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Universal Health Coverage Assessment: Bolivia

2 The data quoted in this section derive from the 2012 data in the World Health Organisation’s Global Health Expenditure Database (http://apps.who.int/nha/database/
Home/Index/en). Comparisons with other countries are based on figures expressed in terms of purchasing power parity. The country’s income category is determined from 
the World Bank’s classification for the same year (http://data.worldbank.org/about/country-and-lending-groups).
3 Different countries use the terms ‘national health insurance,’ ‘social health insurance’ and ‘social security’ differently to describe different types of mandatory health 
insurance. In each country assessment in this series, the term applied is the one commonly in use in the country in question. As explained later in this document, Bolivia has 
both social security and public health insurance, although only the former is mandatory (for formal sector employees) and neither has extensive coverage.

Table 1: National Health Accounts indicators of health care expenditure and sources of finance in 
Bolivia (2012)

Indicators of the level of health care expenditure

1.   Total expenditure on health as % of GDP 5.8%

2.   General government expenditure on health as % of GDP 4.1%

3.   General government expenditure on health as % of total government expenditure 9.5%

4a. Per capita government expenditure on health at average exchange rate (US$) 106.7

4b. Per capita government expenditure on health (PPP $) 218.6

Indicators of the source of funds for health care

5.   General government expenditure on health as % of total expenditure on health* 71.8%

6.   Private expenditure on health as % of total expenditure on health 28.2%

7.   External resources for health as % of total expenditure on health** 3.8%

8.   Out-of-pocket expenditure on health as % of total expenditure on health 23.2%

9.   Out-of-pocket expenditure on health as % of GDP 1.3%

10. Private prepaid plans on health as % of total expenditure on health 4.4%

Notes:
* This includes social security and public health insurance.
** Some external resources flow through government, and some through private intermediaries.
Source: Data drawn from World Health Organisation’s Global Health Expenditure Database (http://apps.who.int/nha/database/Key_Indicators/Index/en)

Introduction
This document provides a preliminary assessment of the 
Bolivian health system relative to the goal of universal 
health coverage, with a particular focus on the financing 
system and related aspects of provision.

In the 2010 World Health Report, universal health coverage 
is defined as providing everyone in a country with financial 
protection from the costs of using health care and ensuring 
access to the health services they need (World Health 
Organisation 2010). These services should be of sufficient 
quality to be effective.

Bolivia has made important progress on some aspects of 
universal coverage: it has consistently increased funding for 
health care, enabling the creation of larger pools of funds; 
it has implemented and expanded large-scale public health 
insurance programmes to cover vulnerable populations; 
and, more recently, it has designed programmes to 
overcome non-financial barriers to accessing essential 
health services.   

This document details some of these steps towards universal 
coverage in Bolivia. It presents data that provide insights 
into the extent of financial protection and equitable access 
to needed health services, and reflects on some of the 
challenges that lie ahead. 

Key health care expenditure 
indicators
This section examines overall levels of health expenditure in 
Bolivia and identifies the main sources of health financing 
(Table 1). As the Table shows, in 2012 total health 
expenditure accounted for 5.8% of the country’s Gross 
Domestic Product (GDP), an amount that was considerably 
higher than the average of 4.5% for other low-income 
countries but still lower than the global average of 9.2%. 

Public allocations to fund the health sector (including 
social security and public health insurance) stood at 
about 9.5% of total government expenditure, which was 
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higher than the average of 8.5% for other lower-middle-
income countries. However, it was well below the 15% 
target set by the Organisation for African Unity’s 2001 
Abuja Declaration: this target is coincidentally the same 
as the global average for 2012. Nonetheless, per capita 
government expenditure on health was around $219 (in 
terms of purchasing power parity), vastly higher than the 
lower-middle-income country average of $67.

In fact, government health expenditure translated into as 
much as 4.1% of GDP. This was much higher than the 
lower-middle-income country average for that year (which 
was 1.7%), although somewhat lower than the global 
average of 5.3%.

As would have been expected from high levels of 
government expenditure, out-of-pocket payments were 
relatively limited in Bolivia (at about 23% of total health 
financing in 2012). This was in stark contrast to the lower-
middle-income country average of 54%, and close to the 
global average of 21%. It was also close to the 20% limit 
suggested by the 2010 World Health Report to ensure that 
financial catastrophe and impoverishment as a result of 
accessing health care become negligible (World Health 
Organisation 2010). Notably, the current situation is a 
significant improvement over the situation ten years ago 
when out-of-pocket spending was around 32% of total 
health expenditure.    

The other component of private health financing, private 
health insurance, plays only a small role in Bolivia: in 2012 
it represented only 4.4% of total health sector financing.  

Like other lower-middle-income countries, donor 
financing was also limited (at 3.8% of total health sector 
expenditure in 2012). This is a positive feature in terms 
of financial sustainability, given the unreliability of donor 
funding experienced by many low-income countries.  
However, this source of financing is still important 
for some specific public health interventions, such as 
nutritional programmes.

