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Foreword

This paper is the first in the series presentethbySocial Security Department of the ILO
in the field of social health protection, and isaamtribution to the assignment bestowed on
the International Labour Organization (ILO) by th@ernational Labour Conference,
namely to launch the Global Campaign on Social 8gcGoverage for All.

We hope that it marks the beginning of a wider tehbaetween ILO constituents,
researchers, practitioners, decision-makers ancderottakeholders in social health
protection, on ways to provide coverage to the nitgjof the world’s population. We also
anticipate that it will ensure that the human rigtat both health and social security, as laid
down in the United Nations Universal DeclaratiorHafman Rights, will become a reality
in the shortest possible time. In the course df dedate we shall almost certainly have to
modify some of our views, but we hope that the dagiproach that underpins our
thinking, that is, a rights-based approach thabadies universal access to social health
protection, is flexible and open enough to achiawside consensus on the two central
objectives of social security: poverty alleviatiand granting to all people the opportunity
to live their lives free of debilitating insecurity

Xenia Scheil-Adlung wrote the draft of this polipaper and Jens Holst provided the
statistical data and some country information. Pager has much benefited from the
valuable comments made by ILO constituents, colleagfrom various international
organizations and experts. Many other people hbsgecmntributed to the paper, either by
drafting major parts thereof, or by providing conmtsein writing or orally during various
meetings and discussions.

Equally important has been the support by Departrsiaif and colleagues from the field
through their practical and conceptual work for epartment, as well as research and
technical cooperation activities on various togagied out throughout the world. All this
experience has helped us to draw the policy commlagpresented in this revised version
of the paper on social health protection. Its @ntnessages have been discussed in
various forums within and outside the ILO, in cdtesion with ILO constituents, various
international organizations, bilateral institutipagsd universities.

We are grateful to ILO constituents and others wdmmmented on the draft for

consultation ofSocial health protection: An ILO strategy towardsiuersal access to

health careThey also provided important inputs and suppattedurther development of

the ILO approach in achieving universal coveragesanial health protection. The vast
majority of these comments are duly reflected i ¢hrrent paper; only few could not be
incorporated due to incompatibility with one or mqoarts of the strategy. We should like
to thank ILO constituents from the following couas for their valuable inputs: Australia,
Austria, Finland, France, Hungary, Italy, Jamaidardan, Republic of Korea, Latvia,
Lebanon, Lithuania, Mexico, Morocco, Myanmar, Newealand, Peru, Portugal,

Switzerland, Thailand, Tunisia and Trinidad and g

Michael Cichon Xenia Scheil-Adlung
Director Health Policy Coordinator
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1. Introduction

The affordability of health care is a key issueriast countries. In high-income countries,
increasing costs, financial constraints of publicddets and economic considerations
regarding international competitiveness have altlenaocial health protection reform a
political priority. In many high-, middle- and loimeome countries, providing affordable
health care is high on the development agendanghe large numbers of people lacking
sufficient financial means to access health sesvigeorldwide, millions of people are

pushed into poverty every year by the need to papéalth care.

The denial of access to medically necessary heal#hhas significant social and economic
repercussions; aside from effects on health andnpgwthe close links between health, the
labour market and income generation has an impaetonomic growth and development.
This may be attributed to the fact that healthierkers have a higher productivity - and
labour supply increases if morbidity and mortaligtes are lower. Generally, social
protection builds human capital that yields ecoroprifits through gains in productivity
and higher macroeconomic growth.

Universal social health protection ensures thagpediple in need have effective access to at
least adequate care and is thus a key mechanisracfoeving these objectives. It is
designed to alleviate the burden caused by illtheaicluding death, disability and loss of
income. Social health protection coverage also aesluhe indirect costs of disease and
disability, such as lost years of income due tatséd long-term disability, care of family
members, lower productivity, and the impaired etiocaand social development of
children due to sickness. It hence plays a sigmiicole in poverty alleviation.

For many years, it was commonly thought that intikdg and extending social health

protection in developing countries was prematureabee they were not economically
mature enough to shoulder the financial burden aaten with social security. It was

argued that attention should first be focused orcroeronomic growth and that the

redistribution through social transfers in casindtind should be postponed to such a time
when the economy had reached a relatively high lelvprosperity. That view associated

social health protection only with consumption sost

At present, social health protection is increasirsglen as contributing to building human
capital that yields economic profits through gains productivity and higher
macroeconomic growth.

Everyone, as a member of society, has the right to The c_urrent debaﬂeal.so focuses on
social security and is entitled to realization, through the links between_ illhealth and
national effort and international co-operation and | Poverty: these links play an
in accordance with the organization and resources | important role in Poverty Reduction
of each State, of the economic, social and cultural | Strategy Papers (PRSPs) and have
rights indispensable for his dignity and the free | been addressed in the Millennium

development of his personality. Development Goals (MDGs) aimed
[Art 22, Universal Declaration of Human ngl at halving extreme poverty and
1948] improving health by the year 2015.

Implementing  universal social

! Social health protection has been highlighted & @8 Summit 2007 in Heiligendamm
(Germany) and will also be an important issue at@8 Summit in Japan 2008 as well as figuring
prominently in several international health initias.

ILO Strategy Social Health Protection 1



health protection might turn out to be a milestémeachieving the MDGs by that target
date.

The ILO supports the MDGs through Becent Work Agendaand in the context of fair
globalization. The four pillars of this approacklirde:

1. Employment - the principal route out of povagyhrough work and income.
2. Rights — the absence of which will not empowasge to escape from poverty.
3. Social protection - as a safeguard of incomeusnatrpins health.

4. Dialogue - the participation of employers’ andrkers’ organizations in shaping and
ensuring appropriate and sustainable governmeitypiolr poverty reduction.

The ILO approach to social health protection isnited on the human rights to health and
social security - and on the significance of suobtgrtion with regard to rights at work
and employment. Since the ILO’s founding in 191%ds emphasized the role of social
health protection in reducing poverty, generatimgpime and increasing wealth.

The relevance of social health protection for tmgaDization may be illustrated by the fact
that in the Social Security (Minimum Standards) @omtion, 1952 (No. 102), health ranks
first among the contingencies covered. The impa#daof strengthening linkages between
rights, employment and development was underlimedhe report of the ILO World
Commission on the Social Dimension of Globalizafjlh®©, 2004a).

In view of the alarming deficit in social healthopection coverage in many countries and
ILO's long experience in this field, a new stratdyys been developed to contribute
towards achieving universal coverage at a globaélleThis strategy reinforces the
agreement on social security reached among repeds@s of governments, workers' and
employers' organizations at the International Lab©anference in 2001 to give highest
priority to "policies and initiatives that can bgirsocial security to those who are not
covered by existing systems". It is part of the faloCampaign on Social Security and
Coverage for All.

The ILO strategy responds to the needs of uncov@mululation groups in many

developing countries, the informalization of ecommsmand persisting high rate of health
related poverty and unemployment. It explicitlyaggnizes the contribution of all existing

forms of social health protection and optimizedrtietcomes with a view to achieving

universal coverage.

This paper aims to set forth some basic notionsitathe ILO strategy on rationalizing the

use of pluralistic financing mechanisms. It is lwhe® the most recent information on

social health protection coverage. After a brieéfaduction on the ILO's concept of social

health protection, the paper outlines global pattesf social health protection financing

and coverage. Given the lack of data in social thepfotection coverage, the paper
proposes a new indicator aimed at providing, fa finst time, some assessment of the
global deficit in access to health services. THe Hirategy takes account of the significant
gaps revealed by the ILO access deficit indicatat suggests new pragmatic policies to
close the gaps, based on a rational and coherpriagh.

ILO Strategy Social Health Protection



2. What is social health protection?

Based on the core values of equity, solidarity aadial justice, the ILO definesocial
health protectionas a series of public or publicly organized andndaded private
measures against social distress and economicdosed by the reduction of productivity,
stoppage or reduction of earnings, or the coseoéssary treatment that can result from ill
health.

Equity, solidarity and social justice are underdtbere as basic characteristics of universal
access to social health protection founded on bustk@ring, risk pooling, empowerment

and participation. It is up to national governmeatsl institutions to put these values into
practice.

Achieving universal social health protection cogera defined as effective access to
affordable quality health care and financial pratetin case of sickness - is a central

objective for the ILO. In this context, coveragéers to social protection in health, taking

into account the:

m  size of the population covered;

m  financial and geographical accessibility of codeservices;

m  extent to which costs of a benefit package areiwm; and

m quality and adequacy of services covered.

Social health protection is a series of public « | SOcial health protection consists of
publicly organized and mandated private meas | Various flnar_lcmg_ and
against social distress and economic loss causetid | Organizational options intended to
reduction of productivity, stoppage or reductior | provide adequate benefit packages
earnings or the cost of necessary treatmivdt car | for protection against the risk of ill
result from il health. health and related financial burden
and catastrophe.

There are various mechanisms to finance healthcestvThese range from tax-funded
national health services, vouchers and conditi@maah benefits, to contribution-based
mandatory social health insurance and mandatecgilated private non-profit health
insurance schemes (with a clearly defined role plumalistic national health financing
system comprising a number of different subsysteas)well as mutual and community-
based non-profit health insurance schemes. Thesghamisms normally involve the
pooling of risks between covered persons - and n@nhem explicitly include cross
subsidizations between the rich and the poor. Smmme of cross subsidization between
the rich and the poor exists in all social healtbtgction systems, otherwise the goal of
universal access could not be pursued or attained.

Generally, the following main resources may be desedunding:

m  Taxes: Social health protection may be funded from gdngoaernment revenue
such as direct or indirect tax from various levéigjuding national and local tax in
addition to general or earmarked tax. Direct tax@e levied on individuals,
households and enterprises and comprise propetés,tgpersonal income tax and
corporate profit taxes. Indirect taxes, on the ottend, are obtained from goods and
services (e.g. excise / “sin tax” on consumptiontafacco products). Payments
related to indirect tax are based on consumpti@hrext on overall income. General
taxes can be drawn from different sources and thierdave a broad revenue base;
nonetheless, allocation for health care is subjectannual public spending

ILO Strategy Social Health Protection 3



negotiations. Hypothecated taxes are earmarked htalth and may be less
susceptible to political influence. Taxes are ofteed for various forms of social
health protection funding. Besides financing natiohealth services, vouchers or
conditional cash benefits, taxes are used as sabsidr mixed health protection
schemes such as national health insurances, whgmt@gynment revenues are used
to subsidize the poor. In addition, government nes may be used as subsidies for
social health insurance, community-based and grilglth insurance, as shown in
figure 2.1. Subsidies might cover costs for therpdeficits, specific services, start-
up or investment costs.

Figure 2.1. Flow of funds

ndirect \\
taxes

Contibutions/
Payroli taxes

Premiums

pocket
payments

Additional L
gov.
revenues
,»—/'/// - T T Ve . . .

National health s =] Social health insurance Providers
services Subsidies National health insurance
Vouchers Community-based health insurance
Conditional cash Private commercial health
benefits insurance

m  Contributions or payroll taxes: Contributions are collected to fund social health
insurance schemes. Contributions are usually mandatnd not risk-related but
based on earned income that is collected from dlyeoll. Employers and employees
share contributions. This usually involves formathdur markets, which translates to
coverage extended to formal economy workers and flamilies. International
experience shows employee contributions might blowsas 1 per cent of covered
monthly earnings, as in Egypt (International So8ieturity Association, 2007, p.78),
and 2.5 per cent in Jamaica (International Soaau8ty Association, 2005, p.135).
In the case of employers’ contributions, Egypt juesg for 4 per cent of covered
monthly payroll and Jamaica for 8.5 per ceat their employees’ gross income. In
many countries, contributions are based on thatyhd pay and access to health
services depends on needs. Contributions may bected by a single national health
insurance fund — or by one or more social healturiance funds which are often
independent from the government but subject tolatigums.

m  Premiums: Premiums are collected by private insurance schenmecluding
community-based health insurance schemes and e@rivammercial funds.
Community-based schemes are usually voluntary aadaged by organizations of
informal economy workers, community based and m@reghment entities,
cooperatives, trade unions and faith-based grdepsmiums are often flat-rate and
services frequently limited. Premiums for privatenenercial health insurance funds

2 Information provided to ILO by the Jamaica EmpleyEederation, October 2007.
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are usually voluntary and risk-based. People im-higk groups pay more and those
with lower risks pay less. Benefits and servicesy vdepending on the insurance
company and insured persons.

m  Out-of-pocket payments (OOP): OOPs are often used as a source of funding.
However, the ILO does not consider them as a meérffancing social health
protection. They involve payments made directlyite health care providers at the
point of delivery, based on the services utilizadd may be paid partially or in full.
They may take the form of direct payments, formabtcsharing or informal
payments. Reference is made to direct payments wiwronsumer pays the full
amount of health services not covered by any fdrpratection. Formal cost sharing
(user fees), on the other hand, involves experastun health services which are
included in the benefit package but are not fulywvered, e.g. in order to set
incentives.

Apart from the above-mentioned sources, there #rer gometimes significant sources of
health funding such as donations, grants, loanplamrs’ funds and savings accounts.
However, these are not further discussed here.

Each mechanism of funding is characterized by $pefmrms of collecting funds, risk
pooling and purchasing of health services. @bikection of fundsnvolves an entity which
pays (e.g. citizen, insured); a specific type oanseof payment (taxes, contributions, and
premiums); and an institution which collects theympant - the government (central,
regional or local), social security institution iyate insurance funds or health providers
(table 2.1).Risk poolingrefers to sharing of financial risks and accumngatfunds for
health servicesThe purchasing of health servicassolves the shifting of the funds to
health service providers for - and on behalf ¢fe- tovered population.

Virtually all countries have established systemselaon multiple financing mechanisms
that combine two or more of the mentioned sourdédsraling - and the ILO explicitly and
pragmatically recognizes the pluralistic naturenafional health protection systems. The
ILO advises the promotion of systemic combinatiohsiational financing systems that
provide:

(@) universal and equitable access to health ssgyvic

(b) financial protection in case of sickness; and

(c) overall efficient and effective delivery of h#aservices.

Table 2.1.  Sources of funds for social health protection

Direct, indirect taxes and other Contributions/ payroll taxes Premiums Direct, indirect taxes
revenues and other revenues
Collected From
®m Individuals m  Employers m [ndividuals m  Individuals
m  Households m  Employees ® Households m  Households
m  Enterprises
Collected By
Government authorities Social security institutions or Private insurance funds  Providers
public bodies

In this context, it is important to ensure thatiowél health financing systems do not
crowd out other social security benefits.
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When striving to achieve universal social healtbt@ction, organizing and financing
health protection are not enough in themselvesn@oic and social factors also play a
pivotal role and attempts must be made to addr@gsrfy, support the formalization of the
informal economy and create decent workplaces.abbealth protection thus cannot be
pursued in isolation; it is - and should alwayssken as — part and parcel of an overall
national social protection strategy.

Furthermore, achieving universal coverage involgeseloping specific regulations and
arrangements that focus on efficiency of organmatncluding purchasing and provider
payments; distribution of resources and serviceesacdifferent categories of care and
geographic areas; quality; and participation ofiaopartners and civil society. The
concrete nature of these related arrangementsfisagrtly impacts on the adequacy and
availability of care, access to health serviceg altimately on the overall cost of the
social health protection system. A key to this gisato engage in social and national
dialogue.

Social dialoguecan play a major role in the development and rafof health services by
providing the social partners with the opporturifyexpressing their own interests and
concerns. It allows them to advance together wheg have many interests in common
and may also help them to reach compromises abatiers on which they have different
views. Social dialogue in improving health servidesbased on certain values and
principles to which all social partners subscrith&( 2005d, p.6).

The importance of social health protection can fygreciated by looking into its current
situation globally, regionally and nationally. Thellowing chapter highlights recent
developments and gaps in social health protection.
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3. Financing social health protection:
The current situation

Figure 3.1.

It has been argued that high and sustained econgrmowth increases demand for
employment. By the same token, improvement in egroapacity can lead to increases in
labour productivity and growth. Furthermore, ecoimdevelopment has the potential to
reduce poverty and promote economic productivitipBA 2004) — and a prerequisite for
labour productivity is health. It is estimated thatincrease of 10 per cent in average life
expectancy leads to an increase in annual econgroigth of 0.3 to 0.4 per cent (WHO,
2002). Although investment in health through sotiaélth protection is vital, it is also
fraught with complexities. Challenges in financirgpcial health protection are
multidimensional and may be related to socio-ecanpaemographic and health trends
within countries and around the globe.

As far as indicators in health are concerned, theifscant difference in child mortality
between high- and low-income countries reflectsstheng link between poverty, access to
affordable health services and death (figure 3.ty-income countries record 30.2 per
cent of all deaths in the 0-4-age bracket, as comipéo 0.9 per cent in high-income
countries. On the other hand, the share of deathgea60 and over exceeds 75 per cent in
high-income countries but stands at about 34 petrindow-income ones (Deaton, 2006).

Income level of countries and death at ages 0 - 4 and 60 +, 2006

OHigh income countries

BLowand middleincome
countries

0-4yearsold 60yearsold and
above

Source: Deaton (2006).

Deaths due to communicable diseases, pregnancyunton are more likely to occur in

low- and middle-income countries (36.4 per cengntin high-income ones (7 per cent),
while non-communicable diseases account for theomtyjof deaths (86.5 per cent) in
high-income countries (figure 3.2).
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Figure 3.2.

Figure 3.3.

Percentage of causes of death in low-, middle- and high-income countries, 2001

100+
50+

04 :

I Non Communicable
Injuries . )
communicable diseases
@ High income countries 5.9 86.5 7.0
W Low and middle income 9.8 53.8 36.4
countries

* Includes communicable diseases, pregnancy outcomes and nutrition deficiencies.
Source: World Bank (2006b).

Thefinancing of health-care cosis shared between governments, which contributee85
cent to global health expenditure; social insurgeogering 26 per cent); private insurance
(20 per cent); and out-of-pocket expenditure ambioprivate expenditure which account
for 19 per cent of worldwide expenditure (figur&)3.

Financing of global expenditure on health, 2004

General
Government
Revenues
(excluding Social
Insurance)
35%

Out-of-Pocket
19%

Social Insurance
26%
Private insurance
20%

Note: 2004 world health expenditure: US$4.1 trillion.
Source: WHO, National Health Accounts (2007).

Global expenditure on health, as shown in figu® Beveals a large amount of out-of-
pocket expenditure paid at the point of servicavdey. A high share of OOP indicates
global inequity and lack of coverage for social Ittegrotection. OOP is the most
inefficient way of financing health-care spendittgweighs most heavily on the poor and
is associated with a high risk of household impimienent through catastrophic costs
(WHO, 2000, pp. 35, 113).
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Figure 3.4.

Figure 3.5.

Out-of-pocket expenditure as a percentage of total health expenditure,
selected countries, 2006

E Bangladesh
B Cambodia
OGhana
OlIndia

W Pakistan
OYemen, Rep.

O Malaysia
M Slovak Republic
B South Africa

OBelgium
B Luxembourg
H Netherlands

Low, Upper-Middle and High Income
Countries

Source: Appendix I, table 1.

Figure 3.4 shows the range of OOP within and amlomg, upper-middle- and high-
income countries. People in low-income countrieshsais Cambodia, India and Pakistan
shoulder more than 50 per cent of their health edjeres compared to upper-middle- and
high-income countries. Such a situation can leaflitimer inequities, increased poverty,
catastrophic health expenditures and impact omiecgeneration due to sale of assets and
borrowing. It also reflects that public expendit®ems to increase in tandem with an
increase in country income levels. Other countrgneples of OOP expenditure are shown
in Appendix Il, table 2.

The level of per capita health expenditure alsdegasignificantly among low-, middle-
and high-income countries. As shown in figure & 5anges between US$1,527, US$176
and US$25 in high-, middle- and low-income coumstri@spectively. This includes funds
from various public, private and other sources.

Per capita health expenditure in US$, by country income level, 2004

1600+
1400+
1200+
1000+
800+
600+
400+
200+
0,

OHigh Income 1527
B Middle Income 176
OLow income 25

Source: World Bank (2006b).
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Figure 3.6.

Table 3.1.

The share of total health expenditure as a pergemdd GDP amounts to 7.7 per cent in
high-income countries, 5.8 per cent in middle-ineoccountries and 4.7 per cent in low-
income countries. Public expenditure on health psraentage of total health expenditure
amounts to 70.1 per cent in high-income countrigk,7 per cent in middle-income

countries and 51.7 in low-income countries (figBre).

Total health expenditure as a percentage of GDP and public expenditure on health
as a percentage of total health expenditure by country income level, 2004

80+

70+

60

50+

40+

30+

20+

10+

0-

[Botal Health Expenditure as a % of GDP 77 58 47

B Public Expenditure on Health as % of Total Health 70.1 61.7 517
Expenditure

High income Middle income Low income

Source: World Bank (2006b).

In the global picture, the growing share of puletkpenditure on health with rising income
levels indicates the increased risk pooling througkes and e.g. contributions for
mandatory social health insurance. This share usillyslinked to the overall social and
economic development of countries with regard toola markets, financial markets,
enforcement of legislation, infrastructure, capatitcollect taxes etc.

Sources of social health protection financing by country income level

Countries Tax revenues for social health Social security contributions
protection in % of GDP in health in % of GDP

Low-income 14.5 0.7
Low / middle-income 16.3 14
Upper-middle income 21.9 43
High-income 26.5 7.2

Source: IMF (2004) , World Bank (2004).

As shown in table 3.1, trends in the use of taxenenes for social health protection range
from 14.5 per cent of GDP in low-income countries26.5 per cent in high-income

countries. Contributions to mandatory social healurance are significantly lower and

range from 0.7 per cent in low-income countrie§.® per cent in high-income countries.
Globally, the share of tax revenues is higher ti@nshare of contributions - and both are
positively correlated to income.

At the regional level, the share of different forms of social health potibn in overall
health spending varies significantly (figure 3I/R)2001, tax spending was - at 40 per cent

10
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Figure 3.7.

Figure 3.8.

- relatively high in Africa, Eastern Mediterraneaauntries and Europe; social health
insurance ranked particularly high in OECD and gitaon countries in the European
region, in Western Pacific and in Eastern Meditegen countries; while in the Americas
private health insurance played a key role.

Sources of health protection by region, 2001

Government

@ South Asia
Il East Asia and the Pacific
O Eastern Europe and Central Asia

Social insurance

Private insurance

O Latin America and the Caribbean
W Middle East and North Africa
@ Sub-Saharan Africa

Out-of-Pocket

Other

0% 20% 40% 60% 80%  100%

Source: WHO, National Health Accounts Data (2003).

Specific experiences of groups of countries (lomigdle- and high-income countries)
reflect more closely the trends in financing sobiedlth protection.

Current concerns itow-income countriesoften relate to the fact that key health policy
targets, such as those formulated in the Millennidevelopment Goals (MDGs), cannot
be achieved with the limited funds available. Tlopydations suffer considerably from
health and health-related problems, as evidencedthlyhealth expenditures ranging from
between under two per cent of GDP in the Demociépublic of Congo and above 10
per cent of GDP in Cambodia (figure 3.8). The intpaicinadequate or low funding in
poor countries is similarly enormous, given thabgle not only lack access to health
services but are also more likely to die from déssathat are curable in richer countries —
for instance, respiratory infections which accotort 2.9 per cent of all deaths in low-
income countries, but for relatively few death$igh-income countries (Deaton, 2006).

Total health expenditure as a percentage of GDP, selected low-income countries, 2006

mCambodia
[l Benin

O Malawi
dZimbabwe
W Bangladesh
O Yemen, Rep.
W Tunisia
OIndia

W Burundi

W Pakistan

O Congo, Dem. Rep.

Percentage

Low Income Countries

Source: Appendix Il table 2.

The relationship between ill health and poverty basn clearly shown in quantitative
ILO/WHO/OECD studies. In countries such as Kenyanegjal and South Africa, the
impoverishment level due to health payments amotantsetween 1.5 and 5.4 per cent of
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Table 3.2.

Figure 3.9.

households — implying that in 2005 alone, over @00,households in Kenya and Senegal,
and about 290,000 households in South Africa felibly the poverty line as a direct result
of paying for health services. Table 3.2 shows hmatastrophic expenses burden the
uninsured. In all three countries, out-of-pockedltifepayments deepen the level of poverty
of people that are already poor (up to 10 per oéhbuseholds in Senegal, for example)
(Scheil-Adlung et al., 2006).

Percentage of household financial mechanisms to cope with health care expenses,
South Africa, Kenya and Senegal, 2005

South Africa Kenya Senegal

Uninsured  Insured Uninsured  Insured Uninsured Insured
(%) (%) (%) (%) (%) (%)

Sales of assets 59 10.6 1.0 0.2 15.4 44

Borrowing from family 10.5 7.0 4.1 43 27.9 12.3
or friends

Borrowing from outside 11.5 3.0 3.2 6.1

Source: Scheil-Adlung et al (2005).

For people experiencing extreme poverty, health sucially important economic asset
(OECD, 2003; WHO, 2003). Loss of health and prodhtgt pose major problems for a
socially vulnerable person and his or her familyheft a poor individual or any member of
the family falls ill, the entire household may lweded to address the health needs of the
sick by skipping school, missing opportunities &ngincome and selling prized livelihood
assets.

Spiraling health and poverty trap

Deepening poverty Untreated health problem

Poor + ill health

Careis paid for — —— Care is foregone

Price of care

Source: Adapted from ILO (2005c).

These health and health-related events can betrogaiaie and further plunge people into

poverty due to income loss and high health-carésc@sis situation might lead to vicious

cycles of poverty and ill health that can contirfte@n one generation to the next if left

unattended (figure 3.9). Social health protect®wifal to address the health and financial
risks to which vulnerable people are exposed.

As for high-income countries, developments in social health protection show the
increasing share of public expenditure and risanels of income, indicating a growing
proportion of risk pooling through taxes and otfeems of social health protection. This is
linked to the overall social and economic developtrad countries: the labour markets,
financial markets, legislation, institutional instaucture, and capacity to collect taxes.

