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health insurance
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New Guinea

< 4

Cambodia
China
Lao PDR




“"Major characteristics
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Mobilization of additional resources
Improving equity and access, especially for low income and vulnerable
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< Compulsory for all or specific population categories (family coverage is preferred)
< Voluntary for all or specific population categories
~— i % Mixture of compulsory and voluntary to cover the entire population
ibution
— < Income related (progressive)
- + Flat rate (regressive)
= % Health and risk related (adverse selection)

-
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< Curative care (unnecessary use of hospitals and loss of savings through prevention)
<+ Ambulatory care (inadequate for major health problems)
» Comprehensive ( with specific exclusions)
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e Payment
< Fee for service (retrospective and users bear financial burden)
» Capitation (prospective and the burden is shared between users and providers)
< Diagnosis related groups ( Korea and Japan)

® Protection

» Risk sharing (cross subsidy between healthy and sick or different ages)
< Fund pooling (cross-subsidy between high and low income people)
« Safety net preventing from poverty (premium subsidy; social assistance)




NP olicy isslies

" I

— g

pEIINRSUTANCe IS a financing mechanism: that operates on the
IEEISAOINMEMDESS. contributions. It |s an mdependent pedy With
cdefinad rission oulactivas cldinlsigiio el kitiglemiel s

v rlow IINIUIAES It the health sector needs to be accounted and
SelonIzed with fiscall policy, which: is the responsibility of
SHIEEENMIRISEHES.

v BIGIIESSHS One of the lifecycle risks, which must be protected
Gl 3Eir ecenomic and social distress must be minimized
=t glgh effiective public policy, which is the responsibility of

== SpciaiWelfare and Labour Ministries.

‘\/ Bengfits are health services to be defined in line with
-population health policy and interventions, which is the
responsibility of Health Ministries.

v Quality of life and good health are key measurements of
development policy. Health services should meet the needs
and expectations. Members’ opinions, interests and voices can
be expressed through organized professmnal civil and
consumer groups such as trade unions.
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Other ISSUes

Multapleldisciplines -
IWCEIINGIIE N G0 ECOMROIIICS, HEHCE), TaNagEement arid aamiastatiorn)

Mulapieractorsiandinterests -

VISl S0 IS UITIENS: TG qUEIILY, Tiee Grolce: Unlimited quantity etc,

Instired "'gontr/butors: oW, pay, broad DEnENts, transparency etc.

STl oONpaY; avold. dbsenteelsm), simple administration etc,

R NEGrOECOR0MIIC Stabiity, competitiveness of labour cost, productivity: etc,

BN EslarIe, aaequate. funds, equity, access, health systems development etc,

YVIGErS: Teqular, Lmely payment, increase. income, independent use. of income:
N slEGeE:. Umely . contribution, cost control, insured and provider satisfaction. etc.

S

= Miltiple involvement and effects
= Pojltics

= Opiniof-leaders
= External agencies

. e

=

Policy change, equity, access, population and benefit
coverage, service provision, protection and poverty.

e Message 1: Broad discussions and good understanding of the principles of
healthi care financing and insurance narrow the gap to reach a consensus on
reformative measures among all actors. This is necessar}; condition for
successful development and full use of the potentials of health insurance in
given socio-economic situation.




Botentials of health insurance ___
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INBBLIIZesradditionalNevenles:

(1

EUIGHIEVENLIES With pre-defined contributions; increase equity. in revenue
ctior erlclilorove elccdtisiczloiliey zlglel trelplsezlfdpa

I pools risis znlel fasetifess:

s e blEEETtS to attain better health outcomes; select the best providers
BT tne nealtn market; contain costs with effective referral and payment
= _@tﬁégﬂs By managing the incentives of providers and consumers.

SESHiFcontrbutes to health systems strengthening:
Access to and provision of health care is implied by the commitments of
- prepayment between insurer, members, and providers.
Provision of good quality benefits is a primary concern of health insurance

PIanl_ned use of the predictable revenues to improve health services including
quality

Improved the linkages with social security and assistance programmes
enables a greater number of people have access to needed health care.




