CRC 1342 [ No.50

Social|Policy
Country Briefs

Mexico

Sergio Meneses Navarro

The Health Care
System in Mexico

“\ Global Dynamics DFG Deutsche '
J of Social Policy CRC 1342 Forschungsgemeinschaft

W



Sergio Meneses Navarro

The Health Care System in Mexico

CRC 1342 Social Policy Country Briefs, 50
Edited by Matias Acosta Tapio

Bremen: CRC 1342, 2025

U University
l ' of Bremen
SFB 1342 Globale Entwicklungsdynamiken von Sozialpolitik /

CRC 1342 Global Dynamics of Social Policy

AO4: Global developments in health care systems and long-term
care as a new social risk

Confact: crc-countrybrief@uni-bremen.de

Postadresse / Postaddress:
Postfach 33 04 40, D - 28334 Bremen

Website:
https:/ /www.socialpolicydynamics.de

[DOI https:/ /doi.org/10.26092 /elib / 3760]
[ISSN 2700-4392]

Funded by the Deutsche Forschungsgemeinschaft
(DFG, German Research Foundation)
Projekinummer 374666841 — SFB 1342


mailto:crc-countrybrief@uni-bremen.de
https://www.socialpolicydynamics.de
https://doi.org/10.26092/elib/3760

Sergio Meneses Navarro

The Health Care

System in Mexico

CRC 1342
No. 50



THE HEALTH CARE SYSTEM IN MEXICO

Sergio Meneses Navarro ™

Content
T COUNTRY OVERVIEW . . oottt ettt e e e e e e e e e e e e e e e e e e 3
2. SELECTED HEALTH INDICATORS .+« o v v e vt e et e et e et e et e e e e e e e e e 3
3. LEGAL BEGINNING OF THE SYSTEM . . . oo e 4
4. CHARACTERISTICS OF THE SYSTEM AT INTRODUCTION . . . . oo oot e e e e e e e e 5
0. Organisational SITUCIUTE . . . . o .ot e e 5
b, COVEIagE. « oo 5
G PrOVISION . L 5
A O RNGNCING oo 6
e Regulation ... 6
5. SUBSEQUENT HISTORICAL DEVELOPMENT OF PUBLIC POLICY ON HEALTH CARE . .+ .o vttt ot oo e e 6
A, Majorreform L 6
b, Majorreform 1. oo 7
O. DESCRIPTION OF CURRENT HEALTH CARE SYSTEM . .« . ottt e e et e et e e e 8
a. Organisational StrUCtUre . . . . .o 8
b Coverage. . ..o Q
C PIOVISION . . o 10
do FINANCING « o 10
e. Regulation of dominant system. . .. .. 10
7 COEXISTING SYSTEMS © . vt 1
8. ROLE OF GLOBALACTORS . .+« o vt et et e e e e e e e e e e e 1
Q. LIST OF ADDITIONAL RELEVANT LEGAL ACTS . © o o o v e e e e e e e e e e e e 12
REFERENCES . . .t ettt et e e e 12

* Sergio Meneses Navarro, smenesesnavaro@gmail.com


mailto:smenesesnavarro@gmail.com

1. COUNTRY OVERVIEW

Mexico
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Source: htips:/ /ontheworldmap.com/mexico/ (Accessed March 13, 2025)

» Sub-Region: North America » Income group: Upper-middle-income

» Capifal: Mexico City » Gini Index: 43.5 in 2022

» Official Language: Spanish » Colonial period: Mexico was a Spanish colony
» Population size: 129,739,759 in 2023 between 1535 and 1821. In September 27th,

» Share of rural population: 18.4% in 2023 1821 Mexico became an independent nation.