In almost all OECD countries, public spending oaltieis by far the most relevant source
of funding which provides citizens with social hbaprotection (figure 3.10). In Europe,
government and social security spending togetheowat for an average of about 70 per
cent of total expenditure for health care. The paien covered by public social

12
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Figure 3.10.

protection mechanisms is close to 100 per cenegmxn those countries where private
health insurance is mandatory for some populatiougs (OECD, 2006§.Germany and
the United Kingdom are examples of countries witlifecent health protection
mechanisms, but they both achieve the same gaadieérsal or near-universal coverage.

Germany has established social health insurancenseh to provide for sickness,

maternity and long-term care coverage for its pafioih. Data from 2006 show that it

covers all wage and salary workers earning up @ €280 a year, including the insured
person’s spouse or partner and children up to &gef they are not insured through a
sickness or long-term care fund; pensioners, stsdgrersons with disabilities under

certain conditions; apprentices and beneficiarids uaemployment benefits. The

contributions of the employee and employer varyoating to the fund. The average

contribution of an employee is 7.55 per cent ofered earnings up to a ceiling, and 6.65
per cent for the employer (SSA, 2006).

The United Kingdom, on the other hand, has a Natidtealth Service that provides
medical benefits to all persons residing in thentoy irrespective of nationality or the
payment of contributions or income tax. It likewiseludes short-term incapacity benefit,
statutory sick pay, maternity allowance, statutorgternity, paternity and adoption pay.
Through this tax-funded mechanism, government c088rper cent of statutory maternity
and paternity pay and a part of the statutory piai and most of the medical benefits
under the National Health Service (SSA, 2006).

Public expenditure on health as a percentage of total health expenditure,
selected OECD countries, 1990, 2000, 2005

100.0
80.0 =
60.0 - - - - - || || @ 1990
m 2000
Ul el el Bmt Em el Bm B 12005
2000 HMWHIBHIBEEIEEI®HIEETE
0.0 ~ . .
Austria | Canada | Finland France | Iceland Norway Spain F’”‘ted United
Kingdom | States
1990 735 745 80.9 76.6 86.6 82.8 78.7 83.6 394
m2000 75.9 70.4 75.1 78.3 82.0 825 716 80.9 43.7
02005 75.7 70.3 778 79.8 825 83.6 714 871 451
Data as of October 2007.

Source: OECD Health Data, 2007 (United Kingdom 2005 data, difference in methodology).

In many Western European countries, universal sigie translated into access to health
care through the above-mentioned social proteati@chanisms; however, they do not
always achieve universal access and there arér&dualities which must be addressed.
These include lack of insurance coverage, inadegoaterage for certain types of care,
increased individual costs of care, exclusion ofade population groups and geographical

® This refers to the Netherlands where health inmeads mandatory. People can choose between
various insurance providers, and flat-rate contiilms are independent of their ability to pay.
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Figure 3.11.

disparities of supply of health providers. Long tivej periods for medical treatments, as
well as lack of information and complex adminigirat procedures, are further
shortcomings. Although increased efforts have beade to cover excluded groups, some
gaps remain, e.g. for persons lacking permanerdarse status or citizenship (European
Commission, 2007, pp. 84-85).

Other challenges faced by populations in high-ineotountries include demographic
ageing, shortage of health professionals (e.gesyi@nd changes in disease trends - which
include an increasing prevalence of lifestyle-mdadiseases, such as obebityand
disability patterns. Disability due to chronic dises is partly linked to ageing and often
requires expensive and labour-intensive long-teane.cData from Germany indicate that
in 2002 about 2.5 per cent of the total populati@s dependent on long-term care, and the
figure is expected to rise to 3.4 per cent by 2(2feral Statistical Office, 2003). While
most high-income countries provide for some kingaffessional long-term care services,
these often cover only a small percentage of theimy care required. Given the cost of
long-term care, many elderly dependents are un#ébleccess services considered
necessary.

Figure 3.11 shows increasing per capita healthredipge in OECD countries from 1960
to 2005. The average health expenditure per cdpitpersons 65 and older in OECD
countries is estimated to be about three timesehititan that for younger persons (OECD,
2005a). It is projected that due to demographidragdotal health spending in OECD
countries might increase by about 3 per cent of GD& the period 2000-50 (OECD,
2004). Total expenditure for long-term care rangetsveen 0.2 per cent and 3 per cent of
GDP in OECD countries (OECD, 2005c). Public revenaee the main source of funding
for these expenditures. Nursing care in institigi@ccounts for 82.8 per cent of total
expenditure on long-term care in Canada and fof pér cent in Germany.

Total expenditure on health per capita, US $ purchasing power parity,
selected OECD countries, 1960-2005

7000

6000 +
—&— Austria

5000 —&— Canada

Finland

France
—*— Iceland

—e— Norw ay

4000

3000 -

—— Spain
2000 +

United Kingdom
United States

1000

1960 1970 1980 1990 2000 2005

Data as of Oct. 2007.
Source: OECD Health Data, 2007 (United Kingdom 2005 data, difference in methodology).

The expected development of health-care costsiftreh age-groups and long-term care
pose a formidable challenge to the health systdrimslastrialized countries. New ways to
invest in preventing long-term dependency on clraaire and financing of care need to

* As in Finland, specified in the document containtegnments on the ILO strategy paper provided
by the Finnish Ministry of Labour.
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be devised to avoid the re-emergence of old-agemppwr the dependency on charity in
industrialized countries.

Access to adequate and affordable health cardlfm@maains a key problem for many poor
countries; however, it is also becoming an incregshallenge for high-income countries,
where demographic trends, rising costs, financahstraints of public budgets and
economic considerations concerning internationahpatitiveness are making social
health protection reform a political priority.

During the past decade, there has been a growmdgemhey, in most countries, to use
various sources of funding simultaneously for Hegltotection mechanisms. This has
coincided with the widely held view that universaicess to health services should be
achieved as quickly as possible. The corresponfilragmcing mechanisms are considered
complementary at all stages of development.

In summary, the above findings indicate that natigratterns of health financing not only
have an impact on the health status of the popumdiut also on their income levels and
income security. The global profile of financingced health protection for maripw-
and middle-income countriesis as follows:

m tax funding is significantly higher than contritort funding and both are positively
correlated to income;

m there is a close relation between income levelsoaftries, access to health services
and mortality;

m the share of public financing of total health engiéure is low;

m limited financial protection leads to high leveis OOP and ensuing health-related
poverty;

m  solidarity in financing, expressed by risk poolirglimited;

m  share of social health protection expenditure DP&nd of total health expenditure is
low; and

m a large private share of health financing shifts burden of health expenditure to
households.

The experience of marigdustrialized countries shows that social health protection can
raise enough funds to achieve universal acces$e wiotecting the individual against the
risk of high health-care costs in case of sickness.

The key concepts of social health protection atal vh understanding the approach to
providing universal coverage to the population. Ti®, as a proponent of social health
protection, advocates these concepts in orderpoowve overall access to health services.
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4. Coverage of social health protection
and access to health services

a. ILO concepts and definitions of coverage
and access

The ILO’s ultimate objective in the field of sociaalth protection is:

To achieve universal social health protection cager defined as effective access to
affordable health care of adequate quality and ficial protection in case of sickness.

The concepts and definitions of terminologies mab social health protection advocated
by the ILO are introduced in this chapter and W#lused in describing the ILO approach.

Concept of Coverage

This definition ofcoveragerefers to the extension of social health protectith respect

to the size of the population that can accesslinegalvices and the extent to which costs of
the defined services are covered, so that the anoddrealth-care cost borne out of pocket
does not pose a barrier to access or result inceeo¥ limited quality.

To be effectiveuniversal coveragaeeds to ensure access to care for all residéras o
country, regardless of the financing subsystem tochv they belong. This does not
preclude national health policies from focusinggatst temporarily on priority groups such
as women or the poor when setting up or extendisgakhealth protection.

Definition of Access

For the ILO, coverage relatesdaffective acced® health services that medically match the
morbidity structure and needs of the covered pdjmnaCompared to legal coverage that
describes rights and formal entitlements, effecticeess refers to the physical, financial
and geographical availability of services.

The ILO advocates that benefit packages (i.e. ppekaf health services that are made
available to the covered population) should be ndefi with a view to maintaining,
restoring or improving health, guaranteeing thditshto work and meeting personal
health-care needs. Key criteria for establishingeffit packages include the structure and

® This was first formulated in the Medical Care Reomendation, 1944 (No. 69), which in its
paragraph 8 provides that “[tlhe medical care serghould cover all members of the community,
whether or not they are gainfully occupied”. Thaversality of the right to health care is also
formulated in the Declaration concerning the ainmsl gurposes of the International Labour
Organization (Declaration of Philadelphia), 1944hickh states as follows: “The Conference
recognizes the solemn obligation of the Internaidmabour Organization to further among the
nations of the world programmes which will achieve:. (f) the extension of social security
measures to provide a basic income to all in ndeslich protection and comprehensive medical
care;...”. In addition, the 1948 Universal Declaratmf Human Rights provides in its Article 25 (1)
that “[e]veryone has the right to a standard oitivadequate for the health and well-being of
himself and of his family, including food, clothingousing and medical care and necessary social
service ser services, and the right to securitthan event of unemployment, sickness, disability,
widowhood, old age or other lack of livelihood incemstances beyond his control”.
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volume of the burden of disease, the effectivermfsinterventions, the demand and
capacity to pay.

Effective access includes both access to healtlicesrand financial protection. Financial
protection is crucial to avoid health-related impeshment. Financial protection includes
the avoidance of out-of-pocket payments that redheeaffordability of services and —
ideally — some compensation for productivity logg do illness.

Dimensions of Affordability

Affordability of services refers to the non-existence of finalnarriers of access to health
services for individuals, groups of individuals autieties as a whole.

Affordability for particular groupsconcerns first of all the poor and aims at avajdin
health-related poverty. This concept should bengdefiin relation to the maximum share of
cost for necessary health care at total householzhie net of the cost of subsistence; for
example, health-care costs could be considereddatite if they amount to less than
40 per cent of the household income remaining aftbsistence needs have been fat.
line with the WHO, the ILO considers health-carestsobelow that share to be
non-catastrophic for households. Universal coveragéhus associated with equity in
financing, implying that households should onlyasied to contribute in relation to their
ability to pay (Evans, 2007, p.9).

Macroeconomic affordabilityrelates particularly to the fiscal space that t@nmade
available to finance a level of expenditure thasugas universal access to services of
adequate quality without jeopardizing economic @enance or crowding out other
essential national services (such as social castsfers or education, internal security,
etc.). Necessary expenditure levels depend on algign’s health status, the availability
of infrastructure, the price level of services dhd efficiency of service delivery. While
the ILO does not advocate specific benchmarks digpspending on health, it recognizes
that several benchmarks for spending on health Heeen set by other international
organizations and commissions, such as the WorldkBand the Commission on
Macroeconomics and Health (CMH) established bywithéO.

Notion of Quality

The notion of qualityrefers to various dimensions. These inclupality of medical
interventionsge.g. compliance with medical guidelines or prote@s developed by WHO
or other institutions. Theuality of servicesalso includes ethical dimensions such as
dignity, confidentiality, respect of gender andtatg¢, and issues such as choice of
provider and waiting times.

Compared to the definition of coverage in otheraref social protection, the concept of
social health protection coverage is rather compled multidimensional. Hence, when
quantifying the share of the population coveredsbygial health protection, the various
dimensions of coverage need to be taken into accbue to the complexity of the subject
matter, no statistical measurement of coveragdeadeal. A set of imperfect indicators is
all that can be hoped for. The following sectiorito$ chapter provides information on the
present level of - and trends in - social healthtgution coverage based on existing
information.

® This definition refers to the WHO definition of "estrophic health expenditure”.
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b.

Trends in formal social health protection
coverage and corresponding data

The history of social health protection is charazeel by a gradual increase in risk
pooling: some two hundred years ago, private —obyecket — spending was the only
financing mechanism available. Smaller risk pookravsubsequently developed, but a
robust notion of social protection in health did emerge before Bismarck and Beveridge
put the concepts of social health insurance andohkt Health Service into practice,

respectively.

Today, the pioneer countries of social health mtote, such as Germany, Luxembourg,
Belgium, France and the United Kingdom, are higteme countries with universal
formal coverage and effective access to healthicesyv The main health financing
mechanisms still being used are contribution-bas®dal health insurance and the tax-
based National Health Service. These countries drelye a small share of health
expenditure by private for-profit insurance compganand an OOP share of about 10 per
cent of total health expenditure (Appendix II, &B).

The trends in formasocial health protection coverageshich can be delineated on the
basis of existing sources of information, suggesinika (World Bank, 2006b) between
rising income levels of countries and the use afithdinancing mechanisms based on risk
pooling and prepayment. However, it is importanhéte that levels of health expenditure
and formal social health protection coverage vasatly based on the national level of
income. This indicates that there is considerallicy space for countries wishing to
introduce social protection financing to cover lleahare risks.

While there may be a link between increasing naliamcome and the use of prepayment
and risk pooling mechanisms, there seems to be mabew of countries where this

correlation is not apparent. Data presented in Adpell, table 1, suggest that the

extension of social health protection is not negelysdirectly linked to a country's income

level:

m  Burundi and the United Republic of Tanzania, cdestwith GDP per capita of
US$100 and US$290, respectively, formally covernadi® and 14.5 per cent of their
population. The Democratic Republic of the Congoflee other hand, with a similar
GDP per capita, provides coverage at a rate of @@yer cent.

m In Ghana with a per capita GDP of US$320, 18.7 gt of the population is
formally covered by a health protection scheme, lavitiorresponding rates are
significantly lower in Togo with 0.4 per cent coage (GDP per capita US$310,) and
Burkina Faso with 0.2 per cent coverage (GDP ppita&S$300).

m A country with a slightly higher GDP per capitkdiKenya (US$390) offers formal
social health protection to a quarter of its popafa and Haiti with no more than
US$380 per capita to as much as 60 per cent. Gesmntith a higher level of GDP
like Bolivia (US$890, coverage rate 66 per centyl d&uinea-Bissau (US$920,
coverage rate 1.6 per cent) also show very diftenates of formal coverage.

A country's specific situation, including its stgpipolitical will to set priorities, can
therefore have an impact on the amount of socialtiheprotection its provides to its
constituents. Social health protection is an opt@row-income countries, and the extent
of population coverage is, to some extent, indepehdf income levels. The composition
and design of the benefit packages are, howevégreit when comparing countries based
on their income level - as, for instance, in theecaf Germany and the Republic of Korea.
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Figure 4.1.

Table 4.1.

The historical developments of national coveragesralso corroborate this trend. Some
countries have taken many decades to achieve bighsl of coverage; whereas others,
starting from similarly low levels of GDP per capitachieved full coverage within only a
few decades or even years (figure 4.1).

Achieving universal coverage in social health insurance
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- Korea
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0 ‘ ‘ T ‘ ‘ ‘ —— Austria
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Ghana
Year (estimate)

Sources: ILO: Compulsory sickness insurance, Geneva, 1927 (for years 1920 to 1925); OECD Health Data 2005 (for years 1970
to 2000).

Table 4.1 compares the cases of Austria, Canadac€r Germany, the United Kingdom,
Japan, the Republic of Korea, Luxembourg and Nordmyhe 1920s, countries such as
Austria and Germany formally covered some 30 pet o their total population while
others (e.g. France and Norway) had formal coveratgs of around 20 per cent, and
Japan only 3.3 per cent. In 1970, the situation dfahged considerably: all countries —
except the Republic of Korea — had achieved betw&®mper cent and 100 per cent
coverage. The related GDP per capita ranged bet&$1,997 in Austria and US$3,985
in Canada. In 1980, the Republic of Korea coveremes 30 per cent of the total
population, based on a GDP per capita of US$1 682000 (in 1989) it had achieved 100
per cent formal coverage, with a GDP per capitd$$5,429. This coverage rate was thus
achieved with a per capita GDP of less than one-thfithe other countries compared.

Historical development of formal health protection coverage

Country Year Total number of insured GDP per capita /
as percentage US$ exchange rate
of total population

1920 18.3
1923 32.7
Austria 1924 34
1925 34.3
1970 91 1997
1980 99 10 530
2000 99 23167
Canada 1970 100 3985
1980 100 10 843
2000 100 22708
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Country Year Total number of insured GDP per capita /
as percentage US$ exchange rate
of total population

France / Alsace-Lorraine

1921 229
France 1970 95.7 2884
1980 99.3 12742
2000 99.8 21884
1920 3.7
1925 32
Germany 1970 88 3044
1980 91 13145
2000 - 22 814
1921 35.2
1922 35
Great Britain / 1925 35
United Kingdom 1970 100 2205
1980 100 9524
2000 100 23 954
1927 3.3
Japan 1970 100 1971
1980 100 9164
2000 100 37 544
Republic of Korea 1970 - 272
1980 29.8 1632
2000 100 5,429
3728
1922 16,6 14 433
Luxembourg 1970 100 43 083
1980 100
2000 -
1920 21.3
Norway 1925 21.6
1970 100 3285
1980 100 15519
2000 100 36 028
Sources: ILO: Compulsory sickness insurance, Geneva, 1927 (for years 1920 to 1925); OECD Health Data 2005 (for years 1970
to 2000).
C. The formal and informal economy and the need

for social health protection

In Tables 4.2 and 4.8pveragds measured in terms of the populatiormally covered by
social health protection, e.g. under legislatiortheut reference being made to effective
access to health services, quality of servicestloerodimensions of coverage discussed
later in the section. Data show the various sqmialection schemes in these countries.
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Table 4.2.

Formal coverage in social health insurance protection in selected countries
of Africa and Asia

Country Insurance schemes Estimated formal coverage
in % of total population

—  Urban workers

China - Basicinsurance 10
— RCMS (new)
- EISIS

India - CGHS 20
- CBHI
- ASKES

Indonesia - JAMSOSTEK 20
- CBHI

Kenya - NHIF 7
- CCS

Lao People's Democratic Republic - SSO 5
- CBHI

Mongolia - National scheme 78

I —  Phil Health

Philippines _  CBHI 55
- IMPs

Senegal — MOH 11.4

Source: WHO (2005); Scheil-Adlung et al. (2006).

Formal social healthinsurance coverage, including community-based schemes in
low-income countries of Africa and Asia, rangesiirthe exceptional coverage rate of 78
per cent of the total population in Mongolia to & ent of the total population in the
Lao People's Democratic Republic and 7 per ceeinya (table 4.2).

In low- and middle-income countries, formal socka@alth protection coverage often
remains a challenge. In Latin America, for exampiany countries are far from attaining
universal coverage, even decades after they fitsbduced their first public insurance
scheme. Formal coverage of public and private seketogether is afforded to only an
average of 60 per cent of the population in BolidhSalvador and Honduras (table 4.3).

Table 4.3.  Percentage of the population with formal health protection coverage in selected
Latin American countries and selected years within 1995-2004
Country Public scheme Social insurance Private insurance Other Total (%)
Argentina 374 57.6 4.6 14 100
Bolivia 30.0 25.8 10.5 0.0 66.3
Colombia 46.7 53.3 100
Ecuador 28.0 18.0 20.0 7.0 73
El Salvador 40.0 15.8 1.5 57.3
Haiti 21.0 38.0 60.0
Honduras 52.0 1.7 1.5 65.2
Nicaragua 60.0 7.9 0.5 68.4
Source: Mesa-Lago (2007).
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Out-of-pocket payment, on the other hand, servethaskey financing mechanism for

health care in many low-income countries — up t@&0cent of total health expenditure in
countries such as Myanmar, the Democratic Repolblice Congo, Guinea and Tajikistan.
These values are above the average OOP expen@u2 per cent) of 45 low-income

countries. Remaining expenditures are usually fiedrby taxes and, to a limited extent,
by social and community-based health insurancensebéfigure 4.2).

Figure 4.2. Out-of-pocket expenditure, selected low-income countries, 2006

100.0

| Awerage | Congo,
OOP Dem.

Guinea |Tajikistan | Myanmar

mOOP | 49.2 81.7 82.9 79.2 80.4

Source: Appendix I, table 1.

In middle-income countries, such as Lebanon anddbueaa, private for-profit insurance
is reducing the share of OOP. However, OOP oftanames the principal financing

mechanism, followed by government budgets and bdw®alth insurance. In at least
22 countries (China and India among them, see Agigdh table 2), 50 per cent and more
of total health expenditure is borne out of pocket.

Health care is imperative for all workers and tamilies, regardless of their employment
status in the formal and informal econormnformal economyefers to economic activities

not covered by government regulations and lawdudeg those pertaining to labour

protection and social security (ILO, 2004c, p.Bh).lédw- and middle- income countries,

many workers and their families do not have suédi#alth coverage. This is especially
true for people in the informal economy (Unni ef 2002).

The ILO report ‘Decent Work and the Informal EcononiiLO, 2002d) states that
determining the size, composition and developmehtth® informal economy is
exceedingly difficult. It may be composed wfformal employment within and outside
informal and formal enterprisesThose within informal (e.g. small unregistered or
unincorporated) enterprises include employers, eyggls, own account operators and
unpaid family workers. There are also various typemformal wage workers who work
for formal enterprises, households, or who havdixed employer. These include causal
day labourers, domestic workers, industrial outwosk (notably homeworkers) and
undeclared workers (ILO, 2002c). Informal entergsisare likely to function with low
levels of capital, skills and technology and lirdigccess to markets; they provide low and
unstable incomes and poor working conditions (IRGQ4, p.1).

Globalization might contribute to the growth of ihéormal economy. Competition drives
employers to cut costs by resorting to outsour¢tngformal enterprises or home-based
workers, or to engage temporary workers who dohaate social protection. National
labour policies do not commonly include temporang aeasonal workers (ILO, 2005,
p.20). In addition, these workers do not have jebusity or benefits. They are more
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frequently exposed to dangerous and unhealthy wgrkonditions, and are insufficiently
informed to change their circumstances (ILO, 2@21).

People in developing countries who engage in infdrremployment are often
characterized as those with extensive manual/palyabour, prolonged working hours,
poor/unhygienic living conditions, deprived bengfipoor bargaining power and voice and
deficient capital and assets (Sinha, 2002). Songgamis, especially illegal migrants, are
also part of the informal economy and share theesatmllenges - particularly with respect
to limited access to health care and services.rimition about their health is usually
scanty on account of their socio-economic conditiand legal status.

Most workers in the informal economy are vulnerabligh health-care costs and serious
illnesses often force them to sell their assetgartabrrow money, leaving them heavily
indebted and predisposing them to vicious cyclgmferty and ill health. Social health
protection is a vital option to shield members leé informal economy from health and
financial risks. Although covering informal economgrkers and their families constitutes
a major challenge, a number of initiatives havendaenched to capture these workers by
pursuing universal coverage and/or extending sb&alth insurance.

An example of an organization covering the inforreabnomy is the community-based
scheme in India, the Yeshasvini Co-Operative Fasndealth Scheme (Karnataka). A
member’s annual premium amounts to US$ 3 per pemsbicth is supplemented by a
Government subsidy of US$ 2.5 per person. AboutilRom people are covered by the
scheme. The benefit package includes surgical guwwes and outpatient diagnosis.
Maximum benefit per insured individual per procezlis US$ 2,300 - or US$ 4,600 per
year. Recently, medical emergencies (dog bitesjdestal poisoning, road traffic

accidents, etc.), normal deliveries and pediataie avithin the first five days after birth

have been included in the package (ILO, 2007, p.2).

The ILO-GTZ-WHO Consortium recently sponsored aterimational conference to

examine ongoing country interventions to extendririal protection through social health
insurance to workers in the informal econo?rﬂ]he Consortium, forged in 2004, aims to
address the low coverage in social health proteatésulting in poor access to health
services and catastrophic health expenditures.ntte@vours to extend coverage in
developing countries through various options of lthedinancing such as tax-based
financing, national or social health insurance ommunity based micro insurance or a
combination of various options (e.g. national Healsurance).

The lack of access to health services:
An attempt to estimate the scale

Available data indicate that, worldwide, about bilion people are unable to access
effective and affordable health care when they rigachile 170 million people are forced

to spend more than 40 per cent of their househmdme on medical treatment (WHO,
2004b, p.2).

The 1997Human Development RepdityNDP, 1997) estimates that the majority of the
poor without access to health services live in tgpiag countries: 34 per cent in South
Asia, 27 per cent in sub-Saharan Africa and 19cpat in South-East Asia and the Pacific
(figure 4.3).

" See http://www.socialhealthprotection.org/confesf@06.php
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Figure 4.3. Percentage of poor people in developing countries lacking access to health services

19% %

OLatin Americaand Carribean
27% B Sub-Saharan Africa
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W Arab States

dOriental Asia

34%

Source: UNDP (1997).

Data to determine access deficit at the globalllaselimited. To date, comparable data on
access to health servicewre somewhat scarce and incomplete for the purmbse
international comparisons. Despite the significafforts of many national and
international institutions to develop and providatad on access to health services,
particularly by the poor, information gaps still igx Often only very specific and
non-comparable data are available at national atetnational levels that do not allow
assessments of effective coverage and access.tNeeas, given the close link between
access to health services and lack of coveragacialshealth protection, the availability of
such data is vital when developing and advocatiregesyies for universal coverage.

Due to these limitations, numerous conceptual aathodological issues come into play in
the provision of data on coverage and access.lyd&ad most useful approach to measure
social health protection coverage would be a coathlin of key indicators reflecting the
situation in a country, including the following:

= number of people formally/legally covered by sbbigalth protection;

m  costs borne by legally covered individuals to obthe care they need, e.g. out-of-
pocket payments;

m  cost of public and private health expenditurefim@nced by private households' out-
of-pocket payments;

m  total public expenditure on health benefits ag@g@ntage of GDP; and
m  physical access to health services.

Unfortunately, national data are fragmented andemesearch is required to combine them
in a meaningful way. Among the indicators mentiordxbve, physical access to health
services is relatively difficult to measure; ysdt,dg the factual basis for all concepts of
coverage. Legal coverage, for example, is mearssglé the necessary physical
health-care infrastructure and health-care st&frent available. Access to health services
not only varies among countries and regions, beb abithin countries. Attempts to
describe and quantify access to health care oftlem to access to hospital beds. However,
this indicator tends to overweigh hospital careséd as a co-indicator for social health
protection coverage.

