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1. COUNTRY OVERVIEW (LATEST DATA AVAILABLE)

Bolivia

@ National Capital
@ Department Capital
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mome7 ters

a 1
Miles

Source: https:/ /ontheworldmap.com/bolivia/ (Accessed September 19, 2024)

» Sub-Region: South America

» Capital: Sucre constitutional capital; La
Paz seat of the government

» Official Language: Spanish and
Indigenous Languages

» Population size: 12,388,571in 2023
» Share of rural population: 29% in 2023
» GDP: 45,85 billion US$ in 2023

» Income group: Lower-middle-income in

2023

Source: World Bank 2023, Table 1

> Gini Index: 40.9 in 2021

» Colonial period: In 1824, with the battle
of Ayacucho, the Spanish empire’s army
was defeated, the vice-royalty of Peru
was beaten, and Marshal Sucre led
the territories that would later become
Bolivia. In 1825, the new Republic of
Bolivia announced its independence.
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2. SELECTED HEALTH INDICATORS

Indicator Bolivia Global Average
Male life expectancy 62.9(2021) 68.9(2021)
Female life expectancy 68.4(2021) 74(2021)
Under-5 mortality rate 24.8(2021) 38(2021)
Maternal mortality rate 161 (2020) 223(2020)
HIV prevalence 0.4(2021) 0.7(2021)
Tuberculosis prevalence 108(2022) 133(2022)

Source: World Health Organization 2024a, Table 2

3. LEGAL BEGINNING OF THE SYSTEM

Name and type of legal act Public Health Service and Social Security

Date the law was passed December 14, 1956

Date of de jure implementation December 14, 1956.

Brief summary of content Two events marked the beginning of the health system: 1. The creation of the Inter-American

Cooperative Service of Public Health (SCISP) in 1942, and 2. The opening of Social Secu-
rity in 1956. The SCISP was created fo establish actions in the areas of disease prevention
and to organize the sanitary infrastructure, which contributed to the establishment of public

health. (Andre 2023, 48; Mendizébal 2002, 196; Barrios 2004, 21).

Social Security, conceived during the period of revolutionary nafionalism, required strong
State infervention in economic and social policy.

The system, designed for salaried workers and overseen by the Bolivian Central Workers’
Union, has a corporatfist vision that has hindered the formation of a comprehensive health
system. This was due fo the duality between the nascent public system and social security

(Andre 2023, 49).

Socio-poliical context of infroduction Until 1952, the Bolivian State was in the early stages of development, with a limited geo-
graphical presence within the Bolivian territory. The provision of essential services, including
health, education, public security, and the administration of justice, was severely limited,
with only a few cities offering these services.

From 1952 onwards, a process of rebuilding the nation-state began, with variants intro-
duced by military interventions, changes in the predominant social articulations, and exter-
nal solicitations (characteristic of a dependent society).

The process of cohesion and internal organization was based, firstly, on the expansion of
privileges for the armed forces and, secondly, on the centralization and control of the lead-
ing economic insfitutions of the state, as well as the direction of the administrative manage-
ment of regional political apparatuses (Regional Development Corporations, Prefectures
of Departments and Municipal Mayors” Offices). The centralization of both the productive
apparatus and the poliical and social control resulted in a redefinition of the national man-
agement system. These processes created a significant public sector in urban areas (and
to a lesser extent in rural areas, through establishing rural schools, health centers, and other
essential services), which became an increasingly important component of the employment
structure.

4. CHARACTERISTICS OF THE SYSTEM AT INTRODUCTION
a. Organisational structure

The organizational structure is dual. On the one hand, the public system is centralized, with the primary responsi-
bility resting on the State through the Ministry of Health. This ministry is mandated to articulate with relevant actors
in the defense of health, and its actions are focused on the care of vaccine-preventable diseases. On the other
hand, the social security system is implemented through delegated insurance, representing a form of privatization
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of social security in the short term. Article 6 of the Code states that social security benefits are available to “all
national or foreign persons of both sexes who work in the territory of the Republic and render remunerative ser-
vices”, except temporary workers, individuals affiliated with a foreign official institution for purposes of disability,
old age or death insurance, and foreign persons employed by diplomatic, consular or international agencies.
Furthermore, the legislation excluded several categories of individuals from the scope of the social security system,
including those with their headquarters in Bolivia and those engaged in remunerated work in foreign currency up
to an amount determined by the regulations. Additionally, artisans, merchants, independent peasant workers, and
unemployed persons were excluded (Andre 2023, 87; Mendizdabal 2002, 192).