» GDP: 1.79 trillion in 2023
Source: World Bank, 2023

2. SELECTED HEALTH INDICATORS

Indicator Mexico Global Average
Life expectancy (years) 74.8 (2022) 72 (2022)
Male life expectancy (years) 71.5(2022) 69.6 (2022)
Female life expectancy (years) 78.2 (2022) 74.5 (2022)
Under-5 mortality rate (per 100,000 live births| 12.8 (2022) 371 (2022)
Maternal mortality rate (per 100,000 live births) 59 (2020) 223 (2020)
HIV prevalence (%ages 15-24) 0.2% (2022) 0.25% (2022)
Tuberculosis prevalence (per 100,000 people) 28 (2022) 134 (2022)

Source: World Bank, 2023
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3. LEcAL BEGINNING OF THE SYSTEM

Name and type of legal act Social Security Act

Date the law was passed January 19, 1943

Date of de jure implementation January 1, 1944

Brief summary of content The Mexican Social Security Institute (Insfituto Mexicano del Seguro

Social or IMSS) is a social security institution for the protection of sala-
ried employees, which includes health and matemity insurance, as well
as other benefits such as child daycare, retirement savings, disability
and death benefits, and other social services. Based on the principle
of solidarity, is financed on a tripartite basis with the participation of
the federal government, the employer, and the employee. The basis for
eligibility for IMSS is to be a salaried employee in the formal sector of
the private secfor economy (Gonzdlez-Block 2018).

Socio-political context of infroduction At the time of the creation of the IMSS, several of the developed coun-
tries of the world were immersed in the Second World War, so Mexico
assumed a preponderant role in the production of raw materials for
these countries. Thus, the country underwent an accelerated process of
industrialization and economic growth based on an economic policy
called “import substitution”. In addition, less than three decades had
passed since the Mexican Revolution, which had raised social demands
aimed at protecting workers and their families, their wages, and produc-
tive capacity. Thus, these aspirations for social justice were combined
with economic conditions that favoured the establishment of social secu-
rity for salaried workers in the industrial sector (Gonzdlez-Block 2018).

Name and type of legal act Decree establishing the Secretariat of Health and Assistance.

Date the law was passed October 15,1943

Date of de jure implementation October 15, 1943

Brief summary of content There is a consensus that 1943 was the birth year of the modern Mexican

health system. In that year, the first Social Security Institute (IMSS) was
created, as well as the Secretaria de Salubridad y Asistencia -Secretariat
of Health and Assistance- (SSA), to provide medical services to those
excluded from social security, who were most Mexicans at that time.
However, the basis of eligibility of the beneficiaries of the services of the
SSA was the condition of exclusion from social security under a welfare
system and not based on rights. The SSA was a highly centralized federal
government insfitufion that provided both general health and medical care
fo the population in need. It had a meager infrastructure, concentrated
mainly in the republic’s major cities. The SSA was financed by general
taxes; the allocation of expenditures between public health and medi-

cal care activities was highly discrefionary (Bustomante 1983; Frenk &
Gomez-Dantés 2008).

Socio-political context of introduction InJanuary of that year, the Mexican Social Security Institute (IMSS) was
created to provide health care to the growing salaried working class.
Since 1917, however, the post-revolutionary Mexican state had taken a
leading role in providing medical care to the most vulnerable through so-
cial assistance. With the birth of the IMSS, the population excluded from
social security could not be left unattended, and the SSA was created to
oversee this important sector (Frenk & Gémez-Dantés 2008).
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4. CHARACTERISTICS OF THE SYSTEM AT INTRODUCTION
a. Organisational structure

Initially, in 1943, the health system was centralized through the IMSS and the SSA, with the federal government
in charge of directing, financing, and providing services to different social groups. However, the republic states
also participated in certain health activities, mainly sanitation (Frenk & Gémez-Dantés 2008).

Originally, the IMSS covered only the working population of the formal private-sector economy. A litle more
than a decade later, in 1959, public sector workers were included in the social security system through the Instituto
de Seguridad y Servicios Sociales para los Trabajadores del Estado (ISSSTE). The workers covered by social
security represented a small percentage of the population (initially less than 10%), and the benefits covered were
medical coverage for basic health services, hospital care, and other social benefits such as pensions and insur-
ance for accidents and occupational hazards (Frenk & Gonzdlez Block 1992).