Indicators on the outputs of health policies wgbpect to maternal and child health might
provide the first approach to measure effectiveesscto health services. Until more
reliable data become available, the following iadocs might serve as a proxy for
estimating access to health care, even if theybgxdwme inconsistencies:
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m  births attended by skilled health personnel basethe WHO definition: percentage
of live births attended by skilled health persorined given period of time, and

m  density of health professionals, i.e. the numligropulation per health professional,
i.e. physicians, nurses and midwives.

The parallel use of these proxy indicators openg wgnge of relative values that might
serve as a crude indicator for access or non-adoelssalth services. They can also be
used to establish an indicator for the estimategsdeficit in a country.

The access deficit was thus estimated by using tpeoxy indicator of births attended
by skilled health personnel and by comparing a give country’s qualified health
professional density to that of Thailand (313 persts per health professional in 2004).
Thailand was chosen as a benchmark based on the cpuatation done to obtain the
global and national access deficit.

The access deficit was obtained using the diffexdretween 100 and the percentage of
live births attended by skilled personnel at a gitieme — thus revealing the percentage of
live births not cared for by a qualified healthfessional. The health professional density-
based access deficit indicator, on the other hamag, measured by the relative difference
of the national density levels and the Thailandchemark. However, this is a conservative

minimum estimate. If, for example, health professis are very unevenly spread in a
country, the de facto deficit may be much greabantthe estimate based on national
averages. But if this rather “optimistic” indicateignals a national or regional problem, it

might be safely assumed that the real problem & doigger than the one indicated by

national averages.

Figure 4.4 shows the results of ILO computationshendensity of health professionals. It
reflects that high-income countries (e.g. Uniteashdlom with 66 individuals per health
professional) have a higher health professiongddjpulation ratio compared to low- and
middle-income countries (e.g. Chad with 3,113 iidirals per health professional). Such
ratios reflect inequities in access to health caspecially in low- and middle-income
countries. The situation is compounded by the migneof health professionals from low-
and middle- income to high-income countries. Thiscurrently being recognized as
impacting on the overall health of populations.

Figure 4.4. Density of health professionals
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Source: ILO calculations (2007).

26

ILO Strategy Social Health Protection



e.

Measuring the access deficit

Tables 1 and 2 of Appendix Il present a profildyedl imperfect, of the present data on
national coverage statistics. They mirror the twéidit indicators on a country-by-country
basis, with further information such as populatre, GDP, Human Poverty Index (HPI),
Gini index, formal coverage, OOP, and total expwmdi on health. It should be
emphasized that the suggested indicatmly estimatehe global national access deficit,
merely providing an insight into the gap of effeetisocial health protection coverage in
connection with the other coverage-related varmlRegression analyses were performed
with the help of these tables.

The results of regression analyses conducted testigate the correlation between the
staff-related access deficind the Human Poverty Index (HPI) 1 and 2, the &um
Development Index (HDI) the GDP per capita and Giméfficient, are described here-
below.

Figure 4.5 shows the correlation between staffteelanational access deficit and the
Human Poverty Index (HPI). HPI is a composite indext measures deprivation in the
areas of long and healthy life, knowledge and destandard of living. HPI-1 is the
human poverty index for developing countries antldased on the probability at birth of
not surviving to age 40; the adult illiteracy ratand unweighted data on the average of
population without sustainable access to improvatémwsource and children below normal
weight for their age. HPI-2 is for selected OECiminies and based on four components,
namely: the probability at birth of not surviving fage 60; people lacking functional
literacy skills; long-term unemployment; and popigla below 50 per cent of median
adjusted household disposable incofne.

According to figure 4.5, there seems to be a cati@t between HPI and staff-related
national access deficit. It is noteworthy that nafsthe developed countries with low HPI

are also those with low levels of staff-relatedoral access deficit. Conversely, countries
on the upper right-hand side of the figure havén Pl and access deficit; these include
Chad, Ethiopia and Bangladesh.

However, some countries show significant variafram the general trend. Botswana, for
instance, has a relatively low access deficit, miits poverty level. Assuming data are
accurate, it may be observed that Botswana, likeratountries in the upper left-hand side
of the figure, enjoys relatively high health accesfespite what its poverty level might
suggest. The opposite statement is true for camin the lower right-hand side of the
figure.

Correlation between the access deficit and HPI dmésprove that low national access
deficit reduces poverty but rather illustrates thaty usually coexist.

8 HPI definition obtained from www.undp.org
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Figure 4.5. Regression between access deficit and Human Poverty Index (HPI)
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Regression analysis was also done on the Human Idpewent Index (HDI). This
composite index and measure of human developmepased on life expectancy, adult
literacy, education, and decent standard of livahgountries worldwide. HDI provides a
larger view of human progress in the light of inenmand well-being and has
2 components: GDP per capital and the Gini coefficiTo some extent, the HDI covers
many components of the HPI - thus showing comparéfeinds. Nevertheless, the HDI
correlation shown in figure 4.6 is somewhat strartpan with the HPI, implying that, on
average, the development level is a better indicatahe staff-related national access
deficit than the poverty level.

In the same way, the regression analysis done oR G& capita and global national
access deficit provided interesting informationeTagression showed that a high GDP per
capita level yielded a correlation with a low hbatare deficit. Regression on the Gini
coefficient, which is a measure of inequality aféme distribution, was less conclusive. It
was observed that the correlation was weaker, th@mgh the calculations showed that a
greater inequality was correlated with a greataitheaccess deficit.
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Figure 4.6. Regression between access deficit and Human Development Index (HDI)
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While theAccess Deficit Indicatohas the potential to provide globally comparalatagit
certainly does not fully provide consistent datd eeveals some divergence if compared to
survey data from countries. This is due to a nundfeeasons, including the fact that it
does not take into account:

m the differentiation according to scope and depft=overage, such as varying benefit
packages and quality;

m  the diversity of definitions applied in variousasstics used, e.g. regarding social
security, social health protection and other rai¢verminology;

m  geographical, socio-economic and socio-culturdfedinces within and between
countries; and

m the difficulty of assessing small-scale commutised health benefit schemes in
terms of quantity and coverage. Most of the avéelavidence focuses on the number
of such schemes and the average or range of memelosit does not contain any
concrete data on the number of affiliates and beiagfes. Mainly found in African
countries, community-based health benefit scherogsrcformal sector workers as
well as beneficiaries belonging to the countryfimal economy.

Being aware of its limitations, the ILO
ILO Global Access Deficit | ndicator calculated théccess Deficit Indicatdfor the
shows that one third of the population hag first time for a significant number of
no access to health care using Thailand as countries. The results yielded an estimated
a benchmark global access deficit of 30 to 36 per cent,
based on Thailand as a benchmark. This
means that more than one-third of the global pamras not receiving the quality of
health care that could be provided to them by aegadtely staffed network of health
professionals. If countries such as Ireland sewe aeference, then the global access
deficit increases to more than two-thirds of thebgl population.
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Country-specific access deficits reveal high staffited gaps, even though Thailand was
used as the benchmark. In China, the estimatefdretated access deficit indicates that 34
per cent of the population has no access to healthices - and this figure rises to 40 per
cent in Colombia. This is comparable to the staf&ted access deficit of 42 per cent in
Peru. In terms of births-attended deficit, thisils percent in Uganda and 53 percent in
Ghana (table 4.4).

Table 44. Estimated access deficit in selected countries
Estimated access deficit
Staff-related Births attended
(in % of population) (in % of live births)
Burkina Faso 85 43
China 34 17
Colombia 40 9
Ghana 66 53
Peru 42 29
Philippines 29 40
Uganda 78 61
Source: Appendix I, table 1.
f. Some observations on recent developments

in social health protection

Despite evident gaps in data availability and telty, as well as the given
methodological limitations, calculating the estimaif the worldwide access deficits to
health services has produced insights into varienteresting and challenging
developments in a number of countries around tbleeglThese observations include:

1. Pluralistic use of health financing mechanisms

Public health services, although narrowing andefiletating due to structural

adjustment policies, public expenditure cuts angapization, continue to play an

important role in providing health services throwgltial protection mechanisms. For
example, formal coverage still amounts to 47.6qaatt in Egypt and 25 per cent in
Kenya.

Alongside public services, the pluralistic useotifer health financing mechanisms is
found in almost all countries. For example, in Syian Arab Republic, practically
all public companies and most large private enieepr offer relatively
comprehensive health benefit packages free-of-ehtrgheir staff. Dependents are
sometimes covered by the scheme itself, or throcghtribution-borne schemes
implemented by trade unions (Schwefel, 2006b). Bmgn, a number of public,
private and mixed companies offer various type$iadlth benefit schemes ranging
from relatively low flat-rate reimbursement to camlpensive coverage packages, and
average per capita expenditure varies between #d €450 (Schwefel et al., 2005, p.
66 f.).

There is also a growing interest in and introductof social and national health
insurance to increase coverage and access, asasvalh attempt to address issues
related to fiscal space.
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2. The effect of legal social health protection caggr on out-of-pocket payments is
heterogeneous

There is only a relatively small difference of thleare of OOP expenditure as a
percentage of private expenditure on health betWesmsia (83 per cent), which has
almost universal legal coverage, Nicaragua (95r7cpet), where almost 70 per cent
of the population has formal health protection, &liger (89.2 per cent), where less
than 1 per cent of the population is formally caee(Appendix Il, table 2). At the
same time, OOP as a percentage of total expenditureealth accounts for only
around 10 per cent in Slovenia and South Africailevth rises to 26.8 per cent in
Ukraine and to 45.1 per cent in Tunisia, althouljlireese countries have achieved
universal legal coverage. And the burden of OOP poactically unprotected
households in Uganda (36.7 per cent) is only digghigher than in Turkmenistan
(32.6 per cent), where over 80 per cent of the [atimn is covered (Appendix I,
table 2). The findings likewise indicate that tleme of benefit packages, including
financial protection and the quality of servicesypded, have a stronger effect on
private health expenditure than the number of persw households legally covered
by any kind of prepayment system for health. Sdugalth protection should provide
a reasonable level of financial protection in ortteshield the population from high
private expenditures and impoverishment.

3. The role of community-based schemes

A current trend in low-income countries is to e&se the role of mutual health
organizations and social health insurance when str@aming pro-poor policies in
social health protection and addressing issuesigl hser fees. Voluntary and
community-based schemes are also gaining supparaity of these countries. Their
success and sustainability depend to a great ewterthe attractiveness of benefit
packages, related financial protection and theityuaf services. The coverage of
workers and their families in the informal econommay also contribute to their
success. Key issues concerning sustainability - eagacity to pay and adverse
selection - are currently addressed in creatingniiial and administrative linkages
among schemes at various levels based on diffevemérships.

Current country examples show that schemes cait saccessfully, one of them
being the Yeshasvini scheme in India which covermestwo million workers and
their families. National data from India indicateat the share of informal economy
workers (unorganized workers) covered by socialusc arrangements, both in
public and private not-for-profit schemes, is 8 pent. Out of the total number of 370
million workers in the Indian informal economy, grdround 30 million are covered
by social protection including health (Kannan, 2006 these contexts, community
based schemes can thus play a crucial role toeretelprogress towards coverage of
the informal economy workers.

In Senegal, the variation of affiliation is moitgah 20 per cent in three out of five
community-based health insurance schemes, andtdunf every five beneficiaries
do not paid their contributions on time.

4. Employer-facilitated insurance systems are notyvieequent in most developing
countries although they are common in Arab States

Enterprise-based health plans usually provide dasztly through employer-owned
or on-site health facilities, or rely on contraetish outside providers and facilities.
Employer-driven insurance schemes are highly ek@usince only stable workers -
and in some cases their families - are covered.cbheept is often closely related to
the existing labour legislation on work acciderid accupation-acquired diseases.

ILO Strategy Social Health Protection 31



Examples from Africa include employer-provided moadl care in Zambia and

Nigeria, as well as in the rubber forests in Linexnd the Democratic Republic of the
Congo (Develtere and Fonteneau, 2001, p. 29). Comnpealth benefit schemes
often reflect a paternalistic relationship betwesnployer and employees, relying
partly on individual, case-to-case decisions rathan on vested rights. Even more
important is the fact that the size of the scheisgsn many cases, too small to
provide an effective coverage of catastrophic disea Trade-union-related health
insurance systems may be found in countries likeb&bwe, South Africa, Mauritius,

Burkina Faso, Guatemala and Argentina. Some fosiigsl membership and

automatically insure all trade union members thiotlg insurance plan, while others
develop mutual insurance systems that are relgtaugtionomous of the union and are
open to members and non-members alike (Develteté-anteneau, 2002, p.30).

5. Available data is limited

Often, only information on certain cut-off dates average data pertaining to
utilization of services and other indicators isitalde. In-depth analysis reveals that a
large quantity of data on coverage rates of exjssiocial health protection schemes
rely on surveys that have limited samples for esfiing the total number of
beneficiaries. The data gaps show that statisfigates on population coverage of
health benefit schemes should be interpreted dérefiaking into account the
methodology used for obtaining them.

The information above gives an initial estimateotess deficit and provides an insight of
its global magnitude. It also presents the trendsational health protection policies - and
the way in which these policies approach the extensf coverage and improvement of
health service access. These approaches are often dy the need to extend coverage to
workers and families in the formal and informal eomy and to increase fiscal space.
Against this background, a pragmatic strategy wonttrporate, to the extent possible,
national, regional and community-based approaatadéiser than building new schemes or
developing only one out of the several options labte. However, these schemes need to
be coordinated at the national level in order tate synergies and avoid gaps in coverage.
It would be particularly beneficial to maximize stihg resources and systems when
creating new schemes. Against this background,llte has developed a strategy on
achieving universal access to health care agdihs.strategy will be discussed in the next
chapter - which also addresses the importance aafgrézing existing health financing
schemes within a given country and harnessing thigma view to providing social health
protection for the population as a whole.
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5. Rationalizing the use of pluralistic financing
mechanisms: An ILO strategy for achieving
universal coverage in social health protection

a. Overall concept of the ILO strategy on rationalizing
the use of pluralistic financing mechanisms

Worldwide experience and evidence show that therena single right model for
providing social health protection or one singléehpay towards achieving universal
coverage. Countries use various means of resouwgergtion, risk pooling, health care
delivery and financing. Experience has also rewke#hat social protection evolves over
years or even decades and is contingent upon tuatand economic developments,
social and cultural values, institutional settingslitical commitment and leadership
within countries. In addition, most national heafthancing systems are based on
multiple options that cover disjointed or overlappisubgroups of the population, while
others remain uncovered.

Against this background, it is necessary to achidnee following two objectives: 1) to
rationalize the use of pluralistic financing medksars in order to achieve universal access
to essential and affordable care; and 2) to inerdessal and financial space to fund
universal coverage. The ILO suggests to coordiadtéinancing mechanisms within a
country in order increase the volume of resources résk pools available for universal
health care. However, this increase should not dresumed by an equal increase in
transaction and administrative costs (Cichon, 2007)

A pragmatic strategy to rationalize the use of aasihealth financing mechanisms with a
view to achieving universal coverage and equal ssahould be developed in three
stages:

m by first taking stock of all existing financing sfenisms in a given country;
m by subsequently assessing the remaining coverabacacess deficits; and finally
m by developing a coverage plan that fills gapsnre#iicient and effective way.

In this context, the government should play a m@ljotictive role as facilitator and
promoter and define the operational space for sabksystem. This entails developing an
inclusive legal framework for the country and emsgr adequate funding and
comprehensive benefits for the whole populatione Tlamework should also regulate
voluntary private health insurance, including comitytbased schemes, and consider
regulations to ascertain good governance and eféeqbrotection. This framework
establishes rights-based approacto social health protection, which takes into agtdo
the needs and capacity to pay, thereby realiziagotijective of including the population
not covered by social health protection.

When developing the coverage plafi,options of financing mechanismsancluding all
forms of compulsory and voluntary schemes, foriprafhd non-profit schemes, public
and private schemes ranging from national healthices to community-based schemes
— should be considered if they contribute, in theeg national context, towards
achieving universal coverage and equal accesssental services for the population as
a whole.

The coverage plan should be accompanied by, oudec¢lan overalhational health
budget,making it possible to establish and project - ba basis of a National Health
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b.

Account - the total resources such as taxes, twtions and premiums available to
finance health care. It should also estimate thpeediture of the different subsystems in
such a way that the process of achieving affordabieersal coverage and access might be
accelerated and built in line with a realistic andtainable plan.

Appendix | describes the national health-care sysie Thailand as an example of the
rational use of pluralistic financing mechanisméeTsystem consists of social health
insurance, major occupational systems, a tax-bags@m and private health insurance
schemes, and combines the various mechanisms thteggl benefit entitlements.

Apart from developing a legal framework that wouisher in a clear coverage plan,
other prerequisites for ensuring the efficient fumging of pluralistic financing
include: a legally defined and affordable beneféckage; fair pricing; efficient
provider-payment systems; and risk equalization rmgnsubsystems. The ILO
promotes a strong role for a stable government thedsocial partners, particularly
through social dialogue and broad participatiopaticy processes and governance of
schemes - including other partners such as civdietp, the insured and other
stakeholders in social health protection.

The most promising strategy for attaining univexgalerage within a realistic time frame
is to coordinate and rationalize the use of platalifinancing mechanisms with a view to
achieving the step-by-step extension of effecto@a health protection coverage, through
national health services, social health insuracoeamunity-based insurance and mandated
private health insurance. This is not only an irdégd approach but also respects existing
coverage and financing arrangements, and can hestadjto the specific social and
economic context of each country.

Core elements of the ILO strategy on rationalizing
the use of pluralistic financing mechanisms

When applying the suggested ILO strategy on ralizing the use of pluralistic financing
mechanisms on a national basis, it will be necgssafollow a certain number of steps.
These include:

m  assessing the coverage gap and the access deficit;

m  developing a national coverage plan;

m  strengthening national capacities for implemeatati

Assessing the coverage gap and the access deficit

The ILO proposes that access deficits be measwedtiliving detailed national health
surveys, as well as regional disaggregated anatfdesmal legal coverage by each health
financing subsystem. This involves taking stockatifexisting social health protection
mechanisms within the country and analyzing whioltipn or sector of the population
they cover. This would yield an approximation oé tboverage gap and access deficit,
thereby providing guidance to the national covengge.

Developing a national coverage plan

The national coverage plan aims to provide a catietesign of pluralistic national health

financing coverage and delivery systems consistingubsystems, such as national tax-
based services and social health insurance schemesge insurance schemes etc. Aiming
at universal coverage, these would operate withitearly defined scope of competence
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and cover defined subsections of the populatior. dltjectives of the coverage plan thus
consist of:

determining subsystems covering all populatiorgsolps;

developing adequate benefit packages and relagattfal protection in each subsystem;
determining the rules governing the financing naaitms for each subsystem and
the financial linkages between them (also as firngsk equalization between

different subsystems, if any);

maximizing institutional and administrative eféccy in each subsystem and the
system as a whole,

determining the time frame in which universal aagge would be reached.

The development of a national coverage plan inwihe following activities, which are
described below:

(@)
(b)
(c)
(d)
(€)
(f)

Development of a coverage map

Development of a national health budget
Improving health financing mechanisms
Building rational linkages between subsystems
Designing adequate benefit packages

Creating institutional and administrative eféincy

a. Development of a coverage map

The coverage plan aims to close the coverage ghthamaccess deficit by the rational use
of existing health financing mechanisms in a gieenntry. The national coverage plan
should first establish a coverage and access mapcthuld be structured as follows
(table 5.1): Where applicable and feasible, then ptauld go into further detail than

outlined below, covering aspects such as gendethmic groups, if such data is available.
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Table 5.1.  Health care coverage and access map specimen

Population [Proportion of group that can access| Proportion of the group whose services are funded by
Government  [Private Total General Social Community- [Employer-  [Private Out- of-  [Subtracting  [Total
health services [sector revenues security  |based based insurance  |pocket double

health initiatives initiatives counting
services
Public
employees
Private
employees
Workers|
Dependents|

Self- employed

Outside
IAgriculture

Workers|

Dependents|

Self -employed
in agriculture

Workers|

Dependents|

Unemployed
persons of
lactive age

Children not
covered

Persons of
pensionable
lage not covered
elsewhere

Total

This map could be used, on an annual basis andnvitie framework of a multi-annual
coverage plan, to project intended progress onragee

b. Development of a national health budget

Before establishing the coverage plan, the goventnshould document the funds

available for social health protection. This regaideveloping a national health budget
that assesses the financial status and developaiemational health-care schemes. A
health budget initially compiles the status qualbfthe expenditures and revenues in the
health sector in the form of a national health aotoThis could be structured in tables
similar to the one outlined in table 5.1 for a givaart year and coverage map.

The ILO Tool Box includes a generic health budgetet that can be found in Appendix
[l of this document. Box 5.1 describes the methogy and results of an abridged health
budgeting exercise that the ILO undertook in callaltion with the Thai International
Health Policy Program in 2004.
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Box 5.1
A health budget for Thailand

The basic structure of the model is mapped out in figure B.1 below. The basic modelling philosophy
follows the pragmatic modelling philosophy of ILO’s genuine social budgeting models. Instead of building
a complete national social budget encompassing all social transfer schemes in Thailand, the non-health
parts of a social budget were excluded and the budgetary analysis was limited to the health sector and its
impact on the government budget.

The model provides classical and pragmatic “if-then” projections, i.e. it depends on exogenous demographic
and economic assumptions and then simulates their impact on health expenditure and revenues and the
government budget. Observation years are 2002 and 2003 and projection years are 2004 to 2020.

The model consists of four deterministic sub-models that are driven by a set of exogenous assumptions:

m the first sub-model is a demographic model that projects the population and the labour force on the
basis of assumptions on future developments of fertility, mortality and labour force participation rates;

m the second sub-model is an economic model that derives employment and wage data from
exogenous assumptions on growth, labour productivity and the wage share at GDP;

m the third sub-model is a health budget model which projects health expenditure of the four major
financing schemes (UC, SSO, CSMBS and privately funded health care) and the health resources
(contributions to SSO and WCS, out-of-pocket and other private outlays, and general taxation). The
two central result variables are overall national health expenditure and the resource requirement
from general revenues;

m the last sub-model, the government model, links public health expenditure and the general revenue
resource requirement to government budget projections. The central result variable is the
government annual budget deficit.

This (abridged) health budget model therefore makes it possible to trace the effects of changes in the
health delivery and financing system to overall national health expenditure and the government’s
budgetary balance, i.e. to one global health system performance indicator and a public finance
performance indicator. Two model scenarios were developed: the first (status quo scenario or variant)
reflects the legal status quo; the second scenario (reform or UC scenario or variant) uses identical
demographic and economic assumptions and differs only in the health budget sub-model which simulates
the introduction of the UC Fund and the implementation of the two major cost-reducing measures in the
perspective of NHSO (extension of SSO coverage and CSMBS contributions) after 2005.

Figure B.1. Structure of the first version of the National Health Budget Model for Thailand

Demographic and Economic model
labour force model

(Abridged National Health
Budget

Government budget

The key demographic and economic assumptions are provided in figure B2.

Figure B.2. The assumed development of key economic variables for Thailand, 2002-2020
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The projections for the government budget use the growth rate of nominal GDP as the main driver for all income
and revenue items of the central government accounts that are neither driven by wages (such as income tax) nor
imported from the abridged health budget sub-model. Further assumptions are documented in the model itself.

The central results of the projections are summarized in figures B.3 and B.4. The model estimates show
that the overall health-care expenditure in the country — measured as a percentage of GDP — will rise by
about 0.3 per cent of GDP over the next half-decade, starting from an initial level of around 3.5 per cent of
GDP. This is largely an effect of two factors: the assumed substantial real GDP growth rates over the next
decade; and the fact that the cost development of the major share of public health expenditure is
contained through the use of the capitation mechanism which is exercising an overall cost-containment
effect on the health financing system as a whole. Total national expenditure is expected to slowly increase
back to the original level until 2020 as the GDP growth rates decline.

For the status quo, the general revenue share at financing total health expenditure stagnates throughout
the period at a level of 1.98 to 2.17 per cent of GDP. This would not pose a major problem if the overall
budgetary balance were projected to remain positive throughout the projection period. However, the
model (prudently) suggests that the government budget remains negative throughout the projection
period, with a minimum level of deficit of 1.19 per cent of GDP in 2020. The Ministry of Finance assumes
— more optimistically — that the budget will turn positive over the years, but in this model it will reach the
minimum deficit at the end of considering period. It could well be that this health budget model is too
pessimistic. In any case, it can safely be assumed that the trend towards tighter budgetary situations will
recommence at the end of the decade if all our assumptions — cum granu salis — hold true.

The first scenario simulates the effects of the suggested revenue increases and cost reductions for the
government and the introduction of a special UC fund that would generate earmarked income for the UC
scheme from taxes on alcohol and cigarettes. In this scenario, the general revenue share at overall health-care
financing would decline over the next two decades to a level of 1.5 per cent of GDP in 2020 and the overall
government deficit would shift up by about 1.5 per cent of GDP and remain at a slightly negative level until the
end of the projection period at 0.55 per cent of GDP. The second scenario was produced on the basis of
assumptions that SSO would expand coverage to non-working spouses and dependants (estimate of 6 million
beneficiaries) in 2005. IF SSO expanded their coverage without increasing any contributions and the
government did not introduce any additional taxes, the government would reduce the health-care budget
subsidy from 2.17 to 1.99 per cent of GDP by the end of the projection. The first and second scenarios were
combined together into the third scenario. The government would decrease the budget for health-care financing
from 2.17 per cent to 1.35 per cent of GDP by the end of the projection if SSO expanded their coverage to
spouses and dependants and introduced additional taxes.

Figure B.3
Total Health Expenditure and Government Contribution
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C. Improving health financing mechanisms

Table 5.2.

