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International Health Care Funding Report

The following report is the first iteration of a project to illustrate international models of health care funding.
The exhibits herein reflect the state of 36 health funding systems as of December 31, 2019. We will revisit
these diagrams periodically to create a longitudinal study, showing refinements and changes over time.

This report is a joint effort of volunteers of the following organizations (full list on page 49):
= International Actuarial Association Health Section (IAAHS);
= the Society of Actuaries (SOA) International Section; and
= the American Academy of Actuaries Health Practice International Committee (HPIC)

Each exhibit has been developed by the country contributor to reflect the high-level financing structure of a
health system, as it was in December 2019. The layout of these slides take inspiration from the Health
Systems in Transition (HiTs) templates built by the European Observatory on Health Systems and Policies.
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As each health system is unique, you may see some variations that reflect the author’s view of how best to
represent their country’s health care system.

The purpose of this project is strictly to educate the public on the various arrangements for health care
financing in different countries in an easy-to-follow and visual fashion. Commenting on aspects of care such
as quality, access and cost of care as well as the merits and defects of each system are beyond the scope
of this exercise and report.



Introduction to Health Financing

Health financing arrangements in each country are as unique as the countries themselves, and are
determined by a multitude of historical, social, economic and political factors. Over the decades, academics
and others have made many attempts to classify countries’ health systems, however, with limited success;
labels (such as the “Bismarck” or “Beveridge” models) do little to capture nuances of different systems and
have not always been used in a consistent manner. Furthermore, it has been observed that each country is
likely to have a number of different health and care financing schemes operating in parallel. The health
financing system as a whole — of any country — is therefore typically a patchwork of different mechanisms
involving different permutations of both public and private sector stakeholders.

Therefore, for the purpose of this report, we have not attempted to classify the countries into distinct country-
level systems. This is to acknowledge the difficulty in doing so and also the point raised by the World Health
Organization (WHO), that such labels are not necessarily helpful for health policy evaluations and decisions.
The WHO thus recommends focusing on the different functions of the overall system:

= the sources and methods of raising revenues;
= the pooling of funds; and
= the purchasing/delivery of healthcare.

A major theme which cuts across all of the United Nations’ health-related Sustainable Development Goals
(SDGSs), is Universal Health Coverage (UHC). Under UHC, all people and communities can access the
health services they need, of sufficient quality to be effective, while also ensuring that the use of these
services does not expose them to financial hardship. Rather than dictating a health system’s structure, UHC
provides us with a set of goals; this recognizes that the approach to organizing a health system in one
country will not necessarily work in another, even though both may be working toward the same objective
(as depicted in the illustration on page 4).



WHO Framework: Health Financing
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Source: Developing a national health financing strategy: a reference guide (World Health Organization, 2017)



Introduction to Health Financing

While we have not attempted to classify country-level
systems or models for each nation we examine, it is
possible to classify each of the different health care
financing schemes within country systems.

Health care financing schemes are a principal structural
component of health care financing systems: they are
the main types of financing arrangements through
which people obtain health services. Health care
financing schemes include direct payments by
households for services and goods and third-party
financing arrangements. Third party financing schemes
are distinct bodies of rules that govern the mode of
participation in the scheme, the basis for entitlement to
health services and the rules on raising and then
pooling the revenues of the given scheme*.

The table to the right shows the full classification as is
used in the System of Health Accounts (SHA), a
framework for the systematic description of the financial
flows related to health care as used by the WHO and
OECD.

*Source: A SYSTEM OF HEALTH ACCOUNTS 2011 © OECD,
EUROPEAN UNION, WORLD HEALTH ORGANIZATION.

Classification of health care financing schemes

Code Description
HF.1 Government schemes and compulsory contributory health care financing schemes
HF.1.1 Government schemes
HF.1.1.1 Central government schemes
HF.1.1.2 State/regionalflocal government schemes
HF.1.2 Compulsory contributery health insurance schemes
HF.1.2.1 Social health insurance schemes
HF.1.2.2 Compulsory private insurance schemes
HF.1.3 Compulsory Medical Saving Accounts (CMSA)
HF.2 Voluntary health care payment schemes
HF.2.1 Voluntary health insurance schemes
HF.2.1.1 Primary/substitutory health insurance schemas
HF.2.1.1.1  Employer-based insurance (other than enterprises schemes)
HF.2.1.1.2  Government-based voluntary insurance
HF.2.1.1.3  Other primary coverage schemes
HF.2.1.2 Complementary/supplementary insurance schemes
HF.2.1.21 Community-based insurance
HF.2.1.2.2  Other complementary/supplementary insurance
HF.2.2 NPISH financing schemes
HF.2.2.1 NPISH financing schemes (excluding HF.2.2.2)
HE.2.2.2 Resident foreign government development agencies schemes
HF.2.3 Enterprise financing schemes
HF.2.3.1 Enterprises (except health care providers) financing schemes
HF.2.3.2 Health care providers financing schemes
HF.3 Household out-of-pocket payment
HF.3.1 Out-of-pocket excluding cost-sharing®
HF.3.2 Cost sharing with third-party payers
HF.3.2.1 Cost sharing with government schemes and compulsory contributory health insurance schemes
HF.3.2.2 Cost sharing with voluntary insurance schemes
HF.4 Rest of the world fi ing sch (non-resident)
HF.4.1 Compulsory schemes (non-resident)
HF.4.1.1 Compulsory health insurance schemes (non-residant)
HF.4.1.2 Other compulsery schemes (non-resident)
HF.4.2 Voluntary schemes (non-resident)
HF.4.21 Voluntary health insurance schemes (non-resident)
HF.4.2.2 Other schemes (non-resident)
HF.4.2.21  Philanthropy/internaticnal NGOs schemes
HF.4.2.2.2 Foreign development agencies schemes
HF.4.2.2.3  Schemes of enclaves (e.g. international crganisations or embassies)
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North America

GREENLAND

United
States of
Canada America
Government schemes 69.1% 26.3%
Gov't Compulsory contributory health insurance schemes 1.5% 58.3%
Schemes  Compulsory Medical Saving Accounts (CMSA)
Other government/compulsory schemes
Voluntary health insurance schemes 13.2%
Voluntary  NPISH financing schemes 1.1%
Schemes  Enterprise financing schemes 0.9% 0.2%
Other Voluntary health care payment schemes 4.3%
OO0P Household out-of-pocket payment 14.2% 11.0%
Foreign  Restof the world financing schemes (non-resident)
Other Other Financing Schemes