The Ministry of Health is responsible for creating the conditions for providing care to the population. Hospi-
tals, statistics offices, vaccination offices, health policies, and public clinics depend on the central government.
Short-term Social Security (SSCP) was privatized and is regulated by the General Labour Law for private sector
employees. This fact has had two significant implications: the establishment of workers” and professionals’ unions
(always separately organized) that exert pressure and influence not only on labor rights issues but also on man-
agement and executive decisions.

» Coverage (principal health insurance)

Percentage of population covered by government schemes 30

Percentage of population covered by social insurance schemes 14

Percentage of population covered by private schemes 20

Percentage of population uncovered 36
b. Coverage

Coverage was incomplete because social security has excluded the peasant population, which was the major-
ity in the 1950s. The historical scheme’s workerist character linked to union inferests marginalized a large part of
the Bolivian population, and its corporatist culture fragmented the health system. The structural changes of 1985
resulted in the shrinking of the state and the escalation of privatization of state enterprises. In the public health
sub-sector, the health reform was as follows:

» Focus the actions and resources of the state only on the poorest.

» Privatization of all profitable activities and outsourcing of services.

» Deregulation of the sector and management autonomy in tertiary care hospitals.
» Management based on projects developed by non-governmental organizations.

These measures have confributed fo the opening up of social insurance, which is aimed af the care of the poorest
and offers reduced benefit packages.

c. Provision

According to WHO's figures for 2000-2009, Bolivia had 10,329 doctors, 18,091 nurses and 5,997 dentists.
The ratio is 1.2 doctors, 2.1 nurses, and 0.7 dentists per 1000 inhabitants. (World Health Organization 2010).
According to National Institute of Statistics (INE) data in 1976, 80% of the health facilities depended on the Min-
istry of Social Provision and Public Health and 20% on the social security system (Insfituto Nacional de Estadistica
1976). In 1997 only 2% of the facilities were third level, 6% second level, and 92% first level (Instituto Nacional
de Estadistica 2024). Bachelor-level nurses dominate the first level, while doctors and specialized nurses staff
the second and third levels. In rural areas, nursing assistants predominate (World Health Organization 2010).
International organizations provided greater cooperation, e.g., the World Bank and the IDB, sought to strengthen
the health system in the urban centers with the highest population concentrations. They also supported local health
systems through PAHO, as well as support and expansion to urban areas in terms of physical infrastructure and
human resources, with financial support from the World Bank and the IDB.
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d. Financing

Health spending in Bolivia is dominated by public spending, which accounts for 63.8% of total health spending.
The social security subsector accounts for just under 60% of public resources. Finally, private spending is out-of-
pocket mainly (82.8% of total private spending].

The financing regime established by the Code determined that long-term insurance (disability, old age, and
death) would be applied to the pay-as-you-go system with collective capitalization and staggered premiums.
Contributions varied for active and passive insured persons. Contributions to Social Security reached 46% of the
total wage bill, only 34% of the employer's contributions, and 12% of those of the active and passive labor sector
(Mendizabal 2002, 194). Financing is fragmented and predominantly out-of-pocket, benefiting only the middle
class with salaried jobs; poor households are forced to resort to private services or to self-medicate by buying
from pharmacies.

e. Regulation

The management model indicates that the Ministry of Health has the highest leadership level. The ministry is legally
in charge of acting as the system’s rector and, fo that extent, regulating the management of services and formulat-
ing sfrategies, policies, plans, and programs af the national level for the national health system.

5. SUBSEQUENT HISTORICAL DEVELOPMENT OF PUBLIC POLICY ON HEALTH CARE

a. Major reform |: 1994

Name and type of legal act Popular Parficipation and Administrative Decentralization within the framework of the Polifi-
cal Constitution of the State.

Date the law was passed 20/04,/1994

Date of de jure implementation 11,/08/1996

Brief summary of content The Decentralized and Participatory Health System (Sistema Piblico de Salud-SPS) was

consolidated with Supreme Decree 24237 The SPS aimed fo achieve levels of equity,
quality, and efficiency in providing health services, as well as solidarity and universality in
access and coverage of the population. The objectives of the SPS were: a) to define the
priorities governing the health care model; b) to define and establish the organization of
services; and c) to define and establish the structure of sectoral management and shared
management with popular participation in health.

