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Foreword

The Social Security Department of the ILO recepiljplished a first version of a general
policy paper outlining its vision on social secyrifor worldwide consultation. The
consultation on that general policy paper is banmplemented by a series of strategy
papers dealing with different aspects of specificia security systems, benefits and
regional approaches. The present paper is theitirste Department's series of papers in
the field of social health protection and is a ciition to the assignment bestowed on the
International Labour Office by the Internationalblomr Conference, namely to launch a
major campaign for the extension of social secudtsll.

This paper is thus of a consultative nature. Weehbpt it marks the beginning of a wider
debate between stakeholders in social health piotecresearchers, practitioners and
decision-makers on how to provide social healtitgmtion to the majority of the world’s
population and ensure that the human rights to be#ith and social security as laid down
in the United Nations Universal Declaration of HumRights become a reality in the
shortest possible time. In the course of that detvat shall almost certainly have to modify
some of our views, but we hope that the basic agmprdhat underpins our thinking, that is,
a rights-based approach that advocates universa@ssacto social health protection, is
flexible and open enough to achieve a wide consensuthe two central objectives of
social security: poverty alleviation and grantingall people the opportunity to live their
lives free of debilitating insecurity.

Based on the Department's policy orientation, thet @raft of the paper was written by
Xenia Scheil-Adlung; statistical and country infation was provided by Jens Holst.
Many other people have contributed to the papengeher, either by drafting major parts
thereof or by providing comments in writing or dyatluring various meetings. Equally
important has been the support by Department ataffcolleagues through their practical
and conceptual work for the Department, as weltesgarch on various topics or work
carried out in the context of technical cooperatiwajects in various parts of the world
that the Department conducts at any point in tialethis experience has helped us draw
the policy conclusions presented in this paper.céstral messages have been aired in
various forums within and outside the ILO, in meg$ with ILO stakeholders and donor
agencies.

This paper was made possible by inputs, contribatiand feedback on the draft by
members of the ILO's Social Security Department,colleagues in the field and a number
of friends working in other agencies.

We are looking forward to receiving reactions fras many more interested people as

possible.
Michel Cichon, Xenia Scheil-Adlung,
Director Health Policy Coordinator
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1. Introduction

Affordability of health care is a key issue in masuntries: in high-income countries,

increasing costs, financial constraints of publieddeets and economic considerations
regarding international competitiveness are calfimrgreforms in social health protection

as a political priority. In middle- and low-incoraeuntries, ensuring affordable health care
is high on the development agenda given the latgebers of people lacking sufficient

financial means to access health services: worlglwidore than 100 million people are

pushed into poverty every year by the need to papdalth caré.

Denied access to medically necessary health carealsgnificant social and economic
impact: aside from effects on health and povettg, tlose link between health, labour
market and income generation affects economic dr@mid development. This is due to
the fact that healthier workers have higher prasglitgt and labour supply increases if
morbidity and mortality rates are lower.

Universal social health protection ensures thapediple in need have effective access to at
least essential care and is thus a key mechanisnadisieving these objectives. It is
designed to alleviate the burden posed by ill heaticluding death, disability and loss of
income. Social health protection coverage also aesluhe indirect costs of disease and
disability, such as lost years of income due tdlgeshort and long-term disability, care of
family members, lower productivity, and hamperedaadion and social development of
children due to sickness. It hence plays a sigaificole in poverty alleviation.

However, for many years, an objection frequentlised against the introduction and
extension of social health protection in developoauntries was that they were not
economically mature enough to be able to shoulderfinancial burden associated with
social security. This argument demands focusingmatroeconomic growth first and
postponing redistribution through social transfiergash or in kind to the time when the
economy has reached a relatively high level of peasy. This view associates social
health protection only with consumptive costs.

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

The current debate also focuses on the

Everyone, as a member of society, has the right
to social security and is entitled to realisation,
through national effort and international co-
operation and in accordance with the
organisation and resources of each State, of the
economic, social and cultural rights
indispensable for his dignity and the free
development of his personality.”

[Art. 22, Universal Declaration of Human Rights,
1948]

links between ill health and poverty:
they play an important role in Poverty
Reduction Strategy Papers (PRSP) and
have been addressed in the Millennium
Development Goals (MDG) aimed at
halving  extreme  poverty and
improving  health.  Implementing
universal social health protection
might turn out to be a milestone for
achieving the MDG by 2015.

The ILO's approach to social health protectionoisned on the human rights to health
and social security and on the significance of quatection with regard to rights at work

1 WHO (2004b, p. 2).
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and employment. Since its founding in 1919, the h& emphasized the role of social
health protection in reducing poverty, generatimgpme and increasing wealth.

Today, social health protection is at the core ldD'$ strategy for decent work. The
relevance of social health protection for the Orzion may be illustrated by the fact that
in ILO Convention No. 102 on Social Securitgalthranks first among the contingencies
covered. The importance of strengthening linkagesvéen rights, employment and
development was recently underlined in the repbthe ILO World Commission on the

Social Dimensions of Globalizatioh.

In view of the alarming deficit in social healthopection coverage in many countries and
ILO's long experience in this field, a new stratdgs been developed with the aim of
contributing to achieve universal coverage at dalldevel. This strategy reinforces the
agreement on social security reached among repegises of governments, workers' and
employers' organizations at the International Lab©anference in 2001 to give highest
priority to "policies and initiatives which can bg social security to those who are not
covered by existing systems". It is part of the aloCampaign on Social Security and
Coverage for All.

The new strategy responds to the needs of uncovpogdlation groups in many
developing countries, the informalization of ecomesnand persisting high rates of
unemployment. The approach explicitly recognizesdbntribution of all existing forms of
social health protection and optimizes their outesrwith a view to achieving universal
coverage.

This paper aims to set forth some basic notionsitathe ILO strategy on "Rationalization
of the use of pluralistic financing mechanisms'isibased on the most recent information
on social health protection coverage. After a binmfoduction to the ILO's concept of
social health protection, the paper outlines glopatterns of social health protection
financing and coverage. Given the lack of data &rdds in social health protection
coverage. the paper proposes a new indicator agnedoviding, for the first time, some
assessment of the global deficit in access to thesdtvices. The ILO strategy takes
account of the significant gaps revealed by the AGCESS DEFICIT INIDICATOR and
suggests new pragmatic policies to close the gbpgsed on a rational and coherent
approach.

2 1LO (2004a).
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2.  What is social health protection?

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

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

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

Achieving universal social health protecticoverage— defined aseffective acces$o
affordable quality health car@nd financial protectionin case of sickness — is a central
objective for the ILO. In this context coverageersfto social protection in health, taking
into account:

e the size of the population covered;
e the financial and geographical accessibility oferad services;
* the extent to which costs of a benefit packageavered, and

e the quality and adequacy of services covered.

Social health protection consists of various finagand organizational options intended
to provide adequate benefit packages to protednstgthe risk of ill health and related
financial burden and catastrophe.

Financing mechanisms of social health protectiolgeafrom tax-funded National Health
Service delivery systems to contributions-financedndatory social health insurance
financed by employers and workers (involving trifiar governance structure) and
mandated or regulated private non-profit healtluiasce schemes (with a clearly defined
role in a pluralistic national health financing ®m comprising a number of different
subsystems), as well as mutual and community-bageeprofit health insurance schemes.
Each financing mechanism normally involves the aplof risks between covered
persons, and many of them explicitly include cragissidizations between the rich and the
poor. Some form of cross subsidization betweerritteand the poor exists in all social
health protection systems, otherwise the goal @eusal access cannot be pursued or
attained.

Virtually all countries have built systems basedvamious financing mechanisms that
combine two or more of these financing options. 'H.@ocial health protection policies
explicitly and pragmatically recognize the pluratishature of national health protection
systems and advise governments and other key playsocial health protection to pursue
strategic systemic combinations of national finag@ystems that aim for:

a) universal and equitable access;
b) financial protection in case of sickness,
c) overall efficient and effective delivery of healirvices.

In this context it is important to ensure that oadil health financing systems do not crowd
out other social security benefits.
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In addition to the organization and financing oflte care, other social factors play a
pivotal role in achieving desired results in heaftiich as poverty alleviation, the creation
of decent workplaces, and social and economic dewent in general. Social health

protection thus cannot be pursued as an isolatiédypi is and should always be seen as a
component of an overall national social protecttategy.

Social health protection needs to tackle specifisués focusing on the complex
organization of public and/or private service defiv and purchasing and payment
systems, ensuring quality and responsiveness ef datribution of resources and services
across different categories of care and geograguieias, issues related to decentralization,
vested interests, and civil society participation.

Social health protection can be organized in varialiernative ways, particularly with
regard to the purchasing and provision of serviasesyell as the composition of services
covered under benefit packages. The concrete nafutteese arrangements significantly
impacts on the adequacy and quality of care, oratladability of care and on the access,
volume and structure of utilization, and hencemdtiely on the overall cost of the social
health protection system.

The financing of social health protectiois therefore a mixture of taxation and
contributions to public and mandated private insaea Through risk pooling, these funds
provide for equity, solidarity and affordability eérvices.

SOCIALHEALTHPROTECTION.doc



3. Financing social health protection:
The current situation

Figure 1.

% of budget

100

Current concerns in low-income countries oftentecka the fact that key health policy
targets, such as those formulated in the MDG, dab@@chieved within the limited funds
available. In Africa, the financing gap for readhithe US$34 per capita target set by
WHO is estimated at between US$20 and 70 billion year until 2015° Figure 1
illustrates the share of public spending by countyuired to close the financing gap for
Africa.

Share of public spending required to achieve per capita public health expenditure of US$ 34
in African countries

Source: WHO (2005a).

The impacts of funding gaps for people in poor ¢nes are enormous: people not only
lack access to health services but they are alge fieely to die from diseases that are
curable in richer countries, e.g. respiratory itifats, which account for 2.9 per cent of all
deaths in low-income countries but do not causeyrdaaths in high-income countriés.

¥ WHO (2005a).
* Deaton (2006).
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Figure 2.

Figure 3.

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

B High-income countries

30 B Low-income countries

0+ T T
Percentage Percentage

of deaths of deaths
at age 0-4 at age 60+

Source: Deaton (2006).

The strong link between poverty, access to affdedhbalth services and death is reflected
in the significant difference in child mortality tweeen high- and low-income countries

(see figure 2). Low-income countries record 30.2 @ent of all deaths in the 0-4 age

bracket, as compared to 0.9 per cent in high-incooumtries. On the other hand, the share
of deaths at age 60 and over exceeds 75 per cdnghiriincome countries but stands at
about 34 per cent in low-income ongs.

More generally, death due to communicable disegseginancy and nutrition is more
likely to occur in low- and middle-income countri€d5.4 per cent) than in high-income
ones (7 per cent), while non-communicable diseasesunt for the majority of deaths
(86.5 per cent) in high-income countries (figure 3)

Causes of death in low-, middle- and high-income countries, 2001 (%)

W High-income countries

B Low and middle-income countries

Injuries
_ _ 86.5
Non-communicable diseases

Communicable diseases*

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

Against this background, it is not surprising ttia level of per capita health expenditure
also varies significantly between low-, middle- amdh-income countries. As shown in
figure 4, it ranges between US$1,527 in high-, USSin middle- and US$25 in low-
income countries. This includes funds from varipublic, private and other sources.

®> Deaton (2006).
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Figure 4.  Per capita health expenditure, US$, 2004

2000./ E High-income countries: 1,527

H Middle-income countries: 176

M Low-income countries: 25

Source: World Bank (2006b).

Thefinancing of health-care costs shared between governments, which contributee33
cent to global health expenditure, social insurgrogering 25 per cent), private insurance
(20 per cent), and out-of-pocket expenditure ameroprivate expenditure which accounts
for 22 per cent of worldwide expenditure (figure 5)

Figure 5.  Financing of global expenditure on health, 2003

404

O Government expenditure: 33 %
301 [l Social insurance: 25 %

20 O Private insurance: 20 %

O Out-of-pocket payments: 18 %

10+ W Other: 4 %

Source: WHO, National Health Accounts, 2006.

The high global share of out-of-pocket payments PP most worrying. A high share of
OOP indicates a lack of coverage in social heaibegtion. OOP is highest in low-income
countries, where it ranges between 50 and 80 perofdotal expenditure on health, as in
Africa and Asia, for example: OOP amounts to 7@Bgent of total expenditure on health
in Burundi, 57.9 per cent in Chad, 81.7 per certhexDemocratic Republic of the Congo,
58 per cent in Bangladesh, and 69.9 per cent inbGdima. (For details, see Annex II,
Table 1 b.)

OOP is the most inefficient and inequitable wayfiobncing health-care spending. It
weighs most heavily on the poor and is associat@éti & high risk of household

impoverishment through catastrophic costs (WHO 2@@0 35, 113). Particularly in low-

income countries, out-of-pocket payments may leadntreased poverty, catastrophic
health expenditure and impact on income generatiento sale of assets and borrowing.
In countries such as Kenya, Senegal and Southafrapresentative quantitative studies
have found that the impoverishment level due tdthgmyments amounts to between 1.5
per cent and 5.4 per cent of households. In akethcountries, out-of-pocket health

SOCIALHEALTHPROTECTION.doc 7



Figure 6.

Figure 7.

payments also deepen the level of poverty of pethae are already poor (up to 10 per
cent of households in Senegal, for examfle).

Total health expenditure as a percentage of GDP

OHigh-income countries

B Middle-income countries

OLow-income countries

Source: World Bank (2006b).

The share of total health expenditure as a pergertd GDP amounts to 7.7 per cent in
high-income countries, 5.8 per cent in middle-ineocountries and 4.7 per cent in low-
income countries (figure 6). Public expenditurehmalth as a percentage of total health
expenditure amounts to 70.1 per cent in high-incamantries, 61.7 per cent in middle-
income countries and 51.7 in low-income countrfiggife 7).

Public expenditure on health as a percentage of total health expenditure

OLow-income countries

B Middle-income countries

O High-income countries

ﬁﬁ

0 20 40 60 80

Source: World Bank (2006b).

The growing share of public expenditure with risingome levels indicates the growing
share of risk pooling through taxes and other foohsocial health protection, such as
mandatory social health insurance. It is linked the overall social and economic
development of countries, e.g. labour markets,ntrel markets, legislation, institutional
infrastructure, and capacity to collect taxes,ifistance.

As shown in figure 8, the share of different forpfssocial health protection in overall
health spending varies significantly among regidns2001, tax spending waat 40 per

cent relatively high in Africa, Eastern Mediterraneasuntries and Europe; social health
insurance ranked particularly high in OECD and gitaon countries in the European

® Scheil-Adlung, et al. (2006).
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region, in Western Pacific and in Eastern Meditegem countries, while in the Americas
private health insurance played a key role.

Figure 8.  Sources of health protection by region, 2001

AFR AMR EMR EUR SEAR

O Territorial government m Social Insurance O Private Insurance O Out-of-Pocket O Other

AFR: Africa, AMR: Americas, EMR: Eastern Mediterranean, EUR: Europe, SEAR: South East Asia, WPR: Western Pacific.
Source: WHO, National Health Data, 2003.

The trend to use various sources simultaneoushbbas developed over the last decade,
when universal access to health services was widebepted as an objective to be
achieved in a short period of time. The correspogdfinancing mechanisms are

considered as complementary at all stages of dewednt.

The global profile of financing social health prctien for many low and middle-income
countries looks as follows:

e there is a close relation between income levelsoointries, access to health
services and mortality;

e limited financial protection leads to high level§ ©OP and consequential
health-related poverty;

* limited solidarity in financing expressed by thelaf risk pooling;

* low share of social health protection expendituréeG®P and at total health
expenditure;

* alarge private share of health financing shifts barden of health protection to
households;

* low share of public financing at total health exgiéure.

While access to adequate and affordable health foarall remains a key problem for
many poor countries, it is increasingly becominghallenge for high-income countries
where rising costs, financial constraints of puliliscdgets and economic considerations
concerning international competitiveness are aglior reforms in social health protection
as a political priority.

In almost all OECD countries public spending onltieis by far the most relevant source
for providing social health protection to citize(iggure 9). In Europe, government and
social security spending together account for agragye of about 70 per cent of total
expenditure for health care and the share of ptipunlaovered by public social protection

SOCIALHEALTHPROTECTION.doc 9



mechanisms is close to 100 per cent, except inetlumintries where private health
insurance is mandatory for some population gro@&JD 2006)’

Figure 9.  Health expenditure per capita, public and private expenditure, OECD countries, 2004

mh i g amaam e rs s aaenanas o ermama weupacs e e s
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1. 2003. 2. For Denmark, current public and current private expenditure are shown as well as total investment, which cannot be separated into public and private. Scurce: OECD Health Data 2006, June
Public expenditure: dark red
Private expenditure: light blue

Source: OECD (2006) (https://www.oecd.org/dataoecd/5/27/36984860.pdf).

Challenges faced by the population in high-incomentries include demographic ageing
and related changes in disease and disability rpattéssues such as disability due to
chronic diseases are partly linked to ageing artdnofequire expensive and labour-
intensive long-term care. Data for Germany indi¢htd in 2002 about 2.5 per cent of the
total population was dependent on long-term card,the figure is expected to rise to 3.4
per cent by 2020. While most high-income countries provide for sorkiad of
professional long-term care services, this oftemec® only a small percentage of the
nursing care required. Given the cost of long-teare, many elderly dependants are not
able to access services considered necessary.

In OECD countries the average health expenditurecapita for persons 65 and older is
estimated to be about three times higher thanfthaiounger person8lt is projected that
due to demographic ageing total health spendin@BCD countries might increase by
about 3 per cent of GDP over the period 2000-2850.