Values shown as a % of Current Health Expenditure (CHE) in 2017
Source: World Health Organization Global Health Expenditure Database (https://apps.who.int/nha/database)
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Layer 2: Mixed Services
» Home Care
* Long Term Care
» Mental Health Care
* Prescription Drugs

[Co-pay / Out of Pocket]

Layer 3: Private Services

* Dental

* Vision

» Paramedical / Durable Equipment
* Outpatient Medical

* About 70% of total health care cost in Canada is paid from Public Sector, of which more than 90% is from Provincial/Territorial government

« Taxes refer to payroll taxes and income taxes (incl. health premiums for province of Ontario)

« Canada Health Transfer — The money the federal government sends to the provinces and territories to help pay for health care. The Canada Health Act dictates criteria
and conditions that the provinces/ territories must meet before they can receive federal contributions
» Federal and provincial/territorial ministries of health jointly contribute to Multiple Pan-National Organizations, such as Canadian Agency for Drugs and Technologies in
Health, Canadian Institute for Health Information, Canada Health Infoway
* Regional Health Authorities — Manage all hospitals and publicly funded care facilities in a geographic area
« Layer 1 services - Funded by public tax revenue, delivered by private for-profit and not-for profit facilities, and public arms length facilities

« Layer 2 services - Funded by a combination of public tax revenue and private funding similar delivery of services as Layer 1

« Layer 3 services - Almost all private funding; Services delivered by private professional for-profit facilities




United States (Private Insurance)
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The Employer-Based Group Insurance Model

« Employers with 50 or more employees may incur a penalty if they do not provide adequately subsidize employee health insurance.

* The employer selects the insurance carrier(s) and plan(s) available to its employees and their families, individuals typically elect coverage during an annual enrollment period.

» For fully-insured coverage, the employer will deduct employee medical contributions directly from payroll. The employer then pays the full plan premium to the insurer.

» Large employers may choose to self-insure. Rather than paying a premium to an insurer, the organization will assume responsibility to pay for its employees claims. These
arrangements often continue to pay an administrative fee to an insurer who will manage the plan, process claims, and negotiate costs with providers.

The Individual Insurance Market

* The Affordable Care Act (ACA) made it mandatory that individuals have insurance, though the penalty for not having coverage has subsequently been reduced to $0

* Those without affordable employer-based coverage, may be eligible for subsidized private insurance through online state/federal ACA Marketplaces (there is no public insurance option)

¢ Individual and Small group plans are guarantee-issue, community-rated, subject to underwriting rules/State DOI oversight, and subject to a state-level risk-adjustment scheme

* Employees who are self-employed can purchase individual coverage through the ACA marketplace or directly from private insurers 9



United States (Public Insurance)
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Medicare is a government run single payer system for the aged and disabled. It was created by Congress in 1965 (extended in 1997-2003 to additional private payers)

* Medicare (for age 65+) is funded primarily from general revenues (43%), payroll taxes (36%), and beneficiary premiums (15%)

e ‘Original Medicare’ is divided into Part A (Hospital Insurance), Part B (Supplemental Medical Insurance), and Part D (Prescription Drug coverage)

e There is also Part C (Medicare Advantage) which offers Medicare-type plans through Private Insurers, and Medigap which covers out-of-pocket costs which Original Medicare does not.

* The Medicare trust fund comprises two separate funds. The hospital insurance (HI) trust fund is financed mainly through payroll taxes on earnings and income taxes on Social Security
benefits. The Supplemental Medical Insurance (SMI) trust fund is financed by general tax revenue and the premiums enrollees pay.

Medicaid is a means-tested system managed by states and administered through private insurers. It was also created in 1965, and has been expanded

* Nationally, about 60% of the program is federally funded (the Federal Medicaid Assistance Percentage varies by state), with the remainder being funded by the state.
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Argentina  Brazil Chile Colombia Mexico Uruguay
Govemment schemes 297%  419% 20% 5.5% 24.0% 16.6%
Gov't Compulsory confributory health insurance schemes 43.2% 1 1A% | 57.8% 68.0% 27.6% 49.8%
Schemes  Compulsory Medical Saving Accounts (CMSA) 3% (hig 1{1%% 1058 {155 {.0%
Other government/compulsory schemes 00% QLR 0060755 1.05% DRAG: {04
Voluntary health insurance schemes 92% 29.2% 6.3% 10.2% 5.5% 155%
Voluntary  NPISH financing schemes 2.3% 14% 02% 1.0f% 1.7% 0.1%
Schemes  Enterprise financing schemes 05% Qe 07 1.00% DR 0.4%
Other Voluntary health care payment schemes 0% Qe 07 1.00% N5 il £t
oop Household out-of-pocket payment 15.0% 27.5% 33.5% 16.3% 41.3% 175%
Foreign  Restofthe world financing schemes (non-resident) i Ly i i e
Other Other Financing Schemes

Values shown as a % of Current Health Expenditure (CHE) in 2017
Source: World Health Organization Global Health Expenditure Database (https://apps.who.int/nha/database)
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Argentina
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OS — Obras Sociales — National and provincial healthcare and other social services organizations, established to manage tax-funded social security services.
INSSJyP — Instituto Nacional de Servicios Sociales para Jubilados y Pensionados — National social security organization serving the retired population.
Empresas Medicina Prepaga — Private insurance carriers, offering comprehensive indemnity healthcare, pharmaceutical and dental insurance plans to groups and individuals.

*Free services for retiree, un-insured and self-employed populations
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Brazil
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1. The SUS is Brazil's publicly funded health care system, which was created in 1989. It is the largest (by number of beneficiaries/users : virtually 100% of the Brazilian population ; 220 million people)

geographically (3.3 million square miles

of

contiguous

land mass) by affiliated provider networks

(https://en.wikipedia.org/wiki/Sistema_%C3%9Anico_de Sa%C3%BAde)

2. 25% of the population also pay for private health insurance. This is made up of more than 1,500 private health insurers.
3. Universal access targets are being supported by results-based financing (RBF) mechanisms primarily in relation to transfers from the federal government to municipalities.

4. Source: http://documents.worldbank.org/curated/en/638281468226148870/pdf/883440BRI0P1230I0final0January02014.pdf

nondiscriminatory,

government

run public health care system

in

the world.

