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ABSTRACT Debates about universalism in health have been gaining ground in Latin 
America and have entered the policy agenda with differing results. Notwithstanding the 
country’s federalism, the most profound changes that took place in Argentina in the last 
decade occurred in the arena of national politics. Based on the theoretical contributions 
of historical neo-institutionalism and implementation studies, this paper aims to analyze, 
from a macro institutional approach, the scope of the national policy regarding health 
universalization. This descriptive study is based on secondary sources and the review 
of research results on the implementation of the programs Remediar, Sumar and Plan 
Nacer in relation to four variables: coverage, access, sets of benefits and rights included 
in the policy. Given the characteristics of the Argentine institutional matrix, program 
implementation in subnational scenarios can be expected to confront complex and het-
erogeneous terrain in which the programs acquire new meanings with respect to the goal 
of universality that each poses.
KEY WORDS Health Plan Implementation; Universal Access to Health Care Services; 
State Health Care Coverage; Decentralization; Federalism; Argentina.

RESUMEN Los debates en torno al universalismo en salud fueron ganando terreno en 
la región e ingresando a la agenda de las políticas con resultados desiguales. Aun en el 
contexto del federalismo, los cambios más profundos que se sucedieron en Argentina en 
la última década tuvieron lugar en la arena de la política nacional. A partir de los aportes 
teóricos del neoinstitucionalismo histórico y de los estudios de implementación, este 
trabajo se propone analizar el alcance de la política nacional en torno a la universalización 
en salud, en un nivel macroinstitucional. Se trata de un estudio descriptivo, basado 
en fuentes secundarias y en la revisión de resultados de investigaciones sobre la 
implementación del Programa Remediar, el Plan Nacer y el Programa Sumar en relación 
con cuatro variables: acceso, cobertura, conjunto de beneficios y derechos que recoge 
la política. Dadas las características de la matriz institucional argentina, puede esperarse 
que la implementación en los escenarios subnacionales recorra espacios complejos y 
heterogéneos en los que los programas pueden adquirir nuevos significados con relación 
al horizonte de la universalidad que cada uno de ellos plantea. 
PALABRAS CLAVES Implementación de Plan de Salud; Acceso Universal a Servicios 
de Salud; Cobertura de Servicios Públicos de Salud; Descentralización; Federalismo; 
Argentina.
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INTRODUCTION

The question of universalism has been 
gaining ground in Latin America, both in 
the academic sphere and in health policy 
management. This issue entered the policy 
agenda at the beginning of the 21st century 
with the proposal for Universal Health Cov-
erage promoted by the World Health Organi-
zation (WHO) and the Pan-American Health 
Organization (PAHO). Such a horizon pres-
ents unique challenges within each country 
as regards the best ways to promote univer-
salism in health. 

A previous study identified four broad 
levels which spark tension in the debate. A 
first level alludes to the meaning in dispute 
regarding the right to universal services: 
whether it amounts to an individual safe-
guard or a social right that contributes to the 
construction of citizenship.(1,2) A second level 
refers to how to define the scope of univer-
salization, since programs with target popu-
lations or certain services recognize a social 
universe that may restrict the right only to 
socially excluded groups.(3) The third level 
has to do with the type of services which are 
given priority, and how and by whom access 
to these services is defined.(4) A fourth level 
of tension in the debate about universalism 
in health involves institutional capacity with 
respect to resources, organizational respon-
sibility and public capacities while address-
ing the changes required in the financing 
and management of those institutions re-
sponsible for formulating and implementing 
such policies.(5,6)

Narrowing the issue down to the ser-
vices themselves, the WHO identified three 
dimensions to analyze the universal health 
coverage: services, coverage and financing, 
the latter being understood as the economic 
protection of the population to avoid the risk 
of impoverishment when treating a disease.(7) 
By the year 2014, with the emphasis placed 
on expanding access to services so as to in-
clude vulnerable groups, the universal health 
coverage proposal was turned into the uni-
versal health access and coverage.(8) 

The meaning of universality encom-
passed in this proposal seems to be more 
orientated toward offering coverage to vul-
nerable or at-risk populations, rather than 
guaranteeing social rights; this distinction is 
significant in that it narrows the debate to ad-
dressing populations at-risk or in situations of 
vulnerability.(6) In this framework, the aim of 
this study is to assess the scope of health uni-
versalization policies implemented in Argen-
tina over the last decade with a special focus 
on two policy mechanisms in particular: the 
Program Remediar [meaning “to remedy”] 
and Plan Nacer [“to be born”], which later 
became the Program Sumar [“to add”]. 