According to OECD, total expenditure for long-tecare ranges between 0.2 per cent and
3 per cent of GDP in OECD countriésPublic revenues are the main source of funding.

" This refers to the Netherlands and Switzerlandgrethealth insurance is mandatory. People can
choose between various insurance providers, arndafia contributions are independent of their
ability to pay.

8 Statistisches Bundesamt (2003).
® OECD, 2005a.
1% OECD, 2004.
' OECD, 2005b.
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Nursing care in institutions accounts for 82.8 pent of total expenditure on long-term
care in Canada, for example, and for 54.7 perice@ermany.

The expected development of cost of health cadeigiter ages and for long-term care
embodies a formidable challenge to industrializedntries' health systems. New ways to
invest in preventing long-term dependency on clrr@aire and financing of care need to
be devised to avoid the re-emergence of old-agempwr the dependency on charity in
old age in industrialized countries. At the samgetithe meaning of solidarity in financing
long-term care needs to be redefined in order tdasolidaristic financing of individual
care leading solely to the protection of inheritabstates for the next generation.

The above findings indicate that national patteshbkealth financing have an impact not
only on the health status of the population bub as their income levels and income
security. The experience of many industrialized ntoes shows that social health
protection can raise enough funds to achieve us@eaccess while protecting the
individual against the risk of high health-caretsas case of sickness.

SOCIALHEALTHPROTECTION.doc 11






4. Coverage of social health protection and access
to health services

a. ILO concepts and definitions of coverage and access
The ILO’s ultimate objective in the field of sociaalth protection is:

To achieve universal social health protection cager defined as effective access to
affordable health care of adequate quality and fiicial protection in case of
sicknes$? .

This definition of coverage refers to the extensidsocial health protection in respect of
the size of the population that can access heatthcges and the extent to which costs of
the defined services are covered so that the anadurdalth-care cost borne out of pocket
does not pose a barrier to access or lead to sepfiimited quality.

To be effectiveuniversal coverageeeds to ensure access to care for all residérds o
country, regardless of the financing subsystemhihvthey belong. This does not exclude
national health policies from focusing at least genarily on priority groups such as
women or the poor when setting up or extendingaddaalth protection

Coverage relates to effectiaecesdo health services that medically match the matpid
structure of the covered population. Compared talleoverage describing rights and
formal entitlements, effective coverage refershe physical, financial and geographical
availability of services.

The ILO advocates that benefit packages (i.e. ppekaf health services that are made
available to the covered population) should be r#efi with a view to maintaining,
restoring or improving health, the ability to woakd to meet personal health-care needs.
Key criteria for establishing benefit packages ude the structure and volume of the
burden of disease, the effectiveness of intervastithe demand and the capacity to pay.

Effective access thus includes both access totesgltvices and financial protection.
Financial protection is crucial to avoid health-edéd impoverishmentFinancial
protection includes the avoidance of out-of-pogb@yments that reduce the affordability
of services.

Affordability or non-affordabilityof services refers to the non-existence or extstenf
financial barriers of access for individuals, grewp individuals and societies as a whole.

12 This was first formulated in the Medical Care Reocgendation, 1944 (No. 69), which in its
paragraph 8 provides that “[tlhe medical care serghould cover all members of the community,
whether or not they are gainfully occupied”. Thaversality of the right to health care is also
formulated in the Declaration concerning the ainmsl gurposes of the International Labour
Organization (Declaration of Philadelphia), 1944hich states as follows: “The Conference
recognizes the solemn obligation of the Internatiorabour Organization to further among the
nations of the world programmes which will achieve. (f) the extension of social security
measures to provide a basic income to all in ndeslich protection and comprehensive medical
care;..."” In addition, the 1948 Universal Declaration of HumRights provides in its Article 25 (1)
that “[e]veryone has the right to a standard ointivadequate for the health and well-being of
himself and of his family, including food, clothingousing and medical care and necessary social
services, and the right to security in the eventimémployment, sickness, disability, widowhood,
old age or other lack of livelihood in circumstasde®yond his control”.
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b.

Affordability for particular groupsconcerns first of all the poor and aims at avadin
health-related poverty. It should be defined iratieh to the maximum share of cost for
necessary health care at total household incomefrieé cost of subsistence; for example,
health-care costs could be considered affordaliteeif amount to less than 40 per cent of
the household income net of the cost of subsistéh@&e WHO considers health-care
costs below that share to be non-catastrophich®nbrmal household. Universal coverage
is thus associated with equity in financing, imptyithat households should only be asked
to contribute in relation to their ability to pd§. Since the ILO has not defined a relative
benchmark for affordability, it is suggested hayeuse the WHO benchmark for the time
being.

Macroeconomic affordabilityrelates to the fiscal space that can be made a@ilto
finance a level of expenditure that ensures unalerscess to services of adequate quality
without jeopardizing economic performance or crawydiout other essential national
services (such as social cash transfers or eduocdtiternal security, etc.). Necessary
expenditure levels depend on a population’s hesdi#ttus, the availability of infrastructure,
the price level of services and the efficiency efvice delivery. While the ILO does not
advocate specific benchmarks on public spendindheaith, it recognizes that several
benchmarks for affordable spending on health hasenbset by other international
organizations and commissions, e.g. US$12 peraépitlow-income countries as set by
the World Bank and US$34 per capita suggested byMhcroeconomic Commission
established by WHO.

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

Compared to the definition of coverage in othemaref social protection, the concept of
social health protection coverage is thereforeeratiomplex and multidimensional. Hence,
when quantifying the share of the population codeby social health protection the

various dimensions of coverage need to be takenaatount. Due to the complexity of

the subject matter, no statistical measuremendeérage can be perfect. A set of — always
imperfect — indicators is all we can hope for. Thllowing section of this chapter provides

information on the present level of and trends doia health protection coverage that
could be compiled from existing information.

Trends and data on formal social health
protection coverage

The history of social health protection is charazesl by a gradual increase in risk
pooling: some two hundred years ago, private —obyecket — spending was the only
financing mechanism available. Later on smalleék psols developed, but a robust notion
of social protection in health did not emerge befibre concepts of social health insurance
and national health service were put into prachigeBismarck, respectively Beveridge.
Today the pioneer countries of social health ptaiacsuch as Germany, Luxembourg,
Belgium, France and the United Kingdom are higleine countries with universal formal
coverage and effective access to health servibesmiain health financing mechanisms
used still being contribution-based social heatthurance, respectively the tax-based

13 This definition refers to the WHO definition ofa@strophic health expenditure".
14 Evans (2007), p. 9.
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Table 1.

National Health Service. These countries show ardynall share of health expenditure by
private for-profit insurance companies, and OOP wam® to about 10 per cent of total
health expenditure (Annex Il, Table 1b).

The trends in formadocial health protection coveragbat can be delineated on the basis
of existing sources of information suggest a lhketween rising income levels of

countries and the use of health financing mechanidrased on risk pooling and

prepayment. However, it is also important to ndtat tevels of health expenditure and
levels of formal social health protection coveragey greatly at each national level of

income. This indicates that there is consideralalicy space for countries wishing to

introduce social protection financing of healthecasks.

In many low-income countries OOP serves as thefikeycing mechanism for health care

— up to 80 per cent of total health expenditurecountries such as Myanmar, the

Democratic Republic of the Congo, Guinea and Tsijgki. Remaining expenditures are
usually financed by taxes and to a small extenstgial and community-based health

insurance schemes (Annex Il, Table 1b). In middsime countries, such as Lebanon and
Guatemala, private for-profit insurance is redudimg share of OOP. However, OOP often
remains the principal financing mechanism, followsdgovernment budgets and social

health insurance (Annex Il, Table 1b). In at lea®tcountries (China and India among

them, see Annex Il, Table 1b), 50 per cent and robretal health expenditure is borne

out of pocket.

Accordingly, in low- and middle-income countriesrrif@l social health protection

coverage often remains far below universal coveragen decades after the first public
insurance scheme was introduced (e.g. in Latin Agagrin El Salvador, for instance,

formal coverage of public and private schemes twgetoncerns only about half of the
population (table 1).

In tables 1 and 2, "coverage" is measured in tefrmopulation that isormally covered
by social health protection, e.g. through legislkatiwithout referring to effective access to
health services, quality of services or other disnems of coverage discussed below.

Formal social health protection coverage in % of population in selected Latin American
countries and selected years between 1995-2004

Country Public scheme  Social insurance Private insurance Other Total (%)
Argentina 374 57.6 4.6 14 100
Bolivia 30.0 25.8 10.5 0.0 66.3
Colombia 46.7 53.3 100
Ecuador 28.0 18.0 20.0 7.0 73
El Salvador 40.0 15.8 1.5 57.3
Haiti 21.0 38.0 60.0
Honduras 52.0 11.7 1.5 65.2
Nicaragua 60.0 7.9 0.5 68.4

Source: Mesa-Lago (2007).

Formal social healtlinsurancecoverage, including community-based schemes in low
income countries of Africa and Asia, ranges from éxceptional coverage rate of 78 per

15 World Bank, 2006b.
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Table 2.

cent of the total population in Mongolia to 5 pent of the total population in Lao
People's Democratic Republic and 7 per cent in Edtable 2).

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

c Insurance schemes Estimated formal coverage in %
ountry .
of total population

- Urban workers

China - Basicinsurance 10
- RCMS (new)
- EISIS

India - CGHS 20
- CBHI
- ASKES

Indonesia - JAMSOSTEK 20
- CBHI

Kenya - NHIF 7

Lao People's D i -

ao People’s emocratic _ s50 5

Republic
- CBHI

Mongolia - National scheme 78

_—— - Phil Health

Philippines _  CBHI 55
- IMPs

Senegal ~ MOH 1.4

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

As mentioned earlier, while in some cases there Ioealjnkages between increasing levels
of national income and the use of prepayment astdpooling mechanisms in health care,
in a significant number of countries a stringenkIcannot be identified. Data presented in
Annex I, Table 1b suggest that the extension ofeddealth protection is not necessarily
directly linked to a country's income level:

* Burundi and the United Republic of Tanzania — coastwith GDP per capita
of US$100, respectively US$90 — formally cover abbt®iand 14.5 per cent of
their respective population while the Democratip&Raic of the Congo — with a
similar GDP per capita — provides coverage at@aabnly 0.2 per cent.

* In Ghana (per capita GDP US$320), 18.7 per cetitepopulation is formally
covered by a health protection scheme, while cpoeding rates are
significantly lower in Togo (0.3 per cent, GDP mapita US$310) and Burkina
Faso (0.2 per cent, GDP per capita US$300).

e A country with a slightly higher GDP per capitadilkenya (US$390) offers
formal social health protection to a quarter ofgtgpulation, and Haiti with no
more than US$380 per capita to as much as 60 perCeuntries with a higher
level of GDP like Bolivia (US$890, coverage rate €& cent) and Guinea-
Bissau (US$920, coverage rate 1.6 per cent) alsw siery different rates of
formal coverage.

This confirms that, depending on a country's speseituation, including strong political
will to set priorities, extending social health fgction is a possible option for many more
countries than commonly assumed, and that popolatiaverage is to some extent
independent of their income levels.

16
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The historical development of national coveragesat countries with high coverage also
supports this argument. In some cases it takes rdangdes to achieve high levels of
coverage while in others, starting from similartywl levels of GDP per capita, full
coverage is achieved within only a few decadewvengears.

The following figures compare the cases of Austdanada, France, Germany, Japan, the
Republic of Korea, Luxembourg and Norway (see t&lén the 1920s, countries such as
Austria and Germany formally covered some 30 pet oé their total population while
others (e.g. France and Norway) — had formal caeerates of around 20 per cent, and
Japan only 3.3 per cent. In 1970 the situation ¢temhged considerably: all countries —
except the Republic of Korea — had achieved betw&&rper cent and 100 per cent
coverage; the related GDP per capita ranged betW&$1,997 in Austria and US$3,985
in Canada. In 1980 the Republic of Korea coverades80 per cent of the total population
based on a GDP per capita of US$1,632; in 200¢hieaed 100 per cent formal coverage,
with a GDP per capita of US$9,671. This coverage nas thus achieved with a per capita
GDP of less than one-third of the other countrmsared.

17
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Table 3.

Historical development of formal health protection coverage

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

1920 18.3
1923 327
1924 34

Austria 1925 34.3
1970 91 1997
1980 99 10 530
2000 99 23167
1970 100 3985

Canada 1980 100 10 843
2000 100 22708

France / Alsace-Lorraine 1921 22.9

France 1970 95.7 2 884
1980 99.3 12742
2000 99.8 21884
1920 3.7
1925 32

Germany 1970 88 3 044
1980 91 13145
2000 - 22 814
1921 352
1922 35

Great Britain / 1925 3

United Kingdom 1970 100 2205
1980 100 9524
2000 100 23 954
1927 33

Japan 1970 100 1971
1980 100 9164
2000 100 37 544

Republic of Korea 1970 - 272
1980 29.8 1632
2000 100 9671
1922 16,6

Luxembourg 1970 100 3728
1980 100 14 433
2000 - 43 083
1920 213
1925 21.6

Norway 1970 100 3285
1980 100 15519
2000 100 36 028

Sources: ILO, Compulsory Sickness Insurance, Geneva, 1927 (for years 1920 to 1925); OECD Health Data, 2005 (for years

1970 to 2000).
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C. The global access deficit: An attempt to estimate its dimension

Unfortunately, globally comparable data access to health servicase rather weak and
incomplete for use in international comparisons.

Available WHO data indicate that, worldwide, abt billion people are not in a position
to access effective and affordable health careedded, while 170 million people are
forced to spend more than 40 per cent of their éloolsl income on medical treatmefit.

The 1997 UN Development Report estimates that rmbshe poor that lack access to
health services live in developing countries: 3d gant in South Asia, 27 per cent in sub-
Saharan Africa and 19 per cent in South-East Asibtlae Pacific (figure 10).

Figure 10.  Poor people lacking access to health services (in % of total number of poor in developing
countries)

19% 7%
@ Latin Americaand Carribean

27% B Sub-Saharan Africa
OSouth Asia

OSouth East Asia and Pacific
B Arab States

EOriental Asia

4%

9%

34%

Source: UNDP (1997).

Despite significant efforts of many national antkinational institutions to develop and
provide data on access to health services — plmtiguby the poor — the information

available remains fragmented and is often not coatppe. Nevertheless, the availability of
such data is vital when developing and advocatiragjegies for universal coverage, given
the close link between access to health serviceslack of coverage in social health
protection.

Numerous conceptual and methodological issues @otméelay in the provision of data on
coverage and access; in addition, often only ve@sciic and non-comparable national
data are available at national and internationadlte data that do not allow assessments of
effective coverage and access. Ideally, the masfuliapproach to measure social health
protection coverage would be a combined indicafovasious indicators reflecting the
situation in a country, including:

e the number of people formally/legally covered bgiabhealth protection;
e the costs that legally covered individuals facetitain needed care, e.g. OOP;

e the cost of public and private health expendituod financed by private
households' out-of-pocket payments;

16 WHO (2004b), p. 2.
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Table 4.

e total public expenditure on health benefits asragrgage of GDP,

e physical access to health services.

Such a combined indicator does not exist and mesgarch is needed to combine
fragmented national data in a meaningful way. Amtrege indicators, physical access to
health services in particular is relatively difficto measure and yet it is the factual basis
for all concepts of coverage. Legal coverage, kamgple, is meaningless if the necessary
physical health-care infrastructure and the necgdsealth-care staff are not available.

Access to health services does not vary only anconigtries and regions, but also within

countries. Attempts to describe and quantify actedeealth care often refer to access to
hospital beds. However, this indicator tends toraeggh hospital care if used as a co-

indicator for social health protection coverage.

Indicators on the outputs of health policies wigsgect to maternal and child health might
provide a first approach to measure effective acte$ealth services. Until more reliable
data become available, the following indicators rhigerve as a proxy for estimating
access to health care, even if this exhibits seomenisistencies:

* The benchmarking of the density of health profess®s and
* The proportion of deliveries attended by skilledspanel.

Thus, it is suggested that the parallel use of hmber of health professionals per
population and of the proportion of professionatyended births opens up a range of
relative values that might serve as a crude indickdr access or non-access to health
services. The range of values can also be usestablish an indicator for the estimated
access deficit in a country. This is estimated lw adne hand by the proxy indicator of
women giving birth without the presence of skilleehlth personnel; on the other hand, it
is measured by comparing a country’s density ofifie@ health professionals (population
per health professional, i.e. physicians, nursed midwives) to the density level of
Thailand (313 persons per health professional td20Countries like Algeria, Ecuador,
the Republic of Korea, Mexico, Namibia, the Syriarab Republic and Turkey show
similar densities (i.e. between 280 and 330 perpensiealth professional).

Density of health professionals

Country Population per health professional
Algeria 297

Bolivia 262

Burkina Faso 129

Chad 3113

Egypt 388

France 92

Ghana 932

Mexico 348

United Kingdom 66

Source: ILO calculations (2007).

While the births attendance based indicator sinpnsposes the lack of access to
qualified health care from pregnant women to theltpopulation, the density-based
access deficit indicator uses another methodol®gg. access deficit is measured as the
relative difference of the national density levélem the Thailand benchmark. This
measurement is obviously a conservative minimurimes¢ of the access deficit. If, for
example, health professionals are very unevenlgaspin a country then the de facto
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deficit can be much bigger than the estimate basedational averages. But if this rather
“optimistic” indicator signals a national or regalrproblem then one can safely assume
that the real problem is even bigger than the ndizated by national averages.