5. Services under the public SUS system are available to all Brazilians without user fees, copayments or financial contributions, except for the People’s Pharmacy Program where copayments are necessary.
6 Approximately 67% of the Ministry of Health’'s budget for “Public Health Services and Actions” goes towards SUS (20% for primary care actions and 47% for secondary and tertiary actions defined as being of

‘medium and high complexity’).

The remaining 33% of the MOH budget goes towards Public Health Services such as health and epidemiological surveillance, assistance for nutritional deficiencies, human resources capacity within SUS, scientific
and technological development of SUS institutions, production, procurement and distribution of pharmaceuticals, blood (and blood products), medical equipment, etc. (Same source as point 4.)
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Healthcare contributions are 7% of pre-tax earnings up to contribution ceiling (around USD2,700). There is no Employer healthcare contribution. However, most large employers fund supplementary group healthcare
insurance programs.

1FONASA, Fondo Nacional de Salud , is the central State national health fund, financed from 7% and central government, covering employees who are not covered by ISAPREs and the rest of the population - other
the active and retired armed forces. Levels of out-of-pocket copayment depend on declared earnings. In and out-patient cover within the SNSS managed/funded healthcare centers is free at point of delivery.

2 ISAPREs, Instituciones de Salud Previsional, are private specialist, regulated healthcare and sick-leave insurers, established in law in 1981, charging age/sex-banded premiums (7% or more) to individuals and their
dependents for comprehensive in-patient and outpatient from private healthcare providers. Members are not entitled to use the SNSS managed/funded State healthcare infrastructure.

3 SNSS - Servicio Nacional de Salud — public healthcare (hospitals, regional and municipal medical centers and public health employees as dependency of Health Ministry.

4Armed Forces - active and retired members of each of the 4 services have dedicated hospitals, medical centers and staff, funded from State defense budget.

5 Workers’ Compensation — Employers pay risk-based premiums for work-related industrial accident and professional disease insurance through not-for profit private agencies with dedicated hospitals, medical
centers and staff.
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Colombia
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Colombia's health system is made up of a social security sector and a private sector. The backbone of the system is the
General Social Security Health System, which has two plans, contributory and subsidized; workers from certain institutions
(5.4%) are covered by a third plan.

*at 12/31/2019, 12.5% of Salary - 8.5% Employer, 4.0% Employee



MeXIico
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Public healthcare - Seguro Popular is a form of public and voluntary insurance that reduces OOP costs due to catastrophic expenses.
Account for 1/3 of all hospitals in Mexico, Funded by the federal government of Mexico

Can be publicly insured by a social security subsystem or by SP (voluntary public insurance)
21.5% of the Mexican population reported to be without any national public health insurance

Private healthcare

Account for 2/3 of all hospitals in Mexico with 2988 institutions, Less than 10% of the population has private insurance coverage
Out-of-pocket constitutes 44.7% of health system revenue and 4.0% of household expenditure

16



Uruguay

SERVICE PROVIDERS
Central Government - MInIStI’y of Health FRTRT _9 _____________ -:
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General -
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Fonasa: “Fondo Nacional de Salud”: universal & mandatory health coverage introduced in 2007, funded by workers, retirees and companies' contribution. Provides coverage for all workers
and retired, spouses and underage children. Freedom to choose service provider, between Private providers (IAMC), and public healthcare (ASSE). FONASA is administered by BPS
(“Banco de Prevision Social”), state pensions bank. Contributions from 3 to 8% for individuals and 5% (with a minimum) for employers.

ASSE: Public healthcare system. Provides coverage to Fonasa Users and insured population (no income nor retirement).

IAMC: “Instituciones de Asistencia Médica Colectiva”: Private non-profit health care institutions. Provide full health care coverage to insureds, and get paid individual premium based on
age/gender, cannot charge additional premium to users. Service level bonifications. Level of out of pockets copays are regulated.

SPI: “Seguros Privados Integrales”: private healthcare insurance companies, voluntary for the general public. Get a subsidy from FONASA for the users to choose and SPI. Not regulated in
their benefits not premium charged.

Police and Military force have their own health system and providers, funded by each minister's budget. 17



Asia /| Oceania

KAZAKHSTAN
MONGOLIA

PHILIPPINES

\“n sm
A lle‘IJA WEW GUINEA
i

NEW ZEALAND
) Republic  Singa-
Australia ~ China India Indonesia Japan ofKorea  pore  Srilanka
Government schemes 65.5% 18.2% 22.9% 26.5% 8.5% 10.3% 40.1% 43.9%
Gov't  Compulsory contributory health insurance schemes 38.5% 4.6% 22.6% - 48.5% 8.1% 0.4%
Schemes  Compulsory Medical Saving Accounts (CMSA) 4.7%
Other government/compulsory schemes
Voluntary health insurance schemes 13.1% 4.7% 5.0% 3.9% 2.2% 6.8% 2.0% 2.0%
Voluntary  NPISH financing schemes 1.0% 0.3% 1.9% 1.1% 0.6% 0.0% 0.2%
Schemes  Enterprise financing schemes 2.3% 2.3% 2.7% 11.7% 0.8% 0.1% 11.9% 3.7%
Other Voluntary health care payment schemes 1.1%
OO0P Household out-of-pocket payment 18.2% 36.1% 62.4% 34.1% 12.8% 33.7% 32.1% 49.8%
Foreign  Restofthe world financing schemes (non-resident) 0.0% 0.0%
Other Other Financing Schemes 0.5%

Values shown as a % of Current Health Expenditure (CHE) in 2017

Source: World Health Organization Global Health Expenditure Database (https://apps.who.int/nha/database)
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Australia
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Public healthcare: Every Australian can be treated in a public hospital at no personal cost; significant federal schemes support primary care and pharmaceuticals

Premiums

Referred medical services

Allied health services
and Dental

Private Hospitals

y

J

A

Private healthcare: A mix of tax penalties (higher incomes) and premium rebates (lower incomes) encourage takeup of PHI (40%-50% of population); apart from public

hospitals, most service providers are private enterprises
Funding: Federal government 41% (incl 3% support for PHI Premiums); State governments 27%; Individuals 26% (including 9% PHI premiums); Others (eg workers

comp) 6% (Source: Australian Institute of Health and Welfare 2017-18).
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Regulatory support 'I g Ith ' I (normal wards) )
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Premium . o Public Hospitals (VIP o
o = > . (%)
Populatlon | Private Health Insurance — pure commercial I > wards), I?rlvate
—————————————— - Hospitals
< Reimbursement
1) Basic layer — social assistance schemes for people in poverty
Social Health Insurance system could be categorized as 3 layers: 2) Social Health Insurance (SHI) schemes for mass public
3) Supplementary to SHI schemes, provide extra indemnities to critical illnesses. 20