Structure of the health system 
according to health financing 
functions

Figure 1 provides a summary of the structure of the 
Bolivian health system, depicted according to the health 
care financing functions of revenue collection, pooling and 
purchasing, as well as health service provision.  Each block 
represents the percentage share of overall health care 
expenditure accounted for by each category of revenue 
source, pooling organisation, purchasing organisation 
and health care provider.4

4The data quoted in this section are slightly different from the previous section because they are based on preliminary Bolivian National Health Accounts studies for 2010 
and 2007, which differ from the World Health Organisation’s health expenditure database.

Figure 1: A function summary chart for Bolivia (2010)

* ‘General taxation’ includes national taxation, royalties, return on assets and other national sources, as well as transfers from the national Treasury to local governments; ‘Other 
public specific resources’ are raised by local governments, for example, through service fees, fines and patents.
Source: Created by the author using information from Dupuy (2012) and Valdez and Peñaloza (2011), which contain estimates for years 2010 and 2007 respectively.
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Revenue collection

General taxation at the national level is made up of direct 
and indirect taxes, royalties, transfers and returns on public 
assets. Taxes are the main source of government revenue, 
primarily taxes on consumption of goods and services, such 
as the value-added tax and the specific consumption tax, 
taxes on economic transactions, and taxes on the profits 
of companies. In addition, since 2005, the Hydrocarbons 
Direct Tax has accounted for approximately one third of 
total tax revenues.

Under the Bolivian political and administrative system, 
local governments have autonomy to manage their 
income. From all national tax revenues, 20% is allocated 
to municipal governments, based on the population count 
(these are called Tax Co-participation Funds). In addition, 
territorial (departmental and municipal) governments 
receive transfers from the national Treasury on the basis 
of royalties from hydrocarbons and mines exploitation and 
the Hydrocarbons Direct Tax, among others.

‘Public specific resources’ include taxes that are 
administered directly by territorial governments, such as 
taxes on real estate property and other sources of revenue, 
such as service fees, patents and fines: these accounted for 
around 7% of total health financing in 2010.

As Figure 1 shows, in 2010, over two thirds (68%) of the 
Bolivian health system was publicly financed from these 
sources. Funds from general taxation at the national level, 
including those taxes transferred to local governments, 
together with other taxes raised by local governments, 
were the largest source of public health financing, making 
up 54% of general government expenditure and 37% of 
total financing.

The second largest source of funds for Bolivian health care 
in 2010 was payroll contributions by employers to social 
security, amounting to 32% of total financing. The short-
term or health aspect of the social security scheme operates 
through the Mandatory Social Insurance (SSO), which is 
compulsory for all formal sector workers, although it is 
employers, both public and private, who are responsible for 
contributions. Voluntary coverage is also available to the self-
employed. Details of contribution rates appear in Table 2.   

The SSO provides comprehensive health care services 
and maternity allowances to all beneficiary workers and 
their families. In Bolivia, however, 60.5% of the working 
urban population is in the informal sector (UDAPE, 2015); 
meaning that access to work-related social security is far from 

universal. In fact, according to the author’s own  calculations 
using the 2011 Household Survey, social security covered 
only 17.5% of the population (see Figure 2).   

Since the vast majority of the population has traditionally 
been excluded from social security, in 1996 the central 
government started a series of reforms to implement public 
health insurance schemes among the most vulnerable 
populations. These reforms started with the creation of 
the National Maternal and Child Health Insurance, which, 
after several expansions, in 2003 became the Universal 
Maternal and Infant Health Insurance (SUMI). The SUMI 
was in place until December 2013 and, as shown in Table 
2, it was funded through complex arrangements involving 
both municipal and central funding but did not require 
contributions from beneficiaries.  

Similarly, in 1998, the central government established a 
basic public health insurance scheme for the uninsured 
population older than 60 years. In 2006, this became 
the expanded Health Insurance for the Elderly (SSPAM). 
The scheme was funded through a variety of public 
sources, as detailed in Table 2 and, again, did not require 
contributions from beneficiaries. The pending debts of 
municipal governments, particularly to social security in 
the third level of service provision, have been one of the 
major problems in the sustainability and operation of this 
insurance scheme.    

Some departmental and municipal governments have also 
started implementing public health insurance schemes 
for their own population, focusing on age groups and 
interventions not covered by the SUMI and SSPAM. The 
most relevant are those established by the governments 
of the Departments of Tarija (2007), Beni (2007) and 
Chuquisaca (2014), and the municipal governments of 
Cobija and El Alto, which focus on children of school age 
(Dupuy 2011).     

With the objectives of establishing and regulating health 
care services and financial protection for the population 
not covered by social security, in 2014 the government 
passed the Comprehensive Health Services Benefits Law. 
The Law re-organised the previously fragmented public 
insurance schemes into one unique scheme. It established 
the provision of comprehensive health care to the same 
population groups previously covered but incorporated, 
in addition, people with disabilities. In terms of financing, 
the new Comprehensive Health Services Law increased 
the level of public funding. As in the previous schemes, 
affiliation is voluntary and there is no co-payment for 
eligible health services.  
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Turning to private financing mechanisms, Figure 1 shows 
that household funds made up just over a quarter (28%) of 
all funds in 2010. Most of these funds were out-of-pocket 
payments while a smaller fraction was for private insurance 
premiums and voluntary social security contributions. The 
2011 Household Survey showed that, on average, out-
of-pocket payments were primarily to purchase medicines 
and pharmaceutical products (74%), followed by payments 
for outpatient health care services (16%). Inpatient and 
other services made up only a small fraction of out-of-
pocket payments.  

