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Abstract

Seguro Popular is the most prominent component of the System of Social Protection
in Health launched in Mexico in 2003 to provide health services to 52.7 million of
uninsured people, mostly the poorest households. After reaching universal
enrollment less than a decade from its origin the system faces several challenges,
among them insufficient quality of health services threatening the main objectives of
the strategy: to provide effective health coverage and reduce out of pocket
expenditure. This study analyzes the allocation of resources at state level destined
to Seguro Popular and provides a simple model and empirical evidence that support:
i) electoral politics play an important role finding a significant increase in public
sector hiring of health workers and infrastructure building when state-level
elections take place; and ii) parties adopt different allocation strategies according to
their constituencies responsiveness to the type of good provided. Finally, it
discusses its implications in service quality and raises concerns over the effective
impact of Seguro Popular given its current financing and operating structure.
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Introduction
This paper analyzes Seguro Popular, the most prominent component of the System
of Social Protection in Health (SSPH) launched in Mexico in 2003 to provide health

services to the insured population, mostly the poorest households. After reaching
universal enrollment less than a decade from its origin, the system faces several

challenges: first, implementation is performed by state governments that have a
weak record on service delivery, lack of accountability mechanisms and financial
weakness; second, quality of the service is a pending task according to different

metrics; and third, the epidemiological evolution of the Mexican population reflects
an increasing prevalence of chronic diseases that generate a financial burden to the
system. This study argues that the low quality of health service and its high variance
are partially explained by their incentives to allocate resources following diverse

criteria, mainly politics, and the lack of accountability of service providers to

improve -namely state governments-, threatening the very objectives of the
strategy: providing effective health coverage and reduce out of pocket expenditure.

In recent years the number of enrollees to Seguro Popular has increased

dramatically, from 5.3 million in 2004 to 52.7 million at the closure of 2012

achieving universal coverage, which is reflected in the growth of the federal budget

for the SSPH, the coverage expansion of public health services, and investment and
infrastructure growth, among other variables. By the end of 2012, every individual

who does not have access to health care via a social security institute may

voluntarily join the Seguro Popular to obtain health coverage.

The next step in strengthening the system is to ensure that members receive quality
medical care independently of their location. Quality of service requires that health

services meet certain homogeneous standards for two main reasons, one social and
one technical. The former is about fairness since all enrollees have the right to be

treated under the same standards regardless of their sociodemographic
2

characteristics or regional location. The later is about the role of homogeneity of

quality of service as an important factor to achieve two Seguro Popular’s objectives:
risk reduction of vulnerable families and strengthening the public health system.
Furthermore, different standards of health care can generate excess demand caused
by overcrowding in certain areas that may enjoy a reputation of providing high

quality service, while others may have excess capacity causing inefficiencies in

public spending on health. Also, ensuring uniform quality among health centers
implies that enrolled families do not have to commit resources to search for better

services contributing to another objective of Seguro Popular: reducing out of pocket

spending.

The variance of quality of public health care is an output of the interaction of several

factors: effort made by doctors and nurses, medicines provided, medical material
used, available equipment and infrastructure, clinical-records keeping, flow of

information, and patient and family behavior, to name a few. These factors are

themselves a result of actions taken by individuals belonging to certain
organizations or groups within a context, which is defined by explicit or implicit

rules so called institutional arrangements. The analysis proposed in this study is

based on the premise that the current institutional arrangement of SSPH, mainly
Seguro Popular, generate incentives that distort resources allocation and service

quality based on electoral politics. It suggests that to progress from universal
enrollment to universal effective coverage that “guarantees to all on an equal basis,
the maximum attainable health results from an appropriate package of high-quality

services that also prevents financial shocks by reducing out-of-pocket payments” 2,
the system requires an understanding of its political economy and a deep review of
its participants’ incentives.

The paper is organized as follows, first we characterize the funding and institutional
structure of Seguro Popular as a basis to propose our central hypothesis: resources
2

Knaul F. M. et al (2012).
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allocation are affected by electoral cycles given its participants’ incentives –mainly,

state governments– to allocate resources following political criteria. Then we

provide a simple model and empirical evidence that support: i) electoral politics

play an important role finding a significant increase in public sector hiring of health

workers and infrastructure building when state-level elections take place; and ii)

parties adopt different allocation strategies according to their constituencies
responsiveness to the type of good provided. Finally, we discuss our findings

implications in service quality heterogeneity and potential improvements to

increase service quality in a sustainable manner.

