
to participation in the interinstitutional group coordinated by the Directorate
of Comprehensive Child and Adolescent Health to detect and articulate other
actions.
• Approaching healthcare service quality from a human rights, gender and violence
eradication perspective through the “Pehendu Ore Ñe’e” (“Hear Our Voices”) Project,
intended for professionals directly involved in child and adolescent healthcare.
• Implementation of a community strategy for Comprehensive Care for Diseases
Prevalent in Childhood (AIEPI) through Family Healthcare Units, with a view to
enhancing the quality of life and comprehensive health of children under 5 yearsold.
• Immunological coverage through the regular program and national immunization
campaigns of the Expanded Program on Immunizations (EPI).
• Nutritional recovery and prevention support program consisting in the
distribution of milk and other food to children under 5 years-old and pregnant
women with nutritional deficiency, by the National Food and Nutrition Institute
and healthcare services of the MSPBS.

Child mortality reduction challenges are related to the enhancement of
health coverage in the country's poorest regions; strengthening of the primary
care strategy in the integrated healthcare service network, and health promotion
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actions conducive to the favorable growth and development of children under
5 years-old. In addition, we can mention the control of preventable diseases;
improvement in the system of medical records and health information and its
update with consistent, reliable data; definition of health indicators relative to
indigenous children and design of plans and programs that take into account
the cultural aspects of indigenous communities, and training of health human
resources, among the most salient actions.
MDG 5 - Maternal Health

In 1990, the maternal mortality ratio (MMR) in Paraguay stood at
150.1 maternal deaths per 100,000 live births, while in 2009 the MMR was 125.3
per 100,000 live births.

Ratio per
100,000 live births

Graphic 8 – Child mortality ratio, Paraguay, 2000-2010
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During the 20-year data reporting period, there are significant fluctuations,
marked by the processes of maternal mortality surveillance reinforcement
since 2000 and the improved quality of vital statistics recording as from 2004.
Whereas the general trend is towards reduction, serious inequities persist.
Thus, in 2008 the total MMR was 117.4, with urban MMR standing at 65.5 and
the rural MMR, at 179.4. When one compares the different regions, the country's
capital has a MMR of 46.32, below the general MMR, while in Alto Paraguay
(a hard-to-reach region with a high percentage of indigenous population) MMR
stood at 606.06. This evidences that the improvement in social and economic
conditions and the timely treatment of complications in healthcare services are key
to reducing maternal mortality, as the latter is a reflection of social determinants
and adequate response of the health system in terms of timeliness and quality. The
worsening of the MMR in 2009 with respect to 2008 is related to the increase in
respiratory infections, including the cases due to AH1N1 influenza.
According to the Evaluation of the National Sexual and Reproductive Health
Plan, 2003-2008, the main causes of mortality between 2003 and 2006 were
abortion, other complications in pregnancy, delivery and postpartum period,
hemorrhage, toxemia and, finally, sepsis. Causes showing a declining trend along

573

574

Health Systems

in

South America

the years were sepsis and other complications in pregnancy, delivery and postpartum
period (MSPBS, 2008). In 2009, the leading cause of death was pregnancy-induced
hypertension-toxemia (19.5%), followed by abortion (18%), hemorrhage (16.4%),
sepsis (6.3%) and other complications of pregnancy, delivery and postpartum
period (39.8%) (DGPS-MSPSB, 2009).
For this goal to be attainable by 2015, the decline should continue until a MMR
of 37.5 per 100,000 live births is reached. The progress made so far towards ensuring
reduction is insufficient to reach the target, although the potential for reduction
is high in Paraguay, as well as in other Latin American countries. Therefore, it is
possible to strengthen this trend through the resolute adoption of measures such
as a) improved quality of care during pregnancy, delivery and postpartum period;
b) development and implementation of the Integrated Health Service Network; c)
decrease in unsafe abortions; d) decreased severe maternal mortality; e) integration
of sexual and reproductive health and HIV/AIDS programs; f) universal access to
sexual and reproductive healthcare services; g) enhanced information systems; h)
elimination of congenital syphilis.
MDG 6 - Combatting HIV/AIDS, Malaria and Other Diseases
Tuberculosis Situation

Tuberculosis (TB) remains a serious public health problem in our country.
In 2010, there were 2,172 new TB cases identified, of which 10.3% occurred in
children under the age of 15. Paraguay has met the target to significantly reduce
TB incidence as compared to 1990. Graphic 9 shows that the incidence of this
disease declined from 51.4/100,000 in 1990 to 33.7/100,000 in 2010. We have
failed, however, to meet the target of a 50% reduction in mortality by 2015, as
compared to 1990.

575

Health Systems in Paraguay

Graphic 9 – Tuberculosis incidence and mortality, Paraguay, 1990-2010
60

Rate per 100,000 inhabitants

50

52.7
51.4
43.3
43.3

40

39.4
38.3
35.2
35.1

36.1

30
23.5

21.5

20
10

41.8

38.4

19.3

21.5

18.6

35.2

37.8 38.8
38.1

36.1

15.5

18 17
18 16.4
17.4
16.2
15.6

38.4

21.9

20.8

35.8

35.6

33.7

34.6
24.2

20.9

21.6

23.3
20.4

20.9

4.7 4.1 3.9 3.7 4.4 3.4 3.8
3.5 3.3 3.4 3.9

3 2.4 2 4.1 3.5 4.2 4.4 3.3 3.5 4

10

09

20

08

20

07

20

06

20

05

20

04

20

03

20

02

TBPBk(+)

20

01

20

00

20

99

TB, all forms

20

98

19

97

19

96

19

95

19

94

19

93

19

19

91

92

19

19

19

90

0

Mortality

Source: National Tuberculosis Control Program-MSPBS

Since 2004, there has been an increased allocation of governmental funding
which, added to resources from the World Fund ($4,204,914 in the last 5 years)
have helped to carry out activities related to the "Stop Tuberculosis" strategy and,
ergo, the attainment of the Millennium Development Goals set for 2015. TB care
dedicated funds made it possible to:
• Increase the number of bacilloscopy diagnosis laboratories, from 34 in 2004 to
142 in 2010.
• Increase the number of services implementing the DOTS/TAES (Directly
Observed Treatment, Short Course) Strategy from 98 in 2004 to 1,039 in 2010,
of which 70 are Family Health Units.
• Train 6,365 health staff from the Ministry of Public Health in the DOTS/TAES
strategy.
• Provide TB training to 11,549 TB voluntary workers in the 18 health regions.
• Inform about TB prevention and control to 159,626 community members.
• Train 1,322 indigenous peoples' voluntary workers in TB prevention and control
community work, between July 2008 and June 2010.
• Train 981 health human resources from the Ministry of Public Health in the
DOTS/TAES strategy.
• Train 963 social security health workers (Social Insurance Institute, Military Health
and Police Health) in the Stop TB strategy.
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• Begin to implement TB/HIV co-infection surveillance.
• Initiate treatment of patients with MDR-TB (2007).
• Establish several strategic alliances conducive to target achievement, such as the
one entered into with the Mennonite Hospital Km 81, the VENCER Foundation,
the School of Medical Sciences of the National University of Itapúa, the Ministry
of the Interior, and the Social Insurance Institute (2009).
• Prepare communication material (print and radio) in Spanish and Guarani
languages.

Three years after the implementation of the "Stop TB" Strategy and specific
actions to address TB control in Paraguay, it has been possible to contribute
to the decline in the incidence rate. Notwithstanding the above, only an intra
and intersectorally coordinated effort will contribute to accomplishing the
2015 Millennium Development Goals to reduce the prevalence and mortality
rates. Such coordinated effort will lead to strengthened alliances with other sectors
and the adoption of poverty reduction strategies in the country in order to tackle
the issue of disease from the perspective of social determinants.
HIV/AIDS Status

Since the outbreak of the HIV epidemic in Paraguay until December 2010,
8,908 persons living with HIV/AIDS have been recorded through epidemiological
surveillance. There are 2,912 notified AIDS cases (32.7%), 5,072 cases of persons
infected with HIV with no AIDS-defining condition (56.9%), and 924 persons
at unknown clinical stage. Deaths amount to 1,238 cases, the total count being
10,146 reports.
Of the total reports by exposure category, 83% corresponded to sexual
transmission, 2% to perinatal infection, and 3% reported exposure to contaminated
blood and fluids. No exposure category has been identified in 13% of the reports.
Graphic 10 – HIV/AIDS transmission categories in Paraguay, 1985-2010
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Based on the epidemic classification proposed by the WHO and UNAIDS,
which defines characteristics according to the prevalence values detected in given
populations according to data available to-date, Paraguay presents a concentrated
epidemic state. Paraguayan official estimates, conducted with the support of the
WHO/UNAIDS Working Group on Global HIV/AIDS Surveillance and STI,
yield a figure of 13,000 HIV/AIDS-infected persons.
As for the prevalence of HIV in pregnant women aged 15 and above, it
stood at 0.34% according to a seroprevalence survey performed in 2006 (Source:
MSPBS- PRONASIDA). Prevalence studies conducted so far render it impossible
to determine HIV prevalence in the 15-24 age group.
Graphic 11 – Reported incidence of HIV/AIDS in persons aged 15-19 and 20-24,
Paraguay, 2000-2010
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HIV reported incidence in populations aged 15-19 and 20-24 presents
a bottom-up trend from 2000 to 2010. The increase was from 4.54 to 9.77
per 100,000 inhabitants in the 15-19 age group, and from 12.27 to 27.35 per
100,000 inhabitants in the 20-24 age group. The rise in new infections has two
related factors that bring additional elements to the assessment of this goal's
achievement progress: improved recording and notification system, and enhanced
population access to HIV diagnostic tests. Considering that during the 20052010 period there was an improvement in data consistency and robustness, we can
conclude that there was a 93% increase in the number of new persons diagnosed
with AIDS in 2010 relative to 2005.
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The launch of the program for the Prevention of Transmission of HIV from
Mother to Child and of syphilis to pregnant women since late 2005, as well as the
licensing of HIV Voluntary Testing Centers and Comprehensive Care Services
in other health regions in the country, have enhanced access to HIV and syphilis
testing.
According to available data for 2005, 18% of persons with advanced HIV
infection had access to antiretroviral medication. The denominator in this
indicator is the number of people living with HIV/AIDS estimated to require
antiretroviral medication, using a cut-off point of 200 CD4/ml of SPECTRUM,
an epidemiological software developed by UNAIDS (latest version). In 2009,
60% of people with advanced infection had access to drugs, a threefold increase
from 2005. In 2010, however, the cut-off point used to estimate the antiretroviral
treatment needs in persons with advanced infection was 350 CD4/ml; hence, the
indicator value cannot be compared against that of previous years.
Malaria Situation

Regarding malaria, it should be noted that since 1999, the National Malaria
Control Program of the National Malaria Eradication Service (SENEPA), of
the Ministry of Public Health and Social Welfare adjusted its strategy to the
integrated control approach, which includes entomological risks (stratification
according to risk determined by malaria incidence intensity at departmental and
district level, taking into consideration the annual parasite index, identification
of appropriate control measures depending on each local situation) and vector
control (entomological research and combined application of control measures),
which led to a significant reduction in the number of cases of malaria.
In 2005 a strategic plan was developed to eliminate malaria as a public health
problem This plan introduced the innovative proposal of engaging the healthcare
services of health regions in diagnosis and treatment, and local governments in the
design of the environmental regulatory framework, as until then these activities
had been within the exclusive sphere of SENEPA. The sustained surveillance
and control activities implemented since the year 2000 have resulted in a gradual
decline in the number of cases of malaria from 694 in 2004 to 27 cases in 2010.
This means a sustained, irreversible 96% reduction as compared to 2004.
In 2007, the radical seven-day treatment was implemented, which has
contributed to attaining a medication regime on a case-by-case basis, thus
diminishing the likelihood of medication abandonment. This initiative seeks to
prevent mortality and decrease morbidity and social and economic losses due to
the disease. During the years while this treatment was applied, 100% of positives
were ensured coverage. The number of districts with presence of malaria in 2009
was fourteen, decreasing to 6 in 2010. Seventy-five percent of malaria cases
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recorded in the country in the last five years remain concentrated in the rural area
of three center-east departments (Alto Paraná, Caaguazú and Canindeyú). In the
current year five cases were notified, of which only one is autochthonous while the
remaining ones were imported from the African continent.
The Millennium Development Goal is to reduce malaria by more than 50%
worldwide before 2015. In Paraguay, with a baseline of 9,946 cases in 1999, this is
one the few national goals to be right on target, with sustained results along time.
Graphic 12 – Endemic malaria corridor by epidemiological week, Paraguay, 2009-2010
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Strategic Supplies To Health
Strategies to Access Vaccines, Essential and High Cost Drugs
One of the initiatives created by the Directorate of Strategic Inputs to align
health needs with local operational capacity in terms of medicines was the
development and implementation of an Essential Drug List that is intended not
only to cover the greater prevalence diseases country-wide, with a view to securing
treatment, but also to prepare potential suppliers as to the type and quality of
drugs required, in order to encourage proper coverage by the Ministry of Public
Health and Social Welfare.
We boast a National Drug Policy, which provides for generic drugs, price
regulation, and the reliable supply system. At present, there are no regulations in
place about parallel imports or imports requiring compulsory licensing.
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The National Drug Policy clearly spells out access to essential drugs through
reliable supply systems, pharmaceutical market regulation, and rational use of
medicines.
National Production Capacities: Governmental and Private
The country has national production capacity to manufacture 70% of the
medicines included in the list. A portion of the drugs acquired by the Ministry,
however, are not produced at the local level, such as biotechnological products
(laboratory reagents and vaccines); hence the need to resort to imports to meet the
population's needs.
Evaluation, Introduction and Rational Use of New Technologies
Pricing of medicines is the duty of the National Directorate of Sanitary
Surveillance. As for medical devices, there is no pricing system, since prices are
determined by free market competition.
Since 2009, when an Essential Drug List was adopted, new medication
technology has been introduced through a national committee entrusted with the
analysis of prospective new additions to the List. For medical devices, a basic list
(similar to the drug list) is being prepared, including new technology inclusion
and exclusion mechanisms. One pending task is the development of cost/benefit
studies conducive to improved new technology decision-making.
Use of communication and information technology in system
management and healthcare
Strategies fit within Goal 2 of the Strategic Plan, relative to strengthening
of management capacity of the National Health Information System Program
(SINAIS), not only by its senior management but also all remaining levels:
• Advocating and negotiating with the authorities of the MSPBS and the
National Health Council to obtain approval of, and implement the proposal
for, the creation and operation of the SINAIS Strengthening Program and the
Interinstitutional Technical Team.
• Organization and operation of the SINAIS Program.
• Organization and operation of the SINAIS Interinstitutional Technical Team.
• Securing effective monitoring and evaluation, at regular intervals, of the plan and
performance of the SINAIS Program.
• Securing that the SINAIS Program is successfully geared towards the attainment
of the National Strategic Plan aims, with the active participation of National,
Regional and Local Health Councils and units at the central and regional levels,
and other healthcare services within the Program.
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Achievements in this field include the creation of the SINAIS strengthening
program, with National Budget allocations in February 2007, and the
establishment of the Directorate General of Strategic Health Information (DGIES),
entrusted with the implementation of the SINAIS Strengthening Program, in
December 2008. This directorate reports directly to the Cabinet of Ministers,
with a view to strengthening the stewardship role of the Ministry of Public Health
in the National Health System. Also worth mentioning are the development of
the Monitoring and Assessment Plan, with the support of the Global Fund to
Fight AIDS, Round 9, in 2010-2011; the definition of a Communication and
Information Technology through Ministerial Resolution dated November 2010
and, finally, the decision to adopt a free software policy in the MSPBS (Ministerial
Resolution 914, September 2011).
The strategies to use CIT to enhance healthcare quality underpin the attainment
of Goal 4 of the Strategic Plan 2007-2011, which proposes the enhancement of the
physical and technological infrastructure of the SINAIS at the national, regional
and local levels on a gradual basis, through:
• Deployment of the physical and technological infrastructure required to secure
optimal operation of the SINAIS.
• Implementation of the communication services required to secure optimal
operation of the SINAIS.
• Implementation of the SINAIS's IT master plan.
• Development of a SINAIS maintenance program.
• Provision of basic inputs to support the SINAIS Program information output
and management levels.

Actions in this field include the installation of a centralized MSPBS data
center; approval of the IT Master Plan of the MSPBS; provision of IT equipment to
hospitals, health centers and Family Health Units; expansion of Internet coverage
supervised by the DGIES to 72 healthcare facilities, with plans to reach 205;
establishment of an expandable 32-point Virtual Private Network. On the other
hand, the expansion of the fixed-line communication service in the Capital and
Central Health Regions, through an agreement with Corporación Paraguaya de
Comunicaciones, and a corporate cellular telephone service contract with VOX
carrier. Finally the deployment of data collection IT tools, as well as the printing
and distribution of forms required by the different programs.
Telehealth-related systems and subsystems:
• Vital Statistics IT System: operational at the national level
• Ambulatory Area System: available in healthcare services of 8 Health Regions, at
different use and service levels
• Hospital Mobilization System: implementation process is underway
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• Hospital Discharge System: available in all healthcare services of the MSPBS
• Automated Information and Inventory Control System of Paraguay:
implementation process is underway at the central, regional and district levels,
and healthcare service pharmacies.
• Health Practitioners' Control System: implementation process underway
• Human Resources System: implementation of the HR files module, including
data entry tasks by MSPBS staff, is underway
• EPI System: Final testing underway and pilot run at preparatory stage (in three
healthcare services)
• Perinatal System: Final testing underway and pilot run at preparatory stage in
three sites
• Welfare System
• Health Legislation: Health Legislation Portal, implementation process underway

Research And Innovation In Health
National Policies of Research in Health
Research in health is in need of further development and reinforcement.
Law 1,028/1997 provided for the creation of the National Science, Technology
and Innovation System, and the National Science and Technology Council
(CONACYT) as the national science, technology and innovation policy stewardship
body, in charge of organizing, coordinating and evaluating such system. It is a freestanding, non-departmental public body reporting to the President of the Republic,
of mixed composition, with ten regular and ten alternate members representing
the ministries of the Executive, industry guilds, state-run and private universities,
workers' unions, and the Scientific Society of Paraguay.
Research and innovation policies were organized around five priority hubs:
energy, water, environment, farming and related industries, and health. In this
context, the MSPBS established the National Health Research System, with
official representation from health research stakeholders, and led the making of
the National Health Research Policy, approved by Presidential Decree 5,531/2010.
The CONACYT funds health research projects, among other initiatives. For
its part, the National University of Asunción has a grant fund available to finance
research projects in its schools and research centers. The MSPBS failed to obtain
approval for a health research funding allocation from its cost budget.
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Organizations conducting research in health are the National University
of Asunción, the Institute for Research in Health Sciences, the Ministry of
Public Health and Social Welfare, and some private sector, non-governmental
organizations.
National Health Institute
The National Health Institute, established in 1994, acts within the purview
of the Ministry of Public Health and Social Welfare providing higher education
and training to human resources conducting research in health. It has delivered
graduate courses in areas such as public health, hospital administration,
epidemiology, bioethics, nutrition, primary care, systems and service management,
with the support of foreign universities and public health schools. At present,
this institute promotes research based on graduate studies thesis work by students
preparing to obtain their specialist or master's degree in public health. Yet, the
National Health Institute needs to significantly reorient its role to ensure that
health human resources are trained in conformance with the undertakings and
challenges contained in Public Policy for Enhanced Quality of Life and Health
Equity.
Relationship with Sites and Networks of Research in Health
There is interaction with Evidence Informed Policy Networks (EVIPNet
Americas), the Ibero-American Cochrane Centre, and the Ibero-American
Ministerial Network for Learning and Research in Health, among other institutions.
Gaps between Research and System Needs
Scientific and technological research has traditionally been challenged mainly
by lack of funding and infrastructure, as well as by deficient researcher training. In
addition, research management in healthcare systems and services is limited and
asymmetrical as compared to that in biomedical and clinical sciences.
Existing gaps and needs relate to the conduct of public health research from the
perspective of equity, universality, integrality and social determinants as proposed
by the new health paradigm brought about by the public health policy framework.
Proposed measures to narrow such gaps include the promotion of progressive
and sustainable funding; capacity building with emphasis placed on training of
regional and local human resources; and effective articulation and coordination
across health research areas and stakeholders.
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Cooperation In Health
Technical support needs comprise the creation of rights-based health reform
discussion spaces leading to the establishment of a unified health system, strong
community participation, citizen rights, and community empowerment with the
population of social territories. Other areas needing improvement are medical
coordination systems, gender and intercultural approaches in designing healthcare
service policy, programs and care; healthcare service humanization strategies; and
initiatives to address negotiations with universities to ensure curriculum change
based on the human-rights and social determinants approach.
As for technical support opportunities, there are deficiencies in the areas of
Sanitary Surveillance (medicines records, pharmacopoeias, oversight); Pediatric
Emergency Services (triage); primary healthcare (management and development
of persons); health surveillance (epidemiological surveillance, field epidemiology,
vector control, implementation of International Health Regulations and the
National Liaison Center), to mention but a few.

Territory divided
into 17 departments + Asunción
Federal District;
Departments
comprise territorial
units called "districts."

Population:
6,460,000 inhabitants

Social state
subject to the
rule of law,
unitary,indivisible
and decentralized,
with representative, participative and pluralist
democracy.

PARAGUAY

Country

2008-2009: care is declared free of charge (the
population is exempted from paying fees for
care)

2008; National Health System reorientation
process – Guiding principles: Universality,
equity, integrality, interculturalism and social
participation

Articles 6, 7, 68, 69 and 70 of the Constitution
refer to the right to health: "The State shall
protect and promote health as a fundamental
right of people and in the best interest of the
community. Nobody will be deprived of public
healthcare to prevent or treat diseases, pests
or plagues or of receiving aid in situations of catastrophes or accidents. Every person is obliged
to be subjected to the sanitary measures
established by the law provided they are imparted with respect to human dignity” (Art. 68).
Another constitutional article relative to "quality
of life" recognizes conditioning factors such
as extreme poverty, and prescribes that it is a
State duty to foster research about determinants such as population and their impact on
economic and social development, preservation
of the environment and the quality of life of
inhabitants (Art. 6), while the right to a healthy
environment is recognized (Art. 7). Article 69
defines the National Health System (SNS) as the
executor of integrated sanitary actions that sets
up, coordinates and complements programs and
resources of both the public and private sectors.

National Constitution in Force: 1992

Constitutional and legal health framework
Ministry of Public Health, established in: 1936

Mixed healthcare system,
composed by the public sector: Ministry of Public Health
and Social Welfare; Military,
Police and Navy Health
Services; the Social Insurance Institute; the Hospital
de Clínicas and Maternal and
Child Center; Departmental
and Municipal Governments;

Mixed Sector: Paraguayan
Red Cross, financed by the
Ministry and a non-profit
foundation.

Private Sector: non-profit organizations such as NGOs and
cooperatives, and for-profit
entities (health maintenance
organizations and private
providers; and the

Social Welfare

system

The Directorate of Sanitary Surveillance (DINAVISA) was established in 1997 to regulate the
manufacture, quality control, marketing and
rational use of medicines, phytopharmaceutical products, household cleaning products and
cosmetic products. It has 16 Regional Offices
located at the respective Health Regions.

Sanitary Surveillance

There is an epidemiological surveillance network
in place, complementing surveillance services
relative to mandatory notifiable diseases, sentinel surveillance, universal surveillance and
community surveillance. In keeping with the IHR
2005 recommendations, a National Liaison Center was created to monitor public health events
of national and international importance. This
National Liaison Center operates as a network
integrating the efforts of 18 regional epidemiological units. The first survey on risk factors for
the surveillance of chronic noncommunicable
diseases.

Epidemiological Surveillance

The Ministry of Public Health and Social
Welfare (MSPBS) exercises the stewardship and
leadership function in health policy-making, as
well as program and project development. The
Ministry of Public Health and Social Welfare is
in charge of health promotion, prevention and
surveillance actions, in addition to curative and
rehabilitation care, at the national level.

Functions of the Ministry of Public Health and

Organization of the health

Chart 3 – Health System in Paraguay, summary – constitutional framework, current policy structure and priorities

Aim sought: building
an integrated network
to secure continued
care by linking USFs
with specialized care
(Specialist Ambulatory
Care), emergency and
hospital care (Basic
Hospitals, Specialized
Hospitals), depending on the complexity
required.

USFs: with a population
of 3,500 to 5,000 inhabitants in a designated
social territory.

Since 2008, Public Policy
for Enhanced Quality of
Life and Health Equity:
a proposal to secure the
citizens' right to health.
Today, service orientation is shifting from the
pyramid to the network
model, where PHC,
through Family Health
Units (USF), is the gateway to the healthcare
system.

Current policy priorities
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Social Protection in Health
Coexistence of subsystems with
different funding, membership and
healthcare delivery modalities.
The Ministry of Public Health and
Social Welfare (MSPBS) and the
Social Insurance Institute (IPS) are
in charge of healthcare coverage of
95% of the total population of the
country.
In 2010, according to the Continuous Household Survey, 16.4% of
the population was covered by the
IPS while 7% was covered by other
types of insurance arrangements
(private, military or labor).
Thus, the MSPBS would provide
coverage to
76% of uninsured population.

Funding: Health Expenditure
Sources and Composition
Total expenditure on health: 7.4%
of the GDP (2009).
Public expenditure on health:
3.4% of GDP
Private expenditure on health:
4.0% of GDP
% of public expenditure: 46%
% of private spending: 54%
Health funding sources are
the national treasury through
governmental institutions' budget
allocations; household contributions to social insurance and
out-of-pocket payments to private
sector organizations; private company employers contributing to
the Social Insurance Institute (IPS)
and paying premiums to private
organizations, and foreign sources.

Research and Innovation in Health
Law 1,028/1997 created the National Science, Technology and Innovation System, and the National
Science and Technology Council
(CONACYT)
1994 – The National Health
Institute was established to train
health human resources It is now
reorienting its role to make sure
that health human resources are
trained to be qualified practitioners
and researchers. There have existed
historical gaps between healthcare
service research and biomedical
and clinical science studies.

Free-of-Charge Public Services
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encuestas año 2010 “Hábitos para la Prevención de la Diarrea y Percepción de la Calidad de la
Atención que brindan las USF”. Asunción, Paraguay: 2011.

LIST

OF

ABBREVIATIONS

AND

ACRONYMS

AIEPI — Atención Integrada a las Enfermedades Prevalentes de la Infancia (Comprehensive
Care for Diseases Prevalent in Childhood)
PHC — Primary Health Care
CDC — Centers for Disease Control and Prevention
ECLAC — Economic Commission for Latin America and the Caribbean
CEPEP — Centro Paraguayo de Estudios de Población (Paraguayan Center for Population Studies)
CONACYT — Consejo Nacional de Ciencia y Tecnología (National Science and Technology
Council)
DGEEC — Dirección General de Estadísticas, Encuestas y Censos (Directorate General of
Statistics, Surveys and Censuses)
DIGIES — Dirección de Gestión de Insumos Estratégicos en Salud (Directorate of Strategic
Inputs)
DOTS — Directly Observed Treatment, Short-Course
EIH — Encuesta Integrada de Hogares (Integrated Household Surveys)EPH — Encuesta Permanente de Hogares (Continuous Household Surveys)
INS — Instituto Nacional de Salud (National Health Institute)
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IPS — Instituto de Previsión Social (Social Insurance Institute)
MSBPS — Ministerio de Salud Pública y Bienestar Social (Ministry of Public Health and Social
Welfare)
MDG — Millennium Development Goals
WHO — World Health Organization
PAHO — Pan American Health Organization
GDP — Gross Domestic Product
WFP — World Food Program
PRONASIDA — Programa Nacional de Control de Sida-ITS (National Program for the Control
of AIDS-STI)
RISS — Red Integrada de Servicios de Salud (Integrated Healthcare Service Network)
MMR — Maternal Mortality Ratio
IHR — International Health Regulations
SENEPA — Servicio Nacional de Erradicación del Paludismo (National Malaria Eradication
Service)
SINAIS — Sistema Nacional de Información en Salud (National Health Information System)
SISVAN — Sistema de Vigilancia Alimentaria y Nutricional (Food and Nutrition Surveillance
System)
SSIEV — Subsistema de Información de las Estadísticas vitales (Vital Statistics Information
Subsystem)
TB — Tuberculosis
UNICEF — United Nations Children’s Fund
USF — Unidades de Salud de la Familia (Family Health Units)

Notes
1

Weight-age ratio under in children under the age of 5 (–2E). No data prior to 2005 is
available (a specific malnutrition eradication program was launched that year, and in 2010
it received a USD 4 million budget allocation).

2

For countries such as Bolivia, Guatemala and El Salvador, malnutrition-related costs
accounted for between 6% and 11.4% of GDP in 2004.
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X. Health System in Peru

Social Rights And Health
Constitutional and Legal Framework

The constitutional and legal framework of the Peruvian health system is

based on Peru's Political Constitution of 1993, on the General Health Act of 1997
(Act No. 26,842) and on the National Coordinated and Decentralized System for
Health (SNCDS) Act (Act No. 27,813).
Peru's Political Constitution of 1993 establishes the right to health
and social security, defines the State's duty to formulate a national health
policy, and mentions free access to healthcare in the following articles:
Article 7. The right to health and the protection of the disabled:
"Everyone has the right to the protection of their health, their family's and their
community's, as well as the duty to contribute to its promotion and defense. People
unable to look after themselves due to physical or mental conditions have the right
to have their dignity respected and to a legal protection, care, re-adaptation and
security scheme."

Article 9. National health policy: The State establishes the national
health policy. The Executive Power establishes the norms and supervises its
implementation. It is responsible for designing and executing the health policy in
a plural and decentralized manner so as to facilitate an equal access to healthcare
services for all.
Article 10. Right to social security: The State recognizes the universal and
progressive right of all individuals to social security, for their protection against
contingencies established in the law and to increase their quality of life.
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Article 11. Free access to healthcare and benefits: The State warrants the free
access to healthcare and benefits through public, private or mixed organizations. It
also supervises their correct functioning.
The General Health Act of 1997 (Act No. 26,842) defines the health authority
and the attributions and competence of decentralized and independent bodies. It
establishes the following in relation to its scope:
Article 122. The Health Authority is organized and executed at three levels:
central, independent and decentralized. The Health Authority is exercised by the
Executive Power's bodies and the government's decentralized bodies, according to
the power invested in them by the corresponding organization and function laws,
organic laws or special laws referred to healthcare.
Article 124. In compliance with the health norms established by the Health
Authority at a national level, decentralized or independent bodies have the power
to implement, within their scope of work, general or particular prevention and
control measures within their field of competence.
Article 125. Exercising a decentralized power in terms of health control does
not suppose, in any case, exercising a regulatory competence, except as otherwise
established by the law. Also, delegating health control powers does not suppose, in
any case, delegating normative powers.
Article 126. No norms will be enacted to regulate laws or with an equivalent
hierarchy that interfere with health matters if they are not first approved by the
national Health Authority.
Article 127. The national Health Authority will supervise any public entity
that because of its organization and function regulations, organic or special laws
has the power to control public health and environmental aspects. In addition,
the national Health Authority will also supervise health science professional
associations only in the matters related to the surveillance by these associations of
the activities performed by their professional members in their practice.
Article 128. The Health Authority has power to establish guidance and
education actions, make inspections in any movable or immovable property, take
samples and test them, collect information and perform any other action deemed
relevant for the compliance of its functions, as well as, if applicable, implementing
safety and corrective measures.
Article 129. The Health Authority can request help to security forces in order
to ensure the compliance of any provision and measure taken to safeguard health.
Article 1 of the National Coordinated and Decentralized System for Health
(SNCDS) Act (Act No. 27,813) specifies that the purpose of the SNCDS is to
coordinate the implementation process of the national health policy by promoting
a harmonized and decentralized policy implementation and coordinating plans and
programs from all health institutes in order to achieve a comprehensive healthcare
for all Peruvians and advance towards a universal social security system in health.
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Principles and Values
The Ministry of Health is the steward of health in Peru and defines its policies
based on the principles stated in its mission and vision.
Mission

The Ministry of Health's mission is to protect personal dignity by promoting
health, preventing diseases and warranting a comprehensive healthcare for all Peru's
inhabitants; proposing and conducting health policy guidelines in accordance
with all public sectors and social actors. Our mission is centered on the individual,
we dedicate ourselves to respect life and the fundamental rights of all Peruvians,
since before their birth and respecting the natural course of their life, contributing
to the great national task of achieving the development of all our citizens. Health
sector workers are the agents of change towards a continuous improvement aimed
at achieving the maximum well-being of people.
Vision

The health of all Peruvians will be the expression of a fundamental social
and economic development, of a strengthened democracy, of citizens' rights and
responsibilities based on the extension of stable and formal employment, of improved
income, on the education of individual-oriented values, and in a culture of solidarity,
as well as the establishment of equal mechanisms to access a national, coordinated
and decentralized health system and the development of a national health policy that
gathers and integrates the contributions of traditional medicine and other cultural
manifestations of our population.
State Responsibilities as Steward, Regulator and Provider
The Ministry of Health of Peru exercises its functions as steward, regulator and
provider.
As steward and regulator

General Health Act, Preliminary title II. The protection of health is of public
interest. Thus, the State is responsible for regulating, supervising and promoting
health.
General Health Act, Preliminary title IX. The health law is of public order
and regulates all health matters, as well as environmental protection in relation
to health and medical care for the recovery and rehabilitation of people's health.
Nobody can make agreements against it.
Article 123. The national Health Authority is the specialized body of the
Executive Power in charge of guiding and managing the national health policy and
acting as the maximum regulatory authority in relation to health matters.
Article 37. Health facilities and support medical services of any nature or
management type should comply with the requirements established by regulations
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and technical norms formulated by the national Health Authority in relation to
their physical facilities, equipment, care staff, sanitary systems, and risk control
related to physical, chemical, biological and ergonomic environmental agents and
others relevant to their nature and care level.
As provider

General Health Act, Preliminary title VI. The provision of healthcare
services is of public interest, independently from the person receiving them or
from the institution providing them. The State is responsible for promoting the
conditions that guarantee an adequate healthcare coverage for the population
in socially acceptable terms of safety, opportunity and quality. The State cannot
renounce to its responsibility of providing public healthcare services. The State
participates in the provision of healthcare based on equity principles.
Social Participation
Social participation is promoted by the State through formal instances of
intervention in the three levels of government. It is defined by the General
Health Act (Preliminary title XVIII), which determines that the State has a duty
to promote the community participation in public healthcare management.
The National Coordinated and Decentralized System for Health (SNCDS)
Act (Act No. 27,813) defines the instances of participation:
Article 2. Composition of the SNCDS and component participation. The
SNCDS is composed of the Ministry of Health as steward of the health sector,
the Social Health Insurance System, the municipal healthcare services, the Armed
Forces and the National Police health systems, the private sector, and the university
and organized civil society healthcare services. Participation in these entities takes
place without prejudice of legal, technical, administrative, economic and financial
autonomy and of the power invested by the Political Constitution and the law.
Article 3. Organization levels. The SNCDS is organized in a national
(National Health Council), regional (Regional Health Council) and local (Local
Health Council, provincial) level, with priorities set to develop at the local level.
Act No. 29,124 establishes citizenship co-management and participation in
the first level of care provided at the health facilities of the Ministry of Health
(MoH) and the Regions, defines the general framework of co-management and
citizenship participation in primary care health facilities of the Ministry of Health
and the Regions in order to help extending coverage, improving quality and an
equal access to healthcare services, and generating better health conditions with
the participation of an organized community in the context of the right to health
and in accordance with the decentralization process.
Article 9 of the Framework Law on Universal Health Insurance (AUS) (Act
No. 29,344) of 2011 refers to citizenship participation and surveillance, indicates
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that the MoH will create a space and mechanisms for citizen participation and
surveillance in the context of the Universal Health Insurance (AUS) aimed at
defending the population's rights, especially focused on compliance with the
principles established in a decentralized and independent context.
The Framework Participative Budget Act (Act No. 28,056) establishes that the
Participative Budget is a political instrument and, at the same time, a management
tool through which regional and local authorities and duly represented population
organizations define, in conjunction, how and where resources will be allocated
taking into account the objectives of the Strategic or Institutional Development
Plan, as applicable, which are directly related to the vision and objectives of the
Harmonized Development Plan.
Instruments to Listen to the Information, Claims, Suggestions,
Denunciations from the Population and Monitoring of Satisfaction

The Ministry of Health (MoH) offers a citizen service in its web site where
people can make different types of questions and access institutional information.
The MoH also has a public service called Infosalud that provides free
telephone guidance and tips at a national level about comprehensive health issues
(physician, psychologist, obstetrician, nurse, social commentator, administrative
staff) and institutional information. Infosalud also receives claims from different
MoH health facilities and is available for all citizens 24/7.
Mechanisms to receive information have been implemented, including claims
and suggestions boxes, promotion modules, dissemination of health rights, etc.
In addition, health facilities administer user satisfaction surveys using the
modified SERVQUAL methodology. User satisfaction surveys are conducted every
six months.

Structure And Organization Of The Health System
The Country's Political and Administrative Model
The Political Constitution of Peru indicates that the Republic of Peru is a
social, independent and sovereign democracy. The State is one and indivisible.
The government is unitary, representative and decentralized, and is organized
based on the division of powers principle.
There are three government levels that relate on the basis of cooperation
and coordination, and that exercise their functions according to the principle of
subsidiarity in the context of a decentralization process, as per the corresponding
organic laws in force.
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Chart 1 – Government levels and corresponding organic law, Peru
Government level

Organic law

National

Organic Law of the Executive Branch (LOPE)

Regional

Organic Law of Regional Governments (LOGR)

Municipal (local)

Organic Law of Municipalities (LOM)

Peru is politically separated in political-administrative divisions, i.e., regions
or departments, provinces and districts, which determine the governmental and
administrative territorial scope.
There are 24 departments, each with their corresponding regional government,
and two provinces with a special regime: Callao and Metropolitan Lima (as regional
governments). In turn, departments are divided in 195 provinces and 1,837 districts.
Article 80 of the Organic Law of Municipalities establishes sanitation, public
health and healthcare functions. It defines exclusive and shared functions.
The exclusive specific functions of provincial municipalities are: regulating
and controlling the final disposal of industrial waste and dumping, and regulating
and controlling environmental and atmospheric contamination.
The shared specific functions of provincial municipalities are:
• Administering and regulating drinking water, sewage and drain systems, public
sanitation and treatment of solid waste.
• Providing rural sanitation services when these cannot be handled by district
municipalities or by rural population centers.
• Disseminating environmental sanitation programs coordinated with district
municipalities and the corresponding regional and national bodies.
• Managing primary health care and building and equipping first-aid posts, first-aid
kits and health posts in the population centers that require them, in coordination
with district municipalities, population centers and the corresponding regional
and national bodies.
• Conducting preventive medicine, first-aid, health education and local prophylaxis
campaigns.

The main specific functions of the regional government in relation to health
are: approving and executing regional health policies; the Regional Health
Development Plan; coordinating comprehensive health actions; participating in the
National Coordinated and Decentralized System for Health; developing promotion
and prevention activities; organizing care and administrative levels; organizing

Health Systems in Peru

and maintaining healthcare services; supervising and auditing public and private
healthcare services; the prevention and control of risks, damages and disasters;
controlling drug manufacture, marketing, supply and consumption; promoting
environmental health; conducting public health infrastructure and equipment
projects; reporting to the population on the health sector; promoting human
resource development; coordinating with local governments in order to improve
nutritional levels.
Decentralization improves governance and offers advantages in relation
to planning a comprehensive development, community participation, the
democratization of the State and the society, improving efficiency and healthcare
services quality, and reducing expenditure at the central level. Management
agreements play a significant role by proposing incentives for complying with goals.
Chart 2 – Favorable and unfavorable elements of health governance decentralization
Favorable

Unfavorable

Decentralization has generated a change in the distribution
of the public sector funding by increasing regional resources.

A budget allocation that is inertial and not
connected with an effective result-driven
management.

A budget allocation based on a result-focused schedule Budget by Results (PPR) implemented at a national level.

Inefficient planning based objectives, goals
and results in the short and long term.

Plans based on guidelines, objectives, goals and results
in the short, medium and long term, for example the
Bicentennial Plan 2021, The Multi-Year Social Framework
2010-2012 (MSM), and other National Plans (Ministry of
Social Development, Ministry of Education, Ministry of Labor,
Ministry of Agriculture, etc.) that involve sectoral operations.

Weak monitoring and evaluation systems.

Political and social agreements and consensus (National
Agreement, Political Party Agreement, etc.) that define and
propose the implementation of state policies.

Problems with beneficiary identification.

Sectoral policies and their implementation instruments are in
line with national and international consensuses (MDG).

Inefficient autonomy in the management of
the budget at a regional government level.

State modernizing instruments (electronic government,
administrative simplification, result-driven management,
etc.) that favor the State's efficiency and effectiveness.

The operation of intergovernmental policy
decisions is conditioned to the approval
of the Ministry of Economy and Finances
(MEF).

The Health Intergovernmental Commission as an instance
for analysis, discussion and formulation of agreed policy
proposals.

Poor strengthening of the sector's human
resource capabilities.

Health System Components
The health system in Peru is fragmented and made up of the following
institutions or subsectors:
• The Ministry of Health (MoH), which includes the Comprehensive Health
Insurance (SIS) as a public insurance provider with administrative autonomy.
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• The Social Security System (EsSalud), attached to the Ministry of Labor.
• The Armed Forces health system (Army, Navy, Air Force), attached to the Ministry
of Defense.
• The National Peruvian Police (PNP) health system, attached to the Ministry of
the Interior.
• The private sector institutes include: healthcare providers, private insurers, clinics
and civil society organizations.
Public/Collective Health

The General Health Act establishes: “Public health is the State's primary
responsibility. Individual health responsibility is shared by individuals, the society and the
State.” Public health in Peru is therefore in the hands of the Ministry of Health,
Regional Governments, Local Governments, EsSalud, and the Armed Forces and
Police health systems.
The Ministry of Health has established the following Policy Guidelines for
Health Promotion, Prevention and Surveillance: developing intra and intersectoral
alliances for the promotion of health; improving environmental conditions;
promoting community participation leading to the exercise of citizenship;
redirecting healthcare services with a health promotion approach; redirecting
investment towards health promotion and social development; health, health
quality and patient safety surveillance and voluntary work.
Individual Care

According to the General Health Act, "Individual health responsibility is shared by
individuals, the society and the State."
The MoH offers healthcare services for the population with no insurance
through public health facilities. The Comprehensive Health Insurance (SIS)
finances the healthcare provided to the population living in poverty and extreme
poverty through the MoH's facilities.
The Social Security System (EsSalud) provides healthcare to formal workers
and their dependents, and also to informal workers, through optional insurance
programs. EsSalud services can be complemented with healthcare providers, which
belong to the private sector. The Armed Forces and Police health systems provide
coverage to their members and their dependents.
The private sector includes clinics for people with payment capacity. The private
market also includes health maintenance organizations (insurance companies,
self-insurance and clinic insurance). The non-profit private sector includes charity
institutions that provide care to all types of population.
Regulatory mechanisms have been established to warrant a comprehensive
healthcare based on promotion, prevention, care and rehabilitation, such as:
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• Strengthening primary care.
• Monitoring management performance of primary, secondary and tertiary health
facilities.
• Assessing national hospitals and institutes.
• Providing insurance to high cost diseases.
• Providing insurance to rare or orphan diseases.
• Implementing and developing national health strategies: car accidents, feeding
and nutrition, heavy metal contamination, noncommunicable conditions,
vector-borne and other types of diseases, sexually transmitted infection and
HIV/AIDS, immunizations, family health, indigenous people health, sexual and
reproductive health, mental health and a culture of peace, visual health, oral
health, tuberculosis and zoonosis.

Model of Care
In Peru, the comprehensive healthcare model has been recently modified
through Ministerial Resolution No. 464-2011/MoH approving the technical
document of the Model of Comprehensive Care based on the Family and the
Community as an organized system of practice exercised by a health team and
based on the individuals' biopsychosocial approach, it is targeted at healthy and
ill populations, and incorporates the preventive and promotional aspect and
community participation to healthcare.
The Model of Comprehensive Healthcare (MAIS) is currently in force and
serves for organizing healthcare services offered by level of care, from Level I (low
complexity) to Level III (high complexity).
The primary care level functions as the entrance for population to enter
the health system, where the main activities consist of health promotion, risk
prevention, health damage control, early diagnosis and timely treatment, all
structured around the intervention on the most common needs of the individual,
the family and the community.
The secondary care level is a complement of the comprehensive care started
at the primary level, with the addition of a higher degree of specialization, both
in relation to human and technological resources, providing a set of healthcare
services targeted at solving the problems of people referred from the primary care
level or people who seek emergency care in this level of complexity. Preventive and
promotional activities are also carried out, as applicable.
The tertiary care level is the level with the higher specialization and resolution
capacity in terms of human and technological resources targeted at solving the
health problems referred from the primary and secondary levels and those of
people seeking care in this level facilities due to an emergency. Preventive and
promotional activities are also carried out, as applicable.
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The Regional Health Board or Regional Health Management is the technical
body within each regional government, and exercises its powers and functions
at a regional level. Healthcare Service Networks are found within each region.
These networks are interrelated by a social network system and are functionally
articulated, and their service complementarity ensures an efficient use of resources
and the provision of priority healthcare.
The Framework Law on Universal Health Insurance indicates that functional
networks comprise public and private providers sharing a geographic setting and
exchanging healthcare services under the principle of complementarity.
At a national level, there are 137 networks and 773 micro-networks made up
of public health facilities corresponding to the 24 departments, each with their
own regional government, and to two provinces with a special regimen: Callao and
Metropolitan Lima (as regional governments).
Each region and/or district has a Regional Health Council and a Local Health
Council that establish their health policies and objectives depending on their territory,
but always within the framework of the national health policy and objectives.
The articulation of national plans and projects with the population's specific
needs and demands, whether the population included in the system or from
subnational levels (regional, local), takes place through the Regional and Local
Councils mentioned before.
Population joins the system through the Social Security System (EsSalud). At the
territorial district level (regional or local governments), it does not matter whether
the population has joined the system, the Ministry of Health is responsible for the
corresponding population. The Universal Health Insurance process and the operation
of the Comprehensive Health Insurance require that the provision of healthcare starts
at the health facilities that are closer to the individual's home.
The Role of Primary Health Care

The Health Agenda for the Americas (2008-2017) establishes a joint commitment
between the countries of the Region in order to respond, over the next decade, to
the health needs of the population by rescuing the human rights, universality, access,
inclusion, health equity and social participation principles and values.
In this general context, two priority strategies coincide: the implementation of a
renovation in Primary Health Care (PHC) and compliance with the challenges and
goals for human resource development in health. We subscribe to the declaration
of Buenos Aires:
“Towards a health strategy for equity based on primary care, in which the signing
countries commit to develop processes for basically ratifying the agreements already
established and generating new proposals for achieving a health equity strategy based
on primary care.”
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“A renewed strategy of PHC is an essential condition to achieve international
development goals, like those established in the United Nations Millennium
Development Goals (MDGs), to deal with the fundamental causes of health, as
defined by the WHO Commission on Social Determinants of Health, and to make
health a human right, as articulated by national constitutions, civil society groups,
and others.”

The integrated networks of health services are one of the most significant
operational evidence of the PHC approach in relation to healthcare services.
Their most important elements are coverage and universal access; initial contact;
comprehensive, integrated and continuous care; appropriate care; optimal
organization and management; and intersectoral action, among others.
The field of influence of PHC is manifested in three management strategies:
universal insurance, decentralization and strengthening of primary care.
One of the concepts of PHC is that is can be taken as the entry door to the health
system. But this is not the only concept. In the existing system of different levels of care
and service networks, the “natural” entry door should be PHC facilities, but this is not
always the case in practice.
Provision of Healthcare Services
The provision of healthcare services in Peru is organized in three levels of
care across the whole health system, in accordance with the Health Technical
Rule (NTS) No. 021-MINSA/DGSP V.02, Health Facility Categories, approved by
Ministerial Resolution No. 914-2010/MINSA.
There are three major public providers: Regional Governments, Ministry of
Health (Metropolitan Lima), and the Social Security System (EsSalud). Other
public providers (Armed Forces and Police health systems, and Municipalities)
have a highly limited participation. Private providers include private (corporate)
clinics, NGOs, churches, physician´s offices, etc. In addition, different publicprivate associations and other similar modalities have been attempted.
The National Registry of Health Facilities and Support Medical Services
(RENAES) reported in June 2011 a total of 11,478 health facilities (Table 1).
In February 2012, public and private offer was distributed as follows: Regional
Governments (73.6%), Private (20.2%), Ministry of Health (3.5%), EsSalud
(1.4%), and other providers (0.1%) (RENAES, 2012).
Regional Governments manage their health facilities through administrative
units that vary from one region to the other, for example, the Regional Health
Boards, Health Networks and multi-sector Provincial Managements.
The Ministry of Health manages its health facilities in the Metropolitan Lima area
through three health boards (DISA) attached to the health sector (DISA in Lima City,
DISA in East Lima and DISA in South Lima).
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The Social Security System (EsSalud) is a decentralized public body attached
to the Ministry of Labor that manages its Care Networks across Peru.
Health facilities, including primary care centers, are classified by category
(Table 1). Such categories are a group of classifications characterized based on the
level of complexity and common characteristics. In order to establish the category,
healthcare service producing units are taken into consideration to determine as a
whole their resolution capacity to deal with similar social and health needs and if
they are designed to handle equivalent demands.
Table 1 – Health facilities by level of care and type of provider, Peru, 2011
Outpatient and hospitalization
care

Outpatient care
Provider

EsSalud

I-1

I-2

I-3

I-4

I I-1 I I-2 I I-E III-1 III-2 III-E UNCAT.

4

62

42

16

29

2

2

1

Local Government
Provincial Government
Regional Government

1

12

7

2

8

4,333 1,696 1044

353

1

2

Mixed
Other

7

4

2

Private

854

452

214

2

22

1

Air Force health
system

General total

Category

91

34

1

1

39

83

19

3

2

1

5

25

3
1

10

1

1

90

264

8

13

5

14

71

7,659

1

4

17

32

1,647
9

3,317
20
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Table 1 – Health facilities by level of care and type of provider, Peru, 2011 (cont.)
Outpatient and hospitalization
care

Outpatient care
Provider

General total

Category
I-1

I-2

I-3

I-4

I I-1

National Police
health system

21

8

10

6

3

Army health system

8

6

3

4

1

Navy health system

6

1

2

1

5,236

2,234

1,328

425

General total

I I-2

I I-E

III-1

III-2

III-E UNCAT.
35

35
1

210

83

66

6

37

26
13

1

1,922

37
11,478

Source: National Registry of Health Facilities and Support Medical Services (RENAES), June 30, 2011

First Level of Care

The first level of care in Peru comprises health facilities belonging to public
(79.8%) and private (20.2%) providers. The first level of care includes four health
facility categories: I-1, I-2, I-3 and I-4, as shown in Table 1. I-4 facilities offer specialized
care by obstetrician-gynecologists, pediatricians, and family doctors.
In 2012, there were 9,696 working first level health facilities (RENAES, 2012).
Specialized Care

Specialized care services, defined as care provided by specialist physicians, are
offered at secondary and tertiary care general hospitals corresponding to categories
II-1, II-2 and III-1, and health facilities focused on one clinical field or age group
that correspond to categories II-E and III-E. In addition, specialized care is provided
at Specialized Health Institutes, corresponding to category III-2.
The provision of specialized services is the responsibility of public health
facilities attached to Regional Governments within the framework of Act
No. 27,783, and amendments thereto, and the Decentralization Bases Act. There
are also other types of providers, such as Local Government health facilities,
EsSalud, Armed Forces health system, Peruvian National Police health system, and
private facilities.
Health facilities are functionally organized in Healthcare Service Producing
Units (UPSS) that provide different specialized care services, for example, there are
hospitalization, outpatient, emergency, intensive care, surgical center, imaging, and
hemodialysis UPSSs, among others.
The Ministry of Health, in compliance with its stewardship role, is the only
body that regulates the offer of healthcare and health technology services by public
and private providers.
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Hospital Care

Health facilities are functionally organized in UPSSs that provide different
specialized care services, such as the hospitalization UPSS. The hospitalization
service is offered at a national and regional government level. Providers are both
public and private.
In Peru, the private health activity does not constitute a sector itself; private
providers are part of the health system providers, and represent 27% of secondary
and tertiary care health facilities (RENAES, 2011).
Other Offer Organization Forms

In the Peruvian health system, the Social Security System (EsSalud) has started
Public-Private Associations targeted at building and managing hospitals and
Healthcare Service Producing Units (UPSS), and their criteria are regulated by
the Public-Private Association Framework Act for the generation of productive
employment, which dictates norms for speeding up private investment processes,
enacted by Legislative Decree No. 1,012, and its regulations.
In addition, services can be outsourced to the different health system
providers, and their criteria are regulated by Act No. 29,245, the law for regulating
outsourcing services, and its regulations.
Evaluation of the Healthcare System Performance and Quality of
Provided Services
The Health Technical Rule for Health Facility Categories was approved by
Ministerial Resolution No. 914-2010-MINSA with the purpose of establishing
the characteristics of health facilities, and is therefore an important reference for
evaluation.
The Technical Rule for Health Quality Management System monitors
healthcare service performance and has been updated.
The Marketing Management of the Comprehensive Health Insurance deals
with the multiple queries and complaints made by citizens that receive care at
public health facilities and also makes periodic customer satisfaction surveys. User
satisfaction surveys taken by private company users are subjected to evaluation.
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Universality, Integrality And Equity
Models for the Population Coverage: Universal and Progressive
Insurance
Preliminary Title VII of the General Health Act establishes that the State is
responsible for promoting a universal and progressive insurance for the population
aimed at the protection against any contingency that may affect their health and
ensuring that they can freely choose an insurance system, notwithstanding the
mandatory system imposed by the State so that no one is left unprotected.
Health insurance system in the country is provided by three systems: the public
system (Comprehensive Health Insurance) for the population who are at poverty;
the contributory scheme, provided through the Social Security System (EsSalud),
and the Armed Forces and National Police health systems; and the private system.
Altogether, these provide coverage to 64.4% of the total population. In summary,
39.3% of the population is covered by the Comprehensive Health Insurance;
20.7%, by EsSalud; and 4.7%, by other insurance (2010). Private insurance in
Peru provides coverage to approximately 4% of the population and is offered
by Managed Care Organizations (EPS), which are companies dedicated only to
providing health services, have their own and/or third parties' infrastructure, and
are subjected to the control of the National Health Superintendence (SUNASA).
Health insurance coverage increased in 2008 based on the enrollment in the
SIS. The scarce growth observed in Social Security System (EsSalud) is the result of
the low formal employment rate.
Table 2 – Health insurance coverage: proportion of the population with and without
insurance by type of insurance, Peru, 2000-2010
2000

2004

2005

2007

2008

2009

2010

32.3

36.9

35.9

41.7

54.1

61.2

64.4

EsSalud

19.7

17.1

16.8

18.3

18.9

19.6

19.8

EsSalud and private insurance

0.4

0.7

0.5

1.2

1.0

0.9

0.7

Private insurance

1.6

1.2

1.4

1.7

2.0

2.6

2.8

Armed Forces and Police

1.3

1.9

1.9

2.1

1.7

1.7

1.6

Comprehensive Health Insurance - SIS*

9.3

16.0

15.3

18.4

30.3

36.4

39.5

Without insurance

67.7

63.1

64.1

58.3

45.9

38.8

35.6

Total

100.0

100.0

100.0

100.0

100.0

100.0

100.0

Total population (millions)

25.7

27.6

28.0

28.3

28.8

30.1

30.5

Insured

(*) Up to 2000, it represents the Mandatory School Health Insurance and Maternal and Child Insurance pilot projects. As
of 2002, it refers to the SIS.
Source: ENNIV 2000. ENAHO 2004-2010. Elaboración Observatorio de la Salud-CIES
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Primary care health services offer a wide national coverage, provide care to a
demanding population, mainly from rural and marginal urban areas. There are
also intermediate level hospitals in all regions; however, specialized facilities are
located in the capital of Peru or in the most socially and economically developed
areas (Lima, Arequipa, Trujillo, Piura, Lambayeque).
While 65% of the population has access to healthcare services, 40% of the
population with a chronic health problem and 45% with a non-chronic problem
actually make a medical consultation. In other words, 6 out of 10 Peruvians who
require care do not seek attention in a health service facility.
In spite of efforts, there is still a human resource deficit. Healthcare professionals
and specialists concentrate in the capital city and in the most developed cities.
Peru has opted for a universal insurance system, with universal coverage
provided through a basic service package, the Essential Plan on Health Insurance
(PEAS) that establishes a mandatory provision of services to the entire population
through an articulated health system, where public and private services co-exist
organized through a service exchange mechanism.
Universal insurance is provided by means of the Essential Plan on Health
Insurance (PEAS), which covers 65% of the burden of disease of Peru and 80%
of the primary care level demand. The PEAS includes 32 explicit timeliness and
quality warranties, which will be in force as of 2014.
Population health coverage in the context of the Universal Health Insurance
is based on three financing regimens:
• Contributory: For the population with payment capacity to hire an insurance,
whether public or private (EsSalud, Armed Forces, etc.), who is protected by the
laws in force and depending on their employment situation.
• Semi-contributory: For the population with limited payment capacity. It is
determined by the Household Targeting System (SISFHO) and covered by the
independent SIS. EsSalud also provides this type of insurance.
• Subsidized: For the population living in poverty and extreme poverty. It is
provided at no charge through the SIS and admission to this type of system
depends on the Household Targeting System (SISFHO).

