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Abstract
Reaching universal health coverage is a central objective of social protection systems. Countries can choose a variety of mechanisms to secure the right to social health protection for all. This report focuses on those countries that have chosen a universal health insurance model. More specifically, while a range of publications have explored the design of such schemes, published literature on implementation modalities used in low and middle-income countries is scarce. Notably, the documentation and comparative analysis of practical processes through which vulnerable groups – such as the poor or those working in the informal economy and their families - can successfully be integrated into such schemes. This work draws on case studies spanning ten low- and middle-income countries. The analysis highlights that the unique historical trajectories and socio-economic context of each country have shaped distinct approaches to the design and delivery of universal health insurance schemes.  
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Introduction
Reaching universal health coverage (UHC) is a central objective of social protection systems. Social health protection is a stepping stone towards realizing human rights to both health and social security. Effective access to quality healthcare without hardship, including maternity care, and income security in case of sickness are at the heart of International Social Security Standards, and are highlighted as the first guarantee of universal social protection floors as part of comprehensive social protection systems. This systemic approach aims at preserving health and addressing the multiple dimensions of financial protection in case of illness, encompassing direct healthcare and non-healthcare costs as well as income loss due to sickness and care seeking. It also calls for institutional coordination, which is indispensable for effectively addressing key determinants of health equity.  
Social health protection
Definition 
Social health protection includes a series of public or publicly organized and mandated private measures to achieve effective access to affordable healthcare services and adequate sickness benefits for all. Both are supportive of the objective of universal health coverage (UHC). The second political declaration of the United Nations General Assembly (UNGA) on UHC, adopted in September 2023, recognizes the fundamental importance of “social protection mechanisms […] to ensure universal and equitable access to quality health services without financial hardship for all people”(UN 2023). The Sustainable Development Goal (SDG) targets on UHC (3.8) and USP (1.3) are synergetic priority measures aimed at achieving a healthy and dignified life for all.
Table 1. Guiding principles from international social security standards related to social health protection
	Principle
	Explanation

	Universality of protection
	Health and social security are human rights and as such, should be guaranteed to all persons, leaving no one behind.

	Diversity of approaches and progressive realization  
	Diverse arrangements can exist for the financing, purchasing and provision of healthcare as long as they respect the guiding principles. Progressive realization recognizes that not all governments can mobilize the needed resources to comply immediately with international standards. It requires governments to take effective measures to gradually establish, as a matter of priority, a USP floor by mobilizing the maximum of available resources and continue to increase available resources to guarantee the higher levels of health and social security to as many people as possible as quickly as possible, while refraining from retrogressive measures.

	Risk-sharing and solidarity in financing
	Collectively financed mechanisms to cover the costs of healthcare, maternity and sickness are promoted because they generate positive redistributive effects and transfer the financial and labour market risks onto society rather than individuals

	Overall and primary responsibility of the State
	The State is responsible to respect, protect and fulfil the right to health and social security in line with international human rights. ILO standards impose on the State the overall and primarily responsibility for the proper administration of health care, maternity and sickness schemes and the due provision of these benefits. This includes ensuring the financial sustainability, revenue collection, pooling and purchasing of health services as well as health service provision. 

	Adequacy of benefits 
	Both medical care (including maternity care) and cash sickness and maternity benefits need to be adequate and meet the needs of all persons in terms of the range, scope and quality of the benefits provided, as well as financial protection in line with the minimum benchmarks set out in international standards. Specific criteria related to health care include accessibility, availability, acceptability and good quality.

	Predictability of benefits
	The national legal framework establishes the benefits and ensures necessary financial resources are secured so that benefits and services are delivered in the prescribed situations and conditions. 

	Non-discrimination, gender equality and social inclusion
	Design of SHP systems should ensure non-discrimination, gender equality and responsiveness to special needs. 

	Fiscal and economic sustainability with regards to social justice and equity
	The SHP system has the capacity to bear the costs of its operation in the country context, while ensuring equity and is regulated through a comprehensive accountability framework.

	Participation, social dialogue and accountability
	Governance structures include tripartite representation and dialogue with protected persons and employers, consultation mechanisms with other relevant and representative organizations of persons concerned as well as efficient and accessible complaint and appeal procedures within accountability framework.

	Integration within comprehensive social protection systems
	SHP should be an integral part of coordinated, coherent and comprehensive social protection systems.



Social health protection coverage globally
Coverage of the population
An analysis of the legal framework of 164 countries shows that 83.6 per cent of their population have a right to access a range of healthcare services for free or with limited co-payments. The proportion was less than two thirds in low-income countries, providing a clear illustration of uneven legal coverage across country income groups. Furthermore, some regions rely on voluntary mechanisms and/or employer’s liability rather than mandatory or automatic mechanisms, which are more robust in providing effective protection. Almost two thirds of the global population is effectively protected by a scheme, already showing a gap in implementation of the legal guarantees put in place by many countries. Low- and lower-middle income countries (LMICs) as well as the regions of Sub-Saharan Africa and Southern Asia experience the largest gaps between legal coverage and effective protection, pointing to difficulties in enforcing legal frameworks and giving effect to people’s rights in practice. The global coverage rate has stalled, with almost no progress since 2020. Coverage varies strongly across country income groups, showing stark inequalities and an uneven trend between 2020 and 2023, and indeed, coverage in low-income countries (LICs) has even decreased (figure 1). More than four in five persons in LICs are left unprotected and Southern Asia and Sub-Saharan Africa remain far below global averages.
Figure 1. Proportion of the population protected by social health protection (protected persons), regional estimates, 2023 or latest year available1 
 