Law 1551 on Popular Participation transfers health infrastructure to the municipal governments,
expanding their affributions and competencies fo include the administration and confrol of
equipment, maintenance, and improvement of the transferred infrastructure, as well as the pro-
vision of equipment, furniture, inputs, and supplies, including medicines, and food. The admin-
istration, supervision, and control of human resources in health are not fransferred. Moreover,
the payment of these resources is maintained through the prefectures with resources from the
General Treasury of the Nafion (TGN), which through the Law of Administrative Decentraliza-
fion of 28 July 1995 delegates the competencies of the central government in the administra-
tion, supervision, and confrol of human resources to the Departmental Treasury, which is re-
sponsible for the organization and administration of economic, human and physical resources
and the processes of budget execution and control (Mendizdbal 2002, 368-370)

Population coverage According to data from the INE census (Insfituto Nacional de Estadistica 1992), about 30%
of the population had access to public health services, 14% to social security, 20% to private
facilities, and 36% had no coverage. The social security entities were coordinated by IN-
ASES, which consisted of eight health funds and two comprehensive insurances with a special
regime (Instituto Nacional de Estadistica 1992).
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Type of benefits The public sector comprises a nefwork of services administered locally and jointly by the
community, the departmental government, and the municipal government. This network of
services is organized info three levels of care. The first level encompasses ambulatory care,
with activities inherent to the health center (health post, medical office, health center with
transit beds, and polyclinic). The second level includes the modalities of care established
in the primary support hospital. Finally, the third level corresponds to the general support
hospital (hospitals and specialized institutes).

The facilities of the three levels of care correspond to those transferred to the municipal
governments for their administration, infrastructure maintenance, provision of essential
services, inputs, and supplies (according to Law 1551 and D.S. 23813). A sub-system of
patient referral and counter-referral is contemplated, which guarantees the continuity and
follow-up of care between facilities according to the level of complexity of the network of
facilities.

SUMI offiliates provide care for: a) pregnant women, b) neonatology, c) pediatrics, d)
dentistry, and e) laboratory, cabinet and imaging, blood, and traumatology services.
Thanks fo international cooperation, the EXTENSA program has coverage in rural areas.
This program operates based on Mobile Health Brigades (BRISAS), which work in coordi-
nation with community health agents [ASISTES).

The social security subsector offers the insured and their beneficiaries coverage for com-
mon illnesses, maternity, and professional risks. The insurance provides the right to receive
medicines, medical and dental care, and both general and specialized outpatient and in-
patient rehabilitation. It also provides benefits in kind, such as temporary disability benefits
and family allowances (prenatal, childbirth, breastfeeding, and unemployment benefits),
among others.

Socio-political context of infroduction The implementation of shared management of the Public Health System, decentralized and
participatory, required high coordination and joint responsibility in providing health care
services. This involved coordination between the prefecture (responsible for human resources
paid with TGN, investments, and inputs), municipal governments (in charge of equipment,
infrastructure, medicines, food, fraining resources, and invesiments), and the neighborhood
councils, peasant communities, indigenous peoples, or original communities (responsible for
control and social production) (Mendizabal 2002, 373). These actors needed high social
commitment and coordination, which has proven challenging to establish.

Bolivia is a country with permanent revolutions and changes. During this period the popu-
lation has been concentrated in a few cities in correspondence with the economic and
social policies implemented since the twentieth century. This situation has defermined the
transformation of the urban growth model from @ North-South setlement pattern located
predominantly in the highlands to a model that integrates the West (La Paz) with Santa
Cruz (lowlands).

The new territorial configuration has led to changes from the rural predominance in Bolivia
until the second half of the 1980s to an urban predominance. The urban growth model has
also changed from a primate model with a center in the city of La Paz to another model
that involves three ecological contexts: La Paz, Cochabamba, and Santa Cruz. In each
ecological context, intra-ecological concentration processes are reproduced in the sur-
rounding areas. In Bolivia, by 2012, around 65% of the urban population declared that
they live in one of the three metropolitan areas, i.e., in no more than 20 municipal sections,
in the face of an acute dispersion of the Bolivian territory, it is expected that this proportion
will have increased to 70% by 2024.

6. DESCRIPTION OF CURRENT HEALTH CARE SYSTEM

With Law No. 1152 of 20 February 2019, Bolivia attempted to undertake a profound health reform called: “Hacia
el Sistema Unico de Salud, Universal y Gratuito”, which required extending the benefits provided in Law No. 475
fo the entire Bolivian population. The former subsector of social security was composed of the mandatory scheme
granting benefits to formal workers and the long-term care granting benefits to pensioners. Therefore, the reform
includes the informal sector, which was previously excluded. lts principles focused on efficacy, equity, gratuity, inte-
grality, inferculturality, infersectionality, opportunity, preeminence of people, progressiveness, solidarity, universality,
universal access to medicines, and health technologies. The Law also infroduced a fourth level of care (Article 3)
consisting of health institutes in charge of offering the highest technology available in the area, generating new
knowledge to feed the development of the health system. Article 7 in turn, provided mandatory access through first-
level health facilities, from which a staggered transit should be followed, except in emergencies.

