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Acronyms and Related Websites
ACEMI
Asociación Colombiana de Empresas de Medicina Integral (www.acemi.org.co)

AMUQ 
Asociación Mutual Barrios Unidos de Quibdó E.S.S

ASMET 
Asociación Mutual la Esperanza (www.asmetsalud.org.co)

ASOCAJAS
Asociación Nacional de Cajas de Compensación Familiar (www.asocajas.org.co)

CS
Contributory Scheme

DNP
Departamento Nacional de Planeación (National Planning Department) (www.dnp.gov.co)

ECAT

Catastrophic Diseases and Traffic Accidents

ECOOPSOS
Entidad Cooperativa Solidaria de Salud (www.ecoopsos.com.co)

EMDISALUD
Empresa Mutual para el Desarrollo Integral de la Salud (www.emdisalud.com.co)

EMSSANAR 
Asociación Mutual Empresa Solidaria de Salud de Nariño (www.emssanar.org.co)
ETESA
Empresa Territorial para la Salud (www.etesa.gov.co) 

FOSYGA
Fondo de Solidaridad y Garantía (www.fosyga.gov.co) 

GEL

Gobierno en Línea (www.programa.gobiernoenlinea.gov.co)
GESS
Global Platform on the Extension of Social Security (www.socialsecurityextension.org) 

Gestarsalud
Association of Colombian Mutual benefit organizations and Cooperatives (www.gestarsalud.com)

GPS

General Participation System

HCP

Healthcare Provider

HIV/AIDS
Human Immunodeficiency Virus/Acquired Immunodeficiency Syndrome

HPE

Health Promotion Enterprise

HSE

Health Solidarity Enterprise

IHPR

Individual Healthcare Procedure Registry

ILO

International Labour Office
LIPAU

Línea Permanente de Atención a los Usuarios (Permanent Helpline)

MHP-C
Mandatory Health Plan (Contributive Scheme)

MHP-S
Mandatory Health Plan (Subsidized Scheme)

MSHQG
Mandatory System for Healthcare Quality Guarantee

Min SP
Ministry of Social Protection (www.minproteccionsocial.gov.co)

SER

www.mutualser.org
P&P

Promotion and Prevention

SISBEN
Sistema de Identificación de Potenciales Beneficiarios de Programas Sociales (System for Identification of Potential Social Programme Beneficiaries) (www.sisben.gov.co)
SME

Small and Medium Enterprises

SS

Subsidized Scheme

SSA

Subsidized Scheme Administrator

SSI

Social Security Inquiry

STEP
Strategies and Techniques Against Social Exclusion and Poverty (www.ilo.org/step)

UADB
Unique Affiliate Database

UAC
User Alliance Committee

UPC
Per Capita Unit of Payment

1. Mission Background
Context

As part of the “Global Campaign on Social Security and Coverage for All”, the ILO Social Security Department has created a global Observatory for the extension of social security.

· The Observatory’s goal is to identify and document social security extension initiatives and disseminate this information through the GESS Internet platform;

· In addition, it will create theme files about key characteristics of these systems, which could serve as inspiration for or be replicated in other countries;

· Finally, it will support some of these initiatives and form partnerships with their founders and co-workers, identifying problems and suggesting solutions as well as supporting the systems in implementing these solutions and following them up.

Among the different initiatives for extension of social security to people who are traditionally excluded from social protection, i.e., workers in the informal economy and their families, as well as agricultural workers, Colombia’s social health security system is of interest to the ILO and the STEP programme for more than one reason.

The system was introduced in 1993 and consists of a contributory scheme for workers in the formal sector and for independent professionals, as well as a non-contributory scheme for the poor. Through this dual system Colombia is able to cover 87% of its population.

Prior to the current mission, STEP coordinator Christian Jacquier carried out a first mission in 2006, and there have been frequent exchanges and contact with the Colombian mutual and cooperative insurance association Gestarsalud, which on its own represents 38% of the individuals covered by the subsidized scheme.

Objectives
The aims of the mission were to:

· Gain more knowledge about the subsidized scheme through interviews with key actors, in order to present it in detail, especially on the GESS platform;

· Identify the key characteristics that were poorly known or described and that should be presented on the GESS theme pages and in the resource centre;

· Identify the current challenges for the system that could be the subject of advice, ILO recommendations or specific support (technical or lobbying) in Colombia;

· Identify one or more fields of research that could fuel international lobbying, and possibly give rise to one or more research projects.

Main Results

The mission reached the above-mentioned goals, through:

· Producing this report, which describes the scheme, its problems and a number of recommendations, and compiles the information obtained through the interviews listed in the appendix;

· Allowing for “capitalization” on Colombia’s experiences through the following geographical and thematic GESS pages:

· A country page about Colombia’s experiences with extending social security, featuring a description and links to the most important bills and application decrees and the websites of the scheme’s participants, as well as to the Social Security Inquiry (SSI) database where the page on Colombia will be created and updated;

· Several theme pages where the features of the Colombian system will be described in detail (but also containing examples from systems in other countries). Pages are planned about the relative advantages of mutual and cooperative insurance, the system for identifying poor people, contract agreements between the scheme’s partners, social participation and control and the information and management systems.

This report contains links to the GESS pages that already exist, but the capitalization process (gathering information and generating knowledge) related to the Colombian social security system for health has only just begun.

· Beginning a research project:

· Setting the terms of reference for and launching a joint study of “the role of the development of mutual and cooperative institutions in the subsidized scheme, and the role of regulation in the structure of these enterprises”;

· Setting the terms of reference for and launching a joint investigation of the comparative advantages of the various subsidized scheme administrators (SSAs);

· The ILO takes part in an analysis of the information system’s main problems;

· The ILO takes part in a research project on health service usage among members of the subsidized scheme, as well as in developing an actuarial model;
· The ILO takes part in developing a partially contributory scheme for informal economy workers who have a certain contributory capacity (so-called “vinculados”).
This cooperation will be followed up partly through a specific workspace on the GESS platform.

2. History of the Colombian Social Health Security System

Eighty-seven% of Colombia’s population is currently covered by a health insurance scheme that is either contributory, subsidized or “special” (Ecopetrol, University Teaching Fund, Armed Forces). The remaining 13% also have access to healthcare at State facilities, through paying a user fee that varies according to their poverty level. This system was introduced progressively beginning in 1993, when Law No. 100, which radically changed the financing and functioning of the social security system, came into effect.

History of the Creation of the Social Security System, Particularly the Subsidized Scheme

It is possible to distinguish between the following periods:

· Prior to 1993 and the promulgation of Law No. 100;

· 1993-1995;

· 1995-1999;

· After 1999.

Before Law No. 100 came into effect in 1993, only 18% of Colombia’s population had social health security coverage. Law No. 100 opened up for introducing the contributory and the subsidized schemes.

The contributory scheme covers people with “formal” contracts and independent professionals with contributory capacity, as well as their families. Among the independent professionals are State employees (whose income is known), people with a salary above 80,000,000 pesos per year (40,000 US dollars), who are required to report their income to the tax authorities, and people with a salary below 80,000,000 pesos per year, who do not report their income.

The contributory scheme places responsibility on companies (employers), which are required to enrol their employees and pay part of the premium. The premium is 12.5% of income and is shared by employees and employers for contracted workers and paid in full by independent professionals. For the latter group, the basis for calculating the premium is the registered income at the time they enrol. Because the tax authorities’ database is not available to the scheme’s administrators, however, many independent professionals (even those who report their income) report only a minimum income at the time they enrol in the scheme, in order to keep their premium as low as possible.

The subsidized scheme places responsibility on municipalities locally, as they contribute to financing the scheme and play an important part in organizing and running it.

The subsidized scheme covers all poor workers in the informal economy and in rural areas, and gives priority to the following groups: senior citizens living in institutions, lone women, abandoned children, indigents and the indigenous population. The affiliates are divided into poverty categories called level 1, 2 and 3. The premiums are subsidized in full for all the poverty levels, but whereas no copayment is required at level 1, patients belonging to level 2 or 3 have to make a copayment when using health services (and patients belonging to level 3 only have access to a partial benefit package).

The right to healthcare could only be ensured when the subsidized health insurance scheme was introduced. Before, poor people without health insurance coverage only had access to public healthcare facilities of poor quality and with low availability. The access was seen as a “gift” or a benefaction, and the users were in no position to make demands. The subsidized scheme gives the affiliates the right to the healthcare services included in the scheme’s package.

1992-1995: Creation and Development of Solidarity Enterprises

Law No. 100 was applied progressively, and the goal during the first years was to organize communities so that they could play an active part in financing and organizing their own healthcare. The idea of developing a health insurance scheme only came later.

Between 1993 and 1995, awareness-raising and information campaigns were carried out with 500,000 families, and 80 solidarity enterprises were created. The mission of these entities (mutual benefit organizations and cooperatives) was to carry out promotion and prevention work, as well as to provide access to primary healthcare.

The annual budget per person (financed by the State) was not more than 24,000 pesos and allowed for only a very limited package consisting exclusively of primary healthcare: education, promotion, prevention, general consultations and medical hospitalization, as well as provision of the most common medicines.

The team from the ministry of Social Protection that was responsible for the project calculated the cost of the package based on the frequency of health service usage observed at the level of the facilities. Medical intervention costs were calculated by multiplying the estimated duration of each intervention (in minutes) by the cost per minute of the healthcare provider(s) involved. The creation of this enormous time bank also made the pricing of healthcare services more transparent.

Health-related education, promotion and prevention campaigns were organized to train the population, and training was also given in how to run community-based enterprises (mutual benefit organizations and cooperatives).

Municipality and hospital officials were sceptical to the development of community-based solidarity enterprises and the introduction of new rules in a game that they had run thus far.

The yearly per capita subsidy was increased progressively until it reached 60,500 pesos in 1995, and was independent of the age and gender of the insured, although the promotion and prevention activities varied from one risk group to another.

1995: Change of Direction – Modification of the Solidarity Enterprise Programme and Creation of SSAs (Subsidized Scheme Administrators)

In 1995, the ministry supported the creation of SSAs (Subsidized Scheme Administrators), which at the beginning were all mutual benefit organizations and cooperatives. Some of the community enterprises from the first phase did not survive at this second stage; others merged and formed new enterprises, albeit not always with a “community” focus (to form an SSA only 10 associates were needed). Since it was so easy to form SSAs, some corruption probably resulted at the time. In 1996, family allowance funds (“cajas de compensación”) and health promotion enterprises (HPEs) were authorized as new actors on the subsidized scheme market, which thereby came to be made up of three types of actors: (1) so-called health solidarity enterprises (HSEs, i.e., mutual benefit organizations and cooperatives), (2) family allowance funds and (3) public, private or mixed health promotion entities.

The mandatory health plan under the subsidized scheme (MHP-S) was also progressively enhanced with specialized care (intensive hospitalization, high-cost treatment such as in connection with cancer and HIV/AIDS, chronic diseases, costly medicaments, etc.). The SSAs managed higher and higher risks, and increasingly strict legislation was needed in order to ensure that the companies were sustainable and that the insured persons were protected.

1999: New Arrangements Strengthening the SSA Enterprises
In 1999, a number of new arrangements were introduced that committed the solidarity enterprises (cooperatives and mutual benefit organizations) to cover a minimum of 200,000 persons over a period of 3 years, as well as arrangements concerning minimum capital (10,000 * the minimum wage). This was when the mutual benefit organizations and cooperatives began their merging process.

The subsidized scheme is still only in its infancy, with a limited subsidized mandatory health plan and universal coverage still to be attained. The MHP-S will have to be progressively expanded (in order to reach the same level as the plan guaranteed under the contributory scheme, the MHP-C) and people who still do not have coverage should be enrolled in a scheme (contributory, subsidized or partially subsidized).

Justification for the Subsidized Scheme Model

The system is based around three principal kinds of actors linked by contractual agreements: SSAs, municipalities and hospitals (mostly public).

	[image: image1.png]





These two-way contractual agreements result in:

· More efficient usage of the funds allocated to coverage insofar as the SSAs negotiate costs with the hospitals;

· Transparent usage of the funds insofar as the SSAs must provide follow-up information to the municipalities and the ministry of Social Protection;

· Minimized corruption risk.

Legal Framework of the Subsidized Scheme

Colombia’s social security system is very “normative”, with new decrees, agreements and enactments issued every year. It is obviously difficult for the participants in the system to stay up to date with all these modifications, and one of the functions of an organization like Gestarsalud is to keep an updated database of regulations and inform its members.

Principal Legal Documents

Law No. 100 on a comprehensive social security scheme (1993) describes the principles of such a system and affirms the right to social security as well as social security’s public nature. The law consists of several “books”, where the first concerns the general pension system and the second concerns the social health security system (including the two mandatory health plans – of the contributory and the subsidized schemes, respectively, as well as the role of the different actors, especially the ministry of Social Protection, the national social security council, the health oversight, health promotion entities, healthcare providers (HCPs), etc.).

Under Decree No. 1804 of 1999, the SSAs were obligated to increase the number of insured persons to 200,000, – or 50,000 for the family allowance funds – over a two-year period. The decree also requires SSAs to have a minimum capital of 10,000 times the minimum salary in order to be allowed to operate within the subsidized scheme.

The main laws, decrees, resolutions and agreements pertaining to the system are available on GESS.