The population in Peru can join any of the three systems, depending on their
payment capacity.
As mentioned before, the Peruvian health system is a mixed system sustained
by three subsectors (public, private and mixed), which make up the health system,
including: social security (EsSalud), the public system (Regional Governments and
MoH), Armed Forces health system, National Police health system.
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The Universal Health Insurance (AUS) is the only insurance system that
will be in force in a few years. Progressively, Peru is migrating from a fragmented
insurance system with multiple insurance plans (public, private, contributory) to
a system regulated by only one Benefit Plan (which accepts minor complementary
plans) offered by public and private insurers.
The AUS comprises three universalization strategies: coverage for 100% of the
Peruvian population, progressive extension of the PEAS, and increased explicit
timeliness and quality warranties. These three strategies are supported by Act
No. 29,344, Framework Law on Universal Health Insurance, which establishes
that the AUS is mandatory, progressive, guaranteed, regulated, decentralized,
portable, transparent and sustainable.
The AUS complementary strategies include strengthening health facilities,
exchanging services between public and private providers, and providing insurance
for the entire Peruvian population in any of the three regimes.
At present, universalization is based on subsidizing the offer. However, the
AUS strategy has foreseen a progressive migration to a subsidized demand. In the
future, any insured individual will be able to see any provider of his/her choice.
Once the current resolution capacity of services offered is strengthened, the norms
obstructing service exchange between public and private providers are refined,
and the Health Insurance Fund Managing Institutions (IAFAS) finance system is
consolidated, subsidized demand will be a reality.
It is estimated that 5% of the population is geographically excluded from the
health system. This population is located in pasture areas, over 3,000 above sea
level, and in jungle. In addition, the AUS also excludes individuals who do not
have a National Identity Card (DNI), which is necessary to be admitted to the
insurance system.
The objective of the Universal Health Insurance is that NO groups are left
out, so that all individuals are admitted to one of the three insurance-financing
regimes.
Also, the Ministry of Health has issued Health Technical Rule No. 081-MINSA/
DGSP V.01. Health Technical Rule aimed at Teams who work with Comprehensive
Healthcare for Excluded and Remote Populations (AISPED), approved by
Ministerial Resolution No. 478- 2009/ MINSA. Through this Technical Rule,
excluded and remote populations are defined operatively as those living in the
locations with the highest population dispersion index and that are located more
than four hours away from the closest health facility by horse trail and or waterway
or the most commonly used transport means.
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Service Coverage: Basic Package of Healthcare Services – Essential
Plan on Health Insurance
The coverage provided by the Essential Plan on Health Insurance (PEAS)
reaches 65% of Peru's burden of disease, and 80% of the primary care demand.
It provides services to the healthy population, and obstetric, gynecological,
pediatric, communicable and noncommunicable conditions, and malignancies;
a total of 140 specific conditions. Such coverage will be progressively extended.
Additionally, the Law on Universal Health Insurance (AUS) contemplates the
coverage of high cost diseases through the Intangible Solidarity Fund for Health
(FISSAL) that is initially covering the treatment of five types of cancer and chronic
renal failure.
Equity Gaps
Once the financial barrier is overcome through free care provided by the
AUS, other access barriers appear in relation to social and cultural factors: the
population who do not consider it necessary to receive care (41%); those who use
home remedies (25%); people who live at a great distance from a health facility
(14%); and lack of money (13%).
The cultural gap is the most significant one, especially among remote
populations in the Amazonian and mountain areas. This prevents such populations
from seeking care at health facilities in a timely manner.
Excluded and remote populations also suffer geographic barriers in the
Andean and Amazonian areas. In addition, these populations are characterized by
a cultural diversity, which influences on service offer and demand.
The MoH is able to reach these communities through the Teams who work
with Comprehensive Healthcare for Excluded and Remote Populations (AISPED),
and thus provides them with financing through the SIS.
The AUS law foresees that the entire population will have access to a basic
package of healthcare services included in the PEAS; however, the service offer
should be strengthened in order to deal with the complexity of the PEAS services.
Human resource, equipment, infrastructure and financing gaps have been
identified in the regions where the Universal Health Insurance (AUS) has been
implemented. Closing such gaps is the backbone of the AUS Implementation Plan
in all regions. Such information is the foundation for strengthening offer and
projections from a financial perspective.
The most relevant gap is found in the human resource area. The AUS requires
a higher number of healthcare professionals (general and specialized physicians),
a better distribution of human resources in the poor areas, and better training of
human resources, both in their basic and their specialized education.
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The next significant gap is that of financing. Although the budget allocated
to the health sector increased 114% between 2006 and 2011, it has not grown
at the same pace as the insured population, resulting in a growing finance gap.
The infrastructure gap, which is still critical in rural areas, is being resolved
with the highest investment made in the past forty years: PEN 4,600 millions
(approximately USD 1704 millions). Up to 2011, 36 regional and provincial
hospitals have been built in Tumbes, Lambayeque, Cajamarca, La Libertad, Ancash,
Lima, Ica, Huánuco, Ayacucho, Cusco, Puno, Moquegua and other locations.
Also, 300 health facilities have been built across Peru, 60 of which are in the
I-4 complexity category. EsSalud has built, on its part, 24 hospitals and 100 Basic
Primary Care Units across the country.
Each health subsector, whether private, public or mixed, manages its own
information system, so it is not possible to identify actual health equity gaps in the
population.
All individuals attending health facilities because of a health problem, receive
care, as well as disabled people. It should be noted that the disabled population is
not discriminated against, this is not a criterion for preventing access to healthcare.

Funding In Health
Funding Sources
Funding comes from private and public sources. Public sources include:
national, provincial/departmental and municipal, general taxes and contributions
paid to social security. Private sources correspond to private insurance premiums
and out-of-pocket spending.
In the case of public funding, the Ministry of Economy and Finances have
determined the following sources:
• Ordinary resources: These are obtained from taxes and other collections.
• Resources from direct tax collection: These are resources generated by public
bodies and directly managed by them (including, among others, property income,
fees, sale of assets and provision of services), and any corresponding income as
per the norms in force. They also include financial returns and balance-sheet
balances from previous fiscal years.
• Resources from official credit operations: These are internal and external
source funds obtained from credit operations conducted by the State with
international bodies, institutions and foreign governments, as well as credit line
allocations. Also, these include funds obtained from the State's operations in the
international capital market. They include exchange rate differential and balance-
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sheet balances from previous fiscal years. Financial returns are included only in
the case of Local Governments.
• Donations and transfers: These are non-reimbursable financial funds received
by the government from international development agencies, international
bodies, governments and institutions, and also from any other natural or legal
persons, with address in or outside Peru. They comprise transfers from public
and private entities with no demands of compensation in exchange. They also
include financial returns, exchange rate differential and balance-sheet balances
from previous fiscal years.
• Determined resources: These are contributions made to funds; the Municipal
Compensation Fund; municipal taxes; royalties and excess royalties, bonuses;
custom duties and shares.

Regarding the participation of the National Government and the subnational
spheres in public funding, the public funds of each entity (whether national or
subnational) are assigned to finance public spending established in the public
sector budgets and in accordance with the Public Sector Budget for each budget
year.
There are also coparticipation norms regarding health expenditure in
subnational spheres. In chronological order, the following norms together
establish that, in general, Regional and Local Governments are required to transfer
resources in order to finance transferred sectoral functions, including those related
to the health sector: the Decentralization Bases Act, the Organic Law of Regional
Governments, the Organic Law of Municipalities, and the Organic Law of the
Executive Branch. There is also a law, the Framework Participative Budget Act,
through which regional and local authorities and duly represented population
organizations define, as a whole, how and where resources will be assigned, taking
into account the objectives of the Development Plan in their scope.
Subnational levels also make financial contributions; they have the power to
approve their own institutional budgets as per the Budget Laws and the Universal
Health Insurance. Regional and local governments are capable of establishing
technical and financial cooperation relationships with international bodies, and
have the power to sign agreements and contracts regarding issues under their
competence, in accordance with the law. The national government facilitates and
supports such agreements.
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Expenditure on Health
Below we present three tables taken from the National Health Account Study
in Peru, 1995-2005, prepared by the MoH in 2008, showing the structure of
health expenditure in Peru made by the national MoH, EsSalud and profit private
providers. An increase in the expenditure made by all providers is observed over
the period.
Table 3 – Expenditure structure of the national MoH (%), Peru, 1995, 2000 and 2005
E Structure

1995

Intermediate consumption

2000

2005

33.4

41.6

30.2

Medical supplies and drugs

10.0

11.5

10.8

Non-medical assets and services

23.4

30.1

19.4

53.6

49.8

65.0

51.1

46.2

63.5

Tax on production and sale

1.2

1.1

0.0

Depreciation of equipment and infrastructure

1.3

2.5

1.6

13.0

8.7

4.8

100.0

100.0

100.0

1,376,626

2,220,385

3,220,163

Added value
Remunerations

Gross capital formation
Total
Total (in thousands of Peruvian soles)

Source: Ministry of Health. 2008. National Health Accounts. Peru, 1995–2005.

Table 4 – Expenditure structure of EsSalud (%), Peru, 1995, 2000 and 2005
Structure
Intermediate consumption

1995

2000

2005

41.0

41.5

40.9

Medical supplies and drugs

15.4

21.1

16.7

Non-medical assets and services

25.6

20.3

24.3

44.1

50.4

57.5

38.6

45.3

55.2

Tax on production and sale

2.6

1.6

0.0

Depreciation of equipment and infrastructure

2.9

3.4

2.3

14.9

8.2

1.6

100.0

100.0

100.0

1,255,575

2,299,021

3,186,954

Added value
Remunerations

Gross capital formation
Total
Total (in thousands of Peruvian soles)

Source: Ministry of Health. 2008. National Health Accounts. Peru, 1995–2005.
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Table 5 – Expenditure structure of a profit private provider (%), Peru, 1995, 2000 and 2005
Structure

1995

Intermediate consumption

2000

2005

28.1

30.3

28.8

4.7

5.6

5.8

23.4

24.7

23.0

65.0

61.9

64.0

Remunerations

16.7

12.3

13.7

Professional fees from the private sector

14.0

13.7

14.0

Tax on production and sale

9.2

9.3

3.4

Depreciation of equipment and infrastructure

4.0

3.3

1.8

Operating surplus

8.3

9.1

16.2

12.8

14.2

14.9

Gross capital formation

4.9

5.5

4.9

Drugs

2.0

2.4

2.4

100.0

100.0

100.0

1,032,021

2,202,120

2,895,593

Medical supplies and drugs
Non-medical assets and services
Added value

Mixed income

Total
Total (in thousands of Peruvian soles)

Source: Ministry of Health. 2008. National Health Accounts. Peru, 1995–2005.

The national account study shows that there were three large focuses of
spending in 2005: the expenditure managed by the MoH at a national level
(27.2%), the expenditure made by EsSalud (26.7%), and that of the profit private
sector, which includes EPS (23.8%). Pharmacies also represented an important
provider, accounting for 14.3% of expenditure (MoH, 2008).
According to the National Health Account Study in Peru, 1995-2005,
healthcare services expenditure remained consistent in relation to the nominal
GDP, at 4.5%, but when compared to the real GDP, it decreased 3.7% in 2005
(Table 6).
Table 6 – Expenditure on healthcare services as % of GDP, Peru, 1995, 2000 and 2005
Expenditure on
Health

1995

2000

2005

% of the nominal GDP

4.48

4.69

4.46

% of real GDP

4.48

3.88

3.73

Source: Ministry of Health. 2008. National Health Accounts. Peru, 1995–2005.

In 2005, the participation in healthcare financing was 30.7% for the government;
34.2% for households and 30.5% for employers (Table 7). Approximately 97% of
household healthcare services expenditure was made in out-of-pocket spending.
Expenditure on insurance mechanisms was low.
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However, an important increasing effect has been observed in funding by the
government with public treasury resources, from 25.2% to 30.7%, accompanied
by a reduction in the household expenditure, from 45.8% to 34.2%. There is a
possibility that this effect has been associated to the presence of the SIS in the past
years (MoH, 2008).
Table 7 – Participation in healthcare funding (%), Peru, 1995, 2000 and 2005
Agents

1995

2000

2005

Government

25.2

24.1

30.7

External cooperating agents

1.4

1.1

2.6

Internal donations

0.7

0.7

34.2

Households

45.8

37.9

30.5

Employers

25.6

35

30.5

Other

1.3

1.9

1.3

Total

100.0

100.0

100.0

Total million Peruvian soles

5,917

10,122

12,195

Total million Peruvian nuevos soles of 1995

5,917

5,720

6,371

Total million United States dollars

2,627

2,885

3,708

Source: Ministry of Health. 2008. National Health Accounts. Peru, 1995–2005.

In 2010, total expenditure on health corresponded to 5.2% of the GDP, where
public spending accounted for 2.9% of the GDP, and private spending accounted
for 2.3% of the GDP, according to the Health Indicators and Basic Data of the Pan
American Health Organization (PAHO). Public spending was 55.8% of the total
expenditure on health in Peru, while private spending was 44.2% (PAHO, 2010).
Financial Participation of Users in Health Services

Payments made by healthcare users in Peru can be generally classified as follows:
• Payment in advance of care: It refers to pre-existing funds that allow access without
limitations to the required healthcare; in Peru it is implemented based on three
funding regimens: the contributory regimen, supported by the contributions
made by employers and/or independent workers; the semi-contributory regimen,
partially supported by public funds and complemented by contributions made by
insured individuals; and the subsidized regimen, completely supported by public
funds.
• Payment after care: These are out-of-pocket payments made according to the
healthcare service fees provided at public facilities at a national level by people
without insurance.
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Allocation Criteria and Payment Models

As of 2011, in Peru the Health Insurance Public Financing Act establishes the
principles for public financing and indicates how funds are allocated to benefit the
subsidized and semi-contributory regimens. This law details that both regimens
are financed based on resources assigned annually to the Comprehensive Health
Insurance (SIS) by regional and local governments and by contributions made
by international cooperation. The norm also establishes the creation of a MultiSectoral Commission that is responsible for proposing health insurance goals
as financed by the State and, finally, it indicates that the State will provide the
funds for high cost conditions through the Intangible Solidarity Fund for Health
(FISSAL).
The transfer of public funds between the public sector entities is made in
compliance with the activities and projects approved by the target institutes in
their budgets. Resources are allocated at a subnational level to regional and local
governments, who then transfer them to their primary care health facilities and
hospitals. Subnational levels have the power to create, collect and manage their
own incomes and assets and approve their institutional budgets in accordance
with the State Budget Management Act and the Annual Budgets. In the case of
the Comprehensive Health Insurance (SIS), resource transfer is based on the net
value of the production as validated in relation to healthcare provider facilities,
according to the Essential Plan on Health Insurance (PEAS).
Models regarding payments to providers (hospitals, outpatient offices)
vary depending on the type of provider (public or private). Payments to public
providers are made through the transfer of funds to the National and Regional
Government executive units in the context of the Comprehensive Health
Insurance (SIS) agreements regarding service provision. Payments are also made
directly to healthcare institutions, whether private or mixed, according to the
conditions established in complementary service sale and purchase agreements.
Payment modalities currently applied by the SIS include capitated payments, a
prospective modality used at primary care level in the Universal Health Insurance
(AUS) areas; and payment for service, a retrospective modality used at all levels of
care covered by the AUS and those that are not yet included in the AUS.
Payments made to private providers are done under the following modalities:
capitated payments, payment for service, and cost-patient-monthly payment.

Macromanagement
Stewardship
The Ministry of Health is the steward of the health sector in charge of
conducting, regulating and promoting the intervention of the National Health
System in order to achieve the development of human beings through the
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promotion, protection, recovery and rehabilitation of health and the development
of a health environment with full respect of the individual's basic rights from
conception to natural death.
Formulation of Health Policies and Plans
National policies and plans are formulated within the framework of Act
No. 27,813, which establishes that one of the functions of the National Health
Council is, among others, to propose a national health policy as part of the
national development policy. This law indicates that the purpose of the National
Health System is to coordinate the implementation process of the national health
policy by promoting a harmonized and decentralized policy implementation, and
coordinating plans and programs from all health institutes in order to achieve a
comprehensive healthcare for all Peruvians and advance towards a universal social
security system in health.
The National Harmonized Health Plan 2007-2011 (PNCDS) is a health
policy management and implementation tool that establishes the foundation
for a harmonized action by the State targeted at improving the population's
health status. The PNCDS determines definite goals and also strategies and
interventions aimed at complying with objectives related to public health, the
health system, and health determinants. In addition, the PNCDS serves as a
reference framework for the formulation and subsequent approval of Strategic
Sectoral Health Plans, where financing resources, indicators, goals and
responsible parties are indicated and whose results are continuously evaluated.
During the formulation stage, consultations are made in multi-sectoral
workshops and meetings with the participation of the Ministry of Health, as the
health sector steward, the Social Security System, municipal healthcare services,
Armed Forces and National Police health systems, private healthcare services,
universities and the organized civil society, in accordance with the National
Coordinated and Decentralized System for Health.
In addition, taking into consideration the health policy guidelines, objectives,
goals and strategies established in the National Harmonized Health Plan, the
Multi-Year Sectoral Health Plan 2008–2011 was approved; this Plan identifies
financial resources, indicators, goals and responsible parties, and its results are
continuously evaluated.
Powers of Spheres of Government and Interinstitutional Coordination
The organization of the National Coordinated and Decentralized System for
Health allows harmonization and coordination bodies to interact according to
their level, such as the National Health Council, the Regional Health Council
and the Provincial Health Council. Among the Councils' functions, the most
important ones include:
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• To propose and promote a participative formulation of health plans and policies,
as part of the development policy, and to monitor their compliance.
• To propose and review health priorities based on the analysis of the health
situation and the population's living conditions.
• To propose an equal and rational distribution of health resources according to
their priorities.

The monitoring and assessment of the impact of policies and plans are
conducted based on the information provided by the National Statistics and
Information Institute which uses the National Household Survey to gather data
regarding living conditions, poverty, and the impact of social programs in the
population, including health indicators. In addition, the Demographic and Family
Health Survey (ENDES) looks to collect updated information on demographic
dynamics and access to health by mothers and children younger than 5 years old for
the estimation of the indicators identified in the strategic programs in the context
of the Budget by Results, and the evaluation and formulation of population and
family health programs in Peru.
In 2009, the Health Intergovernmental Commission (CIGS) was created
in the health sector. The Health Intergovernmental Commission represents a
continuous articulation of public health under an execution of health processes
and results shared by the Ministry of Health, Regional Governments and Local
Governments.
The Commission's decisions have a harmonizing and deliberative nature, and
its agreements are binding; therefore, these decisions have to be complied with,
independently from the Ministry of Health's role as health steward and of the
autonomous management of Regional and Local Governments, in accordance
with Peru's Political Constitution and other norms in force. The CIGS is made
up by the MoH, the 25 regional governments, and representatives of the National
Regional Government Assembly, the Municipalities Association of Peru, and the
Rural Municipality Network of Peru. The Commission meets every two months,
is presided over by the Ministry of Health and has different work groups. The
Commission's Technical Secretariat is represented by the MoH's Decentralization
Office
The accountability mechanism has a set of norms and guidelines that establish
the procedures for any state authority to explain their accounts in a homogenous
and timely manner in order to warrant the transparency of public management in
relation to the use of public goods and resources.
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Service and Network Management Models
The management of health organizations and networks is regulated by
different instruments, such as the Organization and Function Rules of Health
Boards and Health Network Boards, which establish the standards for organizing
national Health Boards, their nature, vision, mission, strategic objectives, general
functional objectives, organic structure and the functional objectives of their
organic units, their relationships, employment scheme, financial regimen and
relevant provisions.
Health Boards exercise their power as health authority in their corresponding
region and this power reaches all legal and natural persons who provide health
services or whose activities have a direct or indirect effect on their population's
health within the framework of the norms in force. Health Boards, as decentralized
bodies, are responsible for Health Network Boards and Hospitals that provide high
complexity care.
In turn, Health Board Networks, as decentralized bodies, are responsible for
the hospitals that provide median and low complexity care and, as divisions, for
Health Micro-Networks. The Health Network Board is in charge of managing and
providing the public health services under their responsibility. It is also in charge
of managing public health resources assigned to the Board (for the management of
staff, funds and supplies) and for providing the necessary support to the services
provided by health micro-networks and hospitals, if relevant. For such support, the
Board can develop the corresponding management processes.
Health Micro-Networks are the organic unit divisions responsible for
continuously improving the physical, mental and social development of the
entire population in their geographic scope, helping individuals, families and the
community to create health environments, developing a health culture based on
the family as the basic health unit, and providing healthcare in towns and the
assigned institutes or centers, called Health Posts and Facilities.
The levels of autonomy of healthcare services are governed by the standards
of the Public Sector financial administration, regulated by Act No. 28,112, which
comprises a set of norms, principles and procedures used by the systems that make
up this sector, and through them, by the entities and bodies that take part in the
processes of public fund planning, collection, assignment, use, custody, record,
control and assessment. The management of health facilities is in the hands of a
specific executive autonomous unit with a level of administrative decentralization
that determines and collects income, makes commitments, incurs expenses and
orders payments according to the applicable laws, records information generated
by the actions and operations conducted, and reports on the progress and/or
fulfillment of goals.
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Private Insurance and Service Regulation
The most important gaps or deficiencies in the regulation of the healthcare
services provision market are market segmentation and weak regulations. In Peru,
the regulation of private healthcare services implies the design of a regulatory
framework ensuring the protection and promotion of the population's health
and the design and implementation of actions to warrant their compliance. In
this regard, Supreme Decree No. 013-2006-SA approved the Health Facility and
Supportive Medical Service Regulations, a legal instrument that establishes the
requirements and conditions for the operation and functioning of health facilities
and supportive medical services, and the mechanisms for compliance verification,
control and assessment.
In its role of steward, the Ministry of Health regulates, through the Healthcare
Service Division of the General Board of People's Health, the operation and
development of public and non public healthcare services. The Regional
Government Health Boards/Managements are responsible for implementing
operation and functioning norms for public and non public health facilities in the
corresponding jurisdictions. In this regard, Article 49 of Act 27,867, Organic Law
of Regional Governments, confers these governments the power to supervise and
monitor public and private healthcare services.
In addition, Act 29,344, Framework Law on Universal Health Insurance,
created the National Health Insurance Superintendence (SUNASA) to work as a
specialized public technical body that is attached to the Ministry of Health, and
its functions include regulating and supervising the operation of public, private or
mixed healthcare institutions.

Health Surveillance
Implementation of International Health Regulations in Peru
Since the implementation of the International Health Regulations (IHR) was
accepted by member countries on June 15, 2007, Peru designated the Directorate
General of Epidemiology (DGE) as the National Focal Point for IHR (National
Focal Point) and assigned it the functions of coordination, dissemination of
information and verification, assessment of Internationally Significant Public
Health Events and communication with the World Health Organization (WHO)
through the PAHO.
To date, the national epidemiological surveillance system has been strengthened
thanks to the respective assessments made of the national surveillance and response
capacity, the improvement of national and regional reference laboratories, and the
training of alert and early response teams at a regional and health network levels.
Communication systems have been established with national and regional Strategic
Information Centers with the purpose of gathering information on immediate,
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weekly and monthly reports on diseases and events, producing information for
face to face and virtual situation meetings with the participation of representatives
from the health sector and other sectors (education, agriculture, etc.).
Regional Governments have particularly reinforced surveillance and response
at the facilities located at Points of Entrance; to date, the national situation
assessment has been completed and the necessary capacities of Peru's points of
entrance have been strengthened: five ports (Paita, Salaverry, Pisco, Matarani
and Ilo), five airports: Callao, Juliaca, Cusco, Iquitos and Tumbes) and two land
borders: Tumbes - El Oro and Tacna - Arica.
Actions carried out at international points of entrance are fundamentally
related to epidemiological surveillance activities performed through health facilities
in the administrative sphere of Regional Health Boards within the framework of
the health sector decentralization. Points of entrance are the responsibility of the
health facilities in their corresponding jurisdiction, which are in turn part of the
National Epidemiological Network.
In 2010, with the support of the PAHO, a plan was developed to strengthen
basic capacities in accordance with the IHR, including an assessment of the
situation and training components, an update of regulatory documents, and the
implementation of equipment for communications and laboratories.
The implementation has progressed with funds provided by the State
and through cooperation projects, such as the malaria prevention and control
plan in the border areas with the Regional Andean Health Agency, the HIV/
AIDS strengthening project with the World Fund, and the influenza epidemics
preparation and response with the support of the Centers for Disease Control and
Prevention in Atlanta.
International activities aimed at the implementation of the International
Health Regulations are basically focused on public health epidemiological
surveillance. It is yet to be formally announced that the Intersectoral Committee
and the Multi-Sectoral Committee will have a comprehensive international role as
health authorities.
Organization of the Laboratory Diagnostic Network for Health Surveillance

The National Health Institute is responsible for the Reference Laboratory
Network at a national level, provides technical support, and coordinates regional
reference laboratories, which in turn receive samples obtained from surveillance
disease research from the respective laboratory networks.
Laboratory diagnostic results are reported in real time using the NETLAB
software in all laboratory complexity levels.
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Epidemiological Surveillance
The Directorate General of Epidemiology (DGE) is the division in charge
of designing, advising and executing the National Epidemiological Surveillance
System in public health at a national level.
The backbone of the system lies in the National Epidemiological Network,
comprised by all public and private health facilities (more than 7000 reporting
units) corresponding to the Ministry of Health, EsSalud, the Armed Forces and
National Police health systems, Local Governments and the private subsector,
which conduct epidemiological surveillance activities. This network includes
Networks and Micro-Networks in all of Peru's regions.
The public health surveillance system receives administrative and technical
support at a local, regional and national level. At a regional level, multidisciplinary
alert and response teams have been established, and they are duly trained and
equipped. These alert and response teams are continuously communicated by
Internet, telephone, and have update sessions and continuous technical support
by teleconference.
Reporting units immediately communicate and analyze outbreaks, epidemics
and public health emergencies, and also provide an initial response which can be
extended to a regional and/or national level, depending on the event magnitude
and severity. There is also a web-based protocol for reporting outbreaks. The
Directorate General of Epidemiology has implemented different subsystems for
a timely detection of outbreaks, such as: surveillance of media rumors, syndrome
surveillance, analysis of monthly reports, analysis of lab reports and outbreak
reports. The information generated by the system is disseminated to the different
government levels and decisions are made based on executive reports.
Risk Factor Surveillance in relation to Chronic Noncommunicable Diseases

The epidemiological surveillance of noncommunicable diseases (NCD) has
progressed with the generation of evidence based on NCD risk factor prevalence
studies, which help to formulate public policies (noncommunicable disease risk
factor prevalence study in Metropolitan Lima, Callao and Tumbes 2003-2006),
already published.
In addition, cancer epidemiological surveillance has been implemented
through hospital records. With the approval of the Cancer Health Surveillance
Guideline in July 2006, this subsystem has been put into practice in 13 Regional
Health Boards and 42 MoH's hospitals. Seven EsSalud health networks are also in
the process of being articulated.
Capacities have been developed in the different regions in order to establish
the cancer epidemiological surveillance subsystem through workshops that include
other subsectors (EsSalud).
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Sanitary Surveillance
Legal Basis of Sanitary Surveillance

The legal basis for Sanitary Surveillance is made up of the following laws:
• General Health Act – Act No. 26,842: The national Health Authority is
responsible for guiding and regulating actions aimed at avoiding the spreading
and achieving the control and elimination of communicable diseases across Peru
by exercising epidemiological surveillance.
• Act No. 29,712 – A law that refers to the health authority's functions and
competence, amending Act No. 26,842, General Health Act, Articles 105, 106
and 122 (published in the official bulletin “El peruano” on Saturday, June 18,
2011).
• Act No. 29,459 – Law on Pharmaceutical Products, Medical Devices, and Sanitary
Products
• Act No. 27,658 – Organic Law of the National Control and Surveillance System
and of General Control of Peru.
• The Ministry of Health Act No. 27,657 defines: The General Epidemiological
Office, now called Directorate General of Epidemiology, is the body in charge of
designing, advising and assessing the Epidemiological Surveillance System and
the Health Disaster and Epidemics Prevention and Control Process.
• Supreme Decree No. 023-2005-SA defines: the Directorate General of
Epidemiology is the division responsible for guiding the national epidemiological
surveillance system in the public health sector and analyzing the health situation
in Peru.
• Supreme Decree No. 010–97–SA: approves the Public Health Registry, Control
and Sanitary Surveillance Regulations for Pharmaceutical and Similar Products,
and their amendments (in force until January 2011).
• Supreme Decree No. 014–2011-SA approves the Pharmaceutical Facility
Regulations.
• Supreme Decree No. 016–2011–SA approves the Public Health Registry, Control
and Sanitary Surveillance Regulations for Pharmaceutical Products, Medical
Devices and Sanitary Products (published in the official bulletin "El Peruano" on
July 27, 2011 and that will be valid as of 180 calendar days after its publication).
• Supreme Decree No. 007-98-SA – Sanitary Surveillance and Control Regulations
for Food and Beverages
• Supreme Decree No. 031-2010-SA – Regulations for the quality of water for human
consumption. The Directorate General of Environmental Health (Digesa) has a
reference environmental laboratory that operates in all regions with air, water,
soil and food samples (food safety).
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Structure of Sanitary Surveillance

The General Board of Medicines, Supplies and Drugs (DIGEMID) is a
division of the Ministry of Health that operates through the Sanitary Surveillance
Control and Direction, and its functions include guaranteeing the quality of drugs
and other pharmaceutical and similar products offered in the national market. To
this end, it performs control and surveillance activities in the processes related to
the production, import, storage, distribution, marketing, donation, promotion,
advertisement, provision and sale of these products that are available for the
population. These activities are carried out in pharmaceutical facilities, where
compliance with good manufacture practice and good storage practice is verified.
In addition, the DIGEMID helps to eliminate illegal trade, adulteration,
forgery and smuggling of drugs, other pharmaceutical and similar products at a
national level by promoting the participation of all sectors and it also contributes
to improve the quality of the information disseminated in pharmaceutical
publications.
Environmental Sanitary Surveillance

The Directorate General of Environmental Health (Digesa) is a regulatory
technical body that deals with environmental sanitary surveillance.
Environmental sanitary surveillance is conducted by the Environmental
Health Executive Boards of Regional Governments, coordinated with the Digesa
and in compliance with operational plans.
Environmental sanitary surveillance in relation to surface waters (rivers,
bays, estuaries, seas) is regulated based on critical parameters established in
environmental norms (Environmental Quality Standard). In the specific case of
seas and pools, regulations are based on an index formulated according to sanitary
indicators (number of total coliforms, beach cleanup state, sanitation facilities for
bathers, in the case of beaches).
The Digesa is working on the formulation of sanitary indicators regarding
water resource quality, mainly in relation to chemical contaminants.
Regarding food safety, sanitary surveillance is a function performed by the
competent authority on its own, as established by the Food Safety Act. In the
specific case of the Digesa, the surveillance of industrialized food takes place in
factories, where the authority verifies the compliance with the general hygiene
principles, the information included in the health registration (auditing) and,
when applicable, the Hazard Analysis and Critical Control Point System, as per
the sanitary regulation. In order to comply with this function, the MoH has, at a
national level and through the Digesa, a Department of Food Safety and Zoonoses
(DHAZ), with a sanitary food surveillance area, and at a regional level, it has
Regional Health Boards (Diresa), which have similar areas or services regarding
food safety and inspectors trained by the Digesa. However, it should be noted
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that sanitary inspection systems require improvement through trained professional
personnel.
In the case of export foods produced industrially and that require an official
health certificate requested by the importing country, the Digesa provides such
certificate by shipping lot only in the case of food manufactured at facilities with a
valid sanitary authorization, i.e., those that apply the HACCP system.
The Food Safety Act (Decree Law No. 1,062) establishes a framework for
food sanitary surveillance and control based on a systemic approach and the food
chain “from farm or sea to table,” and establishes the creation of a Permanent
Multi-Sectoral Food Safety Commission (COMPIAL) to act as articulation liaison
between the competent authorities mentioned above and to achieve a real food
safety national system in harmonization with the Codex international standards.
This is because of the need to organize risk-based sanitary inspection, and also
to have integrated sanitary alert and traceability systems. In this regard, the
competent health authorities (agriculture, health and production) are undergoing
an articulation process, through the COMPIAL, with the purpose of implementing
an integrated food safety system.
Laboratory Support for Post-Marketing Sanitary Surveillance

The Digesa has an Environmental Control Laboratory with an area to perform
microbiological and chemical analyses of food sampled by the health authority
as part of official surveillance activities, and there is also an area for receiving
complaints and conducting operations with the Public Prosecutor, or in relation
to its own surveillance of hospital food services, provided that decentralized
boards lack their own laboratory because sanitary surveillance is one of the powers
transferred to the regions. All these procedures take place in the post-marketing
phase, given that the food health registry is automatic, as established by the
General Health Act. Some regions have their own food control laboratory, which
are partially in practice (see http://www.digesa.sld.pe/LAB/ Microbiologia.asp).
Product Sanitary Surveillance at International Points of Entrance

The health sector at international points of entrance, i.e., land borders, ports and
airports, is coordinated with other sectors and has integrated points of control for
facilitating people and product management and transport taking into consideration
volume, the frequency of international traffic, the epidemiological status, and the risks
for public health.
Similarly, and in conjunction with the border country, the development of
health actions is evaluated according to the provisions of the International Health
Regulations. If a public health emergency is identified, actions are coordinated with
the authorities responsible for the authorized land borders, the sectors involved
and regional or local governments, as applicable, so that public health measures
can be put into practice as per the legal, regulatory and technical aspects in force.
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In relation to the sanitary surveillance of pharmaceutical products, the Ministry
of Health regulates, through the General Board of Medicines, Supplies and Drugs
(DIGEMID), the acts of natural or legal persons involved in the manufacture,
import, export, storage, distribution, marketing, promotion, advertisement, sale,
use and final disposition of pharmaceutical products, medical devices and sanitary
products within the framework of Act No. 29,459.
Within the scope of this law, all products require a health registry issued by
the DIGEMID. However, Peru's Customs Office is the authority responsible for
controlling all product import at international points of entrance (land borders,
ports and airports).
Notwithstanding the documents required at Customs for the import of
pharmaceutical products, medical devices and sanitary products, the Customs
Office verifies the copy of the resolution authorizing the health registry, the
manufacture lot identification, the date of expiration, if applicable, the copy of the
lot testing protocol, and the manufacturer's Good Manufacture Practice certificate,
if applicable.
The import of products with no health registry or not in accordance with the
conditions established in the health registry is authorized during an emergency,
for a justified individual prevention case or in public health risk situations; but
this does not prevent the performance of quality controls once the products
involved are in national territory, and the health authority may make inquiries or
verification in the primary area and in the Customs storage deposits.
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Figure 1 – Most important international points of entrance in Peru

East
North

Route 1: Iquitos-Lima by air
Route 2: Iquitos-Pucallpa
Route 3: Maldonado PortCusco-Lima by road
Route 4: Maldonado Port-Lima
by air

Tumbes, Piura, Cajamarca Route 1:
Aguas Verdes-Tumbes-Talara-PiuraChiclayo-Lima
Route 2: La Tina-Sullana-Piura-Lima
Route 3: Paita Port-Piura-Lima
Route 4: San Ignacio-Jaen-Olmos
-Chiclayo-Lima
Route 5: Tumbes by air-Lima
Route 6: Chimbote Port-Lima

South

South
Tacna:
Route 1: Santa Rosa-Tacna-TomasiriMoquegua-Arequipa-Lima
Route 2: Santa Rosa-TacnaCostaneillo-Moquegua-Arequipa-Lima
Route 3: Tacna-Tarata-MasocruzPuno
Route 4: Triple frontier-MazocruzPuno
Route 5: Triple frontier-MazocruzMoquegua
Route 6: Tacna-Lima by air

Entrance through the border

South of Puno:
Route 1: Desaguadero-PomataJuli-Puno-Juliaca-Arequipa-Lima
Route 2: Desaguadero-PomataJuli-Puno-Juliaca-Cusco-Lima
Route 3: Desaguadero-Mazo
Cruz-Moquegua-Arequipa-Lima
Route 4: Desaguadero-Mazo
Cruz-Tarata-Tacna
Route 5: DesaguaderoPuno- Juliaca-Cusco-AbancayAyacucho-Huancayo-Lima
Route 6: Kasani-Yunguyo-PunoJuliaca-Cusco-Lima
North of Puno:
Route 1: Patacaile-MohoHuancané-Juliaca-Arequipa-Lima
Route 2: Patacaile-MohoHuancané-Juliaca-Cusco-Lima
Route 3: Tilaly-Conima-MohoHuancane-Juliaca-Cusco-Lima
Route 4: Cojata-Ananea-CruceroMacusani-Santa Rosa Cusco

In relation to food safety, the Food Safety Act (Decree Law No. 1,062)
establishes the following competence;
• National Agricultural Safety Service (Senasa), which reports to the Ministry of
Agriculture: it controls food production and primary processing.
• Directorate General of Environmental Health (Digesa), which reports to the
Ministry of Health: it controls industrially manufactured foods.
• National Fishing Institute (ITP), which reports to the Ministry of Production: it
controls all hydrobiological products.

In this sense, industrialized foods are verified at points of entrance by Customs,
who check that all products have the corresponding health registry. In order to
obtain such registry, among others, the product holder has to submit safety reports
and a certificate of free sale issued by the authority in the country of origin. Health
regulations are currently undergoing a process of modification so that every food
lot to be imported is allowed into the country only if it has, in addition to the
health registry, a health certificate. At present, this is requested for all Peruvian
products exported to the international market.
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Sanitary surveillance is in the hands of the Regional Government Health
Boards; these send samples to Directorate General of Environmental Health
(Digesa) laboratory, as per the requirements specified in the chain of custody.
Health Risk Reporting

The MoH created the Risk Reporting Sectoral Commission by Ministerial
Resolution No. 525-2011/MINSA. This Commission is in charge of developing a
National Risk Reporting Plan and of preparing the strategic reporting lines to deal
with public health emergencies.
Act No. 28,681 was approved for the regulation of alcoholic beverage
marketing and advertisement. And Supreme Decree No. 012-2009-SA approved
the Regulations of this act (General Secretariat).
There are also Child Nutrition Regulations in place for a multi-sectoral
regulation of advertisement related to breast milk substitute products.
In addition, Peru has implemented the National Pharmacovigilance System,
executed by the General Board of Medicines, Supplies and Drugs, which receives
adverse reaction reports or complaints of problems related to drugs through all
Peruvian public health facilities, prescribing physicians, drugs dispensing parties
and holders of health registries. This system is coordinated and articulated with
the WHO's Pharmacovigilance System, which receives the notifications made to
the Peruvian system.
In relation to mass media advertisement regarding risk reporting, Article 42 of
Chapter X of Act No. 29,459 Law on Pharmaceutical Products, Medical Devices,
and Sanitary Products in reference to the participation of mass media establishes
that the State's media of communication will grant the National Health Authority
(ANS), the National Health Authority's decentralized bodies, the National
Authority of Pharmaceutical Products, Medical Devices and Sanitary Products at
a regional level, free space and time to disseminate information related to public
health objectives on pharmaceutical products, as indicated in the Act's regulations.
In addition, these advertisement spaces will be used to warn the population of the
illegal trade of pharmaceutical products, medical devices and sanitary products.
In the area of foods, the WHO has not established a link between
noncommunicable diseases and food safety, since these are usually related to the
presence of contaminants or dangers. For this reason, a nutritional surveillance
would be applicable here instead of a sanitary surveillance in relation to the topics
indicated above, and the competent authority in this regard is the National Food
and Nutrition Center.
In terms of risk reporting, it constitutes one of the components in the analysis
of risks and the reports made by the Digesa in reference to food safety. It is related
to the prevention of food borne diseases (recognized by the WHO as FBD) and it
is executed through the corresponding area and using different mass media.

Health Systems in Peru

In terms of safety regarding the use of toys and desktop supplies, the Ecology
and Environment Protection Board-Digesa requires, in compliance with the Toy
Regulations, that all products have a label with the specifications in relation to
a child's age to use it safely and any health danger that may be caused by the toy
or supply misuse, and they all require to have a health authorization. The Digesa
is responsible for assessing heavy metal content in the coatings of toys and/or
desktop supplies.
In the case of an environmental health problem, the Regional Government
Environmental Health Executive Division (DESA) usually steps in, and if national
support is needed, the DESA and the national government work together, for
example, with the MoH's General Reporting Office to write press releases.
Support for strategic decisions is only provided in case of an emergency or
disaster. In the event of a disaster, Peru has a Post-Disaster Surveillance technical
norm in place, which can be put into practice once a disaster has occurred. This
type of surveillance is conducted through the evaluation of healthcare service
damages, the assessment of potential epidemic risks, the daily surveillance of tracer
damages, and the creation of health situation rooms; all response decisions are
made by the Emergency Operations Committee.
Health-Related Advertising Regulation Policies
The Food Safety Act (Decree Law No. 1,062) establishes policy principles and
indicates that the Permanent Multi-Sectoral Food Safety Commission is in charge
of their development (this is under way).
On its part, the MoH has the National Environmental Health Policy Technical
Document 2011-2020, which establishes that food safety is the MoH's second most
important policy (page 18).
The National Institute of Protection of Competition and Intellectual Property
is responsible for regulating advertising, also in conjunction with the provisions of
Act 29,571, which deals with advertisement.
By Ministerial Resolution No. 469-2011/MINSA, the MoH has approved the
image guidelines for the use and implementation of health warnings in packages,
cigarette advertisements and other tobacco products. This norm regulates the
advertisement seen in cigarette packs.
Act No. 28,705, General Law for the Prevention and Control of Tobacco Use
Risks, regulates tobacco advertisement, promotion and sponsoring.
In addition, and in compliance with Act No. 28,874, the MoH prepares an
Annual Advertisement Plan for the regulation of state advertising.
The promotion and advertisement of pharmaceutical products, medical
devices and sanitary products are regulated by Articles 39-42 of Chapter X of Act
No. 29,459; Supreme Decree No. 014-2011-SA Pharmaceutical Facility Regulations;
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and Supreme Decree No. 016-2011-SA Public Health Registry, Control and
Sanitary Surveillance Regulations for Pharmaceutical Products, Medical Devices
and Sanitary Products.
Management System to Deal with the Risk of Disasters

There is a Management System to Deal with the Risk of Disasters to mitigate
the risk of natural disasters. It comprises a set of administrative organizational
decisions and operational knowledge developed to implement policies and
strategies aimed at strengthening the society's and community's capabilities in
order to reduce the impact of natural threats and environmental disasters.
The National Civil Defense Institute has identified four processes to manage
the risk of disasters for the National Civil Defense System: risk estimation, risk
reduction, response, and rebuilding.
It is during the rebuilding process, which consists of recovering the pre-disaster
status, that prevention and mitigation measures or disaster effect reduction
actions are put into practice, mainly with the purpose of decreasing vulnerability.
Prevention measures taken in the field of engineering, legal norm formulation,
planning and other fields are targeted at the protection of human lives, goods and
production when facing natural, biological and technological disasters.
This system helps to rebuild affected community in a comprehensive manner
and to prevent events from occurring again or so that their consequences are at least
limited. This is a fundamental stage in the promotion of a planned development
that integrates the disaster risk management approach.

Health Workforce
Gap between the System Demands and Personnel Supply
The public health sector workforce in Peru comprises 177,451 individuals;
out of them, 123,663 (69.7%) belong to the Ministry of Health (MoH) and the
Regions, 40,012 (23%) work for the Social Security System (EsSalud), 6,873 work
in the Armed Forces health system, and 6,603, in the National Policy health system
(Graphic 1).
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Graphic 1 – Workforce composition of the public healthcare sector, health workers by
institution, Peru, 2009
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Source: Human Rights Observatory, DGRH-MoH, 2009.

On the other hand, the availability and distribution of health human resources in
Peru is inequitable, in particular, in the most remote and dispersed rural populations;
this does not allow covering the Peruvian health needs. From those health human
resources, 63% is healthcare personnel, which is mostly concentrated in hospitals, at
the expense of facilities providing the first level of care.
The health professional workforce in the Ministry of Health and the Regional
Health Boards is formed by 51,696 superior level professionals, 32,574 of which
have a stable employment relationship, 14,462 of which are under a special service
contract regime, and 4,935 of which participate in the Marginal Urban and Rural
Health Service Program.
Based on the density indicator identified by the WHO, we have found that
the density of professionals in Peru (the sum of medicine, nursing and obstetrics
professionals) is 22.29 professionals per 10,000 inhabitants.
Table 8 – Number of medical professionals, nurses and obstetricians by healthcare
provider, Peru, 2009
Professionals

FFAA 4/

Total

Physician

17,130

8,505

552

1,085

27,272

Nurse

17,126

8,904

780

1,307

28,117

8,259

1,074

157

65

9,555

42,515

18,483

1,489

2,457

Obstetrician
Total

MoH 1/

ESSAUD 2/

2009 CPV Population 5/
Rhus Density
Source: Human Rights Observatory, DGRH-MoH, 2009.

PNP 3/

64,944
29,132,013
22.29
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There is a deficit of physicians in the first level of care. As a result, healthcare
facilities providing second and third levels of care are oversaturated with care
demands related to health problems corresponding to the first level, thus, increasing
healthcare costs, extending the waiting periods, and generating insatisfaction in
users.
Table 9 – Number of physicians by level of care, Peru, 2009
Levels of care

No. of physicians

%

First level of care

6,323

42.00

Second level of care

3,398

22.57

Third level of care

5,333

35.43

Total

15,054

100.00

Source: Human Rights Observatory, DGRH-MoH, 2009.

Under the Marginal Urban and Rural Health Service Program (SERUMS),
health professionals are provided to facilities giving the first and second levels of
care, in order to provide comprehensive healthcare to the poorest populations
in Peru. As from 2007, it has increased its vacancies for health professionals
progressively. It turned from a total of 1,577 vacancies in 2006 to 4,936 vacancies
in 2010 at the national level (Table 10).
Table 10 – Evolution of paid vacancies of the Marginal Urban and Rural Health
Service Program (SERUMS), Peru, 2006-2010
Year

MoH and Regional
Gov.

EsSalud

2006

1,577

462

2007

3,406

2008
2009
2010

Public Health

Private

Total

234

63

2,336

489

234

41

4,170

4,111

584

211

57

4,963

4,938

606

210

77

5,831

4,936

601

341

74

5,952

The SERUMS contributes significantly to the coverage of districts located
in extreme poverty areas. In 2006, the coverage for those districts was 52% and,
by 2009, it increased 89%, almost twice the total of districts located in extreme
poverty areas. The impact of SERUMS provision is observed in the departments
of Ayacucho, Huancavelica, and Apurímac, pilot areas of the Universal Health
Insurance. However, this service has an annual health professional rotation, which
affects the continued performance of public health goals, as well as the Universal
Health Insurance strategy.
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On the other hand, as regards the quality of the professionals, we may report
that their training is somehow inadequate compared to the skills required, which
is reflected in a difficulty to exercise their skills for the healthcare of people, as well
as to develop healthcare management tasks.
Geographical Distribution and Distribution by Specialties
There is still a centralized distribution of health professionals, which are
concentrated in Lima and the urban shore of Peru. However, a reduction in the
gaps between the capital city and the other regions may also be observed.
The physician per 10,000 inhabitants rate in Lima was almost 13 times higher
than that of Huancavelica (5.91 and 0.43, respectively). By 2009, data shows a
situation that, although not different, bridges the past gaps: The physician per
10,000 inhabitants rate in Lima is more than three times higher than Huancavelica
(15.4 and 4.3, respectively). It should be noted that, by 2009, Huancavelica
surpassed other two regions as regards the distribution of health human resources:
Cajamarca (2.8) and Loreto (3.0).
As regards the availability of nurses per 10,000 inhabitants, eleven departments
have shown an increase over 60% between 2004 and 2009. They include some
departments which have been disadvantaged departments historically, such as
Apurímac (which increased from a 4.2 to an 11.4 rate), Huancavelica (from 1.9 to
7.5), and Loreto (from 1.4 to 3.6). The three of them experienced increases over
150% in the availability rate. However, nurse professional concentration in Lima
is still high: 34%.
As regards obstetrician availability in Peru, it draws the attention that Lima
has the second lowest obstetrician per 10,000 inhabitant rate of Peru, only behind
Callao. Ayacucho, the department with the highest rate, has 5.6 obstetricians per
10,000 inhabitants, i.e., it has 3.2 times more obstetricians by inhabitants than the
capital city.
In general, all the departments showed significant increases in this rate
between 2004 and 2009: barely 13 out of the 25 departments experienced increases
under 50% in the obstetrician per 10,000 inhabitant rate. The departments the
indicators of which experienced great improvements were: Loreto (from 0.7 to
2.2), Apurímac (from 2.61 to 5.5), Amazonas (from 2.1 to 4.2) and Huánuco (from
2.1 to 4.2).
Dentists are also decentralizing from the capital city somehow fast: in 2004,
Lima had 37.8% of dentistry specialists of Peru, while for 2009 this figure had
already fallen to 30.5%. It should be highlighted that this is not necessarily a good
result, as the dentist per 10,000 inhabitants rate in Lima, which was already low (as
well as the Peruvian average), fell even more during this period.

631

632

Health Systems

in

South America

Graphic 2 – Number of medical, nursing and obstetrics professionals
per 10,000 inhabitants by department, Peru, 2009
Moquegua - 32.0
Apurímac - 30.4
Madre de Dios - 28.9
Ayacucho** - 27.6
Lima** - 26.1
Tacna - 24.4
Huancavelica - 24.2
Arequipa - 23.7
Callao - 23.3
Ica - 19.3
Amazonas** - 18.3
Huanuco - 17.8
Tumbes - 17.5
Puno - 16.9
Cusco - 16.8
Junín** - 16.0
Ucayali** - 15.8
La Libertad - 15.0
Ancash** - 14.8
Pasco* - 14.1
San Martín - 12.8
Cajamarca* - 12.6
Lambayeque - 11.4
Loreto - 10.7
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Total Perú - 19.3
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Source: Human Rights Observatory, DGRH-MoH, 2009.

