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1. Introduction 

Those markets associated with health financing and service provision often operate 
under imperfect conditions, sometimes very different from those prevailing in most 
goods and services markets within the economy. These imperfect conditions, usually 
related to the existence of asymmetrical information between providers and consumers 
of health services (physicians and patients), give rise to an opportunistic behavior –
inducing the demand– on the part of the supply.  

The presence of asymmetrical information as well as of positive or negative 
externalities in health markets are well-known market failures. Because of them, price 
mechanisms do not provide the necessary information to operate under normal 
conditions and thus social regulation or monitoring mechanisms become necessary, for 
operating conditions in these markets to approximate a structure closer to the social 
optimum. Likewise, the typical features of health as a good (perception of disease, 
geographical and cultural barriers, service use determinants) pose new challenges from 
the point of view of public policy, especially in less developed countries. 

The difference between the good health and the good health insurance becomes 
apparent as lower-income social groups resort of the health market, usually due to a 
health problem, and demand goods or services that restore their health status. In general, 
medium-high and high-income groups engage in the health market by acquiring social 
or private insurances that provide coverage to them in the case of a possible health 
problem in the future. Thus, individuals’ aversion to risk renders market insurance 
mechanisms one of the traditional alternatives families turn to in order to guard against 
catastrophic expenses on health that might reduce their ability to purchase other goods 
or services.  

The challenge for public policy is to find mechanisms that allow most of the population 
to guard against the possibility of these financial shocks associated with a health 
problem, not only through the structure of market insurance, but also through alternative 
forms, namely public insurance, self-insurance related to savings, and self-protection 
such as sports activities, healthy habits, etc. 

The health financing and care system in Argentina is extremely segmented and 
fragmented. This may be associated with two basic cuts: geographical and type of 
coverage. Due to the federal system of the country, the provincial Ministries of Health 
are responsible for the public health budgets in their districts, where the national 
authority has not but a limited say. Health institutions and professionals depend on the 
provincial authority and the transfers they receive from the national government are 
usually in connection with targeted programs. This scheme impacts on the availability 
of financial resources in each province and affects the global equity of the model. 

At the same time, the financing of the health system involves social insurance 
institutions belonging to each district (provincial employees’ health care plans for civil 
servants and their families) and transversal social insurance institutions (national 
employees’ health care plans: social security institutions organized by industry, funded 
with employers’ and employees’ contributions). 



 

 

In summary, the Argentinean health care system is highly fragmented, with marked 
differences regarding needs, financing, and supply of services across the various 
districts, which grow deeper with the federal scheme of resource allocation and fund 
management. In addition, social security institutions render the financing scheme even 
more fragmented, thereby limiting the ability to structure a sustainable risk pool, 
especially for groups with low incomes and form straggling districts. 

The purpose of this research is to determine the existence of social protection 
mechanisms in the specific case of Argentina and, within these social protection 
mechanisms, to identify the traditional forms of market and public insurance that cover 
individuals’ health. It also intends to analyze the significance of catastrophic financial 
shocks related to expenditures on health, i.e., those that may place individuals and 
families below the poverty or destitution lines.2 

In this respect, this document examines the mechanisms used by these insurance models 
and, on the basis of data from household expenditure surveys and other secondary data 
sources, it seeks to determine their actual application and their effectiveness in the 
Argentinean case.  

Thus, are there any social protection mechanisms other then those associated with 
insurance structures? To what extent do they complement each other? Within this 
framework of analysis, this work intends to identify, within the context of the local 
system, the social protection structures used by the population according to its income 
level and geographical region and, on this basis, to determine their effectiveness to 
mitigate possible financial shocks associated with expenditures on health. 

Specifically, this study aims at answering the following questions: 

1. What are the organizational arrangements of formal or informal risk pooling 
prevailing in the country, and what are their differences regarding fund 
collection, risk pooling, and other organizational and institutional features? How 
do the various population groups take part in them? 

2. What is the evidence concerning health status, service use, financial protection, 
and satisfaction? 

3. What are the “formal” or “informal” strategies and/or tools (such are savings, 
prevention, private or social insurance) used by the homes to face health shocks 
and their consequences? How do they compare with the basic principles set forth 
by the theoretical framework presented by the literature (Becker et al., among 
others)? 

4. Do risk pooling mechanisms succeed in mitigating the effects of health shocks 
or help overcome them? What is the best risk pooling organizational 
arrangement for the financial protection of homes in general and the poorest in 
particular? 

5. Is there any evidence of how health shocks affect household income and 
consumption, limiting families’ financial protection, generating impoverishing 
situations, and placing them below the poverty line? 

 

                                                   
2 The expression social protection in health in this document refers to these insurance mechanisms, which 
may take various forms (social, private, self-protection, and savings). 



 

 

The following pages present the main results achieved on the basis of the study of two 
household surveys, complemented with information related to the socio-demographic 
characteristics of the population and the organization of social insurance systems in 
health. 

The following surveys were examined: 

- National Household Expenditure Survey, 1997 (NHES-1997). The design of this 
survey makes it possible to analyze, at the national and regional levels, the 
presence of the three basic social protection mechanisms defined by the 
literature that serves as a basis for this initiative: market insurance (in the forms 
present in Argentina), self-insurance (savings), and self-protection (investment 
in sports and physical activities). 

- Health Service Use and Expenditure Survey, Ministry of Health, August 2003. 
This survey, of national scope, is the latest information available on the subject. 
It is a suitable tool to determine the effectiveness of insurance mechanisms (the 
only social protection instrument studied by the Survey) to face financial shocks 
associated with a health problem. 

 

In Section 2, and based on the 1997 National Household Expenditure Survey, this 
document analyzes the main patterns of coverage and use of health services. 

Section 3 presents the framework of analysis for the study of social protection 
mechanisms in Argentina, which are described in the following section, using 
1997/1998 National Household Expenditure Surveys.  

Section 4 analyzes the effectiveness of each of these instruments in financially 
protecting families and individuals in terms of unitary out-of-pocket expenditures on 
health per month. 

Section 5 estimates the threshold that leads families or individuals to a catastrophic 
situation, measured in two alternative ways: first, through a comparable theoretical 
threshold of expenditure on health as a percentage of income and, second, through 
expenditure levels that place individuals and families below the poverty or destitution 
lines. 

Section 6 studies the relationship between out-of-pocket expenditures on health and the 
probability of falling below the poverty and/or destitution lines, according to the various 
income levels of the Argentine population. On the basis of logistic models, this section 
elaborates on the probability of becoming a new poor and its determinants. 

Lastly, Section 7 discusses the main conclusions reached and presents some proposals 
for a future research agenda, spotlighting the limitations of the existing data. 

 

2. Use and Coverage, based on Household Expenditure Survey, 1997 

On the basis of the 1997 National Household Expenditure Survey used to analyze social 
protection mechanisms, this Section describes coverage and use patterns by income 
quintile and by region. 

Table 2.1 presents the various types of formal coverage by income quintile and, in each 
case, the total individuals who used the public hospital as their first health care source in 
1997. Each box identifies the total number of people in the quintile with specific 



 

 

coverage by source. This value is complemented by two percentages: the weight of that 
coverage group for the total quintile (vertical reading) and the percentage of individuals 
in each quintile over the total insurance coverage (horizontal reading). The last line of 
the table shows individual average incomes in each quintile. 

 

Table 2.1. Coverage by Per Capita Family Income Quintile* 

 

I II III IV V
a 2.400.893 3.358.834 3.129.346 3.018.716 2.448.030 14.355.819
b 28,8% 52,0% 57,0% 61,7% 58,0% 48,8%
c 16,7% 23,4% 21,8% 21,0% 17,1% 100%
a 238.328 426.473 571.042 737.368 921.003 2.894.214
b 2,9% 6,6% 10,4% 15,1% 21,8% 10%
c 8,23% 14,74% 19,73% 25,48% 31,82% 100%
a 47.290 146.364 184.373 246.535 482.671 1.107.233
b 0,6% 2,3% 3,4% 5,0% 11,4% 3,8%
c 4,3% 13,2% 16,7% 22,3% 43,6% 100%
a 5.625.615 2.513.150 1.587.059 872.778 364.617 10.963.219
b 67,5% 38,9% 28,9% 17,9% 8,6% 37,3%
c 51,3% 22,9% 14,5% 8,0% 3,3% 100%
a 4.055 7.231 11.017 10.856 6.158 39.317
b 0,1% 0,1% 0,2% 0,2% 0,2% 0,1%
c 10,3% 18,4% 28,0% 27,6% 15,7% 100%
a 17.151 3.294 11.413 4.343 1.438 37.639
b 0,2% 0,1% 0,2% 0,1% 0,0% 0,1%
c 45,6% 8,8% 30,3% 11,5% 3,8% 100%
a 8.333.332 6.455.346 5.494.250 4.890.596 4.223.917 29.397.441
b 100% 100% 100% 100% 100% 100%
c 28% 22% 19% 17% 14% 100%

Average Income $ 71 155 246 392 937 300
Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC

(a)  Individuals**.