Background
In 2002-2003 the Executive branch gained Congressional support to pass a health
reform that created the SSPH, whose origin is tracked back to a constitutional

reform in 1983 that entitled all Mexicans to health coverage as a social right 3. The
most noticeable component of SSPH is Seguro Popular (Popular Insurance in

English), as it currently known, a “public insurance scheme that offers universal
access to a comprehensive package of personal health services”, including medicines
and without out-of-pocket expenditures needed 4. The approval of the reform not

only created SSPH but also guaranteed a yearly budgetary allocation, and stated
guidelines for gradually incorporate all Mexicans not entitled to any social security
institution.

Universal enrollment to SSPH was not a smooth process. It started in five states as a
pilot and expanded gradually once the federal and state governments signed an

agreement to join this venture 5. In April 2012, only after 9 years of its creation, the

country reached a major milestone with 52.7 million Mexicans incorporated into the

Social rights are those rights arising from the social contract, in contrast to natural rights which
arise from the natural law, but before the establishment of legal rights by positive law.
4 Knaul, F. M. et al. (2012).
5 Aguascalientes, Campeche, Colima, Jalisco and Tabasco. The last one to join the system was Mexico
City (Federal District).
3
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system -previously uninsured-, the figure that according to government estimations
was needed to claim universal coverage, consolidating SSPH as the largest health
subsystem in the country in terms of enrolled people 6. Notwithstanding the
tremendous effort in terms of political willingness and financial resources dedicated

to SSPH, universal coverage -that implies regular access to a comprehensive package

of health services for all enrollees- is still an ongoing task, not to mention universal
effective coverage 7 . Along with open questioning about potential perverse

incentives created by the co-existence of a contributory and non-contributory social

protection system8, the SSPH faces internal and external challenges that become
clearer while demands for health services consolidate.
What and how SSPH provides health services?
The SSPH is formed by several components: (i) Seguro Popular, a package of

essential interventions that originally offered an explicit package of 97

interventions, which expanded gradually to 284 interventions of first and second

level, and more than fifteen hundred diseases associated along with their drugs; (ii)
a package of high-cost, specialized interventions that are available only through

specialized providers; and (iii) the Medical Insurance for a New Generation (Seguro

Médico para una Nueva Generación) added more recently, that offers a set of

interventions addressing children and newborn babies.

The system is financed primarily with federal fiscal resources -allocated every year

in the Federal Expenditure Budget-, state contributions and a very small proportion

See Knaul, F. M. et al. (2012).
Knaul, F. M. (2012) describes three different stages towards universal health coverage: “(1)
universal enrollment, a term closely associated with legal coverage, entitles all people to benefit from
health services funded by publicly organised insurance; (2) coverage that is universal implies regular
access to a comprehensive package of health services with financial protection for all; and (3)
universal effective coverage guarantees to all on an equal basis, the maximum attainable health
results from an appropriate package of high-quality services that also prevents financial shocks by
reducing out-of-pocket payments.”
8 For instance, see Levy’s (2008).
6
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coming from the contribution of insured families. The government’s contributions

are made per enrollee although originally they were computed by family unit,

nevertheless the payment scheme had to be changed in 2010 for different reasons,

among them “gaming” by states that “split families” to increase the transfer of
federal resources 9.

The federal government provides most of the funding through two components: (i)

Social Contribution (Cuota Social) equivalent to 3.92% of the annual minimum wage

–roughly USD 65-, and (ii) Federal Contribution (Aportación Solidaria Federal)
equivalent to 1.5 times the Social Contribution; both transfers come from the federal
government. States provide 0.5 times the Social Contribution. Finally, enrolled
families pay a small contribution to the system according to their estimated income.

If they are classified in the first four deciles of the income distribution they are
exempt

10.