Human Medicine Specialists

According to the report prepared in 2010 by the General Board on Management
of Human Resource Development of the MoH, the total offer of specialist physicians
of the MoH was of 6,074 physician. Out of that number, 61.5% works in clinical
specialties, 33.2% in surgical specialties, and 4.9% in diagnostics and treatment
support specialties. The specialties with more physicians are: pediatrics, obstetrics and
gynecology, surgery, internal medicine, and anesthesiology. It is worth mentioning
that all these specialties represent 54% of the specialist physician offer.
Currently, there is a severe deficit of specialists to satisfy the sector needs. The
MoH's most recent study in 2010 calculated a deficit of 5,686 specialists just in
hospitals, i.e., not considering specialists in the first level of care or family health
specialists. The Medical Association of Peru presents an even more serious calculation:
a deficit of 6,398 specialists. At the regional level, it is perceived that the regions with
a higher need of specialist physicians according to the epidemiological profile and
categorization, are Cusco, La Libertad and the Metropolitan Lima. Furthermore, the
specialties with a higher demand are obstetrics and gynecology, pediatrics, internal
medicine, and general surgery.
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Table 11 – MoH's offer of specialist physicians, Peru, 2010
Specialty

Frequency

Pediatrics

911

Obstetrics and gynecology

770

General surgery

650

Internal medicine

515

Anesthesiology

442

Traumatology

254

Psychiatry

202

Oftalmology

178

Radiology

146

Oncology

130

Cardiology

124

Neonatology

121

Pulmonology

121

Ear, nose, and throat

112

Intensive-care medicine

109

Gastroenterology

107

Pediatrics surgery

102

Emergency and disasters

96

Neurological surgery

92

Urology

79

Physical medicine and rehabilitation

77

Clinical pathology

77

Dermatology

74

Pathological anatomy

72

Neurology

67

Endocrinology

59

Plastic surgery

54

Family medicine

53

Infectology

52

Rheumatology

47

Nephrology

46

Chest and cardiovascular surgery

31

Head and neck surgery

25

Hematology

25

Health management/administration

22

Geriatrics

18

Legal medicine

8

Immunology

5

Genetics
Total
Source: DGRH-MoH, 2010
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6,074
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Changes and Innovations in Training and Continuous Education
The Ministry of Health is decided to work towards the improvement of the
health sector workforce performance; to that end, it will incorporate the skill
approach in the management of human resources and in technical and higher
training. Thus, the National Committee on Articulation of Teaching, Healthcare
and Research, of the National Health Council formed the Subcommission on
Labor Skills for health professionals and the articulation with the National
Council on University Assessment. The Subcommission is formed by the Ministry
of Health, the General Assembly of Deans, Aid Workers and Universities, and it
aims at making agreements on labor and professional skills of the healthcare sector
workers in order to unify assessment and certification processes. The following
technical documents have been prepared: Technical Guide for the Identification,
Standardization and Preparation of Instruments to Assess Specific Labor Skills;
National Catalogue of Specific Labor Skills for the healthcare personnel in the
first level of healthcare; and Assessment Process of Specific Labor Skills for the
first level of healthcare.
On the other hand, the Ministry of Health, through the General Board on
Management of Human Resource Development, has a proposal of the Family
and Community Health Program, an educational program addressed to the basic
health teams (EBS) in the first level of care, which includes the following stages:
• Stage 1: Diploma Course on Comprehensive Care with a Family and Community
Health Approach, addressed to the EBS (6 modules).
• Stage 2: Specialization in Family and Community Health, addressed to the
university professionals of the EBS (physician, nurse, and obstetrician). It includes
the 6 modules in stage 1, plus 19 modules in this stage.
• Stage 3: Specialization in Family and Community Medicine, addressed to the
university professionals of the EBS. Thus, it includes, the 6 modules in stage 1,
the 19 modules in stage 2, plus 10 modules in this stage.
During 2009 and 2010, the Diploma Course on Comprehensive Care with a
Family and Community Health Approach were developed under a strategic alliance
with the Regional Health Boards, of Lima, Callao, and Ayacucho, the National
Major University of San Marcos, the Peruvian University Cayetano Heredia, and
the National University San Luis Gonzaga de Ica, and the Pan American Health
Organization (PAHO). The purpose is to develop comprehensive care capacities
with a family health approach in professionals that are part of the EBS and that may
implement the Model of Comprehensive Care based on family and community,
thus, allowing reaching a healthcare with an improved resolution capacity, equality
and user satisfaction.
There are articulation mechanisms between training institutions and the
health system; the MoH, through the General Board on Management of Human
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Resource Development (DGGDRH), participates in the regulation of work and
capacity development, in the field of health human resources.
• It chairs the National Committee of Medical Residents, an articulation sphere
for healthcare institutions, institutions training human medicine professionals,
the Medical Association of Peru, the Peruvian Association of Schools of Medicine
(ASPEFAM), and the National Association of Residents; which coordinate the
training process of specialists in the different areas of human medicine.
• It chairs the National Committee on Pre-Graduate Health Studies, alternatively
with ASPEFAM's President, an articulation sphere where hospital teaching
facilities and training entities with health Sciences higher education and
university schools may share their experiences.
• It chairs the Sectoral Commission in charge of the Family Health Training
Program. It is formed by representatives of the General Board on Management
of Human Resource Development, the General Board of People's Health, the
General Health Promotion Board, representatives of the Medical Association of
Peru, the Association of Obstetricians of Peru, the Nurse Association of Peru, the
Peruvian Association of Higher Education and University Schools of Medicine,
the Peruvian Association of Higher Education and University Schools of Nursing,
and the Peruvian Association of Higher Education and University Schools of
Obstetrics. It is in charge of designing and managing the implementation of a
Family Health Training Program for health professionals in the first level of care
in selected environments.
The investment in training in the MoH's budget has fallen. The MoH,
through the General Board on Management of Human Resource Development
(DGGDRH), is the entity responsible for managing the capacities and operation of
the National Health System. It is in charge of preparing, proposing and evaluating
national policies, standards and strategies for the management of health capacities
and work, and of providing technical assistance for its implementation; of
conducting the strategic planning of training, specialization, and provision of the
human resources for the National Health System; of designing and articulating
production and dissemination processes for strategic information on health
human resources and knowledge, in coordination with national institutions
and social actors; of proposing coordination mechanisms for the regulation and
harmonization of health training and work processes, within the framework of the
current regulations; among other powers.
Furthermore, the MoH, within the framework of the execution of
PLANSALUD, is preparing a proposal to create the National Public Health School
at the request of the highest public health authority of Peru, a new institution that
will be related to the world public health renovation trends in the framework of
health sectoral policies.
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The MoH has had and has been developing successful initiatives of Permanent
Health Education Programs for health workers, in articulation with public and
private regional and national universities, such as: the Program of Field Epidemiology
Specialization; the Program on Human Resource Policy Management Specialization;
the Program on Family and Community Health (Stage I of the Diploma Course
on Comprehensive Care); Diploma Courses on State Decentralization and
Modernization, Projects for Public Investment, Monitoring and Assessment of
Public Health Interventions and IMCI Internships (professionals), Obstetrics and
Neonatal Emergencies, Perinatal Technology (for technicians), Clinical Laboratory
(professionals and technicians), Blood Bank (professionals).
Healthcare Staff Management Model
The Ministry of Health is promoting, within the framework of the decentralization
process, a proposal for the decentralized management of health human resources
contributing to the strengthening of the institutional management of health human
resources. This is part of the implementation of comprehensive institutional
modernization processes of regional and local governments, and work meetings are
held with the participation of the different regions of Peru.
In Peru, several contracting modalities co-exist: workers appointed and hired
under the labor regime of Legislative Decree 276, workers hired under the private
labor regime (Legislative Decree 728), and the special regime for Administrative
Service Contracting (CAS), among others.
Graphic 3 – Healthcare personnel MoH and regions, according to their labor
condition, Peru, 2009
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Health workers appointed and covered by Leg. Dec. 276 have a decent job and
they work under quite appropriate conditions; the only missing element would
be a workers' compensation and communicable disease insurance. However, the
labor insatisfaction of the group of workers employed under Leg. Dec. 1,057 (CAS)
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upon the loss or reduction of several fundamental rights may be perceived. This
is a disincentive for potential qualified human resources, in particular, specialist
physicians to join the public health sector. This may be an important reason for the
deficit of specialists in the public health sector, given that, although the CAS regime
unified the multiple labor relationships between the health human resources and
the sector under a single regime, that did not represent the next qualitative step for
the reform of the conditions of the workers of the sector.
Regulation of Training and Health Professions
The MoH has started to build the basis for the public health career in
Peru and for governance in the provision of healthcare services. A Work Team
was formally created under Ministerial Resolution 486-2010/MoH, which
group will be responsible for preparing a report with specific proposals for the
comprehensive reform of the public health career. This was performed through
the Intergovernmental Health Committee (CIGS), which approved the 2010 road
map for the Public Health Career in Peru. The definition of public health career
will be the following:
“The Public Health Career is the work itinerary of health workers and their
working conditions, defined by the legal and administrative rules and aimed at the
satisfaction of the health needs of the population and of human and labor rights
of workers themselves.”
In this concept, the aim of the roadmap has been to establish the organization,
time, and strategies to achieve the following: a fair, single and equitative labor
legislation; a plan for the development of administrative regulations to enforce the
laws; the economic resources necessary to carry out the proposal and the power
resources that make the proposal viable.
The general scheme of the public health career must include the following:
• Rights and duties of workers:
• Work development and compensation
• Development of the worker's skills and capacities
• Needs and duties of the user:
• Scientific quality of care
• Care with human warmth
• Service requirements and obligations:
• Technical function
• Organizational and management function
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The proposal must include the entry system (selection and recruiting); training;
work and health environment of workers; stay (relationship and contracting
modalities, incentive system, and performance assessment); and retirement.
From the conceptual point of view, the public health career is intended to be
multi-professional, i.e., that it comprises all health professionals. The referential
element is the concept of Health Servant. Administrative professionals are
not included as they are subject to the general rules on public and integrative
management, which includes all human resource management subprocesses, from
selection to retirement.
The public health career proposal will take into account elements of the
macro-environment as well as elements of the national context.
To handle that mission, the General Board on Management of Human
Resource Development (DGGDRH) has formed a work team to promote the
discussion between actors and between technical equipment within the MoH, in
order to develop the document that will be submitted to the CIGS.
Figure 2 – Guidelines for the public health career in Peru
Elements to be considered
• The Millennium Development Goals
• T he 2006-2015 Toronto Call to Action: Towards a Decade
of Human Resources for Health in the Americas
• The decentralization process and the transfer of functions
• 2002-2012 policy guidelines for the sector
•N
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human resources
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Regarding the professional health certification process, the medical profession
started in 1998, at the initiative of the Medical Association of Peru (CMP);
therefore, the Peruvian experience was, initially, professionally regulated, rather
than regulated by the State.
For recertification, professionals had to show that they had taken courses for
more than 15 credits in the last three years. The process reduction and deceleration
is mainly explained by the lack of dissemination and promotion of the process, the
relative lack of interest in recertification and its voluntary nature.
Currently, the CMP has approved new rules for medical recertification,
which includes the assessment of professional practice as a first step towards the
progressive introduction of the assessment of the professional skills.
In a stationary context of medical certifications, the National System on
Educational Quality Assessment, Accreditation and Certification (SINEACE)
was created in 2006 for the certification of all professions. In this case, unlike
accreditation, Professional Associations certify, while the Council on Higher
University Education Quality Assessment, Accreditation and Certification
(CONEAU) supports them and gives them advice through their Assessment and
Certification Board.
The new system for skill assessment evaluates essential knowledge, the
performances expected in a simulated or actual work situation, and products
inherent to each profession. It should be mentioned that not all professions must
certify their members, as there are Professional Associations which provide for
mandatory certification (the 13 health professions and teachers) and others which
provide for voluntary certification (the other professions). The rule sets forth that
the Associations have three years to certify the professionals with more than 5 years
of registration as such. In the case of medicine, due to the number of professionals,
it has been decided that certification will start with general physicians. The term
for Professional Associations to request authorization from the CONEAU to be
authorized as certifying entities ended on October 2010.
On July 11, 1999, the Commission for Accreditation of Higher Education
or University Schools of Medicine was created by Law No. 27,154, chaired by a
representative of the Ministry of Health and formed by representatives of the
Ministry of Education, the National Dean Assembly, the Council for Authorization
of University Operation and the Medical Association of Peru, with the mission of
conducting and managing the process.
This commission agreed that only physicians graduated from accredited
medical schools would be admitted in the professional associations and authorized
for professional practice. To that end, in 2000, the Regulations for Law No. 27,154
was approved, and in 2001, the minimum standards for the accreditation of higher
education or university schools of medicine were established under Supreme
Resolution No. 013-2001-SA, and the minimum standards for the creation of
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higher education or university schools of medicine were established under Supreme
Resolution No. 252-2001-SA.
The national regulatory framework for the training of health workers includes:
• Ministerial Resolution 184-2011/MoH (March 18, 2011), 2010-2014 Sectoral
Harmonized and Decentralized Plan for the Development of Health Capacities
– PLANSALUD. The 2010-2014 Sectoral Harmonized and Decentralized Plan
for the Development of Health Capacities – PLANSALUD is approved and
the General Board on Human Resource Management is entrusted with the
mission to provide, in the exercise of its functions, technical assistance for the
implementation of the Plan.
• Supreme Decree No. 003-2011-SA, National Program for the Provision and
Capacity Development of Human Resources for Universal Health Insurance –
PROSALUD (March 29, 2011): National Technical Rule for the Provision and
Capacity Development of Human Resources for Universal Health Insurance –
PROSALUD, which contributes to the progressive implementation of the Model
of Comprehensive Care based on the individual, the family and the community,
with the approach of renewed Primary Healthcare, through the provision of
human resources to the poor areas under the scope of the Universal Health
Insurance (AUS), and developing skills regarding the Comprehensive Basic
Healthcare Plan, which includes the induction; internships in neonatal obstetrics
emergencies, clinical laboratory and basic maternal ultrasound scanning; IMSIICATT, diploma course on comprehensive care with a family health approach,
for the AUS.
• Supreme Decree No. 011-2008-SA, which modifies the Organization and
Function Rules of the Ministry of Health: The General Board on Management
of Human Resource Development (DGGDRH), as a technical-regulatory body
of the MoH, is the entity responsible for capacity and work management in the
National Health System.
• Law No. 28,175: Framework Law on Public Employment.
• Legislative Decree No. 1,023: Legislative Decree which creates the National Civil
Service Authority, the steward of the Administrative System for Human Resource
Management.
• Legislative Decree No. 1,024: Legislative Decree which creates and regulates the
Public Manager Body.
• Legislative Decree No. 1,025: Legislative Decree which approves the Training and
Performance Rules for the Public Sector.
• Legislative Decree No. 1,057: Legislative Decree which regulates the special
regime for administrative procurement of services.
The accreditation process in medicine which started in 1999 with the creation
of the Commission for Accreditation of Higher Education or University Schools
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of Medicine (CAFME) served as the benchmark to create the National System on
Educational Quality Assessment, Accreditation and Certification (SINEACE) in
May 2006 through Law No. 28,740. Finally, the SINEACE absorbed the CAFME.
Within the National System on Educational Quality Assessment, Accreditation
and Certification (SINEACE), the CONEAU is the body in charge of university
accreditation and certification. Progress has been made to define the university
accreditation model, with criteria and standards for all the educational and health
courses of studies; the process is now at the stage of registration and authorization
of accredited agencies, as these are the agencies that will accredit the courses of
studies.
In the last four years, policies have started to be implemented to regulate
again university and technical education, with the university accreditation and the
professional certification, in addition to the definition of the profiles for vacancies
in the SERUMS and for specialists, which must have an impact on university
education.
As regards the regulation related to specialist education, the main effort has
been to identify the 25 specialties which require educational priority according
to the epidemiological profile of Peru. Thus, there are 25 programs identified for
hospitals to program 90% of their free vacancies and 100% of their temporary
transfer vacancies. On the other hand, together with regional universities, an
expansion of the educational offer has been promoted in the interior of Peru, as
well as an expansion of the educational offer of the most important specialties.
Also, the creation of specialization programs is being encouraged in universities
of the interior of Peru which usually do not offer such specializations, in order to
prevent a higher migration of specialists.
The private sector has an increasing participation in the field of human
resource training in health sciences, which is regulated under University Law
No. 23,333 and the Ministry of Education.
As regards pre-graduate health human resource training, there is a broad
offer. In the case of schools of medicine, they increased from 3 in 1960 to 30 in
total in 2008, computing public and private universities. In the case of nursing,
in the same period, schools of nursing increased from 8 to 42. Meanwhile, upon
comparing with data for 2008, it may be perceived that there is a deceleration in
the growth of the number of universities with schools of medicine.
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Graphic 4 – Number of schools of medicine and nursing, Peru, 1960-2008
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Although fewer new universities are being created (maybe due to the new laws
governing their creation, accreditation, and operation), there was a higher increase
in the number of private universities compared to public universities regarding the
four main health schools: medicine, nursing, obstetrics, and dentistry. In the case of
medicine and nursing, private offer has almost achieved the public offer, while in the
case of obstetrics and dentistry, the private offer is higher.
Table 12 – Number of health profession programs by public and private universities,
Peru, 2003 and 2008
Professional schools

Total
Public universities
2003
2008
2003
2008

Private universities
2003
2008

Nursing

42

49

23

25

19

24

Human medicine

28

30

16

1 or

12

14

Obstetrics

25

29

10

12

15

17

Dentistry

21

25

10

10

11

15

Source: INEI, 2009

Training of Health Technical Personnel
As regards the training of health technical personnel, there are currently 1,076
Higher Education Technology Institutes (ITS) registered nation-wide, i.e., 134 more
than in 2004, 67.8% of which are private (barely 0.4% more than in 2004). Out
of the total number of Higher Education Technology Institutes, 549 are operating
normally (58.2%).
As from November 2003, the Ministry of Education (ME), through the Board
of Secondary Education and Higher Education in Technology, carries out the
revalidation of the Higher Education Technology Institutes (IST) through a revision
of the documentation submitted and through verification visits to the facilities of
each IST.
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Currently, there are 604 revalidated IST, 56% of the total; though this is a low
percentage, it is much higher than the 7.4% that were revalidated at the date of the
last Country Report.
The IST offer 175 technical courses of studies, 10 of which are related to
health sciences (5.7%). On the other hand, 372 (39%) out of the 942 Higher
Education Technology Institutes offer health technical schools. The health
technical schools more offered are technical nursing (38.6%), pharmacy technician
(8.4%), laboratory technician (7.9%), and technicians in dental prosthesis (7.7%).
As regards the distribution by department of nursing technician training offer,
the highest offer (17%) is concentrated in Lima; together with Piura, La Libertad,
Ancash, Lambayeque, and Puno, they concentrate 53.6% of all the offer of
technical nursing schools. As regards clinical laboratory, the highest offer (41.9%)
is also concentrated in Lima.
Graphic 5 – Number of health technical schools, Peru, 2010
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Public Health Training
After the disappearance of the National School of Public Health of Peru
(EN-SAP) in 2002, the demand of public health professionals and technicians
has not been satisfied by universities, save for two universities. The other have
few departments or schools devoted to public health training, and such few
departments or schools have an insufficient or inadequately trained faculty. Most
of these universities offer post-graduate programs in the different public health
disciplines.
Currently, 41 out of the 77 Peruvian universities have at least a master program
on public health or some related area, half of which are developed in Lima. These
programs have not been assessed yet in connection with their relationship with
the Peruvian public health or that of the region where they are developed. Most of
these programs emphasize administration or management, rather than research,
formulation, and implementation of health policies.
The MoH, through the highest Peruvian public health authority with its
management team, has taken the political decision of creating a new National
Public Health School related to the public health renovation trends of the world and
within the framework of the Health Sectoral Policies, the Policy Guidelines for the
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Development of Health Human Resources, Decentralization and Universal Health
Insurance. A work team has been created formed by the INS, the DGGDRH and
the Italian Cooperation responsible for formulating a proposal on the creation of the
National Public Health School or an equivalent institution.
Health Workforce Migration
International migration of health science professionals is becoming a public
health problem. Between 1994 and 2008, it was detected that 27,732 of the
Peruvian health professionals migrated: 8,826 physicians and 12,208 nurses
(Table 13). Nurses represent the highest percentage, followed by physicians and,
to a lesser extent, dentists and obstetricians. This study considered that a health
professional leaving between 1994 and 2008, and recording his/her entry to Peru
up to June 2009, was a migrant.
Table 13 – Migration of health professionals, Peru, 1994-2008
Categories

Men

Health practitioners
Nurse
Physician
Obstetrician
Dentist
Psychologist

Women

Total

8,058

19,674

27,732

734

12,474

13,208

5,924

2,902

8,826

65

1,258

1,323

735

785

1,520

600

2,255

2,855

Non-health professionals

76,073

70,843

146,916

General total

84,131

90,517

174,648

Source: Prepared by Julio Gamero based on (INEI-DIGEMIN-OIM, 2009). Note: It includes ambiguous categories
such as graduates, professionals, bachelors, teachers and other non-specified categories.

Graphic 6 – Health professionals migration trends, Peru, 1994-2008
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Action On Social Determinants Of Health
The Peruvian State, which is aware of the need to implement comprehensive
and articulated actions, faces the fight against poverty and its determinants through
articulated processes where all social actors, including beneficiaries, authorities,
and public entities, participate, and with the contribution of international technical
cooperation (CIAS, 2008, Crecer National Strategy).
The articulated interventions between sectors and institutions are reflected
nationwide in the sectoral and institutional plans, in the institutional plans and
harmonized development plans, and at the regional and local levels.
Within the framework of the National Agreement and in compliance with the
stated policy guidelines, the Ministry of Health carried out a technical, political
and social process to prepare the National Health Harmonized Plan (PNCS).
This Plan is a tool to manage and implement health policies regarding the public
health priorities of Peru and the main interventions which allow improving the
health status of the Peruvian population, in particular, of the most economically
disadvantaged sectors. It aims at improving the population health status, with a
gender, human resource approach, and acknowledging Peru's interculturality and
the biodiversity, and health as a fundamental right (MoH, 2007).
The first 2007-2020 policy guideline is the comprehensive healthcare for
women and children giving priority to promotion and prevention actions. The
General Health Promotion Board develops a set of interventions and strategies for
all the actors in the sector to engage in the promotion of healthy habits and life
styles, the improvement of healthy environments, as well as the joint action on all
determinants having an impact on health in Peru.
The National Health Harmonized Plan identifies the determinants to be
intervened:
• Basic sanitation: poor basic sanitation, inadequate sewerage, and waste disposal.
• Social exclusion: poverty, income, and employment.
• Environment: environment contamination.
• Occupational health and safety at work: ignorance of healthy and occupational
safety behaviors.
• Food safety and nutrition: food deficiency and unsafety
• Public safety: injuries caused by third parties and car accidents.
• Education: low educational levels and large educational gaps in rural women.
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In that context, the preparation of intersectoral policies with the participation
of civil society become relevant, among others: Table for Harmonized Resolutions
on the Fight Against Poverty, subject tables (social actors and local governments),
multisectoral work commissions (from the sectors for the preparation, follow-up
and assessment of national plans).
The several programs, strategies and actions that are being performed are
mentioned below:
• Juntos Program (Presidency of the Ministers Council, Ministry of Education and
Ministry of Health).
• Strategic Programs: Articulated Nutrition Plan and Neonatal and Maternal
Health Plan (Ministry of Health, Ministry of the Women and Social Development,
Presidency of the Ministers Council, Comprehensive Health Insurance, Regional
and Local Governments. The Ministry of Health is the steward of this strategic
program, while the administrator of the financial resources is the Ministry of
Economy and Finances).
• National Plans involving several Ministries: National Child Plan, National Family
Plan, National Breastfeeding Plan, National Plan against Violence against Women,
National Plan to Fight Human Trafficking, National Plan for Equal Opportunities,
National Plan for the Education of Rural Girls and Female Teenagers, National
Food Safety Strategy, National Micronutrients Plan.
• Several regional and municipal ordinances have been issued, and the healthy
Municipality and Community network has been created.

The rules involving compliance by all ministries and the civil society include
Law 29,517 on Smoke Free Environments and the Municipal Ordinances on that
issue (a rule that is applicable nationwide and which involves several government
levels for its implementation); Law 28,705, which regulates alcohol consumption
(the same as above); the technical document promoting the right to identification
(involving several sectors); and the Policy Guidelines for Citizen Health Surveillance
(involving the citizenship).
Among the intersectoral coordination strategies, the following most
representative harmonization spheres may be highlighted: Table for Harmonized
Resolutions on the Fight Against Poverty (civil society); topic tables (social actors
and local governments), and multisectoral work commissions (from the sectors for
the preparation, follow-up and assessment of national plans).

Health System in Peru

Experiences Developed
Among the experiences developed in DSS, we may mention the promotion
of the right to identity; the municipal incentive projects which incorporate the
health component; the promotion of physical activity; the implementation and
strengthening of birthing houses; the institutionalization of vertical child delivery;
the National Plan with Multimicronutrients; the promotion of the implementation
of Healthy Universities and of the implementation of outcome management and
funding through PPR, among others.
Since 2007, the State commenced a public management reform and changed
the design of the budget, which was no longer focused on supplies, but on
products. Thus, the first steps were given regarding the implementation of the
Budget by Results by issuing Law No. 28,927 on the Public Sector Budget for Fiscal
Year 2007, which sets forth the application of the budgetary management based on
results and introduced the Strategic Budget Programming throughout the Public
Sector as a specific tool aimed at articulating the sectoral and institutional strategic
plans with the budget programming. Law No. 29,142 on the Public Sector Budget
for Fiscal Year 2008 provides for the implementation of the Strategic Programs on
Neonatal and Maternal Health and the Articulated Nutritional Program by the
Ministry of Health, the National Health Institute and the Comprehensive Health
Insurance.
Scope of the Millennium Development Goals
As stated above, as from 2007, the Budget by Results started to be implemented.
Such budget articulates sectoral and institutional strategic plans with budget
programming. In 2008, the Strategic Programs on Neonatal and Maternal Health
and the Articulated Nutritional Program were implemented by the Ministry of
Health, the National Health Institute and the Comprehensive Health Insurance.
As from 2010, the strategic programs related to noncommunicable diseases,
tuberculosis, HIV and vector-borne diseases, and zoonosis, were implemented.
These national initiatives have allowed making progress regarding the Millennium
Development Goals: reducing mortality in children under 5 years old (Goal 4),
improving maternal health (Goal 5), and fighting against HIV/AIDS, malaria and
other diseases (Goal 6).
Goal 4 "Reducing Mortality in Children under 5 Years Old"

According to the 2010 Permanent Demographic and Family Health Survey
(ENDES), Peru has reached the goal under the Millennium Development Goals
(MDG) estimated for 2015 (17 versus 18 deaths per 1,000 live births). However,
child mortality is still concentrated in the poorest segments residing in the rural
area, which have the highest burden of disease and the lowest access to services.
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Table 14 – Child mortality rate (for the 5 years prior to the survey), Peru, 1991-1992,
1996, 2000, 2010, and goals towards 2015
Area of
residence
Urban

1991-1992
ENDES
(August 1989)
40

1996 ENDES
(May 1994)
30

2000 ENDES
(April 1998)
24

2010 ENDES
(February
2008)
14

Goals
towards 2015
13

Rural

75

62

45

22

26

Total

55

43

33

17

18

Source: 2010 ENDES

As regards the child mortality rate, the MDG for 2015 is also accomplished (23
versus 26 deaths of children under 5 years old per 1,000 live births).
Table 15 – Mortality rate for children under 5 years old (for the 5 years prior to the
survey), Peru, 1991-1992, 1996, 2000, 2010, and goals towards 2015
Area of
residence

1991-1992
ENDES
(August 1989)

1996 ENDES
(May 1994)

2000 ENDES
(April 1998)

2010 ENDES
(February
2008)

Goals
towards 2015

Urban

56

40

32

17

19

Rural

112

86

64

33

37

Total

78

59

47

23

26

Source: 2010 ENDES

Goal 5 "Improving Maternal Health"

The child mortality rate has decreased from 185 per 100,000 live births in 2000
to 93 per 100,000 live births by 2010, and it is expected that it will be further reduced
to 66 per 100,000 live births for 2015.
Institutional delivery in the rural area, institutional delivery by a qualified
professional, and institutional vertical child delivery have increased, as a strategy
to help rural population reach healthcare services and, therefore, guarantee the
institutional delivery; this strategy is accompanied by the cultural adaptation of the
services and the birthing houses.
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Graphic 7 – Maternal mortality rate, Peru, 1990-2010 and goal towards 2015
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Goal 6 "Fighting against HIV/AIDS"

The goal under the Millennium Development Goal is to have stopped and
started to reduce HIV/AIDS spread by 2015. The ENDES results show that the
percentage of women in child-bearing age with a couple and who know how to
avoid HIV transmission has increased 25.7 percentage points in the last 10 years.
Al least one comprehensive care center was implemented in all regions of the
country, where permanent and free of charge treatment is provided. The cost of
drugs in Peru is one of the lowest in Latin America and the Caribbean due to the
corporate purchase mechanism.
Graphic 8 – Women in child-bearing age who know how to avoid HIV transmission,
Peru, 2000 and 2010
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HIV transmission may be effectively reduced in sexually-active individuals
through the use of the condom, for instance. At the national level, the use of the
condom in women in child-bearing age with a couple increased from 2.8% during
the 1991-92 period to 11.2% for 2010.
Graphic 9 – Use of the condom by women in child-bearing age with a couple, Peru,
1991-1992 and 2010
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Strategic Supplies To Health
Specific Policies for Patents, Generics, Research and Innovation,
Price Regulation
As regards the specific policies on patents, promotion of generic drugs,
research and innovation, and prices, the State, within the framework of the
National Drug Policy and Law No. 29,459 on Pharmaceutical Products, Medical
Devices, and Sanitary Products, has been developing fundamental strategies which
help improve access to essential drugs giving priority to the most economically
disadvantaged populations; the promotion of generic drugs; the transparency in
drug price information, and the strengthening of the negotiation capacity and the
scale economy of the health sector.
The promotion of generic brands is a strategy of the Peruvian policy on drugs.
The State has established several legal provisions related to the promotion of
generic drugs, from the mandatory prescription stating the International ordinary
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name (DCI) of the drug and the offering of generic alternatives when dispensing
the drug to the availability of the drugs included in the Single National List of
Essential Drugs at Health Facilities.
Lately, the promotion of generic drugs has been more intensive due to the
execution of an agreement with the pharmacy chain network of the private sector
to guarantee the availability and supply to the population of the 83 most required
generic drugs through the national private pharmacy network, which includes
1,200 dispensing pharmacy facilities.
Drug prices are regulated through mechanisms so that informed users may
help the market price self-regulate.
Transparency in drug price information has been fostered; to that end,
Ministerial Resolution No. 040-2010/MoH established the information system
for sales prices of pharmaceutical products, which receives mandatory monthly
information from public and private pharmaceutical facilities and it is published
online through the Peruvian Observatory of Pharmaceutical Product Prices. The
purpose of this mechanism is that informed decisions are taken that protect the
right of users and as a mechanism to provide information to health professionals
and the population at large. Prices may be consulted in the following site: http://
observatorio.digemid.minsa.gob.pe
As regards patents, Peru has subscribed the Agreement on Trade Related
Aspects of Intellectual Property Rights (TRIPS) adopted by the World Trade
Organization from 1995. Peru has also incorporated patent matters into domestic
law since 1996 through Decree-Law No. 823. At the same time, it acknowledges
that the protections stated in the TRIPS are a mechanism to protect access to
drugs, which empower the Government to develop significant parallel imports or
to establish mandatory licenses, in addition to the patent, in order to maintain the
drug supply, within a regulatory framework and under the conditions stated in the
TRIPS and the Peruvian laws.
Patent protection is a mechanism that may have a great impact on drug
availability, as patented drugs, supplies or technologies may enjoy a monopolistic
position for 20 years. Therefore, it is necessary to establish appropriate mechanisms
to grant patents and, in particular, viable and expedite mechanisms to execute the
protections under the TRIPS, as measures to prevent abuses of the monopolistic
position of a product due to a patent, and in particular the rights under the Doha
Declaration on TRIPS and Public Health, that would remove the restrictions on
the diseases where the flexibilities and expectations under the TRIPS, among
others, would apply.
Strengthening the negotiation capacity has required the development of scale
economy strategies and sectoral corporate purchases of drugs by physicians as
from 2006, which have resulted in a significant price reduction and savings for
the Government, as well as in an improvement in the affordability of essential
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drugs. As from 2011, by Supreme Decree No. 046-2011-EF, corporate purchases
have become mandatory for entities in the Public Sector.
Table 16 – Savings in corporate purchases made by the MoH Peru between 2003-2010

No. of items
awarded

Valued in
individual
purchases
(in millions
of Peruvian
nuevos soles)

Amounts
awarded
under a
corporate
purchase (in
millions of
Peruvian
nuevos
soles)

Savings
(in
millions
of
Peruvian
nuevos
soles)

% savings

Year

Participating entities

2003

MoH

101

108

69

39

36

2004

MoH

120

110

62

48

44

2005

MoH

125

156

90

66

42

2006

MoH/ EsSalud/ MINDEF/
MININTER

188

190

150

40

21

2007

MoH/ EsSalud/ MINDEF/
MININTER

163

168

117

51

30

2008

MoH/ EsSalud/ MINDEF/
MININTER

168

88

50

38

43

2008

MoH/ EsSalud/ MINDEF/MININTER/ INPE

286

191

175

16

8

2009

MoH/ EsSalud/ MINDEF/
MININTER/ INPE/ HOSP. MUNIC.
LOS OLIVOS (first and second call
for bids included)

257

226

179

47

21

2010

MoH/ EsSalud/ MINDEF/
MININTER/ INPE/ HOSP. MUNIC.
LOS OLIVOS/PARSALUD (LP 0322010/MINSA)

217

302

213

89

29

1.540

1.105

434

28

Total
Source: DIGEMID Data

Strategies to Access Vaccines, Essential and High Cost Drugs
The National Drug Policy approved in 2004 and the Law on Pharmaceutical
Products, Medical Devices, and Sanitary Products set forth that the State fosters
universal access to pharmaceutical products, medical devices and sanitary
products as an essential component of comprehensive healthcare, in particular, in
economically disadvantaged populations. Furthermore, the State issues and adopts
measures to ensure access of the population to essential drugs and medical devices
with equity criteria, using different funding modalities, monitoring their use and
promoting participation of the organized social society. Another important aspect
is that the country is undergoing a gradual process of implementation of universal
insurance, which contemplates access to pharmacological treatment as part of
healthcare provision.
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The Integrated Drug Supply System, which has been operating since 2003, is one
of the main strategies due to its direct relationship with availability, affordability and
accessibility, elements which constitute access to drugs. This system seeks to optimize
the technical and administrative processes of the supply chain that are developed to
select, program, purchase, store, distribute and use the drugs and surgical-medical
supplies, in order to ensure population that they are available and affordable. To that
end, it is essential to have a system of reliable, timely and quality information, which
may allow responsible and informed decisions by the decision-making sectors at the
central, regional and local levels.
Drug availability is one of the elements essential for access. One of the key
indicators is drug availability at the MoH's facilities. The results from 2003 to
2010 show the level of improvement in access, there being an increase in drug
availability at the national level from 15.5% to 82.7%.
Graphic 10 – Drug availability at MoH's healthcare facilities, Peru, 2003-2010
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The sources of funding due to consumption of drugs during 2010 were the following:
32.3% for out-of-pocket expenses, 41.3% for those funded by the comprehensive health
insurance, and 22.6% for MoH's funding for public health interventions.
Immunization is considered a strategic goal; in the last years, increasing funding
has been allocated to immunization out of the current resources of the Public Treasury.
These goods are also part of the Comprehensive Drug Supply System.
High cost drugs required for healthcare have been addressed by creating a
Sectoral Commission for the Assessment of Healthcare Technologies and High
Cost Diseases, at the MoH's level; such commission was entrusted with the task of
searching strategies to make improvements in this area.
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However, a process has been developed for the joint corporate purchase of
oncological drugs for all the Public Sector Entities for the 2012 supply. In addition,
as regards high cost drugs access to which is difficult in the local market, a negotiation
and joint purchase is being negotiated by the countries of the Subregion, with the
support of PAHO's Strategic Fund.
On the other hand, the State has established some regulatory mechanisms
to reduce the price of drugs. Thus, as from 2001, Law No. 24,750 sets forth an
exemption from the payment of fees and of the General Income on Sales for
drugs used for the treatment of HIV/AIDS and cancer. Thereafter, in 2005, Law
No. 28,553 sets forth a similar exemption for drugs used for the treatment of
diabetes. However, it is still necessary to establish appropriate follow-up systems to
ensure compliance with the rules and that the expected benefit is passed-through
to the population and reflected in a price reduction of the drugs purchased by the
population.
National Production Capacities: State-owned and Private Capacities
In this aspect, Peru has no public production of drugs since 2004, when LUSA
laboratories, which belonged to the government, were privatized. Since then, the
public production of drugs has only consisted in the production of antibothropic
serum and humane rabies vaccine, carried out by the National Institute of
Health; while the national production of drugs is entirely performed by private
pharmaceutical laboratories.
The public production of drugs has become a strategic need for the Peruvian
government, as that will help drugs with limited offer, as orphan, high cost or other
drugs, to be available; at the same time, it will strengthen the Peruvian negotiation
capacity as it will give the possibility of resorting to the local public production of
certain drugs if not appropriate agreement is reached for private supply.
Peru, through the National Health Institute, produces vaccines, such as the
rabies vaccine for human and veterinary use, as well as anti-venom serum against
snake and spider poisons; the State takes charge of this production that is not of
interest for the private industry.
Peru still depends from foreign countries for the supply of drugs, being Peru's
imports higher than its exports. According to the information provided by the
General Board of Medicines, Supplies and Drugs (DIGEMID) for 2006, our
exports represented only 5% compared to imports.
Evaluation, Introduction and Rational Use of New Technologies
As from 1998, the DIGEMID has been conducting the preparation and update
process of the National List of Essential Drugs and, from 2010, there is a Single
National List of Essential Drugs (PNUME), which is valid for all healthcare entities
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and which was approved by Ministerial Resolution 062-2010/MoH. This process
is developed periodically under technical assessment criteria in order to add drugs
to the mentioned list based on the analysis of scientific evidence. However, there
are supplementary regulations that authorize the purchase and use of drugs not
included in the PNUME of the sector entities, upon prior authorization by the
Pharmacotherapeutic Committees of the healthcare facilities.
Ministerial Resolution 463-2011/MoH of July 14, 2011 created the Sectoral
Commission for the Assessment of Healthcare Technologies and High Cost
Diseases of the Ministry of Health to promote and assess healthcare technologies
in order to provide the technical grounds for the decisions on their selection,
incorporation and dissemination in the MoH and, eventually, in the health system,
as well as to support the update of the high cost disease list and its implementation.
Use of Communication and Information Technologies (CIT) in
System Management and Healthcare (Telehealth)
As regards the use of communication and information technologies in the field
of pharmaceutical products and medical devices, several information technology
devices have been developed that improve the supply system management.
Furthermore, transparency in the information about the supply system management
has been fostered through the dissemination of strategic information in the
institutional website. The main initiatives are described below:
SISMED information module

The Ministry of Health, through the General Statistics and Information
Technology Office (OGEI) and DIGEMID, implemented the information
technology application nationwide; the current version of such application is
SISMEDV2.0, which manages prescription movements (SIS, IS), sales tickets and
stock management, and generates the stock formats, ICI, IDI and IME automatically.
This information system provides monthly information on stock management
and allows taking decisions for the scheduling, purchase, distribution and use
assessment process, and it further gathers information on drug prices and makes
estimates in the assessment of the supply system funding. The level of compliance
of information delivery is almost 100%. It should be mentioned that the catalogue
of pharmaceutical products and medical devices that this system uses is linked to
the SIGA code of the Ministry of Economy and Finances.
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Web Synchronization Application for Catalogues of Pharmaceutical
Products and Related Products of the SISMED and SIGA

This Web application allows managing in real-time the creation and edition of
the SISMED's and SIGA's codes, as well as the synchronization of both codes which
will then be sent to the requesting user and, then, be available for download and
update in the SISMEDV2 application of the other users. This has been officially
operating for all the UES (regions and hospitals) since October 6, 2010.
SISMED Module for the Programming of Pharmaceutical Products and
Medical Devices Used in Public Health Interventions

It is the module used until 2010 to facilitate the operative processes for
the Calculation of Needs and Programming of Pharmaceutical Products. It is
formed by 4 submodules: a) demand programming, b) public health intervention
programming, c) information integration, and d) tools. This modules takes two
programming modalities into account: by demand and by epidemiological profile.
This tool allows calculating and programming drugs in a standardized manner in
the MoH's facilities.
Situation Room regarding Access to Drugs

The situation room is the virtual and physical environment to analyze and
discuss health and drugs. It contains relevant information processed from different
sources of information, aimed at strengthening institutional capacity for decisiontaking through the development of the culture of analysis and the proper use of
the information on access of the population to essential drugs. Considering that
the availability and accessibility of the drug (access components) are measures of
the quality of the healthcare services and that they represent social indicators of
justice and equity in the distribution of wealth in Peru, the relevant information
on those aspects is provided.
The situation room contains general demographic and socioeconomic
information related to the supply of drugs used in sanitary interventions and
in demand in general. It also shows some relevant aspects regarding funding of
essential drugs, assessment of the behavior of the private and public pharmaceutical
markets, and treatment coverage for the main public health interventions in terms
of evolution and trends. The information is presented as indicators on trends in
or evolution of the availability by poverty quintiles, natural regions, border areas,
among others. There is a physical area to display information. Such area includes
charts and images, tables, maps, etc., for a better understanding of the displayed
information. It contains static and dynamic information, and a virtual area to
display the information through DIGEMID's Web page. The situation room is
located at the following electronic address: http://www.digemid.minsa.gob.pe/
daum/sala/objetivos.html
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Telehealth

In 2005, by Supreme Decree No. 028-2005-MTC, the National Telehealth
Plan was created. Such plan was prepared by the Ministry of Health (MoH),
Ministry of Transports and Communications (MTC), National Institute of
Telecommunications Research and Training (INICTEL), Social Health Insurance
(EsSalud), Regulatory Authority for Private Telecommunication Investments
(OSIPTEL), and the National Institute of Statistics and Information Technology
(INEI). Such telehealth plan defines Telehealth as the healthcare service that uses
communication and information technologies (CIT) so that such services and the
related ones are more accessible for users in rural areas or with limited resolution
capacity. It also considers that it is necessary that Telehealth be implemented in
these three fundamental development areas: provision of healthcare services;
information, education and reporting to the population and the healthcare
personnel; and healthcare service management.
Telehealth in Peru is aimed at improving access to healthcare services and the
quality of care, in particular in rural and isolated areas, offering those services to
the population regardless of their location, and integrating the communication
and information systems. It also fosters the development of a healthcare culture
in citizens and continued education in the healthcare personnel through distance
training programs fit for specific needs, per level of care and complexity.
The MoH, as governing and regulatory body has been laying the foundations
for the systems to operate between institutions. Due to the application of standards,
heterogeneous information systems may exchange processes and data and, thus,
promote and provide Telehealth applications. To date, there are eight standard
data identifiers under Supreme Decree No. 024-2005-SA, including Health User,
which establishes the National Identity Document as national identifier, Medical
Procedure and Service Producing Unit, among others.
As from 2008, there is a Technical Telehealth Standard (NTS No. 067-MoH/
DGSP-V.01), applicable in all public and private healthcare facilities and medical
support services incorporating Telehealth; such standard includes technicaladministrative provisions which regulate Telehealth applications in the management
and actions for healthcare service information, education, and reporting, as well as
for the provision of healthcare services under the telemedicine modality.
Among the Telehealth experiences in Peru, the following may be mentioned:
the project for the Hispano-American Link Applied to Health – EHAS Perú
("Enlace Hispanoamericano Aplicado a la Salud – EHAS Perú"), aimed at
implementing low-cost communication solutions in the Alto Amazonas healthcare
facilities, access to which is difficult (the main access to the facilities of the area
being through the river); and the Infohealth Service, a free information service of
the Ministry of Health, formed by a team of professionals (physicians, obstetricians,
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psychologists and social communicators), which provide comprehensive healthcare
advice, institutional information, citizenship surveillance and support in the event
of emergencies and disasters.

RESEARCH

AND INNOVATION IN

HEALTH

National Policies of Research in Health
The body in Peru governing research in health is the Ministry of Health,
through the National Health Institute (INS), entrusted with the task of formulating
the policies and programs on research in health. Although the implementation of
priority research policies and programs is in charge of the INS, also collaborative
research works are performed with national and international institutions (public
and private universities, non-government organizations). Funding is combined
(public and private).
The Ministry of Health is the governing body as regards the definition of
research priorities and agendas. National research priorities have been identified
as from the second semester of 2009. It was a participatory, multidisciplinary,
multiinstitutional, inclusive process (it included the public and private sector, the
academic area and the public health suppliers and authorities, all the regional
governments being represented). There are seven identified national priorities
regarding research in health: human resources, mental health, maternal mortality,
child malnutrition and research related to communicable diseases (operational
research, evaluation of the impact on current and new interventions).
As from 2010, participatory processes have been used to identify the research
agendas (lines) for each of the national priorities related to the research on
communicable diseases and the research agendas on tuberculosis and HIV/AIDS
have also been determined, then defining a more specific agenda according to the
priorities already defined.
The Ministry of Health, through the National Institute of Health, finances
priority research. Other research initiatives are funded through cooperation projects.
Projects regarding research in health are developed through the public and
private sectors. In the public sector, through the INST, specialized institutes and
public universities; in the private sector, research projects are developed through
private Universities, non-governmental organizations, foreign universities and
other sources of international cooperation. Currently, collaborative research is
frequently developed under cooperation agreements.
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National Health Institute
The National Health Institute (INS) is a public executing body of the Ministry
of Health, which is engaged in the research on health priority problems and in
technological development. The mission of the INS includes research processes,
technology transfer, proposed policies, rules and interventions, and production
of specialized assets and services. These processes are articulated with certain
subject fields for which the INS is responsible, such as public health, the control
of communicable and noncommunicable diseases, food and nutrition, biological
product production, food quality control, pharmaceutical and related products,
occupational health and environment protection focused on human health and
intercultural health.
The original mission of the INS was the prevention and control of
communicable diseases, as a center to produce serums and vaccines, as well as to
provide specialized diagnoses. It has gradually expanded its functions to other areas,
such as laboratory surveillance and research to generate public health evidence.
The mission of the INS is related to its role as a State entity responsible for
conducting the mission-related processes towards the changes expected in Peruvian
health. Under the 2011-2015 Strategic Plan, the mission of the INS is stated as follows:
"As a Public Executing Body of the Ministry of Health, we are a specialized
team which generates scientific-technological evidence for the implementation and
assessment of policies, standards and interventions; supplies strategic products
and provides specialized services; addressed to national and international citizens
and entities in order to help improve the population and environmental health,
productivity, the quality of life of the population, towards the inclusive and
sustainable development of Peru" (PEI 2011 – 2015).
INS's functions are stated in the institutional and functional goals, which
include:
• To develop and disseminate scientific and technology research on health,
nutrition, occupational health and environmental protection, biological product
production, food quality control, pharmaceutical and related products, and
regional and national intercultural health.
• To strengthen the diagnosis capacity nationwide to prevent and control risks and
damages related to communicable and noncommunicable diseases.
• To perform food and nutritional surveillance to prevent and control nutritional
risks and damages for the population.
• To produce biological products to prevent, diagnose and treat human and
veterinary health.
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• To strengthen the Quality Control System for food, pharmaceutical and related
products, as the reference entity nationwide.
• To conduct research on and innovate in knowledge, technology, methodology
and standards to prevent and control occupational risks and damages and to
protect the environment focused on human health.
• To revalue and strengthen native and supplementary medicines, and articulate
them with academic medicine.
• To propose policies, plans, and standards on research in health and technology
transfer, in coordination with specialized institutes, the relevant bodies of the
Ministry of Health, and the national and international scientific community.
• To propose rules and procedures for the prevention, diagnosis, and control regarding
occupational health and environment protection focused on human health.
• To strengthen the research capacity, starting from public healthcare services,
which may allow for the implementation of cost-effective policies.
• To train healthcare human resources in their relevant areas, in coordination with
the Institute for Human Resource Development.

Strategic macroprocesses of the INS include:
• The development of articulated actions effective for the comprehensive
surveillance and response to health determinants, risks and damages in the
context of epidemiological transition and accumulation.
• The quality and timely satisfaction of the needs and demands of public health
specialized good and services.
• The development of a proper knowledge management system strengthening the
use of technologies in the generation of evidence for the formulation of health
policies and interventions.
• The consolidation of an appropriate development and an effective healthcare
technology transfer, and the generation of capacities in the regions.
• The development and promotion of the institutional resources and the personnel's
capacities for an outcome management.

On behalf of the Ministry of Health, the INS is the body governing research
in health, and it is supported by Supreme Decrees, for instance, as regards the
regulation of clinical trials, and by Ministerial Resolutions, for the promotion of
research in health in general.
It develops and fosters research in health with national and international
universities and entities, and as from 1942, it has been publishing the journal
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"Revista Peruana de Medicina Experimental y Salud Pública," indexed in Scielo
and MEDLINE since 2010.
The mission of the National Health Institute is to generate scientific-technology
evidence to implement healthcare policies, standards and interventions. In that
sense, the INS has created a unit to assess public health policies based on the best
evidence available or, if applicable, generate such evidence to help in the decisionmaking process of health officers at the national, regional, and local levels. The
purposes of this unit are: a) proposing new intervention strategies for the prevention
and control of public health problems; b) participating in the evaluation of the
interventions for the prevention and control of priority public health problems in
coordination with the Ministry of Health (MoH), the Regional Governments, and
other public and private bodies; c) fostering public health decision-making based
on evidence-based information obtained through the participation in national and
international networks, as well as the performance of consistent reviews regarding
issues of local interest; d) participating in the organization and performance of
continued training actions for professionals in private and state institutions (MoH
and other ministries).
Relationship with Sites and Networks of Research in Health

The INS has relationships and agreements with public and private universities,
as well as institutes that develop research in health in Peru. Also, in 2010, the
Network of National Health Institutes (RINS) of the Unasur was created. Such
network has a shared Work Plan in which research is a transversal activity. The INS
also participates in the International Association of National Public Health Institutes
(INAPHI), a network of national health institutes of the world.
Gaps between Research and System Needs

The ongoing processes which require support for their implementation are:
• The development of research capacities and research management throughout
the whole Health System.
• The strengthening of the national and regional capacities for the implementation
of the national and regional priorities, as well as for the implementation of the
approved agendas on research in health.
• The adjustments to the National Policies of Research in Health.
• The development of studies on the impact of research on the National System on
Research in Health.
• The performance of studies on public funding for research in health.

661

662

Health Systems

in

South America

• The improvement in the management of the funding for the research proposed
in the approved research agendas.
• The strengthening of clinical trial regulations, including bioethics.
• The strengthening of the development and publication of non-experimental
research.
• The development of human resources for research in health
• The strengthening of international cooperation, in particular, the South-South
cooperation for the development of research which may have an impact on
health.
• The strengthening of the networks and strategic alliances with national and
international institutions, being the Network of National Health Institutes
(RINS) of Unasur Health one of the most important of them.

The INS may share with the countries the process of research prioritization,
as well as the research on communicable and noncommunicable diseases, and the
technological development for the production of diagnostic supplies.

Cooperation

in health

In the last decade there has been a change in international cooperation, as it
was sought a harmonious and concordant participation between the several actors
engaged in the development of society and within a context of world change. It
is known that developing countries have received financial and technical support
from the international cooperation; however, satisfaction of the needs or a
substantial reduction in poverty gaps has been impossible.
The Millennium Summit called by the United Nations in New York approved
the Millennium Declaration which stated the Millennium Development Goals.
These goals reflected the development aspirations of the world as a whole, to be
achieved throughout a certain period of time; the deadline has been established in
2015. However, these were not only development goals; they represent universally
accepted human values and rights, such as the fight against hunger, the right to
basic education, the right to health, and the responsibility to future generations.
Thus, due to the adoption of the Millennium Goals at the United Nations, a
series of summits were promoted to discuss how the cooperation could contribute
to the achievement of those goals. On March 2, 2005, the third summit,
called High Level Forum, was held in Paris. Representatives from 90 countries
and the heads of 27 development assistance bodies attended the summit. The
Forum ended with a Declaration on the Effectiveness of Development Aid. The
consensus achieved in these summits is reflected in the five core principles of

Health System in Peru

the Paris Declaration: alignment, ownership, harmonization, outcome-oriented
management, and reciprocal responsibility. Peru adhered to the Paris Declaration
on June 9, 2006 as regards the priority issues for the sector: neonatal and maternal
health, malnutrition, stewardship, and strengthening of the first level of care.
Works are being conducted with the non-reimbursable technical cooperation of
the United Nations (Unicef, UNFPA), the EU, the CTB, the Chinese Embassy,
the JICA and the KOICA, the World Fund, and the AECID.
Work has been implemented through national and regional programs and projects,
achieving the commitment of the actors at each level of government.
The health sector participates in regional health spaces, as Unasur Health,
ORAS, CONHU, OPS, and in global health spheres, such as the WHO.
Needs of Technical Support

• Health insurance payment and funding mechanisms.
• Cooperation management
• Citizenship participation
• Technical advise on specialized epidemiological research and surveillance:
chronic communicable diseases, environmental epidemiological surveillance and
supporting technology for epidemiological surveillance.
• Exchange of technical and regulatory information regarding sanitary control and
surveillance activities.
• Technical assistance and/or training with sanitary control and surveillance
activities in order to consolidate the processes of the Board of Sanitary Control
and Surveillance.
• Technical advise to guarantee quality drugs.
• Strengthening of the information system supporting the improvement of sanitary
control and surveillance processes.
• Development of managerial capacities and health management.
• Strengthening of capacities to assess public health technologies.
• Technical assistance in supplying medical devices.
• Technical advice on intellectual property (safeguards).
• Advice for the supply of limited offer drugs.
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Potential Expertise and Possibilities Offer

Technical assistance with:
• Management of malaria, dengue and HIV
• Drugs: joint purchase and quality control
• Epidemiological surveillance and outbreak intervention.
• Maternal and child health (birthing houses)
• Technical assistance with the sanitary control and surveillance of pharmaceutical
products, medical devices and sanitary products, and of the pharmaceutical facilities
producing, importing, storing, distributing, and marketing them nationwide.
• Management of drug supply systems
• Processes to select drugs for the preparation/revision of essential drug lists
• Implementation of the Observatory of Drug Prices
• Purchase of drugs through corporate purchase processes by inverse auctioning
• Promotion of the rational use of drugs by the community

Territory
organized in
24 departments
plus 2 provinces under a
special regime
(Metropolitan
Lima and the
Constitutional
Province of Callao); the departments, in turn,
are divided into
195 provinces
and 1,837 districts.

Population:
29,496,000 inhabitants

The State fosters the universal and
progressive insurance for the population
(AUS)

Article 11: "The State warrants the
free access to healthcare and benefits
through public, private or mixed
organizations. It also supervises their
correct functioning."
The Regional Health Boards (under
the Ministry of Health) are the main
healthcare services providers (82% of
the facilities). It serves the non-insured
population in exchange for the payment
of a recovery fee.

EsSalud has its own services and
purchases from the EPS.

The private sector comprises: healthcare
providers (EPS), private insurers, clinics
and civil society organizations (OSC).

The Directorate General of
Environmental Health (Digesa) is the
technical and regulatory body related to
environmental sanitary surveillance.

The duty of the General Board of
Medicines, Supplies and Drugs
(DIGEMID) of the Ministry of Health,
through the Board of Sanitary Control
and Surveillance, is to ensure the quality
of drugs and other pharmaceutical and
related products.

Sanitary surveillance

Progress was made regarding the
epidemiological surveillance of
noncommunicable diseases with studies
on the prevalence of noncommunicable
disease risk factors.

The General Board on Epidemiology
(DGE) of the MoH is the body responsible
for designing, advising on and conducting
nationwide the Epidemiological
Surveillance National System for public
health. The National Epidemiology
Network comprises all the public and
private facilities.

The Ministry of Health has a significant
role as healthcare services provider.

Three management
strategies: universal
insurance, decentralization,
and consolidation of the
first level of care.

The Model of
Comprehensive Healthcare
(MAIS) has two priority
strategies: Implementation
of the renewed PHC and
development of health
human resources.

The Ministry of Health (MoH) is the
governing body of the sector: It conducts,
regulates and fosters the intervention
of the National Health System aiming
at human development through the
promotion, protection, recovery and
rehabilitation of human health and the
development of a health environment
where fundamental human rights are
respected.

Article 7 – Right to health and the
protection of the disabled: "Everyone has
the right to the protection of their health,
their family´s and their community´s,
as well as the duty to contribute to its
promotion and defense. People unable
to look after themselves due to physical
or mental conditions have the right to
have their dignity respected and to a
legal protection, care, re-adaptation and
security scheme."

2007-2011 National Health
Harmonized Plan

1935 - Creation of the Ministry of Public
Health, Work and Social Welfare

Mixed healthcare system, composed
by the Public Sector: comprehensive
health insurance System (SIS) (under
the Ministry of Health); social health
insurance system (EsSalud) (under the
Ministry of Labor); the Armed Forces
health system (under the Ministry of
Defense), the National Police health
system (under the Ministry of the
Interior, Home Office).

National Constitution in Force: 1993

Social, sovereign and democratic republic
with a unitary,
representative
and decentralized government

Current policy priorities

Functions of the Ministry of Health and
Sports

Organization of the health system

Constitutional and legal health
framework

Country
Peru

Chart 3 – Health system in Peru: Summary; constitutional framework, structure and priorities of the current policy
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The AUS comprises three universalization strategies:
coverage for 100% of the Peruvian population,
progressive extension of the PEAS, and increased explicit
timeliness and quality warranties.

Progressively, Peru is migrating from a fragmented
insurance system with multiple insurance plans (public,
private, contributory schemes) to a system regulated
by only one Benefit Plan (which accepts minor
complementary plans) offered by public and private
insurers.

The Universal Health Insurance (AUS) is the only
insurance system that will be in force in a few years.

Additionally, the Law on Universal Health Insurance
contemplates the coverage of high cost diseases through
a fund (Intangible Solidarity Fund for Health, FISSAL) that
is initially covering the treatment of five types of cancer
and chronic renal failure.

The 2011 Universal Health Insurance (AUS) guarantees
the provision of a basic package of healthcare services
contained in the Essential Plan on Health Insurance
(PEAS) which covers 65% of the burden of disease of the
country and 80% of the demand of primary healthcare.

Charges are applied in public services to the non-insured.

In 2005, the sources of healthcare financing were the
government (30.7%); households (34.2%) and employers
(30.5%).

The identified national priorities regarding research are:
Human resources; Mental health; Maternal Mortality;
Child malnutrition and Research related to Communicable
Diseases.

in

The Ministry of Health, through the National Institute of
Health (INS), finances priority research. Other research
initiatives are funded through cooperation projects and
other private and public sources.

The National Health Institute (INS) is a public executing
body of the Ministry of Health, which is engaged in the
research on health priority problems and in technological
development. Its mission is to generate scientifictechnology evidence to implement healthcare policies,
standards and interventions.

The Ministry of Health is the governing body as regards
the definition of research priorities and agendas.

Research and innovation in health

Health Systems

The population in Peru can join any of the three systems
depending on their payment capacity.

As a whole, 64.7% of the population is covered by
insurance systems; the Comprehensive Health Insurance
(SIS) covers 39.3% of the population (2010); the Social
Security (EsSalud) covers 20.7% of the population; 4.7% is
covered by other insurance modalities.

In 2010, total expenditure on health accounted for 5.2%
of the GDP, GDP share of public and private spending is
2.9% and 2.3%, respectively. Public spending was 55.8%
of the total expenditure on health while private spending
was 44.2%.

Health insurance in the country is provided by three
systems: The public system (Comprehensive Health
Insurance), focused on vulnerable populations who are
at poverty and extreme poverty; the contributive scheme
which, through the Social Security System (EsSalud),
covers workers in the formal job market, and the private
system.
Public sources include: national, provincial/departmental
and municipal, general taxes and contributions paid
to social security. Private sources correspond to outof-pocket expenditure (75%) and private insurance
premiums.