(b) In percentage over total individuals by quintile

(c)  In percentage over  total individuals with the same coverage

(d) Rest refers to coverage categories other than the previous ones.

(e) "Others" includes "NA".

*Classification in quintiles corresponds to homes.

**Observations were expanded to the total individuals according to the corresponding weighting coefficients.

Others (e)

Total

Only Private System

Employees' Health Care Plan 
and Private System

Only Public Hospital

Rest (d)

HEALTH COVERAGE
PER CAPITA FAMILY INCOME QUINTILES 

Total

Only Employees' Health Care 
Plan

 
 
Average national per capita income is $300 monthly –from $71 in the poorest quintile 
to $937 in the wealthier group–. Formal coverage of the Argentinean population is in 
excess of 60% (48.8% with employees’ health care plans, 10% with private pre-paid 
insurance plans, and 3.8% with double enrollment), while for 37.7% of the 
Argentineans the public system is the only coverage mechanism. 

However, these values vary across income groups: less than 30% of the individuals in 
the first quintile have employees’ health care plans, while this percentage doubles in the 
three higher income quintiles. Coverage of private pre-paid health care plans (private 
insurances) also increases with income, although in a remarkably higher proportion: 
while in Q1 only 2.9% pays for a coverage of this type, the proportion rises to 21.8% in 
Q5. Finally, users of public hospitals are in the poorest quintile, with more than 50% of 
encounters at these institutions. 



 

 

With the same criterion, Table 2.2 analyzes health coverage by region. The NHES 97 
allows an analysis by six regions: Metropolitan, Mideast (Pampeana), Northeast, 
Northwest, Midwest (Cuyo), and Patagonia, which comprise the 23 provinces and the 
national capital. The highest average monthly income is in the Metropolitan region, 
followed by Patagonia ($364 and $309, respectively), meanwhile the Argentinean North 
(Northeast and Northwest) shows an average individual income of $199. 

Patagonia has the highest social security coverage over the total (57.7% of its 
population), while in the Northeast region social security coverage does not exceed 
46%. Likewise, the table suggests that private coverage and double enrollment are 
phenomena specific to the Mideast and Metropolitan regions. In the other end of the 
spectrum, the highest use of public facilities takes place in the Northwest region: 48.5%. 

Tables 2.3 and 2.4 present, by region and by income quintile, the type of coverage of 
those who resort to the public hospital as their main health care source. In Patagonia, 
approximately 46% of public health care corresponds to enrollees in the social security 
system (10% more than in the other regions), while approximately 7% of national 
public health care is provided to individuals who have private insurances. On the other 
hand, 79% of those who use these centers are in the first quintile. 

 



 

 

Table 2.2. Health Coverage by Region 

 

  

a 5.600.084 4.724.607 1.395.609 927.679 941.817 766.023 14.355.819 
b 47,4% 50,2% 47,8% 45,4% 50,4% 57,7% 48,8%
c 39,0% 32,9% 9,7% 6,5% 6,6% 5,3% 100,0%
a 1.362.739 1.016.467 237.171 85.246 147.818 44.773 2.894.214 
b 11,5% 10,8% 8,1% 4,2% 7,9% 3,4% 9,8%
c 47,1% 35,1% 8,2% 2,9% 5,1% 1,5% 100,0%
a 511.138 362.888 144.651 29.774 33.201 25.581 1.107.233 
b 4,3% 3,9% 5,0% 1,5% 1,8% 1,9% 3,8%
c 46,2% 32,8% 13,1% 2,7% 3,0% 2,3% 100,0%
a 4.323.465 3.284.566 1.137.794 991.301 736.333 489.760 10.963.219 
b 36,6% 34,9% 39,0% 48,5% 39,4% 36,9% 37,3%
c 39,4% 30,0% 10,4% 9,0% 6,7% 4,5% 100,0%
a 8.335 22.658 1.065 3.698 2.892 669 39.317 
b 0,1% 0,2% 0,0% 0,2% 0,2% 0,1% 0,1%
c 21,2% 57,6% 2,7% 9,4% 7,4% 1,7% 100,0%
a 18.254 7.977 1.732 4.463 4.862 351 37.639 
b 0,2% 0,1% 0,1% 0,2% 0,3% 0,0% 0,1%
c 48,5% 21,2% 4,6% 11,9% 12,9% 0,9% 100,0%
a 11.824.015 9.419.163 2.918.022 2.042.161 1.866.923 1.327.157 29.397.441 
b 40% 32% 10% 7% 6% 5% 100%
c 100% 100% 100% 100% 100% 100% 100%

Average Income $ 364 283 198 199 240 309 300 
Source: Own Elaboration based on National Household Expenditure Survey (NHES) 1997 (INDEC). 
(a) Individuals*. 
(b) in percentage over total individuals in the quintile. 

(c)  In percentage over total individuals with the same coverage.  
(d) Rest refers to coverage categories other than the previous ones. 
(e) "Others" includes NA. 
*Observations were expanded to total individuals according to the corresponding weighting coefficients. 

Others (e) 

Total 

HEALTH COVERAGE 

Only Private System 

Employees' Health Care Plan and  
Private System 

Only Public Hospital 

Rest (d) 

Cuyo  
Region 

Patagonic
Region Total 

Only Employees' Health Care Plan 

Metropolitan  
region 

Pampean 
Region 

Northeast 
Region Northwest region 



 

 

Table 2.3. Use of Public Health Centers by Health Coverage 
 

a 716.664 713.984 303.784 163.929 125.125 162.091 2.185.577
b 31,3% 33,0% 36,7% 32,4% 29,1% 45,7% 33,3%
a 96.133 151.901 51.635 12.391 22.687 6.636 341.383
b 4,2% 7,0% 6,2% 2,5% 5,3% 1,9% 5,2%
a 29.658 35.232 22.772 4.484 2.203 5.394 99.743
b 1,3% 1,6% 2,8% 0,9% 0,5% 1,5% 1,5%
a 1.440.352 1.256.280 448.786 322.976 277.327 179.996 3.925.717
b 63,0% 58,0% 54,2% 63,8% 64,6% 50,8% 59,7%
a 2.545 5.782 195 392 492 209 9.615
b 0,1% 0,3% 0,0% 0,1% 0,1% 0,1% 0,1%
a 2.404 2.077 489 2.128 1.551 225 8.874
b 0,1% 0,1% 0,1% 42,0% 0,0% 0,1% 0,1%

2.287.756 2.165.256 827.661 506.300 429.385 354.551 6.570.909

Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC

(a) Individuals*.
(b) In percentage over total individuals in the reigon.
(c) Rest refers to coverage categories other than the previous ones.
(d)"Others" includes "NA".
* Observations were expanded to total individuals according to the corresponding weighting coefficients.

Total

Patagonic
Region

Metropolitan 
Region

HEALTH COVERAGE

Only Employees' Health Care 
Plan

Only Private System

Employees' Health Care Plans 
and Private System

Only Public Hospital

Rest (c)

Others (d)

Total
Pampean 

Region
Región

Noroeste
Northeast

Region
Cuyo 

Region

 
 

Table 2.4. Use of Public Health Centers by Health Coverage by Quintile* 

 
 
Finally, Figures 2.1 to 2.4 present out-of-pocket expenditures on health expressed in monthly Pesos 
spent by the homes (Figure 2.1) and as a percentage of families’ total incomes (Figure 2.2). 

Even though higher expenditure levels are verified in homes with higher incomes, the second 
Figure shows the regressive effect of expenditures on health by income quintile: those individuals 
with lower monthly incomes spend more on health, not in absolute terms but as a percentage of 
their family incomes. A significant part of these expenditures concentrate on the purchase of drugs, 
showing two identifiable phenomena, according to the data presented in the previous tables: (i) the 
population in the poorest quintiles has, in proportion, lower insurance coverage, which prevents 
them from having discounts on drugs, and (ii) since their coverage mainly focuses on the public 
hospital, their expenditures on health services vis-à-vis on drugs is noticeably lower as a percentage 
of their incomes. 

 

I II III IV V 
a 515.220 636.548 482.083 343.986 207.740 2.185.577
b 18,4% 39,1% 43,3% 51,1% 57,5% 33,3%
a 49.255 85.033 89.726 72.533 44.836 341.383
b 1,8% 5,2% 8,1% 10,8% 12,4% 5,2%
a 9.089 19.747 25.388 17.865 27.654 99.743
b 0,3% 1,2% 2,3% 2,7% 7,7% 1,5%
a 2.212.430 882.436 511.278 238.285 81.288 3.925.717
b 79,2% 54,2% 46,0% 35,4% 22,5% 59,7%
a 2.273 3.963 2.788 545 46 9.615
b 0,1% 0,2% 0,3% 0,1% 0,0% 0,1%
a 5.673 1.634 1.285 282 0 8.874
b 0,2% 0,1% 0,1% 0,0% 0,0% 0,1%

2.793.940 1.629.361 1.112.548 673.496 361.564 6.570.909
Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 
(a) Individuals**. 
(b) In percentage over total individuals in the quintile. 
(c) Rest refers to coverage categories other than the previous ones. 
(d)"Others" includes "NA". 
*Classification in quintiles corresponds to homes 
**Observations were expanded to total individuals according to the corresponding weighting coefficients. 