Chinese Talipel

G ¢ Tai Resident Insurance Registration
overnmen - Taxes alwan Residents Organizations (IROs)

Parties

Contributing

Qualified Premium| Subsidies v
S

y N
Registration

Fee

Standard

p
J|Supplementary Premium
| Premium

\

NHI Financing
Sources

v v

National Health Insurance
(NHI)

‘ A 4

Global Budget Out-of-Pocket

Healthcare
Payments

y

A

Healthcare Providers <

e The IROs are the employers, unions, associations, or the local household registry offices, who are responsible for enrolling and collecting premiums from their
respective constituents.

e The NHI receives most of its funding from income-based premiums as opposed to general tax revenues. The Standard Premiums are based on a progressive
contribution schedule, consisting of 52 brackets, where individuals with higher income pay higher premiums.

* Supplementary Premium is a percentage of non-regular income, such as high bonuses, wages from part-time jobs, ad hoc professional fees, interest income,
stock dividends, and rental income.

e Tax Revenue consists of cigarette tax, national lottery contributions, and emergency relief fund.



Hong Kong

Government

Tax incentive

\ 4

Government
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India

\4

Government

Taxes

Enterprises

Population

Central Government
Ministry of Finance

> State Government

Central Government Health
Schemes (CGHS) for central government

\ 4

employees, pensioners, their dependents

Pradhan Mantri Jan Arogya Yojana

\ 4

(PM-JAS) - ModiCare for POOR families

Local Government Funds
(Urban/Rural)

\ 4

State Health Insurance Schemes

_|_, Municipal Bodies

Premium

\ 4

Private Insurance

9leAlld

Central Gov't Health Facilities

State Gov't Health Facilities

Municipal Gov't Hospitals, Clinics,
etc.

Out of Pocket

\ 4

Public Health Centers

Private Health Centers

ESIS Hospitals & Clinics

sJapinoid

JUSWUIBA0S)

« In August 2018, the Government of India has approved Ayushman Bharat-National Health Protection Mission (AB-NHPM) as a centrally Sponsored

Scheme contributed by both centre and state government at a ratio of 60:40 for all States, 90:10 for hilly North Eastern States and 60:40 for Union

Territories with legislature. The centre will contribute 100 per cent for Union Territories without legislature.
« In Sept. 2018, Government of India launched Pradhan Mantri Jan Arogya Yojana (PMJAY) under AB-NHPM, to provide health insurance worth INR

500,000 (US$ ~7,000) to over 100 million families every year.
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BPJS Mandatory national universal health insurance scheme (BPJS), introduced in 2014.

Indonesia

)

(

[ Central/Local Gov't

n

k Ministry of Health and Welfare

Medical Aid

)

S Programs

J

-

Direct Provider

Subsidies

~
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Public Hospitals/
Health Centers

~

A A A

%* & T
2 Ne)
&%V S
/. (99)
Ss | &
'S
I
. . v
§ Compulsory Contribution ( NHIS w
< 'k (Nat'| Health Ins. Service) )
|_Contribution Private Insurance
(Voluntary)
POPULATION/
INSURED/ ) |
EMPLOYERS D .
Reimbursement
Pre-defined Copays

Funded by mixture of contribution from government and members (i.e. population)
Membership is compulsory for all Indonesian citizen and foreigner who stays in Indonesia for at least 6months.

Government is final guarantor for BPJS

T\

Private Hospitals/
Clinics/
Pharmacies

A A

)

JuswasInquiiay

INIANHIN0D

"‘SNI HL1V3H

IVIO0S IVH1IN3OD

SH3dINOHd

BPJS’s benefits for members Cover all payments which are required until patient is cured, including chronic drugs, kidney dialysis, chemotherapy etc.
There is no out-of-pocket expense or cost-sharing for member.
Available only in all participating BPJS’ network providers. In practice, this includes all public GP, polyclinic and hospitals. Include some but not all private hospitals.
Role of BPJS in managing healthcare expenditure
Gate keeper & referral system for member (i.e. member has to choose GP as first point of contact. Access to specialist depends on referral from GP. Access to

inpatient care depends on referral from specialist)
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Japan

Government
A

\ 4

National & Local Budgets

\ 4

Employee Health Insurance Association / Union?

A 4

Japan Health Insurance Association?

A

A 4

A 4

Mutual Aid Association3

Taxes*
Premium?*

A 4

N y y .
AR AR National Health Insurance?

Subsidiaries

A

Premium

VVYVY
Advanced Elderly Medical Service System>
Subsidiaries

A

\ 4

Enterprises

A

Benefits
Population

PRIVATE Insurance —
Hospital cash, Surgical cash, Cancer, Cl etc.

Copays*

\ 4

SY3H10 @ IONVYNSNI HLTV3IH TVID0S

Direct Payment for services not covered

\ 4

Public and Private
Medical Services

1Employee Health Insurance (EHI) Association/Union is an association/union that provides employee-based health insurance. Relatively large employers have this association/union.
2 Japan Health Insurance Association is an association that provides health insurance. Companies without EHI Association/Union must join this association.
3 Mutual Aid Association is an association that provides health insurance for national/local public employees, private school teachers, etc.
4National Health Insurance covers those who aged 75- and either unemployed, self-employed, or retired, as well as the dependent family members of them.
5> Advanced Elderly Medical Service System covers those who aged 75+ or aged 65+ with certified disability.

*Taxes fund 38%, Premium 49%, Copays are 12%
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Republic of Korea

r
Central/Local Gov't ] =( M'n'5tr¥N(§fHaf:|th il \ > Medical Aid Programs
) L .
A I
w I o
Taxes % | cfg Direct Provider
=% g g Subsidies
3 =
|
|
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Compulsory Contribution \
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L (Nat'| Health Ins. Service) ) g (Nat'l Health Ins.)
.
4
o | Public Hospitals/Health
( )  Contribution 7 » T Ceﬁt'ers
POPULATION/ - Private Insurance \_
INSURED/ . (Voluntary)
EMPLOYERS ~ Reimbursement g 4 Drivate
.| Hospitals/Clinics/Pharm
\ y Aofi g acies
Pre-defined Copays \_

NHI — A mandatory national universal health insurance scheme, introduced in 1989.
NHIS - A quasi-public organization (overseen by the MoHW) that manages the NHI

Funded by employers/employee contributions, government subsidies, and tobacco surcharges

Membership is compulsory for all South Korean citizen and foreigners who stay in South Korea for at least 6 months
NHI Benefits — Patients may access any provider.
Cover part of payments which are required until patient is cured, including chronic drugs, kidney dialysis, chemotherapy etc.
There is cost sharing based on a pre-defined copayment by type of service.