THEORETICAL AND 
METHODOLOGICAL APPROACH

This research study utilizes contributions of 
the implementation perspective to discuss 
the trajectories of policies moving toward 
health universalism. According to this ap-
proach, the implementation of a policy is a 
complex process involving a set of actions 
that turn initial intentions and objectives into 
observable outcomes(9); furthermore, imple-
mentation has an intrinsically political nature 
which entails the participation of actors hav-
ing varying interests and points of view who 
must reach arrangements of cooperation in 
order to accomplish shared objectives.(10)

On the other hand, using several ap-
proaches historical neo-institutionalism has 
postulated that institutions have an influence 
over the way that policy actors form their 
preferences and define their interests and ob-
jectives, affecting – in turn – the outcome of 
such policies.(11) According to this school, the 
elements comprising the institutional frame-
work range from formal and informal rules of 
the game that shape relationships between 
groups or individuals, to organizational rou-
tines put into play at the level of practices.
(12,13) In line with these theoretical contribu-
tions, the studies falling within the so-called 
“historical neo-institutionalism” further de-
scribe institutions as relatively persistent 



HealtH universalism in argentina between 2003 and 2015: assessments and cHallenges based in a macro-institutional approacH 665
SA

LU
D

 C
O

LEC
TIV

A
. 2017;13(4):663-676. doi: 10.18294/sc.2017.1312

Salud Colectiva | Universidad Nacional de Lanús | ISSN 1669-2381 | EISSN 1851-8265 | doi: 10.18294/sc.2017.1283

features and as core factors that push histori-
cal development through a set of “paths” that 
condition future policies.(14) 

Bearing in mind this assumption, our 
analysis begins with a characterization of 
the paths of the institutional matrix through 
which Argentina’s domestic policy is devel-
oped. To that end, we will describe the main 
features that define Argentina’s political and 
health system. 

This is a descriptive study based on a 
macroinstitucional approach and secondary 
sources, as well as on the review of findings 
in other research studies to detect potential 
challenges when implementing universali-
ty-oriented policies within the Argentine in-
stitutional matrix. An approach explaining 
these phenomena requires not only under-
taking a broader analysis, but also delimiting 
the empirical object to subnational scenarios 
(at the provincial and/or municipal level), 
and formulating questions to be answered – 
additionally and especially – using primary 
sources, in order to recover the perspective 
of the actors at stake and their interests. This 
article is a partial result of the start-up phase 
of a research project entitled “Cobertura uni-
versal de salud y redes de servicios: encuen-
tros y desencuentros entre la macro y la meso 
gestión: Un estudio de caso en el conurbano 
bonaerense 2008-2015” [Universal health 
coverage and service networks: agreements 
and disagreements between the macro and 
mezzo management: A case study in Metro-
politan Area of Buenos Aires 2008-2015”.

As the unit of analysis of health policy at 
the national level, oriented toward establish-
ments reporting to state agencies, we selected 
two programs or policy mechanisms that in-
clude the following features:

a. They are within the national sphere (they 
facilitate the problematization of relations 
among governmental levels).

b. They lasted at least one governmental term.
c. Their institutional documentary records ex-

plicitly show an intention of universality.
d. Their positioning within the sector affords 

them certain visibility in the public sphere.

The orientations and progress toward 
universalism in mechanisms involving public 
health policies chosen for this research were 
studied by taking into account four major 
variables that utilize theoretical agreements 
put forward in the primary debates surround-
ing universalism, which were presented in 
the introductory section of this article:

  � Access (considering the conditions facil-
itating such access, and free health care 
services).

  � Coverage (in terms of population reached).
  � Benefits (services offered in terms of quan-
tity and quality).

  � Rights (making reference to the type of 
right or rights addressed by the policy).

From a methodological perspective, these 
variables facilitate research operationaliza-
tion of a complex concept like universalism 
within the health sphere, while making it pos-
sible to reconstruct and analyze public policy 
in health limited to those institutions belong-
ing to the state-run subsector. Even with the 
restrictions involved, the delimitation of the 
subject-matter under analysis, adopted in the 
research study on which this paper is based, 
is founded in the objective postulated – at 
least in regulatory norms – by the institu-
tions of the state-run subsector: guaranteeing 
health care to the whole population regard-
less of the condition of the individual who 
attends these establishments. Among the 
sources used in collecting secondary data, 
we can mention the following: documents 
of selected programs, information on their 
coverage and impact (progress reports and 
publications), national and provincial leg-
islation, national and provincial executive 
orders, local ordinances, program implemen-
tation agreements, epidemiological data and 
management reports on the health programs 
under review. 