Constitutional Court Decision
The Constitutional Court of Colombia recently declared the Colombian social security system unconstitutional in the sense that not all Colombians have coverage, or that there are differences in coverage between the contributory and the subsidized schemes. Starting in October 2010, the two benefit packages (MHP-S and MHP-C) should be standardized for children between 0 and 7.

This means that a new MHP is being defined, and the need to harmonize the two packages opens up for reviewing the existing MHPs completely and overcoming the current problems with packages that do not adequately ensure full and integrated coverage for disease. The MHP-S currently being redefined will thus not be divided by services but by “medical procedures”.

Impact of Regulation
Regulation plays an important part in how the scheme’s actors (the SSAs) are structured. The aim of an ongoing study led by the ILO and Gestarsalud is to describe the changes health solidarity enterprises (HSEs) undergo and the role of regulation in these changes. The terms of reference may be consulted here. For instance, the cooperative ECOOPSOS was created when 14 mutual benefit organizations and cooperatives merged after Decree No. 1804 was introduced in 1999. Similarly, there are two main stages in the history of the mutual benefit organization SER: before and after 1999.

3. Current Number of Covered Persons and Service Packages

Number of Persons Covered by the Social Health Security System

The subsidized scheme’s total budget would allow for coverage of 22.9 million individuals. In addition, 19.6 million would be covered by the contributory scheme and 1.9 million by the special schemes.

	
	Number of persons
	Percentage

	Contributory scheme affiliates
	19,650,914
	44.11

	Subsidized scheme affiliates
	22,989,500
	51.60

	Special scheme affiliates
	1,910,351
	4.29

	Total
	44,550,765
	100


Source: Gestarsalud, 2008
The “official” coverage is thus more than 100% of the total population of Colombia, which is 44,450,260! The number of subsidized scheme affiliates is overestimated because a certain number of individuals are enrolled in two schemes simultaneously (general and subsidized). In addition, although the subsidized scheme’s total budget could cover 22.9 million persons, only 17.1 million actually have an affiliate card (booklet), and 5.8 million individuals are therefore outside either of the schemes.

	
	Number of persons

	Contributory scheme affiliates (official number)
	22,989,500

	Subsidized scheme affiliates with member cards (booklets) who are registered in the “unique affiliate database” (UADB)
	17,135,830

	Non-affiliates
	5,853,670


It is thus estimated that 86.9% of the total population are covered by the health insurance system, and that 13.1% remain outside the system. These individuals nevertheless have hospital access if they pay a user fee (see below).

	
	Number of persons
	Percentage

	Affiliates of the contributory, subsidized or special schemes
	38,697,095
	86.86

	Non-affiliates
	5,853,670
	13.14


Covered Services

There are three packages available in the system, with varying degrees of coverage. The subsidized scheme’s package has the lowest coverage, while that of the contributory scheme’s package is higher. The packages of the special schemes have even higher coverage.

The coverage cost in the contributory scheme was 456,000 pesos per person per year in 2008, while the cost in the subsidized scheme was only 240,000 pesos.
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The uninsured “vinculados” are mostly independent workers who do not want to enrol in the contributory scheme, but who are not sufficiently poor to be covered by the subsidized scheme. The premium of an independent worker who declares only a minimum income (460,000 pesos per month) is estimated at 57,500 pesos per month (for the worker and his/her dependents), i.e., approximately 29 dollars.

The vast majority (90%) of the independent workers enrolled in the contributory scheme pay a premium of only 12.5% of the minimum salary, although many of them belong to liberal professions and could pay much higher premiums.

4. Scheme Actors and Their Roles

Overall Presentation of Roles and Actors
	Roles
	Actors

	Management and regulation
	Ministry of Social Protection

National Social Security Council

Commission of Regulation (CRES)

	Identification of beneficiaries
	DNP-SISBEN

	Service and programme administration
	Subsidized scheme administrators (SSAs): mutual benefit organizations and cooperatives, family allowance funds, health promotion enterprises (HPEs) in the subsidized scheme, i.e., state-owned, private and mixed insurance companies

Representative associations: GESTARSALUD, ASOCAJAS, ACEMI

Healthcare providers (HCPs)
Local administration (municipalities)

	Financing
	Central government (ministry of Finance)

Local government (departments and municipalities)

Part of the premiums coming from family allowance funds and HPEs in the contributory scheme

	Equalization and redistribution
	FOSYGA

	Inspection and monitoring
	Superintendencia de salud (health oversight)


Features and Roles of Some of the Actors

National Social Security Council

The National Social Health Security Council manages the social security system. It consists of representatives of the various stakeholders (ministry of Social Protection, ministry of Finance, the SSAs, healthcare providers, users, workers, employers, small and medium enterprises, etc.).

The national council defines the MHP of the contributory and subsidized schemes, sets each scheme’s UPC (coverage cost per person per year) and the level of premiums in the contributory scheme, as well as defining the selection criteria for the beneficiaries of the subsidized scheme, etc.

Ministry of Social Protection

The ministry of Social Protection consists of the ministries for Health and Labour. Within the ministry, the task of the department of “healthcare demand management” is to increase the social security system’s coverage (and reach universal coverage). The department monitors the system in terms of the capital flow as well as of the indicators of utilization of the health services it covers (costs and frequencies of utilization). It is also in charge of calculating the UPC (the amount of benefit per person per year for the contributory scheme and the subsidized scheme) on a yearly basis, based on analyses of past utilization and estimated increases in utilization. In addition, the department suggests changes to the mandatory health service packages (contributory and subsidized scheme MHPs) and sets their price. Finally, it provides technical assistance to the scheme actors, such as the SSAs and the healthcare providers, which it is the task of other departments of the ministry to authorize.

www.minproteccionsocial.gov.co
DNP-SISBEN

The National Planning Department (DNP) is a public office linked directly to the office of the President of the Republic. It produces and supplies the government with technical information that facilitates design and implementation of economic, social and environmental policy. It also monitors and evaluates public policies, programmes and projects, and has an observatory function with respect to national and global economic development, as well as suggesting programmes and actions to promote economic, social and environmental development in Colombia. www.dnp.gov.co
The DNP plans and designs surveys for identifying poor persons (the SISBEN). These are then carried out by officials at the local level, before the DNP collects all the results and consolidates them in a central database. Two series of surveys have been carried out so far, the latest (SISBEN 2) in 2003-2004. The main database is opened at the time the survey is conducted and subsequently updated three times per year (surveying of additional households, updating of information about the households already in the database). It may be updated at the request of the population (families that were not included in the original survey) or in connection with special projects (implementation of a social programme in a given area, in which case all the potential beneficiaries must be part of the SISBEN database). www.sisben.gov.co
FOSYGA

The solidarity and guarantee fund (Fondo de Solidaridad y Garantía; FOSYGA) is a special account under the ministry of Social Protection without legal personhood, the resources of which are invested in health. The resources are managed by a trust consortium contracted by the ministry of Social Protection for a five-year period (the consortium currently contracted is Consorcio Fidu Fosyga 2005, but there are others: Fidusalud, Fisalud, etc.).

The FOSYGA account includes four lower-level accounts, the resources of which are managed independently: an internal equalization account for the contributory scheme, a solidarity account for the subsidized scheme, a health promotion account and a catastrophic risk and traffic accident insurance account (ECAT).

	Premiums collected

· Participation in FOSYGA’s P&P sub-account

· Solidarity contribution to the SS (1.5%)

· Service costs (contributory scheme UPC)

· P&P per capita cost

· Maternity/paternity leave cost

· IEG cost
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· The system of the internal equalization (between HPEs) account of the contributory scheme works as follows: If the difference between the sum of premiums and a set of costs (sickness benefit costs, promotion and prevention costs, maternity/paternity leave costs) and contributions (solidarity share of 1.5% of the premiums collected, which finance the subsidized scheme, and contribution to FOSYGA with respect to promotion and prevention) is positive, the HPE must pay the difference to FOSYGA. If the difference is negative, the enterprise receives the difference from FOSYGA. This equalization mechanism therefore consists in a transfer from “rich” HPEs with low per capita costs to poorer HPEs whose per capita costs are higher;

· Solidarity account for the subsidized scheme: The subsidized scheme is financed through various solidarity mechanisms (the funds managed by FOSYGA derive from the government budget and from solidarity-based participation of the HPEs and family allowance funds in the contributory scheme);

· The health promotion account makes it possible to finance health promotion services (for members of the contributory scheme only – affiliates of the subsidized scheme are covered by promotion and prevention services in the MHP-S);

· The guarantee of the catastrophic risk and traffic accident insurance account comes into play in connection with illness caused by catastrophes (floods, epidemics), and also covers medical expenses and provides capital in case of loss of life or disability after traffic accidents when the persons involved do not have insurance.

The consortium needs to put into place a comprehensive and integrated information system. So far, the Colombian social security information system is more of a juxtaposition of databases.

The SSAs currently have to sign an insurance/reinsurance contract for major risks (“alto costo”), but according to the SSAs that have been interviewed, this “re”-insurance system is not functioning very well. The FOSYGA could set up a guarantee or reinsurance fund for major risks, to which the SSAs could pay a premium corresponding the epidemiological profile of the population they insure.

www.fosyga.gov.co
The Municipality and District Health Secretariat (Important Cities Like Bogotá)

The role of the health secretariats is to sign and renew (or refuse to renew) contracts with the SSAs (public and private HPEs, solidarity enterprises such as mutual benefit organizations and cooperatives and the family allowance funds). In Bogotá, for instance, there are only 9 authorized SSAs in the subsidized scheme: see www.saludcapital.gov.co
; click on “Directorio EPS”. There used to be more, but their contracts were not renewed, or they pulled out of the market. There are various reasons for contracts not being renewed, such as non-compliance with contracts signed with healthcare providers (when the SSAs do not pay their bills).

The health secretariat in each municipality or district has a local health fund with a budget for financing healthcare access – “cuenta maestra” – which is financed by:
· The FOSYGA;
· The General Participation System;

· The municipality or department’s own resources;

· Revenues on investments;

· Income from lotteries (ETESA).

The health secretariats also play an important part in caring for persons not enrolled in any scheme – the “vinculados”. These persons are not enrolled in the subsidized scheme despite being categorized at one of the three poverty levels, because they belong to “special” populations (indigenous peoples, minors, demobilized or reenlisted guerrilla or paramilitary fighters, displaced persons or travelling people (Romani)). Even though they are not registered in the subsidized scheme’s database, these persons do have access to public and private hospitals that are under contract with the health secretariats, and are paid for by the secretariats (apart from a user fee). The health secretariat therefore acts as an “insurer” for these persons.

Healthcare Providers
The healthcare pyramid has four levels of complexity.

Until the end of the 1990s, public hospitals worked under a global budget provided by the State. The rules of the game changed when Law No. 550 was passed in 1999, and most public hospitals needed to be liquidated in order to balance debts accumulated over many years. The new companies received seed money from the State and were required to reorganize (for instance, the Popayán hospital received 10 billion pesos in 2002). These new hospitals have become autonomous and financially sustainable entities. For services covered by the contributory, subsidized or special schemes they have to get their costs covered by the companies running the schemes. For other services they are dependent on state financing (through the municipal and regional health secretariats). This funding is provided based on proof that services are utilized (financing as a function of activity rather than a global contribution). Public hospitals have an obligation to treat all emergency cases, including those involving persons with no social security coverage. In such cases, the hospitals turn to the municipal or regional health secretariats to have the bill settled. The hospitals have also reduced staff costs considerably by lowering the number of permanently employed doctors and favouring contracts with health professional cooperatives (HPCs). Each hospital contracts one or more HPCs, which then provide it with health professionals. These people are not actually employed, but receive a fee or “contribution” for the work they carry out. Two public hospitals were visited during the mission.

The Popayán Hospital (complexity level 2 and 3) was on the verge of bankruptcy in 2000. Only one out of the 400 hospital beds was occupied at the time. Today, the hospital is being reorganized. 30% of its turnover is in connection with the subsidized scheme (MHP-S) and 14% with the contributory scheme (MHP-C), whereas more than half the turnover (56%) concerns services or patients that are not covered by either of these schemes, and for which the state (health secretariats) therefore pays, if the relevant proof is provided.

Some services, e.g., in relation to maternity, have been completely renovated and are very modern. On the other hand, the overall management of the hospital is still largely manual, with many potential error sources: The hospital’s information system is not linked to the unique affiliate database (UADB), and patients’ identity and affiliation are verified at triage through access to the UADB/FOSYGA database. The administrative patient data is subsequently entered into or updated in the hospital’s information system (which is not connected to those of the health promotion enterprises or the unique database). The patient is given a unique hospital-level identification number, which is printed on a bar code. The bar code is read and automatically entered in the individual healthcare procedure registry (IHPR) at the time of registration as well as when an invoice is made, in order to avoid typing errors in the patient’s identification number. Apart from the bar code, medical information (prescribed medication, lab results, consultation or surgery reports, etc.) is recorded by hand and added to the patient’s physical file, which is archived. Only the information intended for the IHPR and the invoice is entered in a program called Dinámica Gerential.

The Carmen de Bolívar Hospital is a unique example of a public hospital reorganized and run by a private foundation (the SER foundation of the mutual benefit organization SER). It was in the interest of SER to invest in this hospital, as the services it provided were so poor that the organization’s members preferred to seek medical care in Cartagena (1.5 hours away by car). This posed accessibility problems and was expensive for the organization, and upgrading the hospital therefore helped ensure a local quality service.