Source: Based on data from ILO Social Security Inquiry and OECD Health Statistics 2023 national administrative data published in official reports, information from regular national surveys of target populations on awareness on rights. 
Adequacy
Over the past decades, major developments in the area of social health protection have given rise to an increasing number of people being protected. Extending social health protection requires the establishment of national legislations that ensure a legal entitlement to access healthcare without financial hardship, in line with human rights instruments and international social security standards. However, translating these legal entitlements into effective access often faces practical challenges. Many barriers can remain, compromising adequacy:
	The availability, accessibility, acceptability and quality of healthcare services may be poor, not allowing effective access in practice or access to a level that would allow improvements in health status.

	Benefit packages may be limited, covering few services and leaving patients to cover high out-of-pocket (OOP) expenses.

	High official co-payments or informal payments may be requested, leaving an important share of the total costs of care to be borne by patients.


Despite the adoption of a dedicated SDG on health and well-being, more than four decades after the Declaration of Alma-Ata on Primary Healthcare (PHC), over half of the world’s population do not receive essential health services when they need them, with large disparities evident across countries (WHO and World Bank 2023). One billion people worldwide faced catastrophic health spending in 2019, defined as OOP expenditures exceeding 10 per cent of total yearly household consumption or income, posing a major poverty risk. Significant disparities across regions and country income groups remain (WHO and World Bank 2023). Globally, the share of the global population who faced catastrophic health expenditures – exceeding 10 per cent of household income or consumption – has risen by almost four percentage points between 2000–2022, with a particularly pronounced increase in middle-income countries (WHO and World Bank 2023). At the same time, low catastrophic health spending and more broadly low OOP could stem from forgone care which is rooted in insufficient service coverage and/or additional barriers, rather than being the result of improved financial protection. This reinforces the need to analyse all dimensions of coverage in tandem and to pay particular attention to the adequacy of social health protection coverage (ILO 2021c).
Institutional and financing arrangements for social health protection
According to ILO standards, social health protection can encompass a wide variety of institutional and financial arrangements. It can be financed through social security contributions from workers, employers and government, by general government revenues coming from taxes and other revenues, and by a combination of these sources. Social health protection can be the mandate of:
	a national health service, where services are financed and provided for free or with minimal user fees directly by the Ministry of Health;

	a national/social health insurance, where an autonomous institution pools revenues from social security contributions and government transfers and is in charge of purchasing healthcare services on behalf of the population; or

	a mix of those arrangements, with a large array of options for centralization/decentralization, concentration/fragmentation of programmes, etc.


In practice the two first options are very rarely encountered in their ‘pure form‘ and mixed arrangements are prevalent. Various regional reviews of financing and institutional arrangements for social health protection have shown that those are poor predictors of outcome and that, rather, the respect of core principles in line with ILO standards, political will and financial commitments are decisive factors (ILO 2021c, 2024a; ILO, forthcoming).
To extend social health protection, countries have adopted different types of measures, such as:
	Universal approaches:
	National health services free at the point of care in public facilities. This is the case, for instance, in Malaysia or Brunei.

	National Health Insurance combining different contributory and non-contributory entry points for different categories of populations. For example, Costa Rica, Indonesia, the Philippines, Türkiye and Viet Nam have adopted such a strategy. In some countries, this is achieved through different schemes managed by different institutions for different populations groups, such as in Thailand.

	In a smaller number of countries, mandatory private health insurance for the entire resident population with non-contributory entry points for vulnerable populations.



	Categorical and targeted approaches:
	User fee waivers/exemptions or non-contributory health insurance for specific categories of the population. For instance, in India a scheme has been created to cover specifically people below the poverty line, in Niger user fee waivers are applied to pregnant women and children under 5.

	User fee waivers or vouchers for specific health interventions. For instance, in Kenya, Madagascar and many other countries, such mechanisms have been put in place for maternal and child health interventions, tuberculosis, malaria or HIV.

	Dedicated contributory social health insurance schemes are in place for specific groups, for instance in Togo (with the initial creation of a mandatory social health insurance scheme for civil servants) and in Cambodia (with the creation of a mandatory social health insurance pillar to the national social security fund for formally employed workers).

	In some countries, subsidies to private health insurance are available for specific vulnerable groups (for example, United States under the Affordable Care Act).

	Many countries have adopted a mix of targeted approaches, with varying degrees of coherence and articulation, creating often some gaps (ILO 2021c).




