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Social health protection
and
social health insurance

Lessons for Nepal from abroad ?

Detlef Schwefel
German Development Cooperation
Kathmandu, 17.02.2009
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=Health systems always consist of a certain mix of

O Self-help systems (OOP, self-medication, etc.)
B Tax based government programs

[ Social health insurance or benefit schemes

O Social (health) protection schemes (for the poor)
B Social security systems

@ Private health insurances

B Other

» R
= Each country has to find the best fitting mix » EB

The health system population pyramid

private
insurance:

<5%

social insurance:
<50%(DC) —p
<20 % (LDC)

informal

.................... "\ social transfers:
the poor
<5%

rely on
social networks
& self-help groups
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Main concerns __

Optional components of a national health insurance system in Syria

i
th Three main sectors of a 'ﬁ

social protection and health insurance system

Formal

sector
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Heaith financing options Health financing opj
by WIS Payroll Insu Tax-based
{rough and contributioj for self- rticipation health
|households’ rounded insuran: employed | sch hﬁ\ insurance
Main employment sector el N
Government & public companies 1.000.000
60 %
Formal private companies 2.000.000
Better-off self-employed 500.000 10 % MM
Poor seff-employed 500.000) 10% ‘
NN 30%
Unemployed and poor 1.000.000 Expansion
strategy
Households in Syria 5.000.000 60 % 10 % (~10 %) 30%
Population in Syria 18.000.000 60 % 10% (~10 %) 30%
Sources: own estimates and calculations, 2005
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Secor 1
The poor
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Poverty in
Syria and Philippines
Nepal
« _ Extreme poverty <lUss$ @ o3
'% Real poverty <2US$ 10
Upper poverty 30
¢  Extreme poverty <1US$ 1
-g_ ,Health insurance poverty*
[=%
2 Real poverty <2US$ 48
o
Self-rated poverty —— HI‘ — ] 62‘
Sources: UNDP 0 10 20 30 40 50 60 70
Percentage
= Message: poverty is not a minor(ity) problem
even in the better-off poor countries
gtz: Health expenditure distribution in
Al Raqqa, Syl’ia one month in 2006
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700000 - Total health expenditure
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100000
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Number of families
‘ e Expenditure for drugs == Al health expenditure
HSMP case study in Al Ragqa, 2006 — tentative results — larger studies to be done in 2007  Detlef Schwefel
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Private health expenditure in selected countries
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Ability to pay for health care in rural Syria

L al) Aadleal) CAMLST Cpaall aly Ciss

lam

Very diff
%57
Aaal e
difficult
%24
Easy Je- 7
%19

=46 % of the families had to postpone health care
=51 % of the families had to borrow money for paying

HSMP case study in Al Raqqga, 2006 — tentative results — larger studies planned for 2010 et Schwefel
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Hospitalization and impoverishment in India
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Bihar

Uttar Pradesh |
Punjab|
Rajasthan]|
Gujarat]

Madhya Pradesh |
West Bengal|
Neorth East]

All India
htra}
Orissa |
Haryana]
Andrha Pradesh

]

]

Tamll Nadu] 1 \

[+) 5 10 15 20 W 3o 35 40
% falling into paVerty

WHO 01.375

Source: Peters et al. (75).

= Message: Poverty has a double meaning for health
= A few families are hit exponentially
= Even middle-class families can get bankrupt

Detlef Schwefel

R
7488
‘ !!__.a

Private health expenditure
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Importance of health insurance

= Risk and uncertainty in health and health care
= Unpredictable occurrence of diseases
= Unaffordable prices of health care
= Risk of postponing health care
= A typical response is the set-up of health insurance schemes to remove
uncertainty and risk
= Regular prepayments
= Rational spending for health
= Health insurance markets are often not efficient

= Adverse selection & moral hazard cause significant market failure
= Government has to provide back-up, regulation, and stewardship

(in the individual case)
(in the individual case)

Detlef Schwefel
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Inclusion of the poor in the
national health system is mandatory