The restructuring contract was drawn up between March and December 2006, after being authorized by Decree No. XXX, under which non-profit enterprises have the right to run public hospitals. Under the contractual agreement the hospital provides infrastructure, manpower and equipment, whereas the foundation invested in the infrastructure, equipment and facilities, and runs the entire hospital. It covers the hospital-level costs, and thus salaries of the staff, who remain State employees.

Today, the hospital is reorganized and modern, with a medical staff of 50 State employees and 70 contractual employees. It is run by a 4-person administrative team on contract with the SER foundation, and the performance indicators are excellent. For instance, the waiting period before surgery is only 10 days. 80 percent of pregnant women get 4 prenatal consultations over the course of pregnancy. Specialist doctors live one week on the premises and one week at home so that everyday to-ing and fro-ing is avoided. The hospital’s official reference population is 125,000, but twice this number (250,000) live in its catchment area. The hospital is currently planning to establish an intensive care unit as well as developing a specialized distance care service (telemedicine).

The main hospital-level problems stem from poor-quality primary care. The hospital’s follow-up of health centres in the region is not sufficient to motivate people living in this rural and mountainous area to go to the health centres with minor problems or for prevention purposes. Among other things, the hospital is planning a system where health professionals make house visits, and prevention and promotion messages are spread throughout the community.

Some SSAs have their own healthcare facilities. For instance, the private health promotion enterprise Salud Total has a network of private clinics that belong to the enterprise’s shareholders, and the mutual EMSSANAR owns 12 healthcare providers, encompassing rural and urban facilities at level 1 (mainly ambulatory remedial care) as well as 2 and 3 (kidney transplants, oncology, haemodialysis). Only one of these healthcare providers, based in Cali, also provides promotion and prevention services. For the others, public hospitals are contracted for such services (capitation contracts). Originally, these healthcare providers were reserved for members of the subsidized scheme, but EMSSANAR is currently opening up the services to a broader, solvent clientele.

In Colombia there are also very modern private hospitals whose clientele consists mainly of rich people with private health insurance (“prepago”). Some of these institutions have established foundations that run projects aimed at facilitating healthcare access for poor people. This is the case of the Santa Fé de Bogotá foundation, which has developed the following services, among others:

· Dr Chat (www.fsfb.edu.co/doctorchat), which is a free, online question/answer system allowing young people to ask doctors any kind of medical question (concerning STDs, what to do in case of an unwanted pregnancy – which concerns 25% of Colombian teenage girls ​– etc.);

· A telemedicine system for distance consultations with specialists in Bogotá from the primary care facilities;

· The “Así vamos en salud” project (www.asivamosensalud.org), which is a joint venture between universities, the Santa Fé de Bogotá foundation and the newspaper El Tiempo, producing health and coverage indicators. These indicators are available free of charge on the project’s website;
· Several community projects and campaigns which the foundation has started and supports. (Currently, disinfectant gel is being used to clean the hands of infants in nurseries in poor areas without water access, and a study is being conducted to assess the gel’s health impact.)
Subsidized Scheme Administrative Enterprises (SSAs)
The SSAs are responsible for registering members, handing out insurance booklets and establishing healthcare provider networks, and also see to it that the insured have access to the services in the MHP-S, the mandatory health plan.

There are different SSAs in the subsidized scheme:

· Health solidarity enterprises, i.e., mutual benefit organizations (7 in Colombia) and cooperatives (only 1). These are social economy enterprises with social participation and control as central features. There were many when the reform started, but as the scheme’s regulation became progressively stricter they became concentrated in order to respect it.
· Public and private health promotion enterprises (health insurance companies).
· The family allowance funds (“cajas de compensación”). These are private non-profit enterprises whose primary function is to redistribute family allowances and social services to the poorest formal sector workers. Their members are therefore formal sector companies (30% of Colombia’s 295,412 enterprises when tax evasion is taken into account) and their beneficiaries are these companies’ employees (30% earn the minimum wage and 12.45% have an income between the minimum wage and twice the minimum wage). The family allowance funds were created in 1954 and thus have a long tradition of providing social and health services to workers in the formal sector. They have become one of the subsidized scheme’s actors on the same level as the mutual benefit organizations, cooperatives and public and private health insurance companies, and cover a different population than their “traditional” beneficiaries: independent informal economy workers and farmers and their families.
The list of licensed SSAs is available on the ministry of Social Protection website: www.minproteccionsocial.gov.co/VBeContent/NewsDetail.asp?ID=15212&IDCompany=3. Click on “Resolución 3734 de octubre 25 de 2005”.

	Type of SSA
	Percentage of subsidized scheme members
	Representative association

	Health Solidarity Enterprises (mutual benefit organizations and cooperatives)
	38
	Gestarsalud, www.gestarsalud.com 

	SSA names and websites:

EMDISALUD: www.emidsalud.com.co, ASMET: www.asmetsalud.org.co, Asosiación Mutual Barrios Unidos de Quibdó E.S.S., ECOOPSOS: www.ecoopsos.com.co, EMSSANAR: www.emssanar.org.co, Coosalud: www.coosalud.com, Mutual SER: www.mutualser.org 

	Family allowance funds
	16
	Asocajas, www.asocajas.org.co 

	Private health promotion enterprises
	21
	ACEMI, www.acemi.org.co 

	Public health promotion enterprises
	19
	

	Indigenous
	5
	


Gestarsalud, ASOCAJAS and ACEMI are professional associations representing health solidarity enterprises, the family allowance funds and private health promotion enterprises, respectively. The associations act as an interface between politicians and the scheme actors (SSAs). They draw on detailed knowledge about the scheme and its stakes as well as on constantly ongoing research in order to (1) protect the interests of the enterprises they represent as well as the scheme’s users and (2) suggest how the scheme might be improved and developed.

5. Process Descriptions

The following processes will be described in detail:

· Process of enrolment and contracting with the municipalities, including the following processes:

· Definition of coverage;

· Calculation of coverage cost and funding;

· Contracting;

· Information system and management;

Process of Enrolment and Contracting With Municipalities

Identifying Poverty Levels (SISBEN I, II and III)

Poor persons are targeted through the SISBEN survey, which contains questions about education, housing, sanitary and living conditions, vulnerability, number of persons in the family, etc. The SISBEN does not aim to take into account income or poverty levels but rather to provide an indication of living standards (it expresses an individual’s capacity for action according to his or her resources, environment, education level, etc.) so that various social programmes may be directed at those most in need of them. It has a multidimensional approach to poverty and takes into account health, education, housing, etc.

Based on an analysis of the responses, families are divided into poverty levels (1, 2, 3, and 4 and above) and beneficiaries are identified for different social programmes (education, conditional and unconditional cash transfers, household subsidies, etc.), including the subsidized social health security scheme. The SISBEN is thus a tool available to politicians in connection with redistribution of the State’s resources as a function of needs. Under the subsidized scheme, level 1, called “complete subsidy”, entails a right to the MHP-S with no copayment. Level 2, called “partial subsidy”, entails a right to the MHP-S with copayment. Level 3, also called “partial subsidy” only gives a right to a very limited MHP-S, and also includes copayment.

In small municipalities, an initial survey is conducted of the entire population by a team including a SISBEN administrator, surveyors and survey supervisors. In large municipalities, the survey is conducted in the poorest areas. Persons who for some reason are not surveyed may at any time request to be. In each of the country’s administrative departments there is a team consolidating the SISBEN data. Based on the initial survey a master database is created. It is subsequently updated several times yearly (changes in economic and family situation). Persons whose status changes (escaping or entering into poverty) must report in order to be surveyed and categorized again. However, people whose economic situation improves do not report voluntarily, and consequently the number of families currently categorized at level 1 and 2 does not correspond to reality. In addition, the database is not updated during elections (which will be the case in 2010, for instance).

The SISBEN targeting system was created in 1995 (SISBEN I) and then evaluated and replaced by SISBEN II in 2001 (some variables, analyses and functions were modified). The first SISBEN II survey was conducted in 2003-2004, with more than 33 million people being categorized at one of the four poverty levels, including 28 million at level 1 and 2. Among these 28 million, who should have the right to the subsidized health insurance, only 17 million were registered in the ministry of Social Protection’s unique database. This is probably due to categorization problems within the SISBEN (many people categorized at level 1 or 2 should not really be) but also to problems with the establishment of the database (see below).

2008 figures:

	Level
	Number (millions)
	Percentage

	1
	17.36
	52.25

	2
	11.23
	33.79

	3
	4.47
	13.44

	4
	0.17
	0.51

	Total
	33.23
	100.00


Source: DNP

In 2008, the national council of economic and social policy issued a document called Compes Social (No. 117), which recommended that the criteria for targeting and selecting beneficiaries for social programmes be updated. This is when the SISBEN III was created. It is currently being employed with the aim of covering all municipalities before July 2010, and 1,103 municipalities are involved.

With the SISBEN III, a number of categorization problems should be resolved, through the following measures:

· Introducing 10 levels, so that the division between the people included in and excluded from the programmes can be adjusted on a finer scale;

· Creating new variables that will allow for more precise vulnerability estimates;

· Introducing different response weighting according to living area (big cities, urban areas and rural areas).

Based on a sample survey with the SISBEN III it is already possible to predict that 27% of the families currently categorized at level 1 and 2 will be categorized at level 3 or higher. In addition, it is predicted that 9% of families currently at level 3 will “move” to level 1 or 2, so that the net decrease in families categorized at level 1 and 2 will be 18%.

The cost of the initial survey (conducted every 6-7 years on average) is 7,500 pesos per household (i.e., 3.7 dollars). The cost of the updates is 17,800 pesos per household (i.e., close to 9 dollars – as more time is lost in getting from one household to the other). For the initial survey, 700 persons have been recruited to conduct the surveys in Bogotá only (population of 9 million), whereas for the updates, the Bogotá SISBEN team will only have 90 members.

The SISBEN website lists all the consolidated data, as well as describing the methodology and the tools for conducting the surveys: www.sisben.gov.co. The SISBEN methodology and tools might be useful for other social protection initiatives that deal with identifying poor people.

Contracts Between the SSAs and the Municipalities and the Enrolment Process
Under the subsidized scheme, the municipalities are responsible for coverage of the local population, and must organize a public competition where all licensed SSAs in the region can participate. Prioritized persons (who should by priority be enrolled in the scheme) choose the SSA they prefer (free election). This process has the following stages:

· Each municipality makes a list of prioritized persons (poor population, Romani, indigenous persons, abandoned children, elderly individuals living in old people’s homes);

· Each municipality organizes a call for tenders to which SSAs that wish to work in that municipality reply (departments and regions are divided geographically between SSAs);

· After the competition, the municipality publishes a list of the available SSAs and organizes an enrolment day (at least twice yearly);

· People choose an SSA, fill in an affiliation form, get a temporary insurance booklet and complete the risk file;

· Later they receive a plastic-coated insurance booklet;

· The SSAs and the municipality then finalize the contracts, which indicate the total number of persons that each SSA plans to cover under the contract and over a period which can vary from 1 to 3 years;

· An SSA may have several parallel contracts with the same municipality (since there is a new contract for each enrolment period), and the total number of current contracts between SSAs and municipalities is therefore 28,000!

· The number of persons that must be covered under the contract is higher than that of persons actually enrolled at the time the contract is signed. This safety margin allows for new enrolments during the period in question and takes into account family restructuring (childbirth, marriage, etc.);
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· The SSAs send a list of the persons actually covered and insurance cardholders to the municipality. This list determines the monthly payment of the coverage cost, which corresponds to the number of persons covered multiplied by the UPC and the number of days of affiliation.

Normally, enrolment periods are organized twice yearly (in April and October), but some municipalities organize more in order to increase the coverage rate.

In addition, when an SSA pulls out of a region, the municipality can organize a mass transfer of members to the remaining SSAs as a function of their respective market shares. In this case the principle of free choice may be compromised.

After being enrolled for the first time, the insured must remain with the chosen SSA for one full year. After that they are free to change SSAs.

An affiliate covered by an SSA in one municipality does not have access to healthcare in another municipality (except in an emergency). The affiliation is regional, and such sharing of information is not possible under the present information system.

The SSAs do not have the right to advertise under the subsidized scheme, which means that people know them principally by word of mouth. The private health promotion enterprises that work in both schemes – subsidized and contributory – have the right to advertise in the contributory scheme. For instance, this is the case with Salud Total, which has had a number of radio advertisements, and thus is better known.

Coverage Definition Process

Identifying Risks and Implementing Adapted Promotion and Prevention Programmes

After concluding a contract with a municipality, the SSAs conduct two risk assessments: a regional-level assessment (through family surveys) and an individual assessment. The family survey files form the basis for assessing living conditions (and their a priori health impact), while the individual files form the basis for assessing individual risks (such as pregnancy, medical history and lifestyle).

The goal of knowing the risks is not to perform risk selection (which is prohibited), but rather to adapt promotion and prevention activities to the insured population’s needs and to induce a greater demand for promotion and prevention (preventive care is not yet a common custom). In addition, the surveys provide the required information to establish the affiliated population’s epidemiological profile and to calculate the annual cost per capita for the services to be contracted with healthcare providers through capitation contracts (see below).