In the past decades, an increasing number of low- and middle-income countries have adopted legislation on national health insurance schemes with the objective of reaching universal coverage. In this context, countries need to create entry points in their universal health insurance (UHI) scheme for workers in the informal economy on the one hand, and for the population who are poor or vulnerable and cannot contribute on the other hand. While there is a wealth of documentation on the design and more particularly, the arrangements for delivery of such models in OECD countries, there is much less on low- and middle-income countries.
Scope of the study and conceptual framework
This study sets out to document the implementation modalities pursued by ten low- and middle-income countries (LMIC) that have adopted a national health insurance with universalistic objectives. While there is much in the published literature about the design features of such policies and schemes, there is much less on the implementation modalities regarding their delivery, and particularly the practical processes through which they have managed to include groups such as the poor and vulnerable and/or workers in the informal economy who are not poor. Given that a number of countries have passed legislations in the last decade aiming at universalizing public health insurance, in particular in the lower-middle income group, this study aims at providing examples of challenges and practical solutions found in ten such countries – the countries under this study (analysed below in the Country Case Studies).
Public health insurance schemes
When assessing the design of public health insurance schemes, the ILO uses the framework provided by international social security standards for the extension of social health protection coverage more generally (box 1). 
Box 1. International social security standards and the extension of social health protection coverage
Universality
In 1944, the Medical Care Recommendation (No. 69) introduced the principle of universality, setting out that healthcare services should cover all members of the community, “whether or not they are gainfully occupied” (para. 8). The right to health was subsequently formally enunciated by human rights instruments. The human rights to health and social security are understood as creating an obligation to guarantee universal effective access to adequate protection (ILO 2019b, UN 2008). Social health protection is rooted in this framework and represents the optimal mechanism to substantiate these human rights (ILO 2020b).
Financing and institutional arrangements
International social security standards promote collectively financed mechanisms to cover the costs of accessing health services, recognizing recourse to taxes and contributions made by workers, employers and government. Likewise, the standards recognize a range of institutional arrangements, namely national healthcare services, by which public services deliver affordable health interventions, and national social health insurance, by which an autonomous public entity collects revenues from different sources (social contributions and/or government transfers) to purchase health services, either only from public providers or from both public and private providers. 
Coverage extension
The horizontal extension of coverage aims to cover the entire population with at least a minimum level of protection across four basic social protection floor guarantees, including healthcare, in line with Social Protection Floors Recommendation, 2012 (No. 202) (ILO 2017, 2019c, 2021a). The vertical extension of coverage aims to improve benefit adequacy progressively, ensuring higher levels of protection. International social security standards establish a minimum level of benefit to be guaranteed by law. The benefit level for healthcare encompasses two dimensions:
	the range of services effectively accessible; and

	financial protection against the costs of such services.


With respect to the first element, the range of services to be included should be progressively widened. While social protection floors should include the provision, at a minimum, of “essential healthcare” as defined nationally, including free prenatal and postnatal care for the most vulnerable, countries should progressively move towards greater protection for all, as reflected in Social Security (Minimum Standards) Convention, 1952 (No. 102) and Medical Care and Sickness Benefits Convention, 1969 (No. 130), which stipulate the provision in national law of access to a comprehensive range of services. To be considered adequate, in line with human rights compliance monitoring mechanisms, health services need to meet the criteria of availability, accessibility, acceptability and quality (Recommendation No. 202, para. 5(a)) (UN 2000).
With respect to the second element (financial protection), ILO instruments stipulate legal entitlements to healthcare “without hardship”. Out-of-pocket (OOP) payments should not be a primary source for financing healthcare services. The rules regarding cost-sharing must be designed to avoid hardship, with limited co-payments and free maternity care (ILO 2024b).

The design of a public health insurance scheme is therefore described alongside the following key parameters:
	Population coverage: who in the population is covered by the scheme in the law and in practice?

	Benefit package: what is the range of services the protected population entitled to?

	Financial protection: are there co-payments and if so what share of the total cost of care do they represent?

	Network of service providers: in which facilities can the protected population avail themselves of the services?

	Financing: what are the sources of revenue of the scheme?

	Institutional set-up: who is/are the institution(s) responsible for the administration of the scheme?


For each parameter, international social security standards provide guidance as well as a benchmark in terms of minimum levels of protection to be guaranteed. In public health insurance schemes, like in most social protection schemes, the way the scheme is delivered, through key administrative processes, often plays a role in its effectiveness and its efficiency. The present study provides a comparative analysis of such processes, along the following chain: a) outreach on scheme awareness and registration, b) determination of eligibility depending on established classification, c) registration and enrolment, d) contribution collection when applicable (for groups who contribute), e) compliance, f) monitoring in the provision of healthcare benefits and g) complaint management. Those processes may vary across countries and public health insurance schemes. For example, even though a general feature of such schemes is a fairly established purchaser-provider split, some national health insurance schemes also manage healthcare facilities, and therefore an additional feature would be the care delivery itself.
Poverty, vulnerability and targeting
Protecting the poorest and most vulnerable within society against the cost of accessing healthcare was identified early on as a priority by many countries covered in this report. Indeed, the consequences of catastrophic health spending is disproportionately higher among poor households compared to higher income households. Additionally, good health is a pre-requisite for workforce productivity and critical for the poorest to effectively access opportunities to improve their livelihoods and break the vicious cycle between ill health and poverty.
All the countries under study have expanded coverage of existing social health insurance mechanisms to the poor, near-poor or specifically vulnerable populations at no, or at least considerably reduced, cost for them through the provision of full or partial contribution subsidies2. Covering the poor and vulnerable under the same scheme used for the entire population provides opportunities for better redistribution through larger financial and risk-pooling. Through this approach, countries are also trying to address persisting inequalities3. Similarly, the countries have designed specific entry points for poor and vulnerable population groups to national health insurance schemes to ensure their effective access. This includes specific approaches towards reaching out to the poor and marginalized population with public health insurance, as well as to limiting discrimination against the poor at the point of care.
The countries have used different mechanisms to extend coverage with social health insurance to the poor and vulnerable and have applied different definitions of this group according to national circumstances. Schematically, two main approaches can be distinguished: 
	Poverty targeting: poor households are identified based on (proxy-) means testing and included in the public health insurance scheme on a fully subsidized basis, and