Finally, external sources in 2010 accounted for 4% of total 
health financing.             

Figure 2 shows the coverage of different types of insurance 
by socioeconomic group. Data from the 2011 Household 
Survey indicate that, on average, only four out of every ten 
Bolivians had some kind of protection against the financial 
risks of ill health. This proportion varied across the 
socioeconomic gradient, with only 28% of the population 
covered in the poorest quintile while 53% were covered in 
the richest quintile. 

The public health insurance schemes (from national and 
local governments) covered 24% of the total population, 
with little disparities between socioeconomic groups. This 

is not surprising since public health insurance in Bolivia 
has not been explicitly targeted to the poorest populations 
and eligibility criteria are not strictly monitored. In contrast, 
coverage of social security has a steep socioeconomic 
gradient, with coverage rates increasing with higher 
socioeconomic status.

Combining all types of financial protection schemes, it is 
clear that coverage against the financial risk of ill-health 
is still low in Bolivia, regardless of economic status. In 
addition, poorer groups are clearly at most risk financially. 

Pooling 

The main mechanisms to pool risks in Bolivia are 
government funded health insurance schemes and the 
social security scheme. In addition, there are also small 
pools operated through private health insurance schemes.

It is important to note that, as in many other low-and 
middle-income countries, these pooling arrangements 
coexist with the traditional public health service system, 
which provides access to services, in principle, to the entire 
population with subsidised user fees. In the case of Bolivia, 
the public health system operates through a network of 
health facilities administered mainly by municipal and 

Figure 2: Coverage of health insurance by quintile of household per capita consumption and type of 
insurance (2011)

Note: Public insurance includes: 1) Universal Maternal and Infant Health Insurance (SUMI) for all children under five years of age and pregnant women without social security, 
2) Health Insurance for the Elderly (SSPAM) for all people 60 and over, and 3) local government health insurance schemes.  
Source: Author’s calculations using data from the 2011 Household Survey
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Table 2: Summary of key features of social security and national public health insurance schemes in 
Bolivia (2003-2014)

Health insurance

Nature of 
scheme 

and target 
beneficiaries

Financing mechanism Benefit package Providers Reimbursement 
mechanism

Short-term social 
security called 
Mandatory Social 
Insurance (SSO) 
(comprised of 9 
administrative 
institutions or 
Entes Gestores; 
regulated and 
supervised by the 
National Social 
Security Institute 
(INASES))

Mandatory 
insurance for 
formal sector 
workers

Active workers: 
Employers’ 
contributions 
equivalent to 10% of 
payroll

Retired workers: 
Retirees’ own 
contributions 
equivalent to 3% of 
pension salaries

Voluntary contributions 
from the self-employed

No contributions from 
workers5

Comprehensive 
health care 
services and 
maternity 
allowances6 to all 
member workers 
and their families  

Each of the 9 
administrative 
institutions 
provides services 
to its own 
beneficiaries 
through its own 
facilities

Social security 
providers work 
with historical 
global budgets 
that are centrally 
determined 

Universal 
Maternal and 
Infant Health 
Insurance (SUMI) 
(2003-2013)

Voluntary 
government-
financed 
scheme for 
pregnant 
women (until 
6 months after 
childbirth), 
children under 
five and, from 
2005, women 
of reproductive 
age, who do 
not have social 
security

Municipal funds (10% 
of total Tax Co-
participation funds) 
to cover the cost of 
essential medication, 
medical supplies and 
non-personal services. 
These funds are ear-
marked for the SUMI 
in specific municipal 
accounts

When Tax Co-
participation funds are 
insufficient to cover 
the items above, up to 
10% of the resources 
from the National 
Solidarity Fund 

Human resources 
financed through 
central Treasury funds 
(public providers) 
and social security 
resources through the 
regular budgets of 
service providers 

No contributions from 
beneficiaries

Package of 500 
cost-effective 
essential maternal 
and child health 
services, free 
of charge to 
beneficiaries

Since 2005, an 
additional 27 
reproductive 
health 
interventions 
for women of 
reproductive age

Mandatory in 
all public and 
social security 
health facilities 
(no agreement 
necessary), as 
well as some 
private providers 
under signed 
agreement

Health facilities 
reimbursed on a 
‘fee-for-service 
package’ basis 
for the cost of 
providing services 
to the insured 
population, 
according to 
the number of 
service packages 
provided
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Health Insurance 
for the Elderly 
(SSPAM) (2006-
2013)

Voluntary 
government-
financed 
scheme for 
people 60 
years and over

Municipal government 
funds, including Tax 
Co-participation, the 
Hydrocarbons Direct 
Tax and specific own 
resources