Finally, it should be noted that the guide-
lines elaborated by international organiza-
tions to monitor the fulfillment of relevant 
covenants involving safeguards of the right 
to health(15) establish a series of optimal stan-
dards that closely link universality with the 
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right to health, making reference to interre-
lated dimensions, such as availability, acces-
sibility, acceptability, and quality in order to 
weigh the trajectories and the performance of 
the health sector in different Latin American 
countries. However, larger research studies 
are necessary and should involve other types 
of units of analysis (such as health services) 
and qualitative approaches and tools in de-
veloping empirical evidence.

RESULTS

Argentina’s federal system established a state-
run structure that combines self-administered 
provinces with shared government that, in 
practice, requires reconciling the national 
State unit with the internal political auton-
omy prevailing in each province.(16)

The health sector in Argentina is made up 
of three subsectors (the state, social security, 
and private providers), and it has inherited two 
health models: the Beveridge Model, which 
promotes a nationalized health care system, 
and the Bismarck Model, which is centered 
on an insurance system. The health sector 
is founded on the notion that all inhabitants 
are entitled to public health regardless of the 
kind of social security or private insurance 
that they may have. The total government 
expenditure in health accounts for 6.21% of 
the gross domestic product (GDP),(17) with a 
per capita GDP calculated in the amount of 
13,431.90 USD for the year 2015.(18)

Due to its federal nature, the state-run 
subsector is organized into three governmen-
tal levels (national, provincial, and municipal 
in some provinces), offering services to the 
entire population. Private workers employed 
within the formal market and those hired in 
the state public sector have additional cov-
erage provided by social security institutions 
known as obras sociales [employment-based 
health insurance]; similarly, workers em-
ployed by provincial public agencies are 
given provincial employment-based health 
insurance through obras sociales. Figure 
1 shows the percentage distribution of the 

population according to the type of medi-
cal-health care coverage.(19) Finally, the pri-
vate sector is mainly made up of medical 
service providers, financing agents or medi-
cal insurance firms, laboratories of medical 
specialties, and companies providing medi-
cal equipment and supplies. 

Programs Remediar, Plan Nacer and 
Sumar

The decade following the crisis in Argentina 
at the beginning of the century saw important 
changes in the ideas surrounding the role of 
the State with respect to social issues; differ-
ent measures evidence the decision to inter-
vene in the conditions under which the life of 
the population is reproduced. In a silent and 
less visible way, “health” was the target sce-
nario for changes; different studies describe 

46%

36%

11%

5% 2%

Population with obra social [employment-based health insurance]

Population without obra social, private medical insurance or state plan

Population with private medical insurance through obra social

Population with private medical insurance based on voluntary purchase

State health care programs or plans

Figure 1. Percentage distribution of 
population (N=40,117,096), by 
medical-health care coverage. 
Argentina, 2010. 
Source: Own elaboration based on the latest data available on 
population and health care coverage for the year 2010 according 
to Argentina’s National Institute of Statistics and Censuses (INDEC)
[Instituto Nacional de Estadística y Censos].(19)
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the emergence of new initiatives and the rein-
forcement of preexisting ones.(20,21,22,23,24) 

National policy was the most sensitive to 
these processes. The most important differ-
ence with respect to neoliberal reforms, which 
characterized the decade prior, lies in the pur-
poses that guided the proposals and the return 
of the National Ministry of Health as an actor 
in the service arena, almost in its entirety un-
der the purview of the State at the provincial 
and municipal level. 

Although it was not an overall reform 
of the sector, the prioritization of the first 
health care level based on a strategy involv-
ing primary health care as the organizer of 
the state-run subsector was originally pro-
posed by the Federal Health Plan 2004-
2007, and included different programs that 
had primary health care centers as a privi-
leged site of activity. 

Among the most important initiatives, 
we should highlight: Program Remediar (in 
its two versions); Program Community Doc-
tors (with variations over time); Program for 
Sexual Health and Responsible Reproduc-
tion; National Program for Tuberculosis and 
Leprosy Control 2014 (formerly called Na-
tional Program for TB Control); Plan for the 
Reduction of Maternal and Infant Mortality, 
and in Mortality in Adult and Adolescent 
Women; the National Program of Congeni-
tal Heart Diseases; and Plan Nacer and Pro-
gram Sumar.(20,25,26)

Out of this set of national initiatives, for 
the purposes of this research we selected only 
two policy mechanisms that meet the charac-
teristics described above for the units of analy-
sis: Program Remediar and Plan Nacer which 
later became Program Sumar (Table 1).