	Categorical targeting: specific categories of the population considered as particularly vulnerable, such as children, older persons, persons with disabilities, ethnic minorities, geographically remote populations etc. are included in the public health insurance scheme on a fully subsidized basis.


Many countries apply a mix of both approaches.
Means-tested schemes are widely used in social protection systems, particularly when it comes to social assistance (box 2). For instance, a number of countries implement cash transfer programmes for family benefits that can only be accessed below an income threshold. The way means are assessed can be challenging and at times problematic in countries where reliable information on income is not available for the entire population in government databases. Some schemes rely on proxy means testing methodologies that have been put into question when it comes to their accuracy, their ability to guarantee rights-based social protection in real time and their cost-effectiveness (Kidd et al. 2017, Sabates-Wheeler et al. 2014).
Box 2. Means-tested schemes
There are schemes that provide benefits upon proof of need and target certain categories of persons or households whose means fall below a certain threshold. Such schemes are often referred to as social assistance schemes.
A means test is used to assess whether the individual’s or household’s own resources (income and/or assets) are below a defined threshold to determine whether the applicants are eligible for a benefit at all and if so, what level benefit will be provided.
In some countries, proxy means tests are used; that is, eligibility is determined without actually assessing income or assets, on the basis of other household characteristics (proxies) that are deemed more easily observable.
Means-tested schemes may also include entitlement conditions and obligations, such as work requirements, participation in health check-ups or (for children) school attendance (ILO 2021c).

Workers in the informal economy and their families
Many countries remain highly concerned about the lack of population coverage for workers in the informal economy and their families – the so-called “missing middle”. The term “informal economy” refers to all economic activities by workers and economic units that are – in law or in practice – not covered, or insufficiently covered, by formal arrangements (see ILO Transition from the Informal to the Formal Economy Recommendation, 2015 (No. 204), para. 2(a)). It is a broad term that in practice, encompasses a diversity of realities and work arrangements. It is inclusive of the informal sector and informal employment in formal sector enterprises, informal sector enterprises or households, as the respective definitions do not completely overlap (box 3).
Informal employment represents a high share of total employment in many low- and middle-income countries. In the countries covered in this report, the share of informal employment as a share of total employment varies between 18.8 per cent in Kazakhstan and more than 90 per cent in Rwanda. The informal economy is usually characterized by a remarkable heterogeneity, encompassing diverse sectors and displaying varied employment patterns. This vast and dynamic category includes workers engaged in activities such as street vending, small-scale manufacturing, construction work, domestic work or agriculture (crop farming, livestock, forestry or fisheries). Each sector has its own set of challenges and opportunities when it comes to accessing social health insurance schemes or other social protection mechanisms. Furthermore, the risk of being in informal employment is higher for workers in some types of employment, including temporary, part-time and self-employment, such as for casual workers or workers on digital platforms (ILO 2021e, 2023). Recognizing and addressing this multifaceted reality is essential for governments aiming to formulate inclusive strategies that cater to the unique social health protection needs of workers in the informal economy, fostering a more equitable and supportive labour environment.
Social security coverage is one criteria, amongst others, used to measure formal employment (alongside being subject to national labour legislation and income taxation – see box 3). For this reason, extending social security coverage to these workers is a key step in facilitating their transition from the informal to the formal economy. 
This requires addressing the multiple barriers that prevent households who rely on the informal economy for their livelihood from accessing social protection. Some categories of workers are not legally covered and therefore face legal barriers in accessing statutory schemes. In some countries, workers, their families and their employers in some sectors of activity (for example, agriculture) or below a certain size of business unit (for example, 10–50 workers) are not included in the legal provisions of any social health insurance mechanisms. In addition, financing mechanisms and administrative procedures that are not adapted to the circumstances of these workers result in practical barriers to accessing schemes. Similarly, a lack of information, awareness and trust often constitute further challenges. 
All countries in this report have implemented strategies to extend social health insurance to workers in the informal economy. They have made considerable efforts to remove legal barriers, to adapt contribution schedules, as well as to facilitate effective access to social health insurance schemes for workers outside formal employment along the delivery chain. These efforts do not only provide essential protection to these workers, but they also contribute to facilitating their transition from the informal to the formal economy. 
Box 3. Defining the informal sector and informal employment
The term “informal sector” designates units engaged in the production of goods or services with the primary objective of generating employment and incomes to the persons concerned. Such units are unincorporated enterprises not constituted as separate entities independent of their owners, as defined at the 15th International Conference of Labour Statisticians (ICLS) . Typically, they operate at a low level of organization, on a small scale and with little or no division of labour and capital as factors of production. Therefore, many micro- and small enterprises (MSEs), including those operating in the rural economy, are in the Informal sector (ILO 2021e). In some countries, such MSEs are either not, or only partially, included in the scope of labour and social protection legislation. Similarly, they often face practical difficulties in complying with tax, labour and social security legislations owing to their limited administrative and financial capacities. In many cases, neither the employers nor the workers in MSEs are covered by social protection systems (ILO 2021d).
The term “informal employment” is defined in terms of the employment relationship and protections associated with the job of the worker (Hussmanns 2004). Informal employment refers to working arrangements that are de facto or de jure not subject to national labour legislation, income taxation or entitlement to social protection or certain other employment benefits, for example: advance notice of dismissal, severance pay, paid annual or sick leave, occupational health and safety regulations, working time and minimum wage legislation. Workers in informal employment are defined as those who work in informal jobs, whether carried out in formal sector enterprises, informal sector enterprises or households. It can encompass diverse realities when it comes to status in employment: employees holding informal jobs, employers and own-account workers employed in their own informal sector enterprises, members of informal producers’ cooperatives, contributing family workers in formal or informal sector enterprises and own-account workers engaged in the production of goods for own-end use by their household. Although not everyone in the informal economy is poor, a significant proportion of workers in the informal economy are indeed so.