The SSA served the informal population, which had no access to social security. This sector received only basic
medical care and some hospital care in a limited network of public hospitals located in the country’s major cities,
particularly Mexico City (Frenk & Gémez-Dantés 2008; Gémez-Dantés ef al. 2011). We do not have quantitative
data on the population covered by the SSA because services were provided through an assistance program and
there was no membership mechanism. However, in 1943, the availability of resources to provide medical services
was inifially very limited. The health system was fragmented and lacked an organized structure to ensure universal
access. Public hospitals and clinics provided most medical care, but these were scarce and could not adequately
meet the needs of the population, especially in rural areas. Medical care tended to be concentrated in the upper
classes, and most of the population lacked health insurance and access to basic health services.

Percentage of population covered

by government schemes Indeterminate because we do not have registration systems for SSA beneficiaries

and IMSS records are not public, although its coverage began with the
population of the first industrial organizations in the country.

Percentage of population covered
by social insurance schemes

Percentage of population covered

by private schemes Negligible

There were no explicit coverage criteria for the uninsured population. The sector

Percentage of population uncovered
9e oTpop covered by the uninsured was insignificant.

b. Coverage

Since the birth of the modern health care system, two eligibility criteria have been established for access to health
care institutions. Firstly, it was required to be a salaried worker in the formal sector of the economy, for whom
medical care was esfablished through social security insfitutions such as the IMSS (for workers in the private
sector) or the ISSSTE (for workers in the public sector). These people were called "derechohabientes” and were
entitled fo care only as long as they maintained their status as wage eamers or retired. On the other hand, for
people who did not have a salaried job (e.g., the self-employed, the unemployed, farmers, housewives, students,
efc.), health services were created, administered by the Secretariat of Health and Assistance (SSA), and pro-
vided under a welfare logic, not as a right. However, access to health services was very limited and concentrated
mainly among the urban population and the higher social classes. The majority of the rural population, especially
indigenous communities, did not have access to public health services (Meneses Navarro et al. 2022) (Servan-

Mori et al. 2025).

c. Provision

In the early days of Mexico’s health system, the number of doctors, nurses, and hospital beds was quite limited
compared to the population’s needs. In the late 1940s, there were approximately 60 physicians per 100,000
people, 25 to 30 nurses per 100,000, and 2.5 hospital beds per 100,000. This number of health resources was
lower than in other Latin American countries. It was clearly insufficient to meet the population’s needs, especially
in rural, indigenous, and marginalized areas (Gomez-Dantés et al. 2025).
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The benefits package was also limited. The IMSS provided general medical care for its members to freat
common diseases. Specialized care was under development and not readily available outside the country’s
maijor cities. The IMSS also provided surgical services, but its capacity was very limited. The most common surger-
ies were emergency or work-related. Care for pregnant women and children was a priority area for IMSS and
SSA. IMSS began to provide maternity services, but initially only in urban areas and at the main hospitals. These
services included antenatal care, delivery, and postnatal care. Rehabilitation services were incipient, especially
for conditions related to work-related injuries or accidents (Gémez-Dantés et al. 2025).

d. Financing

In the early years of the IMSS, in the 1940s, health spending was less than 2% of GDP. By the 1960s, total health spend-
ing was around 3-4% of GDP. Most of the resources were concentrated in the social security insfitutions (IMSS and
ISSSTE), and their financing was tripartite, based on contributions from employers, workers, and the federal government.

e. Regulation

In the early days of the Mexican health system, the main institutions responsible for managing the health system and
regulating the provision of services were the Secretaria de Salubridad y Asistencia (SSA) and the IMSS. The SSA
was responsible for establishing public health policy. However, it was in charge of general and public health ser-
vices at the national level, in addition to regulating the medical care provided to the population excluded from social
security in the SSA's health faciliies. The IMSS was primarily responsible for regulating the medical care provided by
its member organizations. However, regulations for health care providers were limited because they were still in the
process of being developed (Gémez-Dantés et al. 2025; Frenk & Gémez-Dantés 2008).

In 1943, the Public Health Law was enacted to comprehensively regulate public health and medical services
throughout the country and ensure they were provided with quality standards. This law outlined the initial basis for
supervising public and private hospitals and clinics. In those early years, the SSA and the Consejo de Salubridad
General (General Health Board, created by presidential initiative in 1891) were also responsible for regulating
physicians and other health professionals. In 1938, the Law of Professions was enacted, stipulating that all persons
practicing the health professions in Mexico must hold an official degree from a legally recognized educational
institution and meet the requirements to practice their profession. This law also regulated the supervision of pro-
fessional activities and compliance with ethical standards (Frenk & Gémez-Dantés 2008; Gémez-Dantés et al.