Based on the results of the national health budgsties related to improving health
financing mechanisms and conceiving linkages nedibtaddressed. There are essentially
five ways to improve health financing mechanismthwi view to extending social security
coverage, namely:

implementing and expanding existing social insaeaschemes;
m  introducing universal benefits or services finahfrem general state revenues;

m  establishing or extending means-tested benefitssawices (social assistance)
financed from general state revenues;

®m  encouraging micro-insurance schemes, and
m  mandating private health insurance.

Table 5.2 highlights the scope of each of the hefiiancing mechanisms. It is vital for
countries to take account of this aspect when deied policies to improve health-
financing mechanisms, design adequate benefit gaskanclude financial protection and
create institutional and administrative efficiency.

Government revenues usually obtain sizable coveeagkoutreach which might imply
good performance regarding equity. They also haggybtential to achieve efficiency and
sustainability. The scope of payroll taxes candpabout increased fiscal space, financial
soundness compared to tax funding and public stippas well as create the possibility of
having public funds to target the poor. Regarding premiums for community-based
schemes, the scope may increase fiscal space acid ttee poor, those who are unable to
contribute - e.g. the non-salaried - and those arkcsubsidized. Premiums for commercial

health insurance demonstrate the capacity for éigsoundness (table 5.2).

Scope of health financing mechanisms

Government

Payroll taxes

Premiums/ CBHI

Premiums /PHI

Ovut-of-pocket

revenues payments
SEEEEEEE— S
Equity Coverage of Resource (
ueiinnel collection from
‘ =erelneinn the non-salaried
( ———
—_— Increased fiscal
space Allows to target _
Coverage and public funds to Increases fiscal
i Iiiiii I‘ - the poor space
-
Public support —_— Easy to
[ All tot t ini
Incresozecs;isccl gc;wv;rgmcerfe administer
Sustainability Financial = | funds to the
- poor
soundness
y Potential to
Allows to target reach out to
Potential for government those who can
efficiency funds to the pay or are
poor subsidiesed

Criteria for choosing the mechanisms for particiab-groups of the population should
include: the number, structure and performancexistiag schemes; political and cultural
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context; size of the tax base; size of the infore@nomy; disease burden; availability of
infrastructure; capacity to collect taxes / conitibns / premiums, managerial capacity;
possibilities to enforce legislation; and regulatand related impacts on equity.

At the country level, both the pros and cons otheaicthese options need to be carefully
discussed. The applicability and performance of difeerent mechanisms need to be

judged on the basis of the countries’:

m  capacity to mobilize funds;

m  efficiency in targeting public funds to the poor;

= ability to shift funds and power from the suppty the demand side in order to

improve efficiency and quality; and

m  level of accountability and quality of budgeting.

A summary of the pros and cons of various finanaimgchanisms is presented in the

overview in table 5.3.

Table 5.3.  Overview: Pros and cons of key financing mechanisms for social health protection

Mechanisms

Pros

Cons

Tax-based health protection

Social health insurance

Micro-insurance and community-
based schemes

Private health insurance

»  Pools risks for whole population

»  Potential for administrative efficiency
and cost control

»  Redistributes between high and low risk
and high- and low- income groups in
the covered population

*  Generates stable revenues

»  Often strong support from population

»  Provides access to a broad package of
services

* Involvement of social partners

»  Redistributes between high and low risk
and high- and low- income groups in
the covered population

»  Can reach out to workers in the
informal economy

»  Can reach the close-to-poor segments
of the population

»  Strong social control limits abuse and
fraud and contributes to confidence in
the scheme

»  Preferable to out-of-pocket expenditure

* Increases financial protection and
access to health services for those able
to pay

»  Encourages better quality and cost-
efficiency of health care

»  Risk of unstable funding and often
underfunding due to competing public
expenditure

» Inefficient due to lack of incentives and
effective public supervision

*  Poor are excluded unless subsidized

»  Payroll contributions can reduce
competitiveness and lead to higher
unemployment

»  Complex to manage governance and
accountability can be problematic

»  Can lead to cost escalation unless
effective contracting mechanisms are in
place

*  Poor may be excluded unless
subsidized

»  Maybe financially vulnerable if not
supported by national subsidies

»  Coverage usually only extended to a
small percentage of the population

»  Strong incentive to adverse selection

*  Maybe associated with lack of
professionalism in governance and
administration

*  High administrative costs

» Ineffective in reducing cost pressures
on public health financing systems

* Inequitable without subsidized
premiums or regulated insurance
content and price

*  Requires administrative and financial
infrastructure and capacity
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Generally taxesare considered an efficient and equitable soufecevenue for the health
sector. They may lead to national risk pooling ttee whole population and redistribute
between high and low risks, and high- and low- meagroups. The civil service has the
potential to be administratively efficient and amhtcosts.

However, the contribution that taxes make to headtte financing is largely contingent

upon national macroeconomic performance and competemands from other sectors;
the quality of governance; the size of the tax paswl the government's human and
institutional capacity to collect taxes and supsgvihe system. In practice, government
schemes often tend to be under-funded due to camgpeablic expenditures, which might

lead to a shortage of goods and services and teridhd-table payments and lack of
efficient governance.

The success o$ocial health insurance schemdspends on the generation of stable
resources as revenues, strong support of the gapylgrovision of a broad package of
services, involvement of the social partners ardistebution between risk and income
groups. However, schemes are administratively cemphnd governance and
accountability can be problematic. Also, from a maconomic point of view, payroll
contributions can reduce competitiveness and ledigher unemployment.

Furthermore, in countries with sizeable informabreamies, social health insurance might
have an impact on equity if coverage is not unisens should be emphasized that health
care for the workforce is not free and that enisgsr and the economy have to bear a
respective share of the financial burden. In theeoaf social health insurance schemes,
funding should consist of shared financial resosiftem both employers and employees.
For specific benefits such as maternity benefpgcsic rules might apply; for instance,
full coverage might be provided through public fand avoid disadvantages for particular
groups.

Specific schemes suchks private or community health insurance scheras be an
efficient mechanism to collect non-salary-relateshtdbutions and reduce costs for the
poorest at the point of delivery. But they ofterpesence problems of coverage and
therefore fail to achieve sufficient pooling; thago frequently find it difficult to organize
membership across different ethnic groups and gleugith management capacity and
inadequacy of resources.

Private for-profit health insurance scherae also found in many countries, ranging from
OECD countries to developing countries such as Radithe Philippines (Appendix I,
table 2). If they are not subsidized, they coverlealthier part of the population and are
based on risk-related premiums. Although they mleva better quality of service, their
exclusive character and high administrative costoéten criticized.

Improving and linking these different approacheghmovercome the pros and cons of the
individual financing mechanisms. In the context aiverage plan development, an
evaluation should be undertaken to identify the laatsms best suited to raise sufficient
and sustainable revenues in an equitable manremelty providing for adequate benefit
packages and financial protection for the poputadis a whole. Given the country-specific
nature of the evaluation, there is no general asléo the way a country should develop its
portfolio of national health financing subsystemsain optimal manner. However, it is

suggested that a set of guiding principles be eggluring the system building, including:

m  solidarity in financing, according to capacitypay, and equity in access to all health
services. This includes risk pooling and sharingtidbutions payments in social
health insurance between employees and employwts; a

m inclusion of all citizens without discriminatiomnahe basis of gender, ethnicity,
religion, etc.
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A health financing policy checklist is providedbox 2.

Box 5.2
Checklist for key policies on health care financing
m  Mobilizing and collecting sufficient resources to achieve policy objectives.
m  Ensuring strong political commitment based on social and national dialogue.
m  [Improving equity and solidarity in financing through burden sharing by income level.
m  Setting up risk equalization and solidarity funds where appropriate.
m  Maximizing risk pooling and reducing fragmentation.

m [ntroducing, in insurance schemes, government subsidies for the poor and for informal economy
workers and their families (either direct or for contributions/premiums).

m  Minimizing out-of-pocket payments.

m  Setting user charges according to capacity to pay.
m Increasing financial sustainability.

m  Ensuring efficient and effective use of resources.

m  Using a mix of health financing mechanisms to accelerate achievement of universal coverage and to
balance equity, efficiency and quality of care.

Improving health financing mechanisms and extentiegjth protection require increasing
funds, particularly in public spending on healtrowéver, in many middle- and high-
income countries, revenue collection based on puhlnds and payroll taxes often
encounters obstacles because spending on hegkinasived as an unproductive cost that
hampers economic development. In many low-incommes, fiscal space and domestic
revenues are considered too limited to ensure adodsealth services for the majority of
the population. Ensuring financial sustainabilityvélves addressing the issue of
identifying other sources of funds and their cdimt. Some countries have employed the
use of consumption taxes such as “sin taxes” adtiadal sources of funding.
Governments should nevertheless ensure that theegue of these earmarked taxes are
used for their intended purpose and not incorpdrat® general revenue.

Furthermore, mobilizing additional government reses usually requires a functioning
formal economy, whereas many low-income countriagehlarge informal economies.
Over the past few years, the share of total lalsapply in the informal economy has been
constantly growing, particularly in Asia (ADB, 2006 his applies even in countries with
high rates of economic growth in the formal sector.

Increasing fiscal space is essential for the img@dowsustainability of social health
protection. It often presupposes changes in govenhipolicies - and, for countries relying
on international aid - more sustainable suppomfdonors. The most successful methods
for increasing fiscal space through governmentcpesiinclude:

= more efficient use of public resources;

m  strengthened efficiency in public institutions a®vice delivery;

m  budgetary reallocations;

m  greater efforts to collect taxes and contributjons

m  effective governance of funds; and

m introduction of new sources of funding for theioaal health budget.
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These approaches require strong political commitmemnority setting with a view to
extending social health protection; and determimetd address issues of transparency and
accountability. In this context, it is crucial thatdemocratic management be established
and based on tripartite governance. It is alsol Yitat there should be a participatory
approach in scheme management, as well as governsased on social and national
dialogue among policy makers, social partners,| getiety groups, public and private
insurers, health-care providers and others.

d. Building rational linkages between subsystems

Another approach to improve health financing medmsa consists of creating financial
linkages between various schemes. Linkages careaehedistributive effects, e.g. by
means of subsidies and financial consolidationo(tgh reinsurance and guarantee funds,
for example).

Further administrative and governance linkagesuthel sharing management functions;
mutual support regarding registration and collettad contributions/premiums; mutual
audits and control; co-contracting of providers) @ooling of information.

In order to achieve sustainable solutions when ewitgy nhew linkages between different
health financing mechanisms, it is vital to tesglaate and monitor integrated approaches
linking the schemes.

Box 5.3

Checklist for policies on building rational linkages between
different health financing mechanisms

®  Introducing subsidies.

m  Developing efficient fee schedules.

m  Setting up risk equalization and solidarity funds where appropriate.
m  Maximizing risk pooling through increasing membership.

m [ntroducing, in insurance schemes, government subsidies for the poor and informal sector workers
and their families (either direct or for contributions/premiums).

m  Mandating private insurances, hospitals and facilities to cover (for example in part) the health care
services for the poor.

m  Facilitating reinsurance and guarantee funds.

m  Establishing joint management functions.

m Introducing mutual support in registration and collection of contributions/premiums.
m  Co-contracting health service delivery networks.

m  Establishing mutual audit and control.

e. Designing adequate benefit packages

In addition to improving health financing mechanssrthe coverage plan should develop
policies on adequate benefit packages, includirmjgmtion against catastrophic spending.

Generally, the health challenges to be addressdoemnefit packages of social health
protection vary in low-, middle- and high-incomeuatries:

m  Low-income countries are primarily confronted witkealth challenges relating to
primary health care, maternal and child care arféctious diseases such as
HIV/AIDS, TB and malaria.
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m  Middle-income countries are saddled by the douhleden of infectious diseases
found in low-income countries and non-communicabiseases such as cardio-
vascular diseases, drug abuse and tobacco useifotigh income countries.

m  High-income countries are faced with the long-teare of the elderly, the treatment
of non-communicable diseases mentioned above aegbstelated syndromes.

Services covered in the benefit package and fimarmiotection should be based on a
consensus derived from broad consultations witstakeholders involved in social health
protection, taking into account the diverging vieafsthe medical profession, various
groups in the population — e.g. the poor, the thid, minorities — and others. Therefore, the
policy mechanism to define health care needs shoaldde national and social dialogue
on health care priorities.

Box 5.4

Checklist for key policies on adequate benefit packages
and protection from catastrophic spending

m Introducing comprehensive and complementary benefit packages of various schemes providing for
an adequate level of services and income protection.

m  Ensuring acceptability of the protected, professionals and politicians.
m  Balancing the trade-off between equity and quality in broad consultations with all actors.

m  Addressing health-related poverty by covering catastrophic health expenditure (> 40 per cent of a
households' income net of subsistence).

m  Covering out-of-pocket payments / user fees etc. in order to ensure equal access.

m  Ensuring adequacy through focus on patients needs regarding quantity, adequacy and quality of
services.

m  Minimizing out-of-pocket payments.

m  Providing access to primary, secondary and tertiary care (through referral systems), including
maternity care, preventive care and care in relation to HIV/AIDS.

m  Providing for transportation costs, e.g. for groups living in remote areas.

m  Addressing loss of income through adequate cash benefit.

While the size of the benefit package involves lamze between cost and risk protection,
it is recommended that benefit packages be definetljding financial protection, with a
view to providing equitable access to a comprelensinge of services as outlined in ILO
Conventions and Recommendations. This may consfaing primary health care, in-
patient care, prevention and maternity care rathar a "minimum benefit package".

The design and scope of the benefit package cascidth the general policy of the ILO
to ensure universal access at all times and ifaailities. The cost of the benefit package
or the individual's place of residence should netylanyone of health care. Health care
services should therefore be provided with digaitg without discrimination, taking into
consideration traditions and preferences of indiald within the locality.

Under the ILO Social Security (Minimum Standardg)n@ention, 1952 (No. 102), the
following benefits in case of sickness are foresagmeral practitioner care, including
domiciliary visits; specialist care; pharmaceuticalipplies; and where necessary,
hospitalization.
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f.

Box 5.5
ILO Convention No. 102 / Article 10
The benefit shall include at least:
a. In case of a morbid condition:
()  general practitioner care, including domiciliary visiting;

(i) specialist care at hospitals for in-patients and out-patients, and such specialist care as may be
available outside hospitals;

(i)  the essential pharmaceutical supplies as prescribed by medical or other qualified practitioners;
and

(iv) hospitalization where necessary; and
b. In case of pregnancy and confinement and their consequences:

() pre-natal, confinement and post-natal care either by medical practitioners or by qualified
midwives; and

(ii) hospitalization where necessary.

Applying ILO Conventions and Recommendations avargsjuities in access to health
services between formal and informal economy warkand between the rich and the
poor. However, when implementing and extending alobiealth protection systems,

account must be taken of deficiencies in infrastme or the non-availability of certain

services in some cases. Against this background,pibssible to limit access at an initial
stage - for example to services available - ariddlude full access at a later stage.

Given the fact that private health expenditures among the primary causes of
impoverishment, benefit packages should be design#ida view to minimizing out-of-
pocket payments. This also applies to high-incomentries where long-term care
expenditure accounts for a significant proportidn ooit-of-pocket payments. In this
context, ILO policies aimed at achieving equityaiccess to health services refer to the
adequacy and comprehensiveness of health senggeset! under the benefit package and
include financial protection against impoverishmeairticularly due to catastrophic health
expenditure’

When choosing appropriate mechanisms to promotéyegd access to health services,
alleviate poverty and improve health, countriesusthtake the following into account:

m the actual level of spending on benefits matteosenthan the choice of funds (e.g.
taxes, contributions or premiums) for achieving igqupoverty reduction and a
positive impact on health;

m universal benefits and targeted benefits haveffardint impact on equity: whereas
universal benefits contribute more to achievingiggthan to reducing poverty,
targeted benefits impact more significantly on povesduction than on equity.

Creating institutional and administrative efficiency

The coverage plan for the extension of social hepfbtection also requires creating
institutional and administrative efficiency.

The ILO aims to achieve institutional and admirisitre efficiency through leadership,
transparency and economic responsibility. Thesmehés point to good governance and

° Defined as health care costs exceeding a housshualgdéacity to pay.
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form an integral part of the overall strategy desamd implementation. It defines good
governance in social health protection as refemingecision-making based on:

m  existing legal frameworks;

= accountability;

m transparency;

m  effectiveness and efficiency;
m  equity and inclusiveness;

m  participation and consensus.

Tools for participatory and inclusive decision-nmrakinclude ILO Conventions, as well as
national and social dialogue. In this context, Ip@rticularly stresses the importance of
tripartite governance and the participation of stakders such as the insured and civil
society. The ILO also highlights the need for goweent supervision of related

administrations, funds and private insurances,gonernment responsibility for covering

deficits in social health protection schemes.

ILO quantitative tools for financial governance @LTool Box, Appendix lll) aim at
achieving quality assurance and monitoring progagssoutcome: They include:

m  social budgeting;

m  Social Protection Expenditure and Performance é¥evi(SPERS);
m  Social Security Inquiry;

m  STEP tools on community-based insurances.

In order to fulfil the criteria of good governancthe financial and administrative
separationof health insurance funds from Ministries of Hbadtind Labour is essential.
Generally, revenues earmarked for social healtheption should be separated from
government budgets. Contributions should only bedufor health-care benefits and
administration of the scheme, and not in supporMafistry of Health functions; it is
particularly important to ensure that health-caomtgbutions are not used for other
contingencies.

A recent trend in organizing social health prowmttvith a view toefficiencyincludes
various forms oflecentralizatiorof responsibilities from the national to local gowments
or other sub-national institutions. However, thiated shift of financial burden to the local
level is often problematic, since fund transfersrirthe national level may be insufficient
and result in increasing inequities in access,efample, of the poor (OECD, 2006a).
Another form of decentralization of social healttotpction concerns community-based
schemes. They mobilize additional funds at locatlle and provide financial protection of
out-of-pocket payments, particularly for informacsor workers and their families (ILO,
2006d).

Creating efficiency also relatesparchasing servicessenerally, the provision of services
can be organized through public or private prowdddihe most efficient mechanisms to
purchase services are:
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m  budgeting, such as setting caps on annual expeadit
m  contracting and accreditation of providers basegerformance; and

m  provider payment methods such as salary, capitatiase-based payments and fee-
for-service.

Further, funds — e.g. social health insurance — metyas purchasers. By so doing,
insurance funds shift (financial) power from thegly to the demand side. This might
result in important changes in the availability adfbrdability of services, particularly for
poor segments of the population.

Box 5.6

Checklist for key policies on creating institutional
and organizational efficiency

m  Ensuring good governance based on efficient management, transparency and accountability.

m  Designing insurance schemes based on tripartite governance of independent, quasi-autonomous
health insurance funds ruled by public law, governments, social partners, and others.

®  Minimizing administrative costs.

m [ntroducing participatory decision-making regarding policy formulation and implementation of social
health protection, involving key actors in social health protection, such as government, social
partners, representatives of the insured and civil society at national, district and/or local levels.

m  Decentralizing organizational structures with a view to reducing the burden of governments and
improving responsiveness.

m [ntroducing referral systems acting as gatekeepers.

m  Developing adequate purchaser methods using incentives to improve quality and reduce oversupply.
m  Using public and private purchasing.

m Introducing regulations for private insurers including voluntary health insurance.

m  Enforcing regulations.

iii.  Strengthening national capacities for implementation

Capacity building in this context consists primardf training; upgrading capacities in
designing, implementing and monitoring; and knowkdlevelopment - e.g. through
research and exchange of experiences.

Building administrative capabilities through traigi and the establishment of efficient
structures and procedures is one of the key prapgractivities for a sustainable social
health protection. The successful implementationaofeform, along with effective
monitoring, good governance and reliable delivefyservice, are dependent on well-
trained, effective and committed staff.

Moreover, strengthening institutional technical aginistrative capacity is essential for
ensuring that the necessary conditions are in plagriarantee the viability of national
security schemes and their responsiveness torireginbers' needs. The capacities gained
will further contribute to the design, implementati and testing of national health
protection to ensure its viability.

Currently, however, many developing countries ladkficiently trained staff to ensure
successful extension in social health protectidnis| particularly important to train
administrators who are expected to implement rélegéorms.
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In addition, enhancing technical capacities of mublthorities, social partners and other
stakeholders is crucial for overall governance angervision. Evidence from many
countries proves that successfully extending sdealth protection to the poor requires
the consensus of various levels and entities okegowent, social partners, civil society
and others. Given the diverse interests of stakleins] obtaining the necessary support is a
highly complex and difficult task. Problems ofterisa when stakeholders and social
partners feel that they have been ignored in tleeqss involved in the design and
provision of social health protection; that consehave been misunderstood; or that the
quality and depth of participatory decision-makings limited*° This might result in a
lack of support in implementation, enforcement,dimg, and compliance to new laws and
regulations, leading to a complete failure of impot reform activities - even when
parliamentarian hurdles have been cleared.

Against this background, it is important to enharteehnical capacities of public
authorities, social partners and other stakeholaledsimprove their participation in social
and national dialogue. This can be achieved thrapgropriate training at a tripartite or
even broader level.

19 An example might be seen in the recent experienite social health insurance in Kenya:
"Ngilu's fit of fury”, in: The StandardKenya), 16 November 2004.
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6.

Conclusion

Both developed and developing countries are facgdchmllenges that have direct
implications for the provision of social health f@ction. High-income countries are
confronted by coverage problems related to ageiogulations, a shortage of health
workers, and an increasing prevalence of lifestglated diseases. On the other hand, low-
and middle-income countries suffer from low puldigpenditure, population coverage and
access to health services, as well as from higlobpbcket expenditures and the effects of
the vicious cycle of ill health and poverty.

Access to health services is an impact indicatéated to social health protection.
Globally, data limitations exist to successfullytetenine gaps in access. Measuring the
global access deficis the ILO’s initial attempt to quantify the dispaancies in access to
health services with the use of proxy indicatomngity of health professionals and the
births attended by skilled health personnel. Staibanalysis was done using these proxy
indicators and the Human Poverty and Human Devedoprindices. According to the
analysis made on the Human Development Index aallhhprofessional deficit, and with
Thailand as the benchmark, one-third of the glgimgdulation does not have access to
health care.

Overall, data showed that there is no single ambrda providing protection against
financial and health risks. Both developed and bbgmeg countries are simultaneously
employing various health financing mechanisms takwtmwards providing universal
coverage to the whole population based on adedpestefit packages.

The ILO strategy onrationalizing the use of pluralistic financing mectsms for
achieving universal coverage in social health pctitth is aimed at accelerating the
achievement of universal coverage, promoting eqaiityt supporting global international
efforts to alleviate poverty and improve healtheBtrategy is built on the central credo of
incorporating all existing coverage and financingpsy/stems in a country into one
pragmatic pluralistic national system, as longhesexisting subsystems and the system as
a whole meet a number of outcome and processiariter

The system should provide for the:
m  achievement of universal coverage of the popuiatiithin a realistic time frame;

m  effective and efficient provision of adequate Wengackages, including financial
protection for all, but not necessarily uniform béhpackages;

m  existence of a governance system that confirmsothexall responsibility of the
government for the functioning of the system ashmley, but also involves covered
persons, financiers (contributors and taxpayerduding employers and workers in
the formal and informal economy) and providersarkeg and

m fiscal and economic affordability.

A framework was provided to design the ILO strateigyolving the assessment of the
coverage gap and access deficit; development ohtonal coverage plan; and the
strengthening of national capacities for implemgota These are the core elements that
underpin the approach to social health protection.

The approach is part of the ILO decent work styand the Global Campaign on Social
Security and Coverage for All. It builds on in-depinalyses of the extent of social health
protection coverage and the gaps in access tchrealtices. The ILO, in cooperation with

other agencies (notably within the ILO-WHO-GTZ Corieim on social health
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protection), recommends a comprehensive sociaégtion tool box and information base
to governments and other actors in the field ofiaddeealth protection; it also offers
support in closing gaps and addressing limitatitie3. believes that the suggested strategy

has the potential to achieve universal coveradeaith.
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Appendix |

Country experiences: A brief overview

This part of the report provides a selection ofergcnational experiences in extending
social health protection in countries in Africa,i&sEurope and Latin America.

a. Africa

Figure A.1.

Benin

This section provides an overview of the healthtesys of selected countries in the

African region, focusing on trends in social hegltbtection. The case studies included are
Benin, Burkina Faso, Egypt, Ghana, Kenya, SenagalTainisia. The experience in some
African countries with community-based health imgwe schemes is particularly

noteworthy.

Figure A.1 illustrates the differences and similas among selected African countries in
coverage, access deficit and out-of-pocket spenddgrof-pocket expenses are generally
very high in the region, accounting for over 45 pent of total health expenditures in all

countries selected - and even for more than 6&eet in Ghana. Similarly, staff-related

access deficit at 60 per cent and above is hightfercountries selected; only Egypt

achieves a comparatively low percentage at 19 pat. cTotal formal coverage varies

between 0.2 per cent in Burkina Faso and almoseusal coverage in Tunisia, with Egypt

lying in the middle at 47 per cent.
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Source: Appendix I, table 2

According to an ILO study on Social Protection BExgi¢éure and Performance Reviews
(SPER) in Benin (ILO/STEP, 2006e; see also, Affosslmn Ouali et al., 2004), 6.21 per
cent of the country's active population benefiggrfran old-age pension and 0.5 per cent of
the country’s population has health-care coveragbld 1). Social security for salaried
workers in the semi-public and private sectors éaged by the National Social Security
Fund (CNSS). It covers old-age and invalidity pensj family benefits, occupational
accidents and illness, maternity, and survivorsidfigs.
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Table 1.

Benin has a multiplicity of insurance mechanismdealth protection, broadly falling into
three categories. First, there is a public, nortrélmmtory scheme covering about 33,000
state employees and their families, amountingrwat 200,000 people - or 2.95 per cent -
of the population. State employees are covere@@oper cent of their health-care costs
(except for pharmaceutical costs), old-age pendimms the National Retirement Fund of
Benin (FNRB) and family benefits.