As soon as the risks have been identified, promotion and prevention programmes adapted to them (e.g., for pregnant women) are designed and implemented, as are systems for following up utilization of (preventive and curative) healthcare services and health indicators (e.g., percentage of low-weight newborns, maternal and infant mortality rate and mortality rate according to age). Each promotion and prevention programme has a range of health indicators. By identifying the insured population’s risks and steering them toward the adapted P&P programmes, the SSAs contribute to developing demand for preventive and promotional healthcare. The P&P activities are then run by the healthcare providers contracted by the SSAs (see below).

Risk Selection: Prohibited, but…
It appears (in cities like Bogotá) that SSAs that own healthcare providers prefer to include capitation of “good risks” in their contracts with these institutions, while including patients with a medical history in the contracts concluded with public healthcare providers. The capitation contracts are thus more “profitable” for the SSA’s own healthcare providers.

Service Package Covered by the Subsidized Scheme’s MHP

The MHP-S is defined and updated by the national social security council, and lists illnesses and services at different levels of complexity:

· Promotion and prevention and primary curative care (level 1 – low complexity);

· Secondary and tertiary care (level 2-3, middle and high complexity);

· Very specialized care (level 4 – “alto costo”).

	Complexity level
	Services covered by the MHP-S

	Promotion and prevention (individual follow-up and collective campaigns)
	Monitoring of the growth and development of children under the age of 9; pregnancy examinations, illness detection, vision tests;

Individual follow-ups according to identified risks (children under the age of 1, pregnant women, persons with hypertension or diabetes)

Thematic awareness days, radio campaigns, etc.;

Oral hygiene programme, Pap tests, family planning, vaccination of children under the age of 5, normal delivery;

Pregnancy and delivery, general medicine, dental care, emergencies, hospitalization, X-rays and ultrasound, medication, lab tests, ambulance transport.

	Level 1 curative care (“low complexity”)
	

	Level 2 and 3 curative care (“middle to high complexity”)
	Full check-up of children under the age of 1, full pregnancy examination, emergencies, appendectomy, gallbladder removal and cataract surgery, strabismus treatment (for children under the age of 5), Caesarean sections, hysterectomy, cholecystectomy, traumatology and orthopaedics, rehabilitation;

Ophthalmology and optometry, glasses for children and young people under the age of 20 as well as for people over the age of 60;

Specialized ambulatory consultations, hypertension and diabetes diagnosis and treatment.

	Level 4 care (“alto costo”)
	Cancer: diagnosis, surgery, chemotherapy, radiotherapy, pain relief;

HIV-AIDS: integral care, antiretroviral treatment and hospitalization;

Burns: more than 20%, face, feet, hands or genitals;

Surgery: Brain, skull, spine (post-trauma); complete or partial hip or knee replacement; chronic renal failure: integral care, renal therapy; cardiac surgery; myocardial infarction; intensive care; kidney, heart and bone marrow transplants, cornea transplants for children under the age of 1;

Emergency medical transport.


All SSAs are involved in promotion and prevention work. Some of them delegate this work to the healthcare providers in full (capitation) while others perform it in cooperation with the healthcare providers through producing training and information handbooks and courses. On the basis of the individual risk assessment files, the insured persons can be classified into priority groups (children under the age of 1, pregnant women, persons with hypertension or diabetes) who are offered specific prevention programmes and medical follow-up. When collective risks are identified, prevention campaigns consist of awareness-raising radio broadcasts and yearly thematic days (one each on women, children, youth and adults).

The affiliates of the subsidized scheme are automatically covered for all services and illnesses included in the MHP-S. For all services included in the MHP-C and not in the MHP-S, they can make a request to the municipality to be covered on a case-by-case basis. In cases of emergency they do not need to make a prior request but can go directly to the hospital to get treatment. Thus, the hospitals’ costs are covered partly by the SSAs (for services and treatment covered by the MHP-S) and the rest is covered by the state (municipal health secretariats).

Some services (new technologies, special medication) are not part of the MHP-C, and only people covered by special schemes have coverage for these services.

The costs of “alto costo” cases need to be reinsured (usually not through a reinsurance treaty but through an insurance contract with a Colombian insurer).

The difference between the MHP-S and the MHP-C can be illustrated like this: 
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Coverage Cost Calculation and Financing Process

Calculation of the UPC

The per capita unit of payment (UPC) corresponds to the average cost of coverage per person per year. The sum is collected by the SSAs, and is a fixed amount per affiliate, which nevertheless varies according to age, sex and geographical location in the contributory scheme, and according to region in the subsidized scheme. The UPC is calculated pragmatically by the national social security council, based on the previous year’s value with adjustments for consumption growth estimates for the next year (for instance, a 7% growth from 2007 to 2008). In addition, if additional services are added to the MHP-S, their average cost is calculated and added to the UPC. The calculation of the UPC does not entail detailed epidemiological analyses or demographic projections; nor are such factors taken into account in the calculation.

The annual UPC of the subsidized scheme in 2008 is 248,773 pesos (120 dollars). There is also a UPC for certain special difficult-to-access areas, amounting to 286,088 pesos. This is half the amount of the contributory scheme UPC, but represents a tenfold increase over the past 15 years (the amount was 24,000 pesos in 1993).

Coverage Cost Calculation

For each contract an SSA enters into with a municipality, it receives the yearly UPC multiplied by the number of affiliates and their time of affiliation, after the following formula:

	Number of affiliates * Daily UPC * Days of coverage over the year


The coverage cost for a person affiliated on July 1 is therefore equal to the yearly UPC * 6 / 12. The coverage cost for a person affiliated on December 15 equals the yearly UPC * 15 / 365.

The distribution of the UPC between the various covered services should be approximately as illustrated below. The SSAs must take adjustment measures whenever the portion of the UPC allocated to one service exceeds the prescribed proportion (e.g., if Level 1 goes up to 38%).

	


Payment of the Coverage Cost
It is the municipalities that pay the coverage cost to the SSAs. The payment is normally made between the 1st and 5th of the month. On the rare occasions that the municipalities fail to pay or pay with a delay, the SSAs may resort to a procedure involving direct transfer of money from the FOSYGA to the SSAs (“giro directo”). In this case, the procedure is applied to all the SSAs in the municipality (not only the one that did not receive payment).

	


Sources of Funding

Each municipality has a local fund for financing the coverage of the affiliates within the municipality. This fund draws its financing from several sources:

· FOSYGA (41% of funding): This funding comes from the social responsibility part of the contributory scheme, contributions from the military (tax on carrying weapons), financial products and fines imposed on companies for tax evasion (non-payment of social security contributions).

· General Participation System – GPS (48% of funding): This funding comes from VAT and direct taxes. Part of the national budget is decentralized to the level of the departments and municipalities.

· The municipalities’ and departments’ own resources (11% of funding): These resources come from taxes on alcohol and tobacco, lotteries, games of chance (ETESA), other taxes, contributions from certain corporations (coffee) and financial products.

The social responsibility part of the contributory scheme means that the HPEs of that scheme take part in financing the subsidized scheme (redistribution between the schemes). This participation amounts to 1.5% of the contributory scheme premiums (these amount to 12.5% of the sum of the enterprises’ salaries). The social responsibility contribution represents one third of the sum of the subsidized scheme’s resources.

The “cajas de compensación” (family allowance funds) also contribute to the FOSYGA as a way of participating in financing the subsidized scheme, at the level of 7% of the premiums they receive from member enterprises (amounting to 4% of the sum of these enterprises’ salaries).

The “cajas de compensación” that also act as SSAs in the subsidized scheme can in reality keep a budget corresponding to the total cost of coverage of their affiliates (UPC multiplied by the number of affiliates) and only transfer the remainder (7% of received premiums minus the UPC multiplied by the number of affiliates) to the FOSYGA. If the 7% of the received premiums do not cover the affiliates of the subsidized scheme, the FOSYGA transfers the difference to the family allowance funds.

	


	Sources of Funding
	Amount (pesos)
	Percentage

	General Participation System (VAT, taxes) financing municipal budgets directly
	2,397,441,800,882
	48.14

	Municipalities’ and departments’ own resources
	537,119,829,893
	10.79

	· Local taxes

· Health lotteries

· Games of chance

· Taxes on alcohol and tobacco

· Contributions from corporations (coffee)

· Financial products
	
	

	FOSYGA (solidarity fund)

· Social responsibility part of contributory scheme

· Contributions from family allowance funds
· Contributions from military (tax on carrying weapons)

· Income from financial products

· Sanctions in connection with tax evasion (non-payment of social security contributions)
	2,045,465,986,600
	41.07

	General total
	4,980,027,617,374
	100.00

	Source: Gestarsalud, October, 2008


These percentages are national averages, which vary between areas as a function of the extent of coverage and the municipalities’ wealth (a high level of resources linked to local taxes entails a smaller contribution from the FOSYGA).

The health oversight (Superintendencia de Salud) is responsible for transferring and managing the funds, together with a system of external auditors that the municipalities have to appoint.

Contracting Process with Healthcare Providers

Establishment of a Network of Member HCPs (supply/demand study)

The SSAs must establish a network of partner healthcare providing institutions. Within this network, 60% of the SSAs’ turnover must be with public healthcare providers. The remaining 40% reflects contracts with private HCPs that are either external (as in the case of the mutual SER) or owned by the SSAs.

Streamlining the Network in Agreement With the MHP-S Requirements for Quality and Number of Services

The network’s HCPs must have been authorized by the State in advance (www.acreditacionensalud.org.co). Hospitals are divided into different technical levels (1 to 4) with corresponding authorization criteria in relation to human resources, number of beds, financing, medical procedures, organization of services and access (emergencies, triage, outpatient consultations, admittances, etc.).

Before approving HCPs, the SSAs visit the institutions in order to verify a number of requirements (it must be ascertained that considering its technical level, a hospital is able to provide the services corresponding to and guaranteed by the MHP-S). Sometimes not all the requirements are met. If the hospital is in an urban area where it must compete with other institutions, the SSAs can turn to other HCPs, but if the hospital is in a rural area where it has a monopoly, the SSAs have only one choice: putting in place a plan to improve its quality.

A certain number of SSAs have their own healthcare facilities. The mutual benefit organization EMSSANAR, for instance, has a network of 12 healthcare facilities at various levels (the mission visited one of them in Sevilla), and therefore does not have to enter into capitation contracts with hospitals for basic health services (on the contrary, EMSSANAR has capitation contracts with public hospitals for promotion and prevention and event-specific or disease-specific contracts for specialized care – level 2, 3 and 4). The private insurance company Salud Total owns several private level 3 and 4 clinics (“alto costo”) and estimates that the public sector is not capable of providing some of the types of specialized care included in the MHP-S.

Contracts With Healthcare Providers: Types and Contents

There are different types of contracts:

· Primary care capitation contracts (fixed yearly amount per person paid by the SSAs to the healthcare facilities regardless of the affiliates’ actual consumption throughout the year);

· Level 2 and 3 event-specific contracts (payment based on the affiliates’ actual usage);

· Disease-specific “paquete” contracts for “alto costo” care such as HIV/AIDS treatment and oncology.

The contracts between the SSAs and the HCPs normally include the following:

· A list of the covered services;

· The agreed-upon rates. NB: The rates vary from hospital to hospital and even within one and the same hospital for contracts with different SSAs! A reference rate is set by decree (SOAT rates) but the agreed-upon rates may be above or below this. The market is regulated in terms of supply and demand, as well as by the SSAs’ ability to negotiate. The rates depend on the number of affiliates, the competence of the HCP staff and the policy for SSA authorization;

· For capitation contracts, the total sum of the capitation, valid for a year. This sum is equal to the estimated annual cost per person multiplied by the number of persons covered under the contract.

	Capitation = Number of persons covered by the contract * Estimated annual cost per person


The estimated annual cost per person equals:

	Estimated annual cost per person = ( Services Usage frequency (2005) * Agreed-upon rates


The usage frequency data employed in 2008 are from 2005 (major problem with obsolete data). The distribution of the capitation between services based on the proportion of the average cost of each service is also stated (linked to the usage frequency and the agreed-upon rates). Basic services to be paid by capitation generally represent more than 50% of the total amount of the SSAs’ services, i.e., of the UPC;

· Minimum quality conditions that must be respected, as well as corresponding quality indicators;

· Management processes and a system for following up and reporting on service usage called IHRP;

· The reference and counter-reference system;

· The alternatives in case of non-compliance with the contract conditions.

Many public HCPs do not respect the set criteria, but the SSAs cannot do much about this as they need to carry out 60% of their business with public hospitals and some rural areas do not have any competition (only one hospital). When an HCP has too many quality problems the SSA develops an improvement plan and thereby corrects some of the issues.

On average, the SSAs sign two contracts per HCP (e.g., one for promotion and prevention and one for care). Thus, the mutual benefit organization ASMET has a network of 611 HCPs with 1200 contracts in total.