= South Korea — health insurance
= Started with a benefit programme for the poor
= Thailand — health system
= 41% of population considered to be vulnerable & poor
= Philippines — health insurance
= 25% of population to be included without contributions
= Egypt — health insurance
= Pensioners, widows, schoolchildren, newborn
= Germany — health insurance
= Everybody has to be insured — tax money support for poor

Detlef Schwefel
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< Rare catastrophes .{_{'!;‘ ‘§

- routine catastrophes for the poor —

The importance of drugs for the poor

Private spending on drugs as % of total spending
Luxembourg Public health thru private means
* information, education
*market regulation
> pricing, financing

United Kingdom

Ireland

France

Ausralia
Greece
Gabon
Malaysia
Belize.

Egypt

Cote divoire

Philippines

0 20 40 60 80 100 120

B Developed countries @ Developing countries
WHO - EDM
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“Protection of the pooE 'ﬁé;‘s

= |dentify and target the poor — means tests ?

= Consider all catastrophic health expenditures
of all people

= Define relevant structures, programmes,
benefit packages
= especially hospitalization and drugs
= Prevent discrimination
= Get health financing information, e.g. NHA:+

gtz

Development of a non-
stigmatising scheme for
protecting the poor
and a fair financing of
catastrophic health
expenditures M

Optional components of a national health insurance system in Syria

Health financing opfions

— Heafth g options

by — Werkforee ayroll Insurance | Community | Tax-bas f
- contribution | for self~ | participation healtr
insurance | employed | schemes | insuran

households’
Main

sector

Government & public companies 1.000.000

80 % <«

Formal private companies 2.000.000

Better-off self-employed 500.000 10 % TITTTT
Poor self-employed 500.000 10 %

Unemployed and poor 1.000.000

Households in Syria 5.000.000 60 % 70 %
Population in Syria 15.000.000 0 % 10 %
Sources own estimates and calculations. 2005

Problematic prerequisite:
Means testing the poor

Philippines
= Local health workers
= Political interferences

= Competing ideas of donors .y

= NGO & GTZ recommendations oess
»Income — values are doubtful
»Education — relative values
»Nutrition — full meals per day
»= 2 x rice and fish a day
»Housing — man made shelter

Colombia : long questionnaire
»Similar criteria

Detlef Schwefel
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The importance of drugs for the poor

= The 70% pattern for drugs
= 70% of private health expenditure of the poor
= 70% of nurses consider it as essential problem
= 70% of iliness episodes are handled at home

= Informed self-help and cheap drug prices

= For most common diseases: fever, ARI,
Flu, diarrhoea, pain can be handled

=with just a few drugs
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Specific pro-poor approach: Affordable drugs

> Philippines
= Self help initiatives of committed citizens
= Converted into programs of politicians
= Nationally endorsed pro
= Social franchising syste

»Nepal

= Great opportunities
»Guatemala
= National programme

theatre
etc

for health
promotion

video and life

NN
s
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| sector
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Guatemala

national drug programme
(for trained GO, NGO ++)

st basic essential drugs (ca 30% of markersHee
+ disease-specific info on prevention
+ disease-specific Maya medicine
+ booklet on traditional medicine
+ environmental drugs and info
Prevention and promotion added

Health education is good
cost-containment measure !

7
9tZ*Other social health protection 'u'."!'i!‘i
approaches for the poor

= Disease specific targeting
= Catastrophic: Kidney, heart surgery, etc
= Super-catastrophic: SARS, AIDS, etc
= Group specific targeting
= Vulnerable population (elderly, newborn, etc.)
= Very fashionable: cash transfer programs
= Area specific targeting
= Rural support programs
= Programmatic targeting
= Pilot-testing of new approaches

= Coherent with the national health financing system!!!