Tables 1a and 1b of Annex Il provide a profile bedtl imperfect — of our present
knowledge of national coverage statistics. Theyronithe two deficit indicators on a
country-by-country basis with further informatiomch as population, GDP, Human
Poverty Index, Gini index, formal coverage, OOPd datal expenditure on health. It
should be stressed that the suggested indicatdysatbow to estimate the global national
access deficit and provide insight into the gapftdctive social health protection coverage
in connection with the other coverage-related Wdem However, the tables make it
possible to run interesting regression analyses.

Figure 11 shows the correlation between staff-eelabational access deficit and the
Human Poverty Index (HPI). It is worth mentionirtgat the HPI, an indication of the
standard of living in a country, is based on foumponents, namely the probability at
birth of not surviving to age 60, people lackingndtional literacy skills, long-term
unemployment and population below 50 per cent aliareadjusted household disposable
income.

Countries with a low HPI tend to have small statited national access deficit.
Therefore, it is not surprising to observe that hafsthe developed countries are in the
lower-left part of the figure. Conversely, a highvprty level is correlated with high access
deficit. Countries such as Chad, Ethiopia and Bathegh characterize this correlation well.

However, some countries show significant variafimm the general trend. Botswana, for
instance, has a relatively low access deficit giitenpoverty level. Assuming data are
accurate, one can conclude that Botswana, liker @inntries in the upper left part of the
figure, enjoys a relatively better health accessths poverty level would suggest. The
opposite statement is true for countries in thecloright part.

Correlation between access deficit and Human PypJedex does not prove that low
global national access deficit reduces povertyratlter illustrate that they usually coexist
together.
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Figure 11.  Regression between access deficit and Human Poverty Index
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A similar analysis can be made with the Human Dawelent Index (HDI). This index is a
comparative measure of life expectancy, literacjycation, and standard of living for
countries worldwide. To some extent the HDI covaeny components of the HPI. Thus,
it is normal to observe comparable trends in fighirdespite the fact that some countries
have significant different interrelations.

Nevertheless, the correlation shown in figure 1lightly stronger than with the HPI. This
means that on average the development level istterbedicator of the staff-related
national access deficit than the poverty level.

In the same way, regressions between GDP per capitaglobal national access deficit
provide interesting information. A high GDP per itaplevel is correlated with a low
health-care deficit.

Regression with the Gini coefficient, which is a amere of inequality of income
distribution, is less conclusive. We observe that ¢orrelation is weaker even though the
calculations show that a greater inequality iselated with a greater health access deficit.
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Figure 12.  Regression between access deficit and Human Development Index
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While the above Access Deficit Indicator has theeptal to provide globally comparable
data, it certainly does not provide fully consistelata and reveals some divergence if
compared to survey data from countries. This istdug number of reasons, including the
fact that it does not take into account:

* The differentiation according to scope and depthsoverage such as varying
benefit packages and quality

* The diversity of definitions applied in various tetics used, e.g. regarding
social security, social health protection and otkévant terminology

e Geographical, socio-economic and socio-culturalfediéihces within and
between countries

e The difficulty of assessing small-scale communiaséd health benefit schemes
in terms of quantity and coverage. Most of the latéeé evidence focuses on the
number of such schemes and the average or rangerabership, but does not
contain any concrete data on the number of aitiaind beneficiaries. Mainly
in African countries, community-based health bdnefihemes cover formal
sector workers as well as beneficiaries who belanghe country’s informal
economy.

While being conscious of its limitations, the ACCE®EFICIT INDICATOR has been
calculated for the first time for a significant ninen of countries. The estimated size of the
global access deficit lies between 30 and 36 pat; based on the benchmark of Thailand.
That means that more than one-third of the globalfation are not receiving the quality
of health care that could be provided to them byadequately staffed network of health
professionals. If countries such as Ireland sewea aeference, then the global access
deficit amounts to more than two-thirds of the gliopopulation.
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Table 5.

d.

Country-specific access deficits reveal high relajaps even if Thailand is chosen as the
benchmark: in China, the estimated staff-relatemse deficit indicates that the equivalent
of 34 per cent of the population has no access#ithh services. In Colombia, the staff-
related access deficit is 40 per cent. This is aaipe to the staff-related access deficit of
42 per cent in the Philippines.

Estimated access deficit in selected countries

Estimated access deficit

Staff-related Births attended

in % of population in % of live births

Burkina Faso 85 43
China 34 17
Colombia 40 9
Ghana 66 53
Philippines 29 40
Uganda 78 61

Source: Annex II, Tables 1a and 1b.

The global access deficit: Some detailed observations

Despite evident gaps in data availability and kelity as well as the given methodological
limitations, the approach to estimate worldwide essc deficits to health services has
revealed a series of interesting and challengingeldpments in a series of countries
around the globe.

The effect of social health protection coverage on aupocket paymentss very
heterogeneous. For instance, there is only avelatsmall difference of the share of OOP
between Tunisia, which has almost universal legakrmage, Nicaraguavhere almost 70
per cent of the population has formal health ptatac and Niger, where less than 1 per
cent of the population is formally covered. At taame time, OOP represents only around
10 per cent in Slovenia and South Africa, whileises to 26.8 per cent in Ukraine and to
45.1 per cent in Tunisia although all these coastrhave achieved universal legal
coverage. And the burden of OOP on practically atgmted households in Uganda is only
slightly higher than in Turkmenistan, where overp&0 cent of the population is covered.

These findings clearly indicate that tkeope of benefit packages including financial
protection and the quality of services provided have a highgyact on private health
expenditure than the number of persons or housglwoldered by any kind of prepayment
system for health. In other words, social healtbtgmtion should provide a reasonable
level of financial protection in order to shieldethpopulation from high private
expenditures and impoverishment.

Despite the existence of public health systemsraavigg number of countries plan to
introduce or have recently embraced universatial health insuranceThey include
countries such as Egypt, Ghana and Kenya. Manmheset countries also have public
health services which, although narrowing and dmiaing as a result of structural
adjustment policies, public expenditure cuts andatizations, still play an important role.
For example, formal coverage amounts to 47.6 parineEgypt and 25 per cent in Kenya,
and staff-related access deficit to 19 per celigypt and 60 per cent in Kenya.

Many community-based schemasfer from a high fluctuation rate and enrolmisnbften
relatively unstable. In Senegal, the variation filiation was more than 20 per cent in
three out of five community-based health insuraseemes, and four out of every five
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beneficiaries had not paid their contribution omei Data from India indicate that the
share of informal economy workers (unorganized wmsk covered by social security
arrangements both in public and private not-forfipszhemes is in the order of 8 per cent.
Out of the total number of 370 million workers hretindian informal economy, around 30
million are covered by social protection includimeglth’

Only information for a certain cut-off date or aage data are available, and a more in-
depth analysis reveals that quite a large quamtitglata regarding coverage rates of
existing social health protection schemes rely unveys that have only limited value for

estimating the total number of beneficiaries. Allall, the statistical figures on population

coverage of health benefit schemes should be magh carefully and taking into account

the diversity behind them.

Employer-facilitated insurancgystems are not very frequent in most developmmtries
although they are relatively common in the Arab ldioEnterprise-based health plans
usually provide care directly through employer-odnen-site health facilities or rely on
contracts with outside providers and facilities. foyer-driven insurance schemes are
highly exclusive since only stable workers and dme cases their families are covered.
The concept is often closely related to the existiabour legislation regarding work
accidents and professional diseases.

In the Syrian Arab Republic, for example, practicall public companies and most larger
private enterprises offer relatively comprehensiealth benefit packages free of charge to
their staff, dependants are sometimes covered dystheme itself, or otherwise through
contribution-borne schemes implemented by tradenmi(Schwefel 2006b) In Yemen, a

number of public, private and mixed companies offarious types of health benefit

schemes ranging from relatively low flat-rate reurdement to comprehensive coverage
packages, and average per capita expenditure \miegen €10 and €456.

Examples from Africa include employer-provided nwadiicare in Zambia and Nigeria, as
well as in the rubber forests in Liberia and themDeratic Republic of the CongB.
Company health benefit schemes often reflect armalistic relationship between
employer and employees, relying partly on individuase-to-case decisions rather than
on vested rights. Even more important is the faat the size of the schemes is in many
cases too small to provide an effective coveragmtdstrophic diseases.

Trade union related health insurance systems mdpl® in Zimbabwe, South Africa,
Mauritius, Burkina Faso, Guatemala and Argentinmorg others. Some foster dual
membership and automatically insure all trade umn@mbers through the insurance plan,
while others develop mutual insurance systemsateatelatively autonomous of the union
and are open to members and non-members &like.

The above examples also show the wide heterogei¢ityational health protection
policies and the way in which they approach themsibn of coverage and improvement
of access. Any meaningful further development oftiomal and internationally
recommended health coverage strategies has tqete — to the extent possible — such
national, regional and community-based initiativé¢éew strategies should build on
existing foundations rather than destroy them. faeh effort was put into the building of
existing schemes, and the effort would be wastetkW policies were to destroy such

' Kannan (2006).

18 Schwefel et al. 2005, p. 66 f.

19 Develtere and Fonteneau (2001), p. 29.
2 1dem, p. 30.
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initiatives. “Build up, don't destroy” is the credi the ILO-recommended health system
policy that is spelled out in the next chapter.
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5. Rationalizing the use of pluralistic financing
mechanisms: An ILO strategy for achieving
universal coverage in social health protection

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

Worldwide experience and evidence show that trermisingle right model for providing

social health protection or one single pathway towaachieving universal coverage. In
most cases, social protection evolves over manysyaad often decades according to
historical and economic developments, social afttir@l values, institutional settings and
political willingness and stewardship. However, tisgy in which countries combine the
various functions of resource generating, risk maplhealth care delivery and financing is
not neutral regarding efficiency and equity of tieaystems. Furthermore, most national
health financing systems are based on multiplen@imgy options that cover disjunct or

even overlapping subgroups of the population wititeers remain uncovered.

The overall objective of national policies in sddiaalth protection should be to develop a
pragmatic strategy aimed at rationalizing the useacdious health financing mechanisms
with a view to achieving universal coverage anda¢qacess for all.

It is suggested here that countries develop tleitegjies towards universal coverage by:

e first, taking stock of all existing financing mectisms in a given country;
* next, assessing the remaining access deficits, and

e last, developing a coverage plan which fills gapsan efficient and effective
way.

The State should play a pivotal, active role adlifator and promoter in this context and
define the operational space for each subsyster.€rtails developing an inclusive legal
framework and ensuring adequate funding and corepiete benefits.

The framework should also regulate voluntary pevdtealth insurance, including
community-based schemes and consider regulatiorasdertain good governance and
effective protection. This framework establislzesghts-based approacto social health
protection that refers in particular to the objeetio include the uncovered part of the
population in line with their needs and capacitypay. The ILO also advocates a strong
role for the social partners, particularly throwggitial dialogue antroad participationin
policy processes and governance of schemes inguldensocial partners, civil society, the
insured and other stakeholders in social healtteption.

When developing the coverage plalh options of financing mechanismsincluding all
forms of compulsory and voluntary schemes, foripanid non-profit schemes, public and
private schemes ranging from national health sesvito community-based schemes —
should be considerdfithey contribute in the given national context thiaging universal
coverage and equal access to essential servicteefarhole population.

The coverage plan aims to provide a coherent desigmpluralistic national health
financing coverage and delivery systems consistihgubsystems such as national and
social health insurance schemes, private insuraobemes, tax-based benefits, etc. for
universal coverage that operate within a clearlinée scope of competence and cover
defined subsections of the population. The objestinf the coverage plan thus comprise:
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b.

e determining a covering subsystem for all populatohgroups;

e determining the rules governing the financing medras for each subsystem
and the financial linkages between them (also mantiial risk equalization
between different subsystems, if any);

* developing adequate benefit packages and relat@sdial protection in each
subsystem;

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

* determining the time frame in which universal cag® will be reached.

The coverage plan should be accompanied by ordaciun overalhational health budget
making it possible to establish and project, onkihsis of a National Health Account, the
total resources such as taxes, contributions amechipms available to finance health care,
and estimating the expenditure of the differentsgstems in such a way that the process
of achieving affordable universal coverage and ss&@an be accelerated and build on a
realistic and sustainable plan.

Annex | describes the national health-care systefrhailand as an example of the rational
use of pluralistic financing mechanisms. The systemsists of social health insurance,
major occupational systems, a tax-based systenpawate health insurance schemes, and
combines the various mechanisms through legal liemgitlements.

An approach to apply pluralistic financing mecharissimultaneously to achieve the
stepwise extension of effective social health mtide coverage through national health
services, social health insurance, community-bas®etance and mandated private health
insurance is the most promising strategy for attgimuniversal coverage. It represents an
integrated approach, respects existing coveragefinadcing arrangements, and can be
adjusted to the specific social and economic caraea&ach country.

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

When applying the suggested ILO strategy on ralizing the use of pluralistic financing
mechanisms on a national basis it will be necestafgllow a certain sequence of steps
which include:

e assessing the coverage gap and the access deficit;
e developing a national coverage plan,

e strengthening national capacities for implementatio

Assessing the coverage gap and the access deficit

The ILO is suggesting that access deficits be &skenl by detailed national health
surveys as well as regional disaggregated anabfsiesmal legal coverage by each health
financing subsystem.

Developing a national coverage plan

The development of a national coverage plan inwlaenumber of activities that are
briefly described here.
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Development of a coverage map

The coverage plan aims to close the coverage ghpharaccess deficit by the rational use
of existing health financing mechanisms in a gieenintry. The national coverage plan
should thus first establish a coverage and accagstimat could look as follows:

Figure 13.  Health care coverage and access map
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That map could then be used to project intendedrpss on coverage on an annual basis
within the framework of a multi-annual coveragemla

Development of a national health budget

In order to be able to build the coverage plan shmauld take stock of the funds available
for social health protection. This requirdsveloping a national health budgethich
assesses the financial status and developmenttiohakhealth-care schemes. A health
budget first compiles the status quo of all expemds and revenues in the health sector in
the form of a national health account that couldstvactured in tables similar to the one
above for a given start year and used for the em@map. A generic health budget model
is available from the ILO Tool Box in Annex Il this paper. The following box describes
the methodology and results of an abridged healttigbting exercise that the ILO
undertook in collaboration with the Thai InternaitbHealth Policy Programme in 2004.
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A health budget for Thailand

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

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

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

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

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

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

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

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

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

Demographic and Economic model
labour force model

[Abridged National Health
Budget

Government budget

The key demographic and economic assumptions are provided figure B2.

Figure B2. The assumed development of key economic variables for Thailand, 2002-2020
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The projections for the government budget use the growth rate of nominal GDP as the main driver for all income and
revenue items of the central government accounts that are not driven by wages (such as income tax) and are not
imported from the abridged health budget sub-model. Further assumptions are documented in the model itself.

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

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

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

Figure B3.
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Improving health financing mechanisms

Further, it is important for countries to develogligies for improving health financing
mechanisms, designing adequate benefit packagesluding financial protection — and
creating institutional and administrative efficignc

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

* implementing and expanding the existing socialiasoe schemes;
* introducing universal benefits or services finanfrecth general state revenues ;

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

* encouraging microinsurance schemes,

e Mandating private health insurance.

At the country level, the pros and cons of eaclthelse options need to be discussed
carefully in the context of the above. The applilitgband performance of the different
mechanisms need to be judged on their:

capacity to mobilize funds;
e efficiency in targeting public funds to the poor;

e ability to shift funds and power from the supplytbe demand side in order to
improve efficiency and quality,

e level of accountability and the quality of budgetin

Criteria for the choice of mechanisms for particidab-groups of the population include
the number, structure and performance of existicliemes, the political and cultural
context, the size of the tax base, the size ofrtftgmal economy, the disease burden, the
availability of infrastructure, the capacity to leaft taxes / contributions / premiums,
managerial capacity, possibilities to enforce liegiisn, and regulation and related impacts
on equity.

A summary of the pros and cons of various finanaimgchanisms is presented in the
following overview.
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Overview : Pros and cons of key financing mechanisms for social health protection

Micro-insurance and Private health insurance

community-based schemes

Tax-based health protection Social health insurance

Pro Con Pro Con Pro Con Pro Con
Pools risks for  Risk of Generates Poor are Can reach Poor may be Preferable to  High
whole unstable stable excluded out to the excluded unless  out-of- administrative
population fundingand  revenues unless informal subsidized pocket ex- costs
often under- subsidized by sector penditure
funding due government
to competing
public
expenditure
Potential for Inefficient Often strong  Payroll Can reach May be Increases Ineffective in
administrative  due to lack support from  contributions the close-to-  financially financial reducing cost
efficiency and  of incentives  population can reduce poor vulnerable if not  protection pressures on
cost control and effective competitiveness  segments of  supported by and access public health
public and lead to the national to health financing
supervision higher population subsidies services for  systems
unemployment those able to
pay
Redistributes Provides Complex to Strong Coverage Encourages  Inequitable
between high accesstoa manage social usually remains  better quality ~ without
and low risk broad Governance control limits ~ a small and cost- subsidized
and high and package of and abuse and percentage of efficiency of ~ premiums or
low income services accountability fraud and the population health care regulated
groups in the can be contributes insurance
covered problematic to content and
population confidence price
in the
scheme
Involvement  Can lead to Strong incentive Requires
of social cost escalation to adverse administrative
partners unless effective selection and financial
contracting infrastructure
mechanisms and capacity
are in place
Redistribute May be
s between associated with
high and low lack of
risk and high professionalism
and low in governance
income and
groups in the administration
covered
population

Generally, taxes are considered to be an effi@adt equitable source of revenue for the
health sector. They can be considered as resoleagisig to national risk pooling for the
whole population and redistributing between higl ow risks and high and low income
groups. The civil service has the potential to @iaistratively efficient and control costs.