New type of services opted by providers cause a conce

rn to the funding.
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Singapore

()]
(@]
Singapore Budget |  Ministry of Endowment Fund o Medifund m
Government - Health Subsidies %
=
* : Supervise -
e m —— e — - |
|
\ 4 \ 4
s CareShield MediShield )
< Life Life =
= A A
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A4 o ¥ v
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> Medisave :i i
. 2 1
SINGAPORE CITIZENS i Private Public :
AND PERMANENT *Purchase of I Healthcare Healthcare I
RESIDENTS Integrated Shields : Facilities Facilities i
1
\ 1
- Private e e e e Vi
- Insurers T

Deductibles / Co-payments / OOP

Singapore’s Healthcare Financing System is made up of a multi-pillared system

Government Subsidies: Various schemes and subsidies available to reduce medical bills and keep costs affordable

Medisave: Medical savings account under an individual's CPF account that can be used for self and family’s medical bills, and to pay premiums of medical
insurance policies

Medishield Life: Basic health insurance plan that helps pay for hospitalization bills and selected outpatient treatments. Can be supplemented with additional
coverage by purchasing an Integrated Shield Plan from private insurers

Medifund: Means-tested safety net for the poor; only available to SG citizens who have depleted their Medisave and MediShield

Careshield Life: Disability Insurance for long-term care

For Integrated Shield, The MediShield Life Component is fully payable by Medisave, while the additional private insurance component is payable using
Medisave up to the Additional Withdrawal Limits.

IVHLIN3D
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Sri Lanka

Central
Government

v

Ministry of Health

A a

Taxes *

Donor Funding

Enterprises

Population

A 4

Other Ministries

\ 4

President Fund

\ 4

Government Insurance

Schemes!

Employer Contribution*

Employer Sponsored

Direct Payment*

Insurance

Government
Hospitals
(Inpatient and
Outpatient)

Out of Pocket*

\ 4

Private Insurance

Donor Funding*

\ 4

Non-Profit Institutions

\ 4

Serving Households
(NPISH)

Private
Hospitals
(Clinics &

Pharmacy)

I

Charity Based
Services

1 Examples of these Schemes are Government Employees- “Agrahara” Fund and School Children— “Suraksha” Insurance scheme
Donor Funding is local and international

At 31/12/2019, Healthcare funding is comprised of : Taxes 27%, Employer Contributions 8%, Donor Funding 2%, Private Insurance 5%, and Out of Pocket

58%
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Africa / Middle East

Otfp TUNISIA IRAQ IRAN
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ALGERIA
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Saudi South
Egypt Ghana Israel Kenya  Nigeria Arabia*  Africa
s A Gowernment schemes 290%  305%  159%  416%  137% _ 660%  428%
Gov't Compulsory contributory health insurance schemes 41% 10.3% 47 7% 76% 07%
Schemes  Compulsory Medical Saving Accounts (CMSA)
Other govemment/compulsory schemes
Voluntary health insurance schemes 08% 1.8% 11.2% 9.7% 04% 13.2% 47.0%
Voluntary  NPISH financing schemes 0.8% 5.9% 0.6% 14.1% 7.6% 0.2% 1.9%
Schemes  Enterprise financing schemes 52% 11.2% 06% 29% 0.2% 4.2% 06%
Other Voluntaryhealth care payment schemes
00P Household out-of-pocket payment 60.1% 40.3% 22.3% 240% - 15.7% 7.8%
Foreign  Restofthe world financing schemes (non-resident) 18%
Other Other Financing Schemes

Values shown as a % of Current Health Expenditure (CHE) in 2017*
*Saudi Arabia data reflects 2016
Source: World Health Organization Global Health Expenditure Database (https://apps.who.int/nha/database) 29



Egypt

Ministry of Health & Population (MoHP)

U NEEENEEEEEAEEEEEEEAAENNEEEEANEEEEEEEEEEEEEEER,

1 Open to all citizens but poor quality

2 Semi-autonomous, gov't owned like National Insurance Organization (NIO), Curative Care Organization (CCO)
3 One of the targeted hospitals for the poor people and also for the workers and employees in the public sector
4 Separate risk pools and providers for each ministry (Interior, Transportation, Agriculture, Defense, Religious Affairs, etc.), some open to the public with higher OOP.

5 Citizen may pay OOP directly to providers
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hana

Government

Revenue earmarked for the NHIS:

e 2.5% of VAT (the National Health
Insurance Levy)

» 2.5 % Social Security and National
Insurance Trust contributions
(SSNIT)

\ 4

National Health Insurance
Scheme (NHIS)?!

Administered by the National Health
Insurance Authority (NHIA)

Service providers (Public)

A
Informal sector members not on the
exempt list pay a small premium? r
1
VAT 1
and 1 PRIVATE
other :
general 1
taxes :
1
1
1
1
1
1
Employee, employer :
and individual 1
contributions :
. 1
Population v

Private Health Insurance

Mostly through corporate health plans that companies offer their

employees.

Tertiary Hospitals, Secondary
Hospitals, Primary Hospitals,
Clinics, Health Centers, Maternity
Homes, Community Health
Planning Services, Diagnostic
Centers and Pharmacies

Service providers (Private)

A

Health sector is administered by the Ministry of Health. Ghana Health Services is another agency that reports to the MOH and is a major player in service delivery.

1 The NHIS was established in 2003. The National Health Insurance Authority which licenses, monitors and regulates the operation of health insurance schemes in
Ghana. The NHIS covers about 95% of diseases in Ghana. The benefit package includes outpatient, inpatient, dental, optical, maternity and emergency services.

