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Session Objectives:

* To discuss the role of national health insurance (NHI) in expanding
primary care services in a select number of countries in Asia

* To describe the implementation steps needed to enable NHI paying
for primary care

* To analyze the bottlenecks and barriers of NHI coverage of primary
care, and identify interventions that may address the bottlenecks and
barriers

* To determine the appropriateness of NHI paying for primary care



Asia and the Pacific countries are pursuing

Universal Health Coverage (UHC)
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Among the UHC measures are increased increased public sector
health spending

Average Domestic General Government Health Expenditure for 34
countries of Asia and the Pacific, per capita, in USS$ (2000-2014)
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BUT need to address public sector
inefficiencies
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Source of inefficiency
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National Health Insurance (NHI) Systems help address these
inefficiencies and maximize value for money

From Korea and Thailand to...

* PRC

* Philippines
* Indonesia
* Viet Nam
* Laos

* Nepal

* Mongolia
* India

e Pakistan

* Armenia
e Other DMCss



NHI

e Common features in Asia:

v

v

v

A national agency or body serves with more or less autonomy from the state,
sometimes even as a legal entity apart from the government

This organization operationalizes health financing functions by ensuring citizens’

financial protection, and purchasing health services and goods on behaﬁf of a
population.

Potential to carry a stewardship function for the whole health system, and
provide an opportunit?( for efficiency gains in each sub-function that is beyond
operations by the public sector.

* Often referred to national health insurance, national health service,
national hybrid health insurance, national health fund, national social
security fund ...



BUT...



NHI may aggravate
Fragmentation
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NHI is not automatically
equivalent to Strategic
purchasing



High Out of Pocket (OOP) spending continue to persist in a number of
countries in Asia and the Pacific
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Need to build up "new” health system skills and
capacities

Contracting/ Managing health care providers and sub-national
Costing/ financial management

Digital health

Determining and measuring quantity an quality of care

Managing capitation, case rate, ]pay for performance and other payment systems which is not line-item
budget, salary and unregulated fee for services

Making financial autonomy work in hospitals and health care providers

Management/governance of a separate health fund



s NHI an appropriate way to pay
for primary care?



Gaps in Primary Care Service Coverage

Married or in-
union women of . . . .
. Population using Population using
reproductive . . .
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. ) . age who have Tuberculosis L .
Skilled Birth Services - at ) DTP3 coverage coverage among drinking-water sanitation
Country . their need for . Treatment o
Attendance least four visits . ) (%) people with HIV sources (%); facilities (%);
family planning Coverage (%)
(%) o ) (%) Urban and Rural Urban and Rural
satisfied with
total Total
modern
methods (%)
Latest Available Latest Available Latest Available
2016 2016 2015 2015 2015
Year Year year
Azerbaijan 99.9 66.1 21.5 97 30 (22-40) 81 (67-98) 87 89.3
Cambodia 89 75.6 56.4 90 80 (70-92) 59 (42-92) 75.5 42.4
India 81.1 49.7 63.9 88 49 (40-61) 59 (36-110) 94.1 39.6
Indonesia 87.4 83.5 78.8 79 13 (11-15) 32 (23-50) 87.4 60.8
Kazakhstan 100 87 79.6 82 31(27-37) 89 (81-99) 92.9 97.5
Lao, People Democratic Republic 40.1 36.9 61.3 82 41 (36-47) 37 (26-57) 75.7 70.9
Malaysia 99 - - 98 37 (34-41) 87 (75-100) 98.2 96
Mongolia 98.9 89.6 68.3 99 33(31-39) 37(23-72) 64.4 59.7
Myanmar 60.2 73.4 58.5 90 55 (48-63) 70 (54-96) 80.6 79.6
Nepal 55.6 59.5 56 87 40 (35-47) 75 (66-85) 91.6 45.8
People's Republic of China 99.9 - 96.6 99 - 87 (75-100) 95.5 76.5
Philippines 72.8 84.3 51.5 86 32 (29-35) 85 (74-99) 91.8 73.9
Sri-Lanka 98.6 92.5 69.4 99 27 (18-39) 69 (52-96) 95.6 95.1
Thailand 99.6 934 89.2 99 69 (60-79) 53 (35-89) 97.8 93
Timor-Leste 29.3 55.1 38.3 85 - 57 (40-87) 71.9 40.6
Viet Nam 93.8 73.6 69.7 96 47 (41-53) 79 (65-98) 97.6 78

Source: WHO Global Health Observatory; Accessed October 16, 2017



Country experiences



Social Health Security Program
(Health Insurance)

Dr. Bhuwan Paudel
Senior Public Health Administrator
Health Insurance Board,

Government of Nepal



Milestones

e 2015/16 : mentioned in the new constitution.
:Health insurance policy and regulation
: Program Started in one district

* 2016/17 — Expanded to eight districts.
« 2017/18 — Health insurance Act.