However, their potential to contribute to healthecinancing depends largely on national
macroeconomic performance and competing demands éther sectors, the quality of
governance, the size of the tax base and the gomes's human and institutional capacity
to collect taxes and supervise the system. In ggajovernment schemes often tend to be
underfunded, which might lead to a shortage of gattl services and to under-the-table
payments and lack of efficient governance.
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The success o$ocial health insurance schemegpends on the generation of stable
resources, the often strong support of the pomulathe provision of a broad package of
services, the involvement of social partners aedrédistribution between risk and income
groups. However, schemes are administratively cerplnd governance and
accountability can be problematic. Also, from a maconomic point of view, payroll
contributions can reduce competitiveness and ledigher unemployment.

Furthermore, if coverage is not universal, socelth insurance might have an impact on
equity in countries with sizeable informal econasnikt should be emphasized that health
care for the workforce is not free and that entegsr and the economy have to bear a
respective share of the financial burden. In cakeamial health insurance schemes,
funding should consist of shared financial resosiftem both employers and employees.
For specific benefits such as maternity benefitecijg rules might apply, e.g. full
coverage through public funds, in order to avoidadivantages for particular groups
protected.

Specific schemes such as private community heasthrance schemes can be efficient to
collect non-salary-related contributions and redoests for the poorest at the point of
delivery. However, they often experience probleisowverage and therefore of achieving
sufficient pooling, difficulties to organize membkip across different ethnic groups,
management capacity and inadequacy of resources.

A current trend in low-income countries includesraasing the role of mutual health
organizations and social health insurance when straimming pro-poor policies in social
health protection and addressing issues of highfess. Voluntary and community-based
schemes are also gaining support in many low-incamentries. Their success and
sustainability depends highly on the attractiversddsenefit packages and related financial
protection as well as the quality of services. éased interest in these schemes is related
to coverage of workers in the informal economy dhdir families. Key issues for
sustainability, e.g. with regard to the capacityptty and adverse selection are currently
addressed in creating financial and administrativkages among schemes at various
levels based on different ownerships. Current aguekamples point to the fact that
schemes can work successfully, one of them beireg Mhshasvini scheme in India
covering some two million workers and their fanslién other countries, however, for the
time being coverage often remains limited.

Private for-profit health insurance schemes are fasnd in many countries, ranging from
OECD countries to developing countries such as Beduthe Philippines (Annex II, Table
1b). If not subsidized, they cover the wealthiert pd population based on risk-related
premiums. The exclusive character and high admatige costs are often criticized,
whereas the better quality of services is apprediat

The pros and cons of the various financing mechasisan be overcome by improving

and linking the different approaches. In the contéxhe development of a coverage plan,
an evaluation should be undertaken that identifieshanisms best suited with regard to
raising sufficient and sustainable revenues in quitable manner for the provision of

adequate benefit packages and financial protettitime whole population.

Given the country-specific nature of the evaluatitere is no general rule on an optimal
composition of the portfolio of national healthdimcing subsystems that a country should
build up. However, it is suggested that a set afligg principles be applied during the
system building, including:

e equity and solidarity in financing according to aajy to pay and equity in
access to all health services. This includes rigkipg and sharing contributions
payments in social health insurance between emeoged employers;
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e inclusiveness of all citizens without discriminatimn the basis of gender,
ethnicity, religion, etc.

A health financing policy checkilist is providedthe following box.

Checklist: Key policies on health care financing
+  Mobilizing sufficient resources to achieve policy objectives;
«  improving equity and solidarity in financing through burden sharing by income level;
+  setting up risk equalization and solidarity funds where appropriate;
«  maximizing risk pooling and reducing fragmentation;

* in insurance schemes: introducing government subsidies for the poor and for informal sector
workers and their families (either direct or for contributions/premiums);

¢ minimizing out-of-pocket payments;
+  setting user charges according to capacity to pay;
. increasing financial sustainability;

« using a mix of health financing mechanisms to accelerate achievement of universal coverage and
balance equity, efficiency, and quality of care,

+ ensuring efficient and effective use of resources.

Usually, extending social health protection requirereasing funds, particularly in public
spending on health. However, in many middle- anghiicome countries, revenue
collection based on public funds and payroll tagffen encounters perceived limits. The
spending on health is perceived as unproductivethas hampers economic development.
In many low-income countries fiscal space and doimesvenues are considered too
limited to ensure access to health services fortajerity of the population.

Furthermore, mobilizing additional government rases usually requires a functioning
formal economy whereas many low-income countriegehiarge informal economies.
Over the past years, the share of total labour Iguppthe informal economy has been
constantly growing, particularly in Asid. This applies even in countries with high rates of
economic growth in the formal sector.

Increasing fiscal space is essential for increassthinability of social health protection. It
often involves changes in governments' policies-afat countries relying on international
aid — more sustainable support from donors. Mostessful methods to increase fiscal
space through government policies include:

e more efficient use of public expenditure;
e strengthened efficiency in public institutions aedvice delivery;
e budgetary reallocations;

¢ increased efforts to collect taxes and contribigjon

introducing new sources of funding for the natidmedlth budget.
These approaches require strong political commitppaiority setting towards extending

social health protection and addressing issuesaokparency and accountability. In this
context, it is crucial that a democratic managenemstablished and based on tripartite

2L ADB (20086).
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governance. This also refers to a participatoryr@ggh of scheme management and
governance based on social and national dialogtveeba policy makers, social partners,
civil society groups, public and private insurdrsalth-care providers, and others.

Building rational linkages between subsystems

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

Further administrative and governance linkagesutelsharing management functions,
mutual support regarding registration and collectad contributions/premiums, mutual
audits and control, co-contracting of providers ahdring of information.

When conceiving new linkages between different thelhancing mechanisms, testing,
evaluating and monitoring of integrated approadivdsng the schemes are the key to
achieving sustainable solutions.

Checklist: Policies on building rational linkages between different health financing mechanisms
* Introducing subsidies;
. developing common national fee schedules;
+  setting up risk equalization and solidarity funds where appropriate;
*  maximising risk pooling through increasing membership;

« ininsurance schemes: introducing government subsidies for the poor and informal sector workers
and their families (either direct or for contributions/premiums);

*  mandating private insurances, hospitals and facilities to cover (for example in part) the health care
services for the poor;

+ facilitating reinsurance and guarantee funds;
+  establishing joint management functions;
* introducing mutual support in registration and collection of contributions/premiums;

+  co-contracting health service delivery networks,

+  establishing mutual audit and control.

Designing adequate benefit packages

In addition to improving health financing mechangsrithe coverage plan should develop
policies on adequate benefit packages, includimggmtion against catastrophic spending

Generally, health challenges to be addressed iefiv@ackages of social health protection
vary in low, middle and high-income countries:

e in low-income countries the main health challengede addressed include
infectious diseases such as HIV/AIDS, TBC and nmaland challenges related
to care during maternity;

e in middle-income countries often health issuesudel partly those in low-
income countries, but also cardio-vascular diseabag and tobacco abuse,

e in high-income countries the list of challenge®refpartly to the above but also
includes stress-related syndromes and long-tersmafahe elderly.
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Services covered in the benefit package and fia&rmiotection should be based on
consensus deriving from broad consultations oftakeholders involved in social health
protection given the diverging views of the medipabfession, various groups in the
population — e.g. the poor, the old, the minorittesnd others. Therefore, the policy
mechanism to define health care needs should Henahtdialogue including social

dialogue on health care priorities.

While the size of the benefit package involves larze between cost and risk protection,
it is recommended to define benefit packages -udiol financial protection — with a
view to provide equitable access to a comprehensinge of services as outlined in ILO
Conventions and Recommendations, including primbealth care, inpatient care,
prevention and maternity care, rather than defiaifigninimum benefit package".

This refers to a general policy of the ILO to emsuniversal access at all times and at all
facilities and that nobody should be denied camabse of its cost or because of his/her
place of residence. Care should be provided witligdrimination and in conditions of
dignity ensuring that consideration is given todlacaditions and preferences.

Checklist: Key policies on adequate benefit package and protecting from catastrophic spending

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

+  ensuring acceptability of the protected, professionals and politicians;
+  balancing the trade-off between equity and quality in broad consultations with all actors;

+ addressing health-related poverty by covering catastrophic health expenditure (> 40 per cent of a
households' income net of subsistence);

+  covering out-of-pocket payments / user fees etc in order to ensure equal access;

+  ensuring adequacy through focus on patients needs regarding quantity, adequacy and quality of
services;

¢ minimizing out-of-pocket payments;

+  providing access to primary, secondary and tertiary care (through referral systems), including
maternity care, preventive care and care in relation to HIV/AIDS;

+  providing for transportation costs, e.g. for groups living in remote areas;

+  addressing loss of income through adequate cash benefit.

Under ILO Convention 102 the following benefitsciase of sickness are foreseen: general
practitioner care, including domiciliary visitingpecialist care, pharmaceutical supplies,
and hospitalization where necessary.

SOCIALHEALTHPROTECTION.doc 37



The benefit shall include at least:

a.
(i)
(il

Convention 102 / Article 10

in case of a morbid condition:
general practitioner care, including domiciliary visiting;

specialist care at hospitals for in-patients and out-patients, and such specialist care as may be

available outside hospitals;
(iii)  the essential pharmaceutical supplies as prescribed by medical or other qualified practitioners; and
(iv) hospitalisation where necessary; and
b. in case of pregnancy and confinement and their consequences:

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

(i)  hospitalisation where necessary.

Applying ILO Conventions and Recommendations averggjuities in access to health
services between formal and informal economy wakbetween the rich and the poor.
However, when implementing and extending socialthgaotection systems it is in some
cases necessary to take deficiencies in infrastreicbr the non-availability of certain

services into account. Against this backgrounds possible to limit access at an initial
stage of extending social health protection, faregle to services available, and include
full access at a later stage.

Given the fact that private health expenditures amgrimary cause of impoverishment,
benefit packages should be designed with a viemitomizing out-of-pocket payments.
This also applies to high-income countries whergglterm care expenditure accounts for
a significant proportion of out-of-pocket paymeritsthis context, ILO policies aimed at
achieving equity in access to health services teféhe adequacy and comprehensiveness
of health services covered under the benefit paclkatd includes financial protection
against impoverishment, particularly due to catgtic health expenditur&.

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

e the actual level of spending on benefits mattersentban the choice of funds
(e.g. taxes, contributions or premiums) for achigvequity, poverty reduction
and a positive impact on health;

* universal benefits and targeted benefits have ferdifit impact on equity:
whereas universal benefits contribute more to aghgeequity than to reducing
poverty, targeted benefits impact more significamth poverty reduction than
on equity.

Creating institutional and administrative efficiency

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

2 Defined as health care costs exceeding a housslaldacity to pay.
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The ILO aims to achieve institutional and admimistre efficiency through emphasizing
"Good governance"lt defines good governance in social health ptaia referring to
decision-making based on:

e existing legal frameworks;

e accountability;

e transparency;

e effectiveness and efficiency;
e equity and inclusiveness;

e participation and consensus.

ILO tools for participatory and inclusive decisiomking include ILO Conventions and
national and social dialogue. In this context, Isfdesses particularly the importance of
tripartite governance and participation of stakdbolsuch as involvement of the insured
where applicable and the civil society, governnmmrgervision of related administrations,
funds and private insurances and government redplitysfor covering deficits in social
health protection schemes.

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

e Social budgeting;
e Social Protection Expenditure and Performance Resjie
e Social Security Inquiry;

e STEP tools on community-based insurances.

In order to fulfil the criteria of good governancthe financial and administrative
separationof health insurance funds from Ministries of Headind Labour is essential.
Generally, revenues earmarked for social healtheption should be separated from
government budgets and it should be ensured thtilootions are used only for health-
care benefits and administration of the schemeraxtdn support of Ministry of Health
functions; it is particularly important to ensufet health-care contributions are not used
for other contingencies.

A recent trend in organizing social health protattivith a view to efficiency includes
various forms oflecentralizatiorof responsibilities from the national to local gowments

or other sub-national institutions. However, thiatex shift of financial burden to the local
level is often problematic, since transfers of fainfdom the national level may be
insufficient and result in increasing inequitiesattess, for example of the pddranother
form of decentralization of social health protesticoncerns community-based schemes.
They mobilize additional funds at local levels gdvide financial protection of out-of-
pocket payments particularly for informal sectorkess and their familie$?

Creating efficiency also relates parchasing servicessenerally, the provision of services
can be organized through public or private prowdddihe most efficient mechanisms to
purchase services are:

% OECD (2006a).
2 1LO (20064).
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e budgeting, such as setting caps on annual expeagitu
e contracting and accreditation of providers basegarformance, and

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

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

Checklist: Key policies on creating institutional and organizational efficiency
+  Ensuring good governance based on efficient management, transparency and accountability;

+  designing insurance schemes based on tripartite governance of independent, quasi-autonomous
health insurance funds ruled by public law, governments, social partners, and others;

. minimizing administrative costs;

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

*  decentralizing organizational structures with a view to reducing the burden of governments and
improving responsiveness;

* introducing referral systems acting as gatekeepers;

+  developing adequate purchaser methods using incentives to improve quality and reduce oversupply;
+ using public and private purchasing;

+ introducing regulations for private insurers including voluntary health insurance,

+  enforcing regulations.

Strengthening national capacities for implementation

Besides the two elements discussed above, namséssasg the coverage gap and the
access deficit and the development of a coverage, inother core element of the new
ILO strategy on rationalizing the use of pluralisfinancing mechanisms for achieving

universal coverage in social health protection astsf strengthening national capacities

for extending social health protection.

Capacity building in this context consists partaly of training, upgrading capacities in
designing, implementing and monitoring and knowkeddevelopment, e.g. through
research and exchange of experiences.

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

Moreover, strengthening institutional technical aaiinistrative capacity is essential for
ensuring that the necessary conditions are in placguarantee responsiveness to
members' needs and the viability of national ségwthemes. It will further contribute
towards the design, implementation and testingadional health protection to ensure its
viability.
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Currently, however, many developing countries lacificiently trained staff to ensure
successful extension in social health protectidnisl| particularly important to train
administrators who are expected to implement reledéorms.

In addition, enhancing technical capacities of ublthorities, social partners and other
stakeholders is crucial for the overall governaand supervision. Evidence from many
countries proves that successfully extending sdeallth protection to the poor requires
consensus of various levels and entities of goventrsocial partners, civil society and
others. Given the diverse interests of stakehold®stining the necessary support is a
highly complex and difficult task. Problems ofterisa when stakeholders and social
partners feel that they have been ignored in tlecqgss involved in the design and
provision of social health protection, that consehave been misunderstood or that the
quality and depth of participatory decision-makings limited? This might result in a
lack of support in implementation, enforcement,ditg, and compliance with new laws
and regulations and thus lead to complete failfiienportant reform activities, sometimes
even after parliamentarian hurdles have been deare

Against this background, it is important to enharteehnical capacities of public
authorities, social partners and other stakeholdads improve their participation in the
social and national dialogue. This can be achievedugh appropriate training on a
tripartite or even broader level.

% An example might be seen in the recent experiemitie social health insurance in Kenya:
"Ngilu's fit of fury", The Standard (Kenya), 16 Na2004.
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6. Conclusion

The ILO strategy onrationalizing the use of pluralistic financing mecthsms for
achieving universal coverage in social health pctitn is aimed at accelerating the
achievement of universal coverage, promoting eqaity supporting global international
efforts to alleviate poverty and improve healtheH®trategy is built on the central credo of
incorporating all existing coverage and financingos/stems in a country into one
pragmatic pluralistic national system as long &sdkisting subsystems and the system as
a whole meet a number of outcome and processiariter

The system should provide for:

* the achievement of universal coverage of the paojpulavithin a realistic time
frame;

e the effective and efficient provision of adequatndfit packages including
financial protection for all, but not necessarihjiform benefit packages;

e the existence of a governance system that continm®verall responsibility of
the government for the functioning of the systermaaghole but also involves
covered persons, financiers (contributors and tgeqsa including employers
and workers in the formal and informal economy) praiders of care,

e fiscal and economic affordability.

The strategy is part of the ILO decent work stratagd the Global Campaign on Social
Security and Coverage for All. It builds on in-detnalyses of the extent of social health
protection coverage and the gaps in access tchteaitices. The ILO, in cooperation with
other agencies (notably within the ILO-WHO-GTZ Corisim on social health
protection), recommends to governments and othrsaén the field of social health
protection a comprehensive tool box and informabase on social health protection and
offers support in closing gaps and addressing ditioihs. We believe that the suggested
strategy has the potential to achieve universat@me in health.
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Annex |

Country experiences: A brief overview

This section provides a selection of recent natiemperience on extending social health
protection in countries in Africa, Asia and Latimérica.

a. Africa
Benin ?°

According to an ILO study on social protection exgieures (SPER) in Benin, 6.21 per
cent of the country's active population benefitsrfran old-age pension and 5.15 per cent
has health-care coverage.

State employees are covered for 80 per cent of bieailth-care costs, with the exception
of pharmaceutical costs, old-age pensions fromNhBonal Retirement Fund of Benin
(FNRB) and family benefits, considered to be acogswm salaries.