Method and structure of the report
The country case studies were developed based on a review of secondary data from official reports, websites, publications, scheme and programme evaluations as well as key informant interviews. Ten countries have been selected based on the following criteria: (i) low- or middle-income level status as per the World Development Indicators classification; (ii) high rate of social health protection effective population coverage as per the ILO World Social Protection Database; (iii) national health insurance institutional arrangements. 
The first part of the report is a synthesis of the country case studies and is structured as follows:
	Section 1 (A diversity of contexts and scheme designs across the ten countries) provides an overview of the diversity of country contexts and UHI scheme designs across the ten countries.

	Section 2 (Administrative modalities to implement universal health insurance schemes) delves into the specific implementation mechanisms along the social protection delivery chain that can be used to improve access of the concerned population groups to social health insurance schemes.

	Conclusions summarizes lessons learned.


Throughout the synthesis part, country experiences are used to illustrate diverse approaches to achieve a common goal. 
The report further includes a second part with ten country case studies providing an overview of national social health insurance schemes, their design and implementation features, results achieved, as well as their specific key success factors and challenges. The countries elaborated in the country case studies are: Colombia, Costa Rica, Indonesia, Kazakhstan, Lao People’s Democratic Republic, Morocco, Philippines, Rwanda, Türkiye and Viet Nam.
Unless otherwise specified, the country examples provided throughout the first part of the document are sourced from the country profiles, where full references can be found.

A pregnant woman comes to see doctor for regular check up of her pregnancy at the district hospital, Attapeu province, Lao PDR, 04/2022.
©ILO/Mongkon Duangkhiew.

1 
         Based on data collected for 127 countries and territories representing over 90 per cent of the world’s population. Regional estimates are weighted by the total population. It represents the best estimate of people protected by a healthcare scheme for their primary coverage. Mechanisms include national health insurance; social health insurance mandated by the State (including subsidized coverage for the poor); national healthcare service guaranteed for free or with small co-payments; and other programmes (user fee waivers, vouchers, etc.). 202 schemes for primary coverage were identified and included. This is substantially more than in 2020, therefore in order to generate trends the 2020 estimates were recalculated including the new countries and schemes for which data points are available in both periods. Only public or publicly mandated privately administered primary healthcare schemes were included. Supplementary public and private programmes were not included.
2 
         National poverty headcounts of the sample of countries selected for this report vary between 4.8 per cent in Morocco and 39.1 per cent in Colombia (table 2). 
3 
         The Gini Index in the countries covered in this report varies between 27.8 per cent in Kazakhstan and 51.5 per cent in Colombia (table 2). The Gini index measures the extent to which the distribution of income or consumption among individuals or households within an economy deviates from a perfectly equal distribution.


A diversity of contexts and scheme designs across the ten countries
Key messages
The analysis reveals a wide diversity of contexts in terms of poverty, vulnerability, employment and their interplay in the ten studied countries. Adapting to the national realities and specific context thereof seems to have been an important driver behind the architecture of universal health insurance schemes across those countries, and shows that a thorough understanding of the interplay between poverty, vulnerability and the labour market is needed to design such schemes in a way that is inclusive and has the potential to translate into adequate implementation.
	The decision to launch universal health insurance schemes, their design and, as will be illustrated in the next section, the way they are being implemented, is largely the fruit of an historical construct in each concerned country. The diversity of approaches and designs reflects these differences in trajectories, which are directly connected to the specific history and socio-economic situation unique to each country.

	The expansion of effective coverage seems largely dependent on how the populations with no capacity to contribute as well as the population dependent on the informal economy for their livelihoods are defined within the design of the schemes and further identified, enrolled and included in administrative processes, which is the main aim of the study (section 2). In this respect a few design considerations are important to underline:
	Legally mandated coverage for the entire population remains the anchor and starting point for extending coverage universally and creates opposable rights for people to claim. In this respect, ILO Recommendations No. 69 and No. 202 remain references to ensure that universality is in-built into any national health insurance scheme legislation. 