2025; 201).

5. SUBSEQUENT HISTORICAL DEVELOPMENT OF PUBLIC POLICY ON HEALTH CARE

a. Major reform |

Name and type of legal act Decree amending and supplementing the General Health Law for the
creation of the Social Health Protection System (Fox-Quezada 2003)

Date the law was passed May 15, 2003
Date of de jure implementation Jan 1, 2004
Brief summary of content The Social Health Protection System and its operative arm, the Seguro

Popular -Popular Health Insurance- (SP), is a health insurance scheme with
predominantly public financing and a tripartite financial structure similar to
that of the IMSS and ISSSTE and is aimed at people whose employment
status excludes them from conventional social security. lts purpose was

fo provide public health insurance coverage to the Mexican population
excluded from conventional social security as a necessary sfep towards
universal health coverage through a public insurance scheme with the
same level of financing and the same package of interventions for the en-
fire population (Knaul & Frenk 2005; Knaul, Frenk, & Horton 2007; Knaul,
Frenk, & Gémez-Dantés 2004: Frenk et al., n.d.).
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Population coverage

As of November 2018, Seguro Popular covered more than 55 million
Mexicans, just over 40% of the national populafion. Among them, it
covered the unemployed, indigenous populations, and social groups in
greater conditions of vulnerability (CONEVAL 2018).

Type of benefits

Seguro Popular covered a package of essential services, defined ac-
cording to explicit cost-effectiveness and social acceptability criteria,
contained in the Unified Catalogue of Health Services (CAUSES). In
2004, there were 105 inferventions - representing about Q0% of the
reasons for care - financed by the Personal Health Services Contribu-
tion Fund and provided in a decentralized manner in SESA and IMSS-B
health centers and second-level hospitals. As of 2018, CAUSES included
294 health interventions and 670 medicines and consumables.

The Catastrophic Expense Profection Fund was defined for high-cost
and more serious but less frequent diseases, and it was also based on
cost-effectiveness, epidemiological profile, and technological develop-
ment criteria. It was managed directly by the federal government through
tertiary care hospitals. Until 2018, it covered 65 inferventions, including
the treatment of various forms of childhood and adult cancer - such as
leukemia, colon, cervical, and breast cancer -, acute myocardial infarc-
tion, neonatal intensive care, the freatment of congenital or acquired
malformations, the treatment of HIV /AIDS and the transplantation of
various organs - corneaq, kidney, heart, liver, etc. - as well as the treat-
ment of cancer and other diseases (Meneses-Navarro 2020).

Socio-political context of introduction

Seguro Popular was born in a political context of democratic transition.
For the first fime in more than 70 years, Mexico's federal government
was occupied by a party other than the one that had been hegemonic
since the end of the Revolution. Although the federal government did not
have a legislative majority, the decree creating the Social Health Protec-
fion System and the Seguro Popular was approved by a broad majority
of all political parties in both chambers of the Mexican Congress and
was ratified by all the states of the republic (Ortiz 2006).

b. Maijor reform Il

Name and type of legal act

Decree creating the Descentralizied Public Entity called the Health
Services of the Mexican Institute of Social Security for Welfare (IMSS-
Bienestar) (Diario Oficial de la Federacion 2022)

Date the law was passed

August 31, 2022

Date of de jure implementation

January 1, 2023

Brief summary of content

The IMSS-Bienestar aimed to provide medical services to the popula-
tion excluded from social security, approximately 80 million Mexicans,
through a process of recentralization of health services. In this way,
through the IMSS-Bienestar, the federal government is responsible for
providing, financing, and coordinating health services throughout the
country. Until November 2024, only 24 states had handed over their
state health systems to the IMSS-Bienestar; 8 federal entities continued fo
refain ownership and operation of their health systems.

Population coverage

According to data from the National Council for the Evaluation of Social
Policy (CONEVAL), with the disappearance of the Popular Health Insur-
ance, more than 33 million Mexicans considered that they did not have
access to health services. No new metric for affiliation to health services
has been created since the implementation of the IMSS-Bienestar (CO-

NEVAL 2021).