Social security for salaried workers in the semijmuand private sectors is managed by
the National Social Security Fund (CNSS) and cowtdsage and invalidity pensions,
family benefits, work accidents and illness, matgrmand survivors’ benefits.

In parallel, assistance is increasingly given teeflep initiatives by the population of rural
and peri-urban areas, who organize collectivelyfawe financial risks linked to poor
health. To date, over one hundred health microarste schemes covering an estimated
100,000 people, administered by their members anctibning on the basis of solidarity,
have been set up.

Burkina Faso %’

Formal social security schemes in Burkina Faso rcte&s than 10 per cent of the total
population and are limited in scope to old-age jmarss work accidents and maternity.

Since the 1990s, many new initiatives have emergeter such names asutuelles de
santé, caisses de solidarité, systémes de prépaiepmiplage assurance santé-crédit
2003, over a hundred mutual health organizatiorisraimsurance schemes and other
schemes operated in the country. These initiavesclosely supervised and supported by
the State with the establishment of Dieection for the mutual benefit associationghin

the Ministry of Employment, Labour and Social Ségur

In 2006, the Government launched a national campaig social protection and risk

management which confirmed the role of microinsoearand its extension to the
population of the informal economy within the natb strategy. This strategy consists of
an in-depth reform of the existing mechanisms e social security with a view to

improving their management. Further, strong suppofirovided to the microinsurance
schemes in order to increase coverage rates. Gpmo# will be made available through
the implementation of pilot projects in rural antban areas for farmers and informal
economy workers.

% Source: ILO/STEP (2006e).
27 Source: ILO/STEP (2006e).
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Egypt?®

The health-care system in Egypt is mainly tax fuhded publicly provided, with a small
but long-established social insurance sector antegwivate funding and provision.

Some health protection coverage is available tonthele population through the public
system. Social insurance grants a higher levet@figion to 8.4 per cent of the population
(ranging from only 3.4 per cent in the area with kbwest coverage to 12.7 per cent in the
one with the highest).

The benefit package covers primary care, outpatlergpital services, dental care,
pharmaceuticals, medical appliances, hospital eack even evacuation for specialized
surgery. Dependants are generally not covered.

Services are provided by a mixture of public andgte providers. Most outpatient care is
given by private practitioners working in their ovarilities, in public or private clinics
under contract to social insurance. Hospital cangrovided mainly in hospitals owned by
the Health Insurance Organization (HIO).

Hospitals are owned primarily by the HIO and aredied directly. Contracts for care by
private providers are mainly on a fee-for-serviesib.

Social health insurance is funded by contributiohd per cent of earnings, of which 75
per cent is paid by employers and 25 per cent Ipl@raes. Pensioners pay 1 per cent and
widows 2 per cent of their income. For governmenpleyees, the contribution rates are
1.5 per cent for the government and 0.5 per certhfoemployee. There is a ceiling on the
level of income used to calculate contributions Hrete are small co-payments for the use
of services. The HIO is subsidized by the Employiejury Scheme.

Benefits under social insurance are six to sevexegigreater than those offered by the
state health services. Half of HIO spending goedrtgs and around one-third to its own
facilities.

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

The health care system in Egypt is mainly tax-fuhded publicly provided, with a small
but long-established social insurance sector anteqwivate funding and provision.

Some health protection coverage is available towthele population through the public
system. Social insurance provides a higher leveprolision for 8.4 per cent of the
population (ranging from only 3.4 per cent in theaawith the lowest coverage to 12.7 per
cent in the one with the highest).

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

Services are provided by a mixture of public andgte providers. Most outpatient care is
given by private practitioners, working in their macilities, in public or private clinics
under contract to social insurance. Hospital cammainly provided in hospitals owned by
the Health Insurance Organization (HIO).

% Source: Weber and Normand (2007).
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Ghana?®

Hospitals are mainly owned by HIO and are fundedatlly. Contracts for care by private
providers are mainly on a fee-for-service basis.

Social health insurance is funded by contributiohd per cent of earnings, of which 75
per cent is paid by employers and 25 per cent lpl@raes. Pensioners pay 1 per cent and
widows 2 per cent of their income. For governmenpleyees, the contribution rates are
1.5 per cent for the government and 0.5 per certhfbemployee. There is a ceiling on the
level of income used to calculate contributions Hrete are small co-payments for the use
of services. HIO is subsidized by the EmploymepirinScheme.

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

There are plans to extend the scheme to cover purepations, dependants and some
self-employed people, bringing coverage to arousigg€ cent. The main constraint is the
lack of administrative capacity to develop the sobeén these more difficult areas.

Ghana is divided into ten regions with 110 decdiatre districts which constitute the
lowest level of political administration. In effedhe districts or district assemblies are
autonomous agencies responsible for the implementaf public service functions and
governance at the local level.

Ghana's economy is predominantly agrarian, withicajure dominating in terms of

employment, revenue and export earnings. It aceolant50 per cent of the labour force
and 42 per cent of GDP. Other major exports areerala (hotably gold, diamonds,
bauxite and manganese). The tourism industry isthggy an important foreign exchange
earner as well.

In 2005 Ghana's real GDP growth was both broaddasel robust, at 5.9 per cent. The
2005 budget deficit has been estimated at 2 perafe@DP. In the past few years the
national currency has seriously depreciated anktioh has spiralled, although more
recently both have stabilized somewhat, and imffatin particular has been falling
steadily.

Despite some improvements in many health indicatocsuding mortality and morbidity,
crude indicators still demonstrate the need forther major improvements. Life
expectancy at birth in 2004 was 56 years for mates 58 years for females, and healthy
life expectancy 49.2 and 50.3 years respectivédpZZigures).

2 1LO (2005b).
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Health indicators

Indicator Value (year)

Life expectancy at birth (years) males 56.0 (2004)
Life expectancy at birth (years) females 58.0 (2004)
Healthy life expectancy (HALE) at birth (years) males 49.2 (2002)
Healthy life expectancy (HALE) at birth (years) females 50.3 (2002)

Source: WHO, National Health Data, 2006.

While the impact of HIV/AIDS is less severe tharsome other African countries, recent
developments show a steady increase in prevalémuer-five mortality is high: 118 per
1,000 for males and 109 per 1,000 for females.

Total health expenditure as a percentage of GDFOOB was 4.5 per cent, and about 68
per cent of this expenditure was constituted byagte out-of-pocket payments. Total
health expenditure per capita amounted to US$98.

Health financing indicators for Ghana, 2003

Indicator Value (year)

Total expenditure on health as percentage of gross domestic product 4.5
General government expenditure on health as percentage of total expenditure on health 31.8
Private expenditure on health as percentage of total expenditure on health 68.2
General government expenditure on health as percentage of total government expenditure 5.0
External resources for health as percentage of total expenditure on health 15.8
Out-of-pocket expenditure as percentage of private expenditure on health 100.00
Per capita total expenditure on health at international dollar rate 98
Per capita government expenditure on health at average exchange rate (US$) 5

Source: WHO, National Health Data, 2006.

Access to and use of health facilities have bean kb survey conducted by the Ghana
Statistical Service revealed that 42.5 per cenhefurban population and 54.7 per cent of
the rural population did not consult medical persgdnn 1992 in times of illness or injury.
Medical consultation increased to 46.6 per certign)y and 69.2 per cent (rural) in 1998.
This trend may probably be linked to increasingtheeare user fees over recent years.

The Government of Ghana has a clear understandititge groblems associated with the
out-of-pocket health financing system (“cash anayta Consequently, it has decided to
abolish this financing mechanism and replace ihwgalth insurance. The objective is to
pool risks, reduce individual burden and achiewtebaitilization rates, as patients do not
have to pay cash at the point of delivery. The ated objective is for at least 50-60 per
cent of Ghana's residents to belong to the newttherurance system within the next five
to ten years.

The new National Health Insurance System (NHIjtian early stage of implementation,
following the adoption of legislation in August Z& The system will consist of more

than one hundred District Mutual Health Insuranckéesnes financed by a combination of
personal contributions from persons in the infornedonomy, a social insurance

%0 National Health Insurance Act 2003 (Act 650).
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contribution of 2.5 per cent for all members of 8exial Security National Insurance Trust
(SSNIT), and a 2.5 per cent health levy (i.e. a M§de indirect tax).

The system replaces the user fee-based (“cashand)cscheme that excluded many of
the poor from access to health care. Young childnedh the elderly are exempted from
contributions.

The system is coordinated and supervised by thisiNdtHealth Insurance Council which
manages, inter alia, the National Health Insurdhged. The Fund receives the proceeds
from the contributions and the levy and subsequetifibcates it to the District Mutuals.

Despite its commitment and the measures initigdBdina faces tremendous challenges in
extending social health protection to the informebnomy and in rural areas. Aside from
financial constraints, there are insufficient ligka between national and community-
based health-care schemes.

Ghana is progressively implementing concrete measto respond to these challenges
based on different strategies, reflecting and Imgicn distinct experiences on extending
social security. The establishment of the NHIS lseew point of departure of the strategy
for extension and interventions at provincial aiglritt levels.

Furthermore, the Ghana Poverty Reduction Strat€@3RS) highlights the Government's
commitment to ensuring access to health care thralng improvement of basic health
care for the poor. The strategies include “bridgijags in access to health, nutrition, and
family planning services, ensuring sustainable rigiiag arrangement that protects the
poor, and enhancing efficiency in service delivety”

Kenya *

Historically, Kenya's health system has been fimahfrom government revenue. Kenya
was the first country in Africa to introduce compady health insurance, in 1966.
However, the insurance is limited to workers, emppéss and their families, who account
for no more than 20 per cent of the population. tGloations to the “hospital insurance
fund” are deducted from salaries and membershipngpulsory. The hospital fund covers
inpatient services, to which members still havedntribute out of pocket.

In 2004, legislation for the national social heaftburance fund (NSHIF) was submitted to
parliament. It is conceived as a compulsory insteascheme with solidarity-based,

income-related contributions, and aims to coverehigre population. The new scheme is
to take over the infrastructure of the existingunamce. The underlying aim of the

proposed reform is to achieve universal coveragbthns appropriate health care at an
affordable cost for all. By accrediting and remwatieilg private service providers it should
also bring the public and private sectors underforacing umbrella. However, the social

health insurance law has not been approved yetjtasdtill an open question how soon

this can be achieved.

The existing National Hospital Insurance Fund (NHAE the future carrier of the NSHIF
has already made far-reaching improvements to thieemt system. This includes the
accreditation of private and public providers anel introduction of financial incentives to
promote quality improvements.

31 Ghana (2003).
32 WHO/GTZ/ILO/KfW/DFID (2004).
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Senegal *®

In Senegal only some 12-17 per cent of the pomuais covered by statutory social

security schemes, namely salaried staff from theafw sector as well as civil servants and
their dependants. Rural and informal economy wark@d-80 per cent of the population)

do not enjoy any kind of organized social protattiexcept for those who are members of
mutual benefit associations (health coverage).iftligent population (representing 10-20

per cent of the total population) is also excluddwlce social assistance programmes
provide only scarce and erratic benefits.

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

e In 2003, the National Commission on Social Dialog@®mité national du
dialogue social) was set up to develop a strategypeécifically address issues on
extending social security.

e In April 2004, Senegal launched the Global CampaignSocial Security and
Coverage for All.

e In December 2004, the transport operators’ tradenu8yndicat National des
Travailleurs des Transports Routiers du SénégalTT®$) included in its
demands the question of social protection.

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

e This priority has also been translated into the Agricultural Law adopted in
June 2004 (Loi d'Orientation Agro-Sylvo Pastoralehich specifies that the
Government should design and implement a sociairggscheme for the rural
population which represents more than 50 per dethteocountry's population (5
million people).

e As part of its Poverty Reduction Strategy Paper§PRprocess, Senegal has
revised its social protection strategy and polioyaddress coverage for the
formal and informal economy, notably the extensibrsocial security to those
currently excluded. The new National Social PratectStrategy is the third
pillar of the PRSP, which was presented and adaogitéiie World Bank/African
Development Bank regional meeting on PRSP (Tunig, 2005). The objective
is to increase health insurance coverage rate f0nper cent of the total
population to 50 per cent by 2015.

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

3 Sources: Asfaw (2004), Wade (2007).
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Tunisia *

Since the end of the 1950s, two out of three Tanssihave been insured through two
schemes that offer social security for civil setgaand for workers in public as well as
private enterprises. In addition, the Governmeovigles free health-care services for the
poor and low-income population in public facilitiasn by the Ministry of Health. Also,
some private societies or public bodies offer geviaealth insurance for their employees,
covering the same package as the public insurance.

In the 1990s, the Tunisian health insurance systered a series of problems and

difficulties regarding efficiency, quality, equitgnd satisfaction of stakeholders and users.
The burden of contribution payments of employersl @mployees was unequally

distributed.

The current health insurance reform pursues tw@nggals. The benefits of the different
health insurance regimes should be harmonized asoleamandatory health insurance
body, the Caisse Nationale d’Assurance Malad{€NAM), be put into operation.
Secondly, optional complementary regimes shouldreated in order to cover OOP that
currently remains uncovered.

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

b. Asia
China*®®

China is enjoying impressive and sustained econgmowth, and since the early 1980s
the living conditions of the vast majority of it®pulation have improved significantly.
The world’s most populated country is currently es@ncing major social and economic
changes, but the social agenda is still incomphitee inequity in health remains a major
concern. Until the 1970s China enjoyed a relatiwegll functioning health system, with
about 90 per cent of the population covered bytheasurance. However, since the 1980s
both the quality of health services and the proporof the population insured have
declined dramatically, and health indicators hageedorated accordingly. The collapse of
cooperative medical schemes in rural areas andctippling of the public insurance
schemes produced serious problems in health fingneind access. Out-of-pocket
payments have increased from 20 per cent in 1988 fger cent in the early 2000s. At the
same time public funding for the health sector besn reduced while health expenditure
has continued to rise.

The Chinese Government is currently focusing oiding a “moderate welfare state” and
has defined the improvement of health care as sendal element of economic growth.
The central Government has increased public hesgimding as well as social cash
transfers. Based on high economic growth, some aomties have set up local health
insurance schemes.

In urban areas, Government Employment Schemes @i&)Labour Insurance Schemes
(LIS) covering public servants and workers in seeerprises were replaced in 1998 by
an insurance system for all employees that is dpesmaller companies and the self-

34 Sources: Achouri (2007) and Asfaw (2004).
% Sources: Tang et al. (2007); Hu (2007); Drouin @hdmpson (2006).

SOCIALHEALTHPROTECTION.doc 51



employed. The GIS and LIS reforms are local initeg comprising the introduction of
cost sharing to the beneficiaries, the establistioécatastrophic disease insurance and
the application of capitation payment in some sitie 2005, the Basic Medical Insurance
(BMI) covered more than 130 million beneficiariesvarious Chinese cities.

In rural areas, the Rural Community Medical Insgeachemes (RCMI) were replaced by
mainly private insurance schemes after the disimgntf the agrarian collectives. As a
result, most farmers could not afford private ilagswwe and were thus subject to high out-
of-pocket payments. In 2002, the Government issuédecision on Strengthening Rural
Health Works” and decided to reintroduce RCMI atumtary local health insurance for
self-employed farmers. The organization and finagcare fostered and backed by the
central Government and coverage was expected éatbaded to 179 million beneficiaries
by the end of 2005.

Republic of Korea *®

The Republic of Korea is an outstanding examplethaf successful introduction of a
universal health insurance system. It took justy@érs, once the country had passed its
Health Insurance Act in 1963, to achieve univeiisalurance coverage. It should be
stressed that the country’s GDP per capita inteais was still under US$1,60@ other
words, only two-thirds of that of the Philippinesdaaround the same level as that of
countries such as Mozambique, Niger, Sri Lanka,@aheroon.

For the first 14 years there was more emphasisuildithg functional structures than on
providing coverage for a significant proportiontbé population. With strong stewardship
by President Park Jung-Hee, the introduction of pudsory health insurance began in
1977 with the Employee Scheme for formal sectorleyges. SHI coverage progressed
according to the principle of workplace size: irmwe was initially compulsory for
companies with more than 500 staff and then stepeipanded to smaller firms of 300,
100 and finally 16 employees. SHI schemes for cgitvants and educational staff started
in 1981 and became important promoters of extendiagal protection. When the
uncovered population became aware of the subdtafmiancial protection benefits
provided by the existing schemes, the motivatiojoito SHI increased significantly.

Universal social health insurance ranked very loigtithe political agenda for many years.
The introduction and extension of social healtluiaace coverage was of course bound up
with competition with neighbouring Democratic Reficbof Korea and the political
legitimacy of the authoritarian military regime tife Republic of Korea. Enrolment in
social welfare programmes was a central issuedrl¥88 presidential election campaign.
Mr. Noh Tae-woo, the then candidate of the ruliragtyy promised to cover the self-
employed by the SHI scheme by 1991. Therefore, ntagor hurdle of contribution
collection from informal sector beneficiaries withegular incomes had to be overcome.
This goal was reached full two years before thaadarget date, however, and since 1989
health insurance has been compulsory for all grauiggn the population. Certainly, the
burgeoning economic development in the late 198@gep a substantial part in the rapid
expansion of the country's social security systems.

The SHI health system was encumbered with manylgmy mainly regarding fairness
and efficiency of financing. For many years, betiafies had to assume high co-payments
and co-insurance rates, and a series of benefite wrpressly excluded from SHI
coverage. The share of out-of-pocket payments wasportant cause of the low level of
equity in insurance financing and proved to be ligegressive. A lack of horizontal

% Sources: Kwon (2002), Yang and Holst (2007).
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India®’

Thailand *°

equity and chronic shortages of funding finally tedently to the standardization of health
insurance and the implementation of a single-paystem.