Human resources 
financed with central 
Treasury funds (public 
providers) and through 
the regular budgets 
of service providers 
(social security, NGOs, 
church or private)

No contributions from 
beneficiaries

Ambulatory, 
hospital and 
dental care, 
complementary 
diagnostic 
services and 
the provision of 
pharmaceuticals 
and medical 
supplies 

Public, social 
security, NGOs, 
church, private 
health facilities - 
only with signed 
agreement

Annual premium 
equivalent to 
$US65 per 
person, paid to 
health providers 
according to the 
total number of 
beneficiaries they 
serve 

The value of the 
premium divided 
according to the 
level of health 
care i.e. 19.7% 
for the first level, 
26.8% for the 
second level and 
53.6% for the 
third level

Comprehensive 
Health Services 
Benefits Law 
(2014-present)

New voluntary 
comprehensive 
public health 
insurance 
covering 
the same 
population 
groups as 
the SUMI 
and SPPAM, 
incorporating, 
in addition, 
people with 
disabilities

Increased level of 
funding, including:

15.5% of total Tax Co-
Participation municipal 
funds, or the equivalent 
from municipal 
Hydrocarbons Direct 
Tax funds

Resources from the 
National Health 
Compensatory Fund7, 
where the above 
source of funding is 
insufficient

Central Treasury 
funds cover human 
resources in public 
health facilities 
and health services 
provided by National 
Health Programmes 
(HIV/AIDS, malaria, 
tuberculosis and 
others)

No contributions from 
beneficiaries

Prevention and 
promotion 
services, 
comprehensive 
ambulatory care, 
hospitalization, 
complementary 
services of 
diagnostics and 
medical, dental 
and surgical 
treatment, and 
the provision 
of essential 
medicines, 
medical supplies 
and traditional 
natural products

Public and 
social security 
health facilities 
(no agreement 
necessary), as 
well as some 
private providers 
under signed 
agreement

Each month, 
municipal 
governments 
reimburse health 
providers on a 
‘fee-for-service 
package’ basis for 
the cost of each 
service package 
provided

Source: Compiled by the author

5 In the Bolivian social security system, employees do not contribute a share of their salaries to cover the short-term social security scheme, which refers to health insurance. 
However, they contribute 10% of their salaries to the long-term social security scheme or pension system.
6 Maternity benefits include: a) a prenatal subsidy, consisting of a monthly food package equivalent to one minimum salary from the fifth month of pregnancy; b) a monetary 
payment equivalent to one minimum salary at childbirth; and c) a postnatal or nursing subsidy of a monthly food package equivalent to a minimum salary until the child 
turns one year old.  
7 The National Health Compensatory Fund was created in 2014 to replace the previous National Solidarity Fund in the SUMI scheme.
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departmental governments and financed by general 
government funds (local and central), as well as revenues 
generated from service provision.  

As for the pooling arrangements of the national health 
insurance schemes, until 2013 the SUMI and SSPAM 
were two separate schemes with very different financing 
mechanisms (see Table 2). Later, following the passing of the 
Comprehensive Health Services Benefits Law, both schemes 
were integrated, increasing the amount of earmarked 
municipal funds from Tax Co-participation sources. In 
practice, risk pooling is fragmented with more than 330 pools 
at the municipality level and one single pool at the country 
level, the National Health Compensatory Fund, that can be 
accessed when Tax Co-participation funds are insufficient.  

The other main pooling mechanism in Bolivia is social 
security. The system is made up of nine managerial entities 
known as ‘Entes Gestores’ covering different sectors of 
the economy.8 Each managerial entity constitutes an 
independent insurance risk pool with its own beneficiaries, 
administration and purchasing arrangements and strategies.
 
In sum, risk pooling in Bolivia is fragmented, which affects 
the efficiency and equity of the overall system and, more 
specifically, reduces its capacity to provide cross-subsidies 
between different income groups and health risks.

Purchasing

In the national public health service system, tax-based 
financing from local and central government is allocated 
to public providers through regular budget allocations. 

The co-financing arrangement between central and local 
governments establishes that central government pays the 
salaries of the health personnel in the public network of 
providers. On the other hand, departmental governments 
pay the operational costs of public general hospitals, and 
municipal governments the cost of public basic hospitals 
and health centres in their territory.    

Prior to the integration of the public health insurance 
schemes, there were different purchasing arrangements 
and payment methods for SUMI and SSPAM. Although 
municipal governments were in charge of the 
implementation of both schemes (with regulation and 
supervision by central and departmental governments), 

SUMI used fee-for service reimbursement, whereas SSPAM 
used a fixed annual premium contribution for each person 
enrolled (that is, capitation payments) (see Table 2).      

In the current integrated scheme, municipal governments 
continue to act as purchasers. The provider payment method 
is a `fee-for-service package’ for covered services directly 
reimbursed to health facilities. In order to be reimbursed, 
each month health providers are responsible for submitting 
the claims and reporting to municipal governments the 
number of service packages delivered. Each health care 
package is valued according to its estimated cost.