* Program reached up to 40 districts (till now)

* 2018/19 — Planned to cover entire nation (77 districts)
* Population Coverage : up to 1 Million till date

(~3.5% of Total Population and approx. 8% at the
district level)

* Out of total insuree 15% are ultra-poor- premium is
paid by government)



Paying Primary Health Care Facilities

* Basic health service packages : stage of approval and
government commitment to provide free of cost
(Not implemented now)

e According to HIl Act : Health insurance pay for the service not
covered by BHS.

* Health insurance is Paying for the service where people have
to pay including Primary health facilities.



Features of Health Insurance in Nepal
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Enrollment

» Voluntary
» People from all ages
» Family as a Unit,,
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1. A. General OPD & Emergency Services

Diagnostic tests covered under OPD package
*Consultation/ Medical examination
*TC/DC/Hb

*Stool RE, Urine ME/RE

*Blood Sugar (up to 2 times)

Diagnostic tests covered under Emergency package
*Consultation/Medical examination

*TC/DC /Hb

*Urine ME/RE

*Blood Sugar (one time)

*S. Creatinine

*ECG

If member comes to referral center without referral slip, (exception
emergency):member has to bear all the treatment cost



Reimbursement Process of Primary Health Care Providers:

* Service providers lodge the claims for services provided through
IMIS software (Daily basis).

* The software auto-reviews the submitted claims (first level audit
based on filters set), software passed claims reach to reviewers.

* The Claim Review Team at Health Insurance Board reviews the
claims and uploaded supporting documents. Approved claims are
processed for reimbursement.

* A number of claims are also reviewed by the Quality Control &
Monitoring (Claim Review) Committee at HIB. Committee reviews
submitted documents and may request for any additional
documents if required.

* Approved claims are processed for release of payment.



PRIMARY HEALTH CARE
FINANCING

REPUBLIC OF ARMENIA



Background

* GNI per capita is US$4,020

* Life expectancy is 75 years

* Maternal mortality ratio of 25 per 100,000 live births
* Neonatal mortality rate of 7 per 1,000 live births

* Under-five mortality of 14 per 1,000 live births

* Total health expenditure per capita around US$162, about 4.5% of
GDP



STATE HEALTH AGENCY (SHA)

e Establishment in 1997

* Objective:
* to separate the public purchasing function from the public provider function, which were
both under the MoH.

* to contract both Eublic and private providers to deliver BBP, monitor and pay the health
providers and to become a strategic purchaser.

* The SHA retained its status of a semi-independent purchasing agency until 2002
on the same level as other ministries, then it was incorporated within MoH
structure.

* SHA is responsible for the allocation of financial resources, based on annual
contracting mechanisms with health care provider organizations and monitoring
the quantity and quality of services provided.



Financial flows in Health System Armenia
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Distribution of Financing Sources

- . . .

90%

80%

70%

60%
M Rest of the World

50% H Households out of pocket payments
B Resources of employers/private ventures

40% M Public Spending

30%

20%

10%

0

2004 2005 2006 2007 2008 2009 2010 2011 2012 2013 2014

X



Structure of Financing of Outpatient Care
(including primary care)

Financing of Outpatient Care is carried out based on the volume of the
reports on performed activities, but not more then the Contractual Price, is

following:

- Payment of physicians and nurses, as well as laboratory-instrumental
examinations - on per-capita basis (including general practitioners, family
physicians, pediatricians, OBG-s of women consultations, narrow
specialists, school nurses).

- Financing of medicine provision - based on the number of population
(special groups/ vulnerable).

- Financing for antenatal care (the number of registered pregnant women
per-month).



Basic Benefit Program (BBP)

* BBP covers

* PHC services, and emergency services for 100% of population, with
co-payment schedule for some services ( no co-payment for
poor/vulnerable);

* inpatient services for poor, vulnerable and special categories (with
exception of high-tech health care services) and group of diseases
by 100%.

* BBP law is called State Health Targeting Program (AL-139) which was
enacted on December 2000 and became effective January 2001.

* MoH contracts all health facilities through SHA which in turn pays the
facilities, and monitors facilities’ reports. SHA purchases BBP from
almost all public and private providers in Armenia.



E-health
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E-health system

= G ‘ @ Secure | https://www.armed.am/am/appwrapper/index/Sb2b7c053dadf/pagreportsapp/?custom_form_panel&pagreportsapp_app_main_div_2 Q ﬂr‘ ®