Program Remediar

Within a broader framework of medicine 
policy (which required prescriptions using 
generic drug names), Program Remediar in-
cluded the free provision and distribution of 
essential outpatient medications at primary 
health care centers. Although it was in-
tended for the population with public health 
coverage exclusively, the routines and pro-
cedures do not appear to have prevented 
such medicines from being provided to the 
population with a different coverage who 
went to these primary health care centers to 
receive medical attention.(26) 

Even though this program underwent sev-
eral changes, it was in force throughout the 
study period as the Program for the Reform of 
Primary Health Care II (PROAPS) [Programa 
de Reforma de la Atención Primaria de la Sa-
lud]. In 2008, in the context of the Program 
for Strengthening the Primary Health Care 
Strategy (FEAPS) [Fortalecimiento de la Es-
trategia de Atención Primaria de la Salud], the 
most significant change in Program Remediar 
was the integration of a component aimed at 

Table 1. Program Remediar, Plan Nacer and Program Sumar, according to their basic 
characteristics. Argentina, 2015.
Program /
Plan

Year 
beginning

Jurisdiction Organization Covered 
population

Financing Providers

Source Amount (in USD) Type Quantity

Program 
Remediar

2002 National National 
Ministry of 
Health

16,086,023 Inter-American 
Development 
Bank

139,726,9622 Primary 
Health 
Care 
Centers

7,823

Plan 
Nacer and 
Program 
Sumar

2003 National National 
Ministry of 
Health

12,787,232 Inter-American 
Bank for 
Reconstruction 
and Development 
(IBRD), and 
provincial and 
national budget

234,880,546 Hospitals 
and 
Primary 
Health 
Care 
Centers

7,515

Sources: Own elaboration based on Ballesteros(33) and data about Program Remediar and Program Sumar supplied by Argentina’s National Ministry 
of Health.(34,35)

http://revistas.unla.edu.ar/saludcolectiva
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the creation of health services networks ori-
ented toward early detection and follow-up 
of non-communicable chronic pathologies 
(hypertension and diabetes). Apart from the 
national level, throughout almost all its du-
ration the program received financing from 
the Inter-American Development Bank (IDB), 
which amounted to 230 million USD.(27)

Focusing its efforts on the primary health 
care centers, the program sought to reinforce 
the capacity for resolution of health prob-
lems at the first level of care, to promote the 
primary health care strategy and to train the 
different actors of the primary care system 
in rational therapeutics, care of medications 
and the medication management cycle. 

Toward the end of the period, the so-
called “first-aid kits” were made up of 74 
medications that covered 7,823 establish-
ments in charge of providing medical atten-
tion to 16 million identified users.(28) 

The logistics of the distribution centered 
around a “centralized federal supply system” 
of medications and supplies that allowed the 
other programs under the National Ministry 
of Health to reach the primary health care 
centers all across Argentina. In spite of its 
centralization, the management involved, in 
different ways, both the provinces and mu-
nicipalities, especially when the latter were 
in charge of first level care services. 

The program had strict and systematic 
auditing, monitoring and assessment mech-
anisms. The free consultation was one of the 
requirements that the program established in 
order for a provider to remain in the program. 
The auditing mechanisms played a crucial 
role, since based on auditing reports, com-
mitments aimed at correcting detected prob-
lems could be made among the national, the 
provincial and municipal governments. 

Plan Nacer and Program Sumar

Plan Nacer, later called Program Sumar, was 
a policy mechanism oriented toward the cre-
ation of public provincial health insurance 
aimed at guaranteeing a set of services to the 
population with no explicit health coverage. 
It received financing from the Inter-American 

Bank for Reconstruction and Development 
(IBRD), and it accumulated, starting in the 
year 2005 (when the first fund transfers were 
made to the provinces), the sum of 234 mil-
lion USD (in transfers to primary health care 
centers, hospitals and, although very margin-
ally, to other private providers). These con-
tributions accounted for 1% of the resources 
that were invested in health by the provinces 
and municipalities,(29) though with the oper-
ational capacity of being allocated directly 
to establishments so that their teams could 
make decisions on how to use them.

At the very beginning, Plan Nacer aimed 
to reverse the increase in maternal and infant 
morbidity and mortality rates and to provide 
explicit safeguards for the vulnerable popula-
tion, targeting pregnant women and children 
under the age of five years. 

Originally oriented toward the maternal 
and infant group, in the year 2003 it pro-
gressed from including only the provinces of 
the northern part of Argentina to achieving 
national coverage in the year 2007. In 2011, 
its name changed to Program Sumar, pro-
gressively expanding coverage to other pop-
ulation groups: children aged 6 to 9 years, 
adolescents aged 10 to 19 years, and women 
and men up to 64 years of age. 