In the social security system, own providers are paid using 
the accumulated funds of the scheme and according to 
general budget allocations. Each managerial entity centrally 
determines the allocation of funds among its health facilities, 
based on historical budgets and the evaluation of needs.      

Provision

The public health system is the main service delivery system 
in Bolivia, with most people who are not covered by social 
security using public facilities. Data from the 2011 Household 
Survey show that services provided in public health facilities 
accounted for 74% of all health service utilisation.
 
Public service provision is organised in territorial networks 
of public providers, which are comprised of several health 
centres, one or more basic hospitals and a general 
hospital, usually located in a capital city.9 In total, the public 
service delivery system has close to 3,000 health facilities, 
representing 83% of all health facilities in 2012.10 

According to current regulation, most public facilities are 
owned by municipal and departmental governments, 
which are responsible for their management. In addition, 
departmental governments administer and distribute the 
health workforce among health facilities in the service 
networks; however, most health workers (around 80%) are 
public employees financed by the central government with 
Treasury funds.11    

Under this arrangement, the Ministry of Health does 
not manage health facilities itself. Its primary role is to 
oversee and regulate the entire health system, organising 
public service delivery and designing strategies, policies, 
programmes and regulations at the national level.12 The 

8 These are Caja Nacional de Salud (covering 77% of total social security beneficiaries), Caja Petrolera de Salud, Caja de Salud de Caminos, Caja Bancaria Estatal de Salud, 
Caja de Salud de la Banca Privada, Caja de Salud Cordes, Seguro Social Universitario, Corporación del Seguro Social Militar, and Seguro Integral de Salud. 
9 Based on the complexity of health care provided, facilities are categorised in four levels. First level facilities include mobile services, health centres and posts that provide 
basic curative and preventive services. Second level facilities offer ambulatory care of higher complexity and basic internal medicine with some specialist services. Third 
level health facilities offer specialised ambulatory and inpatient care. Finally, fourth level facilities are research institutes.  
10 http://snis.minsalud.gob.bo/snis/default.aspx. Last accessed: November 15, 2015. 
11 Municipal and departmental governments can also contract additional health personnel for their facilities with their own resources.
12 National health policies and regulations are implemented and supervised at the departmental level by the departmental health services, which depend for technical 
support on the Ministry of Health and administratively on the departmental government.
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Ministry of Health also has a dominant role in the provision 
of non-personal health services. 

Except for those services covered by public health insurance 
schemes, public facilities charge user fees: these are 
aimed at covering the cost of medical supplies, including 
pharmaceuticals in the case of inpatient care. 
 
Health providers used by the public health insurance 
schemes are determined by law and include all public 
and social security health facilities, with no selection or 
contracting procedure involved. In addition, municipal 
governments can contract with preferred private or other 
non-governmental providers when public or social security 
providers are insufficient or non-existent.     

The social security scheme manages its own providers at 
around 450 health facilities (outpatient policlinics, general 
and specialized hospitals and auxiliary services). Each 
managerial entity administers its own health facilities that 
provide services to its own affiliates.  

Apart from public and social security providers, there 
are private providers, including for-profit providers, non-
governmental organisations and traditional health workers. 
The Ministry of Health also provides health services directly, 
mainly through the national public health programmes 
such as family planning, maternal and child nutrition, 
prevention, surveillance and control of communicable 
diseases (immunisations, malaria etc.), and prevention of 
non-communicable diseases (cervical cancer, diabetes etc.).

There is no recent public information about the share of 
health expenditure by type of service provider. However, 
a preliminary study for 2007 (Valdez and Peñaloza 2010) 

indicates that hospitals consumed the largest share of health 
spending (48%), followed by outpatient-care facilities, 
mainly health centres (29%). Public health programmes, 
run mostly by the Ministry of Health, accounted for the third 
largest share of health expenditure (8%).    

Given the large range of providers in Bolivia, there is 
significant heterogeneity in the quality and cost of health 
services. For example, in 2013 the number of health visits 
per beneficiary across different social security providers 
ranged from 1 to 8.1, and the average cost per outpatient 
visit ranged from $US16 to $US47 (Instituto Nacional de 
Seguros de Salud 2013).       

Financial protection and equity 
in financing
A key objective of universal health coverage is to provide 
financial protection for everyone in the country.  Insights 
into the existing extent of financial protection are provided 
through indicators such as the extent of catastrophic 
payments and the level of impoverishment due to paying 
for health services. This section analyses these indicators 
for Bolivia and then moves on to assess the overall equity 
of the health financing system.

Catastrophic payment indicators

Using the 40% threshold of non-food household 
expenditure for assessing catastrophic payments, Table 3 
shows that, in 2011, almost 7% of the population incurred 
catastrophic spending because of health care. 