M

Urenrib 22
aurerLag, ¢ P b

SupsinnupndibEp Ununpwapnoduph -

Fugiubp

B

2
BUlnywl wduwehy' 12/07/1982
U7 0207620479
Ununpwanpnn Uuipun UnGthuijuit

| Bhuluwlwl wwindnynd » |

Llnd” L3NFHUALY URPUAUUSUL
Bubnywb wluwehl* 17/05/2003
AU3°6725030378

Unungwannn” Ugkujwliw Uppgnjwl

[ Sl upndnggns » |

whbwhnrnglbip, hhwndhg, nhdwdlnuwihl hwndwd, wwpwlng, Upbpwdwlnwl, Ypbpwgkind,
npnyuwjl, §nbg, npbwywp” pun hwndwbibph, ywpwbnguhl, jpdpw)hl, gnnljw-uppwbwhl,

unnphb L Jbphb gbpenypbbn) jnop. whnwlwnup
Buwnuwynipyul ubhap’ 16/03/2018 10:17
Buwnuynupwl wlwmpn’ 16/03/2018 10:18

Shlip* 20,000

Aennaprndwl b h wbnudnfudb

Ulopkph puliwly 0

JéwpUnd £ 100% dwunwah’ 100%

ygh ubhapp” 16/03/2018 10:17

Ljah wiwnnp® 16/03/2018 10:22

Shdwbnwbng’ Ywpuwm Unbhwlywl W2
Fdubdniue’ NEungkunpghwlwl

Fdhyly Loeuplk Oquiibignyw

“huyp  M42.9 Npbwpwph ounbnfunlinpng’ s6ungwb

Swnwynugnds 0707106 (MUG) Uwgqlhuwlul-nbgnliwluwhl wndngpudhuw (Ubipwnwg
nlnpwuwn Uncph wpdbpp)

Suwnwynuewl ubhas’ 19/05/2018 12:18

Buwnwyngwl wdwno’ 19/05/2018 16:01

Sl 77,000

Nennnprdwt by 2 mbnucinfudby

Clunhwlnwp’ 2911490

Fwigh wluwehd 01/06/2018 00:00

Buwslnyp’ 1306 Upmwhpwlinulinguyhl nddwpudunykh
whunnpnzhy hmwgnunnupnoilbp

T upwinsah spwahn Upnuhhdulinwlingughl
ndjuwpwiwwnkih whwnnpnhy hinwgnnnigniilip
fiwpynul £ 20,000

Awygh wduweh] 01/06/2018 00:00

Swsbnye' 1306 Upnwhpywinwlinguhl ndjupudwnbh
whunnpnzhy himwgnuncpynilbitp

T wwmdEap Spwabn’ Upnwhjwlinwlnguhl
ndjwpuwdwngbih wmnpnzhy hinwgnnnig)niiibp



Performance Based Financing

* Implemented since 2011 with 10 performance indicators.

* |nitiated by MoH to supplement existing per-capita
payment mechanism for PHC providers with incentive
scheme.

* Government-funded, no external support (except for
technical assistance and trainings)

e Covers ALL PHC providers nationwide (~ 350 facilities)



PBF Scheme

* Increased up to 30 indicators in 2012

Before 2015
* Payment frequency — annual (second quarter of next year)

* Bonus payments substituted 5 to 7 percent of providers” annual
income
* Indicators cover:
* Disease prevention (6 indicators)
* Control of chronic diseases (7 indicators)
 Maternal and Reproductive Health (3 indicators)
e Child Care (7 indicators)
* TB detection (1 indicator)

* Maintaining Electronic Registers of Patients with certain
Diseases (6 indicators).



PBF Scheme

e Since 2015 the payment of incentives is done semi-annually in accordance
with the level of achievement of 28 performance indicators

* Each visit to PHC provider is registered with special form, then entered into
electronic HIM system

e For 2018 PBF scheme and list of indicators is under revision.



Social Package (SP)

* In 2012, the government introduced a new initiative called the Social
Package for the Government, covering civil servants and public employees
working in education, culture and social protection sectors.

* Each employee received a voucher for 132 thousand AMD and mandatory
52 thousand should be spent for health insurance, also it was allowed to
spend the remaining amount to cover more comprehensive health
insurance plans.

» Since year 2015 also for above mentioned category of employees was
introduced an annual cheek up program.

e Starting 2017 medical care and service for the Beneficiaries is organized
and financed through health insurance contracts concluded between the
MOH and the private health insurance provider companies.



Challenges for Armenia

* The current and further reforms of healthcare system financing
mechanisms in Armenia should be directed towards:
* reduction of shadow turnover,
* increase of health budget allocation to PHC,

e further improvement of financing mechanisms, including introduction of new
targeted PBF scheme,

* introduction and implementation of quality assurance mechanismes.



Ssummary

* Many countries in Asia and Pacific are establishing and/or expanding national health
insurance as part of their efforts to pursue and achieve universal health coverage

* NHI is also being adopted for it helps address government health sector inefficiencies,
enable access to needed health care services including primary care services, and allows
the harnessing and aligning of the private health sector to support government
objectives.

* Several Asian countries has used their NHI to introduce and/or broader primary care
Sﬁrwces. However, several countries have not fully integrated primary care services into
their NHls.

* NHI has great potential to widen primary care services and addressing the bottlenecks
and barriers to NHI coverage would be crucial in ensuring that this potential is met.