CRC 1342 Social Policy Country Briefs No. 47 — Bolivia (7]



a. Organizational structure

The decentralization model adopted by Bolivia integrated three actors with different degrees of power and, in
some cases, with relevant differences in their political projects: the Ministry of Health, the departmental service,
and the municipal service. Health services have tried fo self-regulate without delegating administrative competen-
cies, developing a “decentralized management model” with a strong dependence on the central level (Ministry
of Health). Under these conditions, it has been challenging for the health services to act as operational integrators
in each of the services provided by the health services, which are highly concentrated in relation to the number
of establishments in the first level, which absorbs 92% and does not have specialized staff. The health system is
segmented and fragmented, with weak institutions to strengthen the decentralization necessary to bring “power
to the local level”, with an essential weight of structural determinants in the health situation (Andre 2023, 64).

The health system is organized info three main sectors: the public system (Ministry of Health and Sports—
MSD), social security (short-term social insurance for salaried employees and long-term social insurance pro-
vided by the Pension Fund Administrators), and the private sector. The private sector provides services for 10%
of the population and operates mainly based on out-of-pocket payments. About 30% of the population has no
access fo health care services other than those offered by traditional medicine, which are charged directly to
their income.

According to dafa from the National Health Information and Epidemiological Surveillance System (SNIS—
Structure of health facilities, all sub-sectors Bolivia, as of 5 December 2019), there were 3,984 health facilities
(92% corresponded o first-level facilities, 6% to second-level facilities and barely 2% to third-level facilities) and
34 public hospitals to serve around 12 million people. The construction of new hospitals has not been prioritized,
and the few exisfting ones face structural difficulties.

The organizational characteristics of the Bolivian territory are typical of marked social inequality, with con-
crete manifestations of segregation and physical “marginality.” The poorest people live in rural areas and in the
less consolidated peri-urban areas of the cities. Households with a low socio-economic level, lacking habitability
conditions, and in precarious self-built dwellings are located in areas lacking all kinds of essential services such
as drinking water, sewage, and solid waste disposal. Since they seftled on irregularly occupied private lands,
they gained access to them through the speculative informal market. Around 80% of the population is dedicated
to the informal sector, a heterogeneous group regarding educational achievements and access to social security.
There are traders with small, medium, and large infrastructure and street vendors who work in a subsidiary way
for the owners of the capital. What is visible is that the poorest of the poor in this sector are women, children, and
adolescents who work, in many cases, in an environment of violence, labor exploitation, and abuse, often based
on family relationships or patronage. All of this is taking place at a time when the country’s epidemiological pro-
file is changing, and SNIS stafistics reveal an increase in chronic non-communicable cases due to the economic
crisis and the lack of health education for the population. Cases of diabetes, hypertension, obesity, kidney dam-
age, and other pathologies resulting from metabolic damage caused by lifestyles and the consumption of cheap
food have increased, and it is the poorest and most vulnerable people who are excluded from the health system.

» Coverage

Percentage of population covered by government schemes 2019 46%

Percentage of population covered by social insurance schemes 2019 1%

Percentage of population covered by private schemes 2019 1%

Percentage of population uncovered 2019 34%
b. Coverage

The main challenge facing the Bolivian health system is to reduce the exclusion of the population from the health
system. The social security subsystem, which concentrates most of the resources, covers 20 percent of the popula-
fion belonging to the middle-income classes. It is a pending task for the state o include the indigenous and native
peasant population in social security benefits. More appropriate legislation must be developed. Moreover, tech-
nical human resources must be generated at the regional or municipal level to carry out this planning. Similarly,
awareness-raising processes will have to be generated in the decision-making spheres on the importance of
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reducing inequalities. National, regional, and local authorities should, in coordination with the population, seek
measures to guarantee the right to health and ensure strategies that allow the poorest and most vulnerable sec-
tors of society to have access to this service since pathologies resulting from the lack of access to common goods
franslate info death among the most deprived groups.