Quality Control
There are several systems for HCP quality control:

· Authorization by the ministry of Social Protection and by the SSAs, respectively;

· The PAMEC, which is an auditing programme for quality improvement. The programme is mandatory and aims to guarantee that the contracts between SSAs and HCPs are honoured, and contains a review of the hospitals’ medical and administrative activities. The SSAs employ nurses and doctors as consultants, and when an affiliate is admitted to a hospital, these consultants visit the hospital to monitor its administrative and medical procedures, provide support to the sick person and prevent hospital overbilling;

· Certain SSAs support hospitals directly, even to the extent that the management of some hospitals is given over to an SSA foundation. (This was the case with the experimental model of the Carmen de Bolívar hospital, where the mutual benefit organization SER was put in charge of restructuring and management);

· Control of incoherent information in the IHPR and continuous improvement of IHPR information quality;

· Compulsory follow-up of HCP user satisfaction (through twice-yearly surveys). In the HCPs owned by some mutual benefit organizations, e.g., EMSSANAR, satisfaction surveys among the facilities’ users are conducted daily.
Network of Hospitals and Third-Party Payment
Affiliates are obligated to use the healthcare facilities of the HCP network contracted by the SSA they belong to. All affiliates of the subsidized scheme benefit from a third-party payment system. Promotion and prevention is generally undertaken at public hospital level, sometimes with the support of SSAs (training, aid, etc.). Primary care may be given at public hospital level or at a private or SSA-owned clinic (as in the case of the mutual EMSSANAR, which owns 12 health centres at level 1 and 2). Secondary and tertiary care is generally given at hospital level, while some very specialized care (“alto costo”) is not offered by the referral hospitals.

Prior Authorization for Affiliates and Services Covered by the MHP-S

For primary care the affiliates do not need to request prior authorization from their SSA.

For secondary, tertiary and very specialized care an authorization must be requested prior to using the service (surgery, cancer treatment, etc.). There are several systems for authorizing requests: by phone (24-hour helpline), online (LIPAU: Línea Permanente de Atención a los Usuarios) and at affiliate frontline centres.

In the case of emergency admittances, hospitals must contact the relevant SSA in order to verify the patients’ rights.

The mutual benefit organization SER makes authorizations within the day. The mutual benefit organization ASMET makes authorizations for emergencies within two hours (but the hospitals do not wait with treating the patients) and for other services within six hours.

Prior Authorization for Services Covered by the MHP-C but Not Included in the MHP-S
Services included in the MHP-C but not in the MHP-S should normally be covered by the state (e.g., pneumonia for children above 1 year of age, non-intensive care hospitalization, certain gynaecological issues, etc.), with two eventualities:

· In case of emergency, the patients go to the hospital without prior authorization;

· In other cases than emergencies, the patients must request coverage at the level of their municipality. The SSAs help the affiliates make such requests, but at the municipal level the authorization process can be rather long (several weeks). As soon as the municipality agrees, the patients may use the service, which is then paid for by their SSA (third-party payment system). The SSA subsequently tries to retrieve the cost of the bill from the municipality.

Copayment
For primary care, affiliates do not pay any copayment (whatever their SISBEN level). For secondary and tertiary care, affiliates at SISBEN level 2 pay a copayment, which may not exceed half the minimum monthly wage per service. Per year, the sum of the copayments for each affiliate may not exceed one minimum monthly wage. Affiliates at SISBEN level 3 only get a partial MHP-S. Otherwise, they are liable to the same levels of copayment as affiliates at SISBEN level 2.

Mehtod of Payment between SSAs and Hospitals

For promotion and prevention and for primary (level 1) care, the SSAs normally pay the hospitals by way of capitation. For care paid through capitation, information about each instance of usage is stored in an individual healthcare procedure registry (IHPR), which is delivered to the SSAs so that they may monitor the usage. However, whereas the SSA-owned healthcare facilities are very conscientious in filling out the IHPRs, the public healthcare facilities only fill them out partially, and the SSAs therefore do not always know the exact coverage costs.

Secondary and tertiary care is paid per service. In this case, the IHPRs are filled out conscientiously insofar as they provide the basis for invoicing and the SSAs’ payment of the hospitals.

Payment for Persons Not Enrolled in Any Scheme
These persons, called “vinculados”, are not currently enrolled in either the subsidized or the contributory scheme. They may still receive care within the network of public and private hospitals of their municipality’s health secretariat. If these persons are categorized at SISBEN level 1, 2 or 3, they only pay a low copayment for health services (5, 10 and 30%, respectively) and the remainder is paid by the municipal or district health secretariat. The health secretariats base their work on the IHPRs, which in this case are of very good quality (good level of information).

Waiting times appear to be much longer for affiliates of the subsidized scheme than for “vinculados” (who are paid for by the municipal or district health secretariats)
. As some of the “vinculados” would have a certain ability to pay, it might be justified to establish a partially subsidized scheme for this population category.

Invoicing and Payment of Healthcare Providers
The bill payment process was described to us by the mutual benefit organization ASMET. Bills issued by the HCPs are analysed locally before being consolidated and approved at the SSA’s national head office. The SSA’s regional branch then issues a payment order with the “fiducia” (a central bank that guarantees a transparent cash flow), and a transfer is made from the SSA’s account to the hospital’s. This entire process only takes one day (in the case of ASMET).

Information System and Management Process
Individual Information Systems

The various SSAs have developed their own information and management systems. The management software is generally web-hosted (in the case of the mutual benefit organizations SER and ASMET and the cooperative ECOOPSOS), so the information can be accessed and updated in real time. The systems vary from one SSA to the other and do not correspond to those of either the municipalities or the hospitals (many of them are not or only partly computerized).

Computerized Management Process and Monitoring (in the mutual benefit organization SER)

In SER, the information system appeared to be very efficient. The following processes were managed entirely automatically:

	Health
	Administration and finance

	Authorization

Entering into contracts with providers

Preliminary authorization

Recording of services (same database structure as hospitals)

Epidemiology

Helpline (24 hours)

Catastrophic costs (chronic diseases)
	Enrolment
Human resources

Finance and accounting


SER’s management system is accessed through an intranet that the different municipal sections of the organization connect to in real time. IT upgrades are constantly developed and carried out by five systems engineers working within SER. The service database has a dual structure: by healthcare services and by pathology (homogenous diagnostic groups).

User Satisfaction Follow-Up System

User satisfaction with SSA coverage and HCP quality is assessed through:

· Twice-yearly satisfaction surveys at the SSA frontline centres. These are centres where users may go for any request of coverage, information, complaints or appeals. In the centres, surveys about satisfaction with the services are conducted systematically. The mission visited one of the mutual benefit organization ASMET’s centres (the association has centres wherever there is a medium or high complexity hospital) as well as one of SER’s centres.

· Twice-yearly surveys at the partner or SSA-owned HCPs. In the HCPs belonging to certain SSAs, like EMSSANAR, satisfaction surveys of the facility’s users are conducted daily.

· Follow-up of the treatment of complaints and claims (“quejas y reclamos”). In ASMET, complaints are responded to within 10 days and claims are responded to within 15 days. The same goes for the mutual benefit organizations SER and EMSSANAR. All complaints and claims are entered and monitored in a database accessed over the Internet.

Users’ associations also play an important part in the quality control both at HCP and SSA level.

The user satisfaction follow-up system serves as a basis for improving the quality of healthcare and frontline services, as well as for radical measures such as ending an agreement with a healthcare provider. In EMSSANAR, the client rights committee meets monthly to make decisions (e.g., to end a contract with a pharmacy following a complaint).

Consolidation of Affiliate Data

The SSAs provide the municipalities with a list of affiliates who have received an insurance booklet. The municipalities consolidate the affiliation data, verifying that the information is complete and that there are no duplicate data within the municipality (enrolment in two SSAs, for instance). The database is then verified at department level (e.g., to check that no person is enrolled in two municipalities). It is then passed on to the central level, and the FOSYGA in turn verifies that there are no duplicates, and compares the data from the contributory scheme with those from the subsidized scheme in order to delete any double enrolments. The national level database is called UADB (Spanish: “BDUA ​– Base de Datos Única de Afiliados”). In actuality, it is hard to maintain a proper UADB, as the population mobility is high both between departments and municipalities and between the different schemes.

	


The process of updating the UADB takes two months. During this time, persons might be without coverage or they might use services they do not have the right to. See below for details about the identified problems.

Consolidation of Data on Healthcare Service Usage

Similarly, data on healthcare service usage is collected at HCP level in the IHPRs and submitted to the relevant SSAs. The IHPRs include relatively precise information about less than 50% of services, i.e., the services paid per service or per pathology (complexity level 2, 3 and 4). For all primary care and promotion and prevention, the IHPRs are very incomplete and not very useful. Information about healthcare service usage is consolidated by each SSA and submitted to the ministry of Social Protection for national-level consolidation. This is the information on which any reassessment of the UPC from one year to the next is based. Try as they might to explain that the UPC doesn’t cover their actual coverage costs, the SSAs have trouble proving this to the ministry due to the poor quality of the IHPR data.

6. Comparative Advantages of the Different Types of SSAs in the Subsidized Scheme

Comparative advantages of different types of SSAs, i.e., health solidarity enterprises (mutual benefit organizations and cooperatives), public and private health promotion enterprises (HPEs) and family allowance funds.

The persons interviewed during the mission underlined several comparative advantages, some of which are described below:

· Patients’ rights protection

· Proximity and quality of frontline services

· A quality HCP network

· Prior presence in the area and population confidence in SSA staff

· Socially responsible activities: schooling, housing, development projects, sport and culture

· Social participation and control

· Management efficiency (HPEs that operate under both the contributory and the subsidized scheme can keep their costs down to the extent that the same central staff works for both schemes (synergies in terms of technical management, legal service, direction, management of healthcare provider network, etc.))

· Efficient information and management system

· Continuing education for SSA staff

· Obligation to respect demanding legislation (the demands of legislation have led the mutual benefit organizations and cooperatives to become more similar and structured in order to increase their efficiency and durability)

· Support from a second-level organization such as a professional federation or association. Associations like ASOCAJAS, ACEMI or GESTARSALUD support their members at various levels, such as by explaining and passing on information regarding new decrees and regulations, interpreting legal issues, facilitating cooperation between association-owned and contracted hospitals (HCP) and monitoring user satisfaction (legally required surveys)

An in-depth study will provide a clearer picture of the comparative advantages of the various actors.

Patients’ Rights Protection

From a legal point of view, all affiliates of the subsidized scheme have the right to MHP-C coverage; however, this coverage is not automatic. When affiliates are in need of a service that is not included in the MHP-S but in the MHP-C, they can make a request for coverage to the municipality with the support of the SSA. If this request is granted, they have access to healthcare through a third-party payment system. After the hospital bill is paid, the SSA turns to the municipality for reimbursement.

The SSAs treat a high number of such cases in their frontline centres. Often, however, the municipalities pay with long delays or do not pay altogether. Some SSAs (such as Salud Total) are known for going all the way to legal proceedings and attempting to sue the municipalities in case of non-payment. These SSAs have the strength of large and competent legal departments.

Proximity and Quality of Frontline Services

Affiliates can make contact with and get support from the SSAs at several places:

· Medical staff (generally a nurse) based permanently in the network’s HCPs. These SSA representatives are in charge of informing members and supporting them in using healthcare services. They help the SSA affiliates with all administrative aspects (paperwork) and also provide moral and social support. This assistance has a significant personal touch.

· The 24-hour helpline, which can authorize coverage of costs, verify coverage, answer questions about affiliates’ files and facilitate contact between two doctors in urgent matters.

· A frontline office (“atención”) in cities with a medium or high complexity hospital. The frontline office of the mutual benefit organization SER that we visited in Cartagena receives between 300 and 400 users per day.

Quality HCPs

The HCP network quality is a key factor for differentiation and for attracting affiliates. A large number of family allowance funds have primary level health clinics (197 in total), some mutual benefit organizations, such as EMSSANAR, have developed a network of HCPs for ambulatory care and some private HPEs, such as Salud Total, have agreements with private clinics that belong to their shareholders.

However, this is a strategy that is difficult to put into practice seeing as 60% of services need to be contracted with public healthcare facilities. Some SSAs therefore invest in order to make the services of these facilities better and their administration more efficient. This is the case of the mutual benefit organization SER’s foundation, of the family allowance funds that take part in managing contracted public hospitals and help them monitor usage and manage risk and of ASMET, which has cooperated closely with public hospitals and raised IHPR quality considerably even under capitation contracts.

Prior Presence in the Area and Population Confidence in SSA Staff

Family allowance funds have played an important part in the social sector for over 50 years, and generally have a good reputation at a local level. Mutual benefit organizations and cooperatives generally have a positive social influence in their home municipalities (e.g., Sohacha for ECOOPSOS or Carmen de Bolívar for the mutual benefit organization SER), which are usually rural.

Socially Responsible Activities: Schooling, Housing, Development Projects, Sport and Culture

Mutual benefit organizations and cooperatives’ social activities are especially important, but they are mostly aimed at associates (i.e., premium-paying members of the mutual benefit organizations or members of the cooperatives) and not at all affiliates. The activities are partly financed through surplus from 8% of the administrative fee paid by the state in the subsidized scheme. They may also be financed by profit from lucrative activities (e.g., schooling). In the case of the cooperative ECOOPSOS, they are also financed through interests from investment of the membership shares (which are 18,000 pesos per member per year).

	Example 1: the mutual benefit orgnization SER

	In November 2002, SER created a foundation charged with running its social activities, with a starting capital of 5,000,000 pesos. The foundation’s executive office consists of the SER president and secretary general, one of the foundation’s managers and two delegates.

The SER foundation has three funds of which SER’s associates are the sole beneficiaries.