At the end of the period under analy-
sis, Program Sumar aimed to accomplish 
the following objectives: to continue low-
ering maternal and infant death rates; to re-
inforce health care of children throughout 
their school years and during adolescence; to 
improve comprehensive health care in both 
women and men by promoting preventive 
exams and seeking to reduce death rates due 
to uterine and breast cancer and colorectal 
cancer; and to create and develop provincial 
health insurance targeted at the most vulner-
able population.(30)

This system was a money-based in-
centive plan associated with outcomes. 
Different tools linked money transfers (to 
provincial insurance and, later, to providers) 
to the accomplishment of certain population 
coverage outcomes, services to be covered 
and public health goals. The auditing, mon-
itoring and assessment mechanisms played 
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a substantial role in linking said transfers to 
public health outcomes. In the framework of 
these commitments, each provider received 
financial resources that they could assign 
to the construction and improvement of 
buildings, the purchase and maintenance of 
equipment, the hiring and training of human 
resources or the purchase of supplies not 
provided by other plans.(31)

Public health goals known as “trac-
ing” goals were a set of indicators aimed to 
measure different aspects of the health care 
process which should explicitly guarantee 
services existing in the official nomenclature 
index for the entire population, regardless of 
jurisdiction or accountability of the provider 
in charge.(32)

Implementation challenges in 
subnational scenarios

Returning to the historical neo-institutionalism 
approach, two attributes help characterize the 
Argentine institutional matrix in which uni-
versality-orientated policies occur: federalism 
and decentralization.(26)

Federalism defines the scope and limita-
tions of the powers within each jurisdiction, 
since it means that there is more than one 
government regulating the same territory. 
Although the provinces in Argentina did not 
delegate health issues to the federal govern-
ment, the National Constitution as amended 
in the year 1994 establishes the safeguard 
concerning the right to health and, in turn, 
sets forth that the right should be exercised 
under the jurisdiction of the provinces, which 
are still responsible for defining the scope of 
the right and organizing the methods for pro-
viding services. 

Subject to these constitutional condi-
tions, decentralization processes also con-
verged in shaping the network of hospitals 
and health centers. Certain studies on de-
centralization processes have shown that 
they were motivated more by the mandate 
of solving the financial conflict between the 
national and the provincial states than by 
an interest in bringing the services closer to 

the population’s preferences. This peculiar 
aspect explains the fact that transfers were 
made without considering the articulation 
or needs of the organization of health ser-
vices, and also helps to understand its con-
sequences: the emergence of provincial 
governments with limited capacity for action 
and serious financing problems.(36)

Confronted with these limitations, the 
provincial states (and, later on, municipali-
ties as well) progressively started to assume 
health service provision as part of their 
governmental agenda: they created estab-
lishments, broadened services, made inno-
vations in the organization, and took on the 
management of hospitals and health centers. 
These challenges were contemporary with 
the progressive and radical regression of the 
national State with respect to the develop-
ment of the offer of public health. During this 
process, service profiles, access methods and 
articulation mechanisms with social security 
began to be defined, which varied among 
provinces and even among municipalities. 

These processes resulted in extremely 
heterogeneous, and very unequal, provin-
cial as well as municipal scenarios, in terms 
of their capacity for financial response. Such 
conditions were of key importance to the de-
velopment of the provincial configurations in 
which the efforts of the national programs ori-
ented toward universality in health take place.

At the beginning of Program Remediar 
and the then Plan Nacer, the provinces were 
responsible for 68% of health care centers 
(first level) and 73% of the hospitals (second 
level), while almost all of the remaining estab-
lishments were under municipal jurisdiction 
(30% of health centers and 24% of hospitals), 
and only a few remained under national ju-
risdiction. This jurisdictional division of pro-
viders was also reflected in the distribution of 
state health investment that, without including 
the different types of social security contribu-
tions, accounted for the following percent-
ages: 0.33% of the gross domestic product 
(GDP) reflected the investment made by the 
national State, while the investment coming 
from the provinces amounted to 1.26%, and 
that of the municipalities 0.26%.(37) 

http://revistas.unla.edu.ar/saludcolectiva
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The distribution of responsibilities inher-
ited from decentralization also marked the 
borders of action in each governmental level 
at the beginning of the decade: while the Na-
tional Ministry of Health (with very few estab-
lishments under its control) managed to lead 
an intergovernmental agenda focused on pri-
mary health care service strategies, provincial 
as well as municipal decisions were subject 
to the mandate to guarantee the provision of 
health services at hospitals and health centers 
falling within their responsibility.