Table 3: Catastrophic payment indicators for Bolivia (2011)*

Catastrophic payment headcount index
(the percentage of households whose out-of-pocket payments for health care as a percentage of 
household consumption expenditure exceeded the threshold)

6.8%

Weighted headcount index** 5.3%

Catastrophic payment gap index
(the average amount by which out-of-pocket health care payments as a percentage of household 
consumption expenditure exceed the threshold)

1.5%

Weighted catastrophic gap index** 1.0%
Notes: 
* Financial catastrophe is defined as household out-of-pocket spending on health care in excess of the threshold of 40% of non-food household expenditure.
** The weighted headcount and gap indicate whether it is the rich or poor households who mostly bear the burden of catastrophic payments. If the weighted index exceeds the 
un-weighted index, the burden of catastrophic payments falls more on poorer households.
Source: Author’s calculations using data from the Bolivian 2011 Household Survey (using ADePT Software).
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The assessment of the incidence of catastrophic spending 
by socioeconomic group in Table 4 shows that it tends to 
increase in higher income groups. This is supported by the 
weighted headcount and gap indexes in Table 3, which 
are smaller than the unweighted indexes, indicating that 
catastrophic payments are less frequent among the poor. 
Also, the concentration index of the incidence of catastrophic 
payments is 0.214, indicating a greater tendency for the 
better off to exceed the payment threshold of 40%.

Impoverishment indicators

While the extent of catastrophic payments is an indication 
of the relative impact of out-of-pocket payments on 
household welfare, the absolute impact is shown by the 
impoverishment effect. The data in Table 5 show that 17% 
of the population lived below the extreme poverty line in 
2011. A further 0.7%, representing 74,000 people, fell 
below the poverty line due to out-of-pocket health spending. 
The effect of health spending was somewhat larger on 
moderate poverty for which the prevalence increased 
from 47.7% to 51.8% after health payments (that is, by 2 
percentage points). Furthermore, the normalized poverty 
gap, which measures the average distance to reach the 
poverty line for those falling below it, increased by 0.8 
percentage points. 

While these results show that out-of-pocket spending had 
modest impacts on poverty in Bolivia, the effects tend to 

be more significant among vulnerable populations. In 
addition, it is important to consider that this measure does 
not take into account those people that do not incur any 
health expenditure because of lack of access to health 
services. In fact, data from the Bolivian 2011 Household 
Survey show that only 56% of the population in need of 
health care actually used some type of health service.  

Equity in financing

Equity in financing is strongly related to financial 
protection but is a distinct issue and health system goal. 
It is generally accepted that financing of health care 
should be according to the ability to pay. A ‘progressive’ 
health financing mechanism is one in which the amount 
richer households pay for health care represents a larger 
proportion of their income. Progressivity is measured by 
the Kakwani index: a positive value for the index means 
that the mechanism is progressive; a negative value 
means that poorer households pay a larger proportion 
of their income and that the financing mechanism is 
therefore regressive. 

Data are unfortunately not available to estimate Kakwani 
indexes for all health financing mechanisms in Bolivia. 
Table 6, therefore, presents an assessment of the likely 
progressivity of different sources of financing, based on 
information on payment structures, targeted populations 
and the evidence from other studies. 

Table 4: Incidence and intensity of catastrophic health payments by decile of household per capita 
consumption (2011)*

Decile
Catastrophic payment 

headcount index
(%)

Catastrophic payment 
gap index

(%)

Mean positive 
gap index**

(%)
1 (poorest) 4.3 1.1 24.7

2 5.5 0.7 12.9

3 5.8 0.8 14.0

4 4.5 0.7 15.6

5 4.8 1.1 23.0

6 4.1 0.6 13.4

7 6.1 1.3 20.5

8 7.6 1.7 22.0

9 9.0 2.1 23.3

10 (richest) 15.7 5.1 32.8

Total 6.8 1.5 22.4
* Financial catastrophe is household out-of-pocket spending in excess of 40% of non-food household expenditure.
** The catastrophic payment headcount and gap indexes are defined in Table 3. The mean positive gap index measures the average excess of health-payment budget share 
of those households with catastrophic payments.
Source: Author’s calculations using data from the 2011 Household Survey (using ADePT Software).
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Table 5: Impoverishment indicators for Bolivia, using two poverty lines (2011) 
National moderate 

poverty line*
National extreme 

poverty line**

Pre-payment poverty headcount 49.7% 16.6%

Post-payment poverty headcount 51.8% 17.3%

Percentage point change in poverty headcount (pre- to post-payment) 2.0% 0.7%

Pre-payment normalised poverty gap 17.7% 5.1%

Post-payment normalised poverty gap 18.5% 5.3%

Percentage point change in poverty gap (pre- to post-payment) 0.8% 0.2%
* Estimated on the cost of a basic basket of food items plus other basic goods and services.
**Estimated on the cost of a basic basket of food items only.
Source: Authors’ calculations using data from the 2011 Household Survey.