Available benefits

IMSS-Bienestar provides a limited package of primary health care ser-
vices as well as basic hospitalization. It does not provide specialty health
services or third-level care.

CRC 1342 Social Policy Country Briefs No. 50 — Mexico [7]



Socio-political context of introduction The IMSS-Bienestar was created in the polifical context of construct-
ing a new partisan hegemony in Mexico, represented by the National
Regeneration Movement (MoReNa), which claims to identify itself with
the political left. This movement is headed by the historical leader of the
partisan opposition of the last three decades, Andrés Manuel Lépez
Obrador. The party MoReNa controls both chambers of Congress, the
federal government for the second consecutive administration, and most
state and municipal governments.

6. DESCRIPTION OF CURRENT HEALTH CARE SYSTEM

From the beginning, the health system was segmented between the social security institutions that covered sala-
ried workers and their families - represented by the IMSS, the ISSSTE, and the social security systems of sectors
such as the workers of Pefréleos Mexicanos (the Mexican government's oil company or PEMEX), the military,
the navy, electricians, and others. Similarly, there are the institutions responsible for providing health services to
the population not covered by social security (the self-employed, independent workers, non-salaried peasants,
among others), a sector that has been wrongly nicknamed “ineligible” - that is, without the right to health services
- or "open population” (Frenk & Gémez-Dantés 2008; Meneses Navarro et al. 2022).This health subsystem,
which serves the population without social security, has had different institutions involved. From 1943 to 1983 it
was the Ministry of Health and Assistance (SSA), which was later renamed the Minisiry of Health (keeping the
same acronym); in 1979, the IMSS added the presidential program called General Coordination of the National
Plan for Disadvantaged Areas and Marginalized Groups, known as IMSS Coplamar, fo the care of people
without social security in rural areas; this program changed its name with the beginning of each new presidential
administration. It was called IMSS-Solidaridad from 1988 to 1994, IMSS Progresa from 1944 to 2000, IMSS
Oportunidades from 2000 to 2012, and IMSS Prospera from 2012 to 2018; In 1985, the health system was de-
centralized and the states began to provide health services through their State Health Secretariats (SESA); From
2003 to 2020, the Seguro Popular de Salud (SP) was responsible for financing health care for this sector of
the population; from 2019 to 2023, the Instituto de Salud para el Bienestar (INSABI) was responsible; and from
2023 to the present, the Decentralized Public Organism IMSS-Bienestar has been responsible for financing and
providing health care for this sector, now under a recentralization logic (Knaul et al. 2023).

This segmentation responded to a consfitutional legal basis, since Article 123 establishes the responsibility of
employers fo provide health services to their workers as a benefit of employment, considering the risks inherent in the
activities associated with the job (Gonzdlez-Block 2018). Surely, the original objective in establishing this structure of
the system was not to segment the population on the basis of health care but rather that the economic and industrial
development of the country would grow in such a way that all citizens would have a salaried job - or be part of a
household with a salaried head of household - that would allow them to have social security and, therefore, health
insurance for health protection (Lopez-Cervantes et al. 2011). Thus, the medical assistance provided by the SSA
fo sectors without social security would play a lesser role, while economic expansion would lead to an increase in
social security coverage. However, the country’s economic development did not follow the expected path. Instead,
it led to the emergence of a large sector of the population working on their own account in the formal or informal
economy, in addition to a variable group of unemployed and people outside the labor market. For these citizens, fi-
nancial and operational mechanisms had to be defined to guarantee the protection of their health as a constitutional
right of citizenship, over and above the benefits of work ([Meneses Navarro ef al. 2022).

a. Organisational structure

The Mexican health system is broadly composed of two sectors: the public sector, which refers to government
instituions, and the private sector. The public sector includes social security institutions such as IMSS, ISSSTE,
medical services for PEMEX, military and navy personnel, as well as the services of the federal (SSA) and state
(SESA) health secrefariats and IMSS-Bienestar for the population without social security. The private sector in-
cludes private insurers, hospitals, clinics, and private medical service providers, whether allopathic or alternative.
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These sectors have different funding sources, which are aggregated into different funds with specific providers
and different beneficiaries (Meneses Navarro et al. 2022).