Total 

TOTAL HEALTH COVERAGE 
 PER CAPITA FAMILY INCOME QUINTILES  

Only Employees' Health Care Plan

Only Private System

Employees' Health Care Plan and 
Private System

Only Public Hospital 

Rest (c)

Others (d)



 

 

Table 2.5 shows this expenditure structure separately for the six regions of the country: 
Metropolitan, Mideast, Midwest, Patagonia, Northeast, and Northwest. For each case, the 
percentage of expenditures on health is established by type of expenditure and for the average 
income in each quintile. The poorest quintile in the Metropolitan region is the one who spends more 
on health, approximately 15% of their incomes, five times as much as the same income group in 
Patagonia and two times as much as the wealthier quintile in their region. Except in Patagonia, 
expenditures on drugs in the poorest quintile are higher (in income %) than in the higher-income 
groups. The opposite is observed in expenditures on health services and insurance, except in the 
Northwest region. 

 

Figure 2.1.  Monthly Out-of-Pocket Expenditures on Health 

 
Source: Maceira, D. (2002), based on NHES 97/8. 
 
 
 

Figure 2.2. Out-of-Pocket Expenditures on Health as a Percentage of Income 
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                                                 Source: Maceira, D. (2002), based on NEHS 97/78. 
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Table 2.5. Percentage of Out-of-Pocket Expenditures on Health, by Type of Expenditure over 
Average Income, by Region and by Quintile 

 

1 2 3 4 5 1 2 3 4 5 1 2 3 4 5 
Region / 
Quintiles 

Expenditures on Drugs Exp. on Health Services Total Exp. on Health 

Patagonic 
Region 2,25 2,75 2,87 2,26 1,39 0,75 0,91 1,74 1,68 2,19 3,00 3,66 4,61 3,94 3,58 

Northeast 
Region 4,09 3,65 4,53 2,92 2,36 2,22 1,96 1,47 1,94 1,70 6,31 5,61 6,00 4,86 4,06 

Pampean 
Region 8,16 6,09 4,25 3,43 2,24 2,20 2,25 2,39 3,17 2,82 10,35 8,33 6,65 6,60 5,06 

Northwesst 
Region 9,31 5,09 4,72 4,41 3,25 1,21 1,67 1,97 2,44 2,47 10,51 6,76 6,69 6,85 5,72 

Cuyo 
Region 9,04 6,78 5,06 4,52 2,66 2,26 3,40 2,21 2,14 3,25 11,31 10,19 7,27 6,66 5,91 

Metropolitan 
 Region 11,16 6,78 4,87 3,88 2,36 3,60 2,47 3,27 3,61 4,67 14,76 9,25 8,14 7,50 7,03 

 
Source: Own elaboration based on NHES 97. 

 
 
3. Social Protection Mechanisms. Framework of Analysis 

As mentioned earlier, the presence of strong inequalities in health coverage in developing countries 
poses a challenge in terms of public policy. This challenge entails the need to set up effective 
structures for the provision of services in response to the needs of the population, but also to carry 
out an analysis of the financing schemes used to deal with immediate and long-term contingencies 
associated with a health problem. Traditionally, social insurance mechanisms have been the tools 
chosen by policy-makers to meet such needs, in the understanding that they make it possible to set 
up common funds capable of distributing the costs associated with health care.  

Social security institutions (prevalent in Latin America, regarding other developing regions) and the 
public financing and provision structure are frequently insufficient to meet the financing needs of 
the sector. The poorer groups in every society are often the more affected by the inefficiency and/or 
impossibility of the public authority to find responses to these problems. 

Such inconveniences and limitations have a clear explanation: the highly imperfect nature of health 
markets gives rise to the need for state regulatory and compensating mechanisms to “converge” on 
a situation of “social optimum”. Given the same scenario of market imperfection, the weakest 
nations have fewer resources to face this problem. Such weakness is not only reflected in the 
financial aspect, but also in the limitations of their regulating and monitoring bodies and in less 
bargaining power to design and instrument health reforms in scenarios with manifold stakeholders 
(unions and associations of health professionals, associations of private providers, international 
organizations, state bureaucracy, pharmaceutical industry, medical technology industry, etc.).  

The Argentinean case, presented briefly, shows limitations to cope with a fragmented health care 
scheme, where shared risk mechanisms are restricted by the multiplicity of insurance funds and of 
conflicting interests when it comes to agreeing on a health care strategy. Under these circumstances, 
new discussion schemes are required in the health sector to identify concrete failures in each 
country and to open up the debate to alternative perspectives of analysis.  

A branch of the literature proposes to incorporate to the sector’s research program the study of 
social protection mechanisms in response to possible financial shocks families have to face in the 
case of a health problem (Becker et al, Lustig, Wagsraff et al., among others). This literature 
suggests other protection schemes in addition to formal insurance mechanisms, associated with 
“self-insurance”, largely based on savings, and “self-protection”, based on healthy practices aimed 
at reducing the probability of a health problem. 



 

 

Immediate predecessors of family “self-insurance” schemes are community insurance schemes in 
countries with very low incomes, which, on the one hand, acknowledge the limitations of insurance 
and credit markets to meet the financing demands in health and, on the other hand, propose to 
recreate a form of shared risk on a reduced scale. Also, their weaknesses are defined by their own 
nature: the size of the scheme and the ability to generate savings. The “self-protection” perspective 
is based on the very rationale of a well-defined health model: to prevent diseases and costs 
associated not only with restoration of health but also with paying for an insurance scheme, or 
shared risk. 

From the analysis of the three mechanisms as a whole (formal insurance, self-insurance, and self-
protection) three main research questions arise: (i) To what extent is the individual able to choose 
one of these schemes? (ii) What is the level of substitutability or complementarity among them? and 
(iii) Should it be possible to identify them, what are their effects in terms of health outcomes, levels 
of out-of-pocket expenditure, and ability to prevent and/or successfully face a significant 
expenditure on health. 

The first of these aspects underlines the ability to choose. To what extent belonging to one 
mechanism or the other is associated with exogenous factors where the individual has low 
influence? In this respect, this paper proposes an analysis aimed at identifying each social group by 
income quintile and by region, in the understanding that both the sum of the incomes from the 
family members and employment are crucial initial conditions at the time of choosing a protection 
mechanism. 

The second aspect (complementarity or substitutability among mechanisms) will also be dealt with 
in this research, on the basis of data from the household surveys analyzed according to this 
criterion. Some of the questions that arise from this topic relate to the ability of low-income families 
to combine more than one mechanism and the probability of making lower out-of-pocket 
expenditures if an insurance mechanism (whatever it may be) is combined with a self-protection 
strategy.  

Finally, the analysis of the results by mechanism will be established in terms of per capita and 
family expenditures, as well as through the definition of work used along this study to identify 
catastrophic expenditures on health –those that, regardless of their amount, place the 
home/individual below the poverty/destitution lines. 

 

Figure 3.1. Alternative Social Protection Mechanisms in Health 
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In order to identify the three social protection mechanisms in health in the NHES 97, the diagram 
presented in Figure 3.1 has been designed in such a way where each circle defines one mechanism 
(formal insurance, self-insurance and self-protection) and where intersections among them are 
possible. In the center of the diagram we find that group of individuals/families who use a 
combination of the three mechanisms, and outside the three circles is the last resort social protection 
mechanism: the public hospital. 

Table 3.1 shows the basic matrix on which social protection mechanisms are constituted. This 
matrix combines four elements: 

- presence of formal coverage, 

- existence of savings in excess of $40 per family member. This value in consideration of 
savings related to self-insurance considers that each family takes the Compulsory Medical 
Care Package (CMCP) as a basis for their health provision, 

- expenditures on sports activities as an approximation to the self-protection phenomenon, and 

- use of public health care institutions as the main health care source. 

 

By way of example, those individuals/families who have coverage, do not use the public hospital, 
do not report physical exercise, and have individual savings in excess of $40 are regarded as 
choosers of the market insurance or formal insurance mechanism. 

As a result of this procedure, three simple election groups, three combined election groups (double 
protection mechanism), and a seventh group with triple protection have been established. For each 
of these seven groups, seven related groups may be observed, which emerge as “failures” of the 
option considered. Taking the previous example, if an individual/family is in the “formal 
insurance” segment and in spite of this resorts to a public health center, this means his/their option 
was not sufficient and had to choose a “provider last resort”. 