2 Those exempt from premiums include: Pregnant women, Indigents, Categories of differently-abled persons determined by the Minister responsible for Social
Welfare, Persons with mental disorder, SSNIT contributors, SSNIT pensioners, Persons above seventy years of age (the elderly), Other categories prescribed by the

Minister

3 As of May 2020, the NHIS covered around 40% of Ghana’s population. (roughly 12.3 million people).

Out-of-pocket spend

Private Tertiary Hospitals. Private
Primary Hospitals, Private Clinics,
Diagnostic Centers and
Pharmacies

A
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Israel

The Four Kupat Holim
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Health fund 2

Health fund 3

Health fund 4
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| National Health Fund >
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“Kupat Holim”, not-for-profit sick funds
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v
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Emergency Ambulatory
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Well-baby care
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Kenya

Allocations from National Government
Budget

e ———————

4

Limited Local Taxes Service Providers

Public Health Initiatives

VAT and Immunizations
other general > .
taxes County Governments o Health education
| National Hospital Insurance N
Fund (NHIF) Gove?npﬁﬁtheanh
Mandatory ) acilitues
Contributions Voluntary Community health centers
Contributions * Dispensaries
e o b B S o B e B e

Community Based Health
Insurance (covers treatment of
illnesses at specific health
facilities; fixed premium rates )
0.5% of population

« National referral hospitals

Employers and Employees in Informal
Employees in Sector
Formal Sector

A 4

Select private network of providers
Private hospitals

Physician services
Pharmaceuticals

\ 4

Population and
Employers

Other local initiatives (e.g.
mobile wallet), various
packages: various premium
models <0.5% of population

A

U N ——

v v

Voluntary Private Health Insurance (mostly group policies if from employers/ees, limited individual
policies, mostly micro policies from informal sector).
Various packages: risked rated contributions. 1.5% of population

» National Hospital Insurance Fund (NHIF) is the predominant form of health coverage

» Around 20% of the population is covered by the NHIF (Source: https://www.pharmaccess.org/wp-content/uploads/2018/01/The-healthcare-
system-in-Kenya.pdf)

* Required NHIF annual member contributions range from KES 1,800 (17 USD) to KES 20,400 (USD 198)

» About 5% of the population has other forms of health insurance coverage 33



Nigeria

Donor funding
(UNICEF,UN,etc)

\ 4

Government

Health budget; tax ; donor funding to finance the public provider

Tax payments

Private
companies and

»

Health budget; tax

Contributions: 60%
employer, 40%
employee
(percentage varies)

NHIS
Programs

Refers client to the provider (public or private)

\ 4

»

P —
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Subscribe

v
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Re

OOP,
Employees

A

) 4

Public Providers

(Primary/
Secondary/
Tertiary)

Referrals to private
providers for
specialized equipment
A 4

fe €rs t
o .
WI bro Vidl >
€rs onj
y

\

without HMO,
and Individuals

A 4

Access the providers directly (Public or private)

Private Providers

NHIS: National Health Insurance Scheme Programmes (Formal Sector, Informal Sector and Vulnerable Groups)

OOP: Out of pocket payment.

Health care financing in Nigeria is currently in transition with reform towards Universal Healthcare Coverage.
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Saudi Arabia

Government
(Ministry of Finance)

Ministry of Health (Programme)

N

The Ministry of Health ]

National revenue,
predominantly

1
[ Regional Health Directorate (20 Regions) )

Public provisions

Ministry of Health

L[

T

q| Primary health care services ]

General and specialist hospitals ]

Medical Cities ]

from oil

Other Governmental Sector (Health Programmes)

~\

The Ministry of
Defense and Aviation

Vs

The Saudi Arabian
National Guard

The Ministry of
Interior

Ministry of Education

The Royal
Commission for Jubail
L and Yanbu y

Royal Courte

H

Other Governmental Sectors

[ Primary health care services ]

Private sector employers
and their families

The Ministry of Labor and Social Development

Public and
Private sector employees
and their families and
unemployed expatriates

Compulsory Employment-

based Health Insurance

Private insurance

Out of pocket

[ General and specialist hospitals ]

[ Medical Cities ]

Institutions for the mentally ill, care
of elderly (inc. medical treatment),
Medical Equipment Subsidy

A 4

Private provisions

i Public healthcare

i Free medical service provided by the Ministry of Health
- The MoH provides 70% of funding for total public healthcare
I

Private healthcare |
Accounts 20% of total national healthcare |

expenditure.
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South Africa

National Budget National Department of
R223bn Health R29bn

Health programs

\ 4

Tax payments

Provincial Health Public sector health
Departments R194bn | facilities and programs

Individuals (uninsured)
48m > Out of pocket
expenditure R30bn

\ 4

Medical Schemes*
(private mutual funds)

\ 4

> R207bn > | Private sector health
> providers incl
hospitals and health
Individuals (medical professionals
scheme members . >
om ) Private Health Insurance

\ 4

and occupational health
schemes R12bn

2019 Figures (ZAR) 9.2% of GDP
290 0

*Medical schemes are regulated mutual funds that are required to cover prescribed minimum benefits but can also offer supplemental
cover



Europe

ICELAND SWEDEN

= FINLAND
3 RUSSIA
s

FETONA

DENMARK LATVIA
= LITHANA
78 -
NETHERLANDS
—_ I x BELARUS

UKRAINE

PORTUGAL

Switzer- Nether- United
France Germany Ireland Italy Poland Romania  land Spain lands Turkey Kingdom
Government schemes 53%  63% | 729%  781%  104%  155%  21.8% | 665%  63%  221% | 788% |
Gov't Compulsory contributory health insurance schemes — 0.4% 0.2% 59.1% 63.2% 41.8% 4.1% 75.3% 55.6%
Schemes  Compulsory Medical Saving Accounts (CMSA)
Other government/compulsory schemes
Voluntary health insurance schemes 6.6% 1.4% 12.7% 1.8% 5.7% 0.5% 6.5% 5.4% 5.9% 2.5% 3.1%
Voluntary  NPISH financing schemes 0.0% 1.3% 0.4% 0.8% 0.2% 0.4% 0.4% 1.6%
Schemes  Enterprise financing schemes 0.6% 0.4% 1.8% 0.4% 1.2% 0.1% 0.5% 1.4% 2.4% 0.5%
Other Voluntary health care payment schemes
OOoP Household out-of-pocket payment 9.4% 12.5% 12.3% 23.5% 22.8% 20.5% 28.9% 23.6% 11.1% 17.4% 16.0%
Foreign  Restofthe world financing schemes (non-resident)
Other Other Financing Schemes

Values shown as a % of Current Health Expenditure (CHE) in 2017

Source: World Health Organization Global Health Expenditure Database (https://apps.who.int/nha/database)
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France

_— ( Complementary health insurance
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Private Ambulatory Physicians

Private Clinics
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Ge

rmany

Government
(federal and state)

A
Taxes

POPULATION

Employer

\ 4

Health Insurance Fund

Mandatory
contributions

Risk based allocation
by age, gender and
health of insureds

y

Employees &
Retirees

\ 4

\ 4

Statutory Health Insurers (SHI)

Premiums: Pay-as-you-go

Covers all necessary, sufficient, effective and

economical health expenses

Risk based premium,
certain employees

Risk based premium,
certain employees

\ 4

Self-employed
&
voluntary
privately insured

\ 4

Risk based premium

\ 4

Private Health Insurers

Premiums: Individual Risk equivalence

Must offer “basic tariff” similar to compulsory

scheme. They can offer supplemental
benefits, deductibles or premium refunds.