Second, private sector schemes for workers indimadl labour market cover about 45,000
workers, adding up to about 270,000 beneficiars3,98 per cent of the population.
Social security for salaried workers in the sentdmuand private sectors is managed by
the CNSS. It is obligatory and covers old-age andilidity pensions, family benefits,
occupational accidents and iliness, maternity, angivors’ benefits.

Third, a number of workers in the informal econcang covered by theutuelles de santé

— mutual health organizations - that have been Idpirgy rapidly in Benin since 1994
when they were first established. These are gdwesatall in size (covering 200-100
beneficiaries, or about 10 per cent of the peapimmunities whermutuellesexist) and
offer membership at a low cost (between 100 and BOBA). Cost recovery in these
schemes is estimated at 45-55 per cent. Over laBhhmicro-insurance schemes have
been set up, covering an estimated 100,000 pedplese schemes are administered by
their members and are run on the basis of solidakitoreover, there is an umbrella
organization - thé&késeau Alliance Santé&hat provides technical assistance and financial
support to themutuelles (technical and financial management, claims prsiogs
organization of their General Assembly); it alsongva guarantee fund and a reinsurance
fund. Themutuellespay 10 per cent of the contributions raised far services of the
Réseau Alliance San(€hurchill, 2006).

Selected indicators of social health protection in Benin

Selected social health protection indicators Percentage
Total formal coverage as % of population 0.5
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 72
Total health expenditure as % of GDP 4.4
Out-of-pocket payments as % of total health expenditure 514
Out-of -pocket Payments as % of private health expenditure 79.3

Source: Appendix I, table 2.

Burkina Faso

Formal social security schemes in Burkina Faso (8T&EP, 2006e) cover less than 10 per
cent of the total population and are limited to-altk pensions, work accidents and
maternity. Total formal coverage in health is estied at 0.2 per cent; the staff-related
access deficit is very high, at 85 per cent, athéspercentage of OOP of total health
expenditure at 52.2 per cent (table 2).

Since the 1990s, new initiatives have emergeddwige social protection. These include:
mutuelles de santé, caisses de solidarité, systdmpsepaiement, assurance santé-crédit.
By 2003, over a hundred mutual health organizatiotisro-insurance and other schemes
were operating in the country. These initiativess @osely supervised and supported by the
State through the Direction for the Mutual Benégsociations within the Ministry of
Employment, Labour and Social Security.
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Table 2.

Egypt

In 2006, the Government launched a national campaiy social protection and risk
management that confirmed the role of micro-insoezend its approach to extend services
to the informal economy within the national strate@his strategy aimed to reform
existing mechanisms of formal social security t@iave their management. In addition,
strong support was provided to the micro-insurasatemes in order to increase coverage
rates through the implementation of pilot projdatsural and urban areas for farmers and
informal economy workers.

Selected indicators of social health protection in Burkina Faso

Selected social health protection indicators Percentage
Total formal coverage as % of population 0.2
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 85
Total health expenditure as % of GDP 5.6
Out-of -pocket payments as % of total health expenditure 522
Out-of-pocket Payments as % of private health expenditure 98.1

Source: Appendix I, table 2.

The health-care system in Egypt (Normand and Wet@0y) is mainly tax-funded and
publicly provided, with a small but long-establigheocial insurance sector and some
private funding and provision.

Some health protection coverage is available tonthele population through the public
system; however, total effective coverage is ab f&r cent of the population (table 3).
Social insurance provides for 8.4 per cent of theupation (ranging from only 3.4 per cent
in the area with the lowest coverage to 12.7 pericetie area with the highest coverage).

The benefit package covers primary care, outpatledgpital services, dental care,
pharmaceuticals, medical appliances, hospital eadk even evacuation for specialized
surgery. It does not generally cover dependents.

A mixture of public and private practitioners prdes the health services. Most outpatient
care services are dispensed by private practitioresrking in their own clinics in public
or private health facilities contracted by the abaisurance. Private providers are paid on
a fee-for-service basis - and this may partly antéor the high OOP payments of 53.5 per
cent of total health expenditure (table 3). Inp#tieare is mainly provided in hospitals
funded and owned by the Health Insurance OrgaoizkilO).

Social health insurance is funded by contributiohd per cent of earnings, of which the
employers pay 75 per cent and the employees 28quer Pensioners pay 1 per cent and
widows 2 per cent of their income. For governmentplyee contributions, the
government contributes 1.5 per cent and the emplOy® per cent. A ceiling on the level
of income used to calculate contributions and se@layments are employed for the use
of services. The Employment Injury Scheme, on themhand, subsidizes the HIO.

Benefits under social insurance are six to sevaedigreater than those offered by the
state health services. Half of HIO spending is @ditines, and around one third is on its
own facilities.
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Table 3.

Ghana

There are plans to extend the scheme to cover pmrepations, dependents and some
self-employed people, bringing coverage to aroung& cent. The main constraint is the
lack of administrative capacity to develop the sobén these more difficult areas.

Selected indicators of social health protection in Egypt

Selected social health protection indicators Percentage

Total formal coverage as % of population 47.6
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 19
Total health expenditure as % of GDP 5.8
Out-of-pocket payments as % of total health expenditure 53.5

Out-of-pocket payments as % of private health expenditure 93.2

Source: Appendix I, table 2.

Ghana's economy is predominantly agrarian, withcatjure dominating in terms of
employment, revenue and export earnings (ILO, 20062005 Ghana'’s real GDP growth
was both broad-based and robust, at 5.9 per cdw.2D05 budget deficit has been
estimated at 2 per cent of GDP. Total health experedas a percentage of GDP in 2003
was 4.5 per cent, and private out-of-pocket paymantounted for about 68 per cent of
this expenditure (table 4). Total health expenditper capita amounted to US$98. Ghana
is divided into ten regions with 110 decentralizistricts that constitute the lowest level
of political administration.

The National Health Service in Ghana was introduoe®57, a model that was based on
the British system. Entitlement to free health carel services from publicly owned
facilities were afforded to everyone; however, thgitlement proved to be unsustainable
as the country’s economic performance declined98b, co-payments were introduced to
prevent the disintegration of the publicly fundedvices, followed by the “cash-and-carry
system” in 1992. The employment of user fees gdigelienited access to health care,
served as a disincentive to the utilization of treahre facilities and excluded the poorest.
In the early 1990s, voluntary mutual health orgatiims (MHO) / community based
health insurance schemes (CBHI) were establishéu te help of international donors
and agencies to provide access and financial groteto those not covered by formal
schemes and those affected by the implementatiaiseaf charges. After almost a decade,
these schemes had proliferated and covered therlsegtions of the population.

Aware of the problems associated with the out-afiggd health financing system (“cash
and carry”) that excluded many of the poor fromessing health care, the Government of
Ghana decided to abolish this financing mechanischraplaced it with a national health
insurance scheme. The National Health Insuranceée®ygNHIS) was passed by the
Ghanaian Parliament in 2003 and came into effeédamember 2004. Its aim is to pool
risks, reduce individual burden and achieve beitifization rates, as patients do not have
to pay cash at the point of delivery. The NHIS’slde=d objective is to ensure that at least
50-60 per cent of Ghana's residents belong to ¢he hrealth insurance system within the
next five to ten years.

The system is coordinated and supervised by theaNdtHealth Insurance Council that
manages, inter alia, the National Health Insurdnhaed. The Fund receives the proceeds of
contributions from the Social Security and Natioh@durance Trust (2.5 per cent); the
health insurance levy (2.5 per cent); grants, donatand other sources; and voluntary
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contributions from the informal economy workergiie A.2). The contribution amounts
to 72,000 cedis per adult family member and 144 @dlis per family of five.

About 77 per cent is mobilized through the Natiddahlth Insurance levy and 23 per cent
by the Social Security and National Insurance Trlibe funds are subsequently allocated
to the district mutual health insurance schemesdfiar minimum health care benefits as
stipulated by the Act; reinsure district funds agdifluctuations in the cost of care;
subsidize costs of health care for the indigent; suppport programmes to improve access
to health services.

Despite its commitment and the measures it hasatedt, Ghana faces tremendous
challenges in extending social health protectiothé&informal economy and in rural areas.
Not only must it increase its coverage (at preseiy 18.7 percent) but it has to cope with
a staff deficit of 66 per cent; and its out-of—peickxpenditure accounts for 68 per cent of
total health expenditure (table 4). Aside from fioial constraints, there are insufficient
linkages between national and community-based nealte schemes.

Figure A.2. Ghana National Health Insurance sources of funds
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Ghana is progressively implementing specific measuo respond to these challenges
based on different strategies, reflecting and Imgidon distinct experiences to extend
social security. The establishment of the NHIS Wag in launching the strategy for

extension and interventions at provincial and disievels. The creation of fiscal space
through the approval of the National Health Insgerrund in 2005 will ensure the

scheme’s sustainability.

Furthermore, the Ghana Poverty Reduction Strat€RS) highlights the Government's
commitment to provide access to health care throkighmprovement of basic health care
for the poor. It sets out to bridge gaps in actedsealth, nutrition, and family planning

services; ensure sustainable financing arrangentbatsprotect the poor; and enhance
efficiency in service delivery (Ghana, 2003).
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Table 4. Selected indicators of social health protection in Ghana
Selected social health protection indicators Percentage
Total formal coverage as % of population 18.7
(State, social, private and mutual health insurance schemes)
Staff-related national access deficit as % of population 66
Total health expenditure as % of GDP 45
Out-of-pocket payments as % of total health expenditure 68.2
Out-of-pocket payments as % of private health expenditure 100
Source: Appendix II, Table 2.

Kenya
Historically, government revenues have financed yWe&1 health system
(WHO/GTZ/ILO/KfW/DFID, 2004). In 1966, Kenya was dhfirst country in Africa to
introduce compulsory health insurance. InitiallyJyosalaried workers were enrolled on a
mandatory basis, but the programme was expandettitde the self-employed in 1972.
More recently, organized groups and pensioners haga allowed to enrol on a voluntary
basis. Despite this progressive expansion, thensehwas only 1.5 million members, and 8
million dependents, i.e. covering about 25 per adrihe population as of February 2007
(table 15). Premiums are income-based and setpglyf ranging from KSh30 to 320 per
month for formal sector workers and KSh160 for infal economy workers and
pensioners. The scheme covers in-patient mediedsand most admissions for a fixed
number of days. However, OOP are also very commamounting to 50.6 per cent of total
health expenditure (table 5).
In 2004, legislation for the national social heaftsurance fund (NSHIF) was submitted to
Parliament. It was conceived as a compulsory imaigrascheme with solidarity-based,
income-related contributions, and aims to coverdht@ire population. The new scheme
will take over the infrastructure of the existingsiirance. The underlying aim of the
proposed reform is to achieve universal coveragkthns appropriate health care at an
affordable cost for all. By accrediting and remuatigrg private service providers, it should
also bring the public and private sectors underfvancing umbrella. However, the social
health insurance law has not yet been approveditasdtill an open question as to how
soon this might be achieved.
The existing National Hospital Insurance Fund (NKIBS the future carrier of the NSHIF,
has already made far-reaching improvements to thesmt system. These include the
accreditation of private and public providers ame introduction of financial incentives to
promote quality improvements.

Table 5. Selected indicators of social health protection in Kenya
Selected social health protection indicators Percentage
Total formal coverage as % of population 25
(State, social, private and mutual health insurance schemes)
Staff-related national access deficit as % of population 60
Total health expenditure as % of GDP 43
Out-of-pocket payments as % of total health expenditure 50.6
Out-of-pocket payments as % of private health expenditure 82.6
Source: Appendix I, table 2.
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Senegal

In Senegal (Asfaw, 2004; Wade, 2007), only someldZer cent of the population is

covered by statutory social security schemes, nasaaried staff from the private sector
as well as civil servants and their dependantsaRand informal economy workers

(70-80 per cent of the population) do not enjoy &md of organized social protection,

except for those who are members of mutual beasBbciations (health coverage). The
indigent population (representing 10-20 per centheftotal population) is also excluded
since social assistance programmes provide onlicscand erratic benefits. Moreover,

OOP as percentage of total health expendituretaaenah level of 55.5 per cent, and the
staff-related access deficit amounts to 88 per gktite population (table 6).

Extending social protection to the uncovered pdpatais a high priority for the
Senegalese Government and various initiatives lbaes taken at political level to this
end:

= In 2003, the National Commission on Social Dialw@@omité national du dialogue
social) was set up to develop a strategy to specificallgress issues on extending
social security.

m In April 2004, Senegal launched the Global Campagm Social Security and
Coverage for All.

m In December 2004, the transport operators’ tradmru (Syndicat National des
Travailleurs des Transports Routiers du Sénd§AITTRS)) included in its demands
the question of social protection.

m  Senegal also hosted the ILO Conference on “Organifor Decent Work in the
Informal Economy: The Way out of Poverty” in Dak@5-27 October 2005) that
brought together representatives from African tradiens to discuss the extension of
social security to the informal economy.

m  This priority has also been translated into the Agricultural Law adopted in June
2004 (Loi d’Orientation Agro-Sylvo Pastoraleyvhich specifies that the Government
should design and implement a social security sehmthe rural population which
represents more than 50 per cent of the countogalption (5 million people).

m  As part of its Poverty Reduction Strategy Pap&SP) process, Senegal has revised
its social protection strategy and policy to addresverage for the formal and
informal economy, notably the extension of sociatwity to those currently
excluded. The new National Social Protection Sgwte the third pillar of the PRSP,
which was presented and adopted at the World Bdnk&h Development Bank
regional meeting on PRSP (Tunis, July 2005). THeatlve is to increase the health
insurance coverage rate from 20 per cent of thal fdpulation to 50 per cent by
2015.

In line with these initiatives, various projectsnaid at extending social security to rural
and informal economy workers are being conductedet on a new type of scheme
including a centralized structure at the natioreadel and relying on community-based
sections (either area- or occupation-based) dotta level. However, extending coverage
to the population in the informal economy remairssgaificant challenge.
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Table 6.

Tunisia

Selected indicators of social health protection in Senegal

Selected social health protection indicators Percentage

Total formal coverage as % of population 11.7
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 88
Total health expenditure as % of GDP 51
Out-of -pocket payments as % of total health expenditure 55.5

Out-of -pocket payments as % of private health expenditure 95.3

Source: Appendix I, table 2.

Tunisia pursues an integrated health policy, forysin both demand-side and supply-side
policies as well as creating links between the theakctor and national economic
development plans. Overall, the state plays a mepte for the provision of health
infrastructure, specialized equipment, drugs, préve measures, training, research and
the provision of social health insurance. The Medalfrastructure in Tunisia is well
developed. 90% of Tunisians live within less thaknd of a basic health facility. The
number of doctors has increased steadily arriviragratio of 968 inhabitants per doctor in
2007. Tunisia has also invested in pharmaceutichlstries, producing 46% of its drugs.

The social health protection system in Tunisiaigked amongst the best of all developing
countries and Tunisia has achieved remarkable @ssgon several health indicators,
especially relating to communicable diseases anttrmal and child mortality. Child
mortality dropped from 51.2 per thousand in 1984184 per thousand in 2007. Life
expectancy at birth has increased from 68 to 74/@r dhe past two decades and
vaccination rates for children are at 100%. Overacial expenditures have risen from
44% to 56,2% of total government budget with healtipenditures growing sevenfold
over the same period. According to UN estimatesjidia is well on track to meet all
MDGs before 2015.

Since the end of the 1950s, two out of three Tanisi(Achouri, 2007; Asfaw, 2004) have
been insured under either public or private schethas offer social security to civil
servants and workers in the public sector (Natidtexision and Social Provision Fund or
CNRPS), as well as to those in private enterpr(Sexial Security Fund or CNSS). In
total, there are 12 different schemes in placegdbas different professional categories. In
addition, the Government provides free health-camices for the poor and low-income
population as well as for disabled persons in pullcilities run by the Ministry of Health,
so that Tunisia achieves a close-to-universal amesrrate (table 7). In addition, a
supportive regulatory framework has been createdffivate societies or public bodies
offering complementary private health insurancegh®r employees, covering the same
package as the public insurance.

In the 1990s, the Tunisian health insurance systared a series of problems and
difficulties regarding efficiency, quality, equitgnd satisfaction of stakeholders and users.
The burden of contribution payments of employersl @mployees was unequally
distributed - and OOP remains relatively high atl4ger cent of total health expenditure
(table 7).

The current health insurance reform (1994) purduesmajor goals: to harmonize the
benefits of the different health insurance regiraed introduce a sole mandatory health
insurance body, thé&aisse Nationale d’Assurance Malad{€NAM); and to create

optional complementary regimes to cover OOP thateadly remain uncovered. Reforms
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Table 7.

b.

undertaken are placing the citizen at the centdreanphasize the importance of national
and social dialogue and participatory processes.

At present the national debate is focusing on B|ueh as the coverage of the benefit
package, cost containment (including provider paymmethods), quality assurance,
management procedures, regulation and guidelines.

Selected indicators of social health protection in Tunisia
Selected social health protection indicators Percentage
Total formal coverage as % of population 99
(State, social, private and mutual health insurance schemes)
Staff-related national access deficit as % of population -
Total health expenditure as % of GDP 54
Out-of-pocket payments as % of total health expenditure 451
Out-of-pocket payments as % of private health expenditure 83
Source: Appendix I, table 2.

Asia

This section presents brief summaries of socialtingaotection systems in China, the

Republic of Korea, India, Indonesia, the Philipgirend Thailand. As can be seen in the
overview in figure A.3, the countries selected aeey different, as are their situations

concerning health protection. The Republic of Koesal Thailand mark examples of

countries that have achieved very good outcomeh witmparatively few resources;

indeed, both countries have achieved almost ural@mverage. However, OOP are - at
41.9 per cent of total health expenditure - rathiggh in the Republic of Korea, as

compared to 28.7 per cent in Thailand. In contr@ina and India have low levels of

coverage - 23.9 per cent and 5.7 per cent, respégtand they have high levels of OOP -
55.9 per cent and 72.9 per cent, respectively.fifjuees for the staff-related access deficit
show a rather diverse picture, ranging from 29geett in the Philippines to 76 per cent in
Indonesia.

Figure A.3. Comparison of selected countries in Asia
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China

China is enjoying impressive and sustained econgnuiwth (Tang et al., 2007; Hu, 2007;
Drouin and Thompson, 2006), and since the earl\0498e living conditions of the vast
majority of its population have improved signifitgn The world’'s most populated
country is currently experiencing major social ascbnomic changes, but the social
agenda is still incomplete since inequity in heakimains a major concern. Until the
1970s, China enjoyed a relatively well functionheglth system, with about 90 per cent of
the population covered by health insurance. Howesiace the 1980s both the quality of
health services and the proportion of the poputatisured have declined dramatically,
and health indicators have deteriorated accordirighe collapse of cooperative medical
schemes in rural areas and the crippling of thdiputisurance schemes have produced
serious problems in health financing and access.00pocket payments increased from
20 per cent in 1978 to 60 per cent in the early080@t the same time, public funding for
the health sector had been reduced while healterehfure has continued to rise.

In response to these developments, China has s8asfc health care services for all” as
one of the principle requirements for attaining tgeal of building a moderately
prosperous society in all respects. Health inswamud social assistance are therefore
expected to play an important role. This is onetla# underlying reasons for their
remarkable expansion over the last decade: théeuof persons having health insurance
cover rose from less than 150 million (about 12%tleé population) in 1997 to an
estimated 900 million (above 70% of the populatiotn007 The established national
objective is to achieve universal coverage for theialsurance by 2018

The Chinese public health insurance system consiigtsur principle schemes, namely Hl
for civil servants and those with similar statug,fét urban working population, HI for
urban economically inactive residents (HIUR) and thew Rural Cooperative Medical
Care (NRCM) for the rural population. The first twan be traced back to the 1950s
despite a series of restructuring they have expeeig over the time, whilst the last two are
more recent initiatives, being only launched in 2@Md 2007 respectively. Both have a
heavily charged task to accomplish: To cover 780-8llion and 220-300 million under
NRCM and HIUR respectively by 2018.As far as the 2003-launched NRCM is
concerned, it operated in 2448 counties or 85.58%he total with 726 million people
insured at the end of September 2067Among other factors, this extension can be

1 Estimates made by A.HU based on China StatisticedrlVooks from 1998 to 2006, China
Labour Statistical Yearbook 2001, various Governrserperiodical bulletins and media
information.

12 Decision on further improving the rural health jhinmade by the Central Committee of the
Party and the State Council, (Circular No. 13 (200tice of the Cabinet of the State Council on
the Guidelines for setting up the New Rural CoopegaMedical Care formulated by the MOH and
other responsible ministries, Circular No. 3 (20038hen, Zhu (Minister of MOH). Speech at a
Press Conference on the latest development of gve Rural Cooperative Medical Care, held on 5
September 2007 in Beijing; Guidelines on pilotirtte ta health insurance scheme for urban
economically inactive residents issued by the S@aancil (Circular No. 20 (2007); Hu, X (Vice
Minister of MOLSS), speech at the Press Conferaemite regard to the new health insurance
scheme for urban economically inactive residergkj bn 15 August 2007 in Beijing.

3 These are estimates made by various governmenpariieents and academic people, as no
accurate statistics are available due to many eausech as rural-to-city migration and Huko
registration systems.

14 See http://news.xinhuanet.com/politics/2007-12/hfeot_7264119.htm
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attributed to the firm determination and commitmehthe Government with a high share
of direct. This is expected to apply to the HIUR.to

In parallel with health insurance mechanisms, $asaistance is also assuming a more
active role for achieving the goal of basic healtine services for all: not only providing

basic income, housing, education, etc., to low4neofamilies, but also health care

assistance. In contrast with that, private healtbuiance and other types of health
protection are still under-developed in the counigsuming rather a marginal and
complementary role. However, a multi-pillar heaptfotection system including a more

enhanced component of private insurance has begésiared for the future.

Table 8. Selected indicators of social health protection in China

Selected social health protection indicators Percentage
Total formal coverage as % of population 239
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 34
Total health expenditure as % of GDP 5.6
Out-of-pocket payments as % of total health expenditure 55.9
Out-of-pocket payments as % of private health expenditure 87.6

Source: Appendix I, table 1.

Republic of Korea

The Republic of Korea (Kwon, 2002; Yang and Hod07; and comments from the

Ministry of Labour of the Republic of Korea) is antstanding example of the successful
introduction of a universal health insurance sysf{esaching coverage rates of 100 per
cent, see table 19). This system was started iglpassing of the Health Insurance Act in
December 1963. It took just 26 years from that datehe Republic of Korea to achieve

universal insurance coverage. It is important ttertbat the country’s GDP per capita in
real terms in 1963 was still under US $ 1,600 ydwlo-thirds that of the Philippines and

around the same level as Mozambique, Niger, Srkdaand Cameroon.

For the first 14 years after the Health Insurance fad been introduced, there was more
emphasis on building functional structures thanvigliog coverage for a significant
proportion of the population. Under the strong steighip of President Park Jung-Hee, the
introduction of a compulsory health insurance beigat®77. The Employee Scheme was
the first social insurance programme, which wasaly compulsory for companies with
more than 500 staff. This later expanded to smditers of 300, 100 and finally 16
employees. Social health insurance (SHI) schenresiVid servants and educational staff
started in 1981 and became important promoterstehding social protection. When the
uncovered population became aware of the substafitiancial protection benefits
provided by the existing schemes, the motivatiopito SHI increased significantly.

The Korean Government introduced and expanded #tiemal Health Insurance system to
address social disparities arising from governnagntlarge companies-driven rapid
industrial development and to fulfil the growingalth care needs of the public due to
increased level of income. This system ranked W&yl on the political agenda for many
years. Enrolment in social welfare programmes wesndral issue in the 1988 presidential
election campaign. Mr. Noh Tae-woo, the then caatgiadf the ruling party, promised to
cover the self-employed by the SHI scheme by 19%ut-contribution collection from
informal sector beneficiaries with irregular incamemained a major hurdle to overcome.
However, this goal was reached a full two yearoteethe actual target date and, since
1989, health insurance has been compulsory forgadups within the population.
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Table 9.

India

Certainly, the burgeoning economic developmenhélate 1980s played a substantial part
in the rapid expansion of the country's social gcaystems.

The SHI health system was encumbered with manylgmy mainly regarding fairness
and efficiency of financing. For many years, betiafies had to assume high co-payments
and co-insurance rates, and a series of benefite wrpressly excluded from SHI
coverage. The share of out-of-pocket payments liiegdevels of above 40 per cent of
total health expenditure, see table 9) was an itapbcause of the low level of equity in
insurance financing and proved to be highly regvessA lack of horizontal equity and
chronic shortages of funding finally led recentiythhe standardization of health insurance
and the implementation of a single-payer system.

Selected indicators of social health protection in the Republic of Korea

Selected social health protection indicators Percentage

Total formal coverage as % of population 100
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population
Total health expenditure as % of GDP 5.6
Out-of-pocket payments as % of total health expenditure 41.9

Out-of-pocket payments as % of private health expenditure 82.8

Source: Appendix I, table 2.

The Indian health-care sector is growing rapidigllolving on the country’s general
economic and social development (Gupta, 2007; IRO03b; van Ginneken, 2000).
However, at just one per cent, the share of GNRtgpehealth care remains very low.

All health financing mechanisms coexist in IndiaO® constitutes the main form of

financing (above 72 per cent of total health exjieing, see table 10). Social health
protection is available through social health iaswwe, such as the Employees’ State
Insurance Scheme (ESIS) which was promulgated 48 Ehd provides for compulsory

coverage of government employees and staff in fargempanies. The Central

Government Health Scheme (CGHS), started in 1948viges comprehensive medical

care facilities to the central government employdesluding pensioners and their

families. There are also employer-based scheméasmtany (commercial) health insurance
and community health insurance.

Despite the Government’s initiatives to supportlteimsurance schemes, only some 5 per
cent of the population is enrolled for health irmwge (table 10). Indeed, the majority of
the population cannot afford premium and contritugpayments.

Shortfalls in provision, high contributions, drastto-payments and poor quality of
providers have led to the emergence of micro-instgaschemes in rural areas, as well as
in major cities. Micro-insurers often purchase prcid from state insurance companies.
For the population in the informal economy, coverad outpatient services, medicines
and the indirect costs of illness (e.g. transpagts and loss of earnings) are crucial.
Against this background, some community-based aochnwercial health insurance
schemes offer related benefits.
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Table 10.