Funding: Sources and composition of health expenditure

Social Protection in Health

Chart 4 – Health system in Peru: Summary; social protection, funding, research and innovation in health
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XI. Health System in Suriname

The Government of Suriname is committed to protecting and improving the

health of its people. And as society changes, so do health needs. The Ministry of
Health of Suriname has recognized the challenges that require policy responses at
the national level; so, the new National Health Sector Plan for 2011 – 2016 (NHSP),
provides the required vision and direction for the development and management
of all aspects of the health system over the next five years.
Suriname is striving to protect, promote, maintain and improve people's health.
We are working hard in order to have in 2016 a greater focus and investment in health
improvement and illness prevention, paying particular attention to reducing the health
gap for the most disadvantaged communities. Our intent is to help our people to
access the healthcare they need through a network of integrated primary health and
community care services across the health system with quality and safety.
Our health system strives to make a more effective use of the resources,
services and infrastructure available to meet healthcare needs while maintaining
financial sustainability. We are also readily adapting to the changing needs of the
community and quick to anticipate and respond to new issues as they emerge.
There has been growing expectation that national health policies, strategies and
plans can be informed by a realistic assessment of current capacities and a bold vision
of the future. The National Health Sector Plan sets the course the development of
healthcare should take in coming years. It is mainly based on national priorities
determined from a comprehensive analysis of the health situation in the country and
the health needs of the Surinamese people. This plan also takes into consideration
international and regional priorities and the global health agenda commitments. Some
portions of the National Health Sector Plan 2011-2016 have been included in this
document.
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Social Rights And Health
Under Article 36 of the Constitution of the Republic of Suriname, everyone
has the right to health, and it is the responsibility of the government to promote
health by systematically improving living and working conditions, and to publicize
the health protection measures adopted.
By law (Article 36), the Ministry of Health of Suriname is responsible for
promoting health through the function of surveillance performed by several
institutions.
Demographic Profile and Population Characteristics
Suriname is in full demographic transition (Celade/ECLAC, 2005), with
moderate birth and death rates, decreasing fertility rates, increasing life expectancy,
and moderate-to-low natural growth. By mid-2009, population stood at 524,143, and
in 2007 life expectancy at birth was 71.9 years for females and 67.7 years for males
(ABS, 2009). The population annual growth rate was 1.3% in 2009 (up from 1.2%
in 2006-2008).
Graphic 1 – Population structure by geographical areas, Suriname, 2004
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The latest census, in 2004, showed that the dynamics of this demographic transition
is concentrated mostly in the country's populous urban area and, to a lesser extent,
in its rural coastal area, whereas the rural interior still exhibits a pre-industrial
demographic profile. A marked contrast among these three areas emerges when
examining other demographic variables such as population share, population
density, and male-to-female ratio, as illustrated in Graphic 1.
In addition to urbanization and aging, migration is another important trend
in shaping the demographic dynamics and the population structure, particularly
the segment under 30 years-old. In 2010, the net migration rate was 0.26 per
1,000 inhabitants, an indication of an excess of people leaving the country.
However, since the vast borders of rainforest render reliable controls
impracticable, there may be considerable illegal immigration flows; for instance
from Brazil. Officially, internal migration rates have remained relatively stable,
with major migration from the rural to the urban areas; however, these figures are
based on official address changes and are therefore subject to under-reporting. No
official estimates exist on the rates of informal internal migration.
This characteristic of demographic transition is closely associated with the
increasing rate of noncommunicable chronic diseases in the epidemiological
profile, which, in turn, has direct consequences on the provision of and demand
for healthcare and social services.
Social Context
Suriname is mainly composed of the following demographic groups:
Hindustani (East Indians, 27.4% of the population); Creoles (descendants of
slaves from Africa mixed with other ethnic groups, 17.7%); Maroons (descendants
of runaway slaves from Africa, 14.7%); Indonesians (principally Javanese, 14.6%);
Amerindians (descendants of indigenous population, 3.7%); Chinese (1.8%);
mixed (12.5%); others (7.6%) (ABS, 2005).
With 90% of the country covered by Amazon rainforest, settlement patterns
have split society into urban, rural coastal and rural interior, with the latter group
having unequal (more difficult) access to resources due to their remote location.
The government has expressed interest in devising strategies aimed at developing
the rural coastal and rural interior areas, with particular emphasis on the quantity
and quality of basic services as well as the creation of employment opportunities.
Economic Context
In 2009, the pillars of the economy were industry, mining and trade, which
collectively contributed over 46% of the formal sector's GDP (Banco Central de
Suriname, 2011). The annual GDP growth rate over the 2004-2009 period averaged
approximately 4%, and the lowest growth rate during this period was 3% when
comparing 2009 with 2008 (ABS, 2004-2009). Suriname also has a large presence
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of informal activities that contribute to the economy, most notably, small-scale
gold mining activities in the interior. This informal activity explains about 17% of
the GDP (basic prices) (ABS, 2011).
In 2010, the World Bank classified Suriname as an upper-middle-income
economy, as it estimated for 2008 a gross national income per capita of USD
976 to USD 3,855 (Banco Mundial, 2010). Suriname was classified as a medium
human development country by the United Nations Development Program
(PNUD, 2010).

STRUCTURE AND ORGANIZATION

OF THE

HEALTH SYSTEM

The Country's Political and Administrative Model
Suriname is located on the northeast coast of South America. It borders
French Guiana on the east, Brazil on the south, Guyana to the west, and the
Atlantic Ocean to the north. The country's total area is 163,820 km consisting in
a narrow coastal valley with swamps, hills and rainforest.
Administratively, the country is divided in ten districts, which are in turn
subdivided into 62 regions. The coastal area consists of two urban districts and six
rural districts, while the interior contains two districts. The two urban districts—
Paramaribo and Wanica—occupy 0.5% of the territory and contain 70% of the
total population.
2

Organization of the Health System
The Ministry of Health (MoH) is responsible for the health sector and for
managing it, particularly healthcare availability, accessibility and viability.
The main duties of the MoH are policy planning and development, inspection,
coordination, monitoring and assessment, and establishment of the health system's
regulatory framework.
The main institutions of the Ministry of Health are the Central Office of
the MoH, the Inspectorates (Medical, Nursing and Pharmaceutical) and the
Department of Health.
First Level of Care

Primary care is provided by the Medical Mission in the interior, Regional
Health Services in the rural coastal areas, the Regional Healthcare Services and
general practitioners in the densely populated urban regions (Wanica, Nickerie
and Paramaribo).

Health Systems in Suriname

Primary Health Care by the Medical Mission

The Medical Mission is comprised of a group of government-funded faith-based
NGOs, who provide first level of care to residents of the rural interior living in
traditional settings along the main rivers, many only reachable by river or small
aircraft. Healthcare is provided via a network of policlinics coordinated by the Jan van
Mazijk Coordination Center in the capital city of Paramaribo. Its field of operation
is the rural interior of Suriname, including the districts Brokopondo, Sipaliwini and
part of Para (Figure 1).
Figure 1 – Map of Medical Mission clinics, 2011

BRAZIL

The geographical working area of the Medical Mission (MZ) stretches over a
130,000 square kilometer area populated by approximately 60,000 people.
The MZ runs 56 primary care clinics and health posts handling an average of
60,000 patient visits annually (4 visits per post per day). Six general practitioners
supervise clinics and physician's offices (9 clinics per practitioner in average). Three
of these clinics operate as health facilities with hospitalization beds: Marowijne Stoelmanseiland Hospital (15 beds), Djoemoe Hospital (16 beds), and Brownsweg
Health Center (6 beds).
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The system used for the provision of healthcare services by the MZ is based on
health assistants, mid-level health workers recruited from local communities and
trained by the MZ over four years. Their field practice is supervised by physicians
and nurses (clinic heads, regional managers, ancillary departments in the
Coordination Center) by means of ongoing radio communication and supervisory
visits (Medical Mission, 2009-2010).
Regional Healthcare Service

The Regional Healthcare Service (RGD) is a government foundation delivering
healthcare via public primary care facilities staffed by general doctors and health
practitioners who provide primary care services to residents of Suriname's coastal
areas. Individuals classified as "poor and near-poor" by the Ministry of Social
Affairs utilize the RGD services the most. State Health Insurance Foundation (SZF)
enrollees are also entitled to choose an RGD doctor as their general practitioner.
The RGD manages 43 healthcare facilities with about 64 practicing physicians
working in them. Three of these facilities have hospitalization beds: Coronie
Hospital (8 beds), Commewijne – Ellen Health Center (7 beds), and Albina Health
Center (9 beds).
Both the RGD and the Medical Mission receive government subsidies to
deliver primary care.
Private Clinics

Private clinics operate mainly in urban areas. Most general practitioners in
the country are in private practice. General practitioners attend to people who are
covered by the State Health Insurance Foundation (SZF), the Ministry of Social
Affairs, private insurance schemes, private companies, or patients paying their visit
from their own pockets.
Another type of healthcare providers are private clinics that some large
corporations, public and private, have established for their employees. Financing
of, and services provided by, these clinics differ considerably across firms. In the
National Health Accounts of 2000 it was calculated that they covered almost one
third of all employees working in the private sector.
Hospital Care (Secondary and Tertiary Healthcare)

Five hospitals operate in the country: four are located in Paramaribo and one
in Nickerie. There is also one psychiatric hospital in Paramaribo. The Lands Bedrijf
Academisch Ziekenhuis academic hospital is the only hospital in Paramaribo with
an emergency department. The rest of the hospitals provide basic special care: the
Academisch Ziekenhuis and the 's Lands Hospitaal are government-run hospitals, while
Diakonessen Ziekenhuis and the Sint Vincentius Ziekenhuis are private hospitals.

Health Systems in Suriname

Table 1 – Number of hospital beds, 2009
Hospital

Number of beds in 2009

Academisch Ziekenhuis Paramaribo

482

’s Lands Hospitaal

346

St. Vincentius Ziekenhuis

210

Diakonessen Ziekenhuis

204

Streekziekenhuis Nickerie (including emergency)

101

Total

1,343

Suriname Psychiatric Centre and Children's Pavilion

289

Source: ABS Statistical Yearbook 2009

Youth Dental Foundation

The Youth Dental Foundation, a government-funded organization, provides
dental prevention and treatment to young persons aged 0 to 18 years, and general
dental services to the population at large. The Youth Dental Foundation cooperates
with the RGD, and has 40 dental units in 26 RGD clinics. Annually, about
40,000 children and 5,000 adults are treated in 30 locations across the country and
15 units in the Paramaribo Central Office.
In addition, the MoH delivers public healthcare services through the Bureau
of Public Health, the Bureau of Alcohol and Drugs, within the Suriname
Psychiatric Center, and the Dental Service Department. Other bodies subsidized
by the Ministry of Health are the Central Training Institute for Nurses and Related
Professions and the Blood Bank.
Chart 1 – Organization of the health system in Suriname
Service level

For population in the coastal area

For population in the interior

• T he Bureau of Public Health (BOG) provides
healthcare education and preventive care.
Health Education/
Preventive Care

• R
 egional Health Service (RGD) clinics
provide family planning services and
vaccination
• T he RGD also delivers health education
on nutrition, breast-feeding and basic
sanitation together with clinical activities
for children under five years-old.

•	The Medical Mission (MZ) services
include immunization and health
education on nutrition, breast
feeding and basic hygiene.
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Chart 1 – Organization of the health system in Suriname (cont.)
Service level

First Level of
Care

For population in the coastal area
• R
 GD clinics and private physicians render
ambulatory services to patients subsidized
by the MSA and affiliated to the SZF, to
patients with private insurance, and to
patients paying out-of-pocket
• Independent physicians and institutional
providers render ambulatory services

 ospital staff physicians provide primary
• H
health care at outpatient departments

For population in the interior

•	The MZ delivers publicly subsidized
services, including medical care for
illnesses, prenatal care, delivery care,
healthcare for children under five
and emergency care.

 rimary mental care is provided at PCs
• P

Secondary Care

• T hree public and two general private
hospitals and one psychiatric hospital
provide inpatient and ambulatory
procedures by specialists.

Tertiary Care

• B
 oth the public and the private sectors
offer dialysis treatment. For other services,
patients need to travel abroad.

Other

• N
 GOs such as the LOBI Foundation provide
a range of services including sexual and
reproductive healthcare, health education,
preventive care and primary health care for
targeted publics.

•	MZ patients are mostly referred
to the Diakonessen Hospital in
Paramaribo. In some cases, patients
go to the Academic Hospital of
Paramaribo or the ‘s Lands Hospitaal.

Health Infrastructure
The Ministry of Health is committed to optimizing the planning and
management of health facilities and infrastructure for the safe and effective delivery
of quality healthcare and services, in order to address modern health challenges
such as noncommunicable diseases.
It is necessary to strengthen national capacities to plan, acquire, deploy,
manage and maintain health technologies, facilities, infrastructure and supplies.
The country's current installed capacity may be summarized as follows:
• 56 MZ primary care clinics and posts
• 43 RGD healthcare facilities
• 146 private clinics
• 5 general hospitals (2 private and 3 public), and one psychiatric hospital
• 40 dental units located in 26 RGD clinics
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• 3 private medical laboratories and one medical laboratory in every hospital
• 10 assisted living residences and two small nursing homes for the elderly

Future investment will take into account long-term needs and innovative
approaches to ensure equitable health access through rural hospitals, increased
number of rural primary policlinics and the building of nursing homes for senior
citizens. Our health infrastructure needs upgrading to meet the growing demand
for healthcare, and the government has already committed to enhancing many
healthcare facilities.
In 2010 very important improvements were made to the country's health
Infrastructure through the building and equipment of the New Public Health
Laboratory (September 2010) and the Radiotherapy Centre (2011). These
two state-of-the-art facilities are not only an asset of Suriname, but also of the
entire Caribbean and Latin American region. In addition, a modern, privatelyowned nursing home was built, providing care to patients/customers from the
Netherlands or other countries of the region visiting Suriname on vacation or to
receive treatment. In the next two years, the health infrastructure is to be further
expanded with the construction of rural hospitals, particularly integrated primary
care centers to be financed from a French loan and a Chinese subsidy.

Universality, Integrality And Equity
The health system consists of subsystems with different financing modalities
in terms of membership and provision of healthcare services. Each subsystem
specializes in a different population segment depending on geographical location,
employment status and income level.
The global health policy trend is towards promoting solidarity and equity and
introducing changes to the health system so that it is prepared to meet the needs
of the most vulnerable groups, and includes measures designed to extend coverage
in order to secure and sustain universality in entitlements.
The MoH is cooperating with several organizations on policy initiatives
impacting on the country's health situation and promoting equity, such as:
• Caribbean initiative for the elimination of mother to child transmission of HIV
and congenital syphilis.
• Global Strategy for Infant and Young Child Feeding (currently being customized
to the region's needs).
• Action Plan for Children 2009 – 2013.
• Integrated Gender Action Plan 2006-2010, developed by the National Gender
Bureau.
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• The employment security law, passed in 2002 to give women twelve-week
maternity leave and unpaid paternal leave following the birth of a baby.
• The Employment Law of 2002, which eliminates workplace discrimination
against persons living with HIV.
• The Fight against Domestic Violence Law, which came into force in July 2009.

Funding In Health
Funding of the Health System
The Ministry of Finance collects taxes, allocates budgetary resources to the
MoH, and manages State Health Fund (SZF) contributions. The MoH subsidizes
a number of institutions such as the Regional Health Service (RGD), the Medical
Mission (MZ) and the Suriname Psychiatric Center (PCS) and pays directly health
public programs including the Youth Dental Service.
According to the National Health Accounts 2006, health sector resources
come from the Ministry of Finance (37.5%), followed by private firms (34.1%), and
household out-of-pocket spending (20%). Based on these figures, public expenditure
needs to be increased to meet international standards and, hence, ensure an
adequate supply of healthcare services. High out-of-pocket payments impact on
household finances, which may lead to increased risk of incurring health-related
catastrophic expenses. One of the main goals of the current administration is to
reduce the financial burden on individuals and families through the establishment
of a general health insurance system.
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Figure 2 – Health system payers and providers, Suriname, 2011
Ministry of
Finance

Payers

individuals

Beneficiaries

Providers

Ministry of
Defense and
Ministry of Justice
and Police

Ministry of
Social Affairs
and Housing

Ministry of
Health

State Health
Insurance
Foundation

GPs, RGD's
GPs, MZ's GPs,
hospitals, labs,
etc.

PHC, Hospitals,
Laboratories,
etc.

RGO, Hospitals,
Laboratories,
etc.

PHC in MZ,
hospital, labs,
PCS, RGD, JTV,
COVAB, BTD,
etc.

Employees and
dependents

Poor and
near-poor in
coastal area

MZ card
holders in the
interior

Civil servants
and dependents,
company
employees and
dependents,
private
individuals

Individual
out-or-pocket
expenses

Company
direct
payments

GPs, RGD's
GPs, MZ's GPs,
hospitals, labs,
etc.

GPs, RGD's
GPs, MZ's GPs,
hospitals, labs,
etc.

Company
clinics with
GPs, hospitals,
company lab,
etc.

Company
employees and
dependents,
insured

Uninsured
individuals

Companies /
individuals

Private
insurance firms

*Dotted line: companies and individuals have the choice to get health insurance from SZF GP: General practitioners.
RGD: Regional Healthcare Services. MZ: Medical Mission

Health Insurance
There are several insurance schemes. The main three of them are the State
Health Insurance Foundation (SZF), the programs offered by the Ministry of
Social Affairs, and private insurance.
The State Health Fund (SZF) covers all government employees (40,891 civil
servants and their dependents in 2010). SZF insurance is also available to the general
public. The SZF is responsible for paying claims to providers for all insured services
received by the SZF-covered population.
The Ministry of Social Affairs and Housing (MSA), the largest government
payer of healthcare (SRD$107 million), covers 24% of the population. It provides for
the poor and near-poor, ensuring that the economically disadvantaged population
has access to State-subsidized healthcare. The poor and near-poor population may

Company
employees
attended to
at company
clinics
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request a health card for free access at the government hospitals and clinics. In
most cases, the MSA finances secondary care, while primary healthcare is funded
by the MoH and delivered by the RGD.
Individuals and families not covered by MSA or SZF insurance may receive
private healthcare services via a private insurer, a company-owned health clinic, or
by paying for care from their own pockets. Sixteen percent of the population reports
no insurance coverage; 3% has private insurance, and 19% has access to healthcare
services through out-of-pocket expenses (Graphic 2).
As mentioned previously, the population in the interior does not have health
insurance because their place of residence qualifies them for MZ care, which is
subsidized by the Ministry of Health. MZs cover 6% of the population.
Graphic 2 – Percentage of population insured by plan, Suriname
1%
16%

19%

Uninsured/Does not know
State Health Fund

3%

Ministry of Social Affairs
Medical Mission
21%

10%

Company health plan
Insurance company
Out-of-pocket payment
Other

6%

24%
Source: National Health Information System

Total Health Expenditure
The distribution into public and private expenditure in the total spending
on health in 2006 was 42.6%, public sector, 53.8% private sector, and 3.6%
non-governmental organizations (Ministry of Health, 2006). This represented
USD 163,508,436 or 8.5% of the GDP. It is to be noted that according to the
National Health Accounts, health expenditure per capita rose dramatically from
USD 180.33 in 2000 to USD 324.26 in 2006.
According to the National Health Accounts 2006, health expenditure was
focused on curative care while the first level of care received the lowest allocation
of monies: hospitals received 35.0%, followed by private general practitioners with
12.6%, pharmaceuticals 11.5%, medical specialists 9.2%, laboratory services 4.8%,
dentists 3.9% and the RGD 3.3% (Ministry of Health, 2007).
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The share of the private sector in healthcare is significant, and out-of-pocket
expenditure is a source of concern. In view of financial and health access inequities,
the government has emphasized the importance of finding new ways to support
the health system and design policies for redistribution of resources to meet health
needs, reduce financial barriers and protect against the financial risk of using
healthcare.
The government has recognized the need for detailed measures to be
adopted such as the design of a delivery model, priority setting, cost calculation,
determination of the human resources component, and provider reorganization,
with emphasis placed on enhancing hospital efficiency.
Deficient data on health spending, its sources and the way it is used make it
challenging for the MoH to make informed decisions, develop policies, and make
financial projections of the health system requirements.

MACROMANAGEMENT
Leadership and governance of the health sector is the responsibility of the
Ministry of Health, which is tasked with healthcare policy design, legislation
and adherence; implementation; supervision and surveillance; accessibility and
availability of services throughout the country, including medicines and healthrelated products; as well as the general care of the population and the social
security system.
The MoH faces two main challenges in leadership and governance. Firstly,
the coordination of a variety of providers, institutions and facilities (public and
private) to ensure a holistic approach to services, and secondly, the integration
of some disease-specific programs into existing structures and services in order
to achieve better and more sustainable outcomes. In addition, the MoH must
strengthen professional knowledge, staffing and resources to support, through
policies, the effective health system stewardship role.
In an effort to secure effective governance, the MoH requires improved
planning capacity and efficient coordination to promote the inclusion of health
goals in all policy areas and to advocate for their effective implementation across
sectors to maximize health gains.
It is the Ministry's duty to secure the quality, availability and accessibility of quality
healthcare services across the country, making the health system more responsive to
the population's needs and placing citizens at the center of healthcare. Furthermore
the predominant burden of noncommunicable diseases is one reason why this
renewed emphasis is of the essence. This administration has pledged to redouble
efforts in the area of public health, explicitly acknowledging the importance of health
promotion and disease prevention by proposing actions to scale up and improve the
delivery of essential public healthcare operations and services as well as to strengthen
public health organizations and human resources in health.
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To such an effect there are a series of policy initiatives under review or being
developed:
• Upgrade of the register of medical practitioners
• Medical Laboratories Law
• Blood Bank Law
• Tobacco Law
• Law establishing the public health authority in Suriname
Plans now in progress include, among others:
• National HIV/AIDS Strategic Plan 2009-2013
• National Tuberculosis Strategic Plan
• Malaria Eradication Plan
• National Health Plan for Disaster Situations
• Noncommunicable Diseases (NCD) Plan
Other plans currently being developed are:
• Master Water Plan
• Mental Health Plan
• National Strategic Plan for Cervical Cancer Prevention and Control
• Sexual and Reproductive Plan
• Safe Motherhood Action Plan
• Youth Health Care Policy
• International Health Regulations: Review of the National Surveillance Manual

Health Surveillance
Health Information Systems
The National Health Information System (NHIS) unit of the Ministry of
Health is responsible for official national health data. Most health information
reaches the NHIS unit through:
• Surveillance reports from the Bureau of Public Health (BOG), the Regional
Health Service (RGD), the Health Mission (MZ), professional health associations
and hospital medical records.
• Monitoring and assessment reports from different programs such as Malaria,
HIV/AIDS and Tuberculosis.
• Surveys such as multiple indicator cluster surveys and tobacco surveys.

Sentinel surveillance data are used to perform trend analyses and report
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to regional and international organizations (PAHO/WHO, and the Caribbean
Epidemiology Center, among others). Mortality surveillance data is used for indepth analysis of the development policy, decision-making, and assessment of the
progress made in the health sector.
The national health information system must integrate primary level and
central level data to improve surveillance, monitor performance and provide the
information needed for evidence-based decision-making. There are financial and
human resource deficiencies preventing the enhancement of the national health
information system. Human resources are required to be trained in information
analysis, and hardware and software infrastructure upgrading is necessary.
The following are the main challenges regarding health information:
• Need to establish a framework for data collection regarding:
• Routine gathering of morbidity data, harmonized at all levels.
• Routine gathering of hospital ambulatory patient data.
• Routine gathering of tertiary care data.
• Routine gathering of risk factor data, such as dietary behavior and physical activity.
• Integration of demographic and social-economic indicators in the information
system.

Health Status of the Population
The decline in the total fertility rate and the significant decrease in the general
mortality rate have led to an increase in the life expectancy of the Surinamese
population. This has brought about changes in the age structure and causes
of mortality and morbidity of the population. In such sense, the incidence of
noncommunicable diseases, mainly cardiovascular illnesses, relative to all causes of
death, has risen. The high prevalence of risk factors should lead to a significant
increase in chronic diseases in coming years.
Regarding morbidity, there is a persistence of high incidence rates of neglected
tropical diseases together with an increase in sexually transmitted diseases. A fall
in the rates of vaccine preventable diseases has been noted. We can conclude that,
according to population mortality statistics, Suriname is at a transition phase, with
a persistence of some infectious diseases that are typical of a transitional stage of
development.
The Problem of Chronic and Noncommunicable Diseases
Following the global trend, Suriname is currently experiencing a shift from
communicable diseases (CDs) towards an increasing burden of noncommunicable
diseases (NCDs). This trend is associated with the determinants of health, as
described in the previous section, as well as to the changes in the demographic
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profile of Suriname. Graphic 3 illustrates the following trend: mortality due to
NCDs remains on the increase, while deaths caused by CDs show a significant
reduction.
Graphic 3 – Deaths due to noncommunicable and communicable diseases, Suriname,
2000-2009
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Source: Bureau of Public Health, Ministry of Health, 2000-2009

In 2009, 60.5% of all deaths (n=3035) classified within the 10 leading mortality
causes were due to NCDs (Ministry of Health, 2009). Cardiovascular diseases,
malignant tumors and diabetes are among the ten leading causes of mortality, as
shown in Graphic 4. Other severe health conditions are due to external causes
(accidents and violence) and mental disorders.
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Death causes

Graphic 4 – The ten leading causes of death (%), Suriname, 2009
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Lifestyles and Behavioral Risk Factors
Lifestyles and behavioral risk factors are the main contributors to the NCD
epidemic, particularly unhealthy dietary patterns, physical inactivity, and tobacco
and alcohol consumption. Data from 2001, obtained from 1,654 persons from four
ethnic groups (Mixed, Creole, Hindustani and Javanese), provided some insight
regarding lifestyles and behavioral factors around NCDs: 70% of individuals were
physically inactive, 30% smoked, 20% were obese (BMI>30) and 15% had high
total cholesterol (Van Eer, 2001). In addition, the Global School-Based Student
Health Survey of 2009, among children aged 13-15 years (n=1,698), revealed that
most of them (73%) do physical activity at least one hour a day (OMS/OPS, 2009).
Food consumption data show increased energy availability per capita over the
past four decades (from 2000 kcal in 1961-1963 to 2700 kcal in 2003-2005) (FAO,
2009). The Global School-Based Student Health Survey indicated an ever greater
contribution of sugar, with 81% of children having consumed carbonated soft
drinks one or more times a day.
Data from the 2009 Global Youth Tobacco Survey demonstrated that of
927 students aged 13-15 years, 19.2% were current users of tobacco products.
Additionally, the survey revealed that students are exposed to second hand smoke:
46.6% lived in homes where others smoked, 53.3% were exposed to smoke around
others outside of the home and 49% had at least one parent who smoked (OMS/
OPS, 2009).
The National Drug Prevalence Survey (n=3,441) indicated a higher proportion
of cigarette use in the age group over 35 years. Prevention of youth tobacco use,
adult smoke cessation, and reduction in exposure to second hand smoke are key
to control tobacco use, and must be addressed appropriately. These aspects have
been included in the Framework Convention on Tobacco Control (FCTC), which

30.0%
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Suriname ratified in 2008. To be FCTC-compliant, Suriname must meet its targets
by 2013. There is a tobacco control board in Suriname, and tobacco legislation is
at the development stage, dealing with smoke-free environments, advertising bans,
and health warnings.
Harmful use of alcohol is another risk factor of concern. According to the
2009 Global School-Based Student Health Survey, of the 1,698 interviewed
students, aged 13-15 years, 73.8% (1,253) had had their first drink before the age of
14, and 32.6% (554) had consumed alcohol on one or more occasions the month
before. In adults, the group aged 26-34 showed the greatest alcohol consumption
(36.8%), followed by the 35-64 year-old group (33.9%). At present, Suriname has
a drug master plan designed to reduce tobacco and alcohol consumption, among
other substances.
The Problem of Communicable Diseases
In spite of the epidemiological shift towards noncommunicable diseases, some
communicable diseases such as HIV/AIDS, tuberculosis and dengue are still a
concern. Meanwhile, some neglected tropical diseases and malaria are targeted for
elimination. Specifically, the country has been successful in controlling malaria,
receiving PAHO's Malaria Champion of the Americas medal in 2010.
Suriname has seen many successes in controlling communicable diseases,
and this has driven the desire to build on these achievements by continuing the
integration of certain vertical programs into primary healthcare, particularly the
HIV and TB vertical programs, as was initially done with the vertical malaria
control program as early as the 1950s.
Dengue
Dengue is concentrated mainly in the coastal areas, including both rural and
urban districts, with all serotypes 1, 2, 3 and 4 circulating. It is apparent that there
are ever greater peaks every 4 to 7 years (Graphic 5).
There is no explanation as to what causes this trend. A possible reason may be
that as a result of climate change, there are more areas with favorable conditions
for the dengue vector mosquito to thrive.
Dengue data are reported through a sentinel surveillance system. The
surveillance system needs to be expanded and strengthened to tackle and control
epidemic outbreaks and determine virus subtypes.
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Graphic 5 – Cases of dengue in Suriname, 1978-2009
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Malaria
In recent years, the malaria program has been successful in reducing malaria
transmission, the number of severe cases and associated deaths. Specifically, the
decrease in transmission has been successful through targeted strategies against P.
falciparum and P. vivax, which declined by 92% and 62%, respectively, between
2000 and 2008. These strategies included the introduction of quick diagnostic
tests, extremely effective Coartem treatment, distribution of impregnated mosquito
nets, the deployment of mobile teams to test and treat gold miners, active case
detection, house spraying, media campaigns, and reimpregnation of mosquito nets.
Severe malaria cases fell from 377 in 2003 to only 50 hospitalized cases in 2008.
Official reports for 2005-2007 indicate that, due to the marked reduction in
malaria cases and the absence of malaria-attributed deaths, Suriname reached the
malaria target of the Millennium Development Goal before 2015 (target: halted
by 2015 and begun to reverse the incidence). As a result, the PAHO recognized
the National Malaria Board of Suriname as one of the Malaria Champions of
the Americas in 2010. The next step is to work towards elimination, as described
in adopted resolution CD49.R19: Elimination of neglected diseases and other
poverty-related illnesses.
Currently, malaria transmission is closely associated with mining activities in
the rural interior. It is estimated that there are at least 15,000 gold miners, with
at least 6,000 Brazilians amongst them, along with Guyanese, French Guianese,
Dominicans and different Surinamese ethnic groups.
The predominance of P. falciparum in Suriname and the proven success
in reducing the transmission of P. falciparum cases, indicate that malaria can be
controlled with adequate and timely treatment (MS, 2010).
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A prerequisite for elimination will be the neighboring countries' cooperation,
particularly Guyana, French Guiana and Brazil.
Neglected Tropical Diseases
The prevalence of so-called neglected tropical diseases (Chagas disease, leprosy,
leptospirosis, schistosomiasis, soil-transmitted helminthes) is low, and the Ministry
of Health is committed to eradicating them.
The MoH has recently extended the authority of the Malaria Board to include
neglected tropical diseases. An integrated multi-sector approach and an integrated
surveillance system for neglected tropical diseases and malaria will be needed to
reach and maintain the elimination goals in Suriname.
National Surveillance System
The Epidemiology Department of the Bureau of Public Health, as an agency
of the Ministry of Health (MoH), is technically responsible for all notifications and
reports regarding disease surveillance.
Data gathering for communicable disease surveillance purposes is performed
at the Medical Mission health centers, the RGD and hospitals. Reporting forms
are readily available at designated health facilities and all hospitals, and all health
workers are aware of where to report and whom to contact.
Reports and notifications received by the Epidemiology Department are entered
in a database, analyzed, and then reported back to the National Epidemiologist,
the manager of the Expanded Program on Immunizations (EPI) and the MoH and
the PAHO/WHO–EPI national technical director.
The EPI weekly disease reports (from hospitals) are compiled by EPI surveillance
nurses of the Epidemiology Department, after which notification is given to the
National Epidemiologist, the EPI manager and the PAHO-EPI technical director.
The purpose of the communicable disease surveillance system of Suriname is
to gather data regarding reportable diseases and syndromes, taking into account
international health regulations and communicable diseases and syndromes
under surveillance, as stipulated by the Medical Director. Finally, these data
are used to initiate the appropriate control and prevention activities. There is
a national communicable disease surveillance manual, with definitions of cases
included in Public Health Surveillance. Another document in use is the Public
Health Surveillance: a Caribbean Communicable Disease Surveillance Manual
for Action of the Caribbean Epidemiology Centre.
Information Flow

There are two information levels:
• From the primary care level:
• The Epidemiology Department-run Telefonade system comprises:

Health Systems in Suriname

◊	24 RGD clinics (Regional Health Service Foundation) in the coastal area, including
three in the private sector.
◊ Fifty-six MZ clinics in the interior have reported on a regular basis since 2010.

• From the secondary care level:
• The five (public and private) hospitals in Suriname report through their surveillance
nurses (infection control nursing) or specialists directly to the Epidemiology
Department of the Bureau of Public Health.
Sanitary and Environmental Surveillance

Water and food quality control is mainly carried out by the Bureau of Public
Health (BOG) laboratory and the Ministry of Agriculture. Environmental
surveillance relative to sanitation is the duty of the Sanitary Inspectorate of the
Bureau of Public Health.
Food or water-transmitted diseases are included in the surveillance report.
When several cases are noted in hospitalization data or are reported by primary care
physicians, a research is conducted on the epidemic in question, in cooperation
with the environmental health department.
Laboratory Network

All hospitals have laboratories, and there are three private clinical analysis
laboratories. The Ministry of Health is developing the first national regulations for
medical laboratories on the basis of the Final Report on the Preparation of Model
Legislation for Medical Laboratories in the Commonwealth Caribbean, prepared
by CAREC in December 2006.
The BOG's Public Health Laboratory opened its new facility in 2010 with
upgraded technological capacity. The Central Laboratory is the national public
health laboratory entrusted with entomological, chemical, parasitological and
bacteriological surveillance. This laboratory is also the national malaria, TB and
HIV/AIDS referral laboratory, conducting quality control and confirmation of
tests performed by other laboratories. The central laboratory is the only laboratory
with IATA-certified shipping to send and transport (pack and ship) specimens to
referral laboratories abroad.
The Public Laboratory meets level II+ international standard, and boasts high
technology levels in terms of equipment. An area in the Central Lab requiring
upgrading is the laboratory information system. The MoH has plans to create a
public health referral lab for the Caribbean and Latin America region.
The Institute of Biomedical Sciences–the research facility of the Anton de
Kom University of Suriname–was created with the aim of promoting scientific
research in the School of Medicine, in addition to general clinical biochemistry
education. The Institute is conducting research on infectious diseases such as
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malaria, HIV, dengue, herpes simplex virus, H1N1 virus, chlamydia, and recently,
HPV. It also houses the national malaria gene bank. It is further responsible for
the development and delivery of community laboratory services such as dengue
serotyping, early HIV detection in babies born to HIV positive mothers, HIV
viral load, prenatal chromosome testing, bone marrow chromosome analysis, and
chlamydia diagnosis. It recently began to perform DNA forensic investigation for
the Ministry of Justice and Police.

Health Workforce
The expansion of the physical infrastructure calls for increased health
personnel. Like other countries in the sub-region, Suriname has a deficit of
healthcare professionals.
With the new challenges in the health front, it is difficult to ensure and
sustain adequate supply of health professionals and workers, including managerial
cadres at all levels of the system. The current HR deficit will be reduced by training
doctors and nurses, as well as health assistants and other professional categories,
including caregivers for the elderly.
Table 2 – Number of health professionals by category, Suriname, 2009
Category

Number

Rate per 10,000 inhabitants

General practitioner in private practice

191

3.8

General practitioner in public services

64

1.3

Registered nurses

895

17.9

Nursing assistants

542

10.8

Health assistants

234

4.7

Midwives

53

1.1

Practical nurses

112

2.2

Anesthetists

11

0.2

Cardiologists

7

0.1

Dentists

24

0.5

Dermatologists

4

0.1

Ear, nose and throat specialists

2

0.0

Gynecologists

11

0.2

Internists

17

0.3

Neurosurgeons

2

0.0

Neurologists

4

0.1
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Table 2 – Number of health professionals by category, Suriname, 2009 (cont.)
Category

Number

Rate per 10,000 inhabitants

Ophthalmologists

7

0.1

Orthopedists

5

0.1

Pathologists

2

0.0

Pediatricians

11

0.2

Pharmacists

31

0.6

Plastic surgeons

2

0.0

Psychiatrists

7

0.1

Pulmonologists

2

0.0

Radiologists

3

0.1

Rehabilitation specialists

1

0.0

Surgeons

9

0.2

Urologists

4

0.1

Source: ABS Statistical Yearbook 2009 and information provided by the Office of the CMO.

The demand for nurses and other skilled professionals is greater in the areas
of primary care, health promotion and prevention. Suriname faces shortages in
many categories of healthcare practitioners, including nurses and allied health
professionals.
The majority of health professionals are mainly concentrated in the coastal
urban areas, particularly in Paramaribo. The distribution of human resources
between urban and coastal areas is uneven, with 5 general practitioners (GP) per
10,000 inhabitants in the coastal areas and 1 GP per 10,000 inhabitants in the
interior.
Most registered nurses (approximately 83%) work in secondary care facilities
located in the two main urban centers, while the rest (28%) serve in primary care,
teaching activities, nursing homes and public health. Only 1.4% of nurses are
employed by the Medical Mission in its primary care program in the interior.
Training of Human Resources

Most general practitioners study at the School of Medical Sciences of the
Anton de Kom University. Medical specialists are trained partly in Suriname and
partly abroad, mainly in the Netherlands.
Suriname is actively working to develop a cadre of qualified public health
professionals by virtue of a memorandum of understanding signed between the
Anton de Kom University and the Tulane School of Public Health and Tropical
Medicine.
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Registered nurses and nursing assistants are trained at the Central Training
Institute for Nurses and Allied Professions (COVAB Foundation). Two hospitals
(AZP and St. Vincentius) offer in-house training courses for nurses. Midwives
are trained at the midwifery school of the Ministry of Health. Currently, there
is only one generation of Bachelors of Science in Nursing with specialization in
hospital management, pediatrics and public health, who were trained by virtue
of an agreement with the Karel de Groot Hogeschool in Antwerp in 2007.
The Youth Dental Foundation has its own youth dental care assistant training
program.
In 2007, the Government launched the Health Education Bachelor of Science
program. This four-year program provides expert training in planning, coordination
and monitoring of health promotion and disease prevention programs.
Physicians, nurses, midwives, and pharmacists are licensed and registered with
the Ministry of Health.
The loss of skilled labor due to emigration is significant, with the Netherlands
as the main destination. The emigration of qualified professionals is affecting
several sectors of society, particularly health and education, resulting in severe HR
deficits and a deterioration in some specialized services.

Action On Social Determinants Of Health
Commitment to Achieving the Millennium Development Goals
In 2010, the Government produced the Millennium Development Goals
(MDG) Progress Report 2009, which indicated that almost all MDGs had a
probable or potential chance of attainment (Government of the Republic of
Suriname, 2009). The Ministry of Health also published an update on all healthrelated MDGs (MDG 1, MDG 4, MDG 5, MDG 6, MDG 7 and MDG 8), reporting
on the progress made and challenges towards their achievement.
Of the targets that are most on track, Goal 1c: Halve, between 1990 and 2015,
the proportion of people who suffer from hunger, presented a top-down trend in
the prevalence of underweight children under five years-old between 2000 (15.1%)
(MS, 2009) and 2006 (9.9%) (Government of the Republic of Suriname, 2006).
In addition, Goal 5a, reduce by two thirds the maternal mortality rate, is on track,
falling from 226 (per 100,000 live births) in 1990 to 153 in 2000, and 122.5 in 2009.
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Graphic 6 – Goal 4a: Reduce by two thirds, between 1990 and 2015, the under-five
mortality rate, Suriname
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Although the progress towards MDG 4, Reduce Child Mortality, shows a
steady trend with slight decreases, the child mortality rate remains visibly off track
towards the desired target of a two third reduction by 2015 (Graphic 6).
Child mortality is mostly explained by precocious neonatal deaths. Barriers
preventing access to adequate services by pregnant women and support
infrastructure for neonatal intensive care have proven to be a major challenge for
the achievement of this goal.
Furthermore, there remain challenges to the attainment of MDG 6: Combat
HIV/AIDS, malaria and other diseases, like the increased prevalence of HIV from a
reported 0.3% in 1990 to 1% in 2008. The reported incidence of tuberculosis is also
off-track with a rise in both its incidence (from 20.1 to 22.1) and death rate (0.9 to
2.1) between 2000 and 2008.
Social Determinants of Health.
Poverty

The UNDP human poverty index, a multi-dimensional indicator that measures
life expectancy, literacy rates, and decent standard of living was 10.2 for Suriname
in 2009. This meant a slight improvement from 2005 when the index was 10.9
(ONU, 2009). When poverty is viewed from a human development perspective, it
is noted that longevity, education, and decent standard of living are all relatively
impaired and unequally geographically distributed (Graphic 7).
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Graphic 7 – Poverty from a human development perspective by region, Suriname,
2004
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Poverty levels in Suriname are estimated through income and consumption of
a basic food basket based on nutrition requirements. By this definition, poverty
in the urban areas of Paramaribo and Wanica climbed from 44.2% of households
living below the poverty line in 2000 to 51.3% in 2008, although the average
poverty depth decreased from 17.8% to 13.5% in the same period (Gobierno de la
República de Suriname, 2009). It is worth noting that some populations are still
reliant on subsistence farming rather than monetary income to meet their needs.
In 2009, the number of recipients of social benefits delivered by the Ministry
of Social Affairs rose to the highest levels since 2005. The average annual increase
in recipients is greater than the 1.3% growth in population as stated in the
demographic profile and population characteristics section of this report, which
is indicative of a rise in the percentage of population classified as poor and nearpoor. This increase in the number of people who need social benefits confirms the
increase in poverty reported in the MDG Progress Report 2009.
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From these indicators it is evident that the population in the rural interior
of Suriname bears a disproportionate burden of poverty relative to its urban and
rural coastal counterparts.
While no analysis has been made comparing single women or women-headed
households living in poverty, it is interesting to note that, in the rural interior,
46.2% of households are headed by women while only 31.1% and 20.0% of urban
and rural coastal households, respectively, are headed by women.
Employment

Of the total labor force in 2009 in the districts of Paramaribo and Wanica,
the most populated districts of Suriname, 42%, or 138,895 people, made up the
economically active population which grew annually an average 1.7% between 2006
and 2009 (ABS, 2009). The number of employed persons increased an average of
3.2% annually between 2004 and 2008 but decreased by 0.6% between 2008 and
2009. Unemployment decreased from 12% in 2006 to 9% in 2009. Exception
being made of 2008, which marked the beginning of the global financial crisis,
Suriname has experienced a steady improvement in employment rates overall.
Graphic 8 – Unemployment rate by region, Suriname, 2004
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Data from the 2004 census further reveal a disproportionate unemployment
rate in the rural interior (Graphic 8). Geographic disparities in unemployment
rates may be attributed to unequal access to opportunities.
With the exception of resource extraction activities, both formal and informal,
most economic sectors are located centrally in the urban and coastal areas.
The government employed approximately 40,000 people in 2009 and is the
biggest job provider in the country (ABS, 2009). Around 50.2% of government
employees are women. More than 25% of government employees are teachers.
From a gender equity perspective, 45.2% of all women aged 15-65 are
economically active and 13.7% of economically active women are unemployed
(ABS, 2004).
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Education

In Suriname education is compulsory for children aged between 7 and
12 years. Primary education is intended for children aged 6 to 11 years. In 2008,
92% of 6-year-old children attended first grade of primary school. Some studies
have shown that school attendance by 6-year-olds in the interior may be lower.
During the 2008-2009 school year, 69,979 pupils were enrolled in 334 primary
schools (Ministry of Education and Community Development). Among children
aged 12 to 17 years, 61% are attending secondary school, 21% are still in primary
school, while 18% are no longer attending school (Government of the Republic of
Suriname/Unicef, 2006).
At the secondary level, 44% of children aged 12 to 17 years living in the interior
are no longer attending school. The reasons for disparities in school enrollment at
both the primary and secondary levels between urban and interior residents can
be attributed to barriers to access to education services and lack of qualified staff.
Enrollment asymmetries by level become more accentuated at the tertiary level,
mainly university education, where access barriers become greater due to cost and
location of the Paramaribo University.
The 2008 overall literacy rate of 15 -24 year olds was 93%, with little difference
between genders (Ministry of Health, 2009). However, 2006 women's literacy
figures broken down into urban, rural coastal, and rural interior areas were 96.2%,
94.2%, and 45.0% respectively (Government of the Republic of Suriname/Unicef,
2006). This evidences the disproportionate challenge that remains to be overcome
to ensure education universality, particularly in the rural interior.
Nutrition and Food Safety

Multiple Indicator Cluster Survey 2006 data for children under the age of
five (n=2257) indicate that 9.9% of them are moderately underweight, 0.8% are
severely underweight, 7.7% are moderately stunted and 4.9% are moderately
wasted. The interior areas had a higher percentage of severely stunted children as
compared to the rest of the country (2.8% vs. 1.4%) (Government of the Republic
of Suriname/Unicef, 2006).
Data on malnutrition and hospitalization for children aged <28 days to
10 years, from 1987 to 1995, showed increasing number of cases, with peaks
recorded in 1994-1995 (185-183 cases). Currently a top-down trend has been noted
in the number of cases, from 1995 to 2010, in all age groups but mostly in children
aged 28 days to 11 months and 1 to 4 years. Overall, hospitalization of children
under five decreased in the last 15 years (Eersel and Fränkel, 1994).
The 2009 Global school-based student health Survey (GSHS) among children
aged 13-15 years (n=1698), shows that approximately 7.5% are underweight and
26% are either overweight or obese. This indicates the growing burden of obesity
in children in Suriname, which exceeds malnutrition rates.
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A manual to improve food supply in schools (kindergarten and primary
schools) has been developed and pilot-tested. For further implementation, it is
necessary to train school staff, set up a support mechanism, develop activities
geared towards raising awareness among staff and schools as well as information
campaigns focused on how to prepare healthy foods and snacks. In addition, it
is recommended that measures be adopted to make healthy food affordable at
schools, and that the conditions for selling safe food be met. Guidelines have been
developed for Surinamese people with diabetes, hypertension and obesity.
In addition, nutrition guidelines have been prepared for people living with HIV/
AIDS.
In 2010, along with establishing the Caribbean Agricultural Health and Food
Safety Agency (CAHFSA) in Suriname, a multipurpose, integrated laboratory
capable of testing agriculture and other food products was set up. Upgraded food
analytical capabilities will ensure quality control of domestic and exported products.
Proper structuring and functioning of the national Codex Alimentarius Committee
and its work groups will advance national food regulations and standards, To
further safeguard national food safety issues, training of food handlers, regular
inspection of food establishments and capacity building in safe use of pesticides
is done by the Bureau of Public Health and the Ministry of Agriculture, Livestock
and Fishing.
Due to the devaluation of the local currency by 20% in January 2011, the
general price level has increased by 13.7%. Food prices, both local and imported,
have been up by approximately 17%. This, coupled with the impact of the
global food crisis, will affect households and cause greater food vulnerability
and nutritional insecurity. The increase in domestic prices of fuel–essential for
production activities–also threatens food safety for those living the country's
interior and the urban poor, with greater potential health impact.
Environmental Health
Water

In total, 93% of the population in Suriname has access to improved drinking
water sources (97% in urban areas, 81% in rural areas) (OPS, 2010). Rural
coastal access is 97.9% while coverage is only 44.8% in the rural interior areas of
Brokopondo and Sipaliwini (Government of the Republic of Suriname/Unicef,
2006). Despite enjoying a high level of access to improved water sources, urban
areas experienced a decline in access between 2000-2006, because urban population
grew at a faster pace than the Suriname National Water Supply Company (SWM)
and the government action to provide new settlements with drinking water.
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Graphic 9 – Percentage of population using improved drinking water sources,
2000 - 2006
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The Ministries of Natural Resources, Regional Development and Public Works
play a significant role in overseeing water service. The Government is developing
a Water Master Plan.
Sanitation

In total, 84% of the population of Suriname is living in households with access
to improved sanitation facilities (90% in urban and rural coastal areas, and 33%
in the rural interior (OPS, 2010). Increased infrastructure coverage, supplemented
with health education, is still needed in the interior of Suriname to improve basic
conditions of hygiene.
Quick improvements to the physical infrastructure of the drainage system in
urban areas have been underway for the last 5 years. However, problems persist during
the rainy season, when there is increased risk of flooding, and the slow or blocked
drainage of rainwater leads to the dispersion of septic tanks' fecal waste effluents
through floodwater into the wider environment. Building upon the advancements
in infrastructure of the past 5 years will help alleviate the cities' flooding problem.
Waste Management

Inadequate management of waste creates significant environmental health
problems in Suriname. Inappropriate waste management with fragmented
responsibilities, inefficient technical facilities in suburban and rural areas result in
deficient coverage of waste collection services and insufficient financing, as well as
environmental pollution. For medical and other biohazard waste, the regulatory
framework and collection processes, management and incineration are insufficient
and are required to be strengthened. The MoH made an agreement with a local
firm for the proper disposal of medical waste nationwide (OPS, 2008).
Since there is no separation of waste, the different types of household and
chemical industry waste are dumped in designated public landfills. Fecal waste
collected by private companies is disposed of in the Suriname River. Flooding

Health Systems in Suriname

of residential areas during the rainy season due to deficient drainage poses
environmental health threats from septic tank runoffs. It is necessary to formulate
a national policy for the sound management of toxic substances and persistent
waste and to raise social awareness about the risks brought about by the unsafe
disposal of chemical products.
Environmental Quality

In informal and small-scale mining mercury is released into the environment.
Although many individual studies have been carried out, there is no in-depth
knowledge about the long- or short-term effects of mercury exposure at the
workplace, the environment or through food. There is growing concern about the
impacts on health of mercury exposure during mining work or from exposure to
environments contaminated by mercury released in the atmosphere during mining
activities.
The population in the interior who rely on rivers and streams to obtain water
and food may be particularly vulnerable to the effects of mercury contamination
on health. Mercury released during mining activities ultimately contaminates
water sources such as rivers. Mercury accumulates in filter-feeding shell fish and
plants and enters the food chain via fish, one of the chief sources of protein in the
local diet.
According to a 2007 report, the import of pesticides per capita in Suriname
remains high, and their use is poorly controlled even though pesticide import
is regulated. An assessment of the inherent risk brought about by exposure is
necessary since no data is available on the health impact of the extensive and
unsafe use of pesticides in the country
Climate Change

Concerns about the impact of climate change on the country lie primarily in
the vulnerability of the low-lying coastal region and the changing rainfall patterns,
both of which affect the environment and the health of the population. Due to
the low and flat topography of the coastal region, any rise in sea level will have
major effects on the environment, human health and, densely populated as it is,
the socio-economic composition of Suriname (NIMOS, 2005). While few studies
have been conducted on the high vulnerability of the coastal area, a rise in sea level
would affect land used mainly for rice and vegetable growing, as well as wetland
areas. Large sectors of economic activity based on land use for agricultural purposes
and industrial structures located mainly in the coastal area stand to be affected,
bringing about a projected negative effect on the GDP. Likewise, since the coastal
area is densely populated, approximately 80% of the population will be impacted.
Similarly, the interior is vulnerable to floods.
In addition, changing rainfall patterns are expected to present challenges to
the environment and may bear direct and indirect effects on the health of the
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population. For instance, a change in the rainfall pattern will affect fresh water
sources, water resources for farming, hydroelectric power and navigation as well
as transportation in certain parts of the interior of the country accessible only
by boat.
Presently, Suriname is an active participant in international climate change
initiatives and, in 1997, the country ratified the Vienna Convention and the
Montreal Protocol as well as other related conventions such as the United Nations
Convention on Climate Change, the Kyoto Protocol, and the UN Convention to
Combat Desertification.

Strategic Supplies To Health
Pharmaceuticals
The Central Office of the Ministry of Health, the Pharmaceutical Inspectorate,
and the Bureau of Public Health are responsible for pharmaceutical policies,
standard setting, inspection and monitoring, and program development. Ninety
percent of all medicines are imported and 10% are manufactured domestically. All
medicines must be approved by the Governmental Committee on Drug Registration,
while the Pharmaceutical Inspectorate oversees medicine manufacturing and
pharmacies. There are three licensed pharmaceutical manufacturers in Suriname
and 26 authorized pharmaceutical importers. The largest of them is governmentowned Drug Supply Company of Suriname (BGVS). In 2007 BGVS imported
medicines for a total 5 million US dollars.
The country has limited capacity for research and development of active
principles and pharmaceutical ingredients, but it has capacity to produce formulas
from pharmaceutical products and to repackage finished dosage forms. BGVS is
responsible for importing, stocking, and distributing essential pharmaceuticals that
are sanctioned by the Board for Essential Pharmaceuticals. BGVS also performs
elementary testing of medicines and pharmaceutical products.
Immunization Access
The Ministry of Health is committed to the principles of the Expanded
Program of Immunizations (EPI) to bring a complete package of safe and timely
vaccination to its population, specifically to protect the most vulnerable groups
against vaccine preventable diseases.
Immunization is offered in 105 health facilities in RGD and MZ. All facilities
are staffed with personnel properly trained by the medical service provider. All
centers offer free-of-charge basic family healthcare services, including EPI.
The EPI is part of the Family and Community Health Unit of the Bureau
of Public Health. There is a long-term EPI action plan in place defining annual
priorities and budgets.
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The Ministry of Health has earmarked resources to purchase vaccines and
other supplies required to implement the program. Support organizations such as
the Regional Health Service and the Medical Mission also have sufficient resources
to ensure program implementation including staff, medical facilities, cold chain
facilities and transport.
Vaccines are purchased through the WHO Revolving Fund. Vaccines and
supplies are daily distributed from the Bureau of Public Health's central warehouse
upon request. There have been no vaccine or syringe shortages in recent years.
Presently, routine child immunization programs cover ten antigens. Five of
them are administered as pentavalent antigens (DPT/Hib/Hep) and three (MMR)
as triple antigens. The rest are administered individually (oral vaccine against
poliomyelitis and yellow fever). Hepatitis B immunization is provided to health
workers and selected risk groups.

RESEARCH

AND INNOVATION IN

HEALTH

The Institute for Medical Research, the Bureau of Public Health, the University
Hospital and the Dermatology Service have several research projects underway,
some of them in cooperation with the Netherlands and Brazil.
In addition to these well-established organizations, in recent years there has
been growing interest in health research by individuals, particularly through the
recently launched Master of Public Health program.
These research projects are mainly centered on infectious diseases such as HIV,
malaria, human papillomavirus, Chagas disease and leishmaniasis. The Ministry
of Health has recently adopted the Health
Research Agenda for the next five years, as developed by the Caribbean
Health Research Council. This Health Research Agenda is to focus mainly on
noncommunicable diseases, and some small donations have been received for
NCD research.