 

Table 3.1. Reference for Protection Mechanisms 

 

Use Public  
Hospital 

Do not Use  
Public Hospital 

Use Public  
Hospital 

Do not Use Public  
Hospital 

Exercise F MI SP SI MI SP SI F SP SI SP SI 

No Exercise F MI SI MI SI F SI SI 
Exercise F MI SP MI SP F SP SP 
No exercise  F MI MI PURE HP Risk Taker 

References: 
MI : Market Insurance 
SI: Self Insurance 
SP: Self Protection 
MI SP:  Market Insurance-Self Protection Mix. 
MI SI:  Market Insurance-Self Insurance Mix. 
SP SI:  Self Protection-Self Insurance Mix.. 
MI SP SI:  Mix of the three mechanisms 
F MI :   Market Insurance Failure 
F SP :  Self Protection Failure 
F SI:  Self Insurance Failure 
F MI SP :  Market Insurance-Self Protection Failure 
F MI SI:  Market Insurance-Self Insurance Failure 
F SP SI:  Self Protection-Self Insurance Failure 
F MI SP SI:  Failure in mix of the three mechanisms 
PURE HP:  Absence of Insurance 
Risk Taker 

Covered Not covered 

Save 

Do not Save 

 
 



 

 

Finally, the matrix identifies two additional groups: (i) those who do not have coverage or savings, 
and do not exercise, “choosing” to take risks in health in the event of having to face possible 
catastrophic expenses with no foresight, and (ii) a last group who does not have coverage from any 
mechanism and uses a public sector center in the case of a health problem. 

In Tables 3.2 and 3.3 the percentage of individuals with self-insurance (SI) and self-protection (i.e., 
those who reported expenditures on goods or services associated with sports activities, SP) is 
identified by income quintile and by type of health coverage. From the analysis of both tables it 
may be concluded that 37.69% of the population chose self-insurance (alone or combined with 
another mechanism). This percentage is 13.1% in the case of self-protection. Predictably enough, 
percentages of both indicators increase with income level: while 2.10% (1.1%) in the first quintile 
has self-insurance (self-protection), this value increases in the last quintile –10.6% (4.2%) of its 
group. 

 

Table 3.2. Percentage of Individuals with Savings, by Income Quintile and by Type of Coverage 
(over Total Population) * 

 

I II III IV V
Only Employees' Health Plan 0,63% 3,31% 5,18% 6,06% 6,23% 21,40%
Only Private System 0,05% 0,24% 0,65% 1,24% 2,29% 4,46%
Employee's Plan and Priv. Sys. 0,01% 0,10% 0,19% 0,42% 1,14% 1,85%
Only Public Hospital 1,39% 2,89% 2,78% 1,89% 0,92% 9,88%
Rest (a) 0,00% 0,00% 0,02% 0,02% 0,01% 0,05%
Others (b) 0,01% 0,00% 0,02% 0,01% 0,00% 0,04%
Total 2,10% 6,53% 8,83% 9,63% 10,60% 37,69%
Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC
(a) "Rest" refers to coverage categories other than the previous ones.
(b)  "Others" includes "NA".
*Classification in quintiles corresponds to homes.

HEALTH COVERAGE
Quintile

Total

 
 

Table 3.3. Percentage of People who Spent on Goods and/or Services Associated with Sports 
Activities (over Total Population) 

 

I II III IV V
Only Employees' Health Plan 0,40% 0,97% 1,41% 2,09% 2,38% 7,24%
Only Private System 0,07% 0,22% 0,40% 0,59% 1,02% 2,29%
Employees' Plan and Priv. Sys. 0,00% 0,03% 0,14% 0,18% 0,47% 0,82%
Only Public Hospital 0,67% 0,70% 0,60% 0,47% 0,29% 2,73%
Rest (a) 0,00% 0,00% 0,01% 0,00% 0,00% 0,01%
Others (b) 0,00% 0,00% 0,00% 0,00% 0,00% 0,01%
Total 1,1% 1,9% 2,6% 3,3% 4,2% 13,1%
Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC
(a) "Rest" refers to coverage categories other than the previous ones.
(b)  "Others" includes "NA".
*Classification in quintiles corresponds to homes

HEALTH COVERAGE
Quintile

Total

 
 
 
 

4. Structure of Social Protection Mechanisms in Argentina 

Based on the categories just established, this section will analyze the relevance of each of them in 
the total coverage of the population, as well as the values of average per capita expenditures 
associated with each mechanism. Tables 4.1 and 4.2 present the number of individuals by protection 
mechanism and their percentage weighted for the total population, respectively. In this way, the 



 

 

total sum of the population from all boxes (and the sum of the percentages) amounts to the total 
population in the country. 

It shows that 24.5% of the population in the country uses the conventional insurance mechanism 
(MI) in an exclusive way –whether national or provincial social insurance or pre-paid private 
insurances–. This is followed by a combination of conventional insurance and self-insurance (MI-
SI) which corresponds to 19.8% of the population. Population groups who have savings and self-
protection mechanisms in an exclusive way amount to 6.1% and 1.2%, respectively. In addition, the 
pure risk-taker group (who does not have any protection mechanism and does not use public 
hospitals) amounts to 9.6% of the Argentines. If to this group we add those who do not have any 
protection mechanism and use public sector facilities, representing 16% of the population, total 
individuals with public sector coverage as the only protection mechanism reaches 25.6%. 

 

Table 4.1. Number of Individuals by Protection Mechanism. Argentina 1997 

 

 
 

Table 4.2. Percentage of Individuals over Total Population by Protection Mechanism. Argentina 
1997 

 

 
 

The preceding analysis refers to individuals. Table 4.3, expressed in families by quintile and by 
protection mechanism, clearly presents the possibilities for homes to choose a protection 
mechanism according to their incomes. As mentioned in the previous section, the existence of self-
insurance is associated with the availability of resources, so that the self-protection mechanism, 
both pure and combined with another formal health care and coverage scheme, increases from the 
first to the fifth quintile. 

 

Use Public  
Hospital 

  Do not Use  
Public  

Hospital 

  Use Public  
Hospital 

  Do not Use  
Public  

Hospital 

Exercise 122.118 1.336.187 55.125 197.223 

No Exercise 874.019 5.832.573 856.679 1.807.300 

Exercise 190.781 1.399.365 196.048 354.811 

No Exercise 1.449.400 7.192.140 4.706.933 2.826.739 
Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 

Covered Not covered 

Save 

Do not  
Save 

 

  Use Public  
Hospital 

   Do not Use  
Public  

Hospital 

   Use Public  
Hospital 

  Do not Use  
Public  

Hospital 

Exercise 0,4% 4,5% 0,2% 0,7% 

No Exercise 3,0% 19,8% 2,9% 6,1% 

Exercise 0,6% 4,8% 0,7% 1,2% 

No Exercise 4,9% 24,5% 16,0% 9,6% 
Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 

Covered Not covered 

Save 

Do not  
Save 



 

 

Thus, the sum of all the groups with self-protection reaches 69.3% of the total Argentines in the 
wealthier quintile, falling to 53.6%, 44.4%, and 27.3%, in the fourth, third, and second quintiles, 
respectively. In the poorest quintile only 7.1% of the population have pure or combined self-
insurance mechanisms, which means 9.76 times less than the group with the highest incomes. With 
respect to magnitude and differences among quintiles, the self-protection/income rate is less 
disperse: while 3.9% of the total in the first quintile reports sports activities (as an approximate self-
protection variable), this percentage reaches 23.8% in the comparatively wealthier group, which 
means a difference of 6.10 times between one and the other.  

 

Table 4.3. Percentage of Houses over Total Homes, by National Quintiles 

 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

Exercise 0,0% 0,0% 0,0% 0,0% 
No Exercise 2,1% 1,4% 2,5% 1,1% 
Exercise 1,0% 1,1% 1,6% 0,2% 
No Exercise 19,9% 18,8% 36,0% 14,2% 

   Use Public  
Hospital 

 Do not Use Public  
Hospital 

  Use Public  
Hospital 

 Do not Use Public  
Hospital 

Exercise 0,4% 0,4% 0,3% 0,1% 
No Exercise 8,0% 10,6% 5,3% 2,2% 
Exercise 1,5% 2,8% 1,0% 0,4% 
No Exercise 20,0% 30,3% 11,6% 5,0% 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

Exercise 1,0% 1,9% 0,4% 0,3% 
No Exercise 11,1% 21,2% 4,9% 3,6% 
Exercise 2,1% 4,1% 0,9% 0,5% 
No Exercise 12,2% 26,4% 6,9% 2,6% 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

Exercise 1,7% 4,7% 0,4% 0,3% 
No Exercise 10,5% 29,7% 3,2% 3,1% 
Exercise 2,2% 5,6% 0,3% 0,7% 
No Exercise 6,6% 26,3% 3,6% 0,9% 

  Use Public  
Hospital 

Do not Use Public  
Hospital 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

Exercise 2,2% 13,5% 0,1% 0,6% 
No Exercise 6,7% 42,5% 1,2% 2,5% 
Exercise 0,9% 6,1% 0,1% 0,3% 
No Exercise 2,9% 18,3% 1,6% 0,5% 

Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 

I QUINTILE 
Covered Not covered 

Save 

Do not  
Save 

II QUINTIL 
Covered Not covered 

Save 

Do not  
Save 

III QUINTILE 
Covered Not covered 

Save 

Do not  
Save 

IV QUINTILE 
Covered Not covered 

Not covered 

Save 

Do not  
Save 

Save 

Do not  
Save 

V QUINTILE 
Covered 

 
 
 

Finally, Figure 4.1 presents social protection mechanisms by country region, establishing the 
relevant percentages for each of them. The values identified in the regions replicate the income 
situation among quintiles: the Northwest region, comparatively the poorest, shows the highest 
percentage of net risk-taker population (38% of the population in the area, compared with 23.2% 
and 23.9% in the Mideast (Pampeana) and Metropolitan regions, respectively). 