The aim of the education fund is to offer “informal” schooling to associates and their children, in response to a huge demand, seeing as 1,800 of the 12,000 associates are illiterate. The fund includes:

· Schooling in the mutual insurance system, including an 8-hour introductory course on solidarity economy and the development of the mutual benefit system and a 30-hour programme of further training with technical courses on accounting and discussion and negotiation techniques. These courses are open to associates and their families as well as to associates of other mutual benefit organizations and cooperatives.

· A literacy programme comprising a 1-year basic literacy course, primary school equivalence in 2 years and secondary school equivalence in 3 years. 6 classes of 50 pupils have already finished the education and 250 pupils are currently undergoing training.

· Study grants for professional training or university studies (covering 50 to 80% of fees).

The solidarity fund provides financing for building houses and latrines. In 2008, 200 latrines were built, and the aim is to build 1,000 over the next three years.

The fund also provides two types of loans for creating new enterprises: infrastructure loans (15% yearly interest and a three-year redemption period) and working-capital loans (also with a 15% yearly interest). The loan sums range from 2,000,000 pesos for community projects (multiple recipients) to between 100,000 and 923,000 pesos for smaller, individual loans. Three hundred persons have already received loans amounting to a total of 50,000,000 pesos.

In addition, the fund finances a programme aiming to improve the living conditions of associates with mental or physical disability, through prostheses, adjustable beds, clothing, food, etc. These persons are often in dire need. They represent approximately 1% of the associates.

The foundation also has a sports and culture fund.

Finally, the foundation takes part in State social programmes, either through providing financial support or organizing concrete activities. These programmes are generally aimed at all poor persons (not only SER associates and affiliates), and include:
· Training and awareness programmes for pregnant women, the elderly and in relation to food security.

· A school cafeteria programme. School meals are 500 pesos, to which the State, the municipality and the WFP contribute 250 pesos and the foundation contributes 250 pesos for a fixed number of children. For instance, in the 5 municipalities of Bolívar and Sucre, the foundation provides 100 meals per day per municipality.

SER also leaves MHP-S promotion and prevention activities aimed at its affiliates to the SER foundation.


	Example 2: Family allowance funds

	The family allowance funds also have much experience in the social sector. The beneficiaries of these activities are either members of the funds or the general population.

For members of the funds:

· Housing aid

· Benefits in case of unemployment

· Professional healthcare

· Rehabilitation, leisure activities and housing for elderly and disabled persons

· Social assistance programme for children under the age of 5 (child care centres, food complements)

· School support

· School grants to facilitate college and university entry

· Holiday camps

· Microloans system for income-generating activities

· Social microloans

· Supermarkets and shops (414 in all) buying directly from the producers in order to increase their earnings

For the general population:

· Housing aid (the funds run a State-funded programme)

· Libraries and “burrotecas” (donkeyback mobile libraries!) able to reach remote villages


	Example 3: the mutual benefit organization ASMET

	ASMET also runs a foundation, which offers a number of social services to the organization’s associates: funeral assistance; education programme (2,500 associates have already obtained the equivalent to a high school diploma); 2 to 3-year university educations and technical and professional training. The courses are held during weekends in order to make it easier to participate, and are based on a methodology developed by the equalization fund Cafam.

Some associates also receive training enabling them to become social leaders (sentinel groups) and providing in-depth knowledge of the subsidized scheme: courses in leadership and communication, about the subsidized scheme (SISBEN, enrolment, rights and duties, copayment, the MHP-S, the healthcare service network, the referral and counter-referral system), ASMET (number of affiliates, satisfaction level, contracts with the municipalities), on health risks, various ways of identifying and managing risk, social economy, etc. These persons are then charged with informing and educating the larger affiliate population (especially in the subsidized scheme) and to visit healthcare facilities (for monitoring purposes). For instance, there is a method for reporting risks that are identified at community level on a map in order to have a geographical representation that facilitates decision-making.

The foundation also supports local cooperative projects linked, for instance, to sanitary issues (waste and drinking water management) or nutrition (a cookbook with recipes based on local produce normally only used for animal feed), as well as development projects.


Social Participation and Control

Decision-making within the mutual benefit organizations and cooperatives is democratic and participative. All affiliates may become associates (of a mutual benefit organization) or members (of a cooperative) if they want to. Such a status gives them both power (in decision-making) and many financial and social advantages (e.g., access to microloans and education).

	Example 1: the mutual benefit organization SER

	SER has 900,000 affiliates, but only 12,000 associates. Associates pay a small contribution to the organization and can participate fully in its running, for instance in decision-making. Each associate belongs to a community group consisting of 15 persons. A representative of each group has a seat in the municipal assembly, which elects representatives to the general assembly (consisting of only 50 persons). Women represent 85% of the associates!


The associates may or may not be SER affiliates. They only have to fill in a form and pay a symbolic premium. Many associates do not have a basic level of education, and some are illiterate, but as associates they can benefit from various social services (from the SER foundation): aid for financing funerals, loans for home improvements, cultural and leisure activities, financial support to development projects and “informal” further training services. Thanks to a range of educational services they have the possibility to rise in the ranks of the organization and ultimately become members of the governing body.

There are therefore two types of members: Affiliates (quidam) and associates, who de facto partake in running the organization. The affiliates are the beneficiaries of the subsidized scheme, who assert their rights to healthcare and therefore act as an opposing force (especially to the healthcare providers). The associates, on the other hand, take part in running the organization, have access to a range of services offered by the SER foundation and participate in the organization’s political decisions.


	Example 2: the cooperative ECOOPSOS

	ECOOPSOS has 744,000 affiliates (i.e., covered persons), 14,000 of which are members. The members own the cooperative, and provide a symbolic starting capital of 18,000 pesos per year. This gives them the right to take part in the general assemblies, elect the executive directors, decide on the distribution of surplus and define the content of the services (education and solidarity funds) for the community in general (50% of these activities are aimed at the community at large). ECOOPSOS is present in seven of Colombia’s departments and is divided geographically into 14 areas. The members of each area hold assemblies where they elect delegates to represent them (126 in all). The delegates make decisions at a local level and elect one ore more directors (some areas have two and the total number is 18) who make decisions at a national level.

As a parallel to the social participation structure, ECOOPSOS has created a structure of social monitoring of decisions and functioning. In each municipality where ECOOPSOS works (106 in all) there are user alliance committees where a total of 3,200 affiliates are members. These members (called “leaders”) represent 50 families each, and receive specific training in their tasks:

· Identifying and preventing health risks ​– organizing meetings in order to identify priority groups and risks in the population; providing targeted health-related education according to needs (education and promotion programmes); giving professional training in income-generating activities (painting, craftsmanship, market gardening); identifying physical and social risks (single mothers, displaced persons, violence victims, drug addicts); and providing nutritional and social support;

· Assessing user satisfaction – conducting surveys, raising awareness of rights and duties; being attentive to the HCP network (monitoring);

· Performing social control.

The committees meet monthly and oversee the contracts between ECOOPSOS and the hospital network, the contracts between ECOOPSOS and the municipalities (e.g., verifying that the mayor transfers the subsidies from the UPC to ECOOPSOS) and the quality of services of the healthcare network as well as of the ECOOPSOS frontline offices and information to affiliates, etc.

The committees elect delegates who meet every three months (roundtable in each area) and join a national roundtable once per year.


7. Difficulties Encountered and Challenges to the Subsidized Scheme

A number of difficulties were identified over the course of the mission with regard to the processes described above. The following table indicates the difficulty or difficulties related to each process:

	Process
	Identified difficulties

	All processes
	Difficulties related to frequent changes in the legal framework

	Enrolment and contracting with municipalities

· Identifying poverty levels (SISBEN I, II and III)

· Contracting between the SSAs and municipalities

· Affiliating the insured with the SSAs
	Difficulties in identifying vulnerable persons and in reaching populations in remote rural areas

	Coverage definition

· Identifying risks and implementing adapted promotion and prevention programmes

· Applying the MHP (defined by the National Social Security Council)
	Difficulties related to the difference between the subsidized scheme MHP (MHP-S) and the package covered by the contributory scheme, which serves as a reference

	Calculation of coverage cost and financing

· UPC calculation

· Financing and paying the coverage cost for each contract (SSA/municipality)
	Difficulties with inadequate UPC and financing problems (lack of financing sources), delayed payments and transparency problems

	Contracting with healthcare providers

· Establishing an HCP partner network (supply/demand study) and signing contracts, including streamlining the network with regard to quality and the number of services required in the MHP-S

· Coverage system

· HCP billing and payment
	Difficulties linked to contracting with healthcare providers (compulsory 60% of services with public hospitals, quality of facilities, capitation contracts, monitoring of promotion and prevention activities, etc.)

	Information system and management

· Consolidating affiliate data

· Consolidating data on healthcare service usage (and updating the UPC)
	Difficulties linked to division (rather than unification) of information systems, leading to incoherent data (e.g., double affiliation)


Difficulties Relating to Frequent Changes in Legal Framework
The subsidized scheme in Colombia is regulated by several laws (especially Laws No. 100 and 1122), application decrees, agreements and resolutions. Each year sees the publication of between 15 and 20 circulars or resolutions, some of which may have an impact on how the scheme operates. The structure of the affiliate database therefore needs to be modified every 18 months on average. These constant changes pose a great problem to the scheme operators.

Difficulties with Identifying Vulnerable Persons and in Reaching Populations in Remote Rural Areas
Considering the difficulties with updating and other problems (obsolete variables, fraud, etc.), it is estimated that the current database, based on the 2003/2004 SISBEN II survey, includes a “certain number” of persons who do not or no longer qualify as vulnerable.

· The SISBEN database identifying poor people is difficult to update. The data is entered at the time of an initial campaign (surveys, etc.) and is then only updated on a case-by-case basis, either at the request of poor people who were not included or as social programmes are implemented. Keeping the database up to date is difficult and time-consuming. For instance, the Bogotá SISBEN team surveys more than 6,700 families, i.e., 24,120 persons, per month for updating purposes.

· A certain number of variables in the 2003/2004 SISBEN II survey are outdated and do not discriminate at the level of living conditions and vulnerability.

· Fraud is possible at the time the surveys are conducted, but necessitates the complicity of the interviewer, as the surveys take place in people’s homes, and the statements may therefore be verified by the interviewer. Also, there is a second check as the data is compared to other databases, especially to declaration of income, so that at least persons who declare a regular income may be removed from the data.

According to some, the SISBEN system should have more social control at the community level, so that if persons who do not really deserve priority are identified as such, other families would dare to report it. Others see the SISBEN mechanism as heavy and costly, and would prefer the process of identifying poor people to be decentralized to the departments and municipalities. Such decentralization would carry a risk of clientelism, however.

Apart from the identification of poor people, enrolment of persons living in remote rural areas appears particularly difficult. When enrolled, these persons have difficulties accessing even primary healthcare facilities. Follow-ups (especially pregnancy and child check-ups) are very complicated.

Conflict zones where the population is displaced also exist. Even though there is a special fund for displaced persons, these persons often do not sign up in the municipality, something that also leads to coverage problems.

Difficulties Related to the Difference between the Subsidized Scheme MHP (MHP-S) and the Package Covered by the Contributory Scheme, Which Serves as a Reference

Subsidized scheme affiliates benefit from the MHP-S in all the partner facilities of their SSA, with easy access to healthcare (third-party payment) and “tailor-made” promotion and prevention programmes. They have a legal right to demand coverage of all services included in the MHP-C, even those that are not included in the MHP-S. The procedure is different for this type of service, however. The patients must request coverage from the SSAs, which transfer the request to the municipalities. If the municipalities agree to provide coverage, the patients can use the service. Finally, the SSAs must request reimbursement of the cost of the service from the municipalities, in the event that the cost is not included in the UPC. However, it appears that the municipalities often reimburse the SSAs with a delay. This is a major financial risk for the SSAs. The subsidized scheme affiliates therefore only have a “theoretical” right to the same coverage as persons insured under the contributory scheme, and in practice this right is not exercised.

This variation in services included in the MHP-C, MHP-S and the special schemes’ packets is largely the reason why the Constitutional Court judged the Colombian health insurance system as unequal. It demands that the subsidized scheme guarantee access to the reference MHP-C. This decision must be applied for children before October 2010. A commission is currently developing a new MHP which will be structured around illnesses rather than actions or services (in order to ensure that each illness included in the packet is covered integrally from diagnosis to treatment).

Difficulties with Inadequate UPC and Financing Problems (Lack of Financing Sources), Delayed Payments and Transparency Problems
It appears that the UPC is underestimated (according to the scheme operators that were contacted), for the following reasons: As explained above, there are several types of contracts between the scheme operators (SSAs) and healthcare facilities (HCPs): capitation contracts for primary care (fixed yearly sum per person paid by the SSA to the healthcare facility at the beginning of each year regardless of the actual usage of each person affiliated over the year); a method of payment per case for level 2 and 3 (reimbursement of the healthcare provider based on the affiliates’ actual usage); and a method of payment per illness (“paquete”) for “alto costo” treatment such as HIV/AIDS treatment and oncology.

For contracts with the HCPs based on payment per case (“evento”) or per pathology (“paquete”), the SSAs receive sufficient information from the partner HCPs to be able to calculate and monitor the level of usage and the actual cost of coverage. This information is in the IHPR (Individual Healthcare Procedure Registry).