These resources are split between three funds: (i) 89% of total is

transferred to the Fund for Personal Health Services (FPHS), managed by the states
to pay for the essential package provided by Seguro Popular and the Medical

Insurance for a New Generation (children’s coverage) 11, (ii) 8% is channeled to the

Fund for Protection against Catastrophic Health Expenditures (FPCHE) that covers

highly specialized, third-level interventions under a fee-for-service scheme; and (iii)

the rest 3% goes to a fund to finance specific infrastructure needs, which can be

accessed by the states following a case-by-case application process. The focus of this

“Until 2010, the definition of the family unit included the head of the household, the spouse or partner,
dependent children (younger than 18 years, studying, or disabled), and parents older than 64 years. This
definition of the family unit allowed for the registration of individuals older than 18 years within the
same household as single-person family units. Evidence showed a larger than expected number of singleperson and small families being enrolled. In some cases, gaming by states split families living in the
same household to increase enrollees and consequently the transfer of federal resources, putting at risk
the overall financial health of the Seguro Popular.
At the same time, financing for the reform was calculated on the basis of an average nuclear family size
of 4·3 members, which did not capture continuous declines or variance in family size across states. As a
result, the allocation per person was larger for wealthier states where the average family size is smaller
than in poorer states, contributing to inequities.” Source: Knaul, F. M. et al. (2012).
10 http://www.seguropopular.gob.mx/index.php?option=com_content&view=article&id=24&Itemid=35
11 In addition to the resources transferred by the federal government to the states, it makes an
additional one-time transfer of 210 pesos (around USD 15) per child enrolled. This money goes to the
Fund for Personal Health Services (FPHS).
9
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paper is on the first fund that covers Seguro Popular and the Medical Insurance for a
New Generation. Here is where the lion’s share of resources are allocated.

A new decentralized agency of the SS, the National Commission for Social Protection
in Health (CNPSS), is responsible for the provision of health services through the

SSPH. It has technical, administrative and operational autonomy; and its head is
appointed directly by the President. The CNPSS works in coordination with state
regimes of Social Protection in Health (REPSS), created as its “linkages” at state

level 12. They are responsible for promoting and managing resources, paying
services and medical inputs, supervising service providers, and enrolling families
within each state. Their organizational structure lies within the state health systems

(SESA) and its managing-director is appointment locally either by the governor or
the head of SESA, usually the state Secretary of Health 13.

http://www.seguropopular.salud.gob.mx/index.php?option=com_content&view=article&id=41&Itemid=8
13 They have different legal arrangements, some are decentralized agencies -as in Jalisco- or
directions of the state secretary of health -as the case of Aguascalientes-.
12
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Figure 1 – Financing Sources of Seguro Popular
Source of resources
Social Contribution
3.92% of annual
minimum wage

Federal
Contribution

1.5x Social
Contribution

Destination
•

Services,
treatments,
interventions
and medicines
covered by
Seguro Poular

•

Third-level
intervenions
Specialized
health services
Highly costly
treatments (e.g.
cancer, HIV)

89% transferred to the
FPHS managed by states
for

8% transferred to the
FPCHE managed by
CNPSS
State
Contribution
0.5x Social
Contribution

Use

•
•

•
3% transferred to build
infrastructure and
managed by CNPSS

Family Contribution

•

Investment
in hospitals
and
equipment
Unexpected
expenditures

Source: Sistema de Protección Social en Salud del Distrito Federal
http://www.salud.df.gob.mx/ssdf/seguro_popular/index/financiamiento.php

According to the Regulation of the General Health Law on Social Protection of
Health 14, the REPSS should “buy services” to the network of state service providers

(i.e., public hospitals and clinics of the state health services) or other accredited
private and NGO service providers. Such relationship should be formalized through

formal agreements with detailed mechanisms to define the allocation of resources
or their reimbursement for attention to beneficiaries of the system. However, there

are no clear rules that define precise and homogeneous criteria to assign and
transfer the money to service providers.

Reglamento de la Ley General de Salud en materia de Protección Social, Diario Oficial de la
federación, 5 de abril de 2004.
14
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To complete the story, the compliance mechanism to prove the adequate use of
federal resources transferred is fairly weak. States must present the following

requirements on a quarterly basis: i) updated and revised register of enrollees, ii)
official documentation that proves the payment of the state contribution to the
SSPH, and iii) information about the adequate use of transferred federal resources.