 

 

Likewise, the mechanism of pure market insurance is the lowest in the country, with 27.2%. A 
similar situation appears regarding the insurance-self-insurance mix, with maximums in Patagonia 
(28.2%) and minimums in the Northeast (18.6%). Savings and self-protection do not reflect 
significant fluctuations across geographical groups, with an average of 8.93% and 1.67%, 
respectively. 

 

Figure 4.1. Protection Mechanisms by Region 
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The next step is to identify the ability of each mechanism to help the individual/family face a 
catastrophic financial shock due to a health problem. To this end, a series of steps have been taken, 
presented in Tables 4.4 to 4.6 for the case of individuals. 

Table 4.4 shows average out-of-pocket expenditures on health by individual, excluding 
expenditures on insurance plans, which are current costs not associated with interventions related to 
the probability of the shock to be analyzed, while Table 4.5 estimates such expenditures as a 
percentage of the individual income. 

 

 

 

 

 

 

 

 



 

 

Table 4.4. Average Out-of-Pocket Expenditures on Health* 

 

 
 

 
 

Table 4.5. Weighted Average Per Capita Out-of-Pocket Expenditures on Health*  
(Percentage of Per Capita Family Income) 

 

 
 
Noticeably, individuals under the formal insurance scheme (MI) are the second group in terms of 
per capita out-of-pocket expenditures ($31.26), after those who combine self-protection and self-
insurance (SP + SI) ($35.18). In this case, it is relevant to pose a research question to be analyzed 
from the perspective of the industrial organization of the health sector. It concerns the existence of 
asymmetrical information between providers and patients, as well as between insurance 
mechanisms and insured. A major unitary expenditure could determine a higher induced demand in 
the circles with insurance and co-payment schemes, thereby increasing the costs both for the 
individuals and the health system. An alternative explanation would take into account the presence 
of risk selection, which means that the highest expenditures on formal insurance schemes cause a 
bias related to the insured patient against the risk average in the population, leading to a higher use 
instead of the overuse generated by the opportunistic behavior on the part of the physician. 
Likewise, individuals under MI are the second group with regard to incidence of expenditures on 
health over income (12.5%), after those who, having chosen this option, decide to use the public 
hospital as a health care source. 

Table 4.6 analyzes out-of-pocket expenditures by individual, organized by geographical regions. It 
is verified that in the two regions with higher density of health professionals (Metropolitan and 

 

   Use Public  
Hospital 

  Do not Use  
Public  

Hospital 

  Use Public  
Hospital 

   Do not Use  
Public  

Hospital 

Exercise 2,6% 3,4% 4,4% 6,9% 

No Exercise 4,7% 3,9% 2,7% 2,3% 

Exercise 10,1% 6,8% 5,1% 5,9% 

No Exercise 14,6% 12,5% 14,4% 9,9% 
Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 

Covered Not covered 

Save 

Do not  
Save 

  

   Use Public  
Hospital 

  Do not Use  
Public  

Hospital 

   Use Public  
Hospital 

  Do not Use  
Public  

Hospital 

Exercise  $ 16,21 $ 26,92 $ 15,79 $ 35,18 

No Exercise $ 16,93 $ 19,25 $ 6,78 $ 6,26 

Exercise  $ 30,48 $ 25,75 $ 8,20 $ 12,95 

No Exercise $ 27,57 $ 31,26 $ 17,16 $ 10,46 
Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 

Covered Not covered 

Save 

Do not  
Save 



 

 

Pampeana) patterns are similar to the national average, but with higher expenditure levels. Figure 
4.2 shows the rate of out-of-pocket expenditures for the three pure protection mechanisms, and for 
the six regions. In four of the six cases, it may be observed that the MI mechanism generates higher 
expenditures, followed first by SP and then by SI. This data would allow us to underline the 
potential importance of the relationship between induced demand and market size, and the 
probability that these factors affect the amount of out-of-pocket expenditures on health. Next 
section presents these expenditure levels within the context of families’ total expenditures, 
compared with the possibility of falling below the poverty or destitution lines due to a catastrophic 
financial shock as a result of a health problem. 

 

Figure 4.2. Out-of-Pocket Expenditures according to Protection Mechanism by Region  
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Table 4.6. Average Out-of-Pocket Expenditures on Health by Region* 
 

   Use Public  
Hospital 

  Do not Use Public  
Hospital 

   Use Public  
Hospital 

  Do not Use Public  
Hospital 

Excercise $ 20,62 $ 34,35 $ 1,90 $ 64,71
No exercise $ 31,01 $ 25,60 $ 8,41 $ 5,63 
Excercise $ 26,42 $ 24,66 $ 5,01 $ 7,58 
No exercise $ 41,46 $ 42,68 $ 14,75 $ 7,86 

   Use Public  
Hospital 

  Do not Use Public  
Hospital 

   Use Public  
Hospital 

  Do not Use Public  
Hospital 

Excercise $ 15,55 $ 20,17 $ 29,53 $ 28,94
No exercise $ 11,57 $ 15,00 $ 4,10 $ 7,33 
Excercise $ 29,30 $ 21,47 $ 12,36 $ 13,99
No exercise $ 24,01 $ 25,59 $ 25,56 $ 15,24

   Use Public  
Hospital 

  Do not Use Public  
Hospital 

   Use Public  
Hospital 

  Do not Use Public  
Hospital 

Excercise $ 5,59 $ 12,36 $ 2,19 $ 1,76 
No exercise $ 15,99 $ 12,54 $ 6,10 $ 6,93 
Excercise $ 14,72 $ 43,32 $ 6,79 $ 22,64
No exercise $ 26,82 $ 20,62 $ 10,82 $ 5,45 

   Use Public  
Hospital 

  Do not Use Public  
Hospital 

   Use Public  
Hospital 

  Do not Use Public  
Hospital 

Excercise $ 8,37 $ 9,15 $ 3,89 $ 1,50 
No exercise $ 11,29 $ 14,09 $ 6,35 $ 4,75 
Excercise $ 35,02 $ 30,88 $ 11,44 $ 8,09 
No exercise $ 19,23 $ 18,28 $ 12,49 $ 16,45

   Use Public  
Hospital 

  Do not Use Public  
Hospital 

   Use Public  
Hospital 

Do not Use Public  
Hospital 

Excercise $ 12,35 $ 23,90 $ 0,00 $ 5,08 
No exercise $ 12,25 $ 17,71 $ 7,62 $ 4,89 
Excercise $ 89,60 $ 32,87 $ 0,73 $ 34,02
No exercise $ 19,67 $ 28,43 $ 17,47 $ 13,64

   Use Public  
Hospital 

   Do not Use Public  
Hospital 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

Excercise $ 8,30 $ 21,00 $ 3,75 $ 11,56
No exercise $ 12,07 $ 11,10 $ 9,83 $ 6,12 
Excercise $ 29,17 $ 52,00 $ 22,19 $ 21,43
No exercise $ 21,60 $ 25,79 $ 15,93 $ 9,99 

Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 
*Does not include expenditures associated with private health enrollment. 

Save 

Do not save 

Not Covered 
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Do not save 
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Covered Not Covered 

Save 

Do not save 
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Covered 
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Covered Not Covered 

Save 

Do not save 
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Covered 

Do not save 

PAMPEAN 
Covered Not Covered 
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5. Expenditures on Health: Impact on Poverty and Destitution 

This section complements the analysis scheme started in the third chapter of this work, by 
examining the possibility for out-of-pocket expenditures on health to become a catastrophic 
financial shock. First, it is necessary to define “financial shock due to a health problem” and then to 
determine to what extent the social protection mechanisms identified are efficient tools to reduce 
the probability of suffering these kinds of shocks. 