c. Provision

According to WHO figures for 2021, the ratio of doctors is around 1.2 and nurses 1.6 per 1000 inhabitants
(World Health Organization 2024b). Second and third-level hospitals represent 8% of facilities and absorb
62% of beds with a hospital density of 1.1 beds per 1000 inhabitants (OECD /The World Bank 2020, 93-115).
Most of the nurses are in rural areas and at the first level. On the other hand, doctors are at the second and
third levels. The management of human resources is a significant challenge, considering that up to 85% of health
problems could be solved af the first level of care, which indicates that the first level of care would have to have
medical professionals working af this level to reduce the collapse of the third level. In other words, medical per-
sonnel should be assigned to the first-level centers. Furthermore, they should have a high level of competence to
decongest the more complex services, which require the incorporation of new professional profiles, particularly
in high-risk units such as emergencies, intensive care, diagnostic support services, and outpatient and inpatient
fransit areas.

d. Financing

The financing for the public sector is from the TGN, which is destined to pay human resources for the third and
fourth levels. On the other hand, the financing of the Autonomous Municipal Governments for the first and sec-
ond levels of care comes from the Municipal Tax Co-participation, which amounts to 15.5%. Health spending in
Bolivia is 480 dollars, representing a number rated lower than the average in Latin America. The percentage of
health spending or out-of-pocket spending is 25 dollars (higher than the average). Taking into account that the
population regularly spends more than 10% of its budget as out-of-pocket spending on health, 6.0% (close to the
average), and the population that falls below the poverty line due to health spending is close to 1.7%, close to
the overall average (Andre 2023, 61).

e. Regulation of dominant system

The determination of Law 1152 regarding the regulatory body is set out in paragraphs e and f of point I, which
states: e) Public health services are obliged to provide preferential attention in providing services and administra-
five procedures to people in vulnerable situations, including but not limited to. Furthermore, it is established in point
f) that the Ministry of Health shall regulate the referral and counter-referral system to guarantee continuity of care
and that services are provided in the most appropriate health facilities for each case. In Point Ill., the Ministry of
Health shall regulate all population access processes to universal and free care”.

/. CO-EXISTING SYSTEMS

Three main systems coexist in the Bolivian healthcare system: public, short-term social security, and private. These
are disjointed actors that have produced significant vulnerability in the neediest population. The weakness of the
Ministry's steering role in regulating health, administrative, and financial aspects in each subsystem must be modi-
fied. There is an inadequate allocation of resources and an absence of effective mechanisms for monitoring and
evaluating health actions and programs, which translates into inefficiencies in using resources allocated to health.
There is an urgent need for change in human resources management. More than half of the health facilities in
rural areas and in the first and second-level facilities are under the responsibility of nurses and health promoters.
Therefore, mechanisms should be sought to increase the allocation of medical personnel, given that 98% of the
facilities are concentrated at these levels, and health personnel do not have job stability. These actors’ function in
a fragmented manner without responding to the most relevant needs of the Bolivian population.
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8. ROLE OF GLOBAL ACTORS

Historically, various international organizations and bilateral cooperation between countries have played a
significant role in providing and financing healthcare in Bolivia. The country is characterized by deep economic,
social, political, environmental, spatial, and cultural gaps across ifs territory. The redistribution of the population in
Bolivia has led to a decline in the importance of the agricultural sector and the growth of the urban tertiary sector
due to domestic and international migration. These changes have created extensive pockets of contamination,
particularly harmful for children who lack adequate protection against bacterial aggression. Rural areas and
urban peripheries continue to experience the highest rates of morbidity and mortality due to air, soil, and drinking
water contamination. Despite advancements in residential areas of maijor cities, rural, and marginalized urban
regions sfill face significant setbacks in healthcare.

Q. LIST OF ADDITIONAL RELEVANT LEGAL ACTS

1938 Establishment of the Ministry of Health

1953 Creation of the Social Security System for Workers

1956 Enactment of the Social Security Code

1979 Creation of the Expanded Programme of Immunization and the National Cold Network
1984 Regionalization of health care

1996 Certification of the eradication of poliomyelitis by PAHO and WHO

1997 Structural Reform of the social security system

2003 Universal Maternal and Child Insurance, replacing the Basic Health Insurance
2006 Publication of the Bases of the Health Plan 2006-2010

2009 Political Constitution of the State

2010 Law N2 65 of 10 December 2010 “Law of the Integral Pension System”

2012 Restructuring Plan of the National Health Fund, DS N© 1403, @ November 2012.

2013 Law N2 341, law of participation and social control.

2018 Law N2 1069, 5 June 2018, in ifs chapter v: attention to affiliates of the managing entities in public health
establishments and automatic debit.
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