	In terms of benefits design, to a few exceptions, the included countries opted for largely uniform benefit packages, but varying co-payment levels depending on population categories, to foster equity in access to services.

	Regarding financing arrangements, the studied countries opted for a mix of funding sources for their universal health insurance schemes, illustrating that contribution subsidies – both full and partial depending on the population group – are needed to cover the entire population. 





Poverty, vulnerability and the labour market
Gaps in social health protection population coverage globally can be rooted in legal provisions, implementation and most often a combination of both, compounded by a lack of adequate financial resources. These gaps largely overlap and reinforce existing socio-economic inequalities, which is why the countries included in this study have launched universal health insurance policies and laws with a view to addressing them and levelling the playing field when it comes to financial protection in accessing healthcare (ILO 2024b). Indeed, it is important to recall that one billion people worldwide faced catastrophic health spending in 2019,4 posing a major poverty risk (WHO and World Bank 2023). The share of the global population who faced catastrophic health expenditures5 rose by almost four percentage points between 2000 and 2022 (WHO and World Bank 2023). Since 2000, the share of the global population impoverished or further impoverished at the relative poverty line has continuously increased, accounting for almost 1.3 million people in 2019 and analysis shows that this indicator’s incidence is three times greater in rural than in urban areas and is highest in households that are multigenerational or mostly composed of young persons (WHO and World Bank 2023). 
Breaking the vicious cycle between illness and poverty has been at the centre of most of the universal health insurance reforms in the ten countries studied. At the same time, poverty is multidimensional and is at the interface between vulnerable and informal employment in most countries. Understanding poverty and informal employment proved crucial in the design of those schemes, because it holds important risks::
	If contributory capacities are estimated too low and no other progressive taxation mechanisms are in place, the scheme may not contribute significantly to redistribution.  If contributory capacities are estimated too high (for example, expecting that any person in employment can contribute the same for their entire household or that workers in the informal economy can always cover their share of the contribution as well as the share normally borne by the employer) and contribution exemptions apply only to narrowly defined categories of poor households, the risk of having a coverage gap of the working poor is correspondingly very high.

	If contributory capacities are estimated too low and no other progressive taxation mechanisms are in place, the scheme may not contribute significantly to redistribution. 

	If non-contributory pathways to the universal health insurance scheme are linked to other means-tested benefits that have eligibility conditions linked solely to status in employment (for instance, a condition of inclusion is not being employed), then there is a risk of disincentive to formalization of employment


Therefore understanding the interplay between poverty, vulnerability and the informal economy in each context plays a role in the extent to which schemes will be able to effectively extend their coverage in practice. This sub-section provides an overview of the diverse approaches adopted by the ten countries of study in their schemes when addressing the issue of informality in the context of poverty.
Poverty
Poverty levels vary widely across the ten countries of study, ranging between 3.5 and 39 er cent of the population (table 2). The challenges of estimating who can and cannot contribute in a country will therefore vary significantly. In countries with high levels of poverty, it is clear that a fair share of the poor will be in employment that is also likely to be in the informal economy.
Table 2. Key indicators related to poverty
	
	Colombia
	Costa Rica
	Indonesia
	Kazakhstan
	Lao PDR

	Country income category
	Upper-middle Income
	Upper-middle Income
	Upper-middle Income
	Upper-middle Income
	Lower-middle Income

	Poverty headcount ratio at national poverty lines (% of population)
	39.1% (2021)
	25.5% (2022)
	9.5% (2022)
	5.2% (2021)
	18.3%(2018)

	Poverty headcount ratio at USD 2.15 a day (% of population)
	6.6% (2021)
	0.9% (2022) 
	2.5% (2022)
	0.0% (2018)
	7.1% (2018)

	Gini index
	51.5 (2021)
	47.2 (2022)
	37.9 (2022)
	27.8 (2018)
	38.8 (2018)

	SDG indicator 1.1.1 - Working poverty rate (percentage of employed living below US$2.15 PPP) (%)
	3.291 % (2024)
	0.1 % (2024)
	2.029% (2023)
	0.096 % (2024)
	5.978 % (2024)

	
	Morocco
	Philippines
	Rwanda
	Türkiye
	Viet Nam

	Country income category
	Lower-middle Income
	Lower-middle Income
	Low Income
	Upper-middle Income
	Lower-middle Income

	Poverty headcount ratio at national poverty lines (% of population)
	3.54% (2022)
	18.1% (2021)
	38.2% (2016)
	14.4% (2022)
	4.2% (2022)

	Poverty headcount ratio at USD 2.15 a day (% of population)
	1.4% (2013)
	3.0% (2021)
	52% (2016)
	0.4% (2019)
	0.7% (2020)

	Gini index
	39.5 (2013)
	40.7 (2021)
	43.7 (2016)
	41.9 (2020)
	38.8 (2020)

	SDG indicator 1.1.1 - Working poverty rate (percentage of employed living below US$2.15 PPP) (%)
	0.54 % (2024)
	1.945 % (2024)
	32.5% (2024)
	0.1% (2024)
	1.035 % (2024)



Source: data retrieved from the World Bank, “World Bank Open Data” and from the ILO, “ILOSTAT”.