COOPERATION

IN

HEALTH

Some health-related bilateral meetings have been held with several nations
worldwide such as Brazil, China, Cuba, Colombia, France, India, Indonesia, Japan,
the Netherlands, South Corea and USA. Suriname is a member of the WTO, the
PAHO and other UN organizations such as the UNDP, Unicef and the UNFPA.
Suriname is also a member of the CARICOM, Unasur and ACTO.
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Bilateral Health Cooperation
There is technical health cooperation with Brazil, particularly in relation to
HIV and malaria. Economic opportunities, particularly in relation to mining, have
intensified the movement of people between Brazil and Suriname, heightening
concerns regarding migration health, environmental health and mining-related
occupational health. The Brazilian Consulate's support consists in providing
material designed to reduce the burden of HIV/AIDS, in partnerships to develop
projects designed to combat malaria, reduce mother to child transmission of
syphilis, and mitigate the spread of Chagas disease.
The establishment of the Surinamese embassy in Cuba at the beginning
of 2010 reinforced the positive relationship between the two countries. At present,
Cuba sends healthcare professionals to work and provide training in several parts
of Suriname. Surinamese healthcare workers, mainly physicians, are also trained
in Cuba. Furthermore Surinamese patients are referred to Cuba for tertiary care.
Patents also receive tertiary care in Colombia, particularly when they require
cancer treatment.
The French Government agency, Agence Française de Développement, has signed
a cooperation agreement 2009–2014 to assist in the strengthening of Suriname’s
healthcare services and improving cooperation in the area of infectious disease
control. The largest portion of this financial aid is devoted to purchasing medical
equipment, establishing rehabilitation centers/health posts in the interior and
building a hospital in Albina and other health facilities in the interior. The two
governments have begun discussions regarding improved use of their respective
healthcare systems.
A joint commission established in 2004 by the governments of Indonesia
and Suriname to enhance cooperation evidences the proximity between the two
nations. The main focus of the Indonesian Government in Suriname is on the
prevention and management of chronic diseases, provision of clinical laboratory
equipment, improved immunization access, health education and health workforce
capacity building.
Historically, the Netherlands has been Suriname's main development partner.
On occasion of the country's independence, on November 25, 1975, the Dutch
government donated 2.5 billion Dutch guilders (approximately 1.5 billion US
dollars) to ease the political transition. Although planned, due to political instability
during the 1980's and the 1990's, the flow of financial aid was terminated. After
negotiations, transfers were resumed in 2001 until completion in 2010. Since 2010
there has been another health-related project in place whereby the Netherlands
offer technical and financial assistance.
Agencies linked to the Dutch Ministry of Foreign Affairs have been very active
in Suriname and have been providing technical cooperation through twinning
programs partnering experts from Suriname and the Netherlands. This program
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partially funds the cardiovascular risk management study, a survey implementing
multiple interventions for chronic disease prevention and management. Since 2010
no new projects have been initiated within this program.
Three US agencies with representation in Suriname that are involved in the
health sector are the Department of Defense, the Peace Corps, and the Department
of State. Their actions are mostly short-termed and feature campaigns on water
and sanitation, HIV/AIDS, mental health, and youth outreach, particularly
encouraging active responsibility of young men. US clinical missions deliver
healthcare, including eye care and dental health in Paramaribo and several districts.
Multilateral Agencies and Health
Four UN agencies are present in Suriname: WHO/PAHO, Unicef, the
United Nations Population Fund (UNFPA) and the United Nations Development
Programme (UNDP). PAHO/WHO is the only agency with full representation
and has been present in the country for a long time. The other resident
organizations have increased their size and presence over the last few years. Since
all resident agencies have been focusing, to different extents, on health, PAHO/
WHO has taken the lead through a health mapping exercise designed to clarify
roles and responsibilities. The UNICEF approach to health in Suriname places
the focus on maternal and child health, with a strong emphasis on the interior.
The United Nations Population Fund in Suriname is centered on gender (genderbased violence, population dynamics and sexual and reproductive health), youth/
adolescent health (teenage pregnancy and HIV transmission) and knowledge
generation. The UNDP's health-related efforts are devoted to democratic
governance, poverty reduction, HIV/AIDS, crisis prevention and recovery, energy
and the environment.
Besides PAHO, the Inter-American System, the Organization of American
States (OAS), the Inter-American Institute for Cooperation on Agriculture (IICA)
and the Inter-American Bank are present in Suriname.
The IICA is developing a country strategy. As a specialized agency of the InterAmerican System, IICA has sufficient experience to provide technical cooperation
for sustainable agricultural development, food safety, and rural prosperity. IICA
provides science and research information as well as support for the implementation
of measures relative to food security and emerging issues (H1N1 and H1N5).
As one of the largest and long-established sources of development funding in
Latin American and Caribbean countries, the strategic position of BID makes it
possible to place the focus on sustainable, environmentally-friendly development to
reduce poverty and inequality. The BID has been present in Suriname since 1953,
as the country was one of its founding members. The BID has been very active in
the health sector. In 2004, the BID and the Government of Suriname signed a
5 million US dollars loan agreement to implement the health sector reform. The
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purpose of the loan was to strengthen health infrastructure and human resources.
These funds were used up in 2010. Negotiations for a new loan are underway,
though it is uncertain whether a new loan from BID for primary health care is to
be received.
The Global Fund to Fight AIDS, Tuberculosis and Malaria is an important
partner of Suriname.
Regional Integration
In 1995, Suriname became the 14th member of the Caribbean Community
(CARICOM). This affiliation has resulted in enhanced opportunities for
development aid for Suriname, and has broadened the possibilities for knowledge
exchange. Suriname takes part in the CARICOM health meetings and frequently
uses the Caribbean Cooperation in Health (CCH III) and other CARICOM
health policy documents as a reference framework.
In 2010, the Secretary General of CARICOM and the Minister of Health
of Trinidad and their delegations visited the newly established laboratory of the
Bureau of Public Health, within the framework of the initiative to develop the
Caribbean Public Health Agency (CARPHA) and the likelihood of Suriname's
public health laboratory playing a regional role.
In addition, Suriname is a member of the Amazon Cooperation Treaty
Organization (ACTO) is a legal instrument that recognizes the trans-boundary
nature of Amazonia. ACTO reaffirms the Amazon countries' sovereignty and
encourages, institutionalizes and guides regional cooperation among them for the
purposes of increasing scientific and technological research, information exchange,
use of natural resources, preservation of the cultural heritage, healthcare and other
border-related matters.
Since 2008 Suriname has been an active member of the Pan-Amazonian
Network of Science, Technology and Innovation in Health, a joint initiative of
FIOCRUZ, ACTO and PAHO, among other organizations. The fifth Meeting of
the ST&IH Pan Amazonian Network of Science, Technology & Innovation in
Health took place in Paramaribo in 2010, and at present the network is chaired
by Suriname. The Network's purpose is to facilitate an interface to exchange
practical experience in health, promote permanent training and the development
of research and materials for the benefit of the Amazonian community.

Organization of the health system
Health System: The health system
consists of subsystems with different
financing modalities in terms of
membership and provision of healthcare
services. Every subsystem is specialized
in a different population segment
depending on geographical location,
employment status and level of income.
The public primary care providers are
the Regional Healthcare Services, a
state-owned foundation, and the Medical
Mission, an NGO. Both institutions
are financed by the government.
Private primary care providers are
general practitioners and some nongovernmental organizations recognized
by the government such as the Family
Planning Foundation. Large companies
of the private sector provide healthcare
services to employees and their families
at their own private clinics. Secondary
care is provided at five general hospitals,
three private and two public hospitals, all
located close to the Coastal area.

Constitutional framework of health

National Constitution
in force: 1987 Article
36 Everyone has the
right to health, and it
is the responsibility
of the government
to promote health
by systematically
improving living and
working conditions,
as well as to give
information on health
protection measures.

Country
Suriname

Republic with a
presidential representative system
(constitutional
democracy). The
National Assembly,
which consists of
51 members, elects
the President by a
2/3 majority.
Population
524.000 inhabitants
(2009)
Territory divided
into 10 districts,
subdivided into
62 suburbs
The People's Ministry (Ministerie van Volksgezondheid) is
responsible for the stewardship and governance of the health
sector. The Ministry of Health is tasked with healthcare policy
design, legislation and adherence; implementation; supervision
and surveillance; accessibility and availability of services
throughout the country, including medicines and health
products; as well as the general care of the population and the
social security system.
Health Surveillance
The Epidemiology Department of the Bureau of Public Health,
as an agency of the Ministry of Health (MoH), is technically
responsible for all notifications and reports regarding disease
surveillance. Data gathering for communicable disease
surveillance purposes is performed at the Medical Mission
health centers, the RGD and hospitals.
The National Health Information System Unit of the Ministry of
Health is responsible for official national health data.
Sanitary and Environmental Surveillance: Water and
food quality control is carried out at the Bureau of Public
Health laboratory and through the Ministry of Agriculture.
Environmental surveillance relative to sanitation is the duty of
the Sanitary Inspectorate of the Bureau of Public Health.
All medicines must be approved by the Governmental
Committee on Drug Registration of the MoH, while the
Pharmaceutical Inspectorate oversees pharmaceutical
manufacturing and pharmacies.

Roles of the Ministry of Health

Chart 2 – Health system in Suriname: constitutional framework, current policy structure and priorities

National Health Sector
Plan 2011-2018
Reduction of the
financial burden on
individuals and families
through a general
health insurance
system. Emphasis
placed on reducing
the health inequity
gap for disadvantaged
communities. Our
focus is on helping the
people to access the
healthcare they need
through a network of
integrated primary
health and community
care services across
the health system with
quality and safety.

Current policy
priorities
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Chart 3 – Health system in Suriname: social protection, financing and research
Social Protection in Health

Funding: Health expenditure
sources and composition

Health research

Sixty-four percent of the population
is covered by some type of health
insurance system and 36% is uninsured
or is unaware of it.

Total health expenditure accounts
for 8.5% of GDP (2006).

The Institute for Medical
Research, the Bureau of Public
Health, the University Hospital
and the Dermatology Service
have several research projects
underway.

There are several insurance schemes.
The main three of them are the State
Health Insurance Foundation (21%),
the programs offered by the Ministry
of Social Affairs (24%), and private
insurance schemes (10%).
The State Health Fund (SZF) covers
21% of the population (all government
employees and their dependents) and is
available for the public in general.

In 2006, the distribution into public
and private expenditure in the
total spending on health was the
following: public sector (42.6%),
private sector (53.8%), and nongovernmental organizations (3.6%).
Funds come from the Ministry
of Finance (37.5%), followed
by contributions from private
companies (34.1%) and out-ofpocket payments (20%) (Cuentas
Nacionales de Salud, 2006).

The Ministry of Health has
recently adopted the Health
Research Agenda for the next
five years, as developed by the
Caribbean Health Research
Council, mainly focused on
noncommunicable diseases.

The Ministry of Social Affairs and
Housing (MSA), the largest government
funder of healthcare, covers 24% of
the population. It serves for the poor
and near-poor, ensuring that the
economically disadvantaged population
has access to State-subsidized
healthcare. The poor and near-poor
population may request a health card
for free access at the government
hospitals and clinics. In most cases, the
MSA finances secondary care, while
primary healthcare is funded by the
MoH and delivered by the RGD.
Company medical plans cover 10% of
the population, the Medical Mission
(MZ) covers 6% of the population, while
3% has private insurance coverage.
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Celade — Centro Latinoamericano de Demografía (Latin America Demography Centre)
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COVAB — Centrale Opleiding Verpleegkundigen En Aanverwante Beroepen (Central Training Institute for Nurses and Related Occupations)
NCD — Noncommunicable diseases
CD — Communicable diseases
IATA — International Air Transport Association
IICA — Instituto Interamericano de Cooperación para la Agricultura (Inter American Agricultural Cooperation Institute)
JTV — Youth Dental Foundation
GP— General Practitioner
MICS — Multiple Indicator Cluster Survey
MS — Ministerie van Volksgezondheid (Ministry of Health)
MSA — Ministry of Social Affairs and Housing
MZ — Medische Zending (Medical Mission)
NHA — National Health Account
WTO — World Trade Organization
WHO — World Health Organization
PAHO — Pan American Health Organization
EPI — Expanded Program on Immunization
PCS — Psychiatrisch Centrum Suriname (Suriname Psychiatric Centre)
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RGD — Regionale Gezondheidsdienst (Regional Health Service)
SZF — Staatsziekenfonds (State Health Insurance Foundation)
ACTO — Amazon Cooperation Treaty Organization
Unasur — Union of South American Nations
UNFPA — United Nations Population Fund
UNICEF — United Nations Children’s Fund

Health System
in Uruguay

Ministry of Public Health

XII. Health System in Uruguay

T

he Oriental Republic of Uruguay is a unitary State with a presidential
democratic system of government. Government is divided into three independent
branches: the Executive Branch (President and Ministers); the Legislative Branch
(Senate and House of Deputies), and the Judicial Branch (Supreme Court, appellate
courts and lower courts). The way in which the Executive-Legislature relations are
structured corresponds to a presidential system.
Uruguay is a unitary State divided into 19 departments organized in a similar
way as the central government: Department Intendant and Municipal Mayors
(Executive Branch) and Departmental Council (Legislative Branch).
Uruguay has 3,368,595 inhabitants and a 176,065 km territory, its population
density then being 19.1 inhabitants /km . Almost 40% of its population, however,
lives in the country's capital, Montevideo, the area of which accounts for 0.3% of
the national territory, with a population density of 2,541.1 inhabitants /km (INE,
Projection 2011- Census STAGE 1- 2004).
Demographically speaking, Uruguay is going through its "second demographic
transition" towards a birth rate that is below the replacement level, coupled with a
strong trend towards population aging.
The main causes of death are cardiovascular diseases, in the first place, followed
by neoplasias and accidents. Noncommunicable chronic diseases cause 70% of
deaths and account for 60% of healthcare expenses.
2

2

2
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Table 1 – Demographic indicators, Uruguay, 2009
Demographic Indicators
0.348

Annual population growth rate
% < 15 years-old

22.9

% > 65 years-old

13.6

Aging index

59.3

Dependency ratio

57.3

Life expectancy - males

72.56

Life expectancy - females

79.84

Global fertility rate

1.99

Percentage of births to teenage mothers

16.1a

Gross birth rate (per 1,000)

14.5,

Gross mortality rate (per 1,000)

9.39

Child mortality rate (per 1,000)

9.56

Maternal mortality rate (per 10,000)

1.5b

Sources: a- ENHA 2007, b- MSP 2008

Social Rights

and

Health

Legal and Constitutional Framework – Principles and Values
Article 44 of the Constitution of the Oriental Republic of Uruguay vests upon
the Government the authority to orient health policy. It further establishes that it
is the duty of citizens to look after their health, and the Government's obligation
to guarantee free-of-charge health care to all the country's inhabitants who cannot
afford it.
Pursuant to Article 44,
"The State shall legislate on all matters relative to public health and hygiene,
endeavoring to attain the physical, moral, and social improvement of all the
country's inhabitants. "Every inhabitant has the right to look after his or her own
health as well as to seek care in case of illness. The State will provide all the
means for prevention and care free of charge only to those who are poor or lacking
sufficient resources."
Nonetheless, our country's health system is not presently governed by the
values and principles enshrined in the Constitution. Under Law 18,211, which
provides for the creation of the Integrated National Health System of 2007, health
protection is a right of all the country's inhabitants living in its territory (Article 1).
Such statute further defines the guiding principles of the Integrated National
Health System (SNIS), summarized in the chart below.
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Chart 1 – Guiding principles of the Integrated National Health System (SNIS) of
Uruguay
Guiding principles of the Integrated National Health System (SNIS) of Uruguay
Health promotion with emphasis placed on the determinants of population's lifestyles and environment
Health policy intersectoral approach, relative to the policies designed to improve the quality of life of
the population.
Universal coverage, healthcare service accessibility and universality.
Equity, continuity and timeliness of benefits.
Preventive, comprehensive orientation with a humanistic content.
Comprehensive quality of care which, according to technical standards and procedure protocols, respects
bioethical principles and users' human rights.
Respect for the rights of users to make informed decisions in relation to their health situation.
Informed choice of healthcare service providers by users.
Worker and user participation.
Overall financing solidarity.
Efficacy and efficiency in economic and social terms.
Sustainable allocation of resources devoted to comprehensive healthcare delivery.
Source: Article 3, Law 18,211 creating the Integrated National Health System

In keeping with this approach to health as a right, several statutes have been
enacted relative to the promotion of users' rights in their various dimensions.
Worth mentioning among them is Law 18,335 of 2008, which spells out the rights
and duties of SNIS healthcare services' patients and users. Such Law is regulated
by Decree No. 274/010, which is not only a legal instrument but also a rights
awareness-raising tool, as it contains the Primer on Rights and Duties of Patients
and Users of Healthcare Services. Such Primer must be received by all healthcare
service (both public and private) users during the course of 2011, as stipulated by
Ordinance 761 of the Ministry of Public Health.
As to the State roles in the field of health, the same are established in the
Ministry of Health Organic Law No. 9,202, of 1934. Such statute defines national
authority in matters of sectoral regulation, surveillance, exercise of the health
police power and provision of healthcare services (PAHO, 2009).
Notwithstanding the above, the State's stewardship, financing, and service
provider roles have been thoroughly reformulated in the legislation passed within
the framework of the health system reform.
In terms of stewardship, the Ministry of Public Health reaffirms, expands and
intensifies its sectoral competences in accordance with the new System orientation
(PAHO, 2009). In addition to the provisions of Article 44 of the Uruguayan
Constitution and Article 5 of the Organic Law, Law 18,211 creating the Integrated
National Health System establishes new system stewardship arrangements, pursuant
to the following duties entrusted to the Ministry of Public Health:
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• Developing the policies and standards whereby the Integrated National Health
System is to be organized and function, and auditing their overall observance.
• Registering and licensing comprehensive health service providers of the Integrated
National Health System and partial providers as it may contract with.
• Supervising health, accounting and economic-financial management by
institutional providers, under the applicable regulatory framework.
• Overseeing provider articulation within the framework of the Integrated National
Health System.
• Approving the comprehensive health benefit programs that public and private
providers within the Integrated National Health System are to deliver their
users, and keeping them up-to-date according to scientific advances and the
epidemiological situation of the population.
• Implementing and updating a national health information and surveillance
system.
• Regulating and developing medical technology and medicine policies, and
monitoring their application.
• Designing a health promotion policy, which is to be developed in conformance
with action programs to be executed by public and private healthcare services.
• Promoting, in coordination with other competent agencies, scientific research in
health and the adoption of measures conducive to improving the quality of life of
the population.

As far as financing is concerned, the legal framework for public health insurance
is laid by Law 18,131 creating the National Health Fund (FONASA) of 2007. Under
the Social Security insurance modality, the National Health Fund is charged with
financing the health care scheme, which is designed to ensure universal coverage
as well as enhanced funding equity. Initially, the National Health Insurance system
covered Health Insurance beneficiaries enrolled with the Social Security Bank
(BPS), BPS-enrolled low-income retirees who have made the choice prescribed by
law, civil servants, and other government dependents (PAHO, 2009).
Following the enactment of the law that created the National Health Fund
(FONASA), new statutes expanded population coverage, which resulted in new
groups joining the National Health Insurance system.
Since January 1, 2008, in accordance with Law 18,211 creating the Integrated
National Health System (SNIS),, the National Health Insurance system has
extended coverage to private sector workers, youngsters and children aged 18
and less, or children with disabilities of any age who are dependents of a system
beneficiary, as well as active workers who are to be covered as from that date under
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the retirement system. In addition, such Law contemplates the phasing in of other
beneficiary groups such as the spouses of National Health Insurance beneficiaries
and workers covered by other conventional insurance schemes (rescue funds).
More recently, in January 2011, Law 18,731 was enacted, whereby retirees and
pensioners would gradually be incorporated to the National Health Insurance,
incorporation of all of them should be finished by 2016.
As to provision, Law 18,161 marked the separation of health stewardship
and care delivery roles, as such statute established that the State Health Services
Administration (ASSE) is to become a decentralized (previously de-concentrated)
service liaised to the Executive Branch through the Ministry of Public Health.
The ASSE makes up the Integrated National Health System and its aim is to
secure Uruguayans' right to healthcare by coordinating with other state services
(Article 4). The ASSE is led by a five-member board of directors, three of whom are
appointed by the Executive Branch, subject to Senate approval, while the other two
represent workers and users. Law 18,161 further envisages the establishment of a
National Honorary Council, as well as departmental councils, to enhance user and
worker participation and advise the Board of Directors (PAHO, 2009).
Social Participation
One of the guiding principles for the action of the Ministry of Public Health
has been to encourage social participation in health policy-making processes. In
this respect, the health reform has been built in a participatory manner, involving
the entire society in the health sector transformation process. This becomes
apparent in the following actions:
The reform set a series of major social participation landmarks. One of them was
the creation, through decree 133/005 of May 2005, of the Advisory Group on the
Implementation of the Integrated National Health System as a participation forum
during the health policy formulation process. This was the sphere that authorities
have devoted to discussing and sharing ideas about the strategies to be adopted
during the health sector transformation process launched in 2005. The Council,
presided over by the Ministry of Health, is made up of multiple political, social,
professional and business actors. In its first two years, the Council established several
working commissions around different areas, where governmental proposals were
discussed and participants made their contributions.
Secondly, in the new, reform-driven institutional context featuring social
participation spaces, the National Health Board (JUNASA) plays a prominent role.
Broadly speaking, JUNASA is the National Health Insurance (SNS) administration
body, its membership consisting of representatives of the Executive (Ministries
of Health, Economy and Finance, and the Social Security Bank [BPS]). The
participation spaces for social representatives include users of the health system,

Health Systems in Uruguay

its workers, and institutional providers. All these actors participate in defining
SNS orientation, care complementation policy, and other functions vested upon
JUNASA by law.
Thirdly, another major social participation-related role is that established
for the State Health Service Administration (ASSE) since its decentralization
pursuant to Law 18,161. Its Board of Directors has five members, three of which
are representatives of the Executive Branch, one of them is a user representative,
while the remaining one represents the public provider. All members participate
ipso iure in the definition of policies relative to the main public provider of the
SNIS. Other participation spaces within the ASSE, also provided for by Law 18,161,
are national and departmental Honorary Advisory Councils. In those forums,
users and workers conduct advisory, proposition and assessment activities in their
respective jurisdictions. Outcomes are non-binding on ASSE's Board of Directors.
Finally, the law establishing the SNIS requires that health providers from
the private and public sectors operating in the SNIS should have advisory and
consultative bodies representing users and workers (Article 12, Law 18,211). Those
bodies, called Consultative and Advisory Councils (CCA) are made up of six
honorary members (each one of them with their respective alternate members):
two of them representing the provider (one of them should be a member of its
government body), two on behalf of users, and two representing workers. Their
duty is to support health promotion and prevention campaigns; give advice and
formulate proposals regarding strategies, policies, plans, programs and actions
relative to the provider's operations; give advice about the matters submitted
to it by the provider; assess the performance of the comprehensive healthcare
programs approved by the Ministry of Public Health (MSP); see to the quality
of the healthcare services delivered by providers; take part in the analysis and
assessment of claims submitted by the provider's users, and in fulfilling this duty
they are allowed to contact and coordinate actions with User Service Offices and
other bodies having similar functions. In turn, CCAs may sponsor actions geared
towards strengthening user and worker commitment to the provider's operations
or, for instance, being informed of the financial statements and reports of the
organization in question (Decree 269/008). Providers are responsible for furnishing
CCAs with information such as statements of results, cash flows, statements of
financial position and structure of liabilities, membership number and structure,
and human resources structure. In formal terms, CCAs' proposals are non-binding
on providers; however, providers are obliged to attend to these recommendations
and respond to them. CCAs may submit their non-conformance reports or notes
before the JUNASA (Rodriguez, 2010).
User Services Offices are one of the individual action opportunities stemming
from the reform process. Although decree 395/2002 made it mandatory to
establish them in Health Services and sanctioned the "request, complaint and inquiry
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filing procedure to be followed by Healthcare Services users," it was decree 15/2006
the one that gave renewed momentum to these spaces. In addition, it introduced
a substantial difference: the duty of institutional providers to inform the MSP of
user-initiated procedures (Rodriguez, 2010).
Furthermore, the MSP's User Service Area was created to channel these
procedures and, above all, provide users with accurate and timely information. It is
within this context that an IT program was developed to facilitate data transmission
between user service offices in providers' facilities and the MSP, so that the latter may
become aware of users' perception of the quality of care received. Later on, clause
number 55 of decree 464/008 on Management Contracts, established providers'
obligation to meet the applicable regulations relative to the layout of these offices,
their hours, operation, etc. (Rodríguez, 2010).
A national, universal, free-of-charge phone service was also set up under
the aegis of the MSP. This phone service provides general information about
Healthcare Services and the SNIS, health orientation, and receives complaints
and/or suggestions. Also in relation to facilitating one-on-one contact of users
with healthcare services, management contracts establish, under article 58, the
providers' duty to carry out annual surveys aimed to determine user satisfaction
with health services (Rodriguez, 2010).

Structure

and

Organization

of the

Health System

Before the reform that led to the creation of the SNIS, the health system
was segmented. Healthcare provided by hospitals and polyclinics in the public
subsystem was intended for the lower income population, i.e., to those who could
not afford private coverage. For its part, the private sector—made up of Collective
Medical Care Institutions (IAMC) and wholly private health insurance plans—was
oriented to providing health coverage to medium to high-income groups paying
membership fees from their own pocket, as well as to private and public workers in
the formal sector. There was a government office (Social Security Bank) serving as
the system's intermediary, collecting the contributions of workers and employers
and contracting with IAMCs.
With the creation of the SNIS, the system became integrated, with sectors of the
population progressively joining the National Health Insurance and guaranteeing
delivery of a Comprehensive Healthcare Plan.
The Comprehensive Healthcare Plan (PIAS) lists a benefits package that
accredited institutions, as comprehensive providers of the Integrated National
Health System, must guarantee its beneficiaries.
Under Article 5 of the law establishing the SNIS, the duties of the Ministry of
Health include:
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"approving the comprehensive health benefit programs that public and private
providers within the SNIS are to deliver its users, and keeping them up-to-date
in accordance with scientific advances and the epidemiological situation of the
population."
On the other hand, Article 15 of Law 18,211 whereby the SNIS was created
states that "the National Health Board (JUNASA) shall enter into management contracts
with each provider acting within the Integrated National Health System, to make it easier
for it to control compliance with the duties the law imposes on providers". This represents a
change from the viewpoint of universal applicability as, until then, the rules about
benefit coverage were only applicable to Collective Medical Care Institutions
(IAMCs).
Figure 1 – Health reform overview, Uruguay

NATIONAL HEALTH FUND (FONASA)
Contributions from:
Government
Households
Employers
Payment:
Capitated by age and sex
+
Delivery goals met
National Resources
Fund

Comprehensive providers:
• ASSE
• IAMC (39)
• Private Insurance (7)

Comprehensive care:
PIAS

Payment based on
income

USERS

Since the enactment of the Comprehensive Healthcare Plan (PIAS) Decree,
obligations have been the same for any comprehensive provider, be it public or
private, operating in the country, a key aspect since the system opts for a mixed
spectrum of providers the insured user may choose from for enrollment. Another
major change has to do with the catalogue formulation approach, which moves
away from listing service exclusions to clearly and precisely describing each health
benefit covered. The Catalogue was the product of a process that included technical
studies and consensus building among the different actors (health authority,
providers, scholars).
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The main chapters of the Catalogue are as follows:
• Modalities of care
• Professional and technical staff
• Diagnostic procedures (around 1,600)
• Therapeutic and rehabilitation procedures (almost 3,000)
• Oral health
• Medicines and immunization
• Patient transportation
• Collective health programs, defined by the Department of Strategic Planning of
the MSP.

Healthcare modalities include coordinated ambulatory care at doctor offices
and home; institutional and out-of-hospital emergency care; hospitalization at the
different levels of care; other modalities (home care, same-day hospital, same-day
or short-stay surgery, ambulatory surgery); surgical center care; labor and delivery
care, and palliative care.
Figure 2 – SNIS catalog development timeline, Uruguay 2006-2008
7/06

Working
Group MSPFNR-BPSIECs

2007

BASIC
LISTING:
various
sources

2008

Surgical
Consultation
listing review, with selected
Hospital de
clinical experts
Clínicas Board

Practices to Delphi
be subjected modified
to analysis/
consensus
identified

FINAL
CATALOG
and Decree
October/08

Review: UCAMAE
Called
No. 04/06 BPS benefit
listing

Collective health programs, within the purview of the Department of Strategic
Planning, are deemed a major component of the reform process. They were given
enhanced prominence from the institutional viewpoint during the previous
administration; at the present stage, where changing the model of care is a priority,
their contribution and leadership are expected in addressing the health-disease
problems prevalent in the country. They are organized in four areas:
• Promotion and prevention: tobacco control, nutrition, accident prevention, oral
health, mental health, rural health.
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• Sexual and reproductive health; STI/AIDS, women's health, violence and health
programs.
• Life cycles: adolescent and youth, senior citizen, adult, and child programs.
• Prevalent chronic diseases: national cancer, hypertension, diabetes programs,
among others.

In addition, programs are addressed from cross-cutting approaches: bioethics
and rights, gender, risk and damage management.
There is a reinsurance system in place with national scope for high-cost, low
prevalence technology called National Resources Fund (FNR). It has a budget of
USD 120,000,000/year, accounting for around 6% of the total health expenditure).
Services covered are cardiac catheterization; coronary angioplasty; cardiac surgery;
pacemaker; cardio defibrillators; dialysis; massive burns; cochlear implants; hip
and knee replacement; heart, lung, liver, kidney, bone marrow transplants; high
cost drugs treatment (at present, 30% of FNR spending).
The main goals of the FNR are to secure equitable access to a set of highly
specialized procedures and medicines with high economic impact potential;
prepare, disseminate and review indication protocols from time to time; follow-up
on results enabling review and new decision-making about benefit inclusions and
use protocols.
Securing a strengthened first level of care within the framework of the PHC
strategy is one of the main aims sought at the present stage of the health sector
reform.
Provision of Healthcare Services
Providers, be them public or private non-profit institutions, are mostly
integrated (benefits are provided through services of their own, at the three
levels of care with varying complexities). To qualify as SNIS providers, they must
guarantee PAIS coverage, i.e., they must be comprehensive providers, although
they may contract or purchase services from third parties. The public sector
(ASSE) has taken a jurisdictional (territorial) approach to service organization.
Some private providers, especially in the country's interior, organize their services
using a territorial criterion. The rest may have users in different places and
territories because users are allowed to select the provider of their choice. These
comprehensive providers must enter into management contracts with the National
Health Board to be identified as potential healthcare providers of the population
covered by the National Health Insurance and, hence, receive funding from the
National Health Fund.
Coverage by the National Health Insurance, considering the incorporations
estimated for 2016, will be 71% of the population. The rest of the population
obtains other types of coverage depending on their social-economic level through
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the public provider (ASSE) financed from the national budget, or else they pay outof-pocket for coverage from a non-profit provider or private insurance as individual
members. The Military and Police Health Systems are also maintained for these
sectors' active population, retirees from the respective ministries and direct family
members.
Healthcare service providers in Uruguay are detailed below.
Comprehensive providers with whom JUNASA establishes contracts for the
delivery of care to beneficiaries through the SNS:

• ASSE (State Health Services Administration), the public provider with national
reach.
• IAMCs (Collective Medical Care Institutions), non-profit mutual societies or
trade cooperatives (today, most of them are medical cooperatives) regulated by
the health authority. It comprises 39 institutions throughout the country.
• Comprehensive Private Insurers, private for-profit institutions regulated by the
MSP. There are 6 in Montevideo.
Public providers delivering care with varying levels of comprehensiveness:

• University Hospital (Hospital de Clínicas)
• Police Hospital
• Military Hospital
• Social Security Bank (BPS) Clinic
• State Insurance Bank Clinic
• Municipality polyclinics
• Polyclinics of state-owned companies available to employees and their families
Private providers delivering partial care:

• Partial insurance: surgical, dental, mobile emergency coverage.

Universality, Integrality

and

Equity

in this section we will summarize a part of the 2006 Equity Report prepared by
the National Social Policy Council. The report focuses on the dimensions of system
access, quality, equity, efficiency, from two perspectives cutting across the analysis:
the rights approach, and health inequities and their determinants (CNPS, 2006).
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Graphic 1 presents the type of health coverage the population has, regardless
of whether the same is accessed through National Health Insurance or out-ofpocket payments. In 2008, ASSE reached 31.3% of the population, while IAMCs
covered 52.5%.
Graphic 1 – Health coverage evolution, Uruguay, 2004-2008
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Table 2 presents the percentage of FONASA-insured population relative to
each institution's total users. For instance, of ASSE's total (100%) users, 10.3% of
them access it through National Health Insurance, while of IAMCs' total users,
73.4% access it through FONASA (2011).
Table 2 – Types of health coverage, Uruguay, 2011
FONASA

Total membership

ASSE

10.3%

1,281,123

IAMC

73.4%

1,872,639

Private Insurance

39.1%

79,641

Military Hospital

n/a

166,700

Police Hospital

n/a

126,988

As regards total coverage, 96.3% of the population is enrolled with an IAMC,
ASSE or Private Insurance. If the Military and Police Hospitals are also considered,
the percentage exceeds 100% due to cases of double coverage.
Table 3 presents health coverage details for the period 2007-2011 by type of
healthcare service provider (ASSE, IAMC and private insurance) and by type
of affiliation (National Health Insurance, individual and collective). Private
membership (individual or collective) is paid out-of-pocket; collective membership
still gets some types of benefits (e.g., service fee exemption) through a collective
agreement between one group of individuals (generally some workers' union) and
the institutional provider, generally an IAMC.
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Based on these data, in 2011 ninety-six per cent of Uruguayans where covered
by some type of comprehensive health insurance. The National Health Fund
(FONASA) covered 1,797,029 persons, accounting for 53% of the total population
of 3,368,595. There were 1,434,087 persons who were not insured through the
National Health Insurance (not FONASA) (collective IAMC, individual IAMC,
IAMC other, ASSE rest, collective and individual private insurance schemes, and
other). Most of them, however, had some form of coverage, through individual or
collective membership, in addition to Military and Police Health systems coverage
estimated at 7%, not shown in this table. If other non-comprehensive healthcare
services are considered (BPS, municipal polyclinics) the population of uninsured
population is very low. The population survey conducted in 2010 estimated that
only 2.8% of Uruguayans do not have health coverage.
Other 996,449 (ASSE/rest non-FONASA), accounting for 31% of insured
population, or 30% of the total population, are ASSE-covered free or paid
Healthcare Credential holders (in most cases, coverage is free of charge), who are
entitled to receive ASSE public services.
Thus, 83% of Uruguayans are covered by public schemes (47% IAMC/
FONASA, 34% ASSE, 1.3% Private Insurance/FONASA) If Police and Military
Health coverage (7%) are considered, pubic coverage reaches 90%. Another 1.2% is
covered by private non-FONASA insurance, while 12% of the population is covered
by non-FONASA IMACs (there are cases of double coverage).
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Table 3 – Health coverage by type of provider and by type of membership, Uruguay,
2007-2011
SNIS
beneficiaries

Type of
coverage
FONASA

IAMC

2010

2011**

764,066

1,277,444

1,335,470

1,405,780

1,587,212

319,900

235,213

234,285

223,248

161,880

378,889

276,327

268,576

259,208

227,212

FONASA

Total

2009

Collective

Sub-total

Comprehensive
Private Insurance

2008

Individual
Other

ASSE

2007*

29,019

17,766

10,685

10,084

9,039

1,491,874

1,806,750

1,849,016

1,898,320

1,985,343

25,713

93,462

132,184

152,766

165,509

Rest

1,275,634

1,117,130

1,148,939

1,073,656

996,449

Sub-total

1,301,347

1,210,592

1,281,123

1,226,422

1,161,958

FONASA

x

25,578

26,571

31,757

44,308

Collective

x

21,214

21,936

19,385

14,823

Individual

x

27,880

29,572

30,015

24,449

Other

x

202

282

328

235

Sub-total

69,167

74,874

78,361

81,485

83,815

2,862,388

3,092,216

3,208,500

3,206,227

3,231,116

Sources: SINADI Censuses (users), *As of December 2007 there was no disaggregated user information in these
categories for Private Insurance **November 2011 (IAMC and insurance), September 2011 (ASSE)

In the few years health reform implementation has been in place, health
coverage evolution can be characterized by:
• IAMC coverage is increasing, showing the following peculiarities:
• greater in the adult groups (the opposite occurs in the ASSE and Hospital de
Clínicas);
• greater IAMC coverage in Montevideo (60% vs. 21% ASSE-Clínicas Hospital)
than in the Interior (IAMC only 46% as opposed to ASSE's 41.1%);
• the higher the social and economic level, the greater the IAMC (and the lower
the ASSE-Clínicas) coverage.
• Public sector strain is eased, while more budget funds are available.
• Private insurance is on the increase, although it still accounts for a small
population proportion, as it has historically occurred.

The most salient changes in insurance in the 2006-2008 period include:
• Reduced public-private care gap across social and economic layers.
• Extended coverage in all deciles, more significantly in the lower-income ones.
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Accessibility
The health reform has led to the development of a specific framework of
regulations and standards implementing information systems including indicators
whereby different access dimensions can be measured, and health provider
oversight actions are systematically executed.
Management contracts also prioritize functional service access aspects by
demanding longer hours, opening polyclinics on Saturdays, and the implementation
of a telephone appointment system, among other conditions.
Specially worth mentioning is the recently approved Rural Health Program,
which defines the duties of providers having beneficiaries in locations in the
national territory with fewer than 5,000 inhabitants.
Approval and dissemination of the user rights primer, in addition to the
presence of user representatives at different institutional spaces of the SNIS,
further contribute to enhancing access conditions.
Despite the different measures taken regarding service fee exemptions and
reductions, there is still great concern around the problem of economic access,
particularly among the lower-income population sectors that choose private
providers to obtain family care.
Health Results
As to health status indicators, the historic series show improvements in the
results measured through classic indicators of mortality (child and maternal
mortality and life expectancy at birth). Although health indicators are improving,
much work remains to be done to narrow certain gaps further, particularly
by strengthening a model of care based on the PHC strategy and the social
determinants of health approach.

Health Systems in Uruguay

Graphic 2 – Evolution of life expectancy at birth and child mortality, Uruguay 1950-2010
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As far as social determinants indicators are concerned, in a context preceded by a
significant deterioration in the population's living conditions, a salient aspect has
been the continuous fall in the levels of poverty and indigence during the 20052009 period, a trend that persisted at the time when this report was prepared
(August 2011).
Graphic 3 – Evolution of poverty and indigence incidence, Uruguay, 2004-2008
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Some other indicators warn about the persistence of inequitable results that
are strongly associated with the social determinants of health, an area where
institutional efforts are being made by the Ministry of Health together with other
government structures, as described in the specific chapter. As an illustration,
and placing special attention on inequalities relative to pregnant women and
children, it can be verified that a significant proportion of children suffer from
nutritional deficit as they grow and are stunted. On the other hand, only one third
of 20 year-old youngsters have completed secondary school, and 18% of children
are born to mothers under the age of 20. Besides, less than 50% of mothers with
low educational level obtain timely care and adequate control of their pregnancy,
increasing the likelihood that the child be underweight at birth and, therefore,
these children are more likely to be stunted.
Some salient coverage indicators are the high indices of health coverage;
universal coverage of immunization plans; care at birth provided by technically
skilled personnel; free supply of contraceptive means by the public sector; enhanced
level of public policy coordination and implementation of network actions, which
has ensured proper coordination across sectors.

Funding

in

Health

The establishment in 2008 of the Integrated National Health System (SNIS) in
order to offer universal coverage and reduce system segmentation, the Uruguayan
health system financing model changes with the creation of the National Health
Insurance (SNS), whereby insurance membership is no longer dependent on labor
status.
The SNS seeks is to extend coverage to all Uruguayans, both employed
and independent workers, as well as the non-contributing population. It is
administered by the National Health Board (JUNASA), a decentralized body of
the Ministry of Public Health (MSP), with the participation workers, beneficiaries
and representatives of comprehensive institutional providers.
The SNS is structured on the basis of the Sickness Insurance coverage of the
Social Security Bank (formerly DISSE) to which all private workers in the country
were entitled until then, and is financed by the FONASA, created in August 2007
(Law 18,131). Since then, social security coverage has been progressively extended
to other beneficiary groups.
Firstly included in the FONASA were private workers formerly enrolled with
the DISSE and uncovered civil servants, as well as low-income retirees (with earnings
2.5 times below the Benefits and Contributions Threshold [BPC], which as of
January 2008 was 1,755 Uruguayan pesos, i.e., USD 84). In January 2008 the system
was joined by the children under 18 years-old and/or children with disabilities
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of FONASA beneficiaries, as well as retiring workers with insurance coverage. In
March 2008 the remaining civil servants were incorporated, followed in July by
workers within the National Public Education Administration (ANEP), University
of the Republic (UDELAR) and the Judiciary.
The following groups remain to be phased in: workers' spouses, professionals
and workers covered by rescue funds and their families, and retirees with earnings
in excess of 2.5 BPCs.
Insurance is funded with employer contributions accounting for 5% of workers'
salaries, while workers contribute 3% of their salary if their salary is lower than
2.5 BPCs, and 4.5% or 6% in case they earn in excess of that threshold or if they
have dependent children under 18 or with disabilities. Rates are similar for retirees.
These contributions entitle workers to receive healthcare for themselves and their
children from any SNIS comprehensive provider from the public sector, through the
State Health Services Administration (ASSE), or for from Collective Medical Care
Institutions (IAMC) or Comprehensive Insurance schemes.
The JUNASA administers the SNS by contracting with comprehensive
providers to whom it pays a so-called cuota salud per beneficiary.
Such cuota salud is made up of a capitated component adjusted by age and sex
of users, and a payment in the event that delivery targets are met. Service contracts
further stipulate a set of care, access, information obligations, among other duties,
the breach of which will result in the imposition of penalties including total or
partial, temporary or final suspension of provider payments.
National Health Accounts (NHA) 1994-95, 1997-98, 2000-2001 and 2004
were an important input in the design of the new model of financing as they made
it possible to identify main inequities and set priorities in the process towards
achieving national health insurance universality. The 2008 accounts are prepared
according to the Guide to producing national health accounts – with special
applications for low-income and middle-income countries. Several technical
experts involved in their preparation have taken part in several regional health
statistics harmonization workshops.
Three matrices were developed for each year in the period to analyze four
expenditure dimensions:
• Financing sources/Financing agents
• Financing agents/Providers
• Cost of factors/Providers

Data sources included the statements of results supplied to the SINADI by
private institutions; the ASSE budget execution report; the accounting and budget
execution report (CGN); agents and/or providers of healthcare services of public
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bodies; National Statistics Institute: CPI Series; Central Bank of Uruguay: GDP
and exchange rate series; Household Survey 2006.
Total health expenditure in Uruguay accounts for 7.5% of the GDP (2008),
with increased share of public expenditure in total health expenditure, which
reached 63.8% in 2008 (PAHO/MSP, 2010).
Below are the main results of the National Health Accounts 2008, and how
they compare against the period prior to the reform.
Table 4 – Evolution of health expenditure, Uruguay, 2004-2008
Year

Population

Expenditure/Million
USD

Expenditure/GDP
(in %)

Annual expense per
capita (constant
pesos 2008)

2004

3,301,732

1,160

8.5

12,418

2005

3,305,723

1,430

8.2

12,498

2006

3,314,466

1,608

8.1

13,061

2007

3,323,906

1,870

7.7

13,661

3,334,052

2,410

7.5

15,145

2008

Source: PAHO/MSP 2010. National Health Accounts 2005-2008, Uruguay

Health expenditure grew by 23.1% (real terms) between 2004 and 2008, and
spending per capita increased by 22% in real terms during the same period.
Despite the 23% real growth rate of health spending, the GDP grew even more
in the period (32%), as shown in the graphic below, which implies a decline in the
health expenditure/GDP ratio.
Graphic 4 – Evolution of GDP and health expenditure at constant prices 2008,
Uruguay, 2004-2008
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The main sources of funds for public expenditure are general and departmental
taxes (40%) and Social Security (57%). Social Security funding sources are employer
contributions (40%), employee contributions (36%) and government transfers (19%).
Private spending corresponds to household expenditure on prepaid coverage (52%),
co-payments (13%) and direct out-of-pocket spending (34%).
Between 2005 and 2008, public financing grew by 53.1% in real terms, while
private funding declined by 11.2%.
Table 5 – Funding sources (in million Uruguayan pesos 2008), Uruguay 2005-2008
Publicly funded health expenditure

2005

2006

2007

2008

General and departmental taxes

9,629

10,757

11,743

13,118

Prices
Social Security
Total public
% Public expenditure/total health expenditure
Privately funded health expenditure
Households
Other

866

840

857

588

10,545

11,537

12,258

18,512

21,040

23,134

24,858

32,219

51.04%

53.49%

54.91%

63.81%

2005

2006

2007

2008

20,138

20,036

20,278

17,878

41

82

133

394

20,180

20,117

20,411

18,273

% Private expenditure/total health expenditure

48.96%

46.51%

45.09%

36.19%

Total expenditure on health

41,220

43,251

45,269

50,491

Total private

Source: PAHO/MSP 2010. National Health Accounts 2005-2008, Uruguay

Financing agents are bodies or institutions channeling funds from different
sources, and using them to purchase healthcare services. There are public and
private agents. One of the main characteristics of the Uruguayan health system is
that many financing agents are also healthcare service providers.
The Social Security Bank (BPS) is a the financing agent, whose role is to serve
as funding intermediary, which purchases healthcare services for its beneficiaries
from IAMCs; comprehensive private insurance schemes and ASSE; the FNR, which
purchases highly specialized healthcare services from IMAEs, and conventional
insurance. Financing agents also acting as direct service providers are IMACs,
ASSE, and comprehensive insurance.
In relation to financing agents, the National Accounts report notes that:
• Resources received by ASSE increased by 55.6%, accounting for 27% of total
funds in 2008.
• While IAMCs maintained their importance as providers, their weight as agents
diminished. In 2005 they received, in their capacity as agents, 22.6% of the
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total resources, while as providers, they were allocated 44.9% of total resources.
In 2008, these figures were 13.9% and 44.5%, respectively.
• BPS-FONASA-intermediated funds grew by 111.1%. Growth peaked in 2008:
73.8% from 2007 due to the admission of new groups into the National Health
Insurance system.
• Public sector agents administer 64.1% of funds.

Preliminary estimates indicate that between 2005 and 2008, out-of-pocket
spending (service fees, co-payments and direct payments) by households fell by 6%
in real terms, and their share in national health expenditure went down from 22%
to 17% (Table 6).
Table 6 – Private funding sources (in million Uruguayan pesos 2008), Uruguay 20052008
Destination
Prepaid
Service fees and co-payments
Direct household payment
Total

2005

2006

2007

2008

Var %

11,101

11,421

2,477

2,291

11,858

9,395

-15.36%

2,294

2,303

-7.03%

6,568

6,349

6,173

6,176

-5.96%

20,145

20,060

20,325

17,874

-11.28%

Source: PAHO/MSP 2010. National Health Accounts 2005-2008, Uruguay

As a result of the increase in ASSE spending, its share in total expenditure
grew by 37.2% in the period, going from 13.7% of total health expenditure in 2005
to 18.8% in 2008 (Table 7). The share of the main private provider, Collective
Medical Care Institutions (IAMC), in total health expenditure remained in the
neighborhood of 44%, while Comprehensive Private Insurance schemes saw their
share grow from 3.7% to 4.8% of total expenditure.
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Table 7 – Service providers' share in health expenditure, Uruguay, 2005-2008
Share (%)

2005

2006

2007

2008

ASSE

13.7

15.2

16.7

18.8

Military Hospital

2.1

1.8

1.9

2.1

Police Hospital

1.1

1.1

1.2

1.2

Hospital de Clínicas

1.7

1.8

1.9

2.2

BPS Clinic

1.5

1.4

1.4

1.2

BSE Clinic

1.1

0.9

0.9

0.8

IMM Polyclinics

0.5

0.5

0.5

0.4

Departmental (interior)

0.3

0.3

0.2

0.2

Other public providers

3.8

4

3.9

3.9

Total public

25.8

27.1

28.6

30.8

IAMCs

44.9

45

44.5

44.5

Comprehensive private insurance

3.7

4.4

4.4

4.8

Partial insurance

6.1

5.7

5.5

4.5

Other private providers

19.5

17.8

16.9

15.4

Total private

74.2

72.9

71.4

69.2

General total

100

100

100

100

Source: PAHO/MSP 2010. National Health Accounts 2005-2008, Uruguay

In ASSE, health spending per beneficiary doubled between 2005 and 2008,
moving from $312 in 2005 to $654 in 2008. A reduction is verified in the
expenditure per beneficiary gap between ASSE and IAMCs: in 2005, spending per
capita by IAMCs was 3.5 higher than ASSE's, while the ratio fell to 1.6 in 2008.
The main conclusions of the National Accounts Report are: the shift in the
model of financing of the health system is clearly reflected on the NHA 20052008 results:
• Increased public financing via taxes and social security.
• Decreased private financing.
• Decreased private spending by households, in both the prepaid component and
out-of-pocket spending, resulting in improved system financing equity.
• Reduced public-private spending per capita gap.

Figure 3 shows SNIS monetary flows.
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Figure 3 – SNIS financing model, Uruguay
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The FONASA pays comprehensive providers a so-called cuota salud for each
beneficiary covered by the SNS. The cuota salud has two components: age and
sex-adjusted capitated payments, and care delivery target incentive fees. The riskadjusted capitated payment is a mechanism that seeks to eliminate risk selection
incentives while maintaining efficiency incentives, and where payment varies
based on certain characteristics of beneficiaries (sex and age) and/or the expected
care costs.
To calculate it, a retrospective expenditure analysis is performed, taking into
account the annual average spending incurred by IAMCs to deliver the benefits
included in the Comprehensive Healthcare Plan (PIAS).
Average spending per user according to sex and age (capitation) is estimated
by considering the spending incurred by each institution to produce each care
benefit; the number of benefits demanded by users of each age group and sex;
and the number of users of each age group and sex enrolled with the institution.
Graphic 5 below shows the relative capitation structure for the different age
and sex groups

737

Health Systems in Uruguay

Graphic 5 — Age and sex-adjusted capitation, Uruguay
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Capitation is a payment arrangement for healthcare providers that contributes
significantly, through financing, to the model of care transformation. It is also an
innovative tool to stimulate results-based management by generating rewards and
punishments according to the results obtained. Payment by results needs to show
population's health gains; otherwise, they might come down to being mere wishful
thinking.

Macromanagement
Stewardship of the Integrated National Health System (SNIS) is in the hands
of the Ministry of Public Health, which develops SNIS organization policies and
norms; licenses comprehensive healthcare providers; authorizes comprehensive
health benefit programs that public and private providers operating in the SNIS
must deliver their beneficiaries; implements a national health information and
surveillance system; regulates and develops medical technology and medicines
policies; formulates health promotion policies, and fosters scientific research in
health and the adoption of measures conducive to enhancing the quality of life of
the population.
The JUNASA administers the National Health Insurance (SNS) system by
entering into contracts with comprehensive providers, and pays providers a
capitation per beneficiary.
Contracts are a management-by-results tool designed to serve as an incentive
for providers to meet a set of specific targets delineated within the framework of
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the health system reform. On the other hand, Article 15 of Law 18,211, whereby
the SNIS was created, states that "the National Health Board shall enter into contracts
with each provider joining the Integrated National Health System, to facilitate control of
compliance with the duties imposed on them by law."
Some design recommendations suggest that this type of document should be:
Simple and direct. Contracts should describe achievable and measurable results.
Obligations should be negotiated on realistic terms, based on available information.
Clear responsibilities and procedures. Both enhance transparency and
credibility.
Few goals, targets and indicators. Measuring a result can be challenging if
there are too many goals or if these are constantly changed.
Strong, consistent and constant monitoring. Information systems play a
central role in this respect, both to negotiate commitments on realistic terms and
to verify compliance with what has been agreed upon.
Powerful and explicit rewards and punishments, so that they can influence
agents' behavior. Incentives must be strong to produce changes in agents' behavior;
and penalties, if available, must be enforced.
Unbiased dispute settlement mechanism. For contracts to be a fair process,
there must be mechanisms available to settle disputes regarding assessment results
through a mediation hearing between the two parties.
The contents of the contracts undersigned between the JUNASA and
comprehensive providers must include:
• B
 enefits and access: obligation to provide all beneficiaries with a service basket
guaranteeing equity, waiting times thresholds and hours of service.
• Users: ensures coverage to all system beneficiaries
 ayment form and conditions: Establishes the cuota salud each provider is to
• P
be paid.
• Shift in the model of care: health promotion and prevention guidelines.
 onitoring mechanisms and information systems: obligation to submit
• M
information to the MSP. The National Health Board establishes provider
compliance control mechanisms.
• User and worker participation: creation of advisory councils
 ser information and care: definition of primers on rights and duties, user service
• U
offices, web page containing service portfolio and hours.
• Penalties: contract breaches result in the imposition of penalties.
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Health Surveillance
The Ministry of Public Health of Uruguay performs national health surveillance
basically through the Epidemiology Division, the Environmental and Occupational
Health Division, and the Health Assessment Division (drugs, food).
The Epidemiology Division centralizes surveillance functions in relation
to mandatorily reportable diseases, vaccine-preventable diseases, sexually
transmitted diseases, hospital infections, laboratory surveillance, zoonosis events,
noncommunicable diseases, and point-of-entry event occurrences.
Likewise, it centralizes detection, assessment and response actions as stipulated
by the International Health Regulations (IHR) at the national level, including
designated points of entrance. The IHR 2005 National Focal Point, in operation
since 2011, centralizes event detection and response actions carried out by rapid
response teams.
Decree 64/004 (National Code of Mandatorily Reportable Disease and
Events) lists mandatorily reportable events (MSP, 2004). Such code is presently
under review for the purpose of harmonizing its contents with the requirements of
the International Health Regulations.
Food and drug surveillance functions are shared by the Epidemiology Division
and the Health Assessment Division to perform, for instance, surveillance of Events
Supposedly Attributed to Vaccination or Immunization (ESAVI) and food borne
diseases. The Environmental and Occupational Health Division is charged with
identifying, analyzing, preventing and controlling environmental and occupational
risk factors and situations affecting health.
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Chart 2 – Mandatorily reportable diseases and events, Uruguay
Group A
Immediate, same-day reporting by the fastest
means of communication available (telephone,
fax, telegram or personally) as from the time when
disease is suspected.

Group B
Cases must be reported within the first week
as from the time when disease is suspected by
telephone, fax, telegram, postal service mail,
electronic mail or personally.