Detlef Schwefel
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Public sector approach
300.000 In Yemen
"~ =Ministry of Defence
250,000 - =Ministry of Education

_ =Ministry of Interior

- =Public & Mixed Comp.
_ =Scientific Institutes

_+ =Ministry of Health

200.000

150.000 /

100.000

Message: Army and police in Yemen were much interes  ted
to get social health insurance than Ministry of Hea  Ith.

| Delef Schwelel
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Government staif in Syria, 31.12.2003

A i
w7 Public sector
e —
A= approach
Pe= : -
‘» = | = Educational sector is largest in Sy”a
— = except security sector
= = Teachers Association
= has a very significant scheme
b
e = Ministry of Education
ff% has no health benefit scheme, yet
f:ﬁ?’ = Both should be essential partners
e «jﬁ towards a health insurance system
s,

@ €6 0 soon 100000 150000 200000 250000 300000 350000

Message: Do not ask for new health protection syste ~ ms

if there are already existing systems ‘made in your country’.

Detlef Schwefel
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Health benefit schemes of public institutions
in three Syrian Governorates

= |Institutional coverage is at 52 % of 157 public institutions
= Population coverage is at 13 %
= Average cost per beneficiary per year: 1.067 SYP (=~ 20€)

e — Healtbenets experiures ofpulc nsicons
ot of Sy 2000 e Goverovas ofSyia 2005

‘Coverages of hatn b
n

s 8 s s s s
NEREE

mes overlooked
overage.

Message: Existing health benefit schemes are someti
and disregarded in spite of their size, costs and ¢

Schwefel
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The formal sector

= Discover and assess existing schemes

= |dentify the best performing ones
and cost-effective benefit packages

= Allow for co-operation of schemes

Networking, harmoni-
sation, consolidation and
expansion of already
existing health benefit &
insurance schemes in the
public sector

= Gradual transfer into a national system

Optional comp ﬁmkinmmm,. health insurance system in Syria

—— Heann g options 7 Feaith g options
R Morbcfarch

by T Payroll Insurance | Community | Tax-based

contribution or seif- | participation health
households insurance | employed insurance
Main

sector

employees

»200 €
»0 € 11 of 28 Ministries
= Quite different benefit packages
= 2.3 billion SYP in 2000 = ~ 8% of
of government health expenditure

= Based on labour laws

Ministries provide health benefit schemes to their

= Ranging in 2000 per employee between
Ministry of Finance

R

u."!!!‘.
Health benefit schemes
of Ministries in Syria

Message: In most countries there are already existi

schemes for the public and private formal employmen t sector.

ng health benefit

Detlef Schwefel

tz = Existing health benefit /zﬂ;
g and insurance schemes in Yemen T X
=Private Company Schemes

=Public Company Schemes

=Mixed Companies

= Professions’ schemes Practjc,

=HMO-like schemes

=Private health insurance companies
= Employee-driven solidarity schemes
= Community-based health insurance

Health insurance from scratch? NO!

Government & public companies 1.000.666T

0 %
Formal private companies 2.000.000

Botter-off seli-employed 500.000 10 % TTTITTT

Foor self-employed 500.000 10 %

Unemployed and poor 1.000.000 S0
Houssholds in Syria 660.000 60 % 70 % (=10 %y 50 %
Popuiation in Syria 78.000.000 ° L7 [ERI-R5) 50 %

60 % 10
Sources own estimates and calculations, 2005
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The fir:f stens
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Expansion of
existing
schemes

Optional com

Insurance system in Syria

~___Health financing option:
by e

households’ .
Main employment sector .