For capitation contracts (i.e., for all primary care as well as promotion and prevention activities, amounting to 50% of the total value of coverage), the HCPs generally only provide limited information about the healthcare services provided, the number of visits and level of usage and the number of persons reached through promotion and prevention activities (incomplete IHPRs), and the SSAs therefore have huge problems estimating the frequency of usage and the actual cost. According to several of the SSAs that were interviewed, including Salud Total, only 20-30% of the IHPRs are “complete”.

The SSAs subsequently send the information they have to the Ministry of Social Protection, which consolidates all the information in order to estimate the UPC for the year to come. The ministry systematically rejects data from incomplete IHPRs ​– data that nevertheless usually corresponds to services provided to the affiliates and paid for by the SSAs (through capitation). In ASMET, which is seen as “model mutual benefit organization”, only 80% of the IHPR usage data sent to the ministry of Social Protection last year was accepted. ASMET nevertheless estimates that the percentage of IHPRs accepted by the ministry is increasing steadily thanks to the organization’s efforts to improve the quality of data exchange with contracted public hospitals.

UPC estimates for a year n+1 are thus based not on the actual healthcare service usage in the year n, but on hypotheses of usage at a lower level. This explains why all the SSAs that were interviewed feel that the UPC is lower than the real cost of coverage. The only option for the SSAs is to demand better quality IHPRs from the healthcare facilities. This is already the case where the first-level facilities (primary care) belong to the SSAs themselves.

On the supposition that the information from the IHPRs is complete, the ministry of Social Protection acknowledges that in any case the current funding is insufficient to deal with the real cost of coverage. It therefore appears that these grey areas regarding the actual cost of coverage make it difficult to focus on the subsidized scheme’s insufficient funding.
In order to shed light on this situation, Javeriana University and Gestarsalud have taken the initiative to a three-year research project that begins in 2009. The goals are to 1) study the population’s health as well as the subsidized scheme’s impact thereon, 2) calculate costs and frequency of usage of healthcare services included in the MHP-S as well as of those outside the packet and 3) identify variations in frequency as a function of individual risk factors (age, gender, health risks, etc.). The research project is based on twice-yearly surveys of a panel of 7,000 families, comprising 20,000 persons.

In addition to being underestimated, the UPC sum is identical for all individuals regardless of their risk (age, gender, living arrangements, medical history). This is not because there is insufficient information to calculate the UPC more finely. Due to this way of calculating and the lack of a compensation mechanism between the subsidized scheme operators, it is in the SSAs’ interest to establish themselves in the areas with the best risk profile (hence they shun Bogotá) and the lowest transaction costs (they therefore also steer clear of remote rural areas). They also have an incentive to discourage affiliates from using healthcare services and reduce their consumption (by informing them as little as possible about the available services). There is therefore a risk that the SSAs:

· Try to discourage the users from taking advantage of healthcare services;

· Leave areas considered to be unprofitable and pull out of the market. This is already the case with certain private HPEs and certain family allowance funds (e.g., Cafam has pulled out of the Bogotá market).

Apart from the problems with an insufficient and inadequate UPC (and its consequences), there are the problems with delayed payments and transparency of the municipalities’ fundraising. Some municipalities are “bad payers” and only transfer subsidies to the SSAs with delays. The payment blockages can come from the highest level, i.e., from the ministry of Finance. Such a blockage occurred during the mission.

Moreover, fundraising for the subsidized scheme at the local level is not always transparent. The municipalities mobilize local resources such as “health lotteries”. The usage of the funds in the municipalities’ “cuenta maestra” accounts for financing the subsidized scheme is controlled, but on the contrary, there is no control of the sums raised for healthcare or of whether they are fully or only partially transferred to the local account. For instance, in a health lottery, 10 tickets might be sold, but only 5 receipts filed and used for healthcare.

Difficulties in Contracting with Healthcare Providers (Compulsory 60% of Services with Public Hospitals, Quality of Facilities, Capitation Contracts, Monitoring of Promotion and Prevention Activities, etc.)
The SSAs must have 60% of their services (60% of the UPC) carried out by public hospitals. This obligation is easily understandable as one of the scheme’s purposes is to increase the usage and improve the quality of public healthcare facilities. However, it is a major headache for the SSAs precisely because the quality of public hospitals leaves much to be desired and the insured use them to a very low degree.

The facilities are authorized by the ministry of Social Protection and must offer a certain number of services, according to their level in the healthcare pyramid. Despite this authorization, it appears that many facilities do not dispose of the technical support expected from their level in the pyramid, and are therefore unable to offer all the services included in the MHP-S (the case of specialized procedures such as kidney transplants or those related to cancer). For this reason, the SSAs perform a prior check (called accreditation) of all public facilities before entering into contracts with them.

Primary healthcare (including P&P activities) is generally obtained through capitation contracts (per capita payment). Due to the problems with lack of information mentioned above, the SSAs have no way of monitoring the usage of the funds or knowing which P&P activities have actually been carried out or the number of persons reached by the activities. One mutual benefit organization (EMSSANAR) has therefore begun to organize P&P activities within its own healthcare facility (in Cali).

Difficulties Linked to Division (Rather than Unification) of Information Systems, Leading to Incoherent Data (e.g., Double Affiliation)
The information systems of the various entities (SSAs, hospitals, municipalities, ministry of Social Protection, etc.) are very compartmentalized, without any intercommunication. There are great efforts at the local level to update the various databases (HCPs, SSAs, municipalities) and standardize the data structure and usage, but several parallel information systems nevertheless exist. Also at the national level there are several coexisting databases of persons: the SISBEN database (vulnerable persons), the database of displaced persons and the UADB (the so-called unique database that is consolidated by the ministry of Social Protection based on the SSAs’ databases). Thus, in the subsidized scheme there is a juxtaposition of separate databases that are not synchronized or integrated. Moving data from a peripheral database to a consolidated one is also time-consuming.

A number of problems stem from this non-integrated system, with repercussions for the scheme’s functioning and, as a consequence, for coverage of poor persons.

1) Problem and repercussion no. 1: double enrolment
Colombia’s population appears very mobile. Professional mobility sometimes makes people change schemes, geographical mobility leads to a change of municipality or SSA, etc. This mobility can lead to double enrolment, as some affiliates may be registered in two SSA databases simultaneously or in both the subsidized and contributory scheme databases within the same SSA.

Normally, double enrolment is controlled for at the level of the SSAs (verifying that an affiliate is not covered by two schemes simultaneously), the municipalities (verifying that one affiliate is not registered with several SSAs), the departments and finally at the national level. This is made possible by a unique identification number for each insured person. However, these controls are insufficient.

Moreover, changes in affiliation are only registered centrally with a delay. It takes two months from an affiliate is registered in or excluded from an SSA’s database until the person appears in the UADB. This slow update also means that double enrolments can easily occur.

Double enrolment represents an equality problem if coverage of one and the same person registered by two different SSAs entails two subsidies (2 UPC) instead of one. This harms the system because the “extra” UPC might have been used to cover an additional person. More efficient exchange of information would therefore lead to a further increase in the percentage of coverage for the population.

2) Problem and repercussion no. 2: non-transferability of rights in case of geographical or professional mobility

When controls are carried out, geographical mobility can on the contrary lead to suspension of coverage and thus to exclusion. When someone moves from one municipality to another during the year, they remain included in the coverage budget of the old municipality, and can – in theory – not be included in the budget of the new municipality. For a number of months they are therefore necessarily without coverage.

In the case of open-ended contracts, many employers do not pay the social premium for the last work month to their HPE (contributory scheme). Some independent professionals who pay premiums to the contributory scheme and whose activity fluctuates might lose their capacity to contribute and have to pay premium arrears. However, the HPE where the employed or independent professional is affiliated does not exclude the person from their registry before premium debt has been settled. This leads to a grotesque situation where somebody no longer benefits from the contributory scheme’s services, but cannot enrol in the subsidized scheme because they have not been “released” from their previous HPE. Due to the great mobility of the population between the formal and informal economies, a large number of persons are without coverage for long periods of time.

In order to avoid these problems, coverage should be linked to an individual and “follow” the person in case of professional or geographical mobility. This would require a compensation system between municipalities and perhaps between schemes, and certainly a single and integrated information system.

3) Problem and repercussion no. 3: large discrepancy between the numbers of persons officially covered and actually covered (“bookleted”)

According to figures we received during the mission:

· Under the subsidized scheme, contracts between the SSAs and municipalities concern a population of potential affiliates totalling 22,997,000 persons. The municipalities therefore create a budget for the subsidized scheme corresponding to this potentially affiliated population multiplied by the UPC.

· However, the number of persons actually enrolled in the subsidized scheme SSAs is only 17,200,000 persons. The SSAs receive a budget from the municipalities that corresponds to this “bookleted” population multiplied by the UPC.

· The rest of the budget (5,797,000 persons multiplied by the UPC) is used during the time the contract lasts (i.e., the three-year period) to include new persons in the contract: new family members in registered families (births or marriages) and new families (coverage extension).

	Target population (to be covered under the subsidized scheme)
	Target
	25,630,000

	Number of persons for whom contracts have been signed between the municipalities and SSAs (i.e., for whom the municipalities receive a coverage budget corresponding to one UPC per person per year)
	Contracted
	22,997,000

	Number of persons actually enrolled in the SSAs (who have an insurance booklet)
	“Bookleted”
	17,200,000


This difference is curious, however. How can it be explained that such an amount of resources is frozen and not used to extend coverage? Are these resources really frozen or are they used for other purposes?

4) Problem and repercussion no. 4: coexistence of several systems for identifying affiliates

Within the scheme there are several different types of identification numbers:

	Affiliate’s age
	Document type
	Number type
	Example

	<1 month
	One of the parents’ card
	One of the parents’ ID number
	

	1 month-19 years
	Civil registry (RNEC)
	10 figures (the three first of which are sometimes alphanumeric)
	

	1 month-19 years, orphans
	X
	Department code

Municipality code

“D”

Consecutive
	05 001 D 0008

	7 years-19 years, orphans
	Identity card
	10 figures
	

	>18 years, Colombians
	Citizenship card
	10 figures
	

	>18 years, foreigners
	Passport
	16 figures
	

	Adults without identification, abandoned elderly persons
	X
	Department code

Municipality code

“S”

Consecutive
	05 001 S 8125

	Indigenous persons
	X
	Department code

Municipality code

“I”

Consecutive
	05 001 I 2534

	Displaced

Reintegrated
	X
	No number
	


The numbers on the national identity cards (“cédula de ciudadanía”) come from the national civil registry (RNEC), which is the official identity database. It has used several successive identification systems, so that today some persons have an alphanumeric identification number and others a digital, and some numbers have 8 figures while others have 10. Displaced persons and persons being reintegrated (former guerrilla fighters and paramilitaries) do not have to show identification papers when they enrol in the subsidized scheme (for reasons of protection).

This lack of standardization also leads to many rejections of files and other problems. The UADB rejects all numbers with less than 10 figures and all alphanumeric numbers, and persons who still have alphanumeric numbers or numbers with less than 10 figures therefore encounter problems obtaining coverage. However, a project of modernizing the RNEC started four years ago, with the aim of integrating the entire adult population in this database before 2011.

Moreover, when affiliates are registered (e.g., when they use a healthcare service) there are many typos (especially between 3 and 8).

Affiliates may also be registered under different numbers in the SSAs’ and the hospitals’ databases. The SSAs send an updated list of affiliates to the hospitals monthly. However, the hospitals do not necessarily enter this information into their information systems. This explains why one and the same person can have different identification numbers in a hospital’s and an SSA’s database (if the person was originally registered through the family registry and then with an identity card and the changed information was not taken into account in both databases). Even if an SSA provides coverage for a person, the services the person uses might not be taken into account when the UPC is evaluated (rejection of the IHPR by the Ministry of Social Protection).

5) Problem and repercussion no. 5: frequent changes in legal framework requiring constant modification of the databases

Due to the frequent changes in the legal framework, the UADB’s structure changes (new variables, etc.) on average every 18 months. It had 17 variables in 1998 and 23 in 2008. Each modification requires that all the actors update their information systems.


Conclusion:
These problems with incoherence between the various databases lead to a number of refusals and a lower actual coverage (the actual coverage is lower than the official one, which is currently 87% of the population).

8. ILO/STEP Recommendations and Suggestions

Difficulties in Identifying Vulnerable Persons and in Reaching Populations in Remote Rural Areas
Even though the system for identifying vulnerable persons (SISBEN) has its limitations, it is constantly being improved (SISBEN III survey currently underway). When the SISBEN III survey is applied there is a risk that the number of families categorized at vulnerability level 1 and 2 will be reduced considerably. Will the question be raised of what social protection system these persons should be offered? Suggestions are currently being made for designing and implementing a partially subsidized health insurance scheme for persons at SISBEN level 3, i.e., independent informal economy workers who have a capacity to contribute which is still insufficient to be able to pay the full premium for the contributory scheme.

→ ILO/STEP, which has extensive experience in designing and implementing social protection schemes for informal economy workers and their families, could take part in designing and implementing this new scheme (support/advice).

Difficulties Related to the Difference between the Subsidized Scheme MHP (MHP-S) and the Package Covered by the Contributory Scheme, Which Serves as a Reference

From an equality perspective, it is desirable to streamline the contributory and the subsidized scheme’s packets. This is also consistent with the ILO Social Security Department’s strategy of promoting a basic social protection packet for all, in all countries.