The Indian health-care sector is growing rapidiglloiving on the country’s general
economic and social development. However, at jystricent, the share of GNP spent on
health care remains very low.

All health financing mechanisms coexist in IndiaOB® constitutes the main form of
financing (87 per cent of total health expenditufe$ocial health protection is available
through social health insurandemployees State Insurance Scheme (ESIS) providing
compulsory coverage of government employees arfdl istdarger companies, Central
Government Health Scheme (CGHS), employer-basednses, voluntary (commercial)
health insurance and community health insurance.

Despite the Government’s initiatives to supportlthemsurance schemes, only some 10
per cent of the population enrolled for health maswe. Indeed, the majority of the
population cannot afford premium and contributiayments.

Shortfalls in provision, high contributions, drastto-payments and poor quality of
providers have led to the emergence of microinsiga@chemes in rural areas as well as in
major cities. Microinsurers often purchase proddais state insurance companies. For
the population in the informal economy, coveragewpatient services, medicines and the
indirect costs of illness (e.g. transport costs msd of earnings) are crucial. Against this
background, some community-based and commercidkthh@ssurance schemes offer
related benefits.

In October 2001 Thailand took a historical stepan¥s achieving full population coverage
in health care by introducing a universal healttececheme called "UC scheme" (also
commonly known as the "30 baht" scheme). The scheffegs any Thai citizen not
affiliated to the Social Security Health insuramsgheme (SSO scheme) or the Civil
Servants’ Medical Benefit Scheme (CSMBS) full asces health services provided by
designated district-based networks of providersngixting of health centers, district
hospitals and cooperating provincial hospitalsjgiBle persons have to register with the
networks, obtain a free insurance card and pay minma co-payment of 30 baht
(approximately US$0.78) for each outpatient visit or hospital admissi@rugs on
prescription are free of charge. The scheme has fleaearkably successful with respect to
population coverage in the first two years of ksstence. However, its long-term fiscal
sustainability is as yet unclear.

Thailand's national health-care financing system has five major components:

e the SSO scheme covering presently about 7.4 miliard holders who are
eligible for health-care benefits;

37 Sources: Gupta (2007), ILO (2003b), van Ginneza00).
3 WHO (2000), p. 193.

39 Source: ILO (2004c).

40 Exchange rate: 40 baht = US$1.
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Figure 14.

e the non-contributory civil servants medical bensfiheme (CSMBS) covering
roughly 7 million eligible people (some 3 millionvt servants themselves as
well as about 4 million eligible dependants, ilaldren, spouses and parents);

e the UC scheme with a registered total membershipA@b million; UC
beneficiaries fall into two groups: 24.3 millionriediciaries who are exempted
from a co-payment of 30 baht (US$0.75) per epigod&CE), and 22.2 million
beneficiaries who must contribute a co-payment®baht at point of service
(or UCP);

* a self-payer/non-covered group (i.e. people in tenaweas) of about 3 million
people,

 voluntary private health insurance covering abourtilion people*
Figures 14 and 15 show the estimated compositiopopiulation coverage and of the
national health-care budget in Thailand in 2003puPation coverage with respect to
access to health care can be considered as wrtmtiplete.

Estimated structure of health care coverage - Thailand 2003

Uninsured
5%

SSS member
12%
UC registered
2%
CSMBS
member
11%

Source: ILO and IHPP mission estimates, 15-20 May 2004 at Geneva.

The UC scheme is new in that it establishes a Bpdegal entitlement for all people to
access health services and abolishes virtuallyfia#incial barriers to access as co-
payments are small and the needy are even exenfijgiedthem. That entitlement is
backed up by a new allocation mechanism for pw®ictor health-care resources, i.e. the
capitation payment, which should ensure that aliger networks receive a fixed budget
for each person to whom they provide care. In itsent state the UC scheme is clearly
not a fully fledged health insurance scheme asiiioit financed by contribution income. It
is rather a variant of a National Health Servigeetyf health-care financing system that
combines insurance elements (through legal bergfiittements) and public service
elements (through general revenue financing).

“1 Surasinangsang (2004).
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Estimated composition of the National Health Budget - Thailand 2003

UC scheme Social security
26% and WCF
6%

CSMBS
Total private / 12%
health care
spending

36%

Non UC public
20%

Source: ILO and IHPP mission estimates, 15-20 May 2004 at GVA.

In theory, the UC scheme presently permits acaesealth care for about 70 per cent of
the population. The proportion of the populationdally caters for is probably smaller,
however, as not all people eligible and/or holdean¢)C card may actually take up the
service. In fact, the 2003 Health and Welfare Syreenducted by the Thai National
Statistical Office (NSO) shows that only about ®r pent of registered members used the
outpatient services in public health centres argpitals financed by the scheme, whereas
81 per cent of registered members used the inpatesnice offered by the scheme. The
take-up rate varies greatly according to incomeaugsoand is significantly higher in the
lower income groups. It appears that about onettbfrthe population in higher income
groups tends to use the UC scheme as a fall-bhekse

It is obvious that the change to the UC systemli@lZhas increased government spending
on health care. The actual amount is difficult ®tedmine as the counterfactual (i.e.
government spending on health in the absence ofndve UC scheme) is obviously
unknown. But from the increase in the spendinglleetween 2000 and 2003 one might
conclude that the additional cost of the schemeéntiiig in the order of 25 billion baht per
annum. That order of magnitude is confirmed by BHEP estimates of the extent of
household savings of out-of-pocket health expenelitdhe amount was estimated at
around 10-13 billion baht for all households tharevnewly covered by the UC third-party
arrangement. Due to the differential take-up rdtgsncome strata this is a substantial
income transfer to the lower income households @ndirms the MOH assessment that
the reform has had significant pro-poor effects.

The scheme has not had earmarked resources it myldn during the first years of its
existence. Its resource base had to be renegotiated annual government budgeting
process. From the point of view of long-term schesustainability it is in the interest of
the UC scheme to shrink as much as possible byedimg “market share” to the other two
or three schemes. At the same time it seemed lagidey to establish earmarked income
sources that are protected against annual budgetanpetition. This was done in 2005
when a certain proportion of the taxes on tobaaw alcohol was earmarked for the
financing of the UC scheme, thus helping to safedjtize resources for health care of the
economically weakest sections of the populatiotinres of fiscal difficulties. However,
the financial situation of the UC schemes can dmystabilized in the long run if it
constantly shrinks at the expense of other playé® most effective way to reduce
government expenditure is through the extensisoofal security (SSO) coverage.
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C. Latin America

Chile *?

Colombia*®

Chile's health-care system came to general attemstsoone of the first market-oriented
models with the introduction in 1981 of private lieansurance funds aimed at achieving
efficiency gains and overcoming bottlenecks in @ion and funding. Twenty-five years
later, the coexistence of public social health iasae and several for-profit private health
insurance companies assures universal coverageeowthe Chilean health system still
faces shortcomings in terms of equity and fair ditiag and is challenged by risk
selection.

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

Chile has achieved universal health protection @ye by combining in a single-payer
system a Bismarck-type contribution system wittexaftnanced health system covering
the poor:

e employees in the formal sector and some self-engplgyay income-related
contributions for a comprehensive benefit packaémgigents are covered by the
public health insurance fund, FONSAS, which receisgbstantial subsidies for
this purpose from general taxation,

e exempted enrollees are not entitled to claim fivgte health services as other
beneficiaries may do for paying high co-paymentewklver, as affiliation to
FONASA is free of charge they are protected fronscdinination and
stigmatization when receiving health care at pubtaviders.

Before the Colombian health sector reform of 198B8)ployment-based social health
insurance schemes covered about one-third of thalgiion. Formal sector workers were
compulsorily enrolled in closed pools and paid naad; contributions. While the largest
fund, the Instituto de Seguridad Social (ISS), cederivate sector workers, public sector
workers were enrolled in funds restricted to stateed enterprises, public universities or
government units. Besides two large public seatod$ (Cajanal, for central government
employees, and Caprecom, where workers in the -steted telecommunications,

television and postal enterprises were enrolléd) owverall risk pool was divided into more
than a thousand small-scale insurance schemes.

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

system for all formal sector workers and employdies,previously existing monopolistic

funds were exposed to a sort of managed competisimee new insurance companies
were allowed to enter the market and citizens Haal right to choose their insurer

according to their own preference. Financing isesdasn mandatory payroll contributions
of 12 per cent of the salary (employer 8 per cemployee 4 per cent).

In order to avoid market failure and inefficientngoetitive behaviour by health insurers

(most of them were private, and some for-profi))dnbians tried to implement effective

2 Source: Holst et al. (2004).

43 Sources: Castafio and Zambrano (2005).
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regulation. In order to prevent competition on gsiccontributions within the contributory
scheme are pooled in a single equalization fundchvithen allocates insurers a risk-
adjusted community-rated premium for each enroltedined by age, gender and
geographic location (urban/rural). Thus, enrollpag according to their ability to pay, but
insurers receive contributions according to theividdal risk of the insured persons.
Furthermore, a standardized benefit package defimiovered/excluded services and
qualifying periods for full coverage and co-paymeaiies has been established; insurers
are mandated to contract all applicants; enrolngeeadmpulsory for all registered workers;
and full portability of benefits is guaranteed.

With regard to the challenge of extending socialltheprotection beyond formal sector
employees and workers, the creation of a subsidsystem alongside the contributory
scheme is especially worth mentioning. Citizenskilag financial means to pay
contributions are required to register with the Awistrator of the Subsidized System
(ARS). However, the number of poor and indigent ghecaffiliated to the subsidized
scheme still remains below expectations.

To better target the needy and the poor, Colomtiaa Heveloped a Beneficiary
Identification System (SISBEN) based on comprehensjuestionnaires and individual
contacts by social workers. Entitlement to the glibsd system is conditioned on an
adequate SISBEN qualification. Financing of thesaiied scheme relies on tax revenue
and on the solidarity contribution of the bettef«who pay 13 per cent instead of 12 per
cent for health insurance, the additional 1 pert agmntribution being designated to
subsidize the poor. The benefit package coverethdsolidarity scheme is more limited
than the comprehensive one of the contributory esgstthe main advantage for its
beneficiaries lies in co-payment exemptions atiput#alth-care providers.

Costa Rica*

The health sector in Costa Rica is mainly fundedsbygial insurance, with preventive
services provided by the Ministry of Health (MOHe Costa Rican Social Security Fund
(CCSS) was created in the early 1940s to adminisgesocial security insurance system.
The system has been very successful in improvieghtbalth status of the population.
Costa Rica's health indicators resemble those obdey the United States and Canada,
rather than those generally exhibited by countmath similar per capita incomes
(US$1750). Population coverage has expanded am$sats CCSS health services is now
more or less universal.

The MOH (17 per cent of total expenditure in 1980¢rsees health promotion, disease
prevention and environmental health. The CCSS @@ent of total expenditure) provides
curative and rehabilitative care, individual pretwem services (e.g., immunization) and
some educational services. The National Insuransgtute (INS) covers the treatment,
rehabilitation and compensation of policyholders dacupational illnesses and injuries
and automobile-related injuries.

The CCSS owns and operates all of the country'ed@ditals, providing 95 per cent of
hospital services and around 70 per cent of allselbations. Except for three private
clinics, virtually all health facilities are opeeat by the CCSS, the MOH or the INS, and
form part of the national health system. While tluality of care for inpatient services is
considered to be quite high, dissatisfaction whgh quality of care provided in ambulatory
settings is increasing.

** Source: Weber and Normand (2007).
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Health-care providers in the MOH and CCSS are madald in salary, although the CCSS
has been experimenting with other options, inclgdine Company Medicine Scheme
(where a company pays the physician's salary aoddas a clinic for employees) and
capitation payments to physicians or cooperatiecs.
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Annex Il

Table 1a.  Estimated access deficit in social health protection
Population GDP! Human Human Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develornn‘;zgg pﬁ:’:gz Staff-related national Estimate of access
(2003)¢ population (in billion access deficit deficit (skilled
(%) (2004) Us$) (% of population) attended births)
Albania 3 45 6 1740 0.78 28 - 6
Algeria 32 63 60 1890 0.73 22 35 - 8
Angola 14 53 10 740 0.44 41 62 53
Argentina 38 90 140 3650 0.86 4 52 - 1
Armenia 3 64 3 950 0.77 38 - 3
Australia 20 880 431 21650 0.96 13 35 - 1
Austria 8 66 215 26720 0.94 30 - -
Azerbaijan 8 52 7 810 0.74 37 - 16
Bangladesh 141 25 55 400 0.53 44 32 88 87
Belarus 10 72 16 1590 0.79 30 - -
Belgium 10 97 267 25820 0.95 12 25 - -
Benin 7 40 440 043 48 72 34
Bolivia 9 64 890 0.69 14 45 - 39
Bosnia and Herzegovina 4 45 1540 0.80 26 - -
Botswana 2 57 3430 0.57 48 63 4 6
Brazil 179 84 479 2710 0.79 10 59 - 50
Bulgaria 8 70 17 2130 0.82 32 - 1
Burkina Faso 12 18 4 300 0.34 58 48 85 43
Burundi 7 10 1 100 0.38 41 33 93 75
Cambodia 14 19 4 310 0.58 39 40 76 68
Cameroon 16 54 10 640 0.51 36 45 44 38
Canada 32 80 757 23930 0.95 11 33 - 2
Cape Verde 57 0.72 19 57 11
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Population GDP! Human Human Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develornn(;::: pfr:’:g(ys Staff-related national Estimate of access
(2003)4 population (in billion access deficit deficit (skilled

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

Central African Republic 4 38 1 260 0.35 48 61 88 56
Chad 25 2 250 0.37 58 90 86
Chile 16 87 69 4390 0.86 4 57 46 -
China 1297 40 1417 1100 0.77 12 45 34 17
Colombia 45 72 80 1810 0.79 8 58 40 9
Congo 60 2 640 0.52 28 64 64
Costa Rica 61 17 4280 0.84 4 47 29 2
Cote d'lvoire 17 45 11 660 042 42 45 77 37
Croatia 5 56 2 5350 0.85 29 - -
Cuba 10 76 0.83 5 - -
Czech Republic 10 74 69 6 740 0.89 25 - -
Dem. Rep. of the Congo 55 32 5 100 0.39 41 80 39
Denmark 86 182 33750 0.94 8 25 - -
Dominican Republic 66 18 2070 0.75 12 47 - 1
Ecuador 13 62 23 1790 0.77 9 44 4 31
Egypt 69 43 94 1390 0.70 20 34 19 31
El Salvador 60 14 2200 0.73 16 53 36 31
Eritrea 1 190 0.45 38 80 72
Estonia 1 69 4960 0.86 37 - -
Ethiopia 70 16 90 0.37 55 30 93 94
Finland 5 61 141 27020 0.95 8 27 - -
France 60 77 1523 24770 0.94 11 33 - -
Gabon 1 83 4 2739 0.63 27 - 14
Gambia 15 53 12 8 0.48 45 59 45
Georgia 5 53 4 830 0.74 37 - 4
Germany 83 75 2085 25250 0.93 10 28 - -
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Population GDP! Human Human Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develornn(;::: pfr:’:g(ys Staff-related national Estimate of access
(2003)4 population (in billion access deficit deficit (skilled

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

Ghana 21 47 7 320 0.53 33 30 66 53
Greece 1 59 147 13720 0.92 35 - -
Guatemala 13 47 23 1910 0.67 23 48 - 59
Guinea 8 33 3 430 0.45 52 40 79 65
Guinea-Bissau 15 30 12 960 0.35 48 75 65
Haiti 9 38 3 380 048 39 89 76
Honduras 7 46 7 970 0.68 17 55 42 44
Hungary 10 66 64 6 330 0.87 24 - -
Iceland 0.3 93 858 2932 0.96 - -
India 1080 29 568 530 0.61 31 33 56 57
Indonesia 218 47 173 810 0.71 19 34 76 34
Iran, Islamic Republic 67 66 133 2000 0.75 16 43 45 10
Ireland 60 106 26 960 0.96 16 36 - -
Israel 92 105 16 020 0.93 36 - -
Italy 58 68 1243 21560 0.94 36 - -
Jamaica 3 53 7 2760 0.72 15 38 22 5
Japan 128 66 4390 34 510 0.95 12 25 - -
Jordan 5 82 10 1850 0.76 36 - -
Kazakhstan 15 57 27 1780 0.77 31 - 1
Kenya 32 21 13 390 0.49 36 45 60 58
Korea, Republic of 48 81 576 12 020 0.91 32 - -
Kuwait 3 98 38 16 340 0.87 - -
Kyrgyzstan 5 36 2 330 0.71 29 - 2
Lao People’s Dem. Rep. 6 20 2 320 0.55 36 37 49 81
Latvia 2 68 9 4070 0.85 32 - -
Lebanon 5 87 18 4040 0.77 10 - 7
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Population GDP! Human Human Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develornn(;::: pfr:’:g(ys Staff-related national Estimate of access
(2003)4 population (in billion access deficit deficit (skilled