Therefore, the “return” of the National 
Ministry of Health to the arena of health 
services represented by Program Remediar, 
Plan Nacer and Program Sumar found 24 
extremely heterogeneous provincial settings, 
both in the way the duties were distributed 
with respect to the provision of services, and 
in the orientations behind the policies that 
(not always in a progressive way) affected 
the conditions in which health universality 
was promoted.

The prioritization of the first health care 
level in national policy confronted the Na-
tional Ministry of Health with two different 
types of actors that varied in their responsi-
bilities regarding the provision of services: 
the provincial states and the municipalities. 
National initiatives showed the capability of 
determining a clearer (though not always uni-
form) role for the provinces and a less explicit 
place for the municipalities, whose participa-
tion in the provision of state-run services var-
ied among provinces. 

Provinces were a veto point for the devel-
opment of the national policy, not only due 
to the characteristics of the federal Argentine 
system, but because the public health author-
ity was and is still based in the provinces, out 
of which duties are derived in relation to the 
institutional interaction with the setting, the 
management of resources and the enactment 
of standards oriented toward health care pro-
cesses. During the period under review, the 
“adherence to laws” and the execution of 
“contracts of adhesion” institutionalized the 
approval of national policies on the part of 
the provincial states, and established com-
mitments to be accomplished by each party. 

Progress toward universality

The mechanisms of the policies being ana-
lyzed – Program Remediar, Plan Nacer and 
Program Sumar – show different attempts at 
change in the variables under review: access, 
coverage, benefits, and rights. 

Access

The effort of the national public policy to 
strengthen the first level of health care was a 
strategy existing in the policy mechanisms an-
alyzed during the whole period, which sought 
to facilitate the provision of public health care 
to the population of greater vulnerability. Ac-
cording to a characterization of demand car-
ried out by Program Remediar, 82% of the 
individuals using the primary health care cen-
ters were concentrated in income quintiles 1 
and 2, while 7 out of 10 received coverage 
exclusively from state subsector.(28)

This strategy encountered a vast and het-
erogeneous array of provincial and munici-
pal health centers and posts demonstrating 
different forms of commodification in the 
access to services, among which the collec-
tion of a “bonus” was the most widespread. 
In this context, Program Remediar fought to 
remove economic barriers in health access by 
formally establishing free health care at each 
primary health care center as a requirement to 
continue to implement the program, a mech-
anism reinforced by auditing procedures and 
the discussion of relevant reports in meetings 
involving representatives from the national, 
provincial and municipal levels. A study in-
volving 18,317 auditing procedures detected 
the existence of bonus payments for health 
care services (professional consultations or 
medical practices), in which compulsory 
payment for consultations occurred at the ex-
pense of optional consultation payments, with 
very important differences between provinces 
and – within them – among municipalities. 
Although this study shows the trajectory to be 
erratic in the period under review, the Survey 
of Use and Expenditure in Health Services 
reveals some achievements reflected in a re-
duced proportion of the population that faced 



HealtH universalism in argentina between 2003 and 2015: assessments and cHallenges based in a macro-institutional approacH 671
SA

LU
D

 C
O

LEC
TIV

A
. 2017;13(4):663-676. doi: 10.18294/sc.2017.1312

Salud Colectiva | Universidad Nacional de Lanús | ISSN 1669-2381 | EISSN 1851-8265 | doi: 10.18294/sc.2017.1283

financial obstacles in consultations within 
the state-run subsector services, from 13% in 
2003 to 5% in 2010.(33)

The defense of the free status of services 
was also a requirement to remain a “supplier” 
within Plan Nacer, later called Program Su-
mar, although in this case the application of 
financial incentives to promote timely access 
to certain services should be highlighted 
(well child visits and pregnancy visits per tri-
mester, among others). 

Coverage

With respect to the second variable in our 
analysis, guaranteeing coverage of services 
to the population was another concern of the 
national policy, especially, in a context with 
difficulties in reducing the percentage of the 
population not covered by social security or 
private insurance (31% in the year 2011).(38) 

Within that framework, both Program 
Remediar and Plan Nacer/Program Sumar 
nominalized the population to concentrate 
the efforts on those to whom the state-run 
health services were the only alternative. 
With Plan Sumar, strict mechanisms linked 
payment tools to the fulfillment of the focal-
ization requirement (population not covered 
by employment-based or private insurance). 
As a result, in the year 2015, 100% of the 
12,787,232 million people covered by the 
program(35) did not have any coverage other 
than that provided by the State. 