Table 6: Incidence of different domestic financing mechanisms in Bolivia (2010)
Financing Mechanism Percentage share Likely progressivity Considerations

Direct taxes + Progressivity assessment based on regional 
studies (Lustig 2013)

Indirect taxes - Progressivity assessment based on regional 
studies (Lustig 2013)

General tax revenue 
(direct and indirect)

39.4% - Indirect taxes, which are mainly regressive, 
represent the largest share 

Employers’ 
contributions to social 
security

26.8% -- Employers subsidise workers who are 
concentrated among the better-off population

Total public financing 
sources

66.2% - Public financing is likely to be regressive 
given that only direct taxes are progressive

Commercial private 
health insurance

3.6% + Higher-income earners contribute to private 
health insurance

Private voluntary 
contributions to social 
security

2.5% + Higher-income earners make these voluntary 
contributions

Out-of-pocket 
payments

26.8% + Positive Kakwani Index of 0.33

Total private 
financing sources

33.9% + Out-of-pocket payments are the most important 
component of private financing and are 
progressive

TOTAL FINANCING 
SOURCES

100% Likely regressive Public funds represent two thirds of total 
financing and are most likely regressive

Key: ++ = very progressive; + = progressive; - = regressive; -- = very regressive.
Source: Author’s assessment, with percentage shares based on information in Dupuy (2012). 

Financing incidence studies indicate that direct taxes 
in Bolivia are progressive, although their redistributive 
impact is small, as they likely represent a small share of 
total health financing. In contrast, there is evidence that 
indirect taxes in Bolivia are regressive (Lustig et al. 2013). 
Considering that indirect taxes constitute a large share of 
government revenues, health financing through general 
taxation is most likely regressive overall. 

On the other hand, payroll contributions to the social 
security are most likely regressive, because, in the Bolivian 
context, it is employers who subsidise formal workers and 
coverage is concentrated among higher earners (see the 
steep economic gradient of social security in Figure 2). 
Together tax-based financing plus social security funds 
make for a large regressive component of the public health 
financing system (66% of total financing). 
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Table 7: Concentration indexes for utilisation incidence of health services in Bolivia (2011)
Type of Service Concentration index
Public facilities
Public hospitals 0.075

Outpatient facilities (posts and centres) -0.166

Total -0.013

Social Security facilities 17.7%

Hospitals 0.386

Outpatient facilities 0.398

Total 0.388

Private not-for-profit facilities (NGOs/churches)
Hospitals 0.236

Outpatient facilities -0.173

Total -0.101

Private for-profit facilities
Hospitals 0.476

Non-hospital facilities 0.231

Total 0.380

Total 0.125
Note: Utilisation is defined as the percentage of the population that received health services in a health facility (hospital or non-hospital), or at home from a doctor, 
nurse/auxiliary nurse or local health agent. It does not include pharmacies. Concentration indices for utilisation of each type of service provider were calculated using 
per capita household consumption. 
Source: Author’s calculations using data from the 2011 Household Survey.

Turning to private financing, the financing burden for 
commercial private health insurance and voluntary private 
contributions to social security is highly concentrated on 
the better off. This is because the poorest populations do 
not contribute to these mechanisms.   

The largest share of private financing is, however, out-
of-pocket payments. Based on data from the 2011 
Household Survey, out-of-pocket spending in Bolivia is 
progressive with an estimated Kakwani index of 0.33. This 
result reinforces the findings in Table 4 that indicate that 
out-of-pocket payments rise with ability to pay.13

In sum, while out-of-pocket spending and direct taxes are 
likely to be progressive within the Bolivian context, general 
taxation and employers’ contributions to social security, 
which account for the largest share of financing sources, 
are regressive. This suggests that the overall health 
financing system is mildly regressive.     

Equitable use of health services 
and access to needed care
This section considers how benefits from using different types 
of health services are distributed across socioeconomic 
groups. One measure of this is a concentration index, 
which shows the magnitude of socioeconomic-related 
inequality in the distribution of a variable. In Table 7, if the 
concentration index has a positive (or negative) value, the 
distribution of the use of the health service is considered to 
benefit the richest (or poorest) respectively.

In 2011, total utilisation of health services in Bolivia 
was slightly pro-rich with a concentration index of 0.13. 
Disaggregating by type of provider, the results show that 
public sector utilisation was almost equally distributed 
across income groups (with a concentration index of 
-0.01), although services provided in public health posts 
and centres were more pro-poor. 

13 For this analysis, total per capita household consumption was used as a proxy for the ability to pay, as well as to rank households according to their socioeconomic status. 
No further adjustments were made for the size and age structure of households.
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Not surprisingly, utilisation of social security services was 
concentrated amongst the better off (indicated by a positive 
concentration index of 0.39). Utilisation of private for-
profit facilities was similarly pro-rich, especially for hospital 
services (which had a concentration index of 0.48). 

Health services in private not-for-profit facilities were pro-
poor for outpatient care but pro-rich for hospital care. In 
fact, the concentration index for hospital utilisation was 
higher for all providers than outpatient utilisation, except 
for Social Security services.   

It is generally agreed that individuals’ use of health services 
should be in line with their need for care.  The universal 
coverage goal of promoting access to needed health care 
can be interpreted as reducing the gap between the need 
for care and actual use of services, particularly differences 
in use relative to need across socio-economic groups.  
The benefit incidence results discussed above do not allow 
one to draw a categorical conclusion about whether the 
distribution is equitable or not: the distribution of benefits 
first needs to be compared to the distribution of need for 
health care. 