The legislation establishes that federal transfers can be suspended if: i) there is no

evidence of payment of the state contribution, ii) federal resources were used to

other ends not approved by the SSPH, iii) absence of information on the allocation of
federal resources and, iv) failure to comply with any commitments agreed between
the federal and state governments which are renewed every year. It is worth
mentioning that states enjoy financial autonomy given the federal structure of the

country, thus they must prove the correct use of federal resources only, giving them

important “room for maneuver”, namely a sixth of the total amount allocated to
Seguro Popular equivalent to the states contribution 15.

The current contract and distributive politics concerns
Lemma 1: State authorities, represented by the REPSS, have a central role of Seguro

Popular as local administrator of resources, thus they allocated moneys with
relative discretion following diverse criteria, among them political interests.

Evidence about the public funds manipulation in Mexico aimed to social policies has
been documented by Díaz-Cayeros, Magaloni and Estevez (2012). The authors

provide a detailed explanation of the recent history of discretionary use public

resources and make reference to two important innovations that reduced
discretionary management, both during the Zedillo administration (1994-2000): the

15 Since 2007 there is less flexibilty though since some ceilings and floors were established to
promote a better allocation of federal funds: a maximum of 40% can be spent on personel and 30%
on drugs, and a minimum of 20% has to be allocated to health promotion and prevention.
Notwithstanding this additional restrictions on the use of federal transfers, classifiers of expenditure
are general enough that the room for maneuver is still wide.

9

insulation of Progresa (later Oportunidades) from political influences when
beneficiaries were selected on the basis of established measurable conditions of

poverty, and the reform of the social infrastructure funding with the creation of the
FISM

(Fondo de Aportaciones para la Infraestructura Social Municipal),

implementing a major reformulation of federal transfers for public works and social

infrastructure projects distributed according to a poverty-based formula to the
about 2,400 municipalities.

Also, there is a rich literature on “distributive politics” that try to understand the
logics behind. On the theoretical side there is the core-versus-swing models in

political science such as Cox and McCubbins (1986), Lindbeck and Weibull (1986),
Dixit and Londregan (1996), Stokes (2005), Nichter (2008), Zarazaga (2011).
Empirical literature that evaluates standard models of distributive politics go back
as far a Wright (1974). More recent papers are Rizzo and Testa (2006) and

Larcinese, Snyder and Testa (2008) are recent examples and provide reviews.

Results are mixed finding little evidence that public spending favors swing districts.

Stronghold spending has been found in a number of non-U.S. contexts by Joanis
(2008) on Canada, Arulampalam et al. (2009) on India, Leigh (2008) on Australia,

and Estevez, Magaloni, and Diaz-Cayeros (2007) on Mexico. Persico, Pueblita and
Silverman (2011) offer a detailed review of the most recent studies that find either

no evidence that public spending favors swing districts or instead evidence that
spending favors party strongholds.

Based on Lemma 1 we can derive several implications that can be tested empirically.

Some of the implications are immediate and are collected in the next proposition.
Others require more discussion and are developed in the subsections that follow.

Proposition 1: Given the financing structure and institutional arrangement of Seguro
Popular we should expect in equilibrium some or all of the following outcomes: i)

enrollment increases with state electoral cycles, ii) resources allocation favor public
service providers, namely SESAs, which implies that iii) hiring of public health
10

workers increases during or right before elections in order to gain political support;
and iv) public infrastructure building and completion may follow electoral cycles as
well 16.