Despite sharing identical formal crite-
ria when defining the target population, for 
only 66% of the individuals resorting to Pro-
gram Remediar the State was the only health 
care provider in the year 2013, and 82% of 
the total belonged to the two lowest income 
quintiles.(39) 

The Universal Allowance per Child 
(AUH) [Asignación Universal por Hijo], 
a type of social security which integrated 
children, adolescents and young people up 
to the age of 18 into the Family Allowance 
System regardless of their parents’ condition 
in the labor market, had the requirement of 
carrying out health check-ups to receive a 
percentage of the allowance, with differential 

impacts depending on the programs under 
analysis. With Plan Nacer, the registration of 
children increased by 50% and the number 
of children with complete controls grew by 
12%. However, the reverse also took place: 
230,000 children accessed the AUH because 
they were enrolled in Plan Nacer.(40) As for 
Program Remediar, the results in terms of 
integration seem to have been lower: out of 
5,096,267 children aged 0 to 18 years who 
were Program Remediar beneficiaries, only 
19% (991,745) received the AUH, while 
44% received benefits from Program Sumar. 
This percentage reaches 80% when children 
under 6 years of age are considered.(28) 

Benefits

Heterogeneous responses by the State both at 
a provincial and municipal level led national 
policy to also consider the need to explicitly 
guarantee a homogeneous set of benefits in 
terms of quantity, quality and opportunity for 
the entire population. The training of health 
care teams, the regulation of prescriptions 
and the provision of essential medications at 
the first level (accomplished through Program 
Remediar), as well as the adoption of a “no-
menclature index of services” and “tracing” 
goals associated with payment mechanisms 
for Plan Nacer and Program Sumar providers, 
are the tools used by the policy mechanisms 
under analysis to accomplish homogeneous 
standards in services, regardless of the juris-
diction where the health care facilities and 
hospitals were located. 

The medications supplied by Program 
Remediar accounted for 85% of the medica-
tions delivered free of charge by first health 
care level providers. A quantitative study 
about the impact on equity conducted in the 
year 2013 showed that the transfer of Pro-
gram Remediar reduced the total expenditure 
in medications for the people in the lowest 
income quintiles.(28)

By expanding the target population, Plan 
Nacer and Program Sumar integrated new 
services. In 2005 they began with a basic 
benefit plan orientated toward the maternal 
and infant population – mostly preventive 
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and health promotional benefits – provided 
by establishments with low complexity of 
care. The program’s scope increased gradu-
ally and, starting in 2010, included the care of 
other age groups and broadened the compre-
hensive care of people with congenital heart 
diseases as well as high-risk pregnancy and 
neonatology services (including treatment, di-
agnosis and required medications). Starting in 
the year 2015, the program included second-
ary prevention of non-communicable chronic 
illnesses in men aged 20 to 64 years. 

Plan Nacer and Program Sumar defined 
an essential set of prioritized medical services 
considered crucial for good health care which 
were included in the nomenclature index and 
for which each Provincial Health Insurance 
could be billed. Included were 400 primary 
prevention medical and health promotion 
services, and treatment and secondary pre-
vention activities organized in 47 health care 
areas that formed a single and homogeneous 
nomenclature index for the whole country 
aimed at specifically establishing attributes of 
quality required for each of them.(29) 

Rights

Despite the relevance that they had for the 
sector and challenges they faced in a very 
fragmented institutional matrix, the policy 
mechanisms under review were not accom-
panied by institutional arrangements that, at 
a national level, would demand any require-
ment linked to the expansion of rights. 

Program Remediar sought to merge into 
the organizational structure of the Ministry 
of Health, while Plan Nacer and Program 
Sumar were managed from a separate ad-
ministrative unit. However, the creation 
of “provincial health insurance” and their 
accompanying budgetary commitments 
amount to advances whose effectiveness, in 
terms of universality, will have to be evalu-
ated in the future. 

Coverage subject to the absence of em-
ployment-based health insurance and the 
payment mechanisms used by Plan Nacer and 
Program Sumar reveal not only a concern to 
guarantee coverage to the entire population, 

but also an interest in promoting the sepa-
ration of duties between financing agents 
and providers to coordinate the financing 
among governmental levels. With respect to 
this latter orientation, along the paths toward 
universality that were proposed by national 
policy until 2015, two public health models 
coexisted: one oriented to the construction 
of a public insurance (represented by Plan 
Nacer and Program Sumar), and another one 
oriented to reinforcing the public service sup-
ply (Program Remediar). Although all based 
on a common origin (the Federal Health Plan 
2004-2007), these programs reveal discrep-
ancies within the National Ministry of Health 
regarding the methods of conceiving the re-
covery of leadership capacity over a network 
of state-run establishments that, several de-
cades ago, were the concern of other govern-
mental jurisdictions. 