Indonesia

Table 11.

Selected indicators of social health protection in India

Selected social health protection indicators Percentage
Total formal coverage as % of population 5.7
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 56
Total health expenditure as % of GDP 48
Out-of pocket payments as % of total health expenditure 729
Out-of-pocket payments as % of private health expenditure 97

Source: Appendix I, table 2.

In 1992, Indonesia reformed its compulsory sociaalth insurance scheme for civil
servants to include their dependants (spousespatmtwo children under 21 years of age)
and introduced a social health insurance schemeriwate sector employees (WHO,
2005, pp. 17-19). The contribution of the publibeme(PT Askesas set at 2 per cent
and was solely shouldered by civil servants ur@d2 when a government contribution of
0.5 per cent of basic salary was introduced. Theritution of the private sector scheme
(PT Jamsostekis set at 3 per cent of the salaries for singlé @rper cent for married
employees, to be paid by the employers without eyga contribution. The private sector
scheme is compulsory for employers with 10 or nerployees. However, it is estimated
that only 10 per cent of these enterprises arereavky the scheme since employers can
be exempted if they provide better health benédids those offered by the scheme.

In the 1970s, th®ana Sehaprogramme encouraged the building up of commuiétsed
risk-sharing schemes. In 1992, the Ministry of Heahtroduced a nation-wide ‘Managed
Health Care Scheme’ callethminan Pemeliharam Kesehatan MasyuarakdtKM) to
provide health benefits in the form of paymentdhéalth care providers on a capitation
basis. By 2002, the scheme had licensed 24 hewathrance carriers and covered around
one million people. After the economic crisis i tlate 1990s, a nation-wide Social Safety
Net Programme was set up to reduce the financialdouof the poor by subsidizing health
care, reaching an estimated 12 million people sBiemes combined, the coverage rate of
Indonesia is 54.6 per cent (table 11).

Recent developments include the President’s iniéah 2002 to restructure existing social
health insurance schemes to create a system afrombienefits for all under a National
Social Security System. The National Social SegBitl, endorsed in September 2004,
covers social health insurance as part of soc@lrgg measures and is expected to lay the
foundation for universal coverage in Indonesia.

Selected indicators of social health protection in Indonesia

Selected social health protection indicators Percentage
Total formal coverage as % of population 54.6
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 76
Total health expenditure as % of GDP 3.1
Out-of-pocket payments as % of total health expenditure 47.6
Out-of-pocket payments as % of private health expenditure 74.3

Source: Appendix I, table 2.
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Philippines

The original Medicare Programme launched in 196thé Philippines (WHO, 2005, pp.
26-28) made health insurance mandatory for salasiedkers under the separate social
security systems for the public and for the privaeetor. Dependants were covered,
entitlement was continued on retirement, and warkerthe informal economy and the
self-employed could join the scheme voluntarilyn€ibution rates were set at 2.5 per cent
of salary, shared equally between the employereamgloyee with low ceilings. However,
benefits were limited to inpatient hospital treamtn@nd the total amount of reimbursement
was less then 50 per cent of the hospital chatgeseover, the system was plagued by
fraud and non-compliance, with OOP reaching lev#ls44 per cent of total health
expenditure (table 12). Private investors set ugthemaintenance organizations, which
offered pre-payment plans linked to the use of fijpguroviders. Despite the substantially
higher premiums, these plans became an attradtemnative for those who could afford
it. Alongside, NGOs began to organize communityeldlakealth insurance schemes on a
non-profit basis.

In 1995, the Government passed the National Hdaklirance Act that replaced the
previous scheme with the National Health Insurafmegramme, administered by
PhilHealth. The Act set the target of achieving universal cage within 15 years and
recognized the role of the community-based schémesaching this goal. The programme
also established user fees and provided for swgssidr the indigent and poorest families.
The scheme included ambulatory care benefits amdduced standards and regulations
for the accreditation of health facilities. Implemt@tion of the programme has come up
against the challenges of non-compliance, undedifighand high administrative costs as a
consequence of the search for appropriate targetechanisms.

Since its implementatiorPhilHealth has introduced five programmes: the individually
paying program; the employed sector program; tltenspred program; the non-paying
program; and the overseas workers’ program. Thevithehlly paying program is
PhilHealth’'s approach towards extending health service coveragdhe informal
economy. It is a voluntary program that coversfteelance professionals and those not
eligible for the employed or indigent program. Tmual contribution of every member is
US$ 24. The adoption of the organized group enrotri€aSAPI) is a recent intervention
employed byPhilHealthto increase membership in this programme.

Another programme designed to reach the vulnersibgroups of the population is the
“indigent program”, initiated by local governmennits. These units participate in the
programme’s implementation by identifying the irehgs among their constituents in the
locality. The central and specific local governnsesponsor the indigents’ premium. To
ensure stability from political issues, legislatidevelopments are underway for more
sustainable funding - among which is the earmarkihg portion of additional revenues
(2.5 per cent) resulting from an increase in “sixes”.

Table 12.  Selected indicators of social health protection in the Philippines
Selected social health protection indicators Percentage
Total formal coverage as % of population 58
(State, social, private and mutual health insurance schemes)
Staff-related national access deficit as % of population
Total health expenditure as % of GDP 29
Out-of-pocket payments as % of total health expenditure 3.2
Out-of-pocket payments as % of private health expenditure 44
Source: Appendix I, table 2.
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Thailand *®

The Thai health care coverage consists mainly iifettschemes: fringe benefit schemes;
health insurance under the social security schearmabthe universal health care scheme
(WHO, 2005; ILO, 2004c).

The fringe benefit schemes consist of the Civivaat Medical Benefit Scheme (CSMBS)
and the State Enterprises Medical Benefit scherB8MES covers government employees,
pensioners, and dependents (spouse, parents, mettham 3 children under 20 years of
age). The State Enterprise Medical Benefit Scheomethe other hand, covers state
enterprise employees and their dependents. Tddaaxtension of coverage to private
formal economy workers, the Social Security Act wamplemented in 1991, thereby
creating the Social Security Health Insurance (S&@)itially provided health protection
for establishments with 20 or more workers. In 2642 coverage was enlarged to include
enterprises with at least one employee.

Further, in 2001, Thailand took a historical stepvdrds achieving full population
coverage in health care by introducing a univehnsalth-care scheme called "UC scheme"
(also commonly known as the "30 Baht" scheme). Sdieme offers any Thai citizen, who
is not affiliated either to the SSO scheme or tI8MBS, full access to health services
provided by designated district-based networksro¥iplers (consisting of health centres,
district hospitals and cooperating provincial htesg).

Thailand's national health-care financing systesitha following coverage:

m the SSO scheme covering at present about 7.4omidlard holders who are eligible
for health-care benefits;

m the non-contributory civil servants’ medical beéhefcheme (CSMBS) covering
roughly 7 million eligible people (some 3 millionvid servants, as well as about 4
million eligible dependants, i.e. children, spouaed parents);

m the UC scheme with a registered total membershiBd million; UC beneficiaries
fall into two groups: 24.3 million beneficiaries wlare exempted from a co-payment
of 30 Baht (US$0.75) per episode (or UCE), and 23lRon beneficiaries who must
contribute a co-payment of 30 Baht at point of Eer¢or UCP);

m a self-payer/non-covered group (i.e. people inatemareas) of about 3 million
people,

= voluntary private health insurance covering al®utillion people (Surasinangsang,
2004).

As of 2006, the overall health insurance coverag€hailand accounted for 97.8 per cent
of the population. Of this figure, 75.3 per cenhsisted of UC coverage and 22.5 per cent
of SSO and CSMBS coverage (Jongudosmsuk, 2006)lahtdss pluralistic approach has
therefore succeeded in achieving near-universareme. Table 13 summarizes the scope
of the major schemes:

5 Comments of the Ministry of Labour of Thailand dwe iLO strategy paper, based on the report:
Sustainability and effectiveness of health careivdgl: National experiences of Thailand
(New Delhi, ISSA, 2003).
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Table 13.

Thailand’s social health protection mechanisms

Characteristics Social security scheme CSMBS UC/ 30- Baht scheme
Membership Private employees Government employees,  Self employed and those
public sector workers and  not covered by CSMBS and
their dependents SSS
Type Compulsory and Contributory Fringe benefit Compulsory
Financing source Contribution for sickness, General taxes General taxes except for
maternity, invalidity and death the patients’ co-payment of
is 1.5% from employers, 30 Baht
employees and the government.
Total contribution is 4.5% of
employee’s wages
For sickness benefits (in kind and
in cash) the insured pays
3 months contribution within
the last 15 months.
Authority Social Security Office Ministry of Finance National Health Security
Office (NHSO)
Provider payment Capitation Fee-for-service Global budget and
mechanism capitation
Benefits Includes: medical benefits Includes ambulatory and ~ Comprehensive package

for non-work related illness
or injuries, maternity benefits,
invalidity and death benefits

For sickness benefits, after
paying the contribution, then
will receive medical care free
of charge at a registered
hospital and cash benefit

inpatient care at public
hospitals with minimum
co-payments, inpatient
care at private hospitals
with more than 50%
co-payments, and
reimbursement for
medicine prescription in
case of outpatient care.

includes

Curative and rehabilitative
care and health promotion
and disease prevention
benefits

(50% of wages) for a maximum
of 90 days each time and not
more than 180 days each year.

Member is free to choose
a provider

Access to a provider ~ Through a contracted hospital
(public, university, military and
private hospitals) or its network;
with registration requirement;
Member is free to choose a

provider

Through contracted units
(primary care (CUP),
subcontractors of CUP,
secondary care (CUS) or
tertiary care (CUT) and
super tertiary care); with
registration requirement

Focusing on the most recent scheme established)@e80 Baht scheme sets a specific
legal entitlement for all people to access headttvises. This scheme virtually abolishes
all financial barriers to access as co-paymentsienal and the needy are even exempted
from them. That entitlement is backed up by a nkecation mechanism for public sector
health-care resources, i.e. the capitation paynwemich should ensure that all provider
networks receive a fixed budget for each persomttom they provide care. In its present
state the UC scheme is a variant of a nationaltinealrvice type of health-care financing
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Table 14.

system that combines insurance elements (througdd kenefit entittements) and public
service elements (through general revenue finahcing

In theory, the UC scheme at present enables mare 70 per cent of the population to
have access to health care. The proportion of dplption it caters to is likely to be
smaller, as not all people eligible and/or holdig cards actually take up the service. The
2003 Health and Welfare Survey conducted by the Wasional Statistical Office (NSO)
showed that only about 57 per cent of registerechinees used the outpatient care services
in public health centres and hospitals, and 8kcpet used the inpatient care services. Both
services are offered by the scheme. The up-takevates greatly according to income
groups and is significantly higher in the loweranee groups. It appears that about one-
third of the population in higher-income groupsdda use the UC scheme as a fallback
solution.

In terms of government spending on health caris, dtbvious that the change to the UC
system in 2001 has increased investment in heal dhe actual amount is difficult to
determine, as the counterfactual (i.e. governmpeending on health in the absence of the
new UC scheme) is obviously unknown. But from theréase in the spending level
between 2000 and 2003, it may be concluded thaadktional cost of the scheme is in
the order of 25 billion Baht per annum. That ordérmagnitude is confirmed by the
International Health Policy Program (IHPP) estirsabé the extent of household savings
of out-of-pocket health expenditure. The amount wstsmated at around 10-13 billion
Baht for all households that were newly coveredh®yUC third-party arrangement. Due
to the differential take-up rates by income strita is a substantial income transfer to the
lower-income households and confirms the Minisfriealth’s assessment that the reform
has had significant pro-poor effects.

The scheme did not have the earmarked resourceswimioh it could rely during the first
years of existence and its resource base had ter@gotiated in an annual government
budgeting process. From the point of view of loagvt scheme sustainability, it was in the
interest of the UC scheme to shrink as much asilgedsy conceding “market share” to
the other two or three schemes. At the same tineedmed logical to try and establish
earmarked income sources that would be protectamhstgannual budgetary competition.
This was done in 2005, when a certain proportiotheftaxes on tobacco and alcohol were
earmarked for the financing of the UC scheme - tirlping to safeguard the resources for
health care of the economically weakest sectionshef population in times of fiscal
difficulties. However, the financial situation die¢ UC schemes can only be stabilized in
the long run if it constantly shrinks at the expeogother players. The most effective way
to reduce government expenditure is through thensibn of social security (SSO)
coverage.

Selected indicators of social health protection in Thailand

Selected social health protection indicators Percentage

Total formal coverage as % of population 97.7
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population

Total health expenditure as % of GDP 3.3
Out-of-pocket payments as % of total health expenditure 28.7
Out-of-pocket payments as % of private health expenditure 74.8

Source: Appendix I, table 2.
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C. Europe

Albania

Country experiences covered in this region (Gantke| et.al., 2002; Nuri, 2002; Holley
et al., 2004; Meimanaliev et al., 2005; Ahmedowalet2007) include Albania, Belarus and
Georgia. Generally, countries that were under tifleience of the Soviet Union at some
point in their history inherited a highly centrad: system on the lines of the Semashko
model - characterized by government revenue fimghmechanisms and almost complete
public ownership. Planning, organization, contnodl aesource allocation were undertaken
in Moscow, leaving local authorities with admingtve tasks according to pre-determined
plans. In theory, health care was free but undettdble-payments were very common.
Hospitals dominated the delivery system with pafaystems under various ministries.

After the collapse of the Soviet Union, countriagthe region embarked upon designing
new health strategies and health system refornesy d@tfered in the extent to which they
managed to contain costs and the degree to wheghdécentralized their health systems,
with Georgia having decentralized the most and lBsléhe least.

Out-of-pocket payments are widespread in the Idnewme countries of the region and

constitute a serious barrier to access health s3viOOP as percentage of total health
expenditure is as high as 74.4 per cent in Ge@gth58.2 per cent in Albania. Although

many countries achieve legally universal coveragg, through mandatory state medical
insurance or tax-financed national health systesffgctive access to health services
remains a major challenge for many countries irréggon.

Albania (Nuri, 2002) was also part of tBemashkaystem during its brief period under

Soviet influence. It's very centralized health systwas continued even after its break
with the Soviet Union. The Ministry of Health regtéd, managed and organized the
health sector, and provided all health servicesviery district until the early 1990s. Staff

at the local level had no discretion to improveviess - for instance by reallocating staff.

Administrative reforms in 1993 introduced decerntetion measures, shifting some

authority to the 12 newly created prefectures, esclvhich comprised on average three
districts. Responsibility for running and maintaigirural primary health care facilities has
now largely devolved to the local governments.

A comprehensive health sector strategy has stiletamplemented - but proposals for the
strategy envisage a further restructuring of thetred institutions. However, for the time
being, the Ministry of Health remains the majordanand provider of health services in
Albania, owning most health services and devotimgtof its time to their administration
rather than policy and planning.

Social health insurance, organized by the Healhrence Institute (HII), was introduced
in Albania in 1995 as a national statutory fund.séof the unwaged (children, women
who work at home and the elderly) were automaticatlvered by the state budget. By
1999, about 40 per cent of the active workforceemepvered. Coverage remains low,
especially in rural areas, because people areypoddrmed about the scheme, are unable
to pay the contribution and enrolment does not seeconfer any advantage; the scheme
covers limited services and doctors treat all pasiewithout discrimination, although
benefits are legally limited to members of the sche

Contribution rates are set at 3.5 per cent of wageld equally between employers and
employees. The self-employed contribute betweere3gent and 7 per cent of their
incomes, depending on whether they live in ruralrtyan areas. Lower rates have been set
for private farmers, amongst whom the coveragerateins particularly low (4 per cent).
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Table 15.

Belarus

Initially, the HIl was responsible for financing lgrthe salaries of primary health care
doctors and essential pharmaceuticals. Howevertspdre being undertaken to extend this
financing to all primary health care expenditurestie Tirana Prefecture, including

salaries of nurses and other personnel, as wahesecurrent costs for these services.
Despite some resistance, the HIl is expected tmrhecthe primary funder of health

services in Albania.

In addition to health insurance contributions aadal co-payments set at a low level,
under the-table-payments are widespread in Albamitthough it is difficult to estimate
their magnitude. OOP represent 58.2 percent of twtalth expenditure (table 15). A
survey conducted in 2000 reported that 87 per oémespondents admitted to having
tipped a doctor or a nurse. It is generally pem@ithat such payment is necessary to get
proper treatment, or any treatment at all.

Selected indicators of social health protection in Albania

Selected social health protection indicators Percentage

Total formal coverage as % of population
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population

Total health expenditure as % of GDP 6.5
Out-of-pocket payments as % of total health expenditure 58.2
Out-of-pocket payments as % of private health expenditure 99.8

Source: Appendix I, table 2.

The whole population of Belarus (Arnaudova, 2006)kntitled to free health services
financed through general taxation. After 1989, ptyowas set on the continuation of the
inherited Soviet system and the health system tbomined highly centralized. Primary
care is widely available through a network of Healbsts and health stations in rural areas
and through polyclinics in urban settings. Excegsacity for secondary and tertiary care is
common and facilities are publicly owned.

Legislation to introduce insurance schemes witlieav\to generating additional resources
failed to get parliamentary support in 1992 and6l99. Taxation is therefore expected to
constitute the major source of financing for theeeeable future. Resources are difficult
to estimate since nine ministries and many entsgpriun parallel health services and no
formal arrangements for hospital charges or coastish exist. Overall, the system is
challenged by inefficiencies and ineffectivenes&als been very difficult to contain costs
and ensure quality of services in the health sysempecially due to the excessive number
of health personnel, the heavy emphasis on hosptad the absence of a defined benefit
package. The number of physicians and nurses isad861,166 per 100,000 inhabitants,
respectively, compared to a regional average of @asicians and 779 nurses in the
EU 25; the number of hospitals and hospital bedsughly twice the EU 25 average. This
excess capacity is also reflected in the staffteelaational access deficit data listed as 0 in
table 16.

Despite these figures, indicators of people’s thestiitus have been declining over the past
decade and the healthy life expectancy for malelssramongst the lowest in the region.

The most urgent need for reform in Belarus consit®nsuring that more rational use is
made of its resources, e.g. by restructuring iepattare so that medical care is delivered
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Table 16.

Georgia

at the appropriate level and by better coordinathwy different government bodies and
institutions active in the health sector.

Selected indicators of social health protection in Belarus

Selected social health protection indicators Percentage
Total formal coverage as % of population 100
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 0
Total health expenditure as % of GDP 3.6
Out-of-pocket payments as % of total health expenditure 232
Out-of-pocket payments as % of private health expenditure 96.8

Source: Appendix I, table 2.

In 1995, the Government of Georgia initiated a thepblicy reform plan and established
the State Committee for Regulating Social Policy its implementation (Gamkrelidze,
2002). The Committee, made up of representativas filifferent sectors of government
and business, reports to the President and guidddinistry of Labour, Health and Social
Affairs (MoLHSA). The Government also decided taontianuch of its decision-making
power, as well as responsibility for funding, over 12 Regional Health Departments
(RHDs). The RHDs report to the MoLHSA and monitascdl activities. The
decentralization process also made most healthpravéders financially and managerially
autonomous from MoLHSA control. In addition, a langumber of polyclinics, hospitals,
dental clinics and pharmacies have been privatitred000, MoLHSA developed a long-
term strategic plan (2000-09), which reiteratedet¢@lization as a key element of the
reform process to improve responsiveness and efiogi.

The 1997 Law on Medical Insurance introduced aestatmpulsory medical insurance
programme and set up the State Medical Insuranecep@oy (SMIC) to run it. Private

health insurance companies (seven companies exist@d01) offer insurance that is
supplementary to the compulsory state insuranamoter extra costs. The SMIC has 12
regional branches in addition to its headquarterthé capital. It is publicly owned and
collects mandatory premiums from the populatiopét cent of salary) and employers (3
per cent of salary) to finance the Basic Benefitkdge (BBP) through contracts with
health care providers. By 1999, nearly 700 healtle providers were carrying out work on
1,300 contracts.

The BBP initially consisted of nine federal (stade)d five compulsory municipal health
programmes but has gradually expanded to 28 fedehl8 municipal programmes. This
expansion has not, however, been accompanied byr@sponding increase in funding; in
fact government expenditure on health as a pergentd GDP declined dramatically
throughout the 1990s. While the programmes outlineder the BBP appear to be wide-
ranging, their content is fairly limited. Servicegluded under the state BBP are free-of-
charge. Co-payments have been formalized for thaipal programmes provided under
the BBP. Direct fees-for-service must be paid fbother health services at set rates. OOP
amounts to 74.7 per cent of total health expengli{table 17). A large number of people
(estimated at up to 30 per cent of the populatian® deterred from seeking medical
services due to the high level of out-of-pocketmpeamts charged. Others delay their visits
to health care providers. Nearly 22 per cent oividdals with health problems do not see
a health provider because of their inability to pay
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Table 17.  Selected indicators of social health protection in Georgia
Selected social health protection indicators Percentage
Total formal coverage as % of population 55
(State, social, private and mutual health insurance schemes)
Staff-related national access deficit as % of population -
Total health expenditure as % of GDP 4.0
Out-of-pocket payments as % of total health expenditure 4.7
Out-of-pocket payments as % of private health expenditure 98.2
Source: Appendix I, table 2.

d. Latin America

During the late 1990s and early 2000s, many coestim the Latin American region
embarked upon a major reform of their public seatogeneral and the health sector in
particular. Some of these reforms were motivatedablgieving the MDGs, and some
inspired by the Chilean experimentation with priziaiy public services - especially with
respect to old-age security and health. The casdiest presented here describe the
situation of a number of countries that are conmpzaety well off in the region, like Chile
and Costa Rica, and poorer countries such as Ecuwaub Colombia. The comparison
shows that Chile and Costa Rica are achieving bettteomes, reaching almost universal
coverage and keeping OOP relatively low at aroulg& cent. Ecuador and Peru are in
the process of extending coverage, scoring aboyeei70ent; but in Colombia, coverage at
31.1 per cent is quite low for the region. Howevdgh OOP, especially in the case of
Ecuador (54.1 per cent), indicate that barrieradoess remain high, especially for the
poor. Given Chile’s overall economic performante staff-related access deficit of 46 per
cent is rather high compared to the other counimig¢ise region (figure A.4).

Figure A.4. Comparison of selected countries in Latin America
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In 1981, Chile's health-care system (Holst et @04 drew widespread attention because it
became one of the first market-oriented modelstmduce private health insurance funds
aimed at achieving efficiency gains and overconfintilenecks in provision and funding.

Twenty-five years later, the coexistence of pubbcial health insurance and several for-
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Table 18.

Colombia

profit private health insurance companies assuneg&rsal coverage (96 per cent, see table
18). However, the Chilean health system still faglegrtcomings in terms of equity and
fair financing and is challenged by risk selectidhe staff-related access deficit of 46 per
cent is comparatively high.

The National Health Fund (FONASA) currently covergo out of three Chileans,
including 3 million people considered to be verppo

Chile has achieved universal health protection @y by combining, in a single-payer
system, a Bismarck-type contribution system wittaafinanced health system covering
the poor.

m  Employees in the formal sector and some self-epgplopay income-related
contributions for a comprehensive benefit packdgdigents are covered by the
public health insurance fund, FONSAS, which recgisebstantial subsidies for this
purpose from general taxation.

m  Exempted enrolees are not entitled to claim favgpe health services as other
beneficiaries may do for paying high co-paymentawelver, as affiliation to
FONASA is free-of-charge, they are protected fraszidmination and stigmatization
when receiving health care at public providers.

Selected indicators of social health protection in Chile

Selected social health protection indicators Percentage

Total formal coverage as % of population 96
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 46
Total health expenditure as % of GDP 6.1
Out-of-pocket payments as % of total health expenditure 23.7

Out-of-pocket payments as % of private health expenditure 46.2

Source: Appendix I, table 2.

Before the Colombian health sector reform of 19€astano and Zambrano, 2005),
employment-based social health insurance schemeerezb about one-third of the
population. Formal sector workers were compulsoegityolled in closed pools and paid
mandatory contributions. While the largest fund thstituto de Seguridad Social (ISS),
covered private sector workers, public sector warkeere enrolled in funds restricted to
state-owned enterprises, public universities oregoment units. Besides two large public
sector funds (Cajanal, for central government eygsds, and Caprecom, for workers in
the state-owned telecommunications, television postal enterprises), the overall risk
pool was divided into more than a thousand smallesimsurance schemes.

The 1993 reform was inspired by the fundamentahgba that Chile had applied to its
health system 12 years earlier. However, Colombiaed to avoid the obvious undesired
effects that were becoming more and more evider@hile. By creating a contributory

system for all formal sector workers and employ#es,previously existing monopolistic

funds were exposed to a sort of managed competisimee new insurance companies
were allowed to enter the market and citizens Haal right to choose their insurer
according to their own preference. Financing wasebtlaon mandatory payroll

contributions of 12 per cent of the salary (emptd/@er cent, employee 4 per cent).
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Table 19.

Costa Rica

In order to avoid market failure and inefficientngoetitive behaviour by health insurers
(most of them were private, and some for-profif)Janbians tried to implement effective
regulation. In order to prevent competition on esiccontributions within the contributory
scheme were pooled in a single equalization furtdchvthen allocated insurers a risk-
adjusted community-rated premium for each enroledindd by age, gender and
geographic location (urban/rural). Thus, enrolesid pccording to their ability to pay, but
insurers receive contributions according to theividdal risk of the insured persons.
Furthermore, a standardized benefit package defimovered/excluded services and
qualifying periods for full coverage and co-paymeaties was established; insurers are
now mandated to contract all applicants; enrolmentompulsory for all registered
workers; and full portability of benefits is guateed.

With regard to the challenge of extending socialtieprotection beyond formal sector
employees and workers, the creation of a subsidistem alongside the contributory
scheme is especially worth mentioning. Citizenskilag financial means to pay
contributions are required to register with the Awistrator of the Subsidized System
(ARS). However, the number of poor and indigentpbecaaffiliated to the subsidized
scheme still remains below expectations, as daesvhrall coverage rate of 31.3 per cent
(table 19).