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

Lesotho 2 19 1 590 0.49 48 63 79 45
Lithuania 67 16 4490 0.86 32 - -
Luxembourg 1 83 25 664 56 780 0.95 11 - -
Madagascar 17 27 5 290 0.51 36 48 81 49
Malawi 1 17 2 170 0.40 43 50 81 39
Malaysia 25 66 94 3780 0.81 8 49 35 3
Mali 12 30 3 290 0.34 60 51 82 59
Mauritania 3 40 1 430 0.49 41 39 77 43
Mexico 104 76 637 6230 0.82 7 55 10 14
Moldova, Republic of 4 47 2 590 0.69 36 - 1
Mongolia 3 57 1 480 0.69 19 44 - 1
Morocco 31 58 40 1320 0.64 33 40 59 37
Mozambique 19 34 4 210 0.39 49 40 93 52
Myanmar 49 30 14 270 0.58 22 7 44
Namibia 2 35 4 1870 0.63 33 71 - 24
Nepal 25 15 6 240 0.53 38 37 87 89
Netherlands 16 80 427 26 310 0.95 8 33 - -
New Zealand 86 64 15870 0.94 36 - -
Nicaragua 59 730 0.70 18 55 55 33
Niger 12 17 200 0.31 56 51 92 84
Nigeria 140 47 43 320 045 41 51 38 65
Norway 5 77 198 43 350 0.97 7 26 - -
Oman 3 72 0.81 - 5
Pakistan 152 35 69 470 0.54 36 33 62 77
Panama 3 70 13 4250 0.81 8 56 4 7
Papua New Guinea 6 13 3 510 0.52 41 51 82 82




90pP°NOILOFLOHdHLIVIHIVIOOS

€9

Population GDP! Human Human Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develornn(;::: pfr:’:g(ys Staff-related national Estimate of access
(2003)4 population (in billion access deficit deficit (skilled

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

Paraguay 6 58 6 1100 0.76 8 57 12 23
Peru 28 72 58 2150 0.77 12 50 42 29
Philippines 83 62 88 1080 0.76 15 46 29 40
Poland 38 62 201 5270 0.86 32 - -
Portugal 10 57 124 12130 0.90 39 - -
Romania 22 54 51 2310 0.81 30 - 2
Russian Federation 143 73 375 2610 0.80 46 - 1
Rwanda 8 19 2 220 0.45 37 29 85 69
Saudi Arabia 23 81 187 8530 0.78 - 7
Senegal 1" 41 6 550 0.46 44 41 88 42
Serbia and Montenegro 8 16 1910 - 7
Sierra Leone 5 40 1 150 0 52 63 88 58
Singapore 4 100 90 21230 1 43 - -
Slovakia 5 56 26 4920 1 26 - 1
Slovenia 2 51 23 11 830 1 28 - -
South Africa 46 59 126 2780 1 31 59 - 16
Spain 41 77 698 16 990 1 13 33 - -
Sri Lanka 19 15 18 930 1 18 34 33 3
Sweden 9 84 258 28 840 1 7 25 - -
Switzerland 7 75 293 39 880 1 11 33 - -
Syrian Arab Republic 18 51 20 1160 1 14 - 30
Tajikistan 6 25 1 190 1 35 - 29
Tanzania, United Rep. of 37 24 10 290 0 36 38 88 54
Thailand 62 32 136 2190 1 9 43 - 1
The FYR of Macedonia 2 68 4 1980 0.80 28 - 2
Togo 5 39 1 310 0 39 85 51
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Population GDP! Human Human Gini-Index Estimated access deficit

Country Total Urban Total Per capita Develornn(;::: pfr:’:g(ys Staff-related national Estimate of access
(2003)4 population (in billion access deficit deficit (skilled
(%) (2004) Us$) (% of population) attended births)
Tunisia 10 65 22 2240 1 18 40 - 10
Turkey 72 67 197 2790 1 10 40 4 17
Turkmenistan 5 46 5 1120 1 41 - 3
Uganda 26 13 6 240 1 36 43 78 61
Ukraine 48 77 47 970 1 29 - 1
United Kingdom 59 90 1680 28 350 1 15 36 - 1
United States 294 81 10 946 37610 1 15 41 - 1
Uruguay 3 92 13 3790 1 3 45 - 1
Uzbekistan 26 37 1 420 1 27 - 4
Venezuela, Boliv. Rep. of 26 93 89 3490 1 9 49 39 6
Viet Nam 82 26 39 480 1 16 36 66 15
Yemen 20 27 10 520 0 41 33 69 78
Zambia 1 35 4 380 0 46 53 42 57
Zimbabwe 13 35 6 480 0 46 57 72 27

" World Bank (2006b), pp, 292-295. 2 Human Development Report 2006 (2006), pp, 283-286. ® Idem, pp, 292-295. 4 All data from World Bank (2005), pp, 256ff. except for Cuba. 5 Human Development

Report 2006 (2006), pp, 297-299.
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Table 1 b.

Formal coverage in social health protection

Formal coverage

Social security

Out-of-pocket

Total expenditure on ;
OOP as % of expenditure on health as % of expe::gou(r;

Country Compan total exp. on health as % of general ;
Total  State  SHI PHI  Other pany health  gross domestic overnment private

based/ MHI Total g dit
(%) (%)2 (%) (%) (%) . duct' . expenditure
trade union produc expenditure on on health!
health'

Albania 58.2 6.5 25.1 99.8
Algeria 85.0 173 68 0 18.3 41 284 95.3
Angola 15.8 71 89.2 711
Argentina 99.9 37.3% 13.66 0.27 48.88 28.6 28 0.0 100
Armenia 100.0 100 64.3 45 0.0 100
Australia 100.0 59.7 40.39 22 8.9 56.8 55.6
Austria 98.1 3.810 94.2 0.19 19.2 6.0 0.0 80.6
Azerbaijan 73.8 9.5 0.0 67.8
Bangladesh 04 0.41 58.9 7.5 65.8 59.2
Belarus 100.0 100" 23.2 3.6 0.0 96.8
Belgium 100.0 99 57.59 21.8 9.4 88.4 66.6
Benin 0.5 0.44 51.4 44 90.3
Bolivia 66.9 30 258 10.5 0.6 28.5 6.7 65.0 79.3
Bosnia and Herzegovina 100.0 100 49.3 9.5 775 100
Botswana 12 5.6 28.8
Brazil 85.0 10012 245 35.1 7.6 0.0 64.2
Bulgaria 100 1003 44.8 75 51.6 98.4
Burkina Faso 0.2 0" 0.2 52.2 5.6 1.0 98.1
Burundi 13 1315 0 76.7 3.1 100
Cambodia 0.66 69.6 10.9 0.0 86.2
Cameroon 0.1 0.05 69.9 4.2 0.1 98.3
Canada 100.0 35 659 0 14.9 9.9 21 49.6
Cape Verde 65.0 26.716 0 26.7 4.6 35.5 99.7
Central African Republic 6.0 6.03 58.5 4.0 95.3
Chad 0.01 57.9 6.5 96.3
Chile 96.0 2517 438 17.6 9.6 0 23.7 6.1 32.1 46.2
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Social security

Formal coverage Total expenditure on Out-of-po_cket
OOP as % of expenditure on health as % of eXpe:::,zu:

Count total exp. on health as % of .
K Totl  State  SHI  PHI  Other COTPAW helth  gross domestic doveom private
(%) (%)? (%) (%) (%) trade union product! expenditure on exg:?‘:::::ﬁ

health’
China 239 10.0% 13.9 55.9 5.6 53.4 87.6
Colombia 31.3 30.5% 0.7%0 0.13 75 4.0 95.3
Congo 0 35.8 20 0.0 100
Costa Rica 100.0 87.8% 12.2 0 18.8 7.3 88.6 88.7
Cote d'lvoire 5.0 5.02 65.5 3.6 90.5
Croatia 100.0 1002 0 16.4 78 96.1 100
Cuba 100.0 100 0 9.9 7.3 0.0 75.2
Czech Republic 100.0 100 0° 0 8.4 7.5 85.4 83.9
Dem. Rep. of the Congo 0.2 0.17 81.7 4.0 0.0 100
Denmark 100.0 100 0 15.7 9.0 0.0 92.5
Dominican Republic 84 60 7.0 12.0 0 47.3 7.0 174 70.8
Ecuador 73.0 28 18 20 7 0 54.1 5.1 319 88.1
1742

Egypt 476  343% 1298 0.44 0 53.5 5.8 271 93.2
El Salvador 59.6 40  18.1% 15 0 50.4 8.1 441 93.5
Eritrea 0 54.5 4.4 0.0 100
Estonia 94.0 94 0 20.2 5.3 84.9 88.3
Ethiopia 0 32.7 5.9 04 78.7
Finland 100.0 100 0 191 15 0.0 80.5
France 100.0 99.9 927 0 10 15 0.0 80.5
Gabon 55.0  14.4% 238 4.7% 12.9% 0 33.4 4.4 1.7 100
Gambia 99.9 0 40.2 8.1 0.0 67.0
Georgia 55.0 1432 0 74.7 4.0 59.2 98.2
Germany 101.6 3.9% 857 103 2% 0 10.4 1.1 87.4 47.9
Ghana 18.7 18.7 68.2 45 100
Greece 99.5 100 0 46.5 9.9 320 95.4
Guatemala 72.6 26 16.6 30 >(.0083% 55.4 5.4 50.5 91.9

18.2%7
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Social security

Formal coverage Total expenditure on Out-of-pccl)_cket
Country ??PI on er):pelr::itur; Of} health ae ko ol exPe:s L}"u:;

Compan otal exp. on ealth as % o eneral ;
T?Ez)l S(toa/ot)e2 ?;; IE’OI/;I)I Ot:zzl)' b';s_ed); MHI Total health  gross domestiﬁ gove_grnment expe r':;li‘tlz::
trade union product expenditure on on health'

health’

Guinea 1.1 1.09 82.9 5.4 1.5 99.4
Guinea-Bissau 1.6 1.6 43.5 5.6 22 80.2
Haiti 60.0 21 38 1 43 7.5 0.0 69.5
Honduras 65.2 52 1.7 1.5 37.3 7.1 11.6 85.8
Hungary 100.0 100 0 245 8.4 83.4 88.9
Iceland 100.0 100 09 16.5 10.5 36.5 100
India 5.7 5.2% 0.0440 0.48 72.9 48 42 97.0
Indonesia 546  16.6  36.142 1.94 47.6 3.1 9.9 74.3
Iran Islamic Republic of 50 6.5 30.9 94.8
Ireland 100.0 100 43.8° 131 7.3 0.8 61.9
Israel 9.0 28.3 8.9 61.9 89.1
Italy 100.0 100 15.6° 20.7 8.4 0.2 83.3
Jamaica 32 5.3 0.0 64.7
Japan 100.0 100 171 7.9 80.5 90.1
Jordan =80.0 70 5 37 40.6 9.4 0.7 74.0
Kazakhstan 70-80 70-80 427 3.5 0.0 100
Kenya 25.0 25% 0.015 50.6 43 10.0 82.6
Korea, Republic of 94.0 9427 n.a.’ 41.9 56 81.7 82.8
Kuwait 0.0 20.5 3.5 0.0 91.2
Kyrgyzstan 0 59.2 5.3 15.2 100
Lao People’s Dem. Rep. 16.1 15.9% 0.15 46.4 3.2 1.0 75.5
Latvia 87.0 87 0 46.9 6.4 82.7 94.3
Lebanon 951  453%  26.14 12.6% 11.149 0 56.1 10.2 46.0 79.4
Lesotho 0 3.7 5.2 0.0 18.2
Lithuania 0 232 6.6 746 96.6
Luxembourg 99.7  1.44% 98.3 24 0 7.1 6.8 88.1 77.3
Madagascar 0 33.6 2.7 91.7
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Social security

Formal coverage Total expenditure on Out-of-pccl)_cket
Country ??PI on er):pelr::itur; Of} health ae ko ol exPe:s L}"u:;

otal exp. on ealth as % o .
Tol  State  SHI PHI  Other  COTPAW helth  gross domestic g JyJeneral private
(%) () (%) (%) (%) trade union product! expenditure on exg): ?1:::::3

health’

Malawi 0 21.7 9.3 0.0 42.7
Malaysia 30.8 3.8 0.8 73.8
Mali 2.0 2.0 38 4.8 26.0 89.3
Mauritania 0.3 0.26 23.2 3.7 8.7 100
Mexico 78.6  28.6% 4752 35 50.5 6.2 66.9 94.2
Moldova, Republic of 78.6 100% 43.7 7.2 1.1 96.1
Mongolia 100  57.6%  78.5% 33 6.7 37.8 91.1
Morocco 412 3557 04 0.5% 5.3% 50.9 5.1 0.0 76.1
Mozambique 14.9 4.7 0.0 38.8
Myanmar 80.4 28 1.3 99.7
Namibia 225 10% 12.560 5.8 6.4 1.9 19.2
Nepal 0.1 0.008¢ 0.13 66.6 53 0.0 92.2
Netherlands 100 76.3 289 7.8 9.8 93.0 20.8
New Zealand 100.0 100 359 15.6 8.1 0.0 72.1
Nicaragua 68.5 60 7.9 0.5 0.13 49.4 7.7 26.6 95.7
Niger 0.7 0.7 419 4.7 22 89.2
Nigeria 67.9 5.0 0.0 91.2
Norway 100.0 09 15.6 10.3 17.9 95.4
Oman 100.0 9.5 3.2 0.0 56.1
Pakistan 70.9 24 53.3 98.0
Panama 100.0 35.4 64.6 27.6 7.6 55.5 82.2
Papua New Guinea 9.7 34 0.0 87.2
Paraguay 63.7 333 14.2% 12.4 0.1883 3.59 51.1 7.3 39.8 74.6
Peru 71.0 11784 27265 0.34 40.8 4.4 424 79.0
Philippines 37.788 21167 44 3.2 21.8 78.2
Poland 09 0 26.4 6.5 86.0 87.8
Portugal 100.0 100.0 14.8° 0 29 9.6 6.5 95.7
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Social security

Formal coverage Total expenditure on Out-of-po_cket
OOP as % of expenditure on health as % of eXpe:::,zu:
0,
Country Total  State  SHI PHI  Other  COTPAW fotal exp. on g:'::s'tz‘f;e/;t‘,’cf govegrr‘:ge(er:tl private
(%) (%)? (%) (%) (%) trade union product! expenditure on exg:?‘:::::ﬁ
health!
Romania 100.0 10088 0 335 6.1 85.8 90.4
Russian Federation 88 8869 0 29.2 5.6 43.7 71.1
Rwanda 36.6 2.67 8.97 25.172 23.6 3.7 9.8 41.7
Saudi Arabia 0 6.9 4.0 28.6
Senegal 1.7 7 4.72 55.5 5.1 15.8 95.3
Serbia and Montenegro 96.2 96.27 0 20.9 9.6 89.8 85.3
Sierra Leone 0 41.7 3.5 0.0 100
Singapore 0 62 4.5 215 97.1
Slovakia 96.2 0¢ 0 1.7 5.9 93.5 100
Slovenia 100.0 0 9.7 8.8 826 41.1
South Africa 1000  83.7% 1776 0 10.5 8.4 46 171
15177
Spain 98.9 2.7° 0 235 7.7 7.0 82.0
Sri Lanka 0.1 0.12 48.9 3.5 0.3 88.9
Sweden 100.0 100 0 0 13.6 9.4 0.0 92.1
Switzerland 100.0 20 809 0 31.5 11.5 69.3 76.0
Syrian Arab Republic 29.2 10078 0 0.005™ 1880 11.2 51.8 5.1 0.0 100
Tajikistan 0 79.2 44 0.0 100
Tanzania, United Rep. of 14.5 14.581 0.005 36.2 4.3 2.6 81.1
Thailand 97.7 75382 2248 0 28.7 3.3 320 74.8
The FYR of Macedonia 100.0 10084 0 15.5 7.1 97.8 100
Togo 0.4 0.4485 66.2 5.6 14.6 88.0
Tunisia 99.0 3386 65 1 0 45.1 5.4 235 83.0
Turkey 69.2 67.2 <2 0 19.9 7.6 546 69.9
Turkmenistan 82.3 82.3 0 32.6 3.9 6.1 100
Uganda 0.1 0.098 36.7 7.3 0.0 52.8
Ukraine 100.0 10087 0 26.8 5.7 0.0 78.6
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Social security

Formal coverage Total expenditure on OL:X-OEE;:S::
OOP as % of expenditure on health as % of P as % of

Country Compan total exp. on health as % of general :
Total  State  SHI PHI Other brced  MHI Total health  gross domestic government er"’;'l‘t’j::
( /0) (/0) (/0) (/0) ( /0) trade union producﬂ expenditure on opn health!

health’
United Kingdom 100.0 100 109 0 1 8.0 0.0 76.7
United States 100 3248 71.90 0 13.5 15.2 28.4 24.3
66.48°

Uruguay 87.8 27.2 15.8 30.8 13.9 0.13 18.2 9.8 43.5 25.0
Uzbekistan 0 54.4 5.5 0.0 95.5
Venezuela, Boliv. Rep. of 100.0 65.6 34.4 0 53.2 45 25.2 95.5
Viet Nam 234 22.2% 1.17 53.6 5.4 16.6 74.2
Yemen 6.3 0 0.03¢" 4.65% 1.5% 0.1 56.4 5.5 95.5
Zambia 0 33.1 5.4 0.0 68.2
Zimbabwe 0 36.3 7.9 0.0 56.7