On the first issue, Seguro Popular provides scarce funds to state governments that

can be spent to enroll people and provide them with a private, non-excludable and

valuable good: the coverage policy. It is also a source of rents by the health sector
bureaucracy (jobs) or a funding mechanism to create public goods such as hospitals

and clinics, that impact collective well-being. On the perceived benefit dimension a

health coverage policy benefits enrollees depending on their risk-aversion or the

quality of the service, in case they already used the policy, for instance. A job at a

public clinic or at a the state-level Secretariat of Health is valued by the recipient as
an important source of current and future disposable income. The existence of a
clinic may be valued depending on the individual’s perceived likelihood to use it,

whether the community values the option of having facility or even the quality of the
building itself. Finally, the effective political return of providing a free healthcare

policy, a bureaucratic job or a health facility in the area may depend on the capacity

of the ruling party to convert those goods into votes. The party’s proficiency to
generate votes in favor may differ depending on the party’s internal organization,
structure or even its capacity to mobilize its supporters on election day.

Empirical evidence
There is a vast literature on “political budget cycles” that relate elections and public
spending, including models with commitment by candidates in one policy dimension
(Black 1948) or many dimensions (distributive politics, see Lindbeck and Weibull

1987), and models without commitment like the citizen candidates (Osborne and
Slivinski 1996, Besley and Coate 1997). There are also agency models (Barro 1973,

16 Regarding resources allocation Nigenda et al (2011) reported that it actually favors state hospitals,
since only a few states hire private service providers at the frontline Among them Aguascalientes,
Jalisco and Oaxaca. Source: Nigenda et al. (2011). In contrast, all of them buy products and services
that are intermediate inputs of health services such as medicines, medical equipment, catering, etc.
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Persson, Roland and Tabellini 1997) and signaling models (the political cycle, Rogoff
1990). Persico, Pueblita and Silverman (2009) offer a theory that links electoral
cycles and public spending based on the creation of political factions, a theory that is

later analyzed with the expansion of water services. The authors adopt an outcome
approach analyzing the growth of water inlets -connections to the household,- and
outlets –connections to the sewerage- in Mexican municipalities, they find a
differentiated pattern since only water inlets follow an electoral cycles.

Regarding specifically health services, Mobarak, Mushfiq, Sunil, and Cropper (2009)
show that health services in Brazil follow a clear political logic. Studying the

municipal variation in the distribution of clinic rooms, doctors and nurses, the
authors find that voters preferences and health-related public goods are reflected in

their spatial distribution. They also find that greater political participation by the

poor and the electoral strength of the mayor in the last election are associated with
more clinics, but not more nurses or doctors.

From an empirical perspective, the existence of electoral cycles has being explored

mainly on the allocation of public resources understood as the main input to diverse

purposes, from undefined general public spending to health or antipoverty
strategies (see Table 1). Our dataset allows us to go beyond and explore the

existence of electoral cycles over different output 17 variables such as people
enrollment into Seguro Popular, hiring of health workers or building infrastructure.
This feature of the data gives the oportunity to identify different spending strategies

that may depend on the nature, recipients perceived benefit and effective political
return of these output variables.

There different types of outputs: intermediate such a number of doctors or hospitals beds, and
final, as number of surgeries or treatments provided. Outcomes would be the prevalence of affections
or the overall health of the population, to mention a few.
17
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Table 1

Source: Persico et al (2011)

A model of resources allocation
The model is an extension of the rational voters model developed by Persico et al

(2009). In this model rational voters interpret the pre-electoral receipt as a signal,

along the lines of Rogoff (1990) political budget cycle model, in which the public
projects are provided before the election. Voters behavior in a certain state s is
represented in reduced form captured by two numbers ∆i and b, where b is the

probability of electing the party candidate in the state, and ∆i is the incremental
13

probability when a good i is provided in that state 18. This feature allows us to have

different marginal probability of winning an election. Let e denote the effort

directed by party officers to provide goods. Party officers belong to different states;
and their efforts benefit only the state to which they belong. They can exert effort e

∈ [0, 1] which increases the probability that a good is provided to state s. Exerting
effort e costs c(e) . The cost function c(·) is assumed to be convex, and c(0) = c’(0) = 0.

Effort may represent different concepts, for instance lobbying process, fundraising,
resist the temptation to skim public funds allocated to state s or scarce public funds.