Thus, there is a duplication of functions among the various health system institutions. Social security institutions
have their own rules for medical care, sources of funding, and ways of financing, as well as infrastructure for pro-
viding services, while the institutions that provide services to the population without social security have different
rules, sources of funding, and infrastructure. This duplication leads o higher costs and consequent inefficiency of
the system and creates inequalities by treating citizens with and without social security differently, who experience
different conditions of access, service packages, and quality of services.

On the other hand, the private sector consists of a wide variety of providers with different medical rationales
and costs: from individual providers in small pharmacies, laboratories or allopathic medical practices, other
health specialties or alternative therapies, to highly specialized private hospitals. Costs in the private sector are
very heterogeneous, ranging from low to very high. However, these services are generally for-profit, and users
pay for them directly at the time of use, which is known as out-of-pocket spending (Servan-Mori et al. 2023).

In 2020, 44.95% of the population had social security. The rest of the population depended on the services
of the SSA and the SESAs based on a criterion of access on the basis of welfare (INEGI 2020). Thus, they did
not have an explicit package in a policy specifying what services they were entfitled to (Knaul, Frenk, and Horton
2007), and per capita funding was two fo ten times less than that of those with social security (from US$51 per
capita for the population without social security to between US$224 and US$542 per capita for those with
social security) (Meneses Navarro et al. 2022). The population with social security has access to first, second,
and third-level health services [i.e., highly specialized services), although they do not have a service policy with
an explicit catalog of coverage (i.e., with covered diseases and interventions). On the other hand, the IMSS-
Bienestar, which serves the population without social security, has only first and second-level services (with the
basic specialties of general surgery, gynecology-obstetrics, pediatrics, and internal medicine) but no high spe-
cialty services. For the population without social security to have access to high specialty services, the SSA has
tertiary-level hospitals. However, most of them are in Mexico City with a limited installed capacity that does not
allow the atfention of potential users from all over the country.

Percentage of population covered by government schemes 70.95%
Percentage of population covered by social insurance schemes 44.13%
Percentage of population covered by private schemes 2.08%
Percentage of population uncovered 26.52%

Source: Population and Housing Census, 2020, National Institute of Statistics and Geography (INEGI 2020).

b. Coverage

Table 1. Coverage of public health institutions, 2020

Population Type Finance subsystem Provider Institution Population covered Percentage of country

SSA

Federal Funding/

Without Social Security Health for Wellness Fund SESA . 33,801,552 26.82%
IMSS-Bienestar

IMSS IMSS 47,245,909 37.49%

ISSSTE ISSSTE 7165164 5.69%
Social security PEMEX PEMEX

SEDENA SEDENA 1,192,255 0.95%

SEMAR SEMAR

Subtotal 89,404,880 70.95%
Unmet populafion 33,431,212 26.52%
Private Insurance Several private companies 2,015,213 2.08%

Source: Population and Housing Census, 2020, National Institute of Statistics and Geography (INEGI 2020).
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c. Provision

Mexico’s healthcare system has experienced significant growth in the number of healthcare professionals and
hospital infrastructure. In 2021, Mexico will have approximately 324,290 registered physicians working in public
or private institutions, or 251.4 physicians per 100,000 inhabitants. In 2023, the number of nurses in the country
was 310,000, or 240.3 per 100,000 inhabitants. The public sector had about 90,000 census beds in 1,400
hospitals, or 69.8 per 100,000 people. The private sector has 2,874 hospitals, and its census bed capacity rep-
resents 34% of the hospital system.

Public insfitutions do not have an explicit package of intervention coverage. Social security institutions theo-
refically provide care for all health needs. In some cases, however, their resources are limited, so that waiting
times for care are too extensive, effectively excluding some people from receiving services. This is the case, for
example, for most organ transplants, care for some types of cancer, or services such as hemodialysis.