To improve the targeting of the needy and the pGotpmbia has developed a Beneficiary
Identification System (SISBEN) based on comprehensgjuestionnaires and individual

contacts by social workers. Entitlement to the gilibsd system is conditioned on an

adequate SISBEN qualification. Financing of thessdized scheme relies on tax revenue
and on the solidarity contribution of the bettef who pay 13 per cent instead of 12 per
cent for health insurance - the additional 1 part centribution being designated to

subsidize the poor. The benefit package coverethdysolidarity scheme is more limited

than the comprehensive one of the contributoryesystthe main advantage for its

beneficiaries lies in co-payment exemptions at igutetalth-care providers.

Selected indicators of social health protection in Colombia

Selected social health protection indicators Percentage
Total formal coverage as % of population 31.3
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 40
Total health expenditure as % of GDP 2.0
Out-of-pocket payments as % of total health expenditure 35.8
Out-of-pocket payments as % of private health expenditure 100

Source: Appendix I, table 2.

The health sector in Costa Rica (Weber and Norm2d7) is mainly funded by social
insurance, with preventive services provided byNtieistry of Health. The Costa Rican
Social Security Fund (CCSS) was created in theyeB®H0s to administer the social
security insurance system. The system has beenswegessful in improving the health
status of the population. Costa Rica's health atdis resemble those of Europe, the
United States and Canada, rather than those gbnexiibited by countries with similar
per capita incomes (US$1,750). Population covefageexpanded and access to CCSS
health services is now more or less universal, eviilit-of-pocket payments are at a
relatively low level of 18.8 per cent of total higaéxpenditure (table 20).
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Table 20.

Ecuador

The Ministry of Health (17 per cent of total exp#gare in 1990) oversees health
promotion, disease prevention and environmentdtthe@he CCSS (80 per cent of total
expenditure) provides curative and rehabilitatigee¢ individual preventive services (e.qg.
immunization) and some educational services. Th&oNal Insurance Institute (INS)

covers the treatment, rehabilitation and compeosadif policyholders for occupational

illnesses and injuries, as well as automobile-eeldnjuries.

The CCSS owns and operates all of the country'sdaitals, providing 95 per cent of
hospital services and around 70 per cent of allsglbations. Except for three private
clinics, virtually all health facilities are opeeakt by the CCSS, the Ministry of Health or
the INS, and belong to the national health sysifhile the quality of care for inpatient
services is considered to be quite high, dissatishia with the quality of care provided in
ambulatory settings is increasing.

Health-care providers in the Ministry of Health a@CSS mainly receive a salary,
although the CCSS has been experimenting with atpé&ons, including the Company
Medicine Scheme (where a company pays the phy&csatary and provides a clinic for
employees) and capitation payments to physician®aperative clinics.

Selected indicators of social health protection in Costa Rica

Selected social health protection indicators Percentage

Total formal coverage as % of population 100
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 29
Total health expenditure as % of GDP 7.3
Out-of-pocket payments as % of total health expenditure 18.8

Out-of-pocket payments as % of private health expenditure 88.7

Source: Appendix I, table 2.

The constitution of Ecuador recognizes health agha that must be guaranteed, promoted
and protected through permanent access to healticess by people in need (Panamerican
Health Organization, 2007, pp. 304-321). Moreotee, national health policy is based on
the principles of equity, universality, solidarityuality, plurality, efficiency, ethics and
comprehensiveness. The National Health System L&W002 aspires to put these
principles into practice through specific laws sash the Free Maternity and Health Care
Act (in force since 1994); the Law on Patient Reggand Protection; the Law on HIV/Aids
Prevention and Comprehensive Care; and the Lawood Bnd Nutritional Safety.

In line with the country’s decentralization proceite health service is divided up into
national, provincial and cantonal levels with cepending councils at all levels. The
National Health System Law expressly mentions $aui@ community participation for
the implementation and development of the councdsd recognizes all existing
neighbourhood and community organizations.

A variety of health protection programmes catedifterent sectors and societal groups,
resulting in an overall coverage of 73 per certhefpopulation (table 21):

— The Ecuadorian Social Security Institute is gdat@wvards providing coverage to
workers in the public and private sector which aedtdor about 10 per cent of the
population.
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Table 21.

Peru

— The Farmers Social Security system covers prinmaggical care for workers and
their families in rural areas — reaching an estida®.2 per cent of the rural
population.

— The Armed Forces and Police Health Services off@nbulatory care and
hospitalization.

In 2004, 50.4 per cent of total health spendingecdéimm the public sector (Ministry of
Public Health, IESS, Armed Forces and Police HedaBérvices, and sectional
governments) and 49.2 per cent from the privateoseleublic social spending in health as
a percentage of GDP increased from 0.6 per ce20@® to 0.8 percent in 2001, 1.2 per
cent in 2002, and 1.5 per cent in 2004. Only 3&:8gent of public expenditure was geared
toward the poor. Ninety per cent of the total prévaealth spending corresponded to direct
household spending (61 per cent for the purchaseedications and inputs; 24.3 per cent
for medical care; and 4.7 per cent for laboratoxgnginations, dental materials, and
orthopaedic devices); the remaining 10 per cenb@aaed for official direct payment to
medical providers. However, out-of-pocket spendimains high at 54.1 per cent of total
expenditure of health (table 31).

Selected indicators of social health protection in Ecuador

Selected social health protection indicators Percentage
Total formal coverage as % of population 73
(State, social, private and mutual health insurance schemes)

Staff-related national access deficit as % of population 4
Total health expenditure as % of GDP 51
Out-of-pocket payments as % of total health expenditure 54.1
Out-of-pocket payments as % of private health expenditure 88.1

Source: Appendix I, table 2.

In July 2001, the Peruvian Government policies niversal access to health services and
social security (Panamerican Health Organizatid)72 pp. 576-595) were approved,
alongside the Sectoral Policy Guidelines for 20022 The nine defined guidelines
emphasized health promotion, comprehensive health, ainiversal insurance, financing
for the poorest, and modernization of the MinisbfyHealth. The trend is to continue
progressively toward universal insurance. ComprsivenHealth Insurance is the public
insurer for the poor and extremely poor, as wellf@sthe population working in the
informal sector (covering about 20-30 per cent e population in 2004). The social
security system (ESSALUD) aims to insure the sathpopulation (covering about 17.6
per cent of the population in 2004), leaving commatary plans and insurance open to
the private sector for those who prefer them (ali@uper cent in 2004).

The 2002 Basic Decentralization Law defined thepoesibilities for the three levels of
government (national, regional and local). In 206t Ministry of Health began the
transfer process from health offices to regionalegoments, by means of an accreditation
process carried out by the National Decentralirattmuncil. This process involved the
development of capacities in the regions to ledtectd and manage health services,
following the transfer of certain responsibilitiagreed upon with the Council. The first
evaluation of the Coordinated and Decentralizedddat Health System was carried out
in 2005 and showed that several adjustments wesslege to harmonize the rules
governing the agencies making up the System. Thmadmof decentralization on the
public health sector is still in its initial phasdsecause the process of transferring
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functions, competencies, responsibilities, and ugss is gradual and taking place by
stages, depending also upon the areas involvedalDveeru’s health system is segmented
and has various actors in both services provisiwh @ublic insurance, which carry out

different but not necessarily complementary funwi@nd with high degrees of overlap.
This situation could become more marked with theed&alization of the Peruvian

Government.

The Peruvian health system suffers severe accdsstgjeespecially due to lack of
payment capacities; 32.1 per cent of the poor sythptoms of disease or who have been
involved in accidents do not seek medical treatff@néconomic reasons. As a strategy to
improve access for the poor, the above-mentionethoehensive health insurance, created
in 2001, covers those under 18 years of age, pnegv@men, and certain groups of adults
living in poverty. According to different estimatdhe programme reaches between 20-30
per cent of the population and has thus improvedtipulation’s access to health services
- even though 40 per cent of the population i$ sktluded from health services in some
way. This is mainly due to poverty, living in a alirarea, and social and ethnic
discrimination; problems intrinsic to the healtlstgm are also important factors, including
the inadequate provision of essential serviceshepgoorest areas. To address some of
these problems and provide care to the poor argkidisd populations living in the most
distant rural areas of the mountains and Amazahia,regional governments and the
Ministry of Health have organized mobile care ungapported by the comprehensive
health insurance; these units provide care at aegutervals to this population and offer a
package of basic or essential services They alganare promotional and community
organization actions. This service covers approtefge200,000 people.

Based on the data, Peru allocates 4.4 per cetd GIDP to health, with almost 41 per cent
of this value attributed to out-of-pocket expendisl Seventy-one per cent of its
population is covered by social health protectiés. for the staff-related deficit, this
amounts to 42 per cent (table 22).

Table 22.  Selected indicators of social health protection in Peru
Selected social health protection indicators Percentage
Total formal coverage as % of population 71
(State, social, private and mutual health insurance schemes)
Staff-related national access deficit as % of population 42
Total health expenditure as % of GDP 4.4
Out-of-pocket payments as % of total health expenditure 40.8
Out-of-pocket payments as % of private health expenditure 79
Source: Appendix I, table 2.
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Appendix Il

Estimated access deficit and formal coverage in social health protection

Table A2.1. Estimated access deficit in social health protection

Population GDP' Human  Human poverty Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develolr:‘rgg: : Index* Staff-related national Estimate of access
(2003)# population (in billion access deficit deficit (skilled

(%) (2004)3 Uss$) (% of population)  attended births)

Albania 3 45 6 1740 0.78 28 - 6
Algeria 32 63 60 1890 0.73 22 35 - 8
Angola 14 53 10 740 0.44 41 62 53
Argentina 38 90 140 3650 0.86 4 52 - 1
Armenia 3 64 3 950 0.77 38 - 3
Australia 20 880 431 21650 0.96 13 35 - 1
Austria 8 66 215 26720 0.94 30 - -
Azerbaijan 8 52 7 810 0.74 37 - 16
Bangladesh 141 25 55 400 0.53 44 32 88 87
Belarus 10 72 16 1590 0.79 30 - -
Belgium 10 97 267 25820 0.95 12 25 - -
Benin 7 40 3 440 0.43 48 72 34
Bolivia 9 64 8 890 0.69 14 45 - 39
Bosnia and Herzegovina 4 45 6 1540 0.80 26 - -
Botswana 2 57 6 3430 0.57 48 63 4 6
Brazil 179 84 479 2710 0.79 10 59 - 50
Bulgaria 8 70 17 2130 0.82 32 - 1
Burkina Faso 12 18 4 300 0.34 58 48 85 43
Burundi 7 10 1 100 0.38 41 33 93 75
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Population GDP' Human  Human poverty Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develo&rg:: 2 Index* Staff-related national Estimate of access
(2003)# population (in billion access deficit deficit (skilled

(%) (2004)5 USs$) (% of population) attended births)

Cambodia 14 19 4 310 0.58 39 40 76 68
Cameroon 16 54 10 640 0.51 36 45 44 38
Canada 32 80 757 23930 0.95 1 33 - 2
Cape Verde 57 0.72 19 57 11
Central African Republic 4 38 1 260 0.35 48 61 88 56
Chad 9 25 2 250 0.37 58 90 86
Chile 16 87 69 4390 0.86 4 57 46 -
China 1297 40 1417 1100 0.77 12 45 34 17
Colombia 45 72 80 1810 0.79 8 58 40 9
Congo 4 60 2 640 0.52 28 64 64
Costa Rica 4 61 17 4280 0.84 4 47 29 2
Cote d'lvoire 17 45 11 660 0.42 42 45 77 37
Croatia 5 56 2 5350 0.85 29 - -
Cuba 10 76 0.83 5 - -
Czech Republic 10 74 69 6740 0.89 25 - -
Dem. Rep. of the Congo 55 32 5 100 0.39 41 80 39
Denmark 5 86 182 33750 0.94 8 25 - -
Dominican Republic 9 66 18 2070 0.75 12 47 - 1
Ecuador 13 62 23 1790 0.77 9 44 4 31
Egypt 69 43 94 1390 0.70 20 34 19 31
El Salvador 7 60 14 2200 0.73 16 53 36 31
Eritrea 5 1 190 0.45 38 80 72
Estonia 1 69 7 4960 0.86 37 - -
Ethiopia 70 16 6 90 0.37 55 30 93 94
Finland 5 61 141 27 020 0.95 8 27 - -
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Population GDP' Human  Human poverty Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develolel?:: 2 Index? Staff-related national Estimate of access
(2003)# population (in billion access deficit deficit (skilled

(%) (2004) % USs$) (% of population) attended births)

France 60 77 1523 24770 0.94 11 33 - -
Gabon 1 83 4 2739 0.63 27 - 14
Gambia 15 53 12 8 0.48 45 59 45
Georgia 5 53 4 830 0.74 37 - 4
Germany 83 75 2085 25250 0.93 10 28 - -
Ghana 21 47 7 320 0.53 33 30 66 53
Greece 1 59 147 13720 0.92 35 - -
Guatemala 13 47 23 1910 0.67 23 48 - 59
Guinea 8 33 3 430 0.45 52 40 79 65
Guinea-Bissau 15 30 12 960 0.35 48 75 65
Haiti 9 38 3 380 0.48 39 89 76
Honduras 7 46 7 970 0.68 17 55 42 44
Hungary 10 66 64 6330 0.87 24 - -
Iceland 0.3 93 858 2932 0.96 - -
India 1080 29 568 530 0.61 31 33 56 57
Indonesia 218 47 173 810 0.71 19 34 76 34
Iran, Islamic Republic 67 66 133 2000 0.75 16 43 45 10
Ireland 4 60 106 26 960 0.96 16 36 - -
Israel 7 92 105 16 020 0.93 36 - -
Italy 58 68 1243 21560 0.94 36 - -
Jamaica 3 53 7 2760 0.72 15 38 22 5
Japan 128 66 4390 34 510 0.95 12 25 - -
Jordan 5 82 10 1850 0.76 36 - -
Kazakhstan 15 57 27 1780 0.77 31 - 1
Kenya 32 21 13 390 0.49 36 45 60 58
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Population GDP' Human  Human poverty Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develo&rg:: 2 Index* Staff-related national Estimate of access
(2003)# population (in billion access deficit deficit (skilled

(%) (2004)5 USs$) (% of population) attended births)

Korea, Republic of 48 81 576 12 020 0.91 32 - -
Kuwait 3 98 38 16 340 0.87 - -
Kyrgyzstan 5 36 2 330 0.71 29 - 2
Lao People’s Dem. Rep. 6 20 2 320 0.55 36 37 49 81
Latvia 2 68 9 4070 0.85 32 - -
Lebanon 5 87 18 4040 0.77 10 - 7
Lesotho 2 19 1 590 0.49 48 63 79 45
Lithuania 3 67 16 4490 0.86 32 - -
Luxembourg 1 83 25 664 56 780 0.95 11 - -
Madagascar 17 27 5 290 0.51 36 48 81 49
Malawi 1 17 2 170 0.40 43 50 81 39
Malaysia 25 66 94 3780 0.81 8 49 35 3
Mali 12 30 3 290 0.34 60 51 82 59
Mauritania 3 40 1 430 0.49 41 39 7 43
Mexico 104 76 637 6230 0.82 7 55 10 14
Moldova, Republic of 4 47 2 590 0.69 36 - 1
Mongolia 3 57 1 480 0.69 19 44 - 1
Morocco 31 58 40 1320 0.64 33 40 59 37
Mozambique 19 34 4 210 0.39 49 40 93 52
Myanmar 54.3°6 30 13.87 270 0.58 22 77 44
Namibia 2 35 4 1870 0.63 33 7 - 24
Nepal 25 15 6 240 0.53 38 37 87 89
Netherlands 16 80 427 26 310 0.95 8 33 - -
New Zealand 4 86 64 15 870 0.94 36 - -
Nicaragua 6 59 4 730 0.70 18 55 55 33
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Population GDP' Human  Human poverty Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develo&rg:: 2 Index* Staff-related national Estimate of access
(2003)# population (in billion access deficit deficit (skilled

(%) (2004)5 USs$) (% of population) attended births)

Niger 12 17 2 200 0.31 56 51 92 84
Nigeria 140 47 43 320 0.45 41 51 38 65
Norway 5 77 198 43 350 0.97 7 26 - -
Oman 3 72 0.81 - 5
Pakistan 152 35 69 470 0.54 36 33 62 77
Panama 3 70 13 4250 0.81 8 56 4 7
Papua New Guinea 6 13 3 510 0.52 41 51 82 82
Paraguay 6 58 6 1100 0.76 8 57 12 23
Peru 28 72 58 2150 0.77 12 50 42 29
Philippines 83 62 88 1080 0.76 15 46 29 40
Poland 38 62 201 5270 0.86 32 - -
Portugal 10 57 124 12130 0.90 39 - -
Romania 22 54 51 2310 0.81 30 - 2
Russian Federation 143 73 375 2610 0.80 46 - 1
Rwanda 8 19 2 220 0.45 37 29 85 69
Saudi Arabia 23 81 187 8530 0.78 - 7
Senegal 1 41 6 550 0.46 44 41 88 42
Serbia and Montenegro 8 16 1910 - 7
Sierra Leone 5 40 1 150 0 52 63 88 58
Singapore 4 100 90 21230 1 43 - -
Slovakia 5 56 26 4920 1 26 - 1
Slovenia 2 51 23 11830 1 28 - -
South Africa 46 59 126 2780 1 31 59 - 16
Spain 41 77 698 16 990 1 13 33 - -
Sri Lanka 19 15 18 930 1 18 34 33 3
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Population GDP' Human  Human poverty Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develo&rg:: 2 Index* Staff-related national Estimate of access
(2003)# population (in billion access deficit deficit (skilled

(%) (2004)5 USs$) (% of population) attended births)

Sweden 9 84 258 28 840 1 7 25 - -
Switzerland 7 75 293 39 880 1 1 33 - -
Syrian Arab Republic 18 51 20 1160 1 14 - 30
Tajikistan 6 25 1 190 1 35 - 29
Tanzania, United Rep. of 37 24 10 290 0 36 38 88 54
Thailand 64 32 136 2190 1 9 43 - 1
The FYR of Macedonia 2 68 4 1980 0.80 28 - 2
Togo 5 39 1 310 0 39 85 51
Tunisia 10 65 22 2240 1 18 40 - 10
Turkey 72 67 197 2790 1 10 40 4 17
Turkmenistan 5 46 5 1120 1 41 - 3
Uganda 26 13 6 240 1 36 43 78 61
Ukraine 48 77 47 970 1 29 - 1
United Kingdom 59 90 1680 28 350 1 15 36 - 1
United States 294 81 10 946 37610 1 15 41 - 1
Uruguay 3 92 13 3790 1 3 45 - 1
Uzbekistan 26 37 11 420 1 27 - 4
Venezuela, Boliv. Rep. of 26 93 89 3490 1 9 49 39 6
Viet Nam 82 26 39 480 1 16 36 66 15
Yemen 20 27 10 520 0 41 33 69 78
Zambia 1 35 4 380 0 46 53 42 57
Zimbabwe 13 35 6 480 0 46 57 72 27

World Bank data sources were used to obtain references of country figures: * World Bank (2006b) pp. 292-295. 2 Human Development Report 2006 (2006), pp. 283-286. 3 Idem, pp. 292-295. 4 All data from World Bank (2005),
pp. 256ff. except for Cuba. 5 Human Development Report 2006 (2006), pp, 297-299. ¢ Myanmar National Health Accounts, 2004-2005. 7 Health in Myanmar.
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Table A2.2. Formal coverage in social health protection

Formal coverage

Total expenditure

Social security
expenditure on

Out-of-pocket

0 , .
Country Company 2)?; :)s(p/.o:rr of g‘:gshse::::]n::t‘i)/; nealih ;sen/t:rc; as fﬁj(z?:?il\t/l;::
To(t)al St:\te SOHI POHI Othoer based/ trade MHI Total health product gove_rnment expenditure

(%) (%) (%) (%) (%) union expenditure on on health’

health’

Albania 58.2 6.5 25.1 99.8
Algeria 85.0 173 68¢ 0 18.3 41 284 95.3
Angola 15.8 71 89.2 711
Argentina 99.9 37.35 13.66 0.27 48.88 28.6 28 0.0 100
Armenia 100.0 100 64.3 4.5 0.0 100
Australia 100.0 59.7 40.3° 22 8.9 56.8 55.6
Austria 98.1 3.810 94.2 0.19 19.2 6.0 0.0 80.6
Azerbaijan 73.8 9.5 0.0 67.8
Bangladesh 04 0.41 58.9 7.5 65.8 59.2
Belarus 100.0 100" 23.2 3.6 0.0 96.8
Belgium 100.0 99 57.5° 218 9.4 88.4 66.6
Benin 0.5 0.44 514 44 90.3
Bolivia 66.9 30 25.8 10.5 0.6 285 6.7 65.0 79.3
Bosnia and Herzegovina 100.0 100 49.3 9.5 775 100
Botswana 12 56 28.8
Brazil 85.0 10012 245 35.1 7.6 0.0 64.2
Bulgaria 100 10013 448 7.5 51.6 98.4
Burkina Faso 0.2 0" 0.2 522 5.6 1.0 98.1
Burundi 13 1315 0 76.7 3.1 100
Cambodia 0.66 69.6 10.9 0.0 86.2
Cameroon 0.1 0.05 69.9 4.2 0.1 98.3
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Formal coverage

Total expenditure

Social security
expenditure on

Out-of-pocket

0 . .
Country Company 2)?; :)s(p/.o:r: of g(:gsie:g;::t:é healih ;:n/;r‘: as S/:(z(fe:?il\t/l;::
Togal Stoate SOHI POHI Othoer based/ trade MHI Total health product’ gove_rnment expenditure

(%) (%)? (%) (%) (%) union expenditure on on health'

health'
Canada 100.0 35 659 0 14.9 9.9 21 49.6
Cape Verde 65.0 26.71 0 26.7 4.6 35.5 99.7
Central African Republic 6.0 6.03 58.5 4.0 95.3
Chad 0.01 57.9 6.5 96.3
Chile 96.0 2517 43.8 17.6 9.6 0 23.7 6.1 32.1 46.2
China 239 10.0"8 13.9 55.9 5.6 53.4 87.6
Colombia 31.3 30.5% 0.7 0.13 75 4.0 95.3
Congo 0 35.8 20 0.0 100
Costa Rica 100.0 87.8% 12.2 0 18.8 7.3 88.6 88.7
Céte d'lvoire 5.0 5.02 65.5 3.6 90.5
Croatia 100.0 10022 0 16.4 7.8 96.1 100
Cuba 100.0 100 0 9.9 7.3 0.0 75.2
Czech Republic 100.0 100 0° 0 8.4 75 85.4 83.9
Dem. Rep. of the Congo 0.2 0.17 81.7 4.0 0.0 100
Denmark 100.0 100 0 15.7 9.0 0.0 92.5
Dominican Republic 84 60 7.0 12.0 0 47.3 7.0 174 70.8
Ecuador 73.0 28 18 20 7 0 54.1 5.1 31.9 88.1
17.4%

Egypt 476  34.3% 1295 0.44 0 53.5 58 27.1 93.2
El Salvador 59.6 40  18.1% 15 0 50.4 8.1 441 93.5
Eritrea 0 54.5 4.4 0.0 100
Estonia 94.0 94 0 20.2 5.3 84.9 88.3
Ethiopia 0 32.7 5.9 0.4 78.7
Finland 100.0 100 0 19.1 1.5 0.0 80.5
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Formal coverage

Total expenditure

Social security
expenditure on

Out-of-pocket

0 . .
Country Company 2)?; :)s(p/.o:r: of g(:gsie:g;::t:é healih ;:n/;r‘: as S/:(z(fe:?il\t/l;::
Togal Stoate SOHI POHI Othoer based/ trade MHI Total health product’ gove_rnment expenditure

(%) (%)? (%) (%) (%) union expenditure on on health'

health'
France 100.0 99.9 9227 0 10 1.5 0.0 80.5
Gabon 55.0  14.4% 23% 4.7% 12.9% 0 33.4 44 1.7 100
Gambia 99.9 0 40.2 8.1 0.0 67.0
Georgia 55.0 1432 0 74.7 4.0 59.2 98.2
Germany 101.6 3.9% 857 10% 2% 0 10.4 111 87.4 47.9
Ghana 18.7 18.7 68.2 45 100
Greece 99.5 10¢ 0 46.5 9.9 32.0 95.4
Guatemala 72.6 26 16.6 30 >0.00838 55.4 54 50.5 91.9
18.2%7

Guinea 1.1 1.09 82.9 54 15 99.4
Guinea-Bissau 1.6 1.6 43.5 56 2.2 80.2
Haiti 60.0 21 38 1 43 75 0.0 69.5
Honduras 65.2 52 1.7 15 37.3 7.1 11.6 85.8
Hungary 100.0 100 0 24.5 8.4 83.4 88.9
Iceland 100.0 100 0° 16.5 10.5 36.5 100
India 5.7 5.2% 0.0440 0.48 72.9 48 4.2 97.0
Indonesia 546  16.64  36.12 1.9% 47.6 3.1 9.9 74.3
Iran Islamic Republic of 50 6.5 30.9 94.8
Ireland 100.0 100 43.8° 13.1 7.3 08 61.9
Israel 9.0 28.3 8.9 61.9 89.1
Italy 100.0 100 15.6° 20.7 8.4 0.2 83.3
Jamaica 32 53 0.0 64.7
Japan 100.0 100 17.1 7.9 80.5 90.1
Jordan =~80.0 70 5 37 40.6 9.4 0.7 74.0
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Formal coverage

Total expenditure

Social security
expenditure on

Out-of-pocket

0 . .
Country Company 2)?; :)s(p/.o:rr of g‘:gsie:g;:;:é healih ;:n/;r:T as f/:(z?;l:il\t/g::
Togal Stoate SOHI POHI Othoer based/ trade MHI Total health product’ gove_rnment expenditure

(%) (%)? (%) (%) (%) union expenditure on on health'

health'