The party officers’ objective function is myopic as in Persico et al (2009), therefore

they simply derive a given amount of utility if their candidate wins the election. This
simple utility win can be interpreted as being promoted to the next rank at the end

of each period as in the original model. Party officers choose to maximize the
probability of winning the election minus the cost of effort:
max b+∑𝑖[∆𝑖 · 𝑒𝑖 ] − 𝑐(𝑒),
𝑒 = � 𝑒𝑖 .
𝑖

The optimal effort level ei therefore solves for all i
c′(∙) = ∆𝑖 .

In this allocation, states receive resources in proportion to their responsiveness (∆i);

and the baseline level of support for the party (b) does not affect the allocation. The
key element of the model is the responsiveness of allocating effort to provide
different type of goods.

The optimal decision to allocate effort across different types of goods to improve the
likelihood to win an election may differ by state since voters face different needs or

expose different demands. But also it can be that the responsiveness of each type of
18

In the original model Persico et al. (2009) the good is an indivisible unit of public project.
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good depends on the proficiency of the party officers to convert the provision of

goods onto effective votes. For instance, certain goods are more valuable to different
parties since they can be used to either expand their voting base or reinforce party

loyalty depending on the formation of their constituency. According to their origin,

ideological platform and structural evolution some parties rely more on certain

sectors to gain elections: unions, bureaucracy, median class, businessmen, etc. If this

is the case, party officers would channel their effort accordingly. Therefore,

responsiveness differ by good and party, formally becoming ∆i,p where i is the type
of good and p is the ruling party.

On the voters side, there are i type that live for two periods in an overlapping
generation model. When young, voters are uncertain about the proficiency of party

p officers ruling their state, and so they start out with a prior probability that they
will receive a good in the future represented as:

𝜋𝑖 (𝑡 + 1) = 𝜋𝑖 (𝑡) ∙ �𝑏 + Δ𝑖,𝑝 �.
If they do not receive the good, voters believe that the party officers are not that

proficient and thus vote for the ruling party with probability of only b. If voters
receive the good, they update positively on the proficiency of the party, and thus

they become more willing to vote for it because they realize that they can receive
goods in the future. In this case, they vote for the party with probability b + ∆i,p.

Notice that for each type of voter and party there is a different responsiveness.
The sequence of events is the following:

• The party officers in state s choose effort ei for each good
• The goods gi are realized

• Voters of each type i cast their vote

• The party either wins or loses in state s.

15

Proposition 2: In equilibrium a state s governed by party p is more likely to receive

goods type i if voters are more responsive (high ∆i,p). Also, party strongholds (high
b) are more likely to receive goods i from the party.

Empirical analysis
Empirical evidence of the role of politics in enrollment is tested with the following

specification that follows Persico et al (2009) strategy to identify budget political
cycles at state level in Mexico. The data includes a balanced panel of different

outcome variables at the 31 Mexican states and the Federal District, collected every
six months from December, 2009 to June, 2012. The specification allows specific

effects and conditioning on demographic variables. The aim is to identify “political
budget cycles” spikes in the outcome variable during state-level elections or right

before they take place differentiating by ruling party. Outcome variables are (a)
number of enrollees to Seguro Popular (b) total health personnel hired by the public
sector, (c) doctors working for the public sector, (d) nurses, (e) public hospital beds,

and (f) consulting rooms. Enrollment data is at state level, the rest of the variables
are at locality and there can be one or more localities within one municipality.
The regressions takes the following form:
3

log�𝑒𝑚,𝑡 � = 𝛼0 + � 𝛼𝑖 ∙ 𝐸𝑠.𝑡+𝑘 ∙ 𝐼�𝑝𝑎𝑟𝑡𝑦𝑠,𝑡 � + 𝑋𝑚,𝑡 ∙ 𝛼4 + 𝛾𝑚 + 𝜀𝑚,𝑡
𝑖=1

where em,t is the outcome of Seguro Popular in location m in period t; Es,t+k is an
indicator for a state-level elections for governor in state s in period t+k, where k can

be strictly positive to allow for anticipated effects; I(partys,t ) is an indicator function

on the governor’s party in state s in period t that can be either PRI, PAN or PRD 19;
PAN is the National Action Party, who ran the country at federal level from 2000 to 2012. PRI is the
Institutional Revolutionary Party, ousted by the PAN after 71 years of rule. PRD is the Party of the
19
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Xm,t is a vector of time-varying demographic variables in location m; γm is a fixed

specific effect, and εm,t is the error term. Depending on the type of outcome variable

em,t the it can be that m is equal to s depending on the availability of data. The same

specification is run for difference in logarithms also. An average budget cycle exists

if αi>0. Our aim is to find whether αi>0 is different for various types of em,t
depending on the party.