. Observations

POor Lpderelgelle of Nealtiiinance.arRaNistianee™
Ofter);

mesI SiPOIICY.actio —
rzl H\/ GEWIRESSES thiEr CAlISES O ISSUES and' challenges,
[SSES pportunltles to maximize health outcomes,
the dap between policy and implementation.

of Eliorts o reach a consensus on policy actions

= T@'/mpro ve fhiealth finance and health insurance could:

“Create unnecessary delays in making policy decisions,
create conflicts of interests among actors,
lower the credibility of initiatives and actions.

make it difficult to assess realistically the performance
and undertake appropriate actions.




SN Observations
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SRPREIVAGrounded politicalfdecision and involvement
IElyaEsUitinirational allecation anadiUse of Scarce
ESOEUIECESIOMMaKING Co MENtS Deyond thne
sclPECIby L0l Implement or deliver.

r\J\/mf Ietric knowledge and provider dominant
[IEVEntions can reduce the efficiency and
FENECLIVENESS off resource use.

_..-—

= ‘Méssage 2: No single formula exists to address these
= policy and technical issues. Each country should
“develop its own capacity and administrative,
organizational arrangements to utilize fully the
potentials, monitor their effects and make
advancements based on population health needs and
health development framework.




Y
rlez hgnsurance isia top subJect

tENI980s, the World Bank sUpported User charges

1S parcr-' 2l P SECLOMEOHTINTEaSUES!
SEShitictiiralfadjustment reforms linked to technical and
'rmrm,f sUpport provided to developing countries.

J or:‘- secialist countries extensively supported
T ﬂatlzatlon and market oriented health care during
*-théll’ ecomnomic transition.

8- As g result, private financing of health care has
pecome dominant in many health systems.

e \WHO/NHA report shows that direct out-of-pocket
payment (OOP) largely accounts as private financing.




National Health Accounts

Out of pocket payments as % of THE in 12
selected countries
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ImpactSIoROOP on household impoverishment and
catastrophic expenses, WHO 2004
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WSS Evidence
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POVETLYAISTIgh Wherei®BP dominatestiniinancing
IEEI IRSERVICES. _ _
rlezitn) ¢ ayments dire catastrophic When theravailability
of 3erY GES reguires OOP

SRPEGIE pushied into poverty where inadequate risk

§001; I’and prepayment elements in health financing
J‘ e'§§-age 5% IHealth should not make people poor.
~ Strengthen financial and social protection.
= Extend risk pool and fund sharing.
= Increase political commitment to support the poor.

- Develop clear vision and steps towards universal
coverage




> Co-existence




Jéﬁ!‘Policy andiimplementation
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EESHERENGOVErNMENt regulation off NEaltAMINance and
SEIVETRNALO Implement healtihr policies s the key factor.
o Uniiversal anel menicleiionacavaiziejeiis cleqliaysd
miGNENEINUMDbEr of SChemes; for government
SINPIGYENS, big and small' business firms, self-
SIipIeyeEarand elderly.
EMERVErImeEnt subsidizes the scheme for self-employed
==(51056)), small business firms and elderly.

Eﬁ?e’mployment based schemes subsidize the scheme
= fior elderly (more than 60%)

8 Policy decisions are based on strong evidence and
needs of the people. Health is becoming a primary
concern and prevention and promotion are
Increasingly recognised and included into health
insurance benefits.




R Grea: Singlelpurchaser

SInVErSaiNopllation,coverage,
NiniEENvenefits with: gradial expamnsion,
ESleIICIENL o1 the National Healthr Instrance
S0II9BIEION asia Single purchaser by merging more
pEiis50iscnemes.
o J\/JOI Grlng guality and quantity of health care benefits
S dministrated independently (HIRA),

S

1rDrug expenditure is high. Separation of prescribing
-and-dispensing of drugs (now physicians prescribe and
pharmacists dispense).

® Use off economic evaluation data for pharmaceutical
reimbursement. Purchase health outcomes, not
products.




Conclusion | —
SVANIOIICY. dialogues MECnanism IS needed
e EESS NEaltFNARCING and ISUrance
rlevé}o PMeERt ssues.

B ¢ 5- @discussions will improve overall

= erstandlng and narrow the gap.

No smgle formula exists to solve health
ﬂnancmg and insurance policy and
technical issues.
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¢ Health should not make people poor.
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“ Honest dfferences are often a

.-" =

j_:—- healthysgn of progress’

-

Mahat ma Gandhi