\ 4

Private
Providers

A 4
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lreland
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Italy

Co-payments

State/National Parliament »|  Winistry of Health > State and Regional z
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o2
A 5=
o 25
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2 'L Budget
<
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Hospital services (in- and
outpatient)
Ambulatory providers PROVIDERS
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Other Service Providers
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v amily doctors
INSURED/ Co-payments . Y
EMPLOYERS v
w Hospital services (in- and PROVIDERS
Private Insurance > outpatient) PRIVATE
(Voluntary) J WITHOUT
CREDENTIAL

Ambulatory providers
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Netherlands

Healthcare allowance (through Tax Office)

State
Budget

Taxes

\ 4

Y

( N\ N\
Ministry of Health, f Research and
Welfare and Sport 'L education

. J J

( \ N\
Municipality fund =L Municipalities

J

A 4

) 4

Health Insurance
| Fund (Zvw)

] Reallocation

J e

Nominal premium

Income-dependent employer contribution

Insured

Patients

— » Health insurers
VHI contributions > )
( ] N\
Decentralized care
:: Domestic care and social support | <
:I Municipal Health Services prevention and youth care | <
| J
4 . ™\
Curative care
2 Wmo, Youth Act Co-payments | General Practitioners (GPs) |
L Restitutions(restitution policy) <
Direct payments (restitution policy) N | Hospitals |  —
Deductibles (via health insurer) + co- T ———
payments + direct payments (OOP) o | 9 P |
\l Other providers (pharmacist, dentist, physiotherapist) | )

[ Health Insurance Act (Zvw)
[ Public Health/Social Support (Wmo)/Youth Act
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Poland

Public Financing

___________ AR A

SUBSIDIES
Government
—————————— i R e e e e [ e el )
: : 1
National, Regional, | |
& Local | S L f . Lo m= 1
| Insurance Premium Collection i ! Government-run Insurance ! 1
i ‘ i Program 1 1
I 1 I
1 . 1 1 \ 4 1 1
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g Institution (ZUS) i I~ National Health Fund | | .
d T (NFZ) ;
1 1 I L
! : : R v o
i Agricultural Social Lol 7
TAXES i—| Insurance Institution t ! National Health Fund : . :
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Payers 2
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PREMIUM @1
1
1
i
Enterprise !
Private Financing 1 Hospitals
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INSURANCE _ _ I
PREMIUM! Private health insurance CONTRACTS H
—r nl
3 long-term care
1
i 1
Pr_lvate'healthcgre_ SERVICES WITHIN THE 1
Population VOLUNTARY FEE! providers’ subscription SUBSCRIPTION NETWORK !
> packages? > services
OUT-OF-POCKET .
nl
ol
1
[

1 possible cost-sharing with employers

2Not formally recognised as insurance products

Public & Private Providers

Specialist services

Rehabilitation and

Emergency medical
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Romania

GOVERNMENT

SOCIAL HEALTH INS

State

Government

Taxes
And National
Health Insurance
Contributions

salpisgns a1els

A\ 4

Ministry of Health

'

]
A\ 4

District Public Health Authorities fund
District Health Insurance Houses 1
CASMB (Bucharest)
CASAOPSNAJ (defense, public order,
national security, judicial authority)

\ 4

National Health
Programs

Emergency Services

v

Local Authorities

Primary Medicine

4

\ 4

\ 4

Population/Insured

suonngLIU0D
2ouRINSU| YIeaH

\ 4

National Health
Insurance

A\ 4

Community Medical Services

\ 4

\ 4

Employers

Private Health Insurers
Subscription Providers

YVYyVY

v

Public Hospitals
(Ministry of Health,
Other Ministries,

Or Local Authority Hospitals)

\A 4

\ 4

Ambulatory Care

Private Hospital and
Ambulatory Care

SH3AINOHd
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Spain

Social Security contributions

y

Spanish Parliament

5 Social Security insurance for Occupational diseases and labour
accidents
| Social Security Mutualism for Civil Servants (Ministries of Public  }—
P Administration, Justice and Defence)
Prisons, Defence, and other specific health resources and

Spanish Government I v

services

Ministry of Health
(+ social services

INGESA (Institute for Healthcare Management)
Healthcare Services for Autonomous Cities of Ceuta and Melilla

i : National Budget
National
Taxes
Sufficiency
funds
ACs Budget
Regional
Taxes

—P
- and equality) |
ACs Parliaments (17) | v —)l Agency for Medicines and Medical Devices |
ACs Government (17) | —D' National Transplant Organization
CISNS e |
(Inter-Territorial —b' Agency for Consumer Affairs, Food Safety and Nutrition |
| ACs Deparltments of Health (.17) | Council, 1+17) _
H H Institute of Health Carlos IlI
= : Public Health epidemiology, Labs, Training and Programmes.
| Public Health | 1 —»| Technology Assessment. Health Research Funding, Centres,

v

and Networks (Ministries of Health and Economy-

X X Competitiveness)
| Autonomic Healthcare Services |
) o ) Capitation or
Lump-sum budgets with Commissioning adjustments negotiated budget Activity-based
(cost-volume and funding
i Block contracts cost-volume ¢ ¢ List prices v block contracts) v v
Public Hospitals Private Hospitals Private Hospitals
Emergency Pri Community and specialist Public Hospitals under stable and Services under Private Health
rimary care q a q o "
ambulances pharmacies centers directly self governing contracts for specific contractual Professionals
managed defined population agreements
. A A A A A
4 Cost-sharing
Per diem Fee for service

CITIZENS / PATIENTS

A 4

Private Insurance
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Switzerland

Swiss Government

NATIONAL, REGIONAL, LOCAL GOVERNMENT

SOCIAL HEALTH INSURANCE & OTHER Sl

Other social insurance (SI) funds (UVG AHV-IV

\ 4

MV EL

; Social health insurance (SHI) funds (incl.