Similarly, the public institutions that serve the population without social security do not have an explicit pack-
age of services. This omission is infenfional since the party in power in the Mexican government since 2018
considers that defining a package of services is “neoliberal” and “immoral” since it is a measure that inherently
excludes certain interventions. Thus, in ifs propaganda, the government points out that the health system provides
all services for the needs of people without social security. However, the services it offers are limited to first and
second-level care, with a limited supply of highly specialized services (Knaul et al. 2023).

d. Financing

Health expenditure in Mexico is 6% of the Gross Domestic Product, but public spending represents only 2.8% of
GDP. The public sector of the health system has two main forms of financing: that of the social security institutions
and that of the population without social security. The financing of social security has a fripartite structure: the
national government participates with an equal social contribution for each member of these institutions -which
corresponds to half of the total cost-, and the employer and the affiliated worker cover the rest of the insurance
costs. In the case of the IMSS, the employer is a private company, and in the case of the ISSSTE, the employer is
also the government, whether federal or state. In 2003, the SPS established a financial mechanism like that of the
IMSS and the ISSSTE, including the same social contribution (paid by the federal government), a solidarity contri-
bution paid by the federal and state governments, and finally a family contribution based on income deciles, with
the possibility of exemption for the first two deciles. Thus, one of the objectives of the 2003 reform was to unify the
financial architecture of the social security system and the SPS (tripartite structure) to reduce inequalifies in financ-
ing. This would be an essential step in the process of integrating a universal health system. However, as mentioned
above, this policy was repealed in 2020, abandoning the path of integrating the financing and delivery functions
between the different health subsystems so that they would operate as a single coordinated system. Currently,
institutions serving the uninsured population are mainly financed by federal public funds, although SESA also uses
state public funds to varying degrees. The private sector, on the other hand, is financed mainly by out-of-pocket
payments by users af the time-of-service use and, to a lesser extent, by private health insurance.

e. Regulation of dominant system

Stewardship is the main function of the SSA, and it involves the participation of the General Health Council,
professional associations and civil organizations. However, with the creation of the IMSS-Bienestar in 2023, this
instituion has de facto taken over the affributions of the steering role.

However, in the fragmented context of the Mexican health system, the steering role of the SSA faces difficulties
and challenges (Meneses Navarro et al. 2022). Each institution in the health system - be it IMSS, ISSSTE, SESA,
or IMSS-Bienestar - has some authority fo define and implement its policies and programs, decide on financial
management or establish coordination mechanisms, i.e., to exercise steering functions within its organization. For
example, each insfitution has its own health programs, which are not always aligned with the action programs
defined by the SSA. Thus, the sfeering role of the SSA faces the enormous challenge of infegrafing a coherent
and efficient response among the institutions that make up the health system, one that is congruent with - and ef-
fective in the face of - the needs of the population. To meet this challenge, the SSA has established various infer-
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institutional coordination mechanisms to provide an infegrated response to specific problems. In the same sense,
each institution defines the services it will provide, although clinical practice guidelines are developed with the
participation of infer-institutional technical teams.

Another difficulty in the governance role is the regulation of medical care to ensure a minimum level of qual-
ity in the provision of services. Regulatory activities include the certification of doctors and nurses, as well as the
accreditation and cerfification of health units. The certification of these units refers to the evaluation to ensure that
they have the necessary infrastructure, equipment, and supplies to provide quality care. However, the certification
process is optional - not mandatory - for the facilities of any institution. This process is carried out by the General
Health Council, not the SSA. Accreditation, on the other hand, is carried out by the SSA, SESA, and IMSS-
Bienestar. It is an obligatory evaluation for health units that aims to guarantee the quality and safety of the care
they provide, according to established standards.

/. CO-EXISTING SYSTEMS

In addition to the public sector, Mexico's healthcare system comprises the private sector, both for-profit and not-
for-profit (Gomez-Dantés et al. 2025). The private sector includes private hospitals, clinics, doctor’s offices, and
laboratories. Financing comes mainly from patient co-payments, either through health insurance or out-of-pocket
payments. The latter is the predominant form of payment in the private sector (Servan-Mori et al. 2023; 2022;
Knaul et al. 2022).