Dengue
Diphtheria
Febrile respiratory illness
Meningococcal disease
Food borne disease (FBD)
Internationally reportable diseases: Yellow fever
– cholera – plague – severe acute respiratory
syndrome (SARS)
Hantavirus infection
Acute intoxication
Meningitis
Ophidiasis, arachnidism (immediate two-way
notification to the Epidemiological Surveillance
Unit and the Center for Toxicological Information
and Advise –
CIAT, School of Medicine)
Acute flaccid paralysis
Morbidly obese persons
Animal rabies
Human rabies
Congenital syphilis
Congenital rubella syndrome
Tetanus
Neonatal tetanus
Any uncommonly occurring disease or health risk
event

Work-related accidents and professional diseases
(two-way notification to the Epidemiological
Surveillance Unit
and the State Insurance Bank)
Traffic accidents
Brucellosis
Anthrax
Chagas disease
Creutzfeldt-Jakob disease
Exposure to environmental pollutants: lead –
mercury –– pesticides: organophosphorous and/or
carbamate
Q-fever
Typhoid fever
Hepatitis A
Hepatitis B, C and other
Echinococcosis
Leprosy
Leptospirosis
Malaria
Weekly negative reporting of: eruptive fever – acute
flaccid paralysis
Mumps
Nutritional risk
Pertussis (whooping cough)
Tuberculosis
Chickenpox
HIV/AIDS
Surveillance

Surveillance of Noncommunicable Diseases
The Ministry of Health of Uruguay carries out surveillance of noncommunicable
diseases by monitoring morbidity and mortality caused by noncommunicable diseases.
Morbidity due to noncommunicable diseases is monitored by processing the
following data sources:
STEPS Survey (MSP, 2006): Through this survey it was possible to determine
the prevalence of the main noncommunicable chronic disease risk factors in the
population aged 25 to 64 years, in urban centers with more than 10,000 inhabitants.
The survey focused on the prevalence of the leading risk factors known: high blood
pressure (30.4% both sexes), hyperglycemia (5.5% both sexes), overweight/obesity
(56.6% both sexes), sedentary lifestyle (35.1% both sexes), hypercholesterolemia
(27.4% both sexes), inadequate diet (84.9%), abusive alcohol use (17.4 % in men,
7.9% in women).
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If we consider the presence in the Uruguayan population of simultaneous risk
factors (daily smoking, eating fewer than 5 servings of fruit and vegetables a day,
sedentary lifestyle, overweight and obesity, and high blood pressure), 56.8% of the
population presents three or more risk factors, while only 2.7% presents none.
GSHS 2006 (Global School-based student health survey): This survey zeroed
in on the presence of risk factors in students of both sexes. Notably, 14.8% of
teenage respondents were overweight; 22.6% showed inadequate consumption
of fruits and vegetables; 59.5% had used alcohol the month before; 19.0% had
smoked cigarettes, once or more days, in the prior 30 days.
GATS (Global Adult Tobacco Survey, 2009): The survey focused on the
tobacco consumption habits of the Uruguayan population. It is worth noting that
25% of respondents are current smokers (30.7% men, 19.8% women).
Hospital Discharges: Countrywide monitoring and analysis of ICD-10-coded
hospital discharges.
Monitoring of mortality due to noncommunicable diseases is performed by
processing and analyzing countrywide deaths due to noncommunicable diseases.
Such information is obtained from the Vital Statistics Unit of the Ministry of
Public Health.
Laboratory Diagnostic Network for Health Surveillance
Implementation of the National Public Health Laboratory Network (RNL) is
in progress. Such implementation is in response to a political decision within the
context of the process of decentralization, resource optimization, national coverage
expansion and service accessibility. The RNL is expected to bring together the care
and public health components in an attempt to establish synergies between them
and reduce the existing gaps among the Directorate of Public Health Laboratories,
epidemiological surveillance and service providers.
In close coordination with vertical surveillance programs and within the
framework of the International Health Regulations, work in this area is to
include the establishment of basic technical and administrative requirements
(infrastructure, human resources, equipment, inputs and algorithms, flowcharts
and standardized procedures), as well as supervision and assessment mechanisms
by resolution levels that may facilitate the implementation of a hierarchical,
dynamic and flexible platform.
The design and implementation of a unified and compatible information system
has been envisaged. Network implementation and information systematization
must be the pillars of the process of decentralization and expansion of care and
surveillance service coverage throughout the country. The implementation process
is expected to include the search for centralized purchase mechanisms (economies
of scale, unification of methodologies and equipment) for the essential equipment
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and inputs required to diagnose prioritized diseases under epidemiological
surveillance.
One significant aspect requiring attention is the standardization of the
functions of the projected RNL to ensure its smooth operation and viability.
Implementation of the International Health Regulations 2005
Uruguay carried out assessments of core capacities at the national and subnational
levels, as well as designated points of entrance (ports and airports). So far, the country
has no ground border crossing designated for IHR implementation. In October 2008,
an external assessment of the IHR 2005 implementation status was conducted by Dr.
Elena Pedroni (PAHO/WHO regional advisor - IHR). Such assessment determined
the core capacity implementation status, as shown in Graphic 6.
Graphic 6 – Core capacity implementation status assessment, national/sub-national
levels, IHR, Uruguay, 2008
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On the basis of the assessment results, an action plan was developed containing
the activities to be carried out to secure the building of IHR 2005 core capacities
by June 2012.
In 2011, a new core capacity status assessment was conducted at the national
level to determine the impact of the action plan implemented. There were
improvements in implementation values, as shown in Graphic 7.
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Graphic 7 – Core capacity implementation status assessment, national/sub-national
levels, IHR, Uruguay, 2011
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Action Plans towards IHR (2005) Implementation
As of now, there are action plans underway designed to ensure the attainment
of the goals set by the IHR (2005) for the year 2012. Recently, and in view of
the difficulties encountered to build the required capacities within the scheduled
deadlines, action plans were revised and new goals were set for the year 2014, as
established by the IHR as part of the procedure for requesting compliance deadline
extension.
Points of entrance
Uruguay has four IHR (2005) designated points of entrance, and no designated
ground border crossing. Points of entrance are as follows:
• Carrasco International Airport (Department of Canelones)
• Laguna del Sauce Airport (Department of Maldonado)
• Port of Montevideo (Department of Montevideo)
• Port of Nueva Palmira (Department of Colonia)

All of them have been ensured the IHR (2005) core capacities given their
passenger and cargo volumes, as well as their strategic location, which poses a
greater potential international disease transmission risk.
Each point of entrance is staffed by qualified surveillance physicians from the
Department of Border Surveillance, who perform routine surveillance activities
at the point of entrance and have the skills to assess, notify and provide initial
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response to events. In addition, they perform on-board surveillance of aircrafts
and vessels, and issue Maritime Declarations of Health and Aircraft General
Declarations, in accordance with the specific regulatory framework, as provided
for in the IHR (2005).
Core capacity assessment at Uruguay's points of entrance was conducted
in 2010. Tables 8 and 9 show the assessed core capacity implementation status for
the Carrasco International Airport and the Port of Montevideo. Since there were
conflicting opinions as to what assessment tool to apply (WHO or Mercosur) a
decision was made to use both tools simultaneously.
Table 8 – Core capacity implementation status at the Carrasco International Airport
using WHO and Mercosur tools, Uruguay 2010
Assessed areas

CC implementation status (%)
Mercosur

WHO

Coordination and communication

72

74

Core capacities at all times

62

61.6

Core capacity for responding to PHEICs (*)

73

11.1

Final score

69

67.4

Average

68.20%

Source: MSP Core capacity assessment at Uruguay's points of entrance was conducted in 2010

Table 9 – Core capacity implementation status at the Port of Montevideo using WHO
and Mercosur tools, Uruguay, 2010
CC implementation status (%)

Assessed areas

WHO

Mercosur

Coordination and communication

78

74.1

Core capacities at all times

65

69.9

Core capacity for responding to PHEICs (*)

61

47.7

Final score

68

Average

63.9
65.95%

Source: MSP Core capacity assessment at Uruguay's points of entrance was conducted in 2010

At present, the above-mentioned action plans designed to ensure the
achievement of IHR (2005) goals by 2012 or by 2014 if the deadline extension
request filed by Uruguay and other countries in the region is accepted.
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Health Workforce
Strengthening the steering role of the Ministry of Health in the area of health
human resources is a health reform priority. Studies conducted in this respect
evidence the existence of major gaps between human resources supply and demand,
and the need for human resources to be prepared to face the challenges posed by
the shift in the model of care and management. Hence, profound transformations
in the health labor market are of the essence.
Although in Uruguay the main problem does not seem to lie in the availability
of healthcare professionals (4 physicians per 1,000 inhabitants is a high figure
anywhere in the world), there are distortions in the labor market, some of which
are reflected in the tables below.
In sum, the main challenges detected are: significant concentration of
professionals in the country's capital, reduced nurse availability, multi-employment
and greater monetary compensation to surgical specialties relative to all other
medical activities. One additional problem, and a very notable one in the early
years of the present century, coincidentally with the economic crisis, is physician
emigration.
Table 10 – Doctor and nurse availability by geographical region, Uruguay, 2006
Region

Physician per 1,000 (1) Nurse per 1,000

Physicians/Nurses

Country

4.1

1.1

3.7

Montevideo

7.2

1.7

4.2

Interior

1.9

0.6

3.1

Source: PAHO; 2007. (1) Data for 2005

Table 11 – Distribution of health human resources in the public sector (ASSE) and the
private sector (IAMC), Uruguay, 2005
Type of staff

ASSE

IAMC

Physicians

23%

34%

Nursing

28%

23%

Non-doctors

49%

43%

100%

100%

Physicians per 10 non-doctor

2.92

5.06

Physicians per 10 nurses

8.14

13.89

Total

Source: PAHO; 2006.

745

746

Health Systems

in

South America

Table 12 – Types of health coverage, Uruguay, 2006
No. of employer institutions

Doctors (%)

Non-doctors (%)

Total (%)

1

45.2

91.6

81.8

2

34.9

8.0

13.7

3

12.2

0.4

2.9

4

4.5

0.1

1.0

5 to 8

3.1

0

0.7

Source: PAHO; 2007. Includes ASSE and IAMC data.

The supply of training is strongly concentrated in the public sector and PHC,
and depends directly on the University of the Republic. Training of assistant
level staff, mainly nurses, is dominated by the private sector. Linkage between
the health sector and the educational sector has been historically scarce (some
exceptions worth mentioning are the Medical Residence Commissions and some
non-systematic working spaces). The same can be said of the liaison between the
Ministry of Health and the Ministry of Education and Culture.
Figure 4 – Structure of human resources in health training system, Uruguay
Public subsystem

UDELAR
• SCHOOL OF MEDICINE
• Grad. School
• Univ. School of Technology
• School of Nutrition
• Midwifery School
• SCHOOL OF DENTISTRY
• SCHOOL OF CHEMISTRY
• SCHOOL OF VET. SCIENCE
• SCHOOL OF NURSING
• SCHOOL OF PSYCHOLOGY
• SCHOOL OF SOCIAL SCIENCES
• SCHOOL OF HUMANITIES
• SCHOOL OF SCIENCES

Private subsystem

ANEP

MEC

• PRIMARY EDUCATION
• SECONDARY EDUCATION
• TECHNICAL EDUCATION
• TEACHER EDUCATION

• UCUDAL - (1985)
• U. of MONTEVIDEO - (1997)
UNIVERSITY INSTITUTES
• CLAEH - 1997. SCHOOL OF
MEDICINE
• I NSADE - 1997
• CEDIIAP - 2001

Chapters 13 and 14 of the MSP Organic Law No. 9,202 of 1934 already defined
that "no one is allowed to act as a Physician, Surgeon, Pharmacist, Dentist or Obstetrician
unless he/she has registered the degree that qualifies him/her to practice the profession with
the Ministry of Public Health" and "it is the duty of the Ministry of Public Health to
oversee and regulate the practice of the professions mentioned in the previous Article, as well
as all allied health professions."
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The Ministry of Public Health is further charged with regulating and supervising
the operation of private healthcare institutions, healthcare cooperatives, as well as
scientific institutions or trade associations in matters related to the professionals
mentioned in this chapter.
In recent years some university-health authority coordination spaces have been
developed, since both have expressed their concerns about aspects regarding the
strategic planning of health human resources. The MSP brings to the agenda issues
as they emerge in connection to the goals of the health sector reform, particularly in
relation to the shift in the model of care and management. The university exercises
its autonomy and, fully embarked in its decentralization process, implements
several modifications in its study courses (particularly the Medical program) and
analyzes mechanisms conducive to enhancing the quality and adequacy of human
resources required by the country. An objective challenge are the existing time gaps
to match training demand and supply.
Some examples of these spaces are: The Mixed Commission, made up of
representatives from the MSP and the health area of the University of the Republic;
the Standing Inter-Institutional Working Group: MSP, School of Medicine,
Graduate School, Academy of Medicine and physician trade associations, devoted
to the promotion of continuous professional development activities; working
groups on migration of health professionals.
The Human Resources Division, established in 2010, has made progress
towards the design of a comprehensive and dynamic database about the health
labor market in Uruguay. In addition, it conducts technical surveys, takes part in
collective bargaining with the Ministry of Labor (three-party negotiations involving
companies, unions and government).

Action

on

Social Determinants Health

At the start of the first Frente Amplio administration (2005-2010), Uruguay
was going through a serious social crisis, with acute impoverishment, particularly
impacting on children, high unemployment and wealth concentration levels, as a
result of the worst economic crisis our country has ever faced (2002).
Within this context, the social protection matrix was diagnosed by general
consensus as being inadequate to meet the social risk structure and, in addition,
its actions were found not to be oriented towards reducing social inequities. In
particular, the country lacked a comprehensive vision, while its social policies,
generally driven by sectoral interests, were excessively fragmented, as a result
of which there was an overlapping of poorly coordinated public programs and
providers. In terms of system operation, there was enormous ignorance about
the portfolio of social programs implemented by government agencies, coupled
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with unequally developed information systems and a total lack of jurisdictional,
systematic approaches to policy-making and resource allocation.
One of the main government-sponsored initiatives was the creation of the
Social Development Ministry. Since inter-sectoral action is one of the strategies
used to approach the social determinants of health, Law 17,866 vests upon this
newly-created State secretariat the power to "coordinate inter-sectoral actions, plans
and programs implemented by the Executive branch to secure the full enjoyment of social
rights to food, education, health, housing, a healthy environment, work, social security and
non-discrimination."
To ensure enhanced social policy comprehensiveness, three coordination
spaces involving social area ministries and government agencies: the Social Cabinet,
the National Social Policy Council, (CNPS), and inter-institutional working groups.
The Social Cabinet, established by Decree 236/005 of 2005, is charged with
advising and submitting to the Executive branch proposals for plans and projects in
relation to its member agencies. The National Social Policy Council (CNPS), made
up of the undersecretaries of the Social Cabinet member agencies, and other guest
decentralized bodies (e.g., State Health Services Administration (ASSE), National
Public Education Administration (ANEP), Child and Adolescent Institute of
Uruguay (INAU), to mention but a few), is the space where the initiatives agreed
upon at Cabinet level are implemented and carried out. In particular, the National
Social Policy Council (CNPS) is responsible for following up on the Millennium
Development Goals achievement status and, since 2006, coordinating the design,
monitoring, assessment and adjustment of the Equity Plan (Plan Equidad) policies
and programs.
Finally, the Departmental Inter-institutional Working Groups are the
coordination and discussion spaces where local governments and national public
institutions with jurisdictional presence strive to define a departmental social
agenda that includes the priorities identified by institutions. They are made up
of the municipal governments, Social Cabinet ministries, and the National Social
Policy Council, among other institutions.
Year 2005, within a context of sustained economic growth that started in 2003
(Presidency of the Republic, 2009), marked the beginning of a process designed to
address social emergency (PANES). The social protection matrix reconfiguration
process began in 2006, oriented towards establishing a system in accordance with
the new scenario of risks and needs in our country: the Equity Plan (Plan Equidad).
The Equity Plan "is a medium and long-term initiative that...seeks to revise and adjust
the existing social protection scheme to the new social challenges, through the creation of a
renewed system of welfare and social assistance made up of multiple articulated components,
and is capable of meeting the needs of the different social segments” (CNPS, 2006).
Such Plan comprises, on the one hand, a non-contributory Social Assistance
and Integration Network targeted at social groups living in poverty or in conditions
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of vulnerability and, on the other hand, a series of structural universal social
policies featuring, among other major components, the health reform.
These initiatives translated into an increase in public social expenditure,
which showed a recovery in real terms as from 2005, accounting for 62.7% of
total public expenditure, and in 2008 representing 75.4% of public expenditure
(MIDES, 2010).
Both poverty and indigence incidence have fallen significantly from their
2004 peaks of 31.9% and 3.9%, for the urban country, to 20.9% and 1.6% of the
total country population in 2009, respectively. Meeting the government-defined
targets within the framework of the Millennium Development Goals initiative,
according to which by 2015 poverty is to be reduced to 14.5% and indigence is to
be eradicated, remains a challenge, and so does the target of solving the unequal
impact of poverty and indigence on the different social groups and geographical
areas. Specially, interventions are required in the department of Artigas, with a
poverty index in 2008 of 33.8%, followed by the departments of Rivera (29.7%),
Tacuarembó (27.5%) and Treinta y Tres (27.2). On the other hand, poverty among
children under the age of 6, which stood at 56.8% in 2003, has been reduced
to 38.8 in 2008. However, inequity to the detriment of younger populations is
maintained (CNPS, 2009).
As far as efforts to reduce income distribution inequities are concerned, in
light of the evolution of the income coefficient between the first and fifth quintiles,
they have been curbed but not significantly. In 2006, the income distribution
coefficient between the first and fifth quintiles stood at 10.6, while in 2009 it was
9.44, with income distribution being more inequitable in Montevideo (9.8%) than
in the rest of the country (8.9%) (MIDES, 2010).
A key poverty combat strategy, reducing unemployment rates and improving
wage levels within the framework of the reestablished Wage Councils, have proven
significantly effective in recent years. The global unemployment rate has fallen
from 17% in 2002 to 7.3% in 2009, which means that the MDG targets have been
met. In addition, there has been a decline in unemployment rates in young women
(18 to 29 years) and the first income quintile. In spite of that, equity gaps to the
detriment of these specific groups persist (CNPS, 2009).
On the other hand, to make health inequities visible and identify their
determinants, the Ministry of Public Health has introduced the Integrated
Social Area Information System (SIIAS), a Ministry of Social Development-led
Inter-institutional effort that seeks to consolidate an inter-institutional integrated
information system linking data regarding the social programs of different agencies,
their execution status and beneficiaries. Its aim is to provide decision-makers,
managers and researchers with an integrated social policy view that will enable
them to prepare and develop a strategic social policy plan.
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At present, in addition to the MSP, SIIAS membership is composed of the
Ministry of Social Development, the Child and Adolescent Institute of Uruguay,
the Social Security Bank and the State Health Services Administration. Other
ministries and agencies are expected to progressively join this system's social area. In
fact, the Ministry of Labor and Social Security is to join the SIIAS in the short term.
Under the existing regulatory framework relative to personal data protection,
the SIIAS provides two separate information access levels. A first aggregated level,
where information is to be processed by combining variables from the different
systems, basically through indicator construction. And there will be a second
individual person and/or household identification level, where social agents may
find out about their linkages to the different programs and benefits delivered by
the SIIAS participating agencies.

Strategic Supplies

to

Health

To secure the availability of strategic healthcare supplies actions are
coordinated between the MSP and the Ministry of Industry. The latter supervises
a local pharmaceutical industry support group. Another, more recently created,
level is the coordination with the National Research & Innovation Agency, which
finances local health-related productive projects.
The application of the Trade-Related Intellectual Property Rights (TRIPS)
Agreement to the health inputs policy is currently being debated at the National
Directorate of Intellectual Property Rights, although discussions are only centered
in some basic aspects. The commitments adopted by Uruguay in 2007, on which
work is beginning at the Mercosur and Unasur are as follows:
1. 
Promoting the implementation in our countries of the Doha Declaration
about TRIPS and Public Health, particularly de TRIPS Council Decision IP/
C/W/405, dated August 30, 2003, in relation to paragraph 6 of such Decision,
about compulsory licensing and parallel import mechanisms.
2. Running advocacy campaigns on the importance of TRIPS and public health for
the effective implementation of the safeguards and flexibilities included in the
agreement and in the Doha Declaration.
3. 
Strengthening international cooperation initiatives seeking technological
capacity-building through:
• Encouraging the creation of strategic technology transfer alliances.
• Encouraging the development of strategic science, technology and innovation
alliances.
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• Developing a technical assistance network for our countries focused on healthrelated intellectual property aspects.

4. Preserving, in bilateral and regional agreements, the flexibilities contained in
the TRIPS agreement, in order to:
• Facilitate the use of compulsory licenses, parallel imports and the so-called "Bolar"
exception.
• Prevent patent protection term extensions, expansion of patentable subject matter
(e.g., therapeutic methods, plants and animals) and second uses.
• Prevent patent concession from being linked to health registration, as well as any
other provision whereby TRIPS plus-type commitments are created.

5. Striving to secure the active participation of our health ministries in bilateral
agreement negotiations, regional bloc negotiations and national intellectual
property legislation amendment, update or consolidation processes by:
• Reaffirming the health sector's needs via technical contributions founded on the
Doha Ministerial Declaration relative to the TRIPS agreement and public health,
and on the United Nations Millennium Development Goals Declaration.
• Training health staff in intellectual property-related matters, and their present and
future repercussions on medicines access.

6. Maintaining international dialog about the impact of patent protection on access
to critical inputs and medicines, through studies and experience-sharing.
7. Commissioning the conduct of studies conducive to following up on medicines
prices, as well as on the effects of the TRIPS agreement on the area of public
health in our countries in order to identify alternative courses of actions that
may contribute to fostering technology transfer and innovation, so that they may
be made available at affordable costs.
As for the restrictions established in international trade agreements and
treaties in relation to the availability and cost of health technologies and inputs,
the same are mainly related to the cost of health technologies and inputs, and their
availability.
In Uruguay, there is an extended use of the possibility to copy medicines that
are not registered in the country, a practice that, to a certain extent, resembles the
generic drugs policy.
Although there is no drug price regulation policy in place, the Central
Procurement Unit, with public sector scope, is deemed a positive strategy in this
respect.
There is a Therapeutic Medicine Form which by decree is annually updated,
listing 670 drugs furnished by SNIS comprehensive providers. Applicable
regulation and Therapeutic Medicine Form are available at www.msp.gub.uy. Such
list contains and far exceeds the contents of the WHO list of essential medicines.
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High-cost medicines are covered by the National Resources Fund and covers the
entire SNIS population.
The country has medicines and vaccine production capacity. As for medicines,
in theory, 20% of all units and 50% of medicines spending. In real practice, the
so-called national medicines are imported from Argentina (70%) with different
levels of manufacture.
Health inputs price management: Public providers do it through the
centralized procurement office, while private providers maintain individual or
group negotiations with laboratories or the Uruguayan Pharmaceutical Chamber
(imported drugs) and the Association of National Laboratories (national drugs)
New health technologies: Since the creation of the Integrated National Health
System (SNIS), the health authority is charged with the assessment role. The
Technology Assessment Department of the Directorate General of Health prepares a
technical report and submits it to the Directorate General of the Integrated National
Health System for final approval. Information is available at www.msp.gub.uy, (list of
equipment and services and information request form). If technology is considered
from a broader viewpoint, the Comprehensive Healthcare Plan and the Therapeutic
Medicines Form are updated on the basis of technical reports prepared on the basis
of the best available evidence as well as expert consultations.

Research

and Innovation inHealth

In 2002, an assessment of the Essential Roles of Public Health in Uruguay was
conducted, where health research performance obtained a score below 25%.
The institutional design of the first progressive government began with the
creation, in April 2005, of the Ministerial Cabinet for Innovation (GMI), whose
main pursuit is action coordination and articulation (Guidelines for Public Policy
on Science, Technology and Innovation). Initially its members were the ministers
of Agriculture and Fishery; Industry, Energy and Mining; Economy and Finance;
Education and Culture (who chairs it) and the Office of Planning and Budget.
In 2010, following a membership expansion proposal, the GMI was joined by the
Minister of Public Health. The country has a set of national science, technology
and innovation policies in place, mainly developed by this Ministerial Cabinet.
Law 18,084 gave the GMI legal standing, and charged it with the design of political
and strategic guidelines for the science, technology and innovation areas.
The statute establishes the aims and duties of two other prominent actors:
• The National Research and Innovation Agency (ANII), the body in charge of
executing the public policies and priorities set by the Executive in this respect
(established in 2007); and
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• the National Innovation, Science and Technology Council (CONICYT), which
was expanded and defined as the system's advisory body.

The aim of the ANII is to organize and administer innovation, science
and technology promotion tools, encouraging cross-cutting inter-institutional
coordination, and articulating social and productive needs with scientific,
technological and innovation capacities (Article 256, Law 17,930). The roles,
organization and functioning of the ANII were established in 2006 (Law 18,084).
Chapter VII of Law 18,084 defines the National Innovation, Science and Technology
Council (CONICYT), made up of representatives from several science, technology
and innovation-related institutions or social organizations. Its aim is to seek to
establish cooperation arrangements among such organizations, and provide advice
to the Executive and Legislative branches.
The ANII is not specialized in fostering health innovation. However, since the
Ministerial Cabinet for Innovation, in the National Strategic Science, Technology
and Innovation Plan, has identified health as a strategic sector, these areas have
been prioritized by the institution in its action guidelines. In 2009, the Ministry of
Public Health and the ANII entered into an institutional cooperation agreement
whereby the Health Sectoral Fund was created to promote research, development
and innovation activities in the field of health.
The National Strategic Science, Technology and Innovation Plan was designed.
It has the following aims: 1) Increase knowledge generation capacities and their
linkages to actual and potential demands, i.e., with the country's medium and
long-term development capacities; 2) Articulation (among government institutions,
private and public players, and academic, business and social actors) to enhance and
leverage available knowledge generation capacities.
In relation to incremental financial support for science, technology and
innovation, tasks focused on two complementary fronts: new resource allocations
in budget and accountability legislation, and specific private sector incentives
derived from tax reforms and exemptions for innovative productive investments.
On the other hand, two dedicated loans were negotiated and approved, one
from the World Bank and another one from the Inter-American Development
Bank, made available in 2007 and 2008 respectively, while a new financial
cooperation was obtained from the European Union to promote several endeavors
intended to strengthen the Uruguayan National Innovation System.
The Ministerial Cabinet for Innovation (CMI) identified some research,
technological development and innovation promotion priority sectors:
• Agribusiness and value chains;
• Pharmaceutical industry;
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• Biotechnology;
• Alternative energies;
• Tourism;
• Environment and natural resources, and
• Information and communication technologies

In the Ministerial Cabinet for Innovation, the Ministry of Public Health is
represented by its Minister and one representative in the Operating Group. The
latter takes part, as the MSP delegate, in priority-setting decision-making, both
in relation to the allocation of sectoral health funds and the different calls for
proposal submissions made by the ANII.
In the second half of 2009, the first workshops organized by the MSP, in
cooperation with the University of the Republic, were held. The goals established were:
"To contribute to improving population health by promoting and prioritizing health research in the
country;" "To coordinate all related areas within the Ministry and establish connections with the
UDELAR and the National Research & Development Agency" (ANII), with which a sectoral
health research fund has been developed.
The MSP provided one first approach to research priorities and sketched a
road map towards the implementation of the National Health Research System.
The National Sectoral Health Fund (ANII-funded) launched a first call for
public health and human medicine research and development projects whose
outcome may have some degree of applicability to the national reality in 2009.
Projects had to focus on areas/challenges defined by the MSP together with the
ANII, such as:
• management of healthcare services;
• innovative healthcare service management modalities (with emphasis placed on
PHC);
• health policy;
• health research;
• new biomedical technologies research and development, and
• transnational research.

A total 130 proposals were submitted, 18 of which obtained funding, and a
new call for proposals was prepared for November 2011.
Most health research in Uruguay is done by the schools and institutes of the
University of the Republic. Other major actors are the Clemente Estable Institute
and the Pasteur Institute. To a lesser extent, there are pharmaceutical industrysponsored clinical essays including Uruguay within their multi-site studies.
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While there is no national health research institute in Uruguay, work is
underway on an implementation project within PAHO's Leaders in International
Health Program, in which two country representatives are participating.
There are significant gaps between basic and clinical research and research in
public health, with very different levels of performance and access to international
funding.
Clinical research relies heavily on pharmaceutical industry funding, while
research in public health accessed, for the first time in 2009, a call for the
submission of proposals for public funding, where public health was prioritized.
The main initiatives designed to address the gap between biomedical and
public health research encompass the following aspects:
• Health situation monitoring, assessment and analysis.
• Supervising public health, research, and risk and damage control in public health
Special emphasis is placed on noncommunicable chronic diseases.
• Health promotion: analysis of the different strategies implemented, and
measurement of impact.
• Organizational modalities for citizen participation in health.
• Impact of the health policies adopted within the framework of the Integrated
National Health System implementation.
• Assessment and promotion of equitable access to healthcare services taking into
account the implementation of specific policies: a) impact on health; b) social
impact; c) ethical impact, and e) economic impact.
• Analysis of the performance of stewardship and oversight roles in public health:
modalities adopted and impacts obtained.
• Human resources development within the context of the shift in the model of
care: identification of factors favoring or delaying new model implementation.
• Guaranteeing and improving the quality of healthcare services: a) innovative
management modalities in healthcare services, with particular emphasis on the
first level of care; b) information technologies applied to the health sector and c)
assessment of the adoption of new health technologies according to the particular
characteristics of our country.

755

756

Health Systems

Cooperation

in

in

South America

Health

As to the expertise to be offered within the framework of the ISAGS
cooperation initiative, the Ministry of Public Health identifies five major areas
where it can make specific contributions:
• Stewardship In this area, strengths are identified in the realms of Sanitary
Surveillance and Technology and Benefits Assessment.
• Social participation Here, we can share the experience gathered during its
institutionalization process, at the macro and meso-levels.
• Health planning In terms of the experience gathered in the MSP programmatic
area, an interesting experience worth sharing is the implementation of the Rural
Health Program.
• Expertise developed during the Health Reform design and implementation process:
creation and development of the health economics area, financing model, health
accounts, institutional design and management contracts, among others.
• Approach to catastrophic risks. The proposed contribution here has to do with
the experience gathered in relation to the reinsurance of catastrophic risks in
Uruguay through the National Resources Fund.

On the other hand, the MSP has identified the areas where cooperation
support from the UNASUR member States is needed:
• Stewardship: The following areas require support: a) identification of human
resources profiles and competences for health governance; b) Planning of
human resources for the health system, c) care network implementation and
management.
• Social participation: Promotion of community participation.
• Health communication.
• Cooperation for cooperation: organization and management support in the area
of International Cooperation.

State characteristics:
Territory
divided into
19 organized
departments
(Municipal
president and
mayors, and
Departmental
Board).

Population:
3,369,000
inhabitants

Unitary
state with
democratic,
presidential
system

Oriental
Republic of
Uruguay

URUGUAY

Country
Organization of the health system

National Constitution
in force: 1997

The PIAS (Comprehensive Healthcare
Plan) is a package of minimum benefits
that all SNIS comprehensive providers
must ensure their beneficiaries. Both
the public and private organizations involved with SNIS have identical service
obligations.

Health System: It is composed of public
and private providers. The main public
healthcare provider is the State Health
Article 44: "Every
Services Administration. In the private
inhabitant has the right sector healthcare is delivered by Collecto look after his or her tive Medical Care Institutions (IAMC),
own health as well as
mutual societies or non-profit medical
to seek care in case of
cooperatives
illness."
The National Health Insurance system is
The State will provide
financed by FONASA (National Health
all the means for
Fund)with contributions by the governprevention and care
ment, households and firms.
free of charge only to
The JUNASA(National Health Board)
those who are poor
administers the National Health Insuror lacking sufficient
ance by entering into service contracts
resources.
with comprehensive providers, who are
paid a capitated sum per beneficiary
for delivering care to the SNS enrollees.
2007 – Law 18,211.
The JUNASA establishes contracts with
Guiding principles
the following comprehensive providers
of the Integrated
of the Integrated National Health SysNational Health
tem (SNIS): ASSE, countrywide public
System (SNIS): Health
as a right of all country provider; IAMC (collective medical care
institutions) (39), and comprehensive
residents (Article 1).
Coverage universaliza- private insurance schemes (for-profit)
(6)
tion.

health framework

Constitutional and
legal

Implementation of the National Public Health Laboratory Network (RNL) for the Health Surveillance is in progress.

The Environmental and Occupational Health Division is
charged with identifying, analyzing, preventing and controlling
environmental and occupational risk factors and situations
affecting health.

Sanitary Surveillance: Food and drugs surveillance functions
are shared by the Epidemiology Division and the Health Assessment Division.

The Epidemiology Division centralizes the surveillance functions in relation to mandatory notifiable disease, vaccinepreventable diseases, sexually transmitted diseases, hospital
infections, laboratory surveillance, zoonosis events, noncommunicable diseases, and point-of-entry event occurrences.
It centralizes detection, assessment and response actions as
stipulated by the International Health Regulations.

The Ministry of Public Health of Uruguay performs national
health surveillance basically through the following bodies: Epidemiology Division, the Environmental and Occupational Health
Division, and the Health Assessment Division (drugs, food)

Health surveillance

It implements the national Health Information and Surveillance system, and keeps it up-to-date; regulates and develops
medical technology and medicine policies; designs the health
promotion policy; promotes scientific research and the adoption of measures conducive to enhancing the quality of life of
the population

It develops SNIS organization policies and norms; licenses SNIS
comprehensive healthcare providers; controls provider institutions' health, accounting and economic-financial management
under the applicable regulatory framework; supervises provider articulation within the framework of the SNIS; authorizes comprehensive health benefit programs that public and
private providers operating in the SNIS must deliver their users

The Ministry of Public Health (MSP) plays the stewardship
role. It reaffirms, expands and intensifies its sectoral competences in accordance with the new system orientation:

Ministry of Public Health, established in: 1934

Roles of Ministry of Public Health

Chart 3 – Health system in Uruguay: constitutional framework, current policy structure and priorities

Progressiveness of coverage

Efficacy and efficiency in
economic and social terms.
Sustainability in comprehensive
healthcare resource allocation.

Financing solidarity

Worker and user social participation.

Informed choice of service
providers.

Right of users to informed
decision-making.

Comprehensive care quality.

Prevention-oriented.

Equity, continuity and timeliness in benefit delivery.

Universal coverage, accessibility and sustainability services

Health promotion with emphasis placed on the determinants
of the population's lifestyles
and environment.

Implementation of the Integrated National Health System
(SNIS) to secure universal
coverage. The SNIS defines
the following principles and
priorities:

Current policy priorities
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National Resources Fund –system of national universal reinsurance coverage for high-cost, low prevalence technology).

- 1.2% private insurance non-FONASA (there is double coverage)

-12% IAMC prepaid non-FONASA

-7% covered by Military and Police Health

- 30% ASSE non FONASA

-53% of total population is covered by the National Health Insurance/FONASA (47% IAMC/FONASA, 5% ASSE/FONASA, 1.3%,
Private Insurance/FONASA)

98% of the population is enrolled with an IAMC, ASSE, Private
Insurance or Military and Police Health schemes.

Coverage by the National Health Insurance, considering the
incorporations estimated for 2016, will extend to 71% of the
population. The rest of the population has access to other coverage options depending on their social-economic level through
the public provider (ASSE) financed by the national budget, or
else they pay out-of-pocket a private insurance as individual
members.

Reduced public-private spending per capita gap, thus
improving equity.

Decreased private spending by households.

Decreased private financing,

Increased public financing via taxes and social security,

The health system financing model shift, which led to
the creation of the SNIS, was reflected in the National
Health Accounts 2005-2008:

Private spending corresponds to household expenditure
on prepaid coverage (52%), co-payments (13%) and
direct out-of-pocket spending (34%).

Social Security funding sources are employer contributions (40%), employee contributions (36%) and government transfers (19%).

in

Sources: The main sources of funds for the public
sector are general and departmental taxes (40%) and
Social Security (57%).

Health Systems

% of private expenditure: 36.2%

% of public expenditure: 63.8%

The MSP provided one first approach to research priorities and sketched a road map towards the implementation of the National Health Research System. In 2009
the National Sectoral Health Fund, with ANSII financing,
launched a first call for public health and human medicine research and development projects, whose outcome
should have some degree of applicability to the national
reality. Projects had to be focused on the areas/challenges as defined by the MSP.

While there is no national health research institute in
Uruguay, work is underway on an implementation project
within PAHO's Leaders in International Health Program,

Expenditures on health:

Law 18,211 establishing the Integrated National Health System
defined gradual incorporation to the National Health Insurance.
It started with all formal workers, children of private workers
under 18 years of age, and later on included the spouses of
the beneficiaries of the National Health Insurance and workers
covered by conventional insurance systems (rescue funds)
Law 18,731, approved in 2011, whereby retirees and pensioners are to progressively join the National Health Insurance, a
process that is to be fully completed by 2016.
Total health expenditure 7.5% of GDP (2008)

Research and innovation in health

Funding: health expenditure sources and composition

Social protection in health

Chart 4 – Health system in Uruguay: summary – social protection, funding research and innovation in health
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TRIPS — Trade-Related Aspects of Intellectual Property Rights
ANEP — Administración Nacional de Educación Pública (National Public Education
Administration)
ANII — Agencia Nacional de Investigación e Innovación (National Research and Innovation
Agency)
ANP — Administración Nacional de Puertos (National Port Authority)
ASSE — Administración de los Servicios de Salud del Estado (State Health Services
Administration)
BPS — Banco de Previsión Social (Social Security Bank)
BSE — Banco de Seguros del Estado (State Insurance Bank)
CCA — Consejos Consultivos Asesores (Consultative/Advisory Councils)
CENAQUE — Centro Nacional de Quemados (National Burn Center)
CNPS — Consejo Nacional de Políticas Sociales (National Health Policy Center)
CONICYT — Consejo Nacional de Innovación, Ciencia y Tecnología (National Science and
Technology Council)
CSM — Central de Servicios Médicos (Health center of the BSE)
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DES — División de Economía de la Salud (Health Economics Division)
DIGESA — Dirección General de la Salud (Directorate General of Health)
DIGESE — Dirección General de Secretaría (Directorate General of Secretariat)
DISSE — Dirección de los Seguros Sociales por Enfermedad (Board of Social Insurance due
to Illness)
ENHA — Encuesta Nacional de Hogares Ampliada (Expanded National Household Survey)
FEMI — Federación Médica del Interior

Health System
in Venezuela

Ministry of the People's Power for Health

XIII. Health System in Venezuela

This document was created as a response of the Ministry of the People's Power

for Health of the Bolivarian Republic of Venezuela to the agreements established
in July 2011, during the workshop "Health Systems in South America: Challenges
to the Universality, Integrality and Equity", organized by the South American
Institute of Government in Health (Isags).
The eleven dimension structure is based on the guidelines developed by Isags
to facilitate the establishment of a health system by South American Ministries of
Health and on presentations and documents about the health system. Efforts were
made in order to meet the suggested sub-dimensions, where feasible.
This is a first draft, that, although incomplete, provides an overview of our
national public health system that fosters, together with the documents of the
other twelve countries, an exchange of knowledge and a systematic reflection on
health systems in the light of the challenges of universality, integrality and equity;
identifying strengths and weaknesses that will allow Isags to develop a cooperation
agenda oriented to the improvement of healthcare quality governance in Latin
America.
Several authorities and agencies with expertise in the proposed topics and
questions were consulted for its development.

Social Rights

and

Health

Constitutional and Legal Framework
In the Bolivarian Republic of Venezuela, health is a fundamental social right
and is part of the right to life. It was established in Article 83 of the Constitution
of the Bolivarian Republic of Venezuela, passed by popular referendum in
December 1999.
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Article 83: “The State will promote and develop policies oriented towards improving
quality of life, collective well-being and access to services. Every individual has the
right to health protection, as well as the duty to actively contribute to its promotion
and defense..."
In order to guarantee this right, Article 84 of the Magna Carta establishes
that the State will create, exert stewardship and manage a National Public Health
System (SPNS) that will be intersectoral, decentralized and participative, integrated
to the social security system and ruled by the principles of gratuity, universality,
integrality, equity, social integration and solidarity.
Article 84: "...the State will create, exert stewardship and manage a national
public health system that will be intersectoral, decentralized and participative...,
the public health system will prioritize the promotion of health and the prevention
of diseases..., the organized community has the right and duty to participate in the
decision-making process about planning, execution and control of the specific policy
in public health institutions".
With the enactment of the new Constitution as of 1999, the government of
President Hugo Chávez started a process of change and redefinition of the previous
health system to advance in the creation of a National Public Health System.
Within this framework, between August 2000 and February 2001, the
Presidential Commission was created, in order to develop bills on social security
and its subsystems, such as the health subsystem. In 2001, the Executive Power
submitted the bills to the National Assembly and in 2002, the Organic Law on
Social Security System was passed. Then, in December 2004, the first debate on
the draft bill of the Organic Health Law developed by the Health Commission of
the Assembly was held, with the main objective of guaranteeing every citizen the
right to health, regulating health policies, plans, programs and actions throughout
the national territory and establishing principles, objectives and functions, as well
as carrying out the organization of the National Public Health System (SPNS).
The draft bill of the Organic Health Law is based on the approach of the
Bolivarian Republic of Venezuela to the institutional and social response to the
health problems and outlines a new institutionality for the sector. It also establishes
the Ministry of Health stewardship in the construction of the SPNS, in which
healthcare providers and other public services institutions are integrated, and a
network of healthcare services is created, coordinated by levels, where the main
entry is in the first level of care and is complemented by referral and counterreferral
care centers.
Moreover, in order to fulfill the mandate of the Constitution, the Plan of
Economic and Social Development 2007-2013 "National Project Simón Bolívar"
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was created, a plan that outlines seven guidelines of development in the transition to
socialism: the new socialist ethics, the supreme social happiness, the revolutionary
protagonist democracy, the socialist productive model, the new national geopolitics,
Venezuela: the global energy power and the new international geopolitics.
One of the strategies formulated in the supreme social happiness guideline
consists of deepening the comprehensive healthcare universally. For that reason,
the following objectives are defined:
• Expanding and consolidating comprehensive healthcare services on a timely
and free manner.
• Reducing the maternal/neonatal, postneonatal and infant (from one to five
years) mortality rate.
• Strengthening disease prevention and control.
• Promoting pharmaceutical security and sovereignty.
• Increasing accident and violent event prevention.
• Optimizing the prevention of drug consumption and guaranteeing treatment
and rehabilitation of the affected population.
Based on the Constitution of the Bolivarian Republic of Venezuela and on
the guidelines, approaches, policies and strategies of the Plan of Economic and
Social Development 2007-2013 "National Project Simón Bolívar", the National
Health Plan was created, organized in a intersectoral and decentralized way with
the contribution of 22 ministries, under the joint leadership of the Ministry of
the People's Power for Health (MPPS) and the Ministry of the People's Power for
Planning and Development (MPPPD) and the technical cooperation of the Pan
American Health Organization/ World Health Organization (PAHO/OMS).
Principles and Values
Solidarity, universality, integrity, unification, citizenship participation,
efficiency, co-responsibility, gratuity and equity are the principles established by
the Constitution of the Bolivarian Republic of Venezuela for its National Public
Health System (SPNS). Universality implies that everyone has the right to health,
and therefore access to healthcare services and programs will be guaranteed
without any discrimination and in effective equality. Equity refers to the awareness
and acknowledgement of the different needs of population groups with the
purpose of reducing health inequalities related to geographical location, ethnicity,
gender, social class, and other categories of population. Solidarity refers to the
contribution of every individual and sector to the performance of a health system
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oriented towards satisfying the needs and achieving the well-being and collective
health of all the population.
Gratuityis in force for healthcare services provided in the National Public
Health System and direct charges are prohibited in accordance with what is stated
by the Constitution of the Bolivarian Republic of Venezuela.
The organized participation of the community will be reflected in the design
of health policies, plans, projects and programs, as well as in the evaluation and
implementation of management in health.
The multiethnic, pluricultural and multilingual sense of belonging of the
State will be considered in the design and implementation of health policies,
plans, services and programs.
All these principles politically lead to the new regulation of institutional
structures of management and governmental healthcare networks to make
social rights and equity the foundation of a new social order of justice and wellbeing for everyone; to fight against inequalities, by reducing healthcare deficits
and gaps between human and territorial groups; to rescue the public sector in
terms of collective interest, empowering citizens with capacity in the design and
implementation of policies that influence the social development of the country.
Consequently, health and quality of life are the primary components of the
guiding principles of this policy. Health, as a fundamental right framed in the
right to life, and the public health system are integrated in only one ministry
with expertise in health, as responsible of funding and policy. Healthcare services
are integrated in networks for comprehensive care delivery characterized by
transectoriality, protagonic social participation and social controllership, territorial
articulation of the social distinction, local development and a promotional strategy
of health and quality of life.
The responsibilities of the Venezuelan State as the steering entity and regulator
in health are performed through the Ministry of the People's Power for Health
(MPPS) as described in the Decree entitled "Organization and Operation of the
National Civil Service", in the Official Gazette No. 6,732 of June 2, 2009. Article
17 of the decree establishes functions relating to the design and implementation
of policies for the guarantee, promotion and protection of public and collective
health, as well as the regulation and oversight in sanitation, epidemiological, and
environmental areas.
• As healthcare provider, the Venezuelan State guarantees the right to health
through the National Health System that contemplates the following:
• Health promotion of the entire population in a universal and equitarian manner,
that includes protection and education for health and quality of life, prevention of
diseases and accidents, recovery of health, and proper and adequate rehabilitation
of good quality.
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• Promotion of workers' health and maintenance of a healthy and safe working
environment, recreation, prevention, comprehensive care, rehabilitation,
retraining and reinsertion of sick workers or of those who suffered work related
accidents as well as money benefits that arise from these occupational injuries.
• Comprehensive care and protection in case of catastrophic diseases, parenthood,
old age and disability.

Social Participation
Social participation in Venezuela has been long-standing and the Constitution
of the Bolivarian Republic of Venezuela fostered participatory ways through, at
least, 70 articles that directly mention popular participation in several aspects of
the national public life.
The Constitution of the Bolivarian Republic of Venezuela (CRBV) establishes
the bases of social participation in health from two fundamental levels: the active
participation as a duty, from an individual-citizen approach in the promotion
and defense of the right to health and the fulfillment of public health measures
established by law, and the participation as a right and duty exercised through
community organization in processes of planning, implementation and control of
specific policies in public health institutions.
As a political right, Article 62 of the CRBV establishes that all citizens have the
right to participate freely in public affairs, either directly or through their elected
representatives. The participation of the people in forming, carrying out and
controlling the management of public affairs is the necessary way of achieving the
involvement to ensure their complete development, both individual and collective.
As a duty, Article 132 of the CRBV establishes that everyone has a duty to
fulfill his or her social responsibilities and participate together in the national
political, civil and community life of the country.
Different mechanisms have been implemented to enable participation,
including mechanisms of citizen information and service, as toll free telephone
lines, services for the reception and delivery of documents, single provider service,
and special opening hours. An innovation in the governmental institutional
structure was also implemented, such as the Planning System, the National System
of Fiscal Control, and the System of Social Participation and Planning. Rights
to petition, information, complaints and claims, of being consulted, stating an
opinion and submitting proposals were recognized.
On the other hand, laws were enacted in which social participation is directly
referred to in processes to be brought about by government office, such as the
Organic Law on Planning and the Law on Special Economic Allocations derived
from Mining and Hydrocarbons (2006).
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The main lines of the Plan of Economic and Social Development of the Nation
2001-2007 define the guidelines for the creation of organizational approaches from
the central power, where the State is conceived as a facilitator of the process of
organization and participation aimed at the creation of a popular power.
One of the greatest efforts that the National Government has made around the
organization of social participation has been through community councils, whose
origin date from the Constitution of 1999 and are based on Article 62, that refers
to popular participation in the management of public affairs; on Article 70, that
determines participation and involvement in economic, social and political affairs;
and on Article 182, that establishes the creation of the Local Public Planning
Council (CLPP).
Article 182 establishes the creation of the Local Public Planning Council
(CLPP), "presided over by the Mayor and consisting of municipal council members,
presidents of parish boards, and representatives of neighbourhood organizations
and other organized social groups, in accordance with such provisions as may be
established by law".
The Law of Local Planning Council, passed on June 12, 2002, creates
Community Councils, defined in June 2005, when the Organic Law on Municipal
Public Power was enacted (Official Gazette No. 38,204 of June 8, 2005); which
makes explicit in Article 112 that community councils as organizational structures
of the CLPP. According to Article 112: "The parish and community councils
are structures of the Local Public Planning Council that will have to act as the
main center for the participation and involvement of people in the formulation,
implementation, management and evaluation of public policies, and to make
viable ideas and proposals that the organized community submits to the Local
Public Planning Council."
On April 7, 2006, the Law of Community Councils was enacted (in the
Extraordinary Official Gazette No. 5,806 of April 10, 2006), and Article 2 defines
councils as "organizational structures of participation, articulation and integration
among different community organizations, social groups and citizens, that allow
the organized people to directly manage public policies and projects oriented
towards meeting the needs and aims of communities in the construction of a
society of equity and social justice". Simultaneously, the National Presidential
Commission of the Popular Power was created, designated by the President of the
Republic, with the purpose of establishing the link
of community councils with the State, setting up organizational structures of
community participation, without intermediate bodies related to the National
Executive Power.
With the purpose of establishing coherence between the organization of the
healthcare system and the mechanisms of popular participation and as a part of the
Community Councils, Health Committees were created, corresponding to the area
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covered by a healthcare center from the primary care network, becoming comptrollers
and submitting proposals of health policies for the benefit of their communities.
Additionally, and as a part of the mechanisms to promote and stimulate
citizenship participation, the Organic Regulation of the Ministry of the People's
Power for Health establishes, in its Articles 3 and 15, an Office of Citizen Services,
attached to the office of highest authority of the Ministry, having to receive and
process allegations, suggestions, claims and complaints around the proceedings,
related services and administrative activity.

Structure

and

Organization

of the

Health System

Political and Administrative Model of the Country
The Bolivarian Republic of Venezuela is a federal state divided into 23 states,
one capital district (that includes Caracas, the capital city) and federal dependencies
(311 islands, keys and islets), 335 municipalities and 1,123 parishes. It has a
territorial extension of 916,446 km and an estimated population of 28,883,845
(2010), with a sex ratio of 1.0 and a population density of 31 inhabitants per km .
The population pyramid is progressive and shows a mature population:
children under 15 years old account for 29.4%; the group from 15 to 24 years old,
18.7%; from 25 to 59 years old, 43.2%, and 60 years old and more, 8.7%. It is
estimated that 88% of the population lives in urban areas.
Just like the rest of the countries of the region, Venezuela is undergoing
demographic changes typical of societies in transition. Its population is aging and
it is estimated that life expectancy at birth will be increased to 72.7 in the period
2000-2005 and to 74.1 in 2010, with a difference of 6 years between women (77.2)
and men (71.2). By 2008, the average annual growth rate was of 1.7%, the birth
rate was 20.6 per one thousand inhabitants and the global fertility rate was 2.5
children per woman.
During the period of 2006-2010, the household poverty level, measured by
income, decreased from 33.1% to 26.8%. In the same way, the household extreme
poverty was reduced from 10.2% to 7.1%. The Human Development Index (HDI)
increased from 0.729 in 2005 to 0.755 in 2010. The Gini coefficient improved
from 0.4422 in 2006 to 0.4068 in 2009, showing the reduction of inequalities.
In 2006, the value for income share held by the lowest 20% was 4.73% and the
value for income share held by the highest 20% was 49.37%; while in the first
semester of 2009, the value for income share held by the lowest 20% was 6.01% of
the national income while the value for income share held by the highest 20% was
45.56%, indicating a better distribution of income.
2
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The public power is distributed among the municipal, state and national
entities. The national public power is divided into the Legislative, Executive,
Judicial, Citizen and Electoral branches of government.
The Executive Power is exercised by the president of the Republic, the executive
vice president, the ministers and other public servants that the Constitution
establishes. The Legislative Power is vested in the National Assembly which, in
turn, is integrated by representatives elected in each federal body by universal,
direct, individual and secret suffrage. The Justice System is constituted by the
Supreme Court of Justice, other courts established by law, the Public Ministry, the
Ombudsman's Office, the criminal investigation bodies, the officers or auxiliary
or justice officials, the prison system, alternative means of justice, citizens involved
in the administration of justice according to law and authorized attorneys or
lawyers allowed to exercise. The Citizen Power is exercised by the Republican Moral
Council which is composed by the Ombudsman, the Attorney General and the
General Comptroller of the Republic. Finally, the Electoral Power is exercised
through the National Electoral Council that acts as its governing body. The
National Electoral Council, the Civil and Electoral Register Commission and the
Committee for Political Participation and Funding are all subordinate agencies,
with the organization and operation that the corresponding organic law establishes.
The federal states are the fundamental political divisions of the country, with
the same political functions and competences, which are all those that are not
reserved by Constitution to the national or municipal public power. The executive
power of each state is vested in its own governor who is elected by majority vote,
every four years, with the option of only one re-election for the same period of
time.
Each state has a Planning and Coordinating Council for Public Policies,
chaired by the governor and integrated by mayors, ministries' state directors and
a representative of the legislators elected by the state for the National Assembly,
Legislative Council, councillors and organized communities, including indigenous
peoples, if any.
States are divided into municipalities and these, in turn, are divided into
parishes. The Mayor and the Municipality Council (councillors) are responsible
for the governance and administration of each of the municipalities. Oversight
is provided by the Municipal Controllership. Furthermore, each state has a
Local Public Planning Council (CLPP), presided by the Mayor and integrated by
the councillors, presidents of parish boards, representatives of neighbourhood
organizations and of others of the organized society, in accordance with the
provisions established by law.
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Mayors are elected every four years, with the option of an immediate reelection for an additional term. The mayor is elected by majority through universal,
direct and secret vote. Councillors are also elected through universal, direct and
secret vote, every four years and they do not receive salaries. They only receive an
allowance to compensate for the time spent on council duties and sessions, and to
help offset expenses.
According to Article 173, parishes are local territories within a municipality,
created with the purpose of decentralizing the municipal administration and
promoting citizenship participation and a better provision of local public services.
They can be created by municipalities, according to their needs. Municipalities
establish the resources available to parishes, depending on the functions assigned
to them, including their share in the municipality's own revenues.
Health System Components
The health system of the Bolivarian Republic of Venezuela consists of two
subsystems, classified according to their source of funding: the public health
subsystem and the private one.
The public health subsystem is made of by healthcare institutions which
operate through the Public Administration financed with public resources; as
follows:
• The Ministry of the People's Power for Health is the governing body of the health
sector and the main provider and funder of healthcare services.
• The Venezuelan Institute of Social Security, autonomous body attached to the
Ministry of the People's Power for Labor and Social Security, was created to
provide healthcare services to formal workers and their families at a national
level, from the public and private sectors. However, as of 2000, by decision of the
National Executive Power, this agency has been providing healthcare services to
the entire population.
• The Social Welfare Institute of the Ministry of Education and the Social Insurance
Institute of the Armed Forces are bodies of the decentralized administration
attached to the Ministry of People's Power for Education and Defense, respectively.
They provide healthcare services to the affiliated population and their families.