The informal economy
Interestingly, the countries under study all display relatively high levels of informal employment as a share of total employment. This means that those countries have been relatively successful at extending public health insurance coverage with a contributory component in contexts where the informal economy is significant or prevalent (table 3).

Table 3. Key indicators related to the labour force
	
	Colombia
	Costa Rica
	Indonesia
	Kazakhstan
	Lao PDR

	Labour force participation rate
	63.5% (2025)
	56.4% (2025)
	67% (2025)
	70.1% (2025)
	66.2% (2025)

	Informal employment (% of total employment)
	56% (2023)
	43% (2023)
	60% (2023) 
	18.8% (2021)
	82.7% (2018)

	
	Morocco
	Philippines
	Rwanda
	Türkiye
	Viet Nam

	Labour force participation rate
	43.9% (2025)
	60.6% (2025)
	63.4% (2025)
	54.1% (2025)
	73.3% (2025)

	Informal employment (% of total employment)
	62.5% (2022)
	38% (2018)
	91.3% (2022)
	33.4% (2018)
	68.5% (2021)


Source: data retrieved from the ILO, “ILOSTAT”.
Trajectories towards social health protection coverage extension 
The political economy of extending coverage universally
A cross-analysis of the ten country case studies shows clearly that the choice of a universal health insurance scheme is always the result of a historical construct and takes different shapes and forms depending on the country. A constant is the strong political will that has driven the process in each country and the diversity of drivers for reforms. Some countries had long ago universalized their schemes (Costa Rica), others have done so recently (Morocco), some have consolidated existing schemes as a basis for reform (Lao PDR) while others have recently transitioned to a scheme based on insurance principles (Kazakhstan). While significant progress has been made, some countries are still not reaching all of their population (table 4). The results in terms of effective access to healthcare without hardship have also been variable across countries. 
Table 4. National health insurance coverage and effective access without hardship
	
	Colombia
	Costa Rica
	Indonesia
	Kazakhstan
	Lao PDR

	Population effectively covered by social health protection (%)
	94.3% (2023)
	91.1% (2023)
	90% (2023)
	82.6% (2023)
	80.9% (2023)

	Proportion of population using health services at least once in the last year (%)
	N/A
	50% of population used health services at least once in the last year (2019)
	~1.7 utilizations per person per year
	N/A
	53.9% for outpatient and 5.6% for inpatient care among NHI members

	Out-of-pocket expenditure as percentage of current health expenditure (CHE) (%)
	14% (2020)
	20.3% (2020)
	31% (2020)
	27.5% (2020)
	41.8% (2020)

	Proportion of population spending more than 10% of household consumption or income on out-of-pocket health care expenditure (%) (2013-2021)
	8.2
	7.4
	2.0
	3.7
	6.8



	
	Morocco
	Philippines
	Rwanda
	Türkiye
	Viet Nam

	Population effectively covered by social health protection (%)
	85.5% (2023)
	83.2% (2023)
	82.3% (2020)
	98.5% (2023)
	89.3% (2023)

	Proportion of population using health services at least once in the last year (%)
	N/A
	N/A
	~1.9 primary health care visits per person per year
	~8 visits per person  per year
	~1.5 utilizations per person per year

	Out-of-pocket expenditure as percentage of current health expenditure (CHE) (%)
	42% (2020)
	41% (2021)
	10.4% (2021)
	16.3% (2020)
	39.6% (2020)

	Proportion of population spending more than 10% of household consumption or income on out-of-pocket health care expenditure (%) (2013-2021)
	8.2
	6.3
	1.2
	4.2
	8.5



Source: data retrieved from the ILO, “ILO World Social Protection Data Dashboards”, from WHO, “the WHO Global Health Observatory”, from the WHO, “the Global Health Expentidure” and national sources.
A remarkably common feature among many countries represented in the report is that they have progressively consolidated multiple social health insurance schemes for different population groups into one single pool – with a few exemptions for specific groups representing a small share of the overall population in some cases (for example, special schemes for teachers, the military forces and employees of public universities in Colombia, workers covered by mutual societies or group insurance contracts prior to the introduction of the universal health insurance in Morocco, or formally employed workers in the public sector and private sectors in Rwanda). Illustrative examples for the consolidation of various schemes for different groups are Indonesia (box 4), Lao PDR (box 5) and Türkiye. The merger of Indonesia’s fragmented schemes started after citizens brought legal actions to hold the government accountable for implementing the 2004 law on the National Social Security System, which stipulated that benefits should be uniform for all members (Global Financing Facility and World Bank 2019). This example illustrates that political commitment can also be triggered by pressure from civil society and underlines the importance of having a rights-based approach as a condition for the operationalization of the schemes and effective access.
Box 4. Reducing fragmentation in Indonesia
With the enactment of the 2004 Law on the National Social Security System and Law No. 24 of 2011, Indonesia has made a strong commitment towards UHC. In 2012, the National Social Security Board, Dewan Jaminan Sosial Nasional (DJSN), and the Ministry of Health laid out a road map to an integrated social health protection system and the establishment of a Social Security Administrative Body for Health (BPJS Kesehatan). In 2014, various fragmented health schemes merged into the Jaminan Kesehatan Nasional (JKN) scheme, collecting revenues from both taxes and social contributions, managed by BPJS Kesehatan. JKN is one of the world’s largest single-payer systems, with 223 million members in 2020, and 90 per cent of the population in 2023. 