FINDINGS

Generally speaking, national policy actions 
were concentrated on the relationships be-
tween the population and the providers, seek-
ing to regulate and reinforce crucial aspects 
of medical and institutional practice at the 
level of services. To this end, different mon-
etary and nonmonetary incentives (medica-
tions, medical and non-medical equipment, 
production incentives, among others) were 
encouraged that were directly focused on the 
primary health care centers and, with lesser in-
tensity, on state-run hospitals in provinces and 
municipalities. In turn, the strategies adopted 
by almost all of the mechanisms were oriented 
toward the training of health care teams and 
the creation of care provision standards. 

While being implemented – and fulfill-
ing the requirements imposed by federalism 
in health for the implementation of national 
programs – each policy device under anal-
ysis gave to the provincial State a different 
place and varied margins of autonomy re-
garding the way of allocating resources. Al-
though Program Remediar, Plan Nacer and 
Program Sumar shared the idea of forging a 
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direct relationship with the primary health 
care centers, Program Remediar achieved 
this by seeking to reinforce the offering of 
state-run services, while Plan Nacer tried to 
establish a division of tasks between financ-
ing and provision. 

The implied “change models” in the pol-
icy mechanisms under review meant different 
hierarchy given to the provincial level: in Pro-
gram Remediar, provinces were responsible 
for the primary health care centers; in Plan 
Nacer and Program Sumar, the provincial 
level was the space for the creation of pro-
vincial public health insurance, as buyers of 
services from providers (both public and pri-
vate). In those scenarios where the provision 
of services was (in whole or in part) under the 
charge of the municipalities, differences also 
appeared in relation to the place assigned to 
this governmental level: while Program Re-
mediar gave municipalities the role of entities 
“responsible for the provision of services” and 
emphasized this role through organizational 
routines, Plan Nacer and Program Sumar gave 
municipalities the role of “manager of third-
party funds” of the primary health care centers 
(defined as “public-private suppliers”), and in-
sisted on the sovereignty of these centers in 
the allocation of resources derived from the 
billing of services.(24) 

The national initiatives under review 
(with their rules and routines) established a 
new actor, the primary health care teams, 
with different autonomy margins in each 
policy device according to the aspect of the 
medical practice and/or organizational rou-
tine that it sought to regulate. 

At the same time, both policy mecha-
nisms helped reinforce the leadership ca-
pacity of the National Ministry of Health, 
though from different perspectives. Program 
Remediar had a founding role since it was 
a centralized policy of medication distribu-
tion with strong auditing, monitoring and 
assessment mechanisms, although the man-
agement also included the provinces and 
municipalities with first level establishments 
under their jurisdiction. On the other hand, 
Plan Nacer and Program Sumar was aimed at 
maintaining leadership capacity with respect 

to coverage issues and guaranteeing a set of 
services in quantitative and qualitative terms, 
leaving different degrees of autonomy open 
for provincial decision-making. 

During the universalization process, the 
goal of national policy was the reinforcement 
of the first level of health care to promote ac-
cess, a strategy that was present in the policy 
mechanisms being analyzed, by facilitating 
free health care to population groups with 
no coverage other than that provided by the 
State. Hence, Program Remediar aimed to re-
move economic barriers as a prerequisite to 
deliver “first-aid kits” of medications to pri-
mary health care centers, and Plan Nacer and 
Program Sumar protected the free status of 
services by imposing this as a requirement to 
continue as a provider in the program. 

The coverage of services provided to the 
population was another concern, especially in 
a context that revealed difficulties in reducing 
the percentage of population that could not 
obtain coverage through social security or 
through private insurance. Both Program Re-
mediar and Plan Nacer/Program Sumar nomi-
nalized the population, and concentrated their 
efforts on those that received state-run health 
services as the only alternative. 

With respect to the benefits, heteroge-
neous responses by the State at a provincial 
and municipal level also led to the consid-
eration of the need to explicitly guarantee 
a homogeneous set of services in terms of 
quantity, quality and opportunity for the en-
tire population. The training of health care 
teams, the regulation of prescriptions and 
the provision of essential medications in the 
primary level accomplished through Program 
Remediar, as well as the adoption of a “no-
menclature index of services” and “tracing” 
goals associated with mechanisms of pay-
ment in favor of Plan Nacer and Program Su-
mar providers, were the tools used to achieve 
homogeneous standards in the services, re-
gardless of the jurisdiction where the health 
care facilities and hospitals were located. 

In this context of the Argentine institu-
tional matrix, these programmatic orienta-
tions fought their battles within spheres of 
implementation with diverse configurations 
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(in terms of service provision profiles, access 
methods and articulation mechanisms with 
social security), posing different research 
questions about the paths toward universality 

to be answered at a subnational level and 
through studies limited to specific territorial 
and institutional contexts.
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