Since the beginning of the 21 st century, doctor’s offices adjacent to pharmacies, which offer low-cost outpa-
fient general medical services, have gained importance (Pérez-Cuevas et al. 2014). By 2023, there were more
than 18,000 doctor’s offices adjacent to pharmacies, and their use for outpatient consultations exceeded the use
of public health services at the first level of care(Bautista-Arredondo, Vargas-Flores, and Colchero 2024). Ac-
cording to the 2023 National Health and Nutrition Survey, 66% of people without social security who needed
outpatient medical care sought private services, mainly in doctor’s offices adjacent to pharmacies; among IMSS
members, 39% sought care in private services, while among ISSSTE members, the percentage was 49% (Shama
levy 2024).

There are some non-governmental organizations (NGOs) and community health initiatives that provide ser-
vices, especially in rural, highly marginalized areas and in crisis contexts (e.g., the migration crisis affecting large
parts of the country) (Orozco-Nufez et al., n.d.; Guerra et al., n.d.). These services are not-for-profit; their funding
comes mainly from donations, infernational sub-grants, and private funds. Their infrastructure is usually modest,
but they are in areas that are poorly served by public or private for-profit services. Their human resources are
often volunteers or general medical staff with limited experience due to funding constraints. The focus of these
organizations is highly localized in vulnerable and highly marginalized communities.

8. ROLE OF GLOBAL ACTORS

Some global actors are or have been involved in the financing and delivery of health services. International or-
ganizations such as the World Health Organization and the Pan American Health Organization mainly provide
technical assistance to promote public health policies and programs and to strengthen health systems. However,
their involvement is modest (“Healthcare in Latin America: History, Society, Culture” 2022).

The World Bank and especially the Inter-American Development Bank have financed initiatives to improve
the infrastructure and sustainability of the health system, especially in the states with the greatest poverty and mar-
ginalization, as well as those with the greatest social backwardness and the worst health indicators. One exam-
ple is the Mesoamerica Project, which has been operating since 2008 in the state of Chiapas and the countries
of Central America and the Caribbean (Sacks et al. 2022).

Other global actors that finance and provide health services through initiatives targeted at vulnerable popu-
lations or specific problems include the United States Agency for International Development (USAID), the Bill
and Melinda Gates Foundation, Médecins Sans Frontieres, and Médecins Du Monde. However, the Mexican
government is not financially or technically dependent on these organizations (Guerra et al., n.d.).
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Finally, in some rural and highly marginalized localities, especially in Indigenous regions, some Catholic
Churches and other Christian denominations have medical clinics, dispensaries, and small hospitals that provide
healthcare services to these populations within the framework of religious philanthropy and charity (Frenk &
Gomez-Dantés 2008).

Q. LIST OF ADDITIONAL RELEVANT LEGAL ACTS

The main regulatory documents of the Mexican health system are:

» Political Constitution of the United Mexican States. Article 4 establishes the right to health protection. Article
132 establishes the right of workers to social security.

» General Health Law. This is the main regulatory framework of the health system. It regulates all aspects
related fo the protection of the health of Mexicans, the organization and delivery of health services, health
promotion, disease prevention, and the responsibilities of health service providers. It establishes the bases for
medical care and access to services; regulates the education and fraining of health professionals; establish-
es sanitary norms and public health protocols; and defines the responsibilities and functions of the country’s
various health institutions (SSA, IMSS, ISSSTE, among others).

» Mexican Social Security Institute Act (Ley del IMSS). Regulates the functioning of the IMSS. Establishes the
insurance system for private sector employees and their families. Regulates the coverage of medical, hospi-
tal and pharmaceutical services. Establishes the basis for the financing of the IMSS.

» Insfituto de Seguridad y Servicios Sociales de los Trabajadores del Estado (ISSSTE) Law. Regulates the
functioning of the ISSSTE. Esfablishes the basis for health care coverage for state employees and their fami-
lies. Regulates the provision of medical and social services, as well as the rights and obligations of benefi-
ciaries.

» National Health Program. It is the set of strategies and actions of the Mexican federal government to ad-
dress the main public health needs of the country. This program changes with each new federal government
administration.

» Mexican Official Standards (Normas Oficiales Mexicanas or NOM's). These are normative documents
issued by the Ministry of Health that establish technical and operational criteria for the provision of health
services. NOM s are applied nationwide and are fundamental to the quality of medical care.
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