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Introduction

• Role of regular social protection programs in the Covid crisis

• Why assessing the impact of social protection?

• Focus of the paper: impact of the PNAFN on health related
outcomes

• The issue of selection in the program

• The variables of interest: out-of-pocket expenditures, the
protection from financial shocks and healthcare utilization
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The channels of transmission

• Higher and more stable income

• Lower risks of facing large expenditures drops

• Higher capacities to buy more and better quality food, cleaner
environment and less stress

• Free or subsidized healthcare: higher utilization

• Availability and quality of public healthcare?
• Increase of out-of-pocket expenditure

• Shift to the right of the demand curve
• Higher awareness of healthcare + low availability of medicines
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Literature Review

• Acharya et al. (2012)
• Weak evidence of impact of the programs on the variables of

interest
• Increase of out-of-pocket spending for the poorest households

• Erlangga et al. (2019)
• Positive impact of state-funded health insurance on healthcare

use
• Mixed effects on protection from financial risk (mostly positive

or insignificant)

• Previous studies on Tunisia
• Abu-Zaineh et al. (2013): The odds of facing catastrophic

health expenditures twice lower
• Makhloufi et al. (2015): Excluded individuals use healthcare

services significantly less
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Lessons from main other studies

• Using Matching and Differences-in-differences
• Wagstaff et al. (2009): improvement in healthcare utilization

but no effect on out-of-pocket (OOP) in Rural China
• Wagstaff (2010): substantial decrease in OOP, but no

impact on healthcare services in Vietnam
• Sparrow et al. (2013): increase in outpatient utilization but

also in OOP spending + slightly higher incidence of
catastrophic spending in Indonesia

• Regression Discontinuity Designs
• Miller et al. (2013): positive impact of health insurance on

health utilization + lower OOP in Colombia (inpatient care)
• Bernal et al. (2017): positive effect on healthcare use +

higher OOP + no effect on financial risk in Peru

• Instrumental variables
• Wagstaff and Lindelow (2008): increase OOP and

catastrophic expenditures
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Health coverage through Social Protection in Tunisia

• The Tunisian social protection system offers two different
types of health coverage :

• The mandatory contributory health insurance scheme covering
formal workers, retirees and their dependents ;

• Two flagship non-contributory programs allowing the poor and
informal workers to access public health care

• In 2020, around one million 700 thousand people would be
completely deprived of any health coverage, i.e. 14% of the
entire population
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Indicators on health spending in Tunisia
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Health coverage through social assistance programs in
Tunisia
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Beneficiaries Profile

• According to administrative registries, 55.3% of PNAFN
beneficiaries are aged 60 years and over

• One out of four post-revolutionary PNAFN beneficiaries
belongs to an age group that is still active in the labour
market, i.e. 40-59 years

• 50.9% of the beneficiaries live in the regions of the west of
Tunisia, the north-west, the centre-west and the south, i.e.
successively 21.2%, 19.4% and 10.4%.



Introduction The Program Methodology Results Conclusions

Eligibility Criteria

• Process of identifying eligible households entirely centred on
the role of social workers

• Cash Transfer + AMGI : An adjusted annual per capita
income of no more than 585 DT or 290 USD, the incapacity
of all family members to work, the absence of family support,
the disability and/or chronic illness of a family member, and
deteriorated living conditions (Circular 2011)

• Household income requirements for AMGII based on
household size

• A decree was issued in 2020, which adopts unified eligibility
criteria underlying a classification drawn up at the level of
each governorate
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Identification errors and use of Public health Facilities by
AMGI and AMGII beneficiaries

• According to Bibi and Ben Cheikh (2017), the inclusion errors
(type I) for the PNAFN would be around 53% and 49.7% for
the AMGII

• The PNAFN/AMGII covers 30% of the poorest quintile of the
population in Tunisia compared to higher levels for Croatia
(55%) and Belarus (37.5%)

• For conditional cash transfer programmes, coverage levels are
even higher: 73.2% for Uruguay (Asignaciones Familiares
Programme), 59.2% for Brazil (Bolsa Familia Programme)

• Households receiving AMGI, which represent 8% of Tunisian
households, benefited from 14% of the care provided in public
facilities, compared to only 13% for households with AMGII
cards, whose weight in the population is approximately 22%
(World Bank 2016)
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Data

• 2015 National Survey on Household Budget, Consumption
and Living Standards (EBCNV)

• Individual demographic and economic characteristics
• Individual affiliation to main health insurance funds (AMG I,

AMG II and CNAM) and basic healthcare service utilization
• Household spending

• We measure the impact of PNAFN on :
• Households’ health spending and their risk of incurring high

and catastrophic health expenditures
• Health service utilization

• Comparing the PNAFN group with 3 control groups: AMG II,
CNAM and no-coverage families.
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Empirical strategy

2 challenges:

• Selection bias

• Nature of the data

Selection bias:
PNAFN targets the most vulnerable households of which one or
many members are not able to work due to old age, chronic
condition and/or disability.
→ On one hand, the PNAFN beneficiaries are likely to have higher
spending on curative health services and products
→ On the other hand, they might be constrained by their meagre
earnings, thus, tend to spend less on healthcare.
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Empirical strategy

Solution: Instrumental variable

...The loss of the father of the family due to death, im-
prisonment or abandonment with the deterioration of the
material capacity of the family...

→ Instrumental variable: female heading household
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Empirical strategy

Nature of the data:

• Non-negative outcome variables

• Right-skewed distribution outcomes

• A nontrivial fraction of zero values

• Binary PNAFN variable

Solutions:

• For actual health expenses: OLS, GLM, 2SLS, 2SRI

• For high and catastrophic health expenses and healthcare
utilization: Probit, Biprobit
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Descriptive statistics
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Descriptive statistics
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Results
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Conclusions

• The access to PNAFN (and AMG I) has no effects on actual
total health expenses.

• However, it reduces the risks of incurring high and
catastrophic out-of-pocket expenses, compared to CNAM and
no-coverage group

• It also encourages the PNAFN families to spend more on
medications than any of three control groups

• Regarding the effects of PNAFN relative to AMG II, we find
little significant distinction between the two programs.
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