Heaith finan:

ing options

Insurance
for self-
employed

Community
participation

Government & public companies

Formal private companies 2.000.000 |
Better-off self-employed 500.000 10 % TTTTTT
Poor self-employed 500.000 10 %

[N
Unemployed and poor 1.000.000 Expansion

Strata.
Households in Syria 000.000 60 % 10 % (~10 %) 30 %
Population in Syria 78.000.000 60 % (=10 %) 30 %

Sources: own estimates and

o 10 %
calculations, 2005
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Red = Infants and children
Green = schoagl-children
Yellow = pensioners & widows
Brown = 1+3% employees
Blue = 0.5 + 1.5% employees

Health insuranc
beneficiaries

in Egypt

Beneficiaries by Law 1995-2001

35,000,000+
30,000,000+
g 25,000,000
% 200000004 m Dec. 350
g OlLlaw 99
L 15,000,000+ O Pawd
E 10,000,000+ mlaw 79
E mLaw 32
= 5,000,000
N 1995/96 1996/97 1997/98 1998/99 1999/00 2000/01 2001/02
Message: Instead of covering the informal sector sp  ecifically
Egypt included vulnerable age groups from all __ employment sectors
Detlf Schueel
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ealth Insurance Development in Thailand

‘ Health insurance scheme

T Tlecheal care for the poor and the socially
snpported (nnderprivile ged) groups

- Children aged 0-5
- Primary and secondary schoolchildren
- Warveterans

- Cowmramity leaders and schoolchildrex
- The dissbled

- Bnddbist rnnks and novices

Coverage, percent
1991 [ 1992 [ 1995 | 1997 | 1998 | 1999 | 2000
Toe | 330 | 430 | 447 | 4501 | 441 | 408

B3 |7 |55 134135105 108
- 62 46 49 53 64 6.4

2! Medical services for civil servants and state
exterprise employees
- Civil servants and farily mrmbers
- State emterprise emmployees and farily

rexbers
3. Compulsory health Deurance e T - I I

= Social security fimd 5 a4 | 73| 76 | 85 |92 |94

- VWorkmen's compensation fund 22 = = = = = =
4. Voluntary health inswrance ‘ 29 | 3s ‘ 5.8 ‘ 153 | 159 | 158 | 175

- WePH health insuance L3 bzs L7e [ 1331 130 1138 | 143
|- Private health inurance |12 |16 [~20 | 20 | 20 | 20 | 33 |
[Tt peopis wilh Health imsttance N S N O N |
[T5tal " peaple wAthod ealth mstrarcs R N A S e e

Source:

1. For 1991, a swvey conducted by the National Statistical Office, 1951

2 For 1992, Wiroj Tangcharoensathien and Anmawat Supachutiloul, 1993
3 For 1995, 1997 and 1998, Health Insurance Office, MoFH
4 For 2000, data for September 2000, coverage 81 58%

Source:  Wibulpolprasert Suwit Mobilization of Domestic Resources for Essetial Drags in Developing Courdries: Case
tudy fiom Thailand 0100

Liteet paper d ¥l
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Towards rapid universal

health insurance coverage in Korea ] w
1976
= Health Insurance Law as social part of fourth S-Year plan
= Mandatory insurance in corporations > 500 employees
=  Medical programme for the poor
1979
=  Extension to government employees and teachers
= Mandatory insurance in corporations > 300 employees
1981
= Mandatory insurance for industrial workers in firms > 100 emp.
= Pilot program for self-employed in 3 rural areas
1982
= Pilot program for self-employed in 1 urban and 2 rural areas
1983
985 Mandatory insurance for industrial workers in firms > 16 emp.
1
=  Mandatory insurance for industrial workers in firms > 5 emp.
= Inclusion of all rural self-employed i
1989 In Gerrr_lany it took 80
= Inclusion of all urban self-employed | yearsto include farmers
Seter Schere

gtz

Main lessons from Thailand

= The poor and the vulnerable
= are a considerable part of the population
=were provided free services from government
= The self-employed
= developed a voluntary ‘health card’ scheme
= faster and better services (green channel)
= strict referral requirements
= appropriate contributions (20 $ py, after harvest)
=no ceilings of benefits (in 2000)
= covering about 15% of population
= subsidized by public providers & government

Detlef Schwefel
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Philippines health insurance

coverage trends 1973-2007

= Phillinaith

£

=

Uninsured

Population (milliens)

Employea [private)

Message: The Philippines experiences very uneven co  verage trends
for the poor and the informal sector by the health protection system.