Unfortunately, Bolivia does not have data that allow such a 
comparison. However, Figure 3 does show the distribution 
of health care need across socioeconomic groups. The 
probability of self-reported sickness or injury seems to be 

similar across income groups, suggesting an equitable 
distribution of need. The gradient becomes steeper, 
however, when looking at the incidence of disease or injury 
across education levels, which is much higher for those 
with less education. Comparing this information to the 
data in Table 6, it seems likely that less educated people, 
who have a greater need for health care, get relatively less 
access to services, especially in hospitals.

Conclusion
Bolivia has recently made important progress towards the 
goal of universal coverage by injecting additional funds 
(mainly from general revenues) into the health system and 
pooling them more effectively to spread financial risks. 
Total health expenditure as a percentage of GDP and total 
per capita health expenditure have also risen considerably 
over the past decade. 

There have also been efforts to reduce financial barriers 
to access and the financial risks of illness. Over the past 
two decades, large inequalities in health outcomes and 
health service utilisation motivated the implementation and 
expansion of public insurance schemes, which covered 
vulnerable populations (pregnant woman, children and 
the elderly), providing access to government-financed 

Figure 3: Distribution of health care need across socioeconomic groups in Bolivia (2011)*

Source: Author’s calculations using data from the 2011 Household Survey.
* The proxy measure for need is the percentage of individuals that got sick in the previous four weeks from diarrhoea, acute respiratory infections or other illnesses.
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services and eliminating fees for selected health services. 
As a result, general government expenditure on health as 
a percentage of total health expenditure rose to 78% in 
2013, while out-of-pocket payments fell to 20%. 

Despite this progress, there are several challenges in 
terms of risk pooling and strategic purchasing. In spite of 
more funds flowing into the system, risk pooling in Bolivia 
remains very fragmented. There are separate pools at the 
municipal level to finance national public health insurance 
schemes, as well as independent pools among social 
security managerial entities. This affects the efficiency and 
equity of the overall system and, more specifically, reduces 
its capacity to provide cross-subsidies between different 
income groups and health risks.

In terms of purchasing, different mechanisms apply to the 
national public health delivery system, public insurance 
schemes and social security. There is a need to analyse 
and implement the most efficient payment mechanisms 
in order to achieve strategic purchasing in support of 
universal health coverage. 

In assessing progress towards universal health coverage, 
the most direct indicators of financial protection are 
the extent of catastrophic health expenditure and 
impoverishment due to health care spending. Both 
indicators for Bolivia are relatively low compared to 
other countries, suggesting improvements in financial 
protection. This result is consistent with decreasing levels 
of out-of-pocket payments. However, these indicators do 
not capture those people who cannot afford to pay for any 
care (even subsidised health care in public health facilities) 
and are still not covered by public insurance. 

The question of who pays for health care is addressed 
through the progressivity analysis of multiple financing 
mechanisms. There is evidence that resources from general 
taxation are regressive, as well as employers’ contributions 
to mandatory social security. By contrast, there is evidence 
that out-of-pocket payments in Bolivia, which constitute the 
largest fraction of private spending, are progressive, as it 
is the more affluent population groups that incur higher 
payments. The net effect is probably a slightly regressive 
health financing system, however.

The analysis of equity in health care utilisation relative to 
need is important for the assessment of the health system 
in relation to the goal of universal health coverage. In 
Bolivia, the positive value of the concentration index for 
overall health service utilisation indicates that utilisation 
is still concentrated amongst the better-off. Although 
services provided in public facilities seem to be equally 
distributed across socioeconomic groups, those provided 
by social security and private for-profit facilities are highly 
pro-rich. Hospital health services, regardless of type of 
provider, tend to be more concentrated among the higher 
socioeconomic groups.   

In terms of coverage, Bolivia still faces important challenges 
to securing financial protection for its whole population. 
Overall, health insurance coverage is still low. Public health 
insurance is heavily concentrated on specific vulnerable 
populations, and social security only reaches around one 
third of the population. It is a big challenge to find ways to 
expand financial protection to the self-employed and those 
in the informal sector using innovative schemes. 

Another key challenge is equalising or universalising the 
benefits covered by all of these schemes. Only a small 
fraction of the population has access to a comprehensive 
set of services and is partially protected from severe 
financial risk (that is, those people belonging to social 
security affiliates). Services covered by public health 
insurance are limited in terms of scope, with only partial 
coverage for catastrophic conditions. 

Finally, another main challenge that lies ahead is 
improving the overall efficiency and quality of the health 
service network, including expanding and improving 
health infrastructure to make services available to all. 
Distributing human resources efficiently and equitably is 
part of this challenge.     

Further analysis is required to monitor and assess the 
health financing system in Bolivia comprehensively, to 
explore catastrophic health spending and impoverishment 
in vulnerable populations, and to evaluate the progressivity 
of health expenditure. For this task, updated National 
Health Accounts information and timely micro-level data 
from household surveys are a priority.
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