Kazakhstan 70-80 70-80 42.7 3.5 0.0 100
Kenya 25.0 25% 0.015 50.6 4.3 10.0 82.6
Korea, Republic of 100% 3.6%  96.4% n.a. 41.9 56 81.7 82.8
Kuwait 0.0 20.5 3.5 0.0 91.2
Kyrgyzstan 0 59.2 53 15.2 100
Lao People’s Dem. Rep. 16.1 15.94 0.15 46.4 3.2 1.0 75.5
Latvia 87.0 87 0 46.9 6.4 82.7 94.3
Lebanon 951  453% 26147 12.6% 11.14 0 56.1 10.2 46.0 79.4
Lesotho 0 3.7 52 0.0 18.2
Lithuania 0 23.2 6.6 74.6 96.6
Luxembourg 99.7  1.44% 98.3 24 0 71 6.8 88.1 77.3
Madagascar 0 33.6 2.7 91.7
Malawi 0 21.7 9.3 0.0 42.7
Malaysia 30.8 3.8 0.8 73.8
Mali 2.0 2.0 38 48 26.0 89.3
Mauritania 0.3 0.26 23.2 3.7 8.7 100
Mexico 78.6  28.6% 4752 3% 50.5 6.2 66.9 94.2
Moldova, Republic of 78.6 10054 43.7 7.2 1.1 96.1
Mongolia 100  57.6%  78.5% 33 6.7 37.8 911
Morocco 412 3557 0.4 0.5% 5.3% 50.9 5.1 0.0 76.1
Mozambique 14.9 47 0.0 38.8
Myanmar 80.4 28 0.6% 99.7
Namibia 225 10% 12.5% 5.8 6.4 1.9 19.2
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Formal coverage

Total expenditure

Social security
expenditure on

Out-of-pocket

0 . .
Country Company 2)?; :)s(p/.o:r: of g(:gsie:g;::t:é healih ;:n/;r‘: as S/:(z(fe:?il\t/l;::
Togal Stoate SOHI POHI Othoer based/ trade MHI Total health product’ gove_rnment expenditure

(%) (%)? (%) (%) (%) union expenditure on on health'

health'

Nepal 0.1 0.008¢ 0.13 66.6 5.3 0.0 92.2
Netherlands 100 76.3 289 78 9.8 93.0 20.8
New Zealand 100.0 100 359 15.6 8.1 0.0 72.1
Nicaragua 68.5 60 7.9 05 0.13 49.4 7.7 26.6 95.7
Niger 0.7 0.7 41.9 47 2.2 89.2
Nigeria 67.9 5.0 0.0 91.2
Norway 100.0 0° 15.6 10.3 17.9 95.4
Oman 100.0 9.5 3.2 0.0 56.1
Pakistan 70.9 24 53.3 98.0
Panama 100.0 35.4 64.6 276 76 55.5 82.2
Papua New Guinea 9.7 34 0.0 87.2
Paraguay 63.7 333  14.2%2 124 0.1883 3.59 51.1 7.3 39.8 74.6
Peru 71.0 11784 27.265 0.34 40.8 44 42.4 79.0
Philippines 37.768 21167 44 3.2 218 78.2
Poland 0¢ 0 26.4 6.5 86.0 87.8
Portugal 100.0 100.0 14.8° 0 29 9.6 6.5 95.7
Romania 100.0 10068 0 33.5 6.1 85.8 90.4
Russian Federation 88 8869 0 29.2 56 43.7 71.1
Rwanda 36.6 2,670 8.9 25172 23.6 3.7 9.8 41.7
Saudi Arabia 0 6.9 4.0 28.6
Senegal 1.7 77 472 55.5 5.1 15.8 95.3
Serbia and Montenegro 96.2 96.27 0 20.9 9.6 89.8 85.3
Sierra Leone 0 417 35 0.0 100
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Formal coverage

Total expenditure

Social security
expenditure on

Out-of-pocket

0 .
OOP as % of on health as % health as % of oexpendllture
Country total exp. on of gross domestic general  as % of private
T?Eyal St;te2 SOI/-II POI/-II health product’ gove_rnment expendlture1
o) (%) (%) (%) expenditure on on health
health’
Singapore 0 62 45 215 97.1
Slovakia 96.2 0 1.7 59 93.5 100
Slovenia 100.0 0 9.7 8.8 82.6 411
South Africa 100.0  83.7%% 1776 0 10.5 8.4 4.6 171
15.177
Spain 98.9 2.7° 235 7.7 7.0 82.0
Sri Lanka 0.1 48.9 35 0.3 88.9
Sweden 100.0 100 0 13.6 9.4 0.0 92.1
Switzerland 100.0 20 80° 315 115 69.3 76.0
Syrian Arab Republic 29.2 10078 0 0.0057 51.8 5.1 0.0 100
Tajikistan 79.2 44 0.0 100
Tanzania, United Rep. of 14.5 14 581 36.2 4.3 2.6 81.1
Thailand 97.7 75382 2248 28.7 3.3 32.0 74.8
The FYR of Macedonia 100.0 10084 15.5 71 97.8 100
Togo 04 66.2 5.6 14.6 88.0
Tunisia 99.0 3386 65 1 451 54 235 83.0
Turkey 69.2 67.2 <2 19.9 7.6 54.6 69.9
Turkmenistan 82.3 82.3 32.6 3.9 6.1 100
Uganda 0.1 36.7 7.3 0.0 52.8
Ukraine 100.0 10087 26.8 57 0.0 78.6
United Kingdom 100.0 100 100 1" 8.0 0.0 76.7
United States 100 32488 71.9° 13.5 15.2 28.4 24.3
66.48°
Uruguay 87.8 27.2 15.8 30.8 18.2 9.8 48.5 25.0
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Social security

Formal coverage expenditure on  Out-of-pocket

Total expenditure

0 .
Country Compan 2)?; :)s(p/'o:: of ?'gshse:g;::t‘i)é e ;:r:/;r‘: as oe/:(z(::?il‘t’g::
Total State SHI PHI Other y health 9 overnment expenditure

. o\ X . o based/trade  MHITotal product! 9
( /0) (/0) ( /0) ( /0) (/0) union expenditure on on health'

health’

Uzbekistan 0 54.4 55 0.0 95.5
Venezuela, Boliv. Rep. of 100.0 65.6 34.4 0 53.2 45 25.2 95.5
Viet Nam 234 22.2% 117 53.6 54 16.6 74.2
Yemen 6.3 0 0.03% 4.65% 1.5% 0.1 56.4 55 95.5
Zambia 0 331 54 0.0 68.2
Zimbabwe 0 36.3 7.9 0.0 56.7

" World Health Organization (2006), Statistical annex (http://www who int/whr/2006/annex/en). 2 All data regarding OECD countries from OECD Health Data (2006) and for Latin America from Mesa-Lago (2005/2007), except other sources are
indicated. 3 The State is paying contributions on behalf of about 8 million handicapped persons and half a million unemployed; calculating an average number of 3 dependants, this ensures access to health care for about 17% of the total
population. 4 In 2004, the Caisse Nationale de la Sécurité Sociale des Travailleurs Salariés (CNAS) had 7 750 045 beneficiaries. By Oct.. 2006 the number had increased to 9 331 767 beneficiaries (CNAS 2006). For the private sector social
insurance scheme Caisse Nationale de Sécurité Sociale des non-salariés (CASNOS) only dated information on beneficiaries was available: in 2000, the CASNOS had 330,863 contributing members; calculating an average of four dependants that
would correspond to a total number of 1,654,315 beneficiaries (CASNOS 2001). Furthermore, students, war pensioners, unemployed covered through the unemployment program, and some other groups are covered by the CNAS and thus pay
lower contribution rates. 5 Maceira 2005, p.7. ¢ 9.8% private health insurance only; 3.8% complementary PHI in addition to employee health plan (Maceira 2005 p.7). 7 Maceira 2005 p.7. 8 Employees health care plans (Maceira 2005, p.7). ¢ OECD
(2006), except for Germany and the Netherlands. PHI is supplementary (15t number) or complementary (2" number) to either tax-financed or SHI-borne social protection in health. 10 In 2004, Austria had 170,449 welfare recipients whose SHI
contributions are paid by the municipalities from tax money (Statistik Austria 2006); the treasury also finances practically all contributions for the 138,539 retired farmers (Mehl 2005. p.15). '! Arnaudova (2006), p.33. 2 All citizens are entitled to
receive benefits covered by the Unified Health System SUS, but availability varies according to regional and geographic conditions. '3 Arnaudova (2006), p.78. # The Caisse Nationale de Sécurité Sociale does not cover health benefits other than
some preventive maternal and child health services associated to family allowances and other main benefits and is not considered “health insurance” (CNSS 2007). ' Direct information from the Département Technique de la Mutuelle de la
Fonction Publique, Bujumbura Jan. 2007 Witter (2002, p.21) had mentioned a coverage rate of 10-15%. 16 In 2000, the total number of beneficiaries of the Instituto Nacional de Previdéncia Social (INPS) was 115,378 out of a total population of
431,989 (Ferreira 2003, p.8). 1" Since FONASA beneficiaries group A (indigents) are exempted from contributions, this group’s health care is considered to be financed by the State; all other FONASA affiliates pay contributions and are thus
covered by a SHI scheme (FONASA 2006). '8 In 2005, more than 130 million beneficiaries were covered by the Basic Medical Insurance scheme (BMI) (MOLSS, 2005, as cited in Tang et al., 2007, p.32); it should be noted that the BMI is called
Basic Health Insurance System (BHIS) (Drouin and Thompson, 2006). *® According to Castafio and Zambrano (2005), about 13,800,000 Colombians are currently covered by the contributory or the subsidized system. 20 Equidad insurance for
work-related accidents and diseases covered 309,790 beneficiaries in 2004 (Almeyda and Jaramillo 2005, p.39). 2' Sdenz/Holst 2007. 22 Arnaudova (2006), p.96f. 2 Statistical data from IESS indicate 1,184,484 contributing affiliates in 2003,
261,715 pensioners, 819,405 (= 31.8 per cent of target group) in the Seguro Social Campesino Ecuatoriano (IESS, 2006; Gonzélez, 2006). % 16,470,022 pupils covered according to Act 99/1992 and 5,525,125 infants and children (Decree
380/1997). 25 3,629,996 public sector employees covered according to Law 32/1975; 3,121,529 beneficiaries of the government worker programme according to Law 79/1975, plus 1,617,923 pensioners and widows (contributing 1% of their
pensions). 2 Including all beneficiaries of the Salvadoran Social Security Institute (ISSS, 2006) and of Teachers Welfare (Bienestar Magisterial) (Holst, 2003c, p.25). 2 OECD (2006); note that PHI in France complements universal statutory SHI
providing reimbursement for relevant co-payments: some 60% are Mutuelles and the remaining 40% non-for-profit and for-profit PHI. 28 40,000 public employees plus 160,000 dependants covered through the Ministry of Finance; 300,047 indigents
and unstable workers, covered in theory by the Caisse Nationale de Garantie Sociale lack any kind of service (Biyogo Bi-ndong et al., 2005 p.9). 2 92,739 insured private sector employees and 226,515 dependants (Biyogo Bi-ndong et al., 2004,
p.9). 3022,000 contributing affiliates and the total number of 65,000 beneficiaries were covered through private health insurance (Biyogo Bi-ndong et al., 2004, p.11). 3 Remaining percentage according to the total number of people covered (52%)
minus those covered by any of the schemes mentioned (Biyogo Bi-ndong et al., 2004, p.3f., 9). 32 Until 2002 the State United Social Insurance Fund (SUSIF) had not enrolled more than 14% of the Georgian population (Witter, 2002 p.22) although
the country’s employment structure accounts for 35.4% wage employees (besides 35% self-employed and 37.8% unsalaried employed) (Collins, 2006, p.302f). 33 Municipalities pay for health insurance contributions of welfare benefit recipients who
numbered 2,910,226 in 2004; Furthermore, the central government finances social insurance contributions for 351,409 retired farmers (Krieger, 2006, p.4; LSV, 2005, p.96). 3¢ Total SHI coverage comprised 74,051,000 people out of the total
population of 82,600,000 citizens which corresponds to 89.65% of the population in Germany. However, SHI beneficiaries for whom central or local governments pay contributions are counted as users of State-borne health care access (OECD,
2006). 35 Substitute for mandatory statutory health insurance for the better off. 36 Busse and Riesberg (2004), p.57. 3 Herrera (2006), p.4. 3 More than 1,000 affiliates of the Servicio Solidario de Salud organized by the mutual of the Central
General de Trabajadores (Develtere and Fonteneau, 2001, p.30f). ¥ The Employees State Insurance Scheme (ESIS) covers about 7.9 million insured persons and about 30.7 million beneficiaries; the number of cardholders of the Central
Government Health Scheme (CGHS) is currently about 1 million with the total number of beneficiaries around 4.3 million; Railways Health Scheme 8; defence employees 6.6; ex-servicemen 7.5; mining and plantations (public sector) 4 million
beneficiaries (Gupta, 2007, p.113, 118). 40 Universal Health Insurance Scheme (shared contribution: 416,936 beneficiaries (National Insurance Company). 4! 36,146,700 beneficiaries were expected to enter the extended Askesin system for low

income people in Indonesia subsidized by central and local governments (Adang, 2007, p.149f). 42 Since 2005, the new initiative (Askesin) has extended health insurance coverage to an additional 60 million people or 27.6% of the population,
includina the rivil-cervant sneial health insiirance scheme Askeswith with ahniit 4 & millinn affiliated emnlnvees and 9 2 millinn denendants siimmina 1in 13 & millinn heneficiaries or A 3% of the naniilatinn Sncial health inciirance for nrivate
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Social security

Formal coverage expenditure on  Out-of-pocket

Total expenditure

0 .
Country Comban 2)?; :)s(p/.o:rr f on he:lth ast‘_% health ;:r:/;r:: as f/:(z?;:il\t/g::
Total State SHI PHI Other pany health °' 9r0ss domestic overnment expenditure
. o\ X . o based/trade  MHITotal product! 9
(%) (%) (%) (%) (%) union expenditure on on health’
health’

employees (Jamsostek)

was covering 1.26 million employees and 2.74 million beneficiaries in 2005. About 2 million people were insured by the military health services system covering all armed forces. 42 In 1999 (!), 4 million people were covered by private commercial
health insurance. (Adang 2007, p.148). 4 Witter (2002), p.21; National Health Insurance Fund (NHIF) covers 7% of the Kenyan population (Scheil-Adlung et al. 2007, p.133). 4 875,000 beneficiaries covered by the Public Sector Social Security
Scheme, including =91,000 civil servants and =100,000 members of armed forces and 48,096 beneficiaries of the private sector Social Security Organisation (SSO) (Hohmann et al., 2005). 46 2,083,662 Lebanese — 1,047,338 male and 1,036,324
female - are eligible for MoPH coverage (MoPH, 2006). 47 Self-reported coverage of the National Social Security Fund was 26.1% in 2001, although household surveys showed a lower rate of 17.8% (Ammar et al., 2000) since in 2003 the NSSF had
386,000 affiliates: 253,000 males (65.54%) and 133,000 females (34.45%) (Papadopoulos 2006, p.4). The average number of dependants would be close to two persons, which appears relatively low for an Arab country. 48 8% of the population has
complete coverage through private insurance, and 4.6% of the population has contracted PHI to complement coverage of other insurance schemes (Ammar et al. 2000, p.24). 4° Beneficiaries covered by any scheme in place for members of the four
arms of the security apparatus (Ammar et al. 2000, p.24). % Ministére de la Sécurité Sociale (2005). 51 Frenk et al. (2007), p.24; for tax financing please note the yearly expected inclusion of 14.3% of the target group consisting of 11 million families,
or 50 million beneficiaries representing 49% of the total population. Estimations for the second year after the implementation of the System for Social Protection in Health (SSPH) in 2004. 52 Ibid. % Ibid. % Arnaudova (2006), p.114f. % 1,439,544
people were covered by the State in 2002 (Khorolsuren and Tseden, 2005, p.3f). % In 2002, the total number of health insurance affiliates was 523,617 corresponding to 1,963,161 beneficiaries (Khorolsuren and Tseden 2005, p.3f). 57 In 2005, the
private sector social insurance scheme Caisse Nationale de Sécurité Sociale (CNSS) covered about 6 million beneficiaries, and the public sector employees’ health insurance scheme Caisse Nationale des Organismes de Prévoyance Sociale
(CNOPS) about 3.2 million beneficiaries. About 4% were covered by employer-based health insurance (Caisse Mutualiste Interprofessionnelle Marocaine) (L'Observatoire de Tanger 2007; Kaddar et al., 1999, p.4f). % Direction de la Statistique 2005,
p.485. 5 Witter (2002), p.21. € Feeley et al.(2006), p.6. 6! The General Federation of Nepalese Trade Unions was covering about 2,000 beneficiaries (ILO, 2003a, pp.8,10). 62 Instituto de Prevision Social (2003); Holst (2003b). 8 Employees of
Binational ltaipi Company covered through the Seguro ltaipt (Holst 2003b). & Also, the publicly run insurance scheme Seguro Integral de Salud (SIS) counted 11,044,140 affiliated beneficiaries (MINSA, 2006, p.IR-1). Only 3,221,090 beneficiaries
enjoyed effective coverage (personal communication by SIS-staff). & The total number of formal sector employees and their dependants who are covered by the SHI-scheme EsSalud is 7,500,000 (http://www essalud gob pé) As at 31 Dec.,
2004, PhilHealth covered a total number of 31,290,750 beneficiaries through the sponsored (indigent) programme which provides subsidized premiums to indigents (PhilHealth, 2006). 67 The total number of 17,520,000 beneficiaries comprises
Government employees (compulsory insurance), private sector employees and workers affiliated so far, plus enrolees of the Individual Paying Program offered to informal sector workers (Basa, 2007). & Arnaudova (2006), p.132. % Balabanova et al.
(2003), p.2126. ™ Beneficiaries of Gacaca (113,770) and prisoners (107,000) are entitled to public sector health benefits free of charge (Musango et al., 2006, p.126). ”* The Rwandaise d’Assurance Maladie (RAMA): 155,394; Fonds d’appui aux
rescapés du génocide (FARG): 283,000; Army: 100,000; and private sector health insurance: 213,512 (Musango et al., 2006, p.126). 72 Musango et al. (2006), p.126. 7 Total number of beneficiaries covered by company and inter-company health
insurance institutions (IPMs) running the statutory formal sector social health protection scheme (Scheil-Adlung et al., 2007, p.133). ™ Information provided by Prof. Laaser Belgrade. 7 Basic health care offered to the large majority in South Africa
through public facilities charging user fees according to region and service (Scheil-Adlung et al., 2007, p.133). 76 Covered through employment-based private health insurance plans (Scheil-Adlung et al., 2007, p.134). 77 Council for Medical Schemes
(2006), p.47. 78 In principle, Syrians are entitled to preventive and primary care at public providers. Furthermore, patients with chronic conditions also receive health care free of charge or for reduced tariffs at public health facilities. 7 PHI is emerging
in Syria since the first companies got licensed in July 2006 (Holst, 2006). & Half of the 3 million public sector employees are estimated to be covered by some kind of insurance scheme, according to the first assessment of company-based health
benefit schemes in Syria. About 12-14% of the population is entitled to company-based health benefits. However, corresponding studies did not take into account the fact that trade unions are running additional schemes for their dependants in a
number of public companies, resulting in a higher number of people protected by company-based health insurance (Schwefel 2006a, 2006b; Holst, 2006). &' The total number of social security beneficiaries in the United Republic of Tanzania is
5,319,378: NSSF 400,000 members, 2,360,000 beneficiaries; PPF 60,000 members, 354,000 beneficiaries; PSPF 193,000 members, 1,138,700 beneficiaries; LAPF 40,000 members, 236,000 beneficiaries; NHIF 248,343 members, 1,142,178
beneficiaries; GEPF 15,000 members, 88,500 beneficiaries (Dau, 2005, p.2; Humba, 2005 p.7). 8 In 2002 the UC scheme covered 47 million people in Thailand (Tangcharoensathien et al., 2007, p.127). 8 Civil Servant Medical Benefit Scheme for
public sector (6 million or 10% of the population) and the Social Health Insurance for private sector employees (8 million or 13%) are both considered SHI systems (Tangcharoensathien et al., 2007, p.127). 8 Arnaudova (2006), p.197f. 8
Concertation (2004), p.14. 8 Achouri (2007), p.52; it should be noted that the CNSS covers about four out of every five social security beneficiaries. The percentage of people covered through tax-based services includes those entitled to health
services free of charge (8%) and to reduced tariffs in public facilities (25% of the population). 87 Arnaudova (2006), p.233f. 8 In 2003, 41.2 million US citizens were enrolled in Medicare and 54 million in Medicaid (US Census Bureau, 2007). &
Hoffman et al. (2005), p.10. % At the end of 2005, the compulsory scheme had affiliated 8,142,000 and the voluntary schemes 6,245,000 Vietnamese citizens, while 3,889,000 poor people were enrolled through subsidies from the Heath Care Fund
for the Poor (Tien, 2007, p.64). ¢! Estimated number of Yemeni citizens covered through PHI is about 6,000 (Schwefel et al., 2005, p.108ff). %2 Armed forces and police are estimated to have 920,000 personnel who are covered through the military
health benefit scheme or the scheme of the Ministry of Interior (Schwefel et al., 2005, p.105). 9 According to estimations, about half of all formal sector workers and employees are entitled to some kind of health benefit scheme (Schwefel et al., 2005,
p.105). #1997 fig. ,Myanmar Statistical Yearbook 2004.% 2005 Report on Health Insurance Statistics (National Health Insurance Corporation).




Appendix I

ILO Tool Box

NATLEX

NATLEX is a database of national labour, socialusitg and related human rights
legislation maintained by the International LabdbBrandards Department. Database
records provide abstracts of legislation and ralewEtation information indexed by
keywords and subjects. NATLEX contains more thaj083 records covering over 170
countries and territories. Each record in NATLEXpaars in only one of the three ILO
official languages (either in English, French oaBigh). As far as possible, the full text of
the law or a relevant electronic source is linkethe record. The database is usually kept
up to date, although some delay between receivifigmation and updating the records
might occur.

Actuarial and financial advisory services

Many countries require neutral, objective advicestmtegic or managerial financial and
fiscal questions or support in building up natiocabacities for sound financial design and
management of social protection programmes. The'slU@ternational Financial and
Actuarial Service (ILO FACTS) assists governmenerages and autonomous social
protection organisms in developing their own cafyaédr quantitative planning and
improving the management and governance of theifabgrotection schemes. ILO
FACTS is a public sector advisory group for thelesiwe use of national social protection
agencies or social security schemes. It is a sethiat the ILO provides to its constituents.
It is highly specialized in the actuarial, finaricad fiscal questions of social protection.
ILO FACTS is the consulting group with the longestd most extensive international
experience in quantitative aspects of social sgcinrithe world.

The ILO model family

Population projectionsILO-POP produces population forecasts that matehstandard
UN methodology for demographic projections on thasi® of an initial population
structure combined with mortality, fertility and gnation assumptions. This model is also
used as a standard input producer for the ILO aeluaension and social budget models
that require long-term population forecasts. Papataforecasting models have recently
been elaborated to take into account the effectiseoHIV/AIDS epidemic on mortality.

Social budgetinglLO-SOCBUD consists of four sub-models: the labfrce sub-model
(ILO-LAB) and the economic sub-model (ILO-ECO) ttyer provide data on
employment and earnings to the social expenditwipensodel (ILO-SOC), which provides
information on functional expenditures (expenditbyefunction of social protection) for
main social security subsystems and schemes, ec@l diealth protection and old-age
protection; the fourth sub-model, ILO-GOV, aggregatata for use in government and
institutional accounts of the social security syste

Pension modellLO-PENS is an actuarial pension model that iglitranally used to
undertake stand-alone long-term financial and a@uarojections for national pension
schemes. It can also be used as an input to ILOBRDC

Wage distributionILO-DIST is developed to generate data on salasyridution. It is
used primarily for pension projections but, as alogiotection systems are redistributive, it
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is also necessary to take income distribution adoount when providing policy advice on
the design and financing of such systems.

Health modelILO-HEALTH is the latest arrival in the ILO socigrotection modelling
family and is still in the testing process. It isstgned as a tool to undertake stand-alone
assessments of the financial status and developofigrattional health-care systems and is
also applicable for generating inputs for the hepért of ILO-SOCBUD.

Performance indicators

STEP

CIARIS

GIMI

The Social Security Department has developed aingirgry set of quantitative
performance indicators that can be used by managelsupervisory bodies to assess the
performance of social security schemes.

In order to address low rates in social protectoverage in developing countries, STEP
develops innovative strategies and mechanismsfgelyi aimed at providing coverage to

those who are currently excluded from existing sst® STEP works on community-

based social benefit schemes and in particularanahhealth organizations. STEP works
also on the linkages between the various schensgrael and implemented for protecting
excluded people.

The Learning and Resources Centre on Social IraiudTIARIS) is an Internet platform.
It supports organizations and individuals in thenaaption, planning, implementation,
monitoring and evaluation of projects aimed at catimy social exclusion at the local
level. CIARIS contains a wide range of informatiand resources available in four
languages. It allows users to interact and fat#gamutual assistance through three
services:

m  CIARISAssist connects people with specialized etgpe
m  ClARISLearning offers a wide range of distanceéag sessions,

m  CIARISFora provides online discussion forums.

The Global Information on Micro-insurance (GIMl)apflorm is aimed at improving the
knowledge base on social health protection andefws} interaction between actors
through modern information and communication teébgies. It provides resources and
services to support users in the design, implenienteand management of social
protection schemes, through:

= online library including guides, case studiesicls and presentations;

m  bilingual French-English glossary;

m  database on microinsurance schemes around thd;worl

m free management and monitoring software;
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m training packages to be used in online or fackxte-sessions; as well as self-learning
kits;

m  online assistance from experts in the field;
m the e-Gimi discussion forum;

m  collaborative websites called “wikis” to explorechnical issues or conduct joint
projects,

m a collaborative newsletter based on contributfoos users.
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