This specification finds that there is no statistically significant increase of

enrollment at state level during or one year before the election takes place. This

might reflect that neither party systematically uses enrollment as an electoral
strategy given this empirical strategy (see Table 2). In contrast it finds robust

evidence of an electoral cycle for personnel hired and infrastructure. It finds that on
average hiring of personnel for the public health sector increases on average around

2% during election years and around 2.5 percentage points, regardless of the party
in charge as seen in Table 3.

Once differentiating by party we can identify differentiated behavior during election
years in comparison with the rest of the years: states run by the PAN (excluded
variable) hired on average around 4.7% more health workers –that include doctors,

nurses, administrative and other type-, 1.8% more doctors and 3.7% more nurses
during electoral years; they also build more consulting rooms (3%). In terms of

percentage points the increase in personnel hiring is 11 points during the election

year while almost 4 points a year previous to the election. Similar pattern is
identified in the rest of the variables just mentioned (Table 4).

The PRI, also increases hiring and infrastructure building during elections years in
comparison of non-electoral years but the magnitude is smaller. Nevertheless,

according to the analysis PRI state have on average more personnel, doctors and
nurses regardless of the electoral period since in PRI run states number of
Democratic Revolution, formed mainly by former PRI members. They are respectively situated on the
center-right, center-left and left of the political spectrum.
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personnel is 4.5% higher on average than in states governed by the PAN; in the case
of doctors the difference is 5% and nurses is 1.8%. A similar pattern is reflected

when measuring the hiring in percentage points. Notice that these difference are

only reflected in variables that measure the size of the health bureaucracy while

there is no significant difference in terms of infrastructure (hospital beds or
consulting rooms); this positive correlation might reflect the PRI’s particular

political structure that depends on the bureaucracy, and it may also explain its

electoral success in its strongholds as suggested by the model.

In the case of PRD there is evidence of more nurses hiring on a year previous to the

election and more hospital beds provision, and in similarity to the PRI a higher
number of doctors on average regardless of the electoral period.

Conclusions
This study explore the role of electoral politics over Seguro Popular given its actual

institutional and financial structure where resources allocation is defined at state

level. Results of a parsimonious empirical model suggest the existence of political

budget cycles at state level in the 2003-2010 period with differentiated magnitudes

and variables subject to the cycle depending on the party ruling the state suggesting
that they adopt different strategies depending on the nature of the good provided,

the party’s ideology and structure, consistent with a reduced form model provided
that portrays how party officers allocate effort or scarce resources to those goods

that increase more the probability of party’s re-election. This evidence supports the

argument that politics may explain resources allocation in the health sector in line

with previous research with the additional feature that it provides evidence of

differentiated behavior according to the party regardless of the socioeconomic
characteristics of the state or municipality.

The pure fact that politics has such an important role in determining resources

allocation point to quality heterogeneity across and within states, if we believe that
18

the health services and impact depends heavily on the right mixing of inputs
(doctors, nurses, hospital beds, etc.). Indicators documenting patient safety, waiting
times and availability of supplies and personnel, to name a few, show wide

variances and significant differences in the quality of service across the country
raising concerns about the medium-term effectiveness of Seguro Popular to meet its
goals.

The SSPH faces other challenges as well, for instance evolution the epidemiological

profile of Mexico generate significant financial pressures. The decline in fertility and

mortality, strongly determined by the greater control of infectious and parasitic
diseases; increasing life expectancy and prevalence of chronic degenerative diseases
are some of the demographic changes experienced recently in Mexico.