Regarding the first aspect, two possible definitions of financial shock may be given, which are 
analyzed in this section on the basis of the 1997 Household Expenditure Survey. According to the 
first one, a financial shock due to a health problem is a shock that, after deducting the out-of-pocket 
expenditure from the net income, leads the individual/family below the poverty or destitution lines. 
By way of example, Figure 5.1 shows the Argentine population arranged by average income levels 
in percentages, compared with the value of poverty line in the Metropolitan region, which is 
normalized to one in the vertical axis.  



 

 

Figure 5.1. Poverty Line, Income, and Expenditures on Health 

 
Source: Own elaboration based on NHES 97 

 
The broken line below net income represents the net income after deducting expenditures on health. 
It may be observed that reduction of income for this reason places the group of individuals with 
incomes below $473 –and sometimes also some groups with incomes below $630– below the 
poverty line. 

The second one, following Wagstaff et al. (2003), analyzes alternative scenarios (thresholds) of 
expenditures on health. Each identifies a hypothesis in terms of percentages of out-of-pocket 
expenditures over the individuals’ income levels, and their consequences in terms of new destitute 
due to these kinds of financial shocks. 

To this end, and given the existing differences in relative prices across the various country regions, 
the poverty line (PL) level was estimated for each of the six geographical regions. The Metropolitan 
PL was used as benchmark to calculate the “poverty baskets” of the other five regions, on the basis 
of data from the Permanent Household Survey carried out by the National Institute of Statistics and 
Census. Figure 5.2 shows the evolution of relative price baskets across regions. 
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Figure 5.2. Evolution of the Poverty Line by Region. May 2001-May 2003 
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Firstly, and in order to determine the probability of catastrophic expenditures on health by social 
protection mechanism, the scheme proposed in the previous section is applied: for each type of 
mechanism and their respective combinations, the number of poor and destitute people is identified. 
Next, a calculation is made of the number of “new” poor and destitute as a result of deducting the 
unitary expenditure on health from their incomes. Table 5.1 shows the total number of people below 
the poverty/destitution line by social protection mechanism. For each mechanism, the first and 
second lines of the box show the total number of poor and destitute, respectively. Clearly, the 
higher density of population for both levels is in the mechanisms of pure public hospital and risk-
takers, in the southeast end of the table. These values fall systematically with savings, which ratifies 
the logic presented in previous sections. Of the three pure protection mechanisms (market or social 
insurance, self-insurance, and self-protection), the first concentrates the greater number of 
individuals, both poor and destitute. Table 5.3 presents these values as a percentage of the total 
population in each mechanism. It may be observed that 67% (25.7%) of the people with total risk 
structures and 63.7% (22.3%) of those whose only provider is the public hospital are below the 
poverty (destitution) line.  

 

Table 5.1. Individuals below the Net Poverty or Destitution Line* 
 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

  Use Public  
Hospital 

  Do not Use  
Public Hospital 

a 375 2.015 1.508 2.544 
b 0 0 0 0 
a 32.595 110.898 106.194 218.481 
b 0 0 645 6.632 
a 22.260 114.903 85.351 107.567 
b 4.144 21.973 9.186 20.069 
a 499.370 1.872.781 2.997.283 1.890.906 
b 115.735 378.390 1.049.632 726.293 

Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 
(a) Poor 
(b) Destitute 

Covered Not Covered 

Save 
Exercise 

No Exercise 

Does not  
Save 

Exercise 

No Exercise 

* In order to avoid double imputation, net poverty line is taken as the official calculation of the  
poverty line less the 7% regarded as an expenditure on health  

 
Tables 5.2 and 5.4 present the number of “new poor or destitute” generated by a health problem and 
their percentage weighted within each group, respectively. It may be seen that the greater 



 

 

probability of falling below the poverty or destitution lines is associated with low/null savings 
levels (self-insurance) and low/null self-protection efforts. Within these mechanisms, those people 
with market or social protection (shared risk) increase the population below poverty or destitution 
lines. This may be due to two phenomena to be contrasted: either users of insurances are exposed to 
higher out-of-pocket expenditures as a result of health treatments, or users of the public sector (as a 
failure of social or market insurances), due to their relative income levels, are more financially 
exposed, so that any outlay on health represents a financial catastrophe. Table 5.4 reveals the 
percentage of total new poor or destitute over the total of the group (mechanism). 

 

Table 5.2. New Poor and Destitute (Individuals who fall below the Poverty or Destitution Line due 
to a Health Problem) 

 Use Public  
Hospital 

  Do not Use Public  
Hospital 

  Use Public  
Hospital 

  Do not Use  
Public Hospital 

a 0 0 0 0 
b 0 0 0 0 
a 4.036 5.447 971 4.070 
b 0 0 0 0 
a 1.873 15.940 524 855 
b 3.403 15.853 974 1.066 
a 74.996 248.568 80.478 59.715 
b 50.917 175.315 104.532 90.235 

Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 
(a) Poor 
(b) Destitute 

Covered Not Covered 

Save 
Exercise 

No Exercise 

Does not  
Save 

Exercise 

No Exercise 

 
 
 
 

Table 5.3. Individuals below the Net Poverty or Destitution Line as a Percentage of the Total 
Population in Each Mechanism* 

 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

  Use Public  
Hospital 

  Do not Use  
Public Hospital 

a 0,3% 0,2% 2,7% 1,3% 
b 0,0% 0,0% 0,0% 0,0% 
a 3,7% 1,9% 12,4% 12,1% 
b 0,0% 0,0% 0,1% 0,4% 
a 11,7% 8,2% 43,5% 30,3% 
b 2,2% 1,6% 4,7% 5,7% 
a 34,5% 26,0% 63,7% 66,9% 
b 8,0% 5,3% 22,3% 25,7% 

Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 
(a) Poor 
(b) Destitute 

Covered Not Covered 

Save 
Exercise 

No Exercise 

Does not  
Save 

Exercise 

No Exercise 

In order to avoid double imputation, net poverty line is taken as the official calculation of the poverty  
line less the 7% regarded as expenditure on health  

 
 
 
 
 
 
 
 
 
 



 

 

Table 5.4. New Poor and Destitute as a Percentage of the Total Population in Each Mechanism 
 

  Use Public  
Hospital 

  Do not Use Public  
Hospital 

  Use Public  
Hospital 

  Do not Use  
Public Hospital 

a 0,0% 0,0% 0,0% 0,0% 
b 0,0% 0,0% 0,0% 0,0% 
a 0,5% 0,1% 0,1% 0,2% 
b 0,0% 0,0% 0,0% 0,0% 
a 1,0% 1,1% 0,3% 0,2% 
b 1,8% 1,1% 0,5% 0,3% 
a 5,2% 3,5% 1,7% 2,1% 
b 3,5% 2,4% 2,2% 3,2% 

Source: Own elaboration based on National Household Expenditure Survey (NHES) 1997- INDEC 
(a) Poor 
(b) Destitute 

Covered Not Covered 

Save 
Exercise 

No Exercise 

Does not  
Save 

Exercise 

No Exercise 

 
 

 
Figures 5.3 and 5.4 show the differences between the poor and the new poor, both by protection 
mechanism and by geographical region. Percentage values at the top of the first graph reveal the 
significance of the mechanism over the total population, whereas the number of poor for each of 
these coverage schemes defines the point of departure for the analysis. It is noteworthy that, while 
pure protection mechanisms of the public hospital are fewer in terms of poverty, the influence of the 
new poor over the total individuals within this area is one third greater than in the case of those who 
have market insurance. This would allow us to infer that the higher number of new poor, shown in 
Tables 5.2 and 5.4, is the result of the low level of original income, and not of the higher level of 
out-of-pocket expenditures by the beneficiaries of a shared-risk system. 

 

Figure 5.3. Poor and New Poor, by Type of Mechanism. National Level 
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The regional analysis presented in Figure 5.4 clearly shows the higher vulnerability of the 
population from the Northwest region, not only in terms of poverty, but also of exposure to 
financial shocks due to a health problem. When this region’s indicators are compared with those of 
the Metropolitan region, it may be seen that poor population in the Northwest amounts to 6.4%, 
against 1.05% in Greater Buenos Aires. At the same time, the incidence of the new poor is 1.1% in 
the North, i.e., approximately four times as high as the one from the Metropolitan region.  
 



 

 

Figure 5.4. Poor and New Poor as a Percentage of the Total Population, by Region 
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An alternative form of calculating the impact of health financial shocks is to establish random cuts 
in expenditure levels as a percentage of household incomes and, on the basis of this, to calculate the 
number of people who suffered a catastrophic shock, if expenditures on health are higher than the 
percentage previously established. Tables 5.5. (a) and (b) reflect this exercise for cut levels “Z”, 
associated with expenditures on health amounting to 5% to 40% of the available income. The 
number of people who suffered a catastrophic shock (significant expenditures) clearly increases as 
the cut established is lower, reaching 1.771.313 people (21.3% of the quintile) in the first quintile 
for a cut of 5%, and dropping to 684.924 (8.2%) if the cut rises to 40% of the available income. It 
may be observed that these values drop as the hypothesis of percentage expenditures on health 
increases, but also as the relative wealth level (quintiles) in society rises.  
 