Detlef Schwefel
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Philippines
Informal sector approach

= Many self-help initiatives all over the Philippines
= National health insurance development

= First: formal public and private sector

= Second: the poor

= Third: the better-off informal sector

= Now: difficulties with rest of the informal sector

= Informal sector approach
= Support for the ,organizations of the un-organized*”
= Political ,means-tests’ and health financing uncertainties

Detlef Schwefel

N e al Government Community
p free health
health insurances,
care cooperatives,
rogramnime etc.
Cooperation
Staged
betWeeﬂ introduction
Taor+ | Drugs | Tramspor
free health s [eamen | 20 | 228, [ 22720
care
I Di 3
programme, e
Zonal
Hospital
community Femond
Hospital
N Tertiary
and social Hospital
insurances
Social health insurance programme for the better-off
Il have ib1 the f health deli
To be incorporated later into D55 e i s s
a national health protection system.

gtz Building up health protection

= social process

= Various partners of the process in Yemen
= Al Shura Council, parliament, political parties
= Ministries, especially MoP, MoF, MoPH&P, MoCS&l,
MoSAL, MoEndowment and those that might adopt
health insurance soon, e.g. MoD, Mol, MoEducation
= Existing schemes, employers, employees,
civil society organizations, women organizations,
universities, experts, etc
= All these sectors shall be represented
in the advisory board for health insurance centre
or in a steering committee to be nominated soon

Detlef Schwefel
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Conc Isions

Detlef Schwefel

gtz Prerequisites

= Arabian countries: Five Year Plans and laws
= New Syrian health financing architecture — 10" 5-Year Plan

National Soligarity Public health Private
fund funds insurances | | insurances
Basic Tertiary health care Non- Supple-
henefit | Secandary health care hasic| | mentary
package Primary healh care services| | services

lef Schwefel
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Expenditure Multiple sources of financing
index evolution Example Yemen

1998 - 2003

Recommendations

= Ministry of Finance
»Special allocations for the poor
»Subsidies for health insurance
= Ministry of Health
»Basic benefit packages
= Health insurance contributions
»Employers, employees, self-
employed
»Efficiency gains through HIA
= Endowment and Zakat funds

Ministry of Public Health
Total Government
—Gross Domestic Product

Detlef Schwefel
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gtz: Some messages

= Discover all existing social health financing schemes in
Nepal
=there are many excellent initiatives in all three sectors

= Health protection for the poor should not be isolated from
the national health system

= Free health care programme is important for the poor
= Catastrophic diseases / expenditures need support

= Drug ,assurance” programmes can be a good help
towards a rational health care financing of poor families

= Can we monitor the out-of-pocket spending of the poor ?!
= Can we avoid dole-out-mentality ?!

Detlef Schwefel
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= The drive towards a comprehensive system of social
protection and health (insurance) is a social process

= Many actors and agents are involved
= Conflicts and confrontations are sure
= This drive needs a good knowledge base,
= Expanded national health accounts
= Health economics and financing specialists

= A full fledged social health (insurance) system takes
time and needs evidences and policy dialogues

Detlef Schwefel
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Health insurance
system management

Financing Contributions MoF Contributions
of employers taxes of employees
People = Demand
Organization Health fund
Sickness fund
T
Contracts with T Contracts with Providers = Supply
Health care providers T providers
A
Health regulation Regu}auon by
aTw Policy = Stewardship
Stewardship Mu&;ﬁd
Detlf Schueel
gtz Some messages @

= The informal sector is a difficult partner

= Community health insurances and revolving drug
funds can be good starting points

=Voluntary schemes like the health card in Thailand
might give some insights

= For the better-off self-employed we might learn from
the Philippines

= In most countries health insurance started with the
formal sector

= Discover the best practices of health protection
and insurance schemes in the formal sector

= The labour act and the civil services act might be
revised

Detlef Schwefel
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Thanks
for
your
attention !

Danke schon !
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