In addition to the financial pressures of an aging population insufficient
transparency and accountability of the states must be addressed. Notwithstanding

the existence of mechanisms for monitoring and verification of the use of resources
there is vast room for improvement in planning and procurement processes
statewide. Although there are plans to migrate to a payment system that rewards

results rather than one that focuses on paying inputs, as is currently done with

Seguro Popular, there is still no clarity of its design or implementation, especially in
the absence of reliable and uniform health care quality. Also, there is the need to

eliminate duplication or efforts by providing full portability to Seguro Popular

coverage, which means finding new institutional arrangements to a segmented
health care system with several strong operators, with different standards of care,

coverage, costs range, operational tendencies and strong political interests that can
become major obstacles for greater efficiency. This study support the call for

redesigning the payment system and institutional arrangement suggesting that it
has to be planned considering the political economy factors that influence today’s
frontline services provided by Seguro Popular.

19

After a long way in search of fulfilling the initial promise of achieving universal

coverage of health services in Mexico, the road ahead is still long and the time to

make the necessary adjustments to improve the quality of health care is scarce. In

the meantime universal effective coverage on an equal basis for all Mexicans is still a
work in progress.
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Appendix
The National Public Health System Mexican
The right to health protection was established in Mexico in early 20th century by the

Constitution (1917), creating the National Health System as the body in charge of
providing the services to accomplish it; formed by public, private and non-

governmental institutions that provide health services. Its evolution was gradual

and took many years to be completed: the Ministry of Health (SS) was created in
1938, five years later the Mexican Social Security Institute (IMSS) was founded with

the aim to provide health services –along with pensions and other social coveragesto employees of the private sector; its counterpart for public sector workers, the

Institute of Security and Services for State Workers (ISSSTE), replaced the

Directorate General of Civil Pensions and Retirement in 1959. These three agencies

acted initially as fundamental components of the National Health System, enriched
subsequently by diverse systems that provided health care and pensions to certain
populations according to their sector: public oil company workers (PEMEX), state
governments, public universities, etc.

By early 21st century IMSS, ISSSTE and other existing social security institutes
offered medical services to employees under a public insurance scheme financed by

workers’ contributions, employers and the Mexican State. The SS and the state-level
Secretaries of Health (SESA) provided health care for the self-employed and those

lacking contributive insurance schemes. These institutions suffered several ills

including lack of resources and low quality of services. In turn, many families had to
rely on expensive and inadequately regulated health private services, implying
elevated out-of-pocket expenditures with higher incidence by poor households.

The social security scheme conceived in the mid-20th century implicitly assumed

that the country's development would lead to an economic structure where most of

the working population was either employed or had access to health services on
21

their own. The changing economic reality in the second half of the century produced

an increasing self-employed and under-employed population accounting by a

majority of the labor market participation according to some estimations. Therefore,

only a fraction of Mexicans gained access to effective health coverage provided by

IMSS, ISSSTE and other social security schemes linked to employment status. This
situation was particularly unfair to those who did not have a formal job given their

vulnerability to health-related shocks and the poor quality of public health services,
especially in the presence of catastrophic diseases that could mean impoverishment.
Out of pocket spending represented 5.9% of disposable income of household

without social security coverage in contrast with 3.7% for those with access to
social security. The lack of effective public health insurance was also reflected on the

high out of pocket spending that represented 50.9% of total health expenditure in
2000 20.

Inequality in access to health services also showed unequal distribution of public
spending across institutions and states: public resources allocated to social security

institutions were more than double –measured per person- to those assigned to
health services catering the population without social security. Also the state that
had more resources to spend on public health had a budget more than six times -per
person, also- higher than the one with the most limited resources 21.

The System of Social Protection in Health (SSPH), commonly known as Seguro

Popular for its most prominent component, was created to address the lack of
resources channeled to the population without medical coverage, to reduce
inequalities between states and health systems and, in particular, to lower pocket
spending of the most vulnerable by making effective the right to protection health.

20
21

Knaul, F. M. et al. (2012).
Idem

22

Figure 2 – Evolution of Vertical Coverage of SSPH

Source: Knaul et al (2012)

Table 2
OLS and fixed effects estimations on enrolment 2003-2010
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Table 3
OLS and fixed effects estimations on total health personnel hired by the state
public sector 2003-2010
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Table 4
Fixed effects estimations on hiring and infrastructure by the state public
sector, 2003-2010
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