Table 5.5. People who Suffer Catastrophic Shocks. Various Scenarios according to Percentage 
Allocated to Expenditures on Health 

 
                                                    (a) In number of individuals 
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Finally, Table 5.6 illustrates various indicators to analyze the same phenomenon. The first indicator 
(H) shows the percentage of the population by quintile who suffered a catastrophic shock as a result 
of various hypotheses of expenditures on health. The second (G) considers the indicator of 
individuals previously presented according to the monetary values that have to be spent. The third 
indicator (W) considers individuals according to their position in the absolute rank order of income 
distribution. In this way, while H gives the same importance to each disease, regardless of the 
amount spent and of who effectively makes the expenditure, the two following indicators mainly 
consider the financial shock (money spent) and the individual who suffers the shock (on the basis of 
his or her position in terms of average income in society). Thus, differences found for every cut 
level Z across quintiles are significantly higher in W and G, clearly showing the existing income 
distribution gaps and the financial ability to face possible out-of-pocket expenditures to restore the 
health status. 
 
 

Table 5.6. Indicators of Catastrophic Shocks, 1997 
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H cat: percentage of people with catastrophic shocks.
G cat: Average seriousness of shock. 
W cat: concentration of shock according to absolute rank order of income distribution.
Source: Wagstaff, et. al. 
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6. New Macroeconomic Scenario and Poverty/Expenditures on Health Rate 

The purpose of this section is to identify the effects that the various variables associated with health 
shocks would have on the probability of placing an individual below the poverty line, given the 
financial cost he or she must face in such event. The instrument used to this end was the last 
household expenditure survey available in Argentina after the crisis, corresponding to August 2003.  

Based on a probit model such probability was estimated according to three main groups of 
variables: socioeconomic, type of expenditure, and chronicity of the disease. The results are then 
contrasted with a similar estimation for 1997. 

The first step was to find the net per capita family income corresponding to out-of-pocket 
expenditures on health. For this purpose, monthly out-of-pocket expenditures on health were 
subtracted from the individual’s per capita family income. The result was compared with the value 
of net expenditures on health corresponding to the poverty line in Greater Buenos Aires ($216). 



 

 

Thus, it is possible to determine the number of people who were not poor but who, after the 
expenditure on health, suffered a reduction in their income level that placed them below the poverty 
line. In effect, Table 6.1 shows the frequency of such variable expanded to the total adult population 
in the country. This table reveals that during 2003, and as a result of an expenditure on health, 
2.15% of the population fell below the poverty line. 
 

 

Table 6.1. Presence of New Poor due to a Health Shock 

 

New Poor Frequency % Accumulated 
% 

0 
1 

35.430.900 
779.000 

97.85 
2.15 

97.85 
100.00 

Total 36.209.900 100  
Source: Own elaboration based on Health Service Use and Expenditure Survey, Ministry of Health, 2003 

 
 
The Health Service Use and Expenditure Survey (August 2003) makes it possible to define a group 
of variables associated with: (i) socio-demographic characteristics of the population; (ii) 
expenditures on health (outpatient services, inpatient services, drugs); and (iii) the presence of a 
negative shock on the individuals’ capital in health. 

On the basis of these characteristic variables, the probability of being a “new poor” as a result of a 
negative shock on the capital in health was estimated through a probit model. The exercise 
considered the application of an individual expansion factor according to the nature of the sample. 
The results are shown in Tables 6.2 and 6.3 below. The estimation presents a good regression 
adjustment, with a Pseudo R2 equal to 0.70. Also, estimators were statistically significant as a 
whole. 

The results confirm the existence of a negative relationship between per capita family income level 
previous to the health problem and the probability of being a new poor after the financial shock. 
Thus, the higher the income level, the fewer are the chances to fall below the poverty line due to a 
health problem. Also, both advanced age and female sex are negatively associated with the 
probability of becoming poor or destitute after a serious illness.  

The variables related to type of expenditure on health are significant and positive. This means that 
higher levels of expenditures on these services increase the probability of being poor. However, the 
effects are different according to the type of expenditure. The higher impact does not result from 
expenditures on inpatient services, but on drugs and outpatient services, where financing from the 
various insurances is partial, replicating the results found by Wagstaff et al. (2003). 

Lastly, the presence of a chronic disease increases the probability of falling below the poverty line, 
and would be the measurement of how a “catastrophic” or chronic disease provokes catastrophic 
financial effects on the budget of the insured family. 

 

 

 

 

 

 



 

 

 
 
Comparing the results obtained in 2003 with those resulting from the estimation for 1997 (Table 
6.3), it appears that not only do the variables maintain their statistic significance but also the signs 
of their estimated coefficients. The regression adjustment is similar, with a Pseudo R2 of 0.64. 
However, some differences are observed regarding the relative weight of the different variables. 

In 1997, the coefficient corresponding to income is significantly stronger than in 2003, probably 
due to the general fall occurred after the recession post-1998. Likewise, the relative weight of age 
increased with time, whereas the significance of the gender variable declined, as a result of the 
higher involvement of women in the workforce. Finally, the variables associated with type of 
expenditure have less influence, revealing the exodus of groups of individuals from the formal 
coverage (due to higher per capita out-of-pocket expenditures on services and programs financed by 
the public sector). The lack of indicators related to disease characteristics in the household 
expenditure survey made it impossible to incorporate a chronicity proxy for 1997. 

The second column of each table allows a comparison of the emergence of “new poor” due to a 
health shock with the estimation of the determinants of the “new destitute” (those who fall below 
the destitution line for the same reason).  

In both periods, both the signs of the coefficients and their statistical significance are similar in the 
cases of poverty and destitution. However, in 2003 the determinants of the new destitute reflect a 
higher weight of the gender variable (which exceeds the income level), as well as of those 
associated with expenditures on inpatient services, which still do not exceed the significance 
observed in the previous period. 

Table 6.3. New Poor due to Health Shocks. 
Determinants, 1997 

Table 6.2. New Poor due to Health 
Shocks. Determinants 2003 
Determinants, 2003 

Coefficient Coefficient Coefficient Coefficient

-0.0187145* -0.014638* -0,0337043 -0,0414652
(0.0000023) (0.0000013) (0.0000498) (0.0000607)
-0.0162422* -0.0189718* -0,0068279 -0,0064578
(0.0000074) (0.0000047) (0.0000579) (0.0000673)
-0.0894304* -0.2170961* -0,2924056 -0,2468978
(0.0000217) (0.000129) (0.0026064) (0.00271)
0.024923* 0.0199869* 0,0302136 0,0389384

(0.0000035) (0.00000242) (0.0000692) (0.0000903)
0.02898* 0.0254393* 0,0360005 0,0402219

(0.0000035) (0.0000020) (0.0000506) (0.0000579)
0.0004837* 0.0010308* 0,0329674 0,0447361

(0.00000018) (0.0000001) (0.0001634) (0.0001975)
0.1566394* 0.3047368* 3,561068 2,161775
(0.0000259) (0.000145) (0.0080199) (0.0064325)

3.83635* 1.482639*
(0.000069) (0.000028) 7575242 9172816

LR Chi2: 2,17E+06 2,18E+06
21474836 21474836 Prob> chi2 0 0

LR Chi2: 3,55E+10 6,58E+10 Pseudo R2: 0,6432 0,6639
Prob> chi2 0 0
Pseudo R2: 0,6663 0,5768 -6,02E+05 -5,51E+05

-8,88E+09 -2,41E+10

Nº observations:

Maximum Verisimilitude:

Nº observations:

Maximum Verisimilitude:

Probit Model 2003 Probit Model 1997

New Poor New Destitute New Poor New Destitute
Coefficients Coefficients

Per capita family income Per capita family income

Age Age

Sex Sex

Exp. on Outpatient serv. Exp. on Outpatient serv.

Exp. on Drugs Exp. on Drugs

Constant

Exp. on Inpatient serv. Exp. on Inpatient serv.

Chornic Disease Constant



 

 

7. Conclusions and Proposals 

The purpose of this work was to identify the social protection mechanisms existing in Argentina 
and to establish the relative weight of each in the health coverage of the population. Likewise, an 
analysis was made of the significance of catastrophic financial shocks related to expenditures on 
health –i.e., those that may lead individuals and families below the poverty or destitution line. To 
this end, the data from two household expenditure surveys and other secondary data sources were 
used. 