1 World Health Organization (2006), Statistical annex (http://www who int/whr/2006/annex/en). 2 All data regarding OECD countries from OECD Health Data (2006) and for Latin America from Mesa-Lago (2005/2007), except other
sources are indicated. 3 The State is paying contributions on behalf of about 8 million handicapped persons and half a million unemployed; calculating an average number of 3 dependants, this ensures access to health care for
about 17% of the total population. 4 In 2004, the Caisse Nationale de la Sécurité Sociale des Travailleurs Salariés (CNAS) had 7 750 045 beneficiaries. By Oct. 2006 the number had increased to 9 331 767 beneficiaries (CNAS
2006). For the private sector social insurance scheme Caisse Nationale de Sécurité Sociale des non-salariés (CASNOS) only dated information on beneficiaries was available: in 2000, the CASNOS had 330,863 contributing
members; calculating an average of four dependants that would correspond to a total number of 1,654,315 beneficiaries (CASNOS 2001). Furthermore, students, war pensioners, unemployed covered through the unemployment
program, and some other groups are covered by the CNAS and thus pay lower contribution rates. 5 Maceira 2005 p.7. 6 9.8% private health insurance only; 3.8% complementary PHI in addition to employee health plan (Maceira
2005 p.7). 7 Maceira 2005 p.7. 8 Employees health care plans (Maceira 2005, p.7). ¢ OECD (2006), except for Germany and the Netherlands. PHI is supplementary (1st number) or complementary (2n¢ number) to either tax-
financed or SHI-borne social protection in health. 0 In 2004, Austria had 170,449 welfare recipients whose SHI contributions are paid by the municipalities from tax money (Statistik Austria 2006); the treasury also finances
practically all contributions for the 138,539 retired farmers (Mehl 2005. p.15). ' Arnaudova (2006), p.33. 2 All citizens are entitled to receive benefits covered by the Unified Health System SUS, but availability varies
according to regional and geographic conditions. ' Arnaudova (2006), p.78. 14 The Caisse Nationale de Sécurité Sociale does not cover health benefits other than some preventive maternal and child health services associated
to family allowances and other main benefits and is not considered “health insurance” (CNSS 2007). 15 Direct information from the Département Technique de la Mutuelle de la Fonction Publique, Bujumbura Jan. 2007 Witter
(2002, p.21) had mentioned a coverage rate of 10-15%. 6 In 2000, the total number of beneficiaries of the Instituto Nacional de Previdéncia Social (INPS) was 115,378 out of a total population of 431,989 (Ferreira 2003, p.8). 17
Since FONASA beneficiaries group A (indigents) are exempted from contributions, this group’s health care is considered to be financed by the State; all other FONASA affiliates pay contributions and are thus covered by a SHI
scheme (FONASA 2006). '8 In 2005, more than 130 million beneficiaries were covered by the Basic Medical Insurance scheme (BMI) (MOLSS, 2005, as cited in Tang et al., 2007, p.32); it should be noted that the BMI is called
Basic Health Insurance System (BHIS) (Drouin and Thompson, 2006). *® According to Castafio and Zambrano (2005), about 13,800,000 Colombians are currently covered by the contributory or the subsidized system. 20 Equidad
insurance for work-related accidents and diseases covered 309,790 beneficiaries in 2004 (Almeyda and Jaramillo 2005, p.39). 2! Sdenz/Holst 2007. 22 Arnaudova (2006), p.96f. 23 Statistical data from IESS indicate 1,184,484
contributing affiliates in 2003, 261,715 pensioners, 819,405 (= 31.8 per cent of target group) in the Seguro Social Campesino Ecuatoriano (IESS, 2006; Gonzalez, 2006). 2 16,470,022 pupils covered according to Act 99/1992 and
5,525,125 infants and children (Decree 380/1997). 25 3,629,996 public sector employees covered according to Law 32/1975; 3,121,529 beneficiaries of the government worker programme according to Law 79/1975, plus 1,617,923
pensioners and widows (contributing 1% of their pensions). 2 Including all beneficiaries of the Salvadoran Social Security Institute (ISSS, 2006) and of Teachers Welfare (Bienestar Magisterial) (Holst, 2003c, p.25). 27 OECD
(2006); note that PHI in France complements universal statutory SHI providing reimbursement for relevant co-payments: some 60% are Mutuelles and the remaining 40% non-for-profit and for-profit PHI. 28 40,000 public
employees plus 160,000 dependants covered through the Ministry of Finance; 300,047 indigents and unstable workers, covered in theory by the Caisse Nationale de Garantie Sociale lack any kind of service (Biyogo Bi-ndong et
al., 2005 p.9). 29 92,739 insured private sector employees and 226,515 dependants (Biyogo Bi-ndong et al., 2004, p.9). % 22,000 contributing affiliates and the total number of 65,000 beneficiaries were covered through private
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health insurance (Biyogo Bi-ndong et al., 2004, p.11). 3! Remaining percentage according to the total number of people covered (52%) minus those covered by any of the schemes mentioned (Biyogo Bi-ndong et al., 2004, p.3f.,
9). 32 Until 2002 the State United Social Insurance Fund (SUSIF) had not enrolled more than 14% of the Georgian population (Witter, 2002 p.22) although the country’s employment structure accounts for 35.4% wage employees
(besides 35% self-employed and 37.8% unsalaried employed) (Collins, 2006, p.302f). 3 Municipalities pay for health insurance contributions of welfare benefit recipients who numbered 2,910,226 in 2004; Furthermore, the central
government finances social insurance contributions for 351,409 retired farmers (Krieger, 2006, p.4; LSV, 2005, p.96). 3 Total SHI coverage comprised 74,051,000 people out of the total population of 82,600,000 citizens which
corresponds to 89.65% of the population in Germany. However, SHI beneficiaries for whom central or local governments pay contributions are counted as users of State-borne health care access (OECD, 2008). 35 Substitute for
mandatory statutory health insurance for the better off. 3¢ Busse and Riesberg (2004), p.57. 37 Herrera (2006), p.4. 3 More than 1,000 affiliates of the Servicio Solidario de Salud organized by the mutual of the Central General de
Trabajadores (Develtere and Fonteneau, 2001, p.30f). 3¢ The Employees State Insurance Scheme (ESIS) covers about 7.9 million insured persons and about 30.7 million beneficiaries; the number of cardholders of the Central
Government Health Scheme (CGHS) is currently about 1 million with the total number of beneficiaries around 4.3 million; Railways Health Scheme 8; defence employees 6.6; ex-servicemen 7.5; mining and plantations (public
sector) 4 million beneficiaries (Gupta, 2007, p.113, 118). 40 Universal Health Insurance Scheme (shared contribution: 416,936 beneficiaries (National Insurance Company). 4 36,146,700 beneficiaries were expected to enter the
extended Askesin system for low income people in Indonesia subsidized by central and local governments (Adang, 2007, p.149f). 42 Since 2005, the new initiative (Askesin) has extended health insurance coverage to an additional
60 million people or 27.6% of the population, including the civil-servant social health insurance scheme Askeswith with about 4.5 million affiliated employees and 9.3 million dependants summing up 13.8 million beneficiaries, or
6.3% of the population. Social health insurance for private employees (Jamsostek) was covering 1.26 million employees and 2.74 million beneficiaries in 2005. About 2 million people were insured by the military health services
system covering all armed forces. 43 In 1999 (!), 4 million people were covered by private commercial health insurance. (Adang 2007, p.148). 4 Witter (2002), p.21; National Health Insurance Fund (NHIF) covers 7% of the Kenyan
population (Scheil-Adlung et al. 2007, p.133). 45 875,000 beneficiaries covered by the Public Sector Social Security Scheme, including =91,000 civil servants and =100,000 members of armed forces and 48,096 beneficiaries of the
private sector Social Security Organisation (SSO) (Hohmann et al., 2005). 46 2,083,662 Lebanese — 1,047,338 male and 1,036,324 female - are eligible for MoPH coverage (MoPH, 2006). 47 Self-reported coverage of the National
Social Security Fund was 26.1% in 2001, although household surveys showed a lower rate of 17.8% (Ammar et al., 2000) since in 2003 the NSSF had 386,000 affiliates: 253,000 males (65.54%) and 133,000 females (34.45%)
(Papadopoulos 2006, p.4). The average number of dependants would be close to two persons, which appears relatively low for an Arab country. 48 8% of the population has complete coverage through private insurance, and 4.6%
of the population has contracted PHI to complement coverage of other insurance schemes (Ammar et al. 2000, p.24). 4° Beneficiaries covered by any scheme in place for members of the four arms of the security apparatus
(Ammar et al. 2000, p.24). 50 Ministére de la Sécurité Sociale (2005). 5! Frenk et al. (2007), p.24; for tax financing please note the yearly expected inclusion of 14.3% of the target group consisting of 11 million families, or 50 million
beneficiaries representing 49% of the total population. Estimations for the second year after the implementation of the System for Social Protection in Health (SSPH) in 2004. 52 Ibid. 53 Ibid. % Arnaudova (2006), p.114f. 55
1,439,544 people were covered by the State in 2002 (Khorolsuren and Tseden, 2005, p.3f). 56 In 2002, the total number of health insurance affiliates was 523,617 corresponding to 1,963,161 beneficiaries (Khorolsuren and Tseden
2005, p.3f). 57 In 2005, the private sector social insurance scheme Caisse Nationale de Sécurité Sociale (CNSS) covered about 6 million beneficiaries, and the public sector employees’ health insurance scheme Caisse Nationale
des Organismes de Prévoyance Sociale (CNOPS) about 3.2 million beneficiaries. About 4% were covered by employer-based health insurance (Caisse Mutualiste Interprofessionnelle Marocaine) (L'Observatoire de Tanger 2007;
Kaddar et al., 1999, p.4f). 58 Direction de la Statistique 2005, p.485. 59 Witter (2002), p.21. % Feeley et al.( 2006), p.6. 8! The General Federation of Nepalese Trade Unions was covering about 2,000 beneficiaries (ILO, 2003a,
pp.8,10). 62 Instituto de Prevision Social (2003); Holst (2003b). 63 Employees of Binational Itaipi Company covered through the Seguro Itaipd (Holst 2003b). 64 Also, the publicly run insurance scheme Seguro Integral de Salud
(SIS) counted 11,044,140 affiliated beneficiaries (MINSA, 20086, p.IR-1). Only 3,221,090 beneficiaries enjoyed effective coverage (personal communication by SIS-staff). 65 The total number of formal sector employees and their
dependants who are covered by the SHI-scheme EsSalud is 7,500,000 (http://www essalud gob jpe As at 31 Dec., 2004, PhilHealth covered a total number of 31,290,750 beneficiaries through the sponsored (indigent)
programme which provides subsidized premiums to indigents (PhilHealth, 2006). 67 The total number of 17,520,000 beneficiaries comprises Government employees (compulsory insurance), private sector employees and workers
affiliated so far, plus enrolees of the Individual Paying Program offered to informal sector workers (Basa, 2007). 6¢ Arnaudova (2006), p.132. 6 Balabanova et al. (2003), p.2126. 70 Beneficiaries of Gacaca (113,770) and prisoners
(107,000) are entitled to public sector health benefits free of charge (Musango et al., 2006, p.126). 7' The Rwandaise d'Assurance Maladie (RAMA): 155,394; Fonds d’appui aux rescapés du génocide (FARG): 283,000; Army:
100,000; and private sector health insurance: 213,512 (Musango et al., 2006, p.126). 72 Musango et al. (2006), p.126. 7 Total number of beneficiaries covered by company and inter-company health insurance institutions (IPMs)
running the statutory formal sector social health protection scheme (Scheil-Adlung et al., 2007, p.133). ™ Information provided by Prof. Laaser Belgrade. 75 Basic health care offered to the large majority in South Africa through
public facilities charging user fees according to region and service (Scheil-Adlung et al., 2007, p.133). 76 Covered through employment-based private health insurance plans (Scheil-Adlung et al., 2007, p.134). 77 Council for Medical
Schemes (2006), p.47. 8 In principle, Syrians are entitled to preventive and primary care at public providers. Furthermore, patients with chronic conditions also receive health care free of charge or for reduced tariffs at public
health facilities. 7 PHI is emerging in Syria since the first companies got licensed in July 2006 (Holst, 2006). 80 Half of the 3 million public sector employees are estimated to be covered by some kind of insurance scheme,
according to the first assessment of company-based health benefit schemes in Syria. About 12-14% of the population is entitled to company-based health benefits. However, corresponding studies did not take into account the fact
that trade unions are running additional schemes for their dependants in a number of public companies, resulting in a higher number of people protected by company-based health insurance (Schwefel 2006a, 2006b; Holst, 2006).
81 The total number of social security beneficiaries in Tanzania is 5,319,378: NSSF 400,000 members, 2,360,000 beneficiaries; PPF 60,000 members, 354,000 beneficiaries; PSPF 193,000 members, 1,138,700 beneficiaries;
LAPF 40,000 members, 236,000 beneficiaries; NHIF 248,343 members, 1,142,178 beneficiaries; GEPF 15,000 members, 88,500 beneficiaries (Dau, 2005, p.2; Humba, 2005 p.7). 82 In 2002 the UC scheme covered 47 million
people in Thailand (Tangcharoensathien et al., 2007, p.127). 8 Civil Servant Medical Benefit Scheme for public sector (6 million or 10% of the population) and the Social Health Insurance for private sector employees (8 million or
13%) are both considered SHI systems (Tangcharoensathien et al., 2007, p.127). 8 Arnaudova (2006), p.197f. 85 Concertation (2004), p.14. 8 Achouri (2007), p.52; it should be noted that the CNSS covers about four out of every
five social security beneficiaries. The percentage of people covered through tax-based services includes those entitled to health services free of charge (8%) and to reduced tariffs in public facilities (25% of the population). &
Arnaudova (2006), p.233f. 8 In 2003, 41.2 million US citizens were enrolled in Medicare and 54 million in Medicaid (US Census Bureau, 2007). 8 Hoffman et al. (2005), p.10. % At the end of 2005, the compulsory scheme had
affiliated 8,142,000 and the voluntary schemes 6,245,000 Vietnamese citizens, while 3,889,000 poor people were enrolled through subsidies from the Heath Care Fund for the Poor (Tien, 2007, p.64). ' Estimated number of
Yemeni citizens covered through PHI is about 6,000 (Schwefel et al., 2005, p.108ff). 92 Armed forces and police are estimated to have 920,000 personnel who are covered through the military health benefit scheme or the scheme
of the Ministry of Interior (Schwefel et al., 2005, p.105). % According to estimations, about half of all formal sector workers and employees are entitied to some kind of health benefit scheme (Schwefel et al., 2005, p.105).







Annex Il
ILO Tool Box

NATLEX

NATLEX is a database of national labour, socialusiég and related human rights
legislation maintained by the International LabdbBrandards Department. Database
records provide abstracts of legislation and refewatation information indexed by
keywords and subjects. NATLEX contains more tharf0@3 records covering over 170
countries and territories. Each record in NATLEXpears in only one of the three ILO
official languages (either in English, French oafigh). As far as possible, the full text of
the law or a relevant electronic source is linkedhe record. The database is usually kept
up to date, although some delay between receivifigration and updating the records
might occur.

Actuarial and financial advisory services

Many countries require neutral, objective advicestmategic or managerial financial and
fiscal questions or support in building up natiocapbacities for sound financial design and
management of social protection programmes. IL@&rhational Financial and Actuarial

Service (ILO FACTS) assists government agencies amgdnomous social protection

organisms to develop their own capacity for quahtie planning and improve the

management and governance of their social protestilemes. ILO FACTS is a public

sector advisory group for the exclusive use ofameti social protection agencies or social
security schemes. It is a service that the ILO plew to its constituents. It is highly

specialized in the actuarial, financial and fisgaéstions of social protection. ILO FACTS
is the consulting group with the longest and mogéemsive international experience in
guantitative aspects of social security in the dorl

The ILO model family

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

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

Pension model. ILO-PENS is an actuarial pensionehedich is traditionally used to
undertake stand-alone long-term financial and a@ugrojections for national pension
schemes. It can also be used as an input to ILOERMDC

Wage distribution. ILO-DIST is developed to generdata on salary distribution. It is
used primarily for pension projections but, as alogrotection systems are redistributive, it
is also necessary to take income distribution attoount when providing policy advice on
the design and financing of such systems.

Health model. ILO-HEALTH is the latest arrival ihe ILO social protection modelling
family and is still in the testing process. It issthned as a tool to undertake stand-alone
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assessments of the financial status and developofierational health-care systems and is
also applicable for generating inputs for the Hegért of ILO-SOCBUD.

Performance indicators

STEP

GIMI

CIARIS

The Social Security Department has developed ainprgry set of quantitative
performance indicators which can be used by masagmed supervisory bodies to assess
the performance of social security schemes.

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

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

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

The Global Information on Micro-insurance (GIMI)aplorm is aimed at improving the
knowledge base on social health protection andeffiogj interaction between actors
through modern information and communication tebbgies. It provides resources and
services to support users in the design, implenientaand management of social
protection schemes, through:

* online library including guides, case studiescét and presentations;
e bilingual French-English glossary;

e database on microinsurance schemes around the; world

e free management and monitoring software;

e training packages to be used in online or faceat®fsessions; as well as self-
learning kits;

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

e collaborative websites called “wikis” to explorehmical issues or conduct joint
projects,

e a collaborative newsletter based on contributioosfusers.

The Learning and Resources Centre on Social IrriugCIARIS) is an Internet platform.

It supports organizations and individuals in thengaption, planning, implementation,

monitoring and evaluation of projects aimed at catimy social exclusion at the local

level. CIARIS contains a wide range of informatiand resources available in four
languages. It allows users to interact and fatéigamutual assistance through three
services:

e CIARISAssist connects people with specialized etgper
e CIARISLearning offers a wide range of distanceéag sessions,

e CIARISFora provides online discussion forums.
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