Enterprises

Population

individual MHI premium subsidies (IPV)*

SERVICE PROVIDERS
(Public & Private)

UVG = Federal Law on Accident Insurance; MV = military insurance;
AHV-1V = old-age and survivor’s insurance; EL = complementary payments of AHV-IV/AVS-Al, MHI = mandatory health insurance
* SHI has a risk reallocation system: age and sex within canton

-

1

1

1

1

1

1

1

i
r________________----------------------------I = Ambulatory providers .
i PRIVATE FINANCING |} . ]
1 1 . Pl
1 1 > Retail trade “I
|I.; 1 i 1
| Private Voluntary Health Insurance funds (VHI) | : ) ) } 1
1 H H Hospital services (in- and A‘q'
! ) I g outpatient) I
H Cost sharing 1 ! !
H . . . . . ! | Social Care (medical homes) [«
: OORP services (not covered: incl. other private financing) ! 1 1
1 1
1 1 1 . . 1
H _: -> Other Service Providers |+

i o B o |

1
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Turkey

Central Government

Social Security Institution

The Ministry of Treasury and

Finance

Compulsory
Contributions
Taxes

Population and
Institutions/
Organizations

Revolving Funds

Private Insurance

State Employees Social
Security

Private Sector Employees
Social Security

Green Card (for Low or no
income level)

Self-Employed Social
Security

Budget (Salaries for
Universities)

State Employees

Pay Per Service and Per Person

A

Service Providers

A

Out of Pocket

Revolving Funds The Ministry of Private, Non-
Health Governmental
& Organizations &
Universities Other
> Hospitals Hospitals
Pharmacy

\ 4

Family Practice

Other*
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United Kingdom (England)

I :( Local health / social ] COYERN W=
e L care boards
) | Devolved nations!
HM Treasury L
Y,
A ( f
Department o
National taxes > Heglthz
\
| v
-
NHS England > ( Clinical h
\ 3 [ commissioning group )
( e \
P Ezb::ﬂl;ealth »| Local Authority
L g Q y
[ Public health [«
. : <—
[ Community service }:
—
[ Mental health }:
T
. ) . B <— Py
4 N\ ‘( Private medical \ [ Hospital services }: @)
Enterprises '| nsurance )< é
companies [ Primary care > m
) P 2
[ Specialist services |«
FERUETET :: | Private health care facilities ]4—
\_ J Out-of-pocket payments .
o <
”| Community pharmacies ]4_
PRIVATE L ( yp )
1 Wales, Scotland, and Northern Ireland
2 England only 48



Experts / Lead Contributors

Lead Contributors

Joe Allbright
Jonathan Callund
Susan Mateja
Lisa Morgan
Shereen Sayre

joe.allbright@willistowerswatson.com
jonathan.callund@gmail.com
susanlynnmateja@gmail.com
lisa.morgan@ilo.org
sjsayre@yahoo.com

Africa/Middle East

Continent Leads

Joe Allbright
Jonathan Callund
Susan Mateja

North America
Latin America

joe.allbright@willistowerswatson.com
Asia/Oceania

jonathan.callund@gmail.com

Country Contributors
Argentina Jonathan Callund jonathan.callund@gmail.com Mexico Anne Hung
Australia Stuart Rodger stuartrodger@iprimus.com.au Netherlands Suzanne van Veen
Brazil Lisa Morgan lisa.morgan@ilo.org Nigeria Anthony Tippa
Canada Steve Cheon scheon@eckler.ca Poland Joanne Buckle/Monika Lis
Chile Jonathan Callund jonathan.callund@gmail.com Republic of Korea Keerti Sethia
China Han Rongze rongze han@Hotmail.com ) Joanne Buckle/
Columbia Carlos Arocha ca@arochaandassociates.ch Romania Diana Dodu
Egypt Talmage Brown talmage.brown@prudential.com Saudi Arabia Anne Hung/Ehab Atassi
France Jloanne Buckle/ joanne.buckle@milliman.com Singapore YiJun Ng
Christelle Desouhant . .
South Africa Roseanne Harris
Germany 'I"]t?(?r:gz Ellejzzlii/s joanne.buckle@milliman.com Spain Fernando Martin Lopez
Germany Rachel Slader rslader@munichre.com Sr_l Lanka Milanthi Sarukkal
Ghana Lisa Morgan lisa.morgan@ilo.org Sw!tzerland Cérlos Arocha
Hong Kong Anne Hung anniehyhung@gmail.com Switzerland Lisa Morgan
India Subhash Chandra subhash.chandra@aon.com Chinese Taipei Alex Leung
Indonesia Albertus Setiadi albertus.setiadi@rgare.com Turkey Joanne Buckle/
Ireland Kevin Manning kevin.v.manning@milliman.com Halil Kolbasi
Israel Yair Babad ybabad@uic.edu United Kingdom Anne Hung
Joanne Buckle/ ) . United Kingdom Joanne Buckle
Italy Nicola Biscaglia loanne.buckle@milliman.com United States Joe Allbright
Japan Yosuke Fujisawa yosuke fujisawa@swissre.com
Kenya Mitchell Momanyi

Lisa Morgan

Europe Joanne Buckle

United States
mitchell.momanyi@milliman.com

Susan Mateja

susanlynnmateja@gmail.com
lisa.morgan@ilo.org
joanne.buckle@milliman.com

anniehyhung@gmail.com
suzanne.van.veen@pwc.com
atippa@custodianinsurance.com
joanne.buckle@milliman.com
keerti.sethia@axa.com.sg

joanne.buckle@milliman.com

anniehyhung@gmail.com
yijun.ng@u.nus.edu
roseanneh@discovery.co.za
fmartinl@sanitas.es
milanthi@sparkactuarial.com
ca@arochaandassociates.ch
lisa.morgan@ilo.org
alex.leung@onedegree.hk

joanne.buckle@milliman.com

anniehyhung@gmail.com
joanne.buckle@milliman.com

joe.allbright@willistowerswatson.com

Uruguay Alejandro Vazquez

susanlynnmateja@gmail.com

av@vdf.com.uy
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