The ILO Social Security Department is currently working on defining a fundamental social protection packet (including a significant health dimension). Exchange of information between the workgroup in charge of defining the MHP in Colombia and the ILO Social Security Department about the progress of their work could be rewarding.

It is moreover important to calculate the cost of universal coverage precisely and raise sufficient funds to finance it in the long run. Cf. the following point.

Difficulties with Inadequate UPC and Financing Problems
The way of calculating the UPC and the data that provide the basis for the calculation have to be revised. It would also be useful to have a precise estimate of the healthcare expenses of poor persons outside the current MHP-S, which would help to assess the cost of the packet that is being defined. In this connection, the three-year study launched in 2009 by Gestarsalud and Javeriana University is indispensable in that it will yield detailed knowledge about 1) the population’s health condition (and the impact of the subsidized scheme thereon), 2) the cost and frequency of usage of the services covered by the MHP-S and the services outside the MHP-S and 3) variations in the frequency as a function of individual risk factors (age, gender, health risk, etc.). This research is based on twice-yearly surveys of a panel of 7,000 families, comprising 20,000 persons.

It could also be useful to model the scheme’s future expenses as a function of hypotheses of coverage growth (service packet and number of persons covered) as well as demographic hypotheses. This would make it possible to identify the scheme’s current and future financing needs and develop and implement measures to expand the funding sources.

→ The ILO Social Security Department and particularly its actuarial service (ILO/FACTS) could take part in this work and develop actuarial health models in cooperation with the Colombian stakeholders.

→ The department also has knowledge of innovative fundraising experiences and initiatives drawing on international solidarity and global funds. These experiences could be interesting should Colombia decide to seek additional funding sources.

Difficulties in Contracting with Healthcare Providers
Initiatives such as the one that the SER Foundation made in connection with the public hospital in Carmen de Bolívar should be encouraged, as they make it is possible to renovate public hospitals completely and significantly raise their quality and attractiveness.

The capitation system (which is the method of payment used for all promotion and prevention, as well as primary care) should be modified in two ways:

1) When calculating the capitation sum individual risks related to demographic and geographical characteristics of the population must be taken into account (age and gender groups, place of living);

2) Making the capitation transfers periodical would provide an incentive to improve the quality of the IHPR data. If, for instance, the capitation could be paid in portions (rather than being paid in advance and annually) a system could be introduced where the next payment depended on the quality of information in the submitted IHPRs.

→ Other examples of capitation payment documented by the persons behind them are available on the ILO Social Security Department’s web platforms (GESS and GIMI). For instance, the STEP programme is in contact with GRET in Cambodia, which is working on a comprehensive study of its experience with capitation. It could be useful to draw on these experiences in improving the capitation system in Colombia.

Difficulties Linked to Division (Rather than Unification) of Information Systems, Leading to Incoherent Data (e.g., Double Enrolment)
A single information system that can be accessed and modified online (over the Internet) appears urgently needed. It would give all the stakeholders (SSAs, municipalities, healthcare providers, ministry of Social Protection, the FOSYGA and DNP-SISBEN) real-time access to the same up-to-date information. Implementing such a single system will be made easier by the “connectivity programme” currently underway (providing Internet access to all public entities).

Implementing a single information system would moreover allow for unification of the scheme: affiliation and the right to services would be linked to the individual, regardless of where they reside and which scheme they belong to (general, subsidized). They would thus be able to use all services throughout the country, with no connection to their place of living or affiliation. This would require a compensation system between municipalities and between schemes (general and subsidized).

Appendix 1: Persons Interviewed
	Monday 3 November 2008, Bolívar

	Nuestra Señora del Carmen Hospital (Bolívar)
	Dr. Alvaro

	Tuesday 4 November 2008, Cartagena

	SER, Cartagena (Bolívar) www.mutualser.org
Technical management centre

Affiliate reception centre
	Galo de Jesus Viana Muñoz, Gerente general (gviana@mutualer.org)

Justo Paz Wilchez

Tatiana Blanco (tblanco@mutualser.org)

	Fundación SER
	Armando Tapia Gloria

	Monday 11 November 2008, Bogotá

	ECOOPSOS, Bogotá
	Maria Magdalena Flores Ramos, Gerente general

Sandra García

	DNP-SISBEN, Bogotá
	Jose Fernando Arias Duarte, Directeur du Développement Social

Felix Nates

	Tuesday 12 November 2008, Bogotá

	ASOCAJAS
www.asocajas.org.co
CAFAM
	Miguel Antonio Uprimny Yepes, Asesor de Salud (miguelu@asocajas.org.co)

Patricia Guzmán

	Ministry of Social Protection, Bogotá
	Leonardo Cubillos Zurriago, Director Gestión de la Demanda (lcubillos@minprotecciónsocial.gov.co)

	Private HPE Salud Total
	Claudia Maria Sterling Posada, Secretaria General y Jurídica

	Wednesday 13 November 2008, Popayán
	

	ASMET Salud, Popayán (Cauca)

www.asmetsalud.org
Technical management centre

Affiliate reception centre

Visit to Popayán Hospital
	Gaspar Marino Balanta Orejuela, Gerente departamental (gasparbalanta@asmetsalud.org.co)

	Thursday 14 November 2008, Cali y Sevilla
	

	EMSSANAR, Pasto (Nariño)

Visit to the organization’s own HCP
	Carlos Edmundo Fajardo Pabón, Gerente General

	Friday 15 November 2008, Bogotá
	

	Secretaría Distrital de Salud, Bogotá
	Hector Zambrano Rodríguez, Representante Legal

	SISBEN Bogotá
	himenjura@sdp.gov.co 

	Gestarsalud
www.gestarsalud.com 
	Elisa Torrenegra (direccion@gestarsalud.com) 

Norberto Zambra (zambranorberto@gmail.com)

Arleth Mercado (investigacionydesarrollo@gestarsalud.com) 

	Tuesday 18 November 2008, Bogotá
	

	Consorcio Fidufosyga

	Maria Lesly Vallejo, Gerente

mvallejo@fidufosyga.com.co

	Gestarsalud
	Norberto Zambra (zambranorberto@gmail.com)

	ACEMI

www.acemi.org.co
	Juan Manuel Díaz – Granados, Presidente ejecutivo (jdiazgranados@acemi.org.co)



	Fundacion Santa Fé

www.fsb.org.co
www.asivamosensalud.org
	Henry Mauricio Gallardo Lozano (Henry.Gallardo@fsfb.org.co)



	Universidad Javeriana
	Darío Catsillo Sandoval, Professor, Dpto de Desarrollo Rural y Regional

dcatil@javeriana.edu.co

	Wednesday 19 November 2008, Bogotá
	

	Universidad Javeriana


	Jaime Ramírez, Professor, Dpto de Economía

	Gestarsalud
	Arleth Mercado (investigacionydesarrollo@gestarsalud.com)


Appendix 2: Collected Documents

Legal documents (laws, decrees and agreements)

· Law No. 100 - 1993, on the introduction of a comprehensive social security system
· Law No. 550 - 1999, on the restructuring of regional entities and reactivation of enterprises with a social function (i..e., hospitals)
· Law No. 715 - 2001, on the distribution of responsibility and financing (general participation system) in the education and health sectors (including the subsidized scheme)

· Law No.1122 - 2007, on the introduction of adjustments in the general social health security system

· Decree No. 1804 - 1999, on the minimum capital and number of affiliates required for health solidarity enterprises (HSEs), family allowance funds and public, private or mixed health promotion enterprises (HPEs)
· Decree No. 574 - 2007, on the financial and solvency requirements for authorization of contributory scheme HPEs

· Decree No. 050 - 2003, on the funding of the subsidized scheme of the general social health security system

· Decree No. 515 - 2004, on the authorization of the subsidized scheme administrators (SSAs)

· Agreement No. 294 - 2005, on conditions of operation for the subsidized scheme at the regional level
· Agreement No. 244 - 2003, on the form and conditions of operation of the subsidized scheme of the general social health security system

· Resolution No. 1446 - 2006, on monitoring and evaluation of the mandatory system of guaranteeing quality healthcare, as well as its technical appendix “Por la cual se define el Sistema de Información para la Calidad y se adoptan los indicadores de monitora del Sistema Obligatorio de Garantía de Calidad de la Atención en Salud” (List of monitoring indicators of the mandatory system of guranteeing quality healthcare)

· Resolution No. 3734 - 2005, on the list of SSAs selected to administer the subsidized scheme in each region

Documents on identification of scheme beneficiaries

· Conpes Social 117: 2008. Actualización de los criterios para la determinación, identificación y selección de beneficiarios de programas sociales. (Updated criteria for determining, identifying and selecting social programme beneficiaries)
Documents on the scheme’s information system
· Javeriana University, 2008: Estudio prospectivo de situación de salud y cálculo de una prima ajustada por riesgos para los afiliados a las empresas solidarias de salud. (Prospective study of the health situation and calculation of a risk-adjusted premium for HSE affiliates)
· Gestarsalud, 2008 : Diagrama de Flujo de Despliegue – Régimen SGSSS (Subsidized scheme procedure diagram)

· Gestarsalud, 2008: Propuesta para mejorar el sistema de información (Suggestion for improving the information system)

· Gestarsalud, 2008: Flujo grama de administración y depuración de la base de datos de afiliados al régimen subsidiado (Flow chart of administration and maintenance of the subsidized scheme affiliate database)

· Ministry of Social Protection/Dirección General de Gestión de la Demanda en Salud, 2008: Solicitud información a entidades promotoras de salud para el “Estudio de suficiencia plan obligatorio de salud – Unidad de pago por capitación 2007 y de los actuales mecanismos de ajuste del riesgo determinantes del gasto de la unidad de pago por capitación” (Study making it posible to adjust the mandatory health plan (MHP) and UPC within the contributory and subsidized schemes)
Documents on contracting between SSAs and healthcare providers

· Examples of healthcare service contracts
Documents on social participation and control

· ECOOPSOS, 2008: Código de ética y gobierno corporativo (Code of etichs and corporate governance)
· Gestarsalud, 2007: Evolución de la participación social en las empresas solidarias de salud (Development of social participation in health solidarity enterprises)
· Gestarsalud, 2007: Acuerdo por la transparencia y el buen gobierno de las empresas solidarias de salud – Manuel de seguimiento. Agreement of transparency and good governance for health solidarity enterprises – user manual

· ASMET Salud, 2008: Conformación y Seguimiento de las asociaciones de usuarios de ASMET Salud ESS (Establishing and monitoring ASMET Salud users’ associations)

· ECOOPSOS, 2008: Descripción – Modelo social comunitario desarrollado por ECOOPSOS (Description of the community model developed by ECOOPSOS)

Documents on coverage of informal economy workers with contributory capacity

· Corona Foundation, Asocajas, Gestar Salud and Javeriana University’s development project centre Cendex, 2008: Alternativas de subsidio parcial: subsidios a la contribución y a la cotización como mecanismos de universalización (Suggestions for a partially subsidized scheme for independent workers at SISBEN level 3)

Powerpoint presentations

· Elisa Carolina Torrenegra, 2008: Gestarsalud powerpoint presentation.

· Fidufosyga, 2008: Powerpoint presentation of the FOSYGA

· ASOCAJAS, 2008: Powerpoint presentation: “El modelo de cajas y su aporte al bienestar social: el caso colombiano” (The fund model and the funds’ impact on social well-being – the case of Colombia)
· ASMET Salud, 2008: Powerpoint presentations on:
· The enrolment procedure
· Insurance and health information and education services
· Payment of the healthcare providers

· ASMET Salud’s information system

· A form for identifying health risks (to prepare and target promotion and prevention activities)
Appendix 3: Presentation of the GESS Pages on Colombia 

A number of pages on Colombia have been developed and made available on the GESS platform (in Spanish):
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EN BREVE: LA EXTENSION DE LA SEGURIDAD SOCIAL EN COLOMBIA
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The pages on Colombia include:

1) A general presentation (homepage)

2) Several theme pages (on legislation, identification of poor persons and social control)

3) A number of questions and answers about the subsidized scheme

4) News (with a link to Gestarsalud’s news page, which is updated regularly)

5) Resources and links

6) A workspace between the ILO and the subsidized scheme with descriptions of the joint project currently underway

Other thematic pages are currently being developed (most importantly on financing and contracting). Also, all the pages will be soon translated into French and English in order to ensure the best possible diffusion of the key elements of the Colombian scheme.
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� Terms of reference – mission to Colombia, 3-18 November, 2008


� On the secretariat’s page, � HYPERLINK "http://www.saludcapital.gov.co" ��www.saludcapital.gov.co�, there is also a questions and answers section, under “Afiliación en salud”.


� For the “vinculados”, health services are billed per usage. This explains why the IHPRs are correctly filled out as well as why these patients are received in a “better” way. The HCPs seem to try to discourage (through longer waiting times) affiliates of the subsidized scheme, who are covered by capitation contracts.


� Corona Foundation, Asocajas, GestarSalud and Javeriana University’s Development Project Centre Cendex, 2008: “Alternativas de subsidio parcial: subsidios a la contribución y a la cotización como mecanismos de universalización” (Partial subsidy alternatives: subsidies of contribution and premiums as mechanisms for universalization).
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