The private subsystem is made up of private healthcare institutions, funded by
private sources, such as out-of-pocket payments or health insurance companies.
The Ministry of the People's Power for Health (MPPS), governing body of the
health sector in Venezuela, is in charge of the development, formulation, regulation
and monitoring of policies on comprehensive healthcare, including the health
promotion and quality of life, prevention, recovery of health and rehabilitation;
management, monitoring and oversight of national, state and municipal health
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services, healthcare programs and actions of the public and private sectors and all
those described in Decree No. 6,732 (published in the Official Gazette 369,817 of
June 17, 2009) about the organization and operation of the National Civil Service.
Functions assigned to the Ministry of the People's Power for Health are carried
out in a heterogeneous context of the organization of healthcare services generated
since the 1990s, when a process of healthcare service decentralization was initiated.
As of 2005, a process of restructuring was started and finished on December
26, 2006, with the passing of the Organic Regulation according to Decree
No. 5,077, of December 22, 2006 (published in the Official Gazette No. 38,591
of December 26, 2006).
In this context, the Ministry has a structure of three deputy ministers' offices:
The Office of the Deputy Minister of Collective Health Networks, the Office of
the Deputy Minister of Healthcare Service Networks and the Office of the Deputy
Minister of Resources for Health.
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The health service network of the country, organized in three tiers of
complexity, is managed by the deputy minister of health service network, with
expertise in the planning, formulation, coordination, monitoring and evaluation
of national policies, strategies, general plans, programs and projects, aimed at
guaranteeing equal access of the population to healthcare services. Furthermore, it
manages care, diagnosis, treatment and rehabilitation, through regulatory actions
of supervision, control and evaluation based on the current health policy, oriented
towards meeting social needs under a participative approach through the organized
community, in accordance with the principles of equity, solidarity and universality.
The development and management of collective health in the SPNS correspond
to the deputy minister of collective health networks, with the purpose of defining,
planning, formulating, coordinating, monitoring and assessing national policies,
strategies, general plans, programs and projects, aimed at preserving public health
through actions of health promotion and disease prevention, environmental
control and of any other kind that guarantees the preservation and recovery of
healthy conditions of individuals, the community and the environment.
Based on the constitutional mandate and the guidelines of the National Plan
of Economic and Social Development for the period 2001-2007, in its chapter of
Social Balance, the Ministry of Health and Social Development formulated the
Social Strategic Plan (PES 2001-2007), where in one of its strategic guidelines it is
established to adopt the strategy of quality of life and health promotion.
In the hierarchical order of public policies related to health promotion, the
Constitution of the Bolivarian Republic of Venezuela is the first reference. The
Constitution expressly acknowledges social possibilities, such as rights and duties,
to adequately meet the needs, to reproduce as human beings in the historical
and current conditions, with rights and duties in the political, social, economic,
laboral, cultural, ecological and ethnic areas, among others, an important basis to
support what the Ottawa Charter (1986) defined as "healthy policies."
Model of Care
From its start, health management of the Bolivarian government has been
oriented towards the introduction of a comprehensive model of care and to
the development of social participation in health. These first efforts reverted
the negative trends on health and quality of life. In the period 1998-2001, child
mortality rate decreased from 21.4 to 17.1 per thousand live births, the Human
Development Index rose from 0.7792 to 0.7973 and extreme poverty went down
from 20.3 to 16.9%.
In 2002 and 2003, the coup d'état and the oil sabotage undermined the social
and economic progress, accounting for USD 14,000 millions in direct losses to the
national oil industry and a much higher amount in indirect losses to Venezuela.
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Most of social indicators moved in the wrong direction as a consequence of these
criminal acts. The Human Development Index dropped to 0.7880 in 2003, the
Gini coefficient increased to 0.4938, poverty climbed up to 55.1% and extreme
poverty to 29.8%. Unemployment rate reached 16.8% of the economic active
population. In the context of the crisis resulting from the aggressions and the
worsening of the population's quality of life and health, Barrio Adentro ("Deep
Inside the Borough") was officially started in 2003, as the strategy of the Bolivarian
process to address social exclusion in health. In the same way, social missions
focused on education, food, social protection, culture, sport and training started
being developed. These actions not only offset damages caused, but also allowed
to start improving quality of life and health.
Therefore, the Mission Barrio Adentro has become the strategy to develop the
National Public Health System, paving the way towards a structural change in the
access to healthcare for millions of Venezuelans who until then had been excluded
from this service, expanding the primary care network and setting up medical
and dental offices, ophthalmology and the delivery of medicines, among other
benefits, in the most marginalized groups. This initial stage, called Barrio Adentro
I, was focused on overcoming social exclusion in health by setting up 6,576 points
of care in residential areas, prioritizing the traditionally impoverished populations
without access to urban or rural health systems.
The organized population contributed with temporary facilities for the
accommodation of health staff and the development of activities of comprehensive
care, while little by little, by means of the joint effort of the Nation and organized
communities, new health centers are being built.
Moreover, 7,477 women from the communities, advocates of healthcare,
trained to help physicians and serve as promoters of comprehensive health, joined
this effort, as well as 2,383 comprehensive general dentists, 986 comprehensive
general physicians and 1,847 female vaccinators.
Barrio Adentro: a Model of Care and Comprehensive Management
Together with the Mission Barrio Adentro, a new model of healthcare was
introduced. This model included the reconceptualization of the first level of
care, a new way of relationship between the people and services, a new model of
management and a new strategy of human talent training.
The Model of Care Barrio Adentro recovers the comprehensive and community
approach (health promotion, prevention and health recovery) from the concept of
social territories, guarantees the continuity of quality and humanitarian care for
the whole family group, meeting all their needs and addressing their problems,
with staff specialized in providing comprehensive general medicine and family
medicine, including medicine supply. It is universal and free, and guarantees
territorial location of and access to Popular Medical Offices in the community.
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It also ensures the organized, timely and continuous access to quality resources
for the diagnosis and treatment, located in Comprehensive Diagnosis Centers,
Centers of Advanced Technology, Wards of Comprehensive Rehabilitation and
other facilities and services.
This model of care implies an improvement with respect to the traditional
concept of the first level as simplified care, with poorly qualified staff and limited
diagnostic and therapeutic resources. Barrio Adentro combines the universal
coverage with quality and high resolution capacity and it is coordinated locally with
the social missions that promote the comprehensive improvement of the quality
of life of impoverished populations, guaranteeing the access to food, education,
productive employment, social inclusion, culture preservation and development
of new values based on solidarity and social co-responsibility.
This articulation is carried out with the social networks of community
organization and participation, through the Health Committees and Community
Councils, as an expression of popular power, resulting in a strong collective
appropriation by the community and progressively developing skills for more
advanced stages of popular participation in planning and social controllership.
Community Comprehensive Health Areas

Advances and the social impact achieved with the stages I and II of Barrio
Adentro laid the foundations for the development of Community Comprehensive
Health Areas (ASIC), as the basic organizational and operational unit of the
strategy of construction and administration of the National Public Health System.
It was the result of the interaction between the healthcare system that makes up
Barrio Adentro I and II and social networks and other services; a social territory
serves as the base.
An ASIC corresponds to the social territory of several Community Councils.
It articulates the primary healthcare network with community social networks
and other social missions. ASIC network uses a comprehensive and intersectoral
model of continuous care of family and community health which is universal and
free. ASICs are the basic unit of the SPNS and the primary healthcare networks.
Barrio Adentro has also included in the ASICs an innovative strategy
of human talent training for health, with high academic quality and social
commitment. This initiative was began by training specialists in general
comprehensive medicine through three years of postgraduate training, of
whom 984 have graduated. At the same time, 837 comprehensive community
dental specialists were trained. A six year undergraduate training program was
launched for comprehensive community physicians focusing on primary care.
Nowadays, the first class of comprehensive community students of medicine
(around 10,000) completed their third academic careers. In total, at different levels,
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20,578 students of medicine have been incorporated, which shows the advantages
when the training is carried out in the environment the students come from and
where they will work when they graduate, that is, in impoverished communities.
The National Health Plan has adopted Barrio Adentro as a strategy to build the
new institutionality in health and, at the same time, as the articulation hub for the
development of the SPNS. It has also adopted the Community Comprehensive
Health Areas (ASIC) as its basic operational unit, based on population needs,
using a model of comprehensive and continuous care with emphasis on high
quality comprehensive outpatient care for the family and the community, with
universal and free coverage, that is articulated with the development of popular
power, according to the constitutional mandates and the Plan Simón Bolívar
2007–2013, in transition to socialism.
Barrio Adentro II, III and IV
Once Barrio Adentro I was consolidated, needs to strengthen care came up and
the development of a system necessary to improve the diagnosis and resolution
capacity in the first level began. This system includes the Comprehensive
Diagnosis Centers (CDI), with services such as endoscopy, clinical laboratory,
electrocardiography, ophthalmology, emergencies, surgery (surgical CDIs), X
rays and ultrasonography; the Comprehensive Rehabilitation Units, aimed at
providing services such as electrotherapy, cervical-lumbar traction, thermotherapy,
hydrotherapy, pediatric and adult gym, occupational therapy, natural and traditional
medicine, speech therapy and podology. Advanced Technology Centers guarantee
the universal availability of complementary exams, such as magnetic resonance
imaging, computerized axial tomography, bone densitometry, SUMA laboratory,
X rays, videoendoscopy, three-dimensional sonography and electrocardiography.
We can also mention Popular Optical Shops, aimed at ensuring the availability
of corrective lenses for every individual that needs them, and other facilities and
services according to local needs.
Until October 2008, a total of 455 Comprehensive Diagnosis Centers (CDIs)
were built and equipped, bringing the number of beds incorporated to the system to
over two thousand, and 533 Comprehensive Rehabilitation Units (SRIs). Twentyfive Advanced Technology Centers were built and there is a variable number of
Popular Optician's Shops currently operating. Some pre-existing outpatient clinics
have been refurbished and incorporated to this strategy as part of Barrio Adentro II,
hence, giving rise to Popular Clinics. It has been estimated that this network will
have the capacity to meet approximately 90% of healthcare needs and demands.
It is important to highlight that Barrio Adentro II has generated 9,956 new
jobs for Venezuelan staff like physicians, nurses, physiotherapists, bioanalysts,
waitresses, maintenance personnel, ambulance drivers, receptionists and cooks.
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Barrio Adentro III and Barrio Adentro IV arise from the need to strengthen the
hospital network.
The aim of Barrio Adentro III is the modernization and technology adaptation
of existing hospitals with the purpose of articulating them with the community
comprehensive health areas, thereby expanding and consolidating the referral and
counter-referral system, emergency and disaster care, consolidation of healthcare
protocols and health programs. The idea is to integrate the hospital network to the
community comprehensive health areas, providing them with a group of units of a
higher level of complexity, which will cope for the remaining 10% of the problems
that cannot be solved in Barrio Adentro I and II.
In this stage, 160 hospitals have been structurally refurbished throughout the
country; with 1,285 scheduled works, from which 345 are already finished, 627 are
under construction and 313 are about to begin. A hundred and thirty hospitals
have been equipped in the areas of imaging, life support, clinical furniture, surgical
instruments, diagnostic support equipment, videoendoscopy equipment, operating
rooms and anesthesia, dialysis, kitchen and laundry.
Another important aspect of the intervention of hospitals is related to the
adequacy and increase of human talent that directly provides services.
The aim of Barrio Adentro IV is to develop a network of 16 new hospital
centers of healthcare, research and training of human talent of a high level of
specialization, to address health problems of national relevance and for solidary
international cooperation. At present, six specialized hospitals corresponding to
this network are being built.
Barrio Adentro IV refers to highly specialized centers such as “Gilberto
Rodríguez Ochoa” Latin American Children's Cardiology Hospital which was
opened in August 2006. Instead of considering it as a unique piece of work, the
Hospital developed, together with existing centers, a national healthcare network
for the care of cardiovascular problems that require surgery.
Levels of Care and the Role of Primary Care
The objective of the first level of healthcare is to ensure access of the
population to healthcare, without any kind of discrimination, through a model of
comprehensive health management oriented towards giving an immediate answer
to social health needs of the population. It serves as the entry point to SPNS and
the starting point of the healthcare network.
This level is made up of the Popular Medical Offices, Type I and II Outpatient
Rural Centers, and Type I Outpatient Urban Centers, each of them with a defined
population and territorially organized in Community Comprehensive Health
Areas (ASIC) distributed throughout 335 geopolitical municipalities.
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The objective of the second level of healthcare of the SPNS is to guarantee, in a
proper, effective and efficient manner, comprehensive healthcare and the diagnosis
of the different diseases of high prevalence among the population. This level is
made up of Comprehensive Diagnosis Centers, Comprehensive Rehabilitation
Units, Popular Clinics, Type II and III Outpatient Urban Centers, and Outpatient
Specialization Centers. Access to this level is scheduled through a referral and
counter-referral system of the other levels of care or through emergency wards of
those centers of second level that provide this service. Therefore, every facility of
second level of care is related to a certain number of facilities of the first level and
with a determined population in the first level.
The objective of the third level of healthcare of the SPNS is to coordinate and
oversee the care of diseases and other situations that cannot be solved in other levels
of care and that require hospitalization for their treatment. This level is made up of
the Advanced Technology Diagnosis Centers, the People's Hospitals, Type I, II, III
and IV General Hospitals and Hospitals with Specialty Areas.
Access to this level is through the referral and counter-referral system of the
other levels of care or through the emergency wards of those centers of third level
that provide this service. Consequently, every facility of third level of care will assist
a given number of second level facilities and a determined population in the first
and second levels, with the exception of the Hospitals with Specialty Areas, Type
IV Hospitals and the Advanced Technology Diagnosis Centers, that will take care
of the population with the proper referral.
Primary Care
Primary healthcare is the strategy implemented throughout the territory of the
Bolivarian Republic of Venezuela for the integration of the healthcare network,
focusing on the promotion of quality of life and health in the primary care network,
that through the facilities of first level of care, operates in a defined populationterritory and works as a preferential entry point to the SPNS.
First level of care facilities are places of the public health institutionality
that allow the exercise of the constitutional rights of the Bolivarian Republic of
Venezuela, mainly the right to health and protagonic participation, binding and coresponsible of citizens in the control and evaluation of public health management.
All healthcare facilities are the scenario set for undergraduate and postgraduate
education activities for the comprehensive general training of health professionals
and technicians.
The social and political context in which the Mission Barrio Adentro is being
developed, embedded in the popular revolution oriented towards the consolidation
of the community government as a political and social strategy to achieve the
sustainable development of communities, creates the conditions to implement a
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comprehensive healthcare system whose central axis is the community, with the
best qualified human resources, and diagnostic and therapeutic technology that
guarantees a high power of resolution.
Health Networks
Healthcare is organized through a network stratified by level of complexity
where all service providers are coordinated under the principles of reciprocity,
complementarity, solidarity and equity.
In the Community Comprehensive Health Areas (ASICs), the first level of
complexity of the healthcare network is developed, the Community Network,
made up of healthcare, teaching and research units, as the popular medical offices,
the outpatient rural and urban centers of first level of care that integrate the
traditional network, dental clinics, optical shops, Comprehensive Rehabilitation
Units, Comprehensive Diagnosis Medical Centers, academic cores, health
committees, Comprehensive Community Brigades and other specific operating
units of care.
The community network is located in a determined social territory, where
public health actions are carried out: promotion, prevention, treatment and
rehabilitation; free and accessible health services are provided to the whole
population; undergraduate and postgraduate human resources are trained in
health sciences, and public health problems identified in the communities are
solved, with popular and intersectoral participation, to adjust their policies to the
sociodemographic, cultural and epidemiological context of the territories benefited
by healthcare services.
The Comprehensive District Healthcare System is the second level of
complexity of the network. It is made up of healthcare, teaching and research units,
such as general hospitals, popular clinics, advanced technology diagnostic medical
centers and epidemiological units. It is located in the social territory of influence of
several ASICs, where public health actions are carried out: promotion, prevention,
treatment and rehabilitation; free and accessible health services are provided to
the whole population; undergraduate and postgraduate human talent is trained
in health sciences, and public health problems identified in the communities
are solved, with popular and intersectoral participation, adjusting their policies
to the sociodemographic, cultural and epidemiological context of the territories
benefited by healthcare services.
The Comprehensive State Healthcare System is the third level of complexity of
the service network and is made up of healthcare, teaching and research units, such
as the District Health Systems, Surgery Clinical Hospitals, Specialization Hospitals
(children, gynecological-obstetric), Hygiene and Epidemiology State Centers and
other specific units located in the social territory of influence of one or several State
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Health Districts. In this system, public health actions are carried out: promotion,
prevention, treatment and rehabilitation; free and accessible healthcare services are
provided to the whole population; undergraduate and postgraduate human talent is
trained in health sciences, and public health problems identified in the communities
are solved, with popular and intersectoral participation, adjusting their policies to the
sociodemographic, cultural and epidemiological context of the territories benefited
by healthcare services.
The territorial level is the fourth level of complexity of the healthcare network,
made up of healthcare, teaching and research units, located in the social territory
of influence of many states that integrate a territorial axis for the decentralized
development of the country. In this territory, public health actions are carried out:
promotion, prevention, treatment and rehabilitation; free and accessible healthcare
services are provided to the whole population; undergraduate and postgraduate
human talent is trained in health sciences, and public health problems identified in
the communities are solved, with popular and intersectoral participation, adjusting
their policies to the sociodemographic, cultural and epidemiological context of the
territories benefited by healthcare services.
Territorial Administration, Referral and Counter-referral

The territorial administration is based on the Community Comprehensive
Health Areas (ASIC) and referral networks are built from these Areas, among the
levels of complexity.
Provision of Healthcare Services
The provision of healthcare services according to the levels of care develops the
political line of the National Executive Power, under the stewardship of the Ministry
of the People's Power for Health, structured to meet the needs of communities and
to achieve the progressive improvement of the Venezuelan population quality of
life of the through the implementation of a model of comprehensive healthcare
and promotion.
First Level of Care

The National Public Health System (SPNS) has 6,712 Popular Medical Offices
of Barrio Adentro, 4,117 type I and II Outpatient Centers, 608 type I Outpatient
Urban Centers and 42 Physician's Offices of the Social Insurance Institute of the
Ministry of Education.
The provision of heath care services at this level is defined in the promotion
of quality of life, health and the prevention of diseases and the outpatient and
referral consultations at levels care of higher complexity, ensuring a physician every
250 families (1,200 inhabitants) in the most marginalized groups of society.
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Specialized Care

The Venezuelan National Public Health System has 239 type II and III
outpatient specialized urban centers, 546 Comprehensive Diagnosis Centers,
578 Comprehensive Rehabilitation Units, 33 Advanced Technology Centers, 14
outpatient centers of the Institute of Social Welfare of the Ministry of Education,
10 outpatient centers of Military Health, 51 outpatient centers of the Venezuelan
Social Insurance Institute, 459 optical shops, 13 Popular Clinics and 15 facilities
for the comprehensive dental care called Sonrisa Mission.
All these services include outpatient care of higher complexity and observation
hospitalization in the basic specialties of internal medicine, surgery, pediatrics,
obstetrics and gynecology, as well as complementary services of diagnosis, treatment
and rehabilitation.
Hospital Care

Hospital care services of the SPNS are provided in 284 hospitals (228
administered by the Ministry of the People's Power for Health, 35 by the Venezuelan
Institute of Social Security, 14 by Military Health and 7 by other public institutions),
whose services include outpatient consultation of specialties and supra specialties,
hospitalization, complementary services of diagnosis and treatment of advanced
technology and complexity.
UNIVERSALITY, INTEGRALITY AND EQUITY

Model for the Population Coverage
According to the CRBV, the concepts of gratuity and universality are the
fundamental principles and they established, in the first place, the eradication of all
out-of-pocket payments to access healthcare services in the National Public Health
System, as well as the obligation of equality as far as the access to public healthcare
services without excluding individuals who are not affiliated to the institution.
Comprehensive Healthcare Coverage

In the Bolivarian Republic of Venezuela, healthcare coverage is universal
and comprehensive, prioritizing the promotion and prevention of diseases,
guaranteeing timely treatment and quality rehabilitation.
This policy is evidenced, on the one hand, with the strengthening of public
healthcare programs and the provision of security in contingencies, parenthood,
invalidity, catastrophic diseases, disability, regardless of the contributory capacity
and thus not excluding people from protection. On the other hand, it is apparent
through the new countrywide health coverage programs provided by Misión Milagro
(Miracle Mission) such as ophthalmology, optometry, comprehensive dentistry,
rehabilitation units and ophthalmic surgery.
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Population Coverage and Service Coverage Gaps
As regards universality, integrality and equity of the SPNS and with particular
reference to the gaps of access to healthcare due to geographic and/or cultural
barriers, rural and indigenous communities spread in the country are identified
for whom, in the ethical commitment of guaranteeing healthcare as a right, the
strategy of healthcare extenders, simplified by the creation of Community Agents
of Primary Healthcare and community health workers, people with ethical and
political commitment to the people's well-being is considered; they are selected from
rural dispersed communities (peasants and indigenous) by their representatives
and trained for a year in the MPPS, where they learn the principles of universality,
equity, integrality, solidarity, community participation and social justice, as well as
health promotion, prevention, recovery, rehabilitation and defense with continuity,
quality, opportunity and under a comprehensive, intersectoral, multidisciplinary and
intercultural approach on healthcare and promotion of changes in life condition.

Funding Models
Funding Sources
Public funding of social programs and consequently, of healthcare has
remarkably increased in the last years. Apart from budget allocated resources,
contributions from extraordinary revenues in the oil industry have been added.
Between 1998 and 2007, social public investment increased from 5,670,152 to
98,712,236 of strong Bolivars (17.4 times), from which 13,597,517 (13.8%) come
from Petróleos de Venezuela SA and the National Development Fund.
The budget of the Ministry of the People's Power for Health is estimated based
on an expense rationalization plan, considering the system unification as a strategy
to join efforts and avoid scattering of resources, assuming the strengthening of the
stewardship capacity of the Ministry in the structure, organization and funding of
the healthcare network.
Following the recommendations of the National Executive Power, the budget
is prepared by project, with clearly defined goals and objectives to carry on
implemented public policies, with emphasis on the millennium development goals
and objectives related to the health sector. The sources of funding are four:
- Ordinary: financial resources from oil income, taxes on alcoholic beverages
and cigarettes and, estate or inheritance taxes.
- Fiscal management: resources from the public debt management and
government bonds in the financial market.
- Indebtedness: resources for large scale projects that include local and foreign
investments.
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- Others: income not foreseen by law, coming from dividends of governing
bodies such as the Venezuelan Telephone Company CANTV and the Central
Bank of Venezuela, among others.
Sources of Private Funding

Private insurance share cannot be underestimated in the country. A percentage
of this funding corresponds to private insurance premiums paid by State owned
entities, agencies and companies that cover workers with this type of insurance
policies in accordance with Collective Labour Agreements.
Expenditure on Health
National and Subnational Participation in Public Financing

In 2003 the Nation invested about 3.4% of the GDP in healthcare; this
expenditure has significantly increased since then. It is estimated that, in some
cases, it has reached almost a 100% increase. That expenditure considers direct
transfers of the health portfolio to the subnational (states) spheres and to the
different bodies that have specific functions and fields of action defined for the
intervention through direct services or generation of knowledge. This expenditure
is currently estimated in 50 billion Bolivars.
In the co-participation standards for the expenditure on health for the
subnational spheres, the departmental governments and municipalities set aside
part of their budget to such purpose according to their fields of action and, in some
states (9 out of 24), competencies are transferred, although under revision by the
governing body, and therefore specific contributions are made for the operation of
the healthcare network.
These resources are managed according to the regulations in force in every
state and municipality and they are allocated to address healthcare population
needs or specific circumstances in subnational fields, complementing national
expenditure.
Composition of Public Expenditure on Health

Approximately 98% of the public expenditure on health is made up of direct
contributions to healthcare services and the 1.43% of social security contributions.
As far as public expenditure on health, 61% corresponds to the Ministry of
the People's Power for Health, 21% to the Health Fund of the Venezuelan
Institute of Social Security and the remaining 18% to different contributions to
healthcare services and insurance of different organizations of the National Public
Administration.
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Users Contributions (co-payments)

The Constitution of the Bolivarian Republic of Venezuela states that health is
a fundamental social right. Therefore, within the National Public Health System
(SPNS) there are no co-pays and there is even an express regulation to guarantee
gratuity that prohibits charging for any healthcare service provided in public
facilities.
Resource Allocation Criteria

The allocation of resources is performed in line with the design and
implementation of projects from 2011 that responds to the objectives and
institutional policies, defined in the proposal of the National Health Plan 20092013 / 2018:
• New institutionality based on Barrio Adentro as an articulating axis of the
healthcare service network, strengthening the unique stewardship of the MPPS
and the scientific and technological development and qualified human talent.
• Promotion of quality of life and health defined in solidary coexistence, in
harmony with nature and a healthy lifestyle in social territories.
• Protagonic participation and popular power in health, with the aim of guaranteeing
spaces and mechanisms that allow the participation of popular power in the
implementation, monitoring, control and evaluation of the National Health Plan
and its co-responsibility in the fulfillment of the institutional and intervention
goals about the determinants of health in the different levels of management and
social territories.
• Reducing social gaps and inequalities in prioritized groups of the population or
by life cycle, contributing to improving quality of life.

The fulfillment of the established objectives seeks to guarantee the social
impact suggested in the implementation of flagship projects such as: Mission Barrio
Adentro I, II, III, IV, National Plan of Vaccination, Mothers Project, Mission Niño
Jesús, Health Plan for the indigenous people, and the strengthening of medicine
supply and distribution network, among others.
Resource Allocation Criteria for Subnational Level Transfers
Once the Ministry of the People's Power for Health (MPPS) is allocated the
resources for a determined fiscal year, resulting from the analysis of economic
variables and the prioritization defined by the National Executive Power, resources
are distributed for the subnational (attached states and bodies) transfers. It basically
takes into account requirements
and estimates of the needs of each of the implementation phases, evaluating the
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relevance of allocations and protecting the budget of areas that are considered a
priority for the Health Office.
The National Public Health System (SPNS), according to its conception,
is coordinated and managed by the State through the MPPS and bodies with
expertise in the field. Funding is managed through the facility network under its
responsibility.

MACROMANAGEMENT
Stewardship
In order to guarantee the right to health, the State exerts stewardship and
management of the SPNS, of intersectoral, decentralized and participative nature,
integrated to the social security system (Art. 84 CRBV).
According to the Decree on Organization and Operation of the National
Civil Service (18/01/2007), the Ministry of the People's Power for Health has the
following roles:
• Exert the stewardship of the National Public Health System.
• Develop, formulate, regulate and monitor policies on comprehensive healthcare,
including health and quality of life promotion, prevention, recovery of health,
and rehabilitation.
• Control, monitor and oversee national, state and municipal healthcare services,
programs and actions of the public and private sectors.
• Define policies to shrink health related social inequalities, in social territories
and population groups classified according to social and economic variables and
ethnicity.
• Design, manage and implement national and international public health
epidemiological surveillance of diseases, events and health risks.
• Design, implement and control the quality of national networks for the diagnosis
and surveillance in public health.
• Formulate and implement policies related to the production of national supplies,
medicines and biological products for health, in coordination with the Ministry
of the People's Power for Light Industry and Commerce.
• Coordinate programs, plans and actions with other public and private entities
that foster a healthy population and environment.
• Direct environmental sanitation programs, together with other agencies and
national, state and municipal bodies with expertise in the field.
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• Regulate and supervise goods for human consumption, such as food, beverages,
medicines, cosmetics and other substances
with an impact on health.
• Regulate and oversee healthcare services, equipments and supplies used for
healthcare.
• Regulate, monitor and certify individuals for the exercise of health related
professions.
• Survey and control the promotion and advertising of materials, containers and
packages of goods and other products for human consumption and use.
• Formulate and implement public health policies aimed at reducing the population
health and life risks, related to the human consumption or use of products
and the provision of healthcare services, through preventive mechanisms and
strategies, based on regulated national and international scientific criteria.
• Formulate sanitation technical norms and standards about social public hygiene
regarding buildings and facilities for human use.
• Organize and manage veterinary services related to public health.
• Promote and develop community participation in every health related activity,
coordinated with the governing body which facilitates popular participation.
• Manage international cooperation relationships with international health
organizations, in coordination with the Ministry of the People's Power for Foreign
Affairs.
• Carry out other functions in conformance with laws and norms.

State health policies implemented by the Bolivarian Republic of Venezuela
include the following:
• Public funding of the health system that meets public health priorities and
is distributed with equity based on projects with binding participation of the
popular power.
• Consolidation of the sovereign capacity and scientific and technological
independence to produce and guarantee human talent availability, and scientific
and technological resources, and supplies necessary for the health of the
population.
• Building of skills for the strengthening of international health solidarity and
leadership of Venezuela in international agendas.
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• Healthy food and adequate nutrition along the life cycle, in agreement with the
constitutional mandates on health, sovereignty and food safety.
• Promotion of social territories that strengthen the solidary coexistence and citizen
security in the daily family and community life.
• Operation of a safe traffic system for drivers, passengers and pedestrians.
• Environments that favor physical activity, recreation, culture and sports in
educational, work and residential centers.
• Promotion of environmental health of the family, community, educational,
healthcare, recreational and work centers, that allow the development of open
spaces free of risks.
• Promotion of community self-governments for the exercise of popular power in
the implementation of health policies.
• Consolidation of the protagonic participation of the popular power in the
management of the National Public Health System.
• Fostering of the protagonic participation of the popular power in the intersectoral
articulation spaces and institutional entities for quality of life and health
promotion.
• Fostering the international relationships with social organizations in health.

The National Health Plan establishes objectives, policies, projects and
measures thought to be strategic to align the management of the Venezuelan State
oriented towards guaranteeing the right to health for the 2009–2013/2018 period,
in accordance with the CRBV mandates and guidelines, approaches, policies and
strategies of the Plan of Economic and Social Development 2007-2013 "National
Project Simón Bolívar," in the transition to socialism. Under the management
and leadership of the Ministry of the People's Power for Health, as steward of
the National Public Health System, the plan articulates in a coordinated fashion,
contributions of the State and the bodies of popular power in social production,
health preservation and recovery.
The National Health Plan, as mentioned, adopted Barrio Adentro as the strategy
to build the new institutionality in health and, at the same time, as the articulating
axis of the SPNS, and has also adopted the ASICs, as its basic operational units,
based on the population needs, using a model of comprehensive and continuous
care with emphasis on the comprehensive high quality outpatient care for the
family and the community, with universal and free coverage.
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Powers of Spheres of Government and Interinstitutional
Coordination
The Constitution of the Bolivarian Republic of Venezuela, passed in 1999,
created the Government Federal Council, in its title IV, Chapter V, Article 185,
as an entity in charge of planning and coordinating policies and actions for the
development of decentralization processes and transfer of competences from the
national power to the states and municipalities. Likewise, the previously mentioned
article created the Interterritorial Compensation Fund, which depends on the
Government Federal Council destined to the funding of public investments to
promote the balanced, fair and equitable development of the regions. It is also aimed
at promoting the cooperation and complementation of development policies and
initiatives of the different territorial public entities and to specially support works
and essential services in underdeveloped regions and communities.
On February 22, 2010 (Extraordinary Official Gazette of the Bolivarian Republic
of Venezuela No. 5,963), the Organic Law of the Government Federal Council was
enacted, developing the principles established in the Constitution of the Bolivarian
Republic of Venezuela and defining the scope of the Council competences and
functions. Through Decree No. 7,306 dated March 9, 2010 (published in the
Official Gazette of the Bolivarian Republic of Venezuela No. 39,416 of May 4,
2010), the regulations for Organic Law of the Government Federal Council was
promulgated, complementing the legislative development of the Council, adjusting
the details related to the organization and operation of the instances of the Federal
Council of the Government, such as the Plenary, the Secretariat, the Interterritorial
Compensation Fund (ICF) and its instances. The regulations were amended on
April 12, 2011, through Decree 8 146 (published in the Official Gazette of the
Bolivarian Republic of Venezuela No. 39,655 of April 13, 2011), strengthening the
procedures related to the formulation, evaluation, funding and control of projects
related to investment plans.
The Government Federal Council focuses its management to social results, in
line with the principles established in the Constitution of the Bolivarian Republic of
Venezuela and in the National Project Simón Bolívar, First Socialist Plan, Economic
and Social Development of the Nation 2007-2013 and also establishes the guidelines
binding to political and territorial bodies, grassroot organizations of the popular
power, as well as the study and planning of motor districts of development, specially
providing support to public works and essential services in underdeveloped regions
and communities, through the transfer of financial resources, in order to get results
in the social system and contribute to the consolidation of a democratic, social, rule
of law and fair state, whose vision is to become an efficient and effective organization
in the fulfillment of its constitutional and legal obligations, supported by outstanding
human resources in the intensive use of information and communication technologies,
with organicity and full orientation of service to the organized people.
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Health Surveillance
Implementation of the International Health Regulations
In order to describe the situation regarding the implementation of the
International Health Regulations (IHR) in the country, we will refer to the different
components:
National legislation, policy and financing: With the purpose of providing
support to the legislation, regulations, administrative requirements, policies and
other existing governmental mechanisms for the implementation of the IHR, the
National Focal Point (NFP) was created for the International Health Regulations,
through the Resolution published in the Official Gazette and the specific resources
for the functions of the IHR were incorporated in the Annual Operational Plan
for 2012.
Coordination and communication of NFPs: Mechanisms to coordinate
relevant sectors for the implementation of the IHR have been established. So
far, National IHR Focal Points have already been designated by each State Party
and permanent communication channels have been established with the Alert
and Response Operation team, the WHO IHR (2005) Contact Point of the Pan
American Health Organization (PAHO) through the information site and other
mechanisms. Likewise, information has been exchanged with the national focal
points of other countries of the region and, at the request of the PAHO, the
country has disseminated information about risk evaluation (cholera outbreak
imported from the Dominican Republic).
Mechanisms that facilitate the collaboration among air transportation
authorities have been developed. Venezuela has also actively participated in
the Cooperative Agreement for the Prevention of Spread of Communicable
Diseases through Air Travel of the Organization of International Civil Aviation,
contributing to the elaboration of the emergency plan of the International Airport
of Maiquetía, main point of entry (air) to the country.
Physically, the National Focal Point (NFP-IHR) was created in the Directorate
General of Epidemiology.
Surveillance: There is a list of 70 priority diseases for surveillance. Data on the
surveillance of diseases with epidemic potential or considered as a priority are regularly
analyzed every week at a national, state and municipal level. Reporting is timely with a
consistency of at least 80% of all national territory units. The epidemiological bulletin
is published by the Ministry of the People's Power for Health on its website on a weekly
basis and provides feedback to the interested parties.
Those events that comply with reporting requirements are also published,
once their risk is assessed according to Appendix 2 of IHR (2005); requests for
verification of events are answered and, reportings and research of cases and
outbreaks are documented.
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Response: The mechanisms of response to public health emergencies. Nowadays,
command and control centers are strengthened, like the NFP-IHR of the Directorate
for Epidemiology and the Situation Room under the Minister's office, and have
developed capacities for emergency care and response coordination.
Care is provided for priority conditions and diseases (cholera, food borne
diseases, influenza, natural disasters like rain, landslides and floods), favoring the
development of timely responses.
Preparation: A multidisciplinary and institutional team was set up; this team
currently develops the diagnosis and plan of action of the IHR.
Reporting of the risk: Guidelines on risk reporting are executed, with the
active participation of the top management political team and operational technical
teams. Access to the World Health Organization (WHO) Event Information Site
for IHR National Focal Points is maintained and Venezuela has also participated
in the survey for the collection of information about how to improve the website
content and design so as to meet the needs of public health professionals involved
in the management of acute public health events.
Human resources availability: There are human resources available to comply
with the requirements of IHR core capacity implementation and there are actions
carried out to increase the number of officers needed to strengthen the response.
Laboratory: There is a network of clinical and public health laboratories,
directly related to the National Institute of Hygiene and to the epidemiological
surveillance network, that is responsible for collecting, storing and transporting
samples to the different points of the regional laboratory network with diagnostic
capacity, to identify public health events. There are quality guidelines or standards
for the laboratory in the National Institute of Hygiene.
Points of entrance: There is a working group for the evaluation and monitoring
of capacities in national airports.
In the entry points, vaccination activities for travelers and airport workers
are also carried out. Facilities in the International Airport of Maiquetía include
adequate medical services with diagnostic means, personnel, equipment and
proper facilities to evaluate and provide a fast treatment to sick travelers.
In the main national airports, there are public health inspectors monitoring
and controlling all consumer items and human consumption goods, not only food,
but also for materials, pieces of equipment and drugs that enter the country, as it
is important to highlight that most products enter the country through Maiquetía
air customs.
Events of zoonoses: Focal points have been designated and oversee Animal
Health (National Institute of Comprehensive Agricultural Health, INSAI, and the
National Institute of Agricultural Research, INIA) that coordinates activities together
with the Ministry of the People's Power for Health or the IHE NFP.
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Functional mechanisms for intersectoral collaboration that include animal
and human health surveillance units and laboratories have been established.
There is a list of priority zoonotic diseases with case definitions available. There is
systematic and timely collection and collation of zoonotic disease data in the four
institutions: MPPS, INIA, INSAI and the National Institute of Hygiene.
Food Safety: To guarantee food safety, the Ministry of the People's Power for
Health is responsible for recording all the food entering the country and controlling
food safety from its source to consumption. As of 2000, the MPPS started the
implementation of the Hazard Analysis and Critical Control Points system in food
industry and national fast food facilities. Nowadays, the Autonomous Service of
Sanitary Controllership is strengthened in every state to exert sanitation control
as far as food safety.
Surveillance and control of food product safety sold in facilities that operate
at the different national airports, as well as airline catering, are carried out by the
respective State Food Safety Coordination Units that oversee every facility with the
purpose of assessing hygiene and sanitation conditions, good manufacturing and
handling practices and relevant documentation as established by the hygiene and
sanitation regulations in force for health permit granting and renewal.
Thus, the control of food safety is also carried out through the training of
personnel who work in these facilities and are in charge of food handling.
The Ministry of the People's Power for Health is currently developing three plans
for the strengthening of core capacities in compliance with IHR: The National Plan for
the Strengthening of Core Capacities in compliance with IHR; a contingency plan for
public health emergencies that will allow to respond to public health emergencies in
Entry Points; and the National Plan of preparation and response in cases of national
public health emergencies caused by multiple risks.
Moreover, there are plans based on the diagnosis of the situation and the
use of many of the systems for the assessment of available capacities, such as:
Questionnaire 2011 for monitoring progress in the implementation of IHR core
capacities in WHO State Parties; checklist of indicators to monitor progress in
the implementation of IHR core capacities in State Parties, December 2010;
Evaluation Instrument of core capacity requirements in designated airports, ports
and ground crossings, October 2009, by the WHO; Surveillance and Response
Systems, International Health Regulations (2005), Appendix I-A Mercosur; and
Core Capacity Identification System in International Airports, International
Health Regulations (2005), Appendix V Mercosur.
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Epidemiological Surveillance
The Directorate General of Epidemiology, technical body of the Ministry of
the People's Power for Health, controls the Epidemiological Surveillance National
System throughout the country, both public and private sectors.
The structure of the epidemiological surveillance system corresponds to the public
health organization levels (central, regional or state, district or municipal, and local level
or in facilities), that includes a basic surveillance subsystem and a group of specialized
surveillance that corresponds to public health priority programs.
The Directorate for Epidemiological Surveillance has the mission of detecting,
monitoring and intervening in risk zones, situations of alarm and epidemics,
controlling diseases with potential risk of fast spreading among the population, such
as noncommunicable diseases, with meaningful impact and, therefore, of strategic
interest in public health, generating information that contributes to the rational
decision making process and allows the adequate and timely implementation of
measures and public health research.
In order to comply with its functions, the Directorate General of Epidemiology:
designs, updates standards, guidelines and proceedings, and monitors the factors
related to the emergency and re-emergency of diseases. It alerts and outbreaks at a
national and international level that can be a threat to public health, developing
tools for the production, investigation and analysis in the addressing of diseases with
epidemiological interest and relevant to the Epidemiological Information System
(the epidemiological information system is currently in process of restructuring to
create a unique system in this area according to the SPNS plan). Furthermore, it
coordinates, together with national and international instances, epidemiological
surveillance issues and public health interventions, promoting the intersectoral
and interinstitutional integration; it generates epidemiological information for the
management, technical, scientific, operational levels and public opinion; it promotes
together with the Education and Investigation Office the training of health teams
regarding standards, guidelines and proceedings aimed at epidemiological surveillance
activities. Finally, it establishes the coordination together with the National Institute
of Hygiene of health surveillance cases with the national laboratory network.
Alert and response systems to protect health

The alert and response systems are organized according to the local, regional
and national structure and they keep extraordinary and routine information by
epidemiological weeks, with mandatory notification events. Situation rooms have
been structured, keeping an updated record of particular endemic cases, enzootic
and epizootic surveillance and periodic supervision surveillance, planned or based
on contacts from community networks.
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With the creation of the National Focal Points, within the framework of the IHR
2005, the detection of cases published in the media was systematically organized and
the surveillance system reacts confirming or dismissing the situation.
In the same way, the NFP-IHR keeps operational the international surveillance
through the exchange of information with numerous formal and informal networks
with authorities from different countries.
Simultaneously, the formation of committees or taskforces for the surveillance
at entry points (ports, airports and ground crossings) is being developed.
The health information system organizes the collection of data related to risk
factors of chronic noncommunicable diseases of people seeking assistance in the
first level of care.
The development of the National Health Survey that will enable to determine,
among other aspects, the prevalence of risk factors was suggested to the National
Institute of Statistics, in coordination with the Ministry of the People's Power for
Health.
Sanitary Surveillance
Legal Basis of Sanitary Surveillance

The Organic Health Law (published in the Official Gazette No. 36,579 dated
on 11-1998), establishes in Chapter IV of the Sanitary Controllership, 32:
"The Controllership comprises: the registry, analysis, inspection,
surveillance and control of processes related to production, storage,
marketing, transport of consumer items and goods for human
consumption, materials, equipments, facilities and industries aimed at
activities related to health."
The Autonomous Service of Sanitary Controllership (SACS) is an autonomous
service without legal status, with its own equity and budgetary, administrative,
financial and management autonomy. It hierarchically is under the Ministry of
Health and its aim is to promote and protect public health.
Sanitary Controllership also oversees national public hospitals, private clinics,
laboratories, auxiliary medical, esthetics facilities, funeral homes, and medical and
dental offices, among others.
Likewise, the General Food Regulations, the Organic Law on Food Sovereignty
and Safety, the Law on Maternal Breastfeeding, the Complementary Standards of
the General Food Regulations, the Resolutions that control food (as the milk, meet,
water resolutions and so forth), the COVENIN Standards related to Food and
Food packaging materials, are all part of standards regulating sanitary surveillance.
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In the same way, actions of the Sanitary Controllership have a legal basis: the
Law on the Venezuelan System for Quality (Official Gazette No. 37,555 on 2310-2002); Law on Alcohol and Alcoholic Beverages Tax; the User and Consumer
Protection Law; the Regulations on the Law of Alcohol and Alcoholic Beverages
Tax (Extraordinary Official Gazette No. 3,574 of June 21, 1985); Customs Tariff
(Decree No. 989 on 20-L2-1995. Extraordinary Official Gazette No. 5,039 of
9-2-1996.); the Resolution of Food for Special Diets (Resolution No. 14,651 of
October 27, 1976); the Standards of Good Manufacturing Practices, Storage and
Transportation Practices of Food for Human Consumption (Resolution No. Sg457-96. Official Gazette No. 36,061 of November 7, 1996); the Requirements for
granting health permits to Food Facilities and Vehicles (Resolution No. Sg 403-96.
Extraordinary Official Gazette No. 5,097 of 18-9-96); the Classification of Waters
Bottled and Sold in the Country (Joint Resolution MSDS No. L672, Ministry
of Environment and Renewable Natural Resources No. 116. Official Gazette
No. 35,277 of 18-8-93); the Venezuelan COVENIN Standards; the international
standards (CODEX ALIMENTARIUS Standards, FDA Standards, European
Economic Community Standards, Andean Countries Standards, Argentine Code).
Sanitary Surveillance System Structure and Functions

The sanitary surveillance system consists of two levels: the national and the
state levels. The central level consists of the Directorate General of the Autonomous
Service of Sanitary Controllership (SACS) and the Directorates General of Food,
Materials, Equipments, Facilities Hygiene and Health Professionals; and the
Directorate General of Drugs, Medicines and Cosmetic Products. The regional
level has the same structure.
The following are sanitary surveillance roles: inspection, surveillance and
control of the processes of production, storage, marketing, transport of human use
and consumption goods, materials, equipments, facilities and industries aimed at
activities related to health.
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HEALTH WORKFORCE
Changes and Innovation Strategies in Training and Continuous
Education
Nursing and Medical Staff Development

Like in the rest of the countries, there is a significant shortfall of professional and
technical health staff. To meet the demand for health professionals in two specific
areas, nursing and comprehensive community physicians, the Bolivarian Government
has introduced new training strategies for these professionals, oriented towards
community-based primary care.
Thus, within the framework of the Social Missions of the Bolivarian Government,
particularly the Sucre Mission (2003), a nursing training program was consolidated,
admitting a large number of high school graduates to the advanced nurse technician
program. This new professional and technical staff training, custom-designed according
to the national needs, included the creation of National Training Programs—academic
courses simultaneously developed in different regions of the country, under the
coordination of several national universities that supervise program implementation
in specific geographical regions.
The National Training Programs introduce, in the area of health, training
directly related to Barrio Adentro 1 and 2 primary care facilities. It is in this
context that the National Training Program in Comprehensive Community
Medicine was created. Its stewardship and supervision is in the hands of an interinstitutional committee that designs, supports and assesses its development on an
ongoing basis, and is made up of representatives from the Ministry of the People's
Power for University Education, the Ministry of the People's Power for Health
(MPPS), the Cuban Medical Delegation and six participating universities.
The program was relaunched in 2005, on occasion of the visit of president
Hugo Chávez to his Cuban counterpart, Fidel Castro Ruz, in the municipality
of Sandino, province of Pinar del Río (western Cuba), when the "Sandino
Commitment" was consolidated. In this document, the two nations undertook
to work together on the training of physicians for Venezuela and other Latin
American countries.
The first premedical course began in July 2005 and, on October 5 of the
same year, the first year of the study program—with 15,403 enrollees—was initiated.
The program is delivered at the municipal level, training future physicians with
strong ties to their communities and their places of origin in a practice based
on solidarity and humanitarianism. The first four years are centered in core
subjects and primary healthcare. Activities take place in PHC settings (Barrio
Adentro 1 and 2), under the mentoring of physicians from the Cuban Medical
Mission in Venezuela. In the last two years, training is delivered at more than 120
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public hospitals offering clinical internship programs in various specializations
(medicine, surgery, pediatrics, obstetrics and gynecology, among others), under the
supervision of Venezuelan physician-tutors.
In December 2011, the first class of comprehensive community physicians
(8,200 professionals) graduated. By then, there were around 28,000 students in
different course years, while almost 22,000 students attend universities offering
the traditional course program. Thus, the country has managed to more than
double medical student enrollment, in addition to introducing a new educational
approach focused on primary care, health promotion, and quality of life and,
ties to the community of origin, a qualitative leap from the traditional curative
medicine-oriented course program, centered in sub-specialties and hospital care.
In 2011, the Ministry of the People's Power for Health financed, via a scholarship
program, graduate training of approximately 3,000 doctors and 500 non-doctor
health professionals in specializations identified as priority areas based on the
country's needs. This figure triples the number of scholarships available in 2008.
The Rafael Rangel National Institute of Hygiene takes part in capacity
building in areas such as virology, food surveillance, clinical pharmacology,
bacteriology, epidemiology, bioethics and biotechnology in health via graduate
training, technical courses, research projects and extension courses through which
professionals, researchers and instructors in the health sector are trained. As
regards specialization courses, there is a program in medicines surveillance, and
another one in medical mycology.
It is worth noting that, at present, this institution is expanding its graduate
course supply, paying special attention to the human talent's training needs in some
of the specialization areas identified at the institutional level which, in addition,
are of national interest. This expansion proposes the creation and implementation
of new courses and graduate programs, to be delivered under the modalities of
degree courses, specializations, masters and PhD programs.
In the technical sphere, there are chemistry technician, food microbiology
technician, molecular biology technician and laboratory assistant training courses
scheduled for 2012.
Regulation of Health Training and Professions
The practice of health professions is regulated by the codes of professional
conduct and the legislation governing the practice of medicine and pharmacy, as
well as nursing and bioanalysis (similar to biochemistry in other Latin American
countries).
The Ministry of the People's Power for Health is in charge of registering
health professionals through the Autonomous Health Regulatory Board (SACS),
in accordance with the Organic Health Law and the Internal Regulations of the
mentioned Ministry.
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In Venezuela, general surgeons are trained in public universities (12 programs),
while comprehensive community physician education (national program with 12
nuclei) comprises six-year programs.
Professional training in Pharmacy, Dentistry, Bioanalysis, Nutrition and
Dietetics is generally delivered in public universities.
There are two Bachelor of Food Technology training programs in public
universities; eleven university schools offer Bachelor of Nursing courses; six deliver
Bachelor of Biology programs; five have Chemistry courses; there are two Bachelor
or Physiotherapy training programs lasting four and five years respectively; one public
university and four endogenous development nuclei providing four-year Bachelor
of Public Health Management; four public universities offering five-year Bachelor
of Social Work programs, while one public university has a five-year Bachelor of
Radiotherapy course.
To overcome shortfalls in the training of technical staff working in
cardiopulmonary care, physiotherapy, electro-medicine, cytotechnology and
histotechnology, radiology, radiodiagnosis and speech therapy, the Ministry of the
People's Power for Higher Education and the Ministry of the People's Power for
Health are working together on the development of innovative training programs.
The State is responsible for health staff training in public universities through
active programs at the technical and professional levels. Private institutions do not have
any significant participation in this area.
The Ministry of the People's Power for Health has human resources planning
and training directorates general and agencies under its purview such as the
Directorate General of Research and Education, the Institute of Higher Studies
and the National Institute of Hygiene.
The Directorate General of Research and Education is aimed at designing
policies and strategies relative to the planning and execution of human resources
study and training plans and programs at the undergraduate, graduate and
continuous education levels, in coordination with the different health and
education agencies, ministries and social missions. One of its roles is also to foster
and promote scientific and technological research oriented towards improving the
quality of life of the population and guaranteeing the sustainability and efficiency
of the SPNS networks, in accordance with the Endogenous Development Plan at
the local and regional levels.
Hence, included among its functions are the following ones:
• Designing policies and strategies orienting teaching and research within the SPNS.
• Formulating plans and projects that may foster capacity building based on national
policy priorities and strategies and the country's health situation, with the active
participation of communities organized as prescribed by law.
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• Coordinating and encouraging sectoral and inter-sectoral joint responsibility with
universities, research centers and other national and international institutions
in charge of developing plans, programs and projects in health teaching and
research.
• Coordinating and supporting the execution of plans and projects designed to
foster the development of research and technologies in high priority areas as
defined by the Ministry of Health, in accordance with competent agencies and
bodies.
• Establishing guidelines for the design and preparation of study programs at their
different academic levels and human resources training in the field of health, in
accordance with ethical principles and social relevance criteria.
• Accrediting health-related professional and technical training institutions,
according to the priorities set by the Ministry of Health in its capacity as health
stewardship body.
• Developing internal standards and establishing regulation mechanisms for the
certification and recertification of health professionals and technicians.
• Developing internal standards and establishing bioethical approval mechanisms
for the certification of research projects and for the disclosure of their outcome.

The mission of the Dr. Arnoldo Gabaldón Institute of Higher Education
in Public Health is to execute comprehensive human resources public health
training policies through the design and development of graduate, continuous
education, research, training courses and advice that may contribute to building
and consolidating the SPNS, in response to the social priorities of the Venezuelan
population.
The Rafael Rangel National Institute of Hygiene is a technical body acting
within the aegis of the Ministry of the People's Power for Health. It is accredited
to grant academic degrees, train health professionals in fourth level (specialization)
studies, in the areas of drug surveillance and diagnosis of diseases caused by fungi
(mycology), as well as various courses and extension courses in public healthimpacting subjects, such as food safety surveillance.
Worth highlighting as an innovative training experience is the abovementioned graduate program in Medicines Surveillance, the only graduate course
of its kind at the national and international levels providing health professionals
with training in the different stages of development, marketing, regulation and
control of medicines, strengthening the national system of sanitary surveillance, as
it requires the coordinated action of different kinds of health professionals such as
physicians, nurses, veterinary surgeons, pharmacists and bioanalysts.
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Health Workforce Migration
Venezuela is not alien to the international problem of workforce migration,
as its professionals usually migrate to sectors offering more attractive economic
benefits. Employers strive to capture human talent that has been trained by the
public sector.

Action On Social Determinants Of Health
The main national initiatives for action on the social determinants of health are
the implementation of missions, which are social programs focused on education,
health, food, and job readiness. They represent one of the greatest achievements
of the Bolivarian Government towards ensuing social security for the Venezuelan
people. The social programs that the national government has deployed to meet
the millennium development goals are unquestionable.
Missions are at the service of the national strategies and policies addressing
the social determinants of health:
To fight poverty and secure comprehensive care to the population living
in extreme poverty and social exclusion, various missions have been developed
in accordance with the needs of the targeted population groups: Cristo Mission,
Identidad Mission, Guaicaipuro Mission, Madres del Barrio Mission, Negra
Hipólita Mission, Hijos de Venezuela Mission, Alimentación Mission, AgroVenezuela Mission and Zamora Mission.
All of them privilege the delivery of comprehensive child and adolescent care;
comprehensive senior citizen care; comprehensive indigenous peoples support,
promotion of human family and social/labor development, strengthening food
accessibility and comprehensive care to the population with disabilities.
With the purpose of reinforcing universal comprehensive care, the actions of
the Ministry of the People's Power for Health are complemented and promoted via
the Barrio Adentro I, II, III and IV Missions, the José Gregorio Hernández Mission,
the Misión Sonrisa (Smile Mission) and the Misión Milagro (Miracle Mission),
to expand and consolidate the timely and free of charge delivery of healthcare
services; reduce maternal and child mortality, and mortality of children under the
age of five; strengthen disease prevention and control; promote pharmaceutical
safety and sovereignty; enhance accident and violence prevention; and optimize
drug use prevention and secure the treatment and rehabilitation of the affected
population.
Securing access to decent housing is a priority policy of the Revolutionary
Government oriented towards guaranteeing land tenure, fostering access to basic
services, promoting greater access to housing loans, stimulating and supporting the
participation in and commitment to house building. In this strategy, the actions of
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the different ministries of the people's power are coordinated with the activities of
the Hábitat Mission, Villa Nueva Mission and Vivienda Venezuela Mission.
The Robinson I, Robinson II, Ribas and Sucre Missions were created to
reinforce the universal reach of Bolivarian education. Accordingly, actions towards
securing school enrollment of the entire school-age population were given renewed
impetus, with emphasis on the excluded population groups; guaranteed permanence
in the education system; strengthened environmental education, cultural identity,
health promotion and community participation; expanded infrastructure and
school and sports resources and equipment; adjustment of the education system to
the socialist mode of production; strengthening and promotion of research in the
education process; inclusion of information and communications technologies in
the education process; implementation of inter-cultural bilingual education; and
guaranteed knowledge access to universalize higher education with pertinence.
The Cultura, Música and Ciencia Missions are oriented towards making culture
accessible to all, ensuring a culture that strengthens the national, Latin American
and Caribbean identity, and making progress towards safeguarding and socializing
the cultural heritage. They also seek to secure the inclusion of the cultural movement
in the different social spaces; the promotion of the social, cultural and economic
potential of art in its different expressions, and intercultural dialogue with peoples
and cultures from all over the world, as well as the constant development of our
people so that may be better prepared to understand today's world.
Another salient aspect in relation to the progress made in social determinants
intervention is the guaranteed universal social security coverage based on solidarity
and labor market institutional mechanisms, such as basic universal benefits,
organizational support and workers participation in company management.
The Árbol and the Revolución Energética Missions are aimed at guaranteeing
biosphere management to produce sustainable benefits and, in this sense, they
orient their efforts towards promoting an environmentally sustainable model of
production and consumption, fostering comprehensive management of solid and
hazardous waste and substances, guaranteeing the preservation and sustainable
use of water resources, promoting the recovery of natural areas, and legislating and
regulating the use of those areas under the special administration scheme.
The 13 de Abril and Che Guevara Missions encourage people's organized
participation in production planning and equitable socialization of surpluses
through increased participation of the Community Councils in planning and
controlling the economy, the implementation of administrative and control
mechanisms for the socialization of surpluses and balance among producers,
People's Power and the State in planning, economic management and distribution
of surpluses.
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Venezuela has achieved six of the targets included in the Millennium Development
Goals, thanks to the execution of social policies such as missions which, founded on
the Constitution, have improved inclusion and equity levels in the country.
The socialist missions, coupled with the strategies of the National Government
to achieve massive, rapid and sustained social inclusion, have been instrumental in
making headway towards the achievement of the millennium development goals.
Fewer poor and better quality of life: Decreased extreme poverty has been
the major accomplishment of the National Government. According to studies
conducted by the National Institute of Statistics (INE), 29.8% of Venezuelans
lived in extreme poverty in 2003 and, while the established goal was to reduce this
figure to 12.5% by 2015, Venezuela brought this indicator to 9,4% in the first half
of 2007. This decrease can be explained, among other factors, by the enhanced
dynamism of the economic sector between 2004 and 2007, and economic recovery
from the devastating effects of the coup d'état of April 2002 and the oil and
business lockouts of 2003; sustained economic growth, which led to enhanced job
opportunities (the unemployment rate dropped to 7,1%), has impacted positively
on the income of Venezuelan households. Another factor contributing to the
improvement in Venezuela's situation was the implementation of the Alimentación
Mission, which is on track towards achieving the "zero hunger" target by 2015,
through programs that guarantee 100% food availability in the most vulnerable
sectors of the population.
In terms of gender equity in education, female university students outnumber
men: during the 1990-1998 period there was a 31.25% increase in the number of
women enrolled in the traditional system, while in the 1999-2006 period women
participation stood at 47.56%.
In relation to technology for the population, 1,134 cyber centers were set up
between 2001 and 2007 to offer free of charge Internet access to the population;
and 1,957 Bolivarian Information and Telematics Centers (CBIT) were established
in public education institutions between 2000 and 2008. These data evidence
a sustained improvement in CIT access. To enhance these opportunities and
underpin the Global Partnership for Development, the National Executive
created the Ciencia Mission as another tool to achieve scientific and technological
independence, with a view to securing national safety and sovereignty.
Venezuela has also made progress towards achieving the millennium
development goals through the clean water for everyone initiative. Between 1990
and 2007, the percentage of people with sustainable access to clean water rose
from 68 to 92%, when the goal was to bring this figure to 84% by 2015. This
means that more than twenty-four million citizens are now enjoying this benefit in
all the country states.
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The State commitment to secure the provision of mandatory and free of
charge education is reflected in the progress made towards the universalization of
primary education and the eradication of illiteracy in the country, the latter having
been achieved in 2005 through the implementation of the Robinson Mission. The
net rate of schooling in Basic Education grew from 84.7% in the 1999-2000 period
to 93.6 in the 2006-2007 period, which translated in the enrollment of 684,782
children in the education system. As regards middle, diversified and professional
education levels, there were significant changes: the national 1998-1999 rate was
21.6%, while in 2006-2007 it grew to 35.9%.
Gains from the initiatives of less exclusion and more health include
improved access to the free of charge healthcare service network, medicine access
and infectious disease control. Mortality in children under the age of five is
scheduled to stand at 8.6 per thousand live births by 2015. Venezuela is on its
way to achieving this goal. Regarding the mortality rate in children under the age
of one, between 1990 and 2008 it was reduced by 11.78 percentage points, which
represents a 45.72% drop (Graphic 1).
Graphic 1 – Child mortality rate, five-year trend, Venezuela, 1940-2009
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Regarding the environmental commitment , we mentioned the significantly
reduced loss of natural resources. Nowadays, the country has a system of Areas
under the Special Administration Regime (ABRAE) in place, covering more than
60 million hectares, an area accounting for 72.77% of the national territory.
Identification of these areas contributes to guaranteeing the preservation of their
biological diversity. As part of the strategies designed to ensure environmental
sustainability, the Árbol Mission was created to help reduce the inter-annual
forest cover loss rate. To that end, the Ministry of the People's Power for the
Environment imposed a more rigorous control on the use of forests and wildfires.
The Revolución Energética Mission was created to further contribute to this
initiative. The mission has allowed the replacement of light bulbs in residences,
public institutions and shops with energy-efficient light bulbs that consume 80%
less energy than incandescent light bulbs.
By 2009, the income distribution inequality ratio stood at 0.3928 (Gini
coefficient). Venezuela's ratio has been the lowest in Latin America during the
Bolivarian government.
There has been a significant reduction in the percentage of people suffering
from hunger, as well as the percentage of children under the age of five with
global nutritional deficit. Thus, the country will meet this goal by 2015. As regards
children under the age of five, the prevalence of the weight/age deficit reached
its lowest levels in 2008, halving the percentage of underweight children under
the age of five. The undernourishment rate dropped by 45.5% in 2007 from the
1990 figure, going from 11% in 1990 to 6%. Caloric availability per person per
day experienced a sustained increase since 2003, while in 1990 the percentage of
undernourished individuals was 11%, a figure that had even hit 21% in 1998.
The Government increased the share of education in the gross domestic
product: it rose it from 5.4% in 2000 to 6.3% in 2008. It created the educational
missions as alternative programs to formal education, targeted to the population
that had not completed school.
Venezuela will attain universalization of primary education by 2015. As regards
the goal of youth illiteracy eradication, Venezuela has already accomplished it. The
percentage of students completing sixth grade has increased, moving from 70%
(1994-1995 to 1999-2000) to 84% (2003-2004/2008-2009).
In measuring primary education progress, grade repetition is also taken into
account. In Venezuela, this indicator throughout school years from 1990-1991 to
2007-2008 presented an overall reduction from 11% to 3.5%.
Regarding the school dropout rate, it has fallen significantly. In 1980-1981, it
was 7%; in 2007-2008, it had fallen to 1.7%.
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An important milestone, considering the magnitude of national women's
participation in the country, was the creation of the Ministry of the People's
Power for Women and Gender Equality and other related organizations, such as
the National Institute for Women and the Development Bank for Women. This
Ministry has active presence in the country's 24 states, allowing women to bring
proposals and discuss their needs collectively.
Regarding higher education, women participation has improved since 2001.
In 1994, women participation in that sector was 0.99, while in 2009 it increased
to 1.46. On the other hand, in Venezuela, the headway made towards achieving
workforce gender equality is evident, as ever more women aged 15 and older are
employed and salaried in the non-agricultural sector. Greater women participation
in the economic activity and their important contribution to the production
process is also evident.