The health financing and care system in Argentina is extremely segmented and fragmented. Two 
basic cuts may be identified in this respect: geographical and type of coverage. Due to the federal 
nature of the country, the provincial Ministries of Health are largely responsible for the public 
health budgets within their districts. Facilities and professionals, who are under the authority of the 
provincial governments, receive transfers from the national government generally connected with 
targeted programs. 

At the same time, the network of provincial social insurance institutions and transversal ones, 
organized by industry, limits the development of a coordinated model. As a whole, this scheme 
impacts on the availability and effectiveness in the use of the system’s financial resources, with 
effects on the global equity of the model. 

Even though it is possible to identify higher levels of expenditures in those homes with higher 
incomes, this work reveals the regressive effect of expenditures on health by quintile: individuals 
with lower monthly incomes spend more on health, not in absolute terms, but as a percentage of 
their family incomes. Likewise, it may be observed that the populations in the poorer quintiles 
largely use the public hospital and have less insurance coverage, which restricts their access to 
discounts on drugs. 

Four factors have been identified: (i) presence of formal social or private coverage; (ii) existence of 
savings in excess of $40 per family member (associated with the price of the compulsory medical 
care package set up by the social security) as an approximation to the self-insurance mode; (iii) 
expenditures associated with sports activities as an approximation to the phenomenon of self-
protection; and (iv) use of public health institutions as the main health care source. On the basis of 
these factors, the population groups who use some of these mechanisms have been established, 
determining average out-of-pocket expenditures in each case and the probability of falling below 
the poverty or destitution line due to such expenditures on health. 

The results reveal that in 1997 formal insurance coverage, whether social or private, covered 62.5% 
of the Argentines, and for 24.5% of them this mechanism was their only social protection in health. 
At the same time, almost 38% had savings in excess of the value of the CMCP, and 13.1% spent 
money on sports activities. 

In the national average, of the total population with formal coverage (as the only protection 
mechanism or combined with others), 14% had to use a public health center, a value that rose to 
20% in the case of groups with insurance as their only coverage source. These values reflect failures 
in this social protection mechanism that give rise to the complementary use of the protection 
mechanism of last resort (public sector). Percentages reached 32% and 38% in the cases of pure 
self-insurance and self-protection, respectively. 

Also, not only does formal health coverage decreases with lower income levels, but the failure of 
this mechanism increases with the enrollee’s relative poverty level. As may be seen in Table 7.1, of 
the total population in the fifth quintile, 93% has formal coverage, and of them only 13.64% has to 
use the public hospital even though they make contributions to that mechanism. These values vary 
in the poorer quintiles, formal coverage reaching 44.3% in the first quintile, with a failure of 52% 



 

 

associated with potential and growing cross-subsidies from the public subsystem to the social 
security subsystem. 

 

Table 7.1. Coverage of Formal Insurance Mechanisms and Application Failures 

 
Quintile Coverage in % in 

the Quintile 
Coverage Failure in % in the 

Quintile 
1 44.30 51.92 
2 74.00 40.40 
3 80.00 33.00 
4 87.30 24.05 
5 93.10 13.64 

Source: Own elaboration based on NHES 97 
 
 
Comparing the values arising from the NHES 1997 with those from the HSUES 2003, it is apparent 
that formal coverage has declined due to the rise of unemployment and the fall in the activity since 
1998. 

In general, it may be concluded that the presence of various social protection mechanisms is not 
related to the individual’s ability to choose, but to family incomes. This determines access to a 
formal insurance, whether by means of contributions to the social insurance system in any of its 
forms, or through the contracting of a private insurance (pre-paid health care plans). Likewise, the 
presence of self-insurance (savings) and self-protection (measured in terms of sports activities) are 
closely related to income and are not significant in percentage terms in the total population of the 
country. 

From the analysis of out-of-pocket expenditures by social protection mechanism it appears that in 
most cases the presence of formal coverage is associated with higher expenditures, and that 
expenditures are even higher in the cases in which use of public facilities is necessary as a result of 
failures in the protection mechanisms. These results reflect the inefficiency of the protection 
structures to reduce families’ expenditures on health. Also, this is connected with the ability of 
health markets to induce a higher demand: the study of out-of-pocket expenditures by mechanism 
and by geographical region show that unitary expenditure values are associated with the higher 
payment ability of the population and with the higher installed capacity of the health services in 
each region. While in the Metropolitan region the average covered individual pays $42.68 monthly, 
this value drops to $25.59 and 25.19 in the Mideast (Pampeana) and Patagonia regions, 
respectively, reaching $18.28 in the Northeast region. 

Who are more likely to become “new” poor due to a financial shock in health? According to the 
1997 Household Expenditure Survey, of those who do not have savings or self-protection, do not 
receive formal health coverage, and resort to the public sector to meet their health care needs, 
63.7% fall below the poverty line. This percentage rises to 66.9% in the group with no coverage at 
all and who does not have access to public facilities. In the other end of the spectrum, those groups 
who have formal coverage, report physical exercise, and have savings are the less likely to fall 
below the poverty line, which reinforces the conclusions regarding income, election, and effective 
coverage in the case of health shocks. Lastly, more than one fourth of the population (26%) with 
formal coverage falls below the poverty line, which reveals the weakness of the system to face 
catastrophic expenditures on health. In the cases of self-insurance and self-protection, these 
percentages are 12% and 30%, respectively. 



 

 

From the point of view of research and analysis of public policy, the conclusions of this paper 
reveal: 

- The growing duality in health protection systems, with a higher weight of insurance schemes 
(social or private) in the comparatively higher-income groups and an increase in the use of 
public services by a growing number of groups within society. A strategy aimed at 
strengthening the provider of last resort is thus relevant, especially at a time of macro-
economic weakness, with particular emphasis on strategic (i.e., mother-child health care) 
and high effectiveness interventions, and in the more straggling geographical regions. 

- Differential coverage of drugs across groups with unequal economic resources is a current 
health care policy concern that requires more attention and research, particularly when 
available information shows a regressive structure of out-of-pocket expenditures in this 
respect. 

- Coverage failures in formal insurance schemes and their limitations to reduce the risk of 
falling below the poverty line are largely due to the fragmentation in the system and to 
demand-inducing strategies in areas with higher installed capacity. This calls for further 
research aimed at developing effective regulatory and monitoring structures concerning 
three topics: 

o functioning of health markets and relationship between structure of supply and 
needs, ability to induce demand and expenditures, and contracting and incentive 
mechanisms, 

o on the basis of the existing instruments, it is necessary to improve the definition of 
basic packages by region and health care profile, developing transparency 
mechanisms in access to and dissemination of information, and  

o taking into account the existing solidarity schemes of fund redistribution in social 
security for the treatment of service packages and catastrophic interventions, 
parameters and indicators should be developed to follow-up the system, including 
information to users, in order to achieve a greater uniformity in access according to 
the basic health care goals. 

 

Finally, and with a view to a future research agenda, it is necessary to underline the limitations 
found regarding existing information. Some of the more relevant aspects are: 

- The Household Expenditure Survey available dates back to 1997. The lack of periodicity 
prevents an updated and systematic analysis of the nature of expenditures and their 
evolution through time. The data incorporated to this paper, corresponding to the 2003 
Survey, have a national scope and it is not possible to disaggregate them in regional units. 
Also, the survey was not carried out on the basis of similar sampling schemes.3 

- The 1997 Survey allows a separate analysis of the six geographical regions of the country. 
However, and given the federal nature of Argentina, decisions regarding health care policy 
are basically designed at the provincial level. Thus, this statistic tool fails to provide the 
necessary information to the policy-maker in each district.  

- There are strong limitations to jointly analyze the data from the Household Expenditure 
Survey 1997 and the Life Conditions Survey for the same period, since they lack a 
homogeneous sampling and geographical framework. 

                                                   
3 The 2003 Survey did not intend to make a comparison with NHES 97. 



 

 

- The multiplicity of social insurance schemes in Argentina, both in terms of geographical 
regions and types of insurances, calls for a deeper institutional and provincial analysis to 
gain public policy learning. 

- Except the pilot test performed in one province, there are no data to correlate consumption 
and expenditure patterns with the epidemiological profiles of the population, its health care 
needs, and the associated risk factors. With the combination of these elements and the 
presence of anthropometrical measurements not only would it be possible to consider 
coverage and expenditure issues from the point of view of potential catastrophic financial 
shocks, but also to associate these with types of health care needs and disease profiles, 
combining health care and financial tools in the decision-making process. 

- Along the same lines, surveys should allow for a greater discrimination among types of 
health care sought and obtained by the user, as well as the presence or absence of healthy 
habits. In a preliminary way, this study reveals that those people who have formal insurance 
and at the same time invest in self-protection (sports activities) spend less on health in 
average compared with those who do not carry out those activities. The incorporation of 
questions related to these practices in the survey would enable a more precise evaluation of 
the implications of self-protection initiatives and their complementarity with other 
protection mechanisms. It would also make it possible to identify the more successful 
practices, enriching the conclusions on public policy. 
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