Strategic Supplies To Health
Venezuela has signed the Agreement on Trade-Related Aspects of Intellectual
Property Rights (TRIPS), but it has stated that medicines and healthcare inputs
are not and must not be considered as commodities or products because, although
marketed, they are also essential elements to restore or maintain health and,
therefore, are a human right.
Venezuela further emphasized that certain principles of free trade are not
applicable to health inputs, as their prescription and use in patients (not necessarily
completely documented or known) rely on the prescribing physician's responsibility.
Furthermore, the exclusivity rights conferred by patents and the market power
of branded medicines have generated ethical dilemmas, as the ones presented in
relation to antiretroviral drugs and some antibiotics that, undoubtedly, result in
conflicting positions in this area.
There is no doubt that the TRIPS agreements have provided excessive
protection to large innovative pharmaceutical companies, limiting drugs and
health inputs access by low-income population sectors.
Strategies to Secure Access to Vaccines, Essential and High-cost Drugs
An important achievement relative to immunization was the construction of
a national vaccine manufacturing plant, located near the Rafael Rangel National
Institute of Hygiene. This plant was devised to become one of the most modern
manufacturing facilities not only in Latin America but also worldwide. It has been
designed to handle the entire manufacturing process and, therefore, it features

Health Systems in Venezuela

laboratories to produce antigens, formulations, mixes, filling and packing of
vaccines, a microbiological, biological and physical/chemical vaccine control
laboratory, and a biomodel production center. All these areas boast modern
facilities complying with international quality standards and good manufacturing
practices. The technical and structural principles established for the different
projects have been endorsed by international experts so that the country may obtain
international certification as a producing country and free access to international
markets.
The new plant is an major contribution to the health of the Venezuelan
population. It has been designed for the comprehensive production of the DPT
vaccine, which immunizes against diphtheria, pertussis and tetanus, internationally
considered to be the basic formulation to which other antigens can be added to
obtain other combined vaccines such as tetravalent vaccines (DPT + hepatitis
B) and pentavalent vaccines (DPT, hepatitis B+ Haemophilus influenzae), among
others, which are currently imported. These productions are at the experimental
development stage within the framework of the Cuba-Venezuela agreement.
As for the medicines policy, the Law on Medicines was passed in 2000,
establishing guidelines to guarantee medicine access by the entire population, as
well as price regulation and prevalence in the use of essential and generic drugs.
It also establishes that the Health Registry authorization procedure for essential
drugs in their generic denomination is to be exempted from the Health Registry
file assessment and analysis fee.
The State supplies drugs free of charge through the National Public Health
System, including the medicines contained in the Essential Drug List and highcost drugs (antiretroviral, oncological chemotherapy, drugs for transplant patients
and special drugs for other diseases), and orients its medicines and other health
inputs policies through binational agreements (Cuba, Argentina, China, Portugal,
among others) and the set-up of medicines manufacturing plants in Venezuela
towards the generic medicines contained in the National Essential Drug List.
At the end of 2011, the Law of Fair Costs and Prices was passed. Under this
statute, the prices of most medicines are to be regulated in 2012. Nowadays,
some essential drugs are regulated and the State maintains the health inputs tax
exemption and currency allocation prioritization policies.
The Expanded Program on Immunizations in Venezuela is one of the
Bolivarian Government's priorities. For this reason, in the recent years significant
efforts have been made to add more vaccines to the immunization scheme and to
broaden protection of the whole family group.
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National Production Capacities
The framework of international agreements relative to drug manufacturing
plants signed between Venezuela and countries such as Cuba, China, Portugal and
Colombia has contributed to strengthening national production capacities. In this
sense, the following achievements in the 2010-2011 period are worth mentioning:
rehabilitation of the PROULA generic drug plant in Lagunillas, Mérida State
(agreement between Cuba and Venezuela dated July 2011); the construction of
an industrial pharmaceutical complex (5 plants) in Yare, Miranda State (joint
venture, mixed company, October 2010); therapeutic fluids production plant in
Guacara, Carabobo State (agreement between China and Venezuela, dated June
2011); construction of two antibiotics plants (cephalosporin and penicillin) in
Barcelona, Anzoátegui State (technology transfer agreement, November 2011), and
construction of two antibiotics plants (carbapenem and lyophilized) in Guacara,
Carabobo State (technology transfer agreement, joint venture, November 2011).
Furthermore, Venezuela boasts a national human plasma processing plant,
QIMBIOTEC, which allows the extraction of high-quality blood products.
Production of biotechnological drugs, such as filgrastim and erythropoietin, is at
the clinical development stage.

Research And Innovation In Health
National Health Research Policies
The policies and strategies that guide teaching and research for the SPNS are
designed by the Directorate General of Research and Education of the Ministry
of Health.
The Simón Bolívar Amazon Center for Research and Control of Tropical
Diseases is an unincorporated autonomous service, with its own budget allocation,
having budgetary, financial, administrative and management autonomy, and
directly reporting to Ministry of the People's Power for Health.
It is aimed at developing research in tropical diseases and their consequences,
in the different branches of biomedical, environmental, social and anthropological
sciences, geared towards the production of knowledge, development of technologies
and culturally accepted practices, prevention and control of endemic diseases, as
well as training of human resources, under the principles of universality, equity,
solidarity and respect for the cultural and environmental biodiversity, having the
capacity to improve the quality of life of the population of the southern region of
the country, particularly of indigenous peoples.

Health Systems in Venezuela

National Health Institutes

Several institutes serving within the organizational structure of the Ministry of
the People's Power for Health develop research programs:
• Autonomous Service of Pharmaceutical Preparations
• Biomedicine Institute
• Dr. Arnoldo Gabaldón Higher Education Institute
• Autonomous Service of the University Hospital of Maracaibo
• The Rafael Rangel National Institute of Hygiene, an autonomous referral service
of the Ministry of the People's Power for Health, devoted to health prevention
and surveillance, is responsible for the administration of policies, plans and
strategic guidelines in the areas of surveillance of products intended for human
use and consumption; diagnosis and epidemiological surveillance in the fields of
bacteriology, virology and mycology; production of biological products; teaching
and applied research, in accordance with the health policies of the Government
of Venezuela.
• Dr. Gilberto Rodríguez Ochoa Latin American Children's Cardiology Hospital.
This foundation, which opened in 2006, has delivered care to 5,500 Venezuelan
children and 76 children from other countries (Gambia, Bolivia, Ecuador, among
others), who have received free of charge, high-quality healthcare in the areas of
cardiovascular pediatric surgery, interventional cardiology, electrophysiology and
pacemakers, going from 141 pediatric cardiovascular interventions in national
public hospitals annually to more than 1,100 annual interventions (more than 500
annual surgeries) in this hospital alone, in addition to other 600 performed totally
free of charge in other Venezuelan public hospitals. This hospital ranks among
the leading institutions of its kind in Latin America and the world. Moreover,
the hospital is the country's main training center in its specialization areas, and
received physicians having scholarships granted by the Bolivarian Government
(from Honduras, Nicaragua and Colombia) who have had the chance to be
trained in the areas of children cardiology, critical pediatric medicine and surgery
of congenital heart diseases in our country. Between 2006 and 2011, the hospital
published five books about various pediatric cardiovascular health-related topics,
and has more than 40 publications and presentations made in national and
international congress of this specialization. Besides, it served as the venue of
six congresses with international guests participation. The hospital houses the
country's only cardiovascular tissue bank allowing the cryopreservation in liquid
nitrogen of valves and vascular segments (homo grafts) from cadaveric donors, for
their future implantation in patients requiring them.
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Links with health research centers and networks

The Ministry of the People's Power for Health, together with the Ministry of
the People's Power for Science, Technology and Intermediate Industries, identified
the strategic priority areas of research in health to create mechanisms that may
facilitate the orientation of financing facilities and development of research in
those areas. Thus, the idea is to orient medical specialization students'
research towards these
priority areas. However, much work remains to be done in this realm.

Cooperation In Health
The Office of Technical Cooperation and International Relations of the
Minister's Office advises, coordinates and prepares, together with the Ministry of
Foreign Affairs, health-related policies and agreements made and developed with
other countries and international organizations.
Within the framework of cooperation, some experiences might be shared.
In the area of pediatric cardiovascular health, the Dr. Gilberto Rodríguez
Ochoa Latin American Children's Cardiology Hospital has developed actions
intended for physicians in the specializations of children cardiology, pediatric
cardiovascular surgery, pediatric cardiovascular anesthesia, pediatric critical
medicine, cardiovascular CT scanning and magnetic resonance imaging, as well as
nursing staff in the areas of pediatric critical medicine, hemotherapy and perfusion
(extracorporeal circulation).
Also worth mentioning is the training of health professionals in studies about
fourth level (specialization) care in the area of drug surveillance and diagnosis
of diseases caused by fungi (mycology), as well as different diploma programs
and extension courses in subjects having an impact on public health, such as
food surveillance, in the National Institute of Hygiene. The graduate course in
Sanitary Surveillance is the only graduate program of its kind at the national and
international levels delivering health professional training in the different stages
of medicines marketing, regulation and control, strengthening the national system
of sanitary surveillance by involving participating health professionals, such as
physicians, nurses, veterinary surgeons, pharmacists and bioanalysts.

Public power is
distributed among the
municipal power, the
state power and the
national power.

Bolivarian Republic
of Venezuela

The Social Welfare
Institute of the Ministry
of Education (IPASME),
and the Social Insurance
Institute of the Armed
Forces (IPSFA).
Private subsystem:
made up of private
healthcare institutions
that are directly financed
by users' out-of-pocket
payments or health
insurance companies.

Solidarity, universality, integrity, unification,
citizenship participation, co-responsibility,
free of charge, equity, and multiethnic,
pluricultural and multilingual sense of
belonging in the design and execution of
health policies, plans, services and programs.

The Law on Local Planning Councils creates
Community Councils as spaces of people
participation, where citizens play a leading
role in the formulation, execution, control and
evaluation of public policies.

The Venezuelan Institute
of Social Security (IVSS),
which acts within the
purview of the Ministry
of Labor.

The National Public
Health System (SPNS)
comprises institutions in
the Public Administration
financed with public
resources; as follows:
the Ministry of the
People's Power for Health,
the main provider of
healthcare services.

There are two
subsystems: the public
and
the private one.

Health system

Constitutional and legal framework of health - Health system structure
Principles and values mentioned

Article 83 of the Constitution states that
health is a fundamental social right that
must be guaranteed by the State as part
Social State based on
of the right to life. To guarantee this right,
the rule of law and
Article 84 establishes the creation of a
justice, democratic and National Public Health System (SPNS), which
federal.
must be inter-sectoral, decentralized and
participatory, integrated to the social security
Constitution in force:
system and governed by the principles of
1999
gratuity, universality, integrality, equity, social
integration and solidarity.
Population:
28,883,000 inhabitants The Organic Health Law draft bill introduces
a new institutionality; establishes that the
Territory organized
SPNS is to be built under the stewardship of
in 23 states, a capital
the Ministry of Health; healthcare providers
district (Caracas,
and other public services are integrated into
seat of the National
this system; and a network of health services
Government), federal
is set up; services are organized by level of
dependences (more
care, where the first level of care is the gate
than 300 islands), 335 of entry into the health system.
municipalities and
1,123 parishes.
Principles and values

Country
VENEZUELA

Sanitary Surveillance: The Autonomous Health
Regulatory Board (SACS) is a service with budgetary
autonomy acting within the purview of the Ministry
of Health, and aimed at promoting and protecting the
health of the population. The central level of Sanitary
Surveillance is made up of the SACS, the Directorate
General of Food Hygiene, Materials, Equipment,
Facilities and Health Professionals, and the Directorate
General of Drugs, Medicines and Cosmetics. The
regional level has the same structure.

Epidemiological surveillance: The Directorate General
of Epidemiology, the technical body of the MPPS, is
in charge of stewarding the National Epidemiological
Surveillance System throughout the country, in
both public and private sectors. The structure of the
epidemiological surveillance system corresponds to
the public health organization levels and includes
a basic surveillance subsystem and a group of
specialized surveillance systems according to the
public health priority programs.

As healthcare provider, the Venezuelan State
guarantees: universal and equitable health promotion
to the entire population, disease and accident
prevention, timely, adequate and quality health
recovery and rehabilitation.

The responsibility of the State as health steward
and regulator is exercised through the MPPS, which
establishes functions relative to the design and
implementation of policies aimed at guaranteeing,
promoting and protecting public and collective health,
as well as the regulation and inspection of health,
epidemiological and environmental areas.

The Ministry of Health was created in 1936 as the
Ministry of Health and Social Insurance, and recently
changed its name to Ministry of the People's Power
for Health (MPPS).

Functions of the Ministry of the People's Power for
Health

Chart 2 – Health system in Venezuela: Summary – constitutional framework, structure and priorities of current policy
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PHC physician
training: In December
2011, the first class
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community physicians
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28,000 students now
receiving training.
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by making health
posts, doctors, eye
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Since 2000, the Venezuelan Institute of Social Security
(IVSS) has been delivering healthcare services to the
population needing them, integrating the SPNS.

The share of private insurance should not be
underestimated in the country, a percentage of
which corresponds to private insurance premiums
paid by state-owned entities, agencies and
companies providing their workers with this type
of coverage by virtue of collectively bargained
arrangements.

Under legal provisions and the Constitution, health
is conceived of as a right in the Bolivarian Republic
of Venezuela. Therefore, payment or co-payment
modalities do not exist in the SPNS and there is even
an express regulation guaranteeing free of charge
delivery and prohibiting charging for any health
service provided in public facilities.

As far as public spending on health, 61% corresponds
to the Ministry of People´s Power for Health, 21%
to the Health Fund of the Venezuelan Institute of
Social Security, and the remaining 18% to different
contributions to healthcare services and insurance
from different organizations of the national public
administration.

The framework of international agreements for the establishment of
drug manufacturing plants signed between Venezuela and countries
such as Cuba, China, Portugal and Colombia has allowed the
strengthening of national production capacities.

The Ministry of the People's Power for Health, together with
the Ministry of the People's Power for Science, Technology and
Intermediate Industries, identified strategic priority areas of research
in health to create mechanisms that facilitate the orientation of
financing facilities and development of research in those areas.

Several institutes, which are part of the structure of the MPPS,
develop research programs such as: Biomedicine Institute, Dr.
Arnoldo Garbaldón Institute of Higher Studies, Rafael Rangel
National Institute of Hygiene, Latin American Children Cardiology
Hospital, Simón Bolívar Amazon Center for Research and Control of
Tropical Diseases (CAICET).

To meet the needs of health professionals in two specific areas,
nursing and medicine, new strategies of comprehensive training
for these professionals oriented towards primary care based on
community care have been implemented.

The policies and strategies that guide teaching and research are
designed by the Directorate General of Research and Education of
the MPPS, that is aimed at the following: designing policies and
strategies oriented toward the programming and execution of
training plans and programs at the undergraduate, graduate and
permanent levels, as well as fostering and promoting scientific and
technological research oriented towards improving the population's
quality of life and guaranteeing the sustainability and efficiency of
the SPNS networks, according to the Endogenous Development Plan
at the local and regional levels.

in

Health services are organized through a stratified
network by level of complexity where all service
providers are coordinated under the principles of
reciprocity, complementarity, solidarity and equity.

Public funding of social programs and, hence, of
health, has considerably increased in recent years.
Apart from budget allocated resources, contributions
from extraordinary revenues in the oil industry have
been added.

The National Health Plan has adopted "Barrio Adentro"
as the strategy based on which the new institutionality
in health is to be built, ant the pillar of the National
Public Health System (SPNS), using a model of
comprehensive and continuous care with emphasis on
comprehensive, universal, free of charge, high-quality
outpatient care for families and the community.

Research and innovation in health
Health Systems

In 2003, the National Government invested about
3.4% of the Gross Domestic Product (GDP) in health;
this expenditure has significantly increased since
then. It is estimated that in some cases the increase
has reached almost 100%.

Funding

Social protection in health

Chart 3 – Health system in Venezuela: Summary – social protection, financing, research and innovation in health
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List Of Abbreviations And Acronyms
TRIPS — Trade-Related Aspects of Intellectual Property Rights
ASIC — Áreas de Salud Integral Comunitaria (Comprehensive Community Health Areas)
CDI — Centro de Diagnóstico Integral (Comprehensive Diagnosis Center)
CLPP — Consejo Local de Planificación Pública (Local Public Planning Council)
NFP — Centro Nacional de Enlace (National Focal Point)
CRBV — Constitución de la República Bolivariana de Venezuela (Constitution of the Bolivarian
Republic of Venezuela)
DPT — Diphtheria, Pertussis and Tetanus
INIA — Instituto Nacional de Investigaciones Agrícolas (National Institute of Agricultural
Research)
INSAI — Instituto Nacional de Salud Agrícola Integral (National Institute of Comprehensive
Agricultural Health)
Isags — Instituto Suramericano de Gobierno en Salud (South American Institute of Government
in Health)
MPPPD — Ministerio del Poder Popular para la Planificación y Desarrollo (Ministry of the
People's Power for Planning and Development)
MPPS — Ministerio del Poder Popular para la Salud (Ministry of the People's Power for Health)
WHO — World Health Organization
PAHO — Pan American Health Organization
PES — Plan Estratégico Social (Social Strategic Plan)
IHR — International Health Regulations
SPNS — Sistema Público Nacional de Salud (National Public Health System)
SACS — Servicio Autónomo de Contraloría Sanitaria (Autonomous Health Regulation Board)
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XIV. International Cooperation in the Building
of Universal Health Systems within Unasur:
Strengths and Weaknesses
Mariana Faria,
Sebastián Tobar and
Henri Jouval

South America, as well as other regions, is immersed in a globalizing

dynamics, understood as the internationalization of a model of production
and consumption, the intensification of capital circulation and workforce, the
dissemination of technologies and information, the increase of commercial flows
of goods and services and a growing interdependence1.

Even though globalization has different dimensions affecting trade and people
movement or migration, it is possible to affirm that the characteristic of this process
is the interconnectivity or greater proximity for the propagation of certain health
issues and common challenges.
Globalization modifies the nature of health needs, as well as the type of
appropriate interventions in order to meet them. Besides tackling local problems
related to their health systems, communities must face the international transfer
of health risks. That is why globalization poses challenges such as the need of
joining international efforts to reduce risks and taking advantage of public health
opportunities to guarantee the right to health2.
The control of risks and international damages exceeds, in many cases, the
capacity of national governments to protect their populations. The new threats
are apparent not only through contagious infectious diseases, but also through the
spread of either unhealthy lifestyles or those that involve risky behaviours. Also, there
is the economic pressure for the incorporation of new products in health systems as
a consequence of the innovation of the health productive complex.
As a result, it is undeniable that some of the new public health challenges
require international responses due to the awareness of the existence of health
problems that go beyond borders and that also there are national and local barriers
to solving certain public health problems.

International Cooperation in the Building of Universal Health Systems within Unasur:
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Thus, as a response, it is considered that the regional or subregional level
presents key opportunities to face many of the current health challenges. In this
direction, general and health integration processes are consolidating throughout
the region: The Caribbean, the Andean Region and Mercosur. In the Americas
region, there are almost thirty agreements of economic and political integration
with different levels of development.
In this context of greater interdependence of countries, health needs have
changed, as well as the type of necessary interventions to meet them. It is important
to address the new current challenges, such as:
• Global environmental changes;
• Population movements;
• Standard trade and the trade of harmful legal (tobacco and alcohol) and illegal
(drugs) products;
• Health problems that go beyond the borders of a country; and
• Dissemination of medical technologies.

South American Integration
of Unasur

and

Cooperation: The Creation

The global geopolitics, known as regionalism, that expanded since the fall
of the Soviet Union in the 1990s, fostered the globalization and regionalization
processes.
In that decade, the concept of a merely economic-commercial integration
prevailed, such as the Southern Common Market or Mercosur. The idea of making
progress on the Free Trade Area of the Americas (FTAA) or the signing of the Free
Trade Agreement (FTA) was also being discussed.
The creation of Unasur arises in this reconfiguration of the new global
geopolitics, but the expected integration is based on different objectives. According
to its constitutive treaty, Unasur's objective is to build both a South American
identity and citizen participation, and to develop a space of integration and union
in the following fields: cultural, social, economic, political, environmental, energy
and infrastructure.
Through the creation of Unasur, the idea of rescuing a dimension of integration
more related to the social, cultural, ideological and political scope is considered.
As Marchiori Buss and Tobar (2009) pointed out, the regional treatment does
not replace but rather complements and strengthens national capacities. The
added value of the regional approach is more obvious when problems to be dealt
with require regionally harmonized and coordinated solutions (in the political,
technical and financial fields), when the horizontal cooperation among countries
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can improve the way to address problems and when the exchange of good practices,
developed by other countries, can provide support to the solution of problems.
The model for the South American integration was based on the Final Report
of the Strategic Commission for Reflection on the South American Integration
Process, in December 2006. The principles defined in this model are the following:
• Solidarity and cooperation for a greater regional equality;
• Sovereignty and respect to the territorial integrity and the self-determination of
peoples;
• Peace and pacific conflict resolution;
•D
 emocracy and pluralism to prevent dictatorships and the lack of respect for
human rights;
• Universality, interdependence and indivisibility of human rights;
• Sustainable development.

The conclusions of the Final Report of the Strategic Commission for
Reflection on the South American Integration Process include the strong
possibilities opened in the cooperation area in matters of infrastructure, energy,
industrial and agricultural complementation, environment, poverty eradication
and social exclusion and the funding sources for development, security, education,
culture, science and technology. Moreover, it was highlighted that these forms of
cooperation required integrated institutional solutions.
The Unasur, whose constitutive treaty was passed in May 2008, is organized in
different councils, made up of Presidents, Ministers of Foreign Affairs, National
Delegates and Sectoral Councils that address specific issues , and a General
Secretariat and a Pro Tempore Presidency .
4

5
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Health Integration And Cooperation: South American Health
Council
The process of regionalization-globalization promoted strong economic,
political, social, technological and cultural changes that also extended to the
international cooperation, establishing a new paradigm, known as Monterrey
Consensus, result of the International Conference on Financing for Development,
that took place in Mexico, 2002.
Such changes were also reflected on health cooperation. Perhaps the most
powerful impact has been the declination of the importance of funding through
multilateralism and, consequently, the role of the global sanitary authority and
stewardship, undertaken by the World Health Organization.
In this context, the strategy of regional integration would be a great opportunity
for the public health field and although the responsibility for health is mainly
national, the key health factors and the means to fulfill that responsibility are
more and more global. Health regional integration could result in benefits for all,
through the joint efforts among countries.
Unasur understood that the best way to enhance and coordinate efforts that
were already being undertaken in the region would be through the creation of
intergovernmental Sectoral Councils, made up of Ministers of the member states
from the integration areas of corresponding sectors.
The South American Health Council (CSS) was created in December, 2009.
Its purpose is to build a space of health integration, guiding the efforts and scopes
of other mechanisms of regional integration for the promotion of common policies
and coordinated activities among the Unasur member states.
The main purposes of the Council include the following:
• Strengthening of the Union, promoting common policies, coordinated activities
and cooperation among countries.
• Identifying social determinants critical to health and promoting inter-sectoral
policies and actions, such as: food safety, healthy environment and climate
change, among others.
• Promoting the coordinated and supportive response in the presence
of emergencies and catastrophes.
• Promoting research and development and innovation in health.
• Making progress in the standard harmonization and homologation process.
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The South American Health Council is made up of the Pro Tempore Presidency
and its Technical Secretariat, the Ministers Council, the Coordination Committee, the
Technical Groups, the Networks and the South American Institute of Government in
Health (Isags).
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Figure 2 – Structure of the South American Health Council
In April 2010, the South American Health Council (CSS) passed its
Quinquennial Plan (2010-2015), presenting the work areas prioritized by the
Ministers of Health of the Unasur member states. These areas became the five
Technical Groups of the CSS, and the creation of the South American Institute of
Government in Health (Isags) was established as one of the results from the Health
Council during the implementation of this plan.

The Unasur health cooperation must be understood and organized to solve
common problems of the Bloc, defined in regional agendas negotiated to a greater
extent on political logics, instead of technique. In other words, the South American
Health Council cannot become an instance of cooperation to complement the
deficiencies of national and local internal agendas of each country.
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The scope of the main purpose, that is using the potential of the health sector
with a strategic sense for Unasur, needs the urgent definition of political criteria
for the selection of initiatives.
That is why it is important to pay special attention to the following issues:
1. What is the role of the Ministries of Health in international relations? What are the real
specificities of health in foreign policy? How can we strengthen the national coherence in the
health sector in relation to the undersigned international agreements?
It cannot be ignored the fact that in the health field, projects are still being
assessed mainly through their technical, sectoral and institutional relevance. It is
also a fact that the prioritization of health cooperation actions in the government
spheres is more focused on local agendas than in regional and international
priorities.
2. How can we align health in the regionalization, globalization and development flows
encouraged by the countries?

It is critical to take into account that the health sector is already considered as
an important driving force of international trade and health security, and that this
dynamics, in essence, does not depend on Ministries of Health.
3. Is it possible to establish strategic alliances for health in countries without the coordinated
action of other institutions?

It is worth mentioning the entropic tendency of the health sector and the poor
tradition of coordinated intersectoral action.
4. What is the stance of countries regarding fundraising and mobilization of resources
for the health sector? Is the emphasis placed on the donor or the recipient? What are the
countries or the regions with which it is important to strengthen bonds? What are the health
problems for which it is important to establish alliances?

Certainly, when the profile of health cooperation demand by South American
countries is analyzed, it is clear that it reflects the need to redirect Unasur
cooperation to a regional level. It does not make sense to continue doing the same.
In short, it seems advisable to highlight that the agendas to improve the
responses of countries to the regional and global commitment are not still clear.
The lack of definition of these guidelines underscores the importance of the
doctrinaire, political and institutional structure of regional health and to rethink
new models of cooperation.
In turn, the development of these new profiles of Unasur regional cooperation
will imply the expansion and systematization of knowledge, mainly in the following
issues:

International Cooperation in the Building of Universal Health Systems within Unasur:
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1. Setting up international alliances to promote the incorporation of external key
factors to the health sector:
• Incorporating the policy and practice of previous evaluation of effects on health
in development projects.
• Promoting policies and multi-sectoral projects that consider social determinants
of health.
• Establishing international alliances that allow introducing elements of regulation and
social protection.
• Stimulating citizenship participation, regarding its rights and duties.
• Promoting the enforcement of tax policies that value health.
• Developing health policies with tax implications.
• Expanding the protection of environmental risks through the strengthening of
promotion and regulation policies.
2. Strengthening technological development and innovation undertakings in the
health sector:
• Expanding the country incorporation in the globalization flow.
• Reducing dependence.
3. Developing the health "international stewardship."
• Advocating health as an element of international relations strengthening, by
being a consensus field of human rights.
• Exercising the implementation of international cooperation health policies.
• Strengthening the international regulation on health, related to goods and
services, biotechnology, organs and tissues, environmental health and foreign
policy.
• Stimulating the collection, standardization, analysis and evaluation of
international information on health.
• Structuring the follow-up of international health commitments.
• Strengthening the regional presence in international health forums and systems.
• Structuring the relationship with international cooperation agencies and third
parties.

It is important to acknowledge that, although incipient, some of these
guidelines are already being developed by the South American Health Council,
but the consolidation will necessarily take place in the long run.
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AND WEAKNESSES: ANALYZING THE RESULTS

The Isags Guide to direct the critical analysis of health systems in South
America that guided the analytical description of health systems of countries in the
region included, as one of its dimensions, cooperation in health. It was requested
that strengths and weaknesses of each dimension of health systems included in
the Guide should be described, indicating the needs of technical support and the
likelihoods of cooperation offer.
It must be highlighted that countries were concerned about responding to
the motivated issue, which leads immediately to the first important thought: The
effort undertaken also took into account the level of critical appraisal, without
only focusing on the descriptive component.
The analysis of the twelve chapters about Health Systems of Unasur member
states indicates that the current priorities of health policies mentioned by the
Ministers of Health though numerous share common characteristics.
The priorities of the Ministers of Health can be divided into two types: those
related to political-organizational issues such as eliminating social exclusion,
improving access and quality, strengthening decentralization and participation,
promoting universal coverage with models of comprehensive care and the
development of primary care networks and taking action on social determinants
of health; and the priorities more focused on actual care, aimed at taking care of
certain types of diseases and improving coverage.
The systematization of the most outstanding aspects from the country
presentations provided in this book, and the conclusions from the debates during
the Workshop on Health Systems, organized by Isags in July 2011, allow to develop
a summary of strengths and weaknesses of health systems in South America, as
shown below.
Strengths
• The first component highlighted by the South American countries and that
becomes the more relevant strength, is the fact that health is a human and social
right that must be guaranteed by the State. From that perspective, it is significant
the presence of governments, social movements and organizations that make the
advocacy of the Right to Health a priority.
• The second strength is related to the sound presence of the concept of universality
as a fundamental characteristic that health systems should have, in contrast to the
current segmented and fragmented nature. Likewise, the clear understanding of
the complementarity among the concepts of universality, integrality and equity is
also observed, as well as the great challenge that this poses to health systems.

International Cooperation in the Building of Universal Health Systems within Unasur:
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• Another strength is the importance granted to the social determination of health
and disease, which poses the challenge to policies and health systems to face social
determinants and intersectorality.
• It is remarkable the introduction of new concepts and approaches that
strengthen health systems, particularly the concepts of interculturality and social
participation, as elements that must be present in health systems that strive for
integrality and equity.
• Furthermore, there is an increasing awareness regarding the relationship between
health and economy, which makes health systems very important economic
actors and introduces the concepts of Industrial Complex of Health and Political
Economy of Health as fundamental categories to consider in health policies.
• The importance of health in the international scenario, the awareness of health as
a key factor to integral development and the role of regional agencies, like Unasur,
in the development of new modalities of cooperation and the creation of health
sovereignty are also considered strengths.

Weaknesses
• The first weakness is the predominance of fragmented and segmented health
systems that cause an enormous scattering of efforts and resources, leaving
large groups of population without access to healthcare. Fragmentation is to be
overcome through proposals of universality that, in spite of being a priority, they
have many difficulties and poor funding to be carried forward. Moreover, there
are still significant geographic, cultural, economic or administrative barriers that
hinder or render access to services difficult, making social health exclusion an
ongoing characteristic in our countries.
• A vision based on disease care is still predominant in health policies and the
organization of systems. In spite of the fact that the theory of integrality and
intersectorality is assumed, the practice is still very medicalized.
• One of the most relevant weaknesses is funding. Investment in health in our
countries is generally below the minimum recommended standards. The
subfunding of health systems coexists with significant levels of inefficiency,
inadequate tax collection systems and insufficient and regressive tax burden.
The tendency to no longer have co-payments in place in public services is a step
forward, thereby removing financial barriers to healthcare access. A key issue is
to improve the exchange of ideas between Health Ministers and their peers in
Economy and the need to count with political support and sound grounds to
justify the increase of investment in health and to provide financial sustainability
to universal health systems.
• Another undeniable weakness of Health Ministers is related to their regulating
role and, in particular, to their approach to the incorporation and rational use of
supplies and technologies. Investments in health technologies are insufficient and
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disorganized, having a negative impact on high costs, unnecessary use and gaps
in health care. This technological development has created strong bonds of the
health sector with the productive and commercial sector, increasing the economic
importance of the health sector. Evaluation becomes a priority that perhaps can
only be addressed with regional integration criteria, to guarantee universal access to
technologies and drugs with a good cost-benefit ratio.
• The fragility and instability of health policies and high levels of senior staff rotation
in the public sector are also key issues. It is worth remembering that Health
Ministers turnover is very high, reaching a lower annual average in the region,
and it is usual that, taking into account the lack of health policies considered
as State policies, every new administration experiences great instability and low
continuity.
• Another common element is related to the health workforce. Whilst the current
quantity of quality of workforce supply do not meet the health system needs,
significant geographic gaps by specialties and professions can also be observed.
There are problems of professional training, recruitment and compliance to
public health systems, particularly among physicians, apart from the tendency
to specialization at the expense of the large number of professionals required in
the first level of care. Undoubtedly, improving the relationship between ministers
of health, ministers of education, universities and other institutions in charge of
professional training could improve human resources training focused on health
needs and different cultures.
• As a result of these weaknesses, the dissatisfaction of the population with services
and the difficulty of health systems to meet their needs and demands are also
important aspects to consider.

Reflections
Health

as a

Conclusion: Building Universal Systems Of

An essential concept of cooperation is that the final result enables a mutual
benefit for the involved parties. The concepts and experiences of the other party
must be enhanced in such a way to result in best knowledge and practices about a
common problem.
This textbook gathers the description of the current state and tendencies of
the Health Systems of the twelve countries of the Unasur between 2011 and 2012.
However, the perspective that there is a common denominator in the health
systems of the Unasur countries cannot be ignored. In the second half of the 1980s,
almost every country fostered reforming programs in the health sector with
heterogeneous conceptions, whose lines of work were implemented in different
levels. Neither of them reached universality nor cost reduction.
The peculiar contribution of this textbook was the participative methodology
of elaboration that stimulated the description of the countries health systems,
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according to their own view, with critical, non-academic, unbiased and noncomparative sense. Above all, the aim was to look for a group of useful approaches
that could be helpful to other national and regional contexts, external actors and
other Unasur Sectoral Councils.
The attempt to collect and organize the strengths and weaknesses allowed to
identify subject areas depicted as priorities in the conclusions of the Workshop. To
facilitate the analysis, the projections are hereby gathered by subject areas:
• Health and safety: epidemiological, public health and environmental
surveillance;
• Health and development: public policies, social determinants of health, primary
health care systems, medical-hospital care, health economics and funding,
education, reporting, information;
• Health and trade: industrial complex of health , regulation of supplies, products,
technologies and healthcare services;
6

• Health and human rights: the right to health, social participation and
interculturality.

Firstly, that wide range of issues can be indefinite, but they are really revealing
the need to redefine directions, promote consensus and modify paradigms. For
most of them, the control goes beyond the borders of a single country; that is to
say, they are in the international field.
On the other hand, they are approaching to the Unasur Health agenda. For
the purpose of the analysis, it is worth to review the guidelines already prioritized
by the South American Health Council, when it developed the chapter of the
Quinquennial Plan (2010-2015) of Health Systems.
The main political objective proposed was to reach universal systems, acknowledging
the right to health and the inclusive approach, with the following recommendations:
• Review national legislations regarding the right to health.
• Promote the creation of integrated networks of healthcare services, based on the
strategy of primary health care (PHC).
• Ensure service funding mechanisms by means of insurance do not turn out
healthcare access barriers.
• Strengthen the reciprocity and complementation in the provision of healthcare
services in border areas.
• Strengthen the stewardship role of national health authorities in the perspective
of universal systems building.
• Guarantee the democratization of health systems, through citizenship
participation in the decision-making process.
• Monitor the progress of citizenship participation.
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It seems clear that, in spite of its specificity, there are no qualitative divergences
of magnitude among the official agendas related to the questionnaire sent to the
countries. Undoubtedly, this correspondence reflects a strong political, institutional
and technical coherence in the health field of the Unasur.
The challenges of health systems are even more meaningful and they are
discussed at the end of Chapter 1 of this textbook in the shape of a clear summary
of the main tendencies and limitations that health systems of the Unasur have. In
political terms, all the health systems in South America tend to:
• Organize values in order of importance and guarantee health as a social and
human right;
• Seek universality and the improvement of social protection networks;
• Strengthen the role of the State;
• Develop coordinated intersectoral policies;
• Apply non-regressive tax measures considering equity;
• Solve health sector subfunding;
• Expand and harmonize supplies and services regulation policies
In order to comply with these ambitious guidelines, the need to strengthen the
governance capacity of the health sector of member states is obvious. This statement
has implications for the design of the programmatic profile of the cooperation in health
of the Unasur. In this case, the governance capacity must be understood, particularly,
as the accumulation and conquest of political, economic and technological viability
for the achievement of those purposes.
The cooperation needs to become consolidated in the formulation of thinking
and strategic plans which means to study issues such as universality, rights,
accessibility and free of charge, among others.
Furthermore, applied research and the training of strategic human resources,
capable of leading and holding discussions about the development of public health
policies, must be encouraged.
For that purpose, the cooperation should be structured to identify and suggest
alternatives that contribute to overcoming issues that are usually considered as
"external" to the health sector and generally overlooked in the sectoral agendas.
The most relevant aspect will be to add sound argumentation and mobilize
alliances about the items in which the development of those policies is intended to
influence, whose scope is beyond the improvement of the country shortages in aspects
of technical and administrative leadership and the training of human resources in
management. Meeting the demands of the health sector and of individual countries
individually is not its main role either.

International Cooperation in the Building of Universal Health Systems within Unasur:
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The relationships and mediations of the economic and social determinants
of health should be evaluated. They are more comprehensive studies that try
to understand how to modify the conditions of the standard of living of large
population groups and influence the state of health at a global level.
Health systems should be investigated within a broader context, driven by the
relationship between economy and health, such as market dynamics, productive
restructuring, technological transition, social protection, work processes, regulation
capacity, social communication and information systems, that are waiting for the
production and the dissemination of a new corpus of knowledge.
The question would be: How is this desire or willingness of the member states
to be part of a broader community translated into healthcare?
Our response is that it is achieved through the creation of a political community,
with shared problems, values and interests. Beyond the traditional ways of
cooperation, the common public policies among the Unasur countries should be
a means of jointly promoting policies for key issues and challenges to guarantee the
universal right to health.
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Notes
1

The document "Globalization and Health" of the Pan American Health Organization
analyzes the impacts of globalization and the opportunities and risks it represents to
improve the health of population in the Americas. Refer to: http://www.paho.org/
spanish/gov/ ce/ce132-15-s.pdf

2

Marchiori Buss, P. and Tobar, S. (2009) analyze the impacts of globalization on health
and propose that many of the current challenges require public health diplomacy, not
limited to external services, but including a wide range of different contexts and topics.
See Revista Reseñas y Debates, No. 64. Year 7. April 2011. Buenos Aires, Argentina.

3

We understand integration as a progressive and dynamic process. The word integration
comes from the Latin, integratio-onis, and according to the Dictionary of the Royal Spanish
Academy, it means the action and effect of integrating or becoming integrated, constituting
a whole, joining a group to be part of it. The integration could lead to the connection,
coherence and some kind of link among the parties, implying the overcoming of borders
or the enhancement of physical connections.

4

The South American Health Council was created together with the Council of Defense, in
the Extraordinary Summit of Unasul, in December 2008, in Costa do Sauípe, Bahia. Refer
to: Unasul/ Consejo de Salud Suramericano. Agreement No. 01/09, on 21/04/2009.
Constitution of the South American Health Council. Unasur HEALTH. http://www.
ocai.cl

5

The Pro Tempore Presidency, according to the Constitutive Treaty, will be in charge of
each member state, in alphabetical order, successively by annual periods.

6

The notion of the Industrial Complex of Health is an attempt to provide a theoretical
framework that allows to articulate public health logics and economic development. In this
sense, this complex includes the drugs, medicines and diagnostic supplies manufacturing
institutions or industries, institutions that sell health products, healthcare services, as
well as training and research and development and the workforce in health. The concept
understands health as a right of citizens and a place for the development and strategic
innovation in the society of knowledge (See Gabois Gadelha, 2006:40).

ISAGS Guide to Direct the Critical Analysis
of Health Systems in South America

T

his guide was developed by Isags to facilitate the work of the ministries of
health to draft the presentations and documents describing their health system
in preparation for the Workshop: "Health Systems in South America: challenges
to achieve universality, integrality and equity" held in Rio de Janeiro, in July 2011.
The purpose of the workshop was: to promote the exchange of information
and to stimulate a systematic reflection about health systems in South America,
in the light of universality, integrality and equity, identifying strengths and
weaknesses, that will allow Isags to develop lines of cooperation and work.
Chart 1 – ISAGS guide to direct the critical analysis of health systems in South
America
Dimensions to analyze

Orienting questions

1. Social Rights and Health

Constitutional and Legal Framework
Principles and Values

Social Participation

What does the constitutional and legal framework formulate about
health? Does the Constitution define the principles and values of the
Health System?
Is there a General/Organic Law of Health? What year was it enacted?
What is its scope? (Central sphere, local sphere, other actors). What
are the State responsibilities as steward, regulator and provider?
How is social participation formulated? Are there formal instances of
participation? At what levels of government?
What are the ways and how does social participation in health occur
in macro, meso and microlevels?
Are there instruments to listen to the information, claims,
suggestions, denunciations from the population and systematic
monitoring of satisfaction?

2. Health System Structure and Organization

Political and Administrative Model of
the Country

How is the country politically organized? Is it federal? Unitary?
How many levels/spheres of government are there? What are the
functions and attributions of the government spheres involved in
health, in particular with respect to local governments?
What are the favourable and unfavourable elements in the general
administration of the State for health governance?
Does decentralization improve or complicate governance?
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Chart 1 – ISAGS guide to direct the critical analysis of health systems in South
America (cont.)
Dimensions to analyze
Health system components
Public/collective health
- Promotion
- Prevention
- Health surveillance
Individual care
- Promotion and prevention
- Care of disease including
rehabilitation and palliative care
Model of care
- Levels of care and the role of
primary care
- Networks and criteria to build them
- Territorial administration, referral
and counter-referral

Provision of healthcare services
- First level of care
- Specialized care
- Hospital care

Involvement of the private sector
and other forms of organization of
the healthcare offer (cooperatives,
public companies, outsourcing, etc.)
Evaluation of the healthcare system
performance and quality of provided
services

Orienting questions
What is the structure of the health system (subsectors)?
What are the institutions that are part of the health system?
What institutions are responsible and how is public/collective health
organized?
What are the health promotion policies in place?
What institutions are responsible for individual care and how is it
organized?
Are healthcare levels and networks defined? On what criteria are
they built: territorial, functional, etc.?
What is the role of primary care?
What is the door of entry to the system? Does the population join
the system?
Are there any specific health objectives related to the territory of
reference? How are national plans and projects articulated with
the specific needs and demands of the individuals who joined the
system?
Who provides the first level of care? (government sphere in charge,
public/private providers, types of health units)
Who provides specialized care? (government sphere in charge/
public/private providers/types of health units)
Who provides and regulates the offer of services and the technology
of higher complexity? (government sphere in charge/public or private
providers)
Who provides hospital healthcare services? (government sphere in
charge/public or private providers)
What are the significance and the role of the private sector in the
provision of health services?
Does the health system have other forms of organizing the
healthcare offer such as cooperatives, public companies, outsourcing,
etc.?
What criteria are used to include these types of organization?
What are the strategies deployed and the methodologies
implemented for the evaluation of the health system performance
and quality of provided care?

3. Universality, Integrality and Equity
Models for the population coverage:
public, universal system, social
insurance, individual or collective
private insurance

Describe how the population coverage of the health system is
structured.
What is the model for population coverage: universal public system
(unified system), social security or private insurance schemes? Is the
universal health system based on social security or on a public system?
Which and how many types of insurance schemes are there? What
are the strategies for universality? Are the strategies for universality
organized on the basis of subsidies to the supply or to the demand?
Are there any excluded population groups?

Service coverage: comprehensive,
basic plans, explicit guarantees

Is coverage comprehensive?
Does the covered population have access to all the services?
What are the main barriers to access?

Gaps between the population
coverage and coverage of services

Have all the access and coverage gaps been identified? Are there
population groups with greater difficulty to access services?
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Chart 1 – ISAGS guide to direct the critical analysis of health systems in South
America (cont.)
Dimensions to analyze

Orienting questions

Equity gaps in health condition;
gender, ethnic group, life cycles,
gaps in the access to services and
opportunities for the disabled

What significant gaps are there in terms of the health status of the
population?
Do information systems allow the detection of equity gaps in health?
What are the most significant equity gaps related to gender, cultures
and life cycles?
What are the most affected population groups? What actions have
been adopted?
Are there any explicit policies for healthcare and social inclusion for
people with disabilities?

Evaluation of equity and access to
healthcare services

What strategies have been developed and what methodologies have
been implemented for the evaluation of equity and the access to
healthcare services?

4. Models of Financing
Public funding
- National, provincial/departmental,
municipal
- General taxes
- Contributions to social security

What are the sources of public funding?
What is the participation of the national and subnational spheres in
public funding?
Are there co-participation standards in place for health expenditure
in subnational spheres?
What is the financial contribution of subnational levels?

Private funding
- Premiums to private insurance
plans
- Out-of-pocket

What are the sources of private funding?

Expenditure on health
- Expenditure on health in relation
to the GDP
- Public/private spending
- Users contributions
(copayments)

Allocation criteria and payment
models

What is the national expenditure on health in relation to the GDP?
What is the composition of public health spending (taxes and social
security) and of private spending (insurance premiums/prepaid
medicine and out-of-pocket)?
Are there co-payments in the public system?
How important is private health insurance?
Are there any innovative proposals to increase financing of the health
sector, for example specific taxation?
What are the criteria to assign resources and transfer funds to
subnational levels per item of expenditure/service sector (primary
care, specialized care, hospital care)?
What are the payment models to hospitals and outpatient care providers?

5. Macromanagement
Stewardship

Formulation of health policies and
plans

Attributions of government spheres
and interinstitutional coordination

What are the responsibilities of the Ministry of Health?
Are there national health policies or plans? Do these policies or plans
define specific goals? Are the people in charge for reaching these
goals identified?
Who are the actors involved in the formulation of health policies and
plans?
Describe the methodologies used to regulate and plan the healthcare
offer.
What are the attributions of government spheres in the formulation
of health policies and plans?
Are there any monitoring/evaluation systems in place to follow the
compliance and impact of policies and plans?
Are there any intergovernmental/interterritorial coordination
mechanisms in place? Who is in charge of appointing participants?
What is their competence? How often do they meet? Are there any
accountability mechanisms in place?
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Chart 1 – ISAGS guide to direct the critical analysis of health systems in South
America (cont.)
Dimensions to analyze
Service and network management
models

Service regulation and private
insurance schemes

Orienting questions
What are the management models of health organizations and
networks?
What are the levels of autonomy of healthcare services for personnel
hiring, budgeting and procurement?
What are the main gaps or failures in the regulation of the healthcare
provision market?
How is the healthcare regulation?
How are private health insurance companies regulated?

6. Health Surveillance

International Health Regulations
(IHR)

Epidemiological surveillance

Health surveillance

Environmental surveillance in health

How far has the implementation of the International Health
Regulations (IHRs) advanced in the country?
Has a national plan been developed to strengthen basic capacities in
compliance with the IHRs?
How is the diagnostic laboratory network organized for health
surveillance?
What is the existing structure for health surveillance of products and
services in case of emergencies of public health interest (epidemics,
natural disasters, accidents, etc.)?
Is there a specific unit or department for the international
involvement and participation of the health authority?
How is the epidemiological surveillance structured including warning
and response systems?
Does the country have a surveillance system of the main risk factors
of chronic, non-communicable diseases, smoking, alcohol abuse,
sedentary life style and non-healthy food intake?
Are there any specific policies to regulate health related advertising
practices?
How is health surveillance structured and what functions does it
involve?
Is there a health surveillance agency?
How is surveillance structured in international entry points (airports,
seaports and land borders)?
What is the legal framework of health surveillance?
Are there specific health regulation policies to support the decisionmaking process for the incorporation of new technologies and
procurement of strategic products or supplies?
How is laboratory support organized for health surveillance (premarket and post-market)?
How is the health surveillance of products (imports) structured in
international entry points (airports, seaports and land borders)? Are
there defined criteria for the reporting of health risks (prevention
and promotion) as part of the regulatory action on health
surveillance (for instance; products safety, including food, the fight
against hypertension, cholesterol and obesity, among others)?
How is the system structured and what functions does environmental
surveillance in health include?
How is the system organized to mitigate the risk of natural disasters?

7. Health Workforce
Gap between health needs and
personnel offer (university careers,
technical and ancillary support level)
- Geographical distribution and per
specialty

Does the current number and quality of the workforce offer meet the
health system needs?
What are the geographical gaps and specialty gaps in terms of
workforce offer?
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Chart 1 – ISAGS guide to direct the critical analysis of health systems in South
America (cont.)
Dimensions to analyze

Orienting questions

Changes and innovation strategies in
training and continuous education

Have changes been made to the training of health workers?
Are there institutional mechanisms of coordination in place
between the education/training institutions and the health system/
authorities?
Are there institutions owned by the Ministry of Health to train
workers of the health system?
Are there continuous education programs for the health workforce?
Have there been any innovative and successful education
experiences?

Management and administration
model for the health workforce
–type of contracts, contracting
modalities and payment system

What are the management models of the workforce? Under what
contracting modality are health workers hired and how are they
paid?
Is there a formal training plan on health? If so, is the plan being
updated?

Regulation of training and
professions

Who is in charge of regulating health training?
Are there national reference frameworks for the training of health
workers?
How does the Ministry of Health participate in training regulation?
How are professions regulated?
How important is the private sector in training and how is it
regulated?
What strategies are there in place for the training of health technical
personnel?
What institutions are responsible for providing training in public
health to the workforce?

Health workforce migration

Are there any problems of health workforce migration?

8. Action upon Social Determinants of Health
- Consistency between policies and
action on social determinants
- Intersectoral coordination strategies
- Experiences developed and lessons
learnt

Are there public policies and/or institutional arrangements that
articulate social, economic and health policies?
Are there any mechanisms of intergovernmental coordination of
social policies?
What are the main national initiatives of action upon social
determinants?
What are the strengths and weaknesses of national initiatives of
action upon social determinants?

Scope of the Millennium
Development Goals

What national initiatives have enabled to progress in meeting
Millennium Development Goals?

9. Strategic Inputs to Healthcare

Specific policies for patents, generics,
research and innovation, price
regulation

Is there any initiative to approach health needs to local production
capacity?
Does the country apply the principles of the TRIPS Agreement in
health supplies policies?
What restrictions are included in international agreements and trade
treaties in terms of the availability and cost of health technology and
supplies?

Strategies to access vaccines,
essential and high cost drugs

Are there national policies to overcome barriers to have access to
drugs and other strategic medical supplies (public supply, policy
on generics, price policy, economic regulation including tariffs and
duties, parallel imports, compulsory licensing, etc.)?
Are there national policies to guarantee the access to essential and
high cost drugs?
How are prices of health supplies managed?
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Chart 1 – ISAGS guide to direct the critical analysis of health systems in South
America (cont.)
Dimensions to analyze

Orienting questions

National production capacities: stateowned and private
- Dependence on foreign supply,
trade balance

Does the country have installed capacity for national production of
drugs and vaccines? Which? How significant is the import of drugs?

Evaluation, adoption and rational
use of new technologies

How are decisions made to incorporate new health technologies?

Use of communication and
information technology (CIT) in
system management and healthcare
(Telehealth)

What are the strategies for the use of communication and
information technology in the management of the health system?
What are the strategies for the use of communication and
information technology in the improvement of healthcare quality?
What is the number and proportion of health units with access to
Telehealth?

10. Research and Innovation in Health
National policies of research in
health

National institutes of health
Gaps between research and system
needs

Are there policies and programs for health related research and
development? Who is in charge of formulating such policies and who
implements them? What is the role of the Ministry of Health in the
definition of the agenda, setting up of priorities and funding?
Who are the actors who develop projects of research in health?
Is there a national institute of health? In what areas does it act?
What functions does it perform? What is its role in research?
What is its relationship with sites and networks of research in health?
Are research needs and gaps identified? Are there any actions taken
to solve them?

11. Cooperation
Needs of technical support

Demand for technical support to overcome identified weaknesses

Possibilities of technical cooperation
and potential expertise

Possibilities of technical support offer derived from its strengths

We wish to express our appreciation to the representatives of the Ministries
of Health of South America; to Ana Paula Jucá, André Gemal, Eduardo Hage,
Federico Tobar and Patricia Oliveira for their collaboration in the drafting and
review of this Guide.
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