Box 5. The creation of the National Health Insurance in Lao PDR
The National Health Insurance (NHI) scheme was launched in 2016 as part of reforms to integrate and expand SHP in Lao PDR and was further reinforced in the National Health Insurance Strategy 2017–2020. The strategy provides a road map with timeframes guiding the gradual transfer of functional responsibilities from individual schemes to the National Health Insurance Bureau (NHIB), currently under the management of the MoH. The National Health Insurance Law was passed in 2018. Workers in the formal sector are enrolled in a mandatory system based on contributions from employers and workers. Other groups of the population are subsidized by a taxed-based system. Members must pay a small co-payment at facility level, but the poor and mothers and children under five are exempt from this requirement. The management of the schemes covering the informal sector has been consolidated under the NHIB. With the launch of NHI, SHP coverage increased from 32 per cent in 2015 to 91 per cent in 2018, which is higher than the 80 per cent government target for 2020. However, out-of-pocket expenditure still constitutes the largest proportion of revenues of health facilities, highlighting the need to assess the adequacy of benefits. 

Bringing together a variety of stakeholders around a common vision and motivation for a unified scheme is critical to this process of merging scattered schemes. To do so requires navigating a landscape of actors with their own priorities and agendas (ILO 2020). Pre-existing programmes may resist integration into a single scheme. In Viet Nam, political leadership has been motivated, by among various factors, the desire to prevent social unrest and political support has been leveraged to develop and enforce related laws and guarantee adequate funding for the scheme (box 6) (ILO 2019c). In Costa Rica, the President played an important leadership role in moving towards an integrated scheme and managed to bring together the Ministry of health and the national social security agency (Vargas and Muiser 2013) (box 7).
Box 6. Universalization of health insurance in Viet Nam
The national health insurance programme was introduced in 1992 at the same time that Viet Nam first enshrined the right to healthcare and protection for all citizens in its Constitution. The Healthcare Fund for the Poor was launched in 2003, a government financed SHP mechanism for the poor, ethnic minorities in selected mountainous areas and all households living in communes officially designated as highly disadvantaged. The first Health Insurance Law of 2008 launched Viet Nam’s move towards an integrated SHP system. Following revision of the Health Insurance Law in 2014 and a series of policies and regulations aimed at expanding mandatory enrolment to the entire population, population coverage reached 89.3 per cent in 2023.

Box 7. Progressive integration of schemes in Costa Rica
National health insurance and healthcare services in Costa Rica are provided through a single purchaser-provider, the Caja Costariciense de Seguridad Social (CCSS), or Social Security Fund. Mandatory health insurance for city-dwelling, lower-income workers was introduced in 1941, followed by universal health insurance for all workers and their families in 1961 and extension of insurance to the uncovered, subsidized by the national budget. The CCSS provides universal health insurance by combining social security schemes for four groups into a single national pool: salaried workers and their families, self-employed workers and their families, pensioners and dependants, and fully subsidized beneficiaries. The CCSS also manages sickness and maternity benefits, disability, old age and death benefits. Costa Rica was among the first countries to achieve UHC. 

The political economy of such reforms may generate diverging views among stakeholders and social dialogue is fundamental to generating a broad political consensus (ILO, 2020). Progress in coverage in Rwanda was achieved through political commitment and a strong, decentralized network of health facilities and health workers and the use of collective action and mutual support (ILO 2016). The President harnessed political power to promote local accountability by signing performance contracts with district mayors for meeting certain indicators (Rosenberg et al. 2015). The reform was an integral goal of the overall socio-economic development strategy of the government.
Improving adequacy and tackling inequality
Despite impressive trajectories in terms of extension of population coverage, many countries have difficulties reaching 100 per cent of their population, and it seems that the last 10 per cent are often the hardest to reach, those groups for whom mandatory enrolment is the most difficult to enforce in practice, and who likely have less access to healthcare facilities. Similarly, even when the entire population is reached, some barriers can remain in terms of effective access to services without hardship, often linked to some or all of the following: 
	The availability, accessibility, acceptability and quality of healthcare services may be poor, not allowing effective access in practice or access to a level that would allow improvements in health status. 

	Benefit packages may be limited, covering few services and leaving patients to cover high OOP expenses. 

	High official co-payments or informal payments may be requested, leaving an important share of the total costs of care to be borne by patients. 


While this holds true and is illustrated by some of the indicators displayed in Table 3, a number of studies have shown positive impact in the extension of universal health insurance schemes in the countries of study. There are several examples of positive impact of integrated SHP systems. In terms of utilization of health services, the integration and extension of coverage had a positive impact in Vietnam (M. Palmer et al. 2015). For example, in 2010-2012, the student health insurance and free health insurance programs increased the number of health care visits of children by 13.6 per cent and 66.1 per cent, respectively  (ILO 2019a). National health insurance increased the likelihood of using inpatient care and health centres and reduced health expenditure (M. Palmer 2014). Another study found that it had a positive impact on the height-for-age and weight-for-age of young school children, and body mass index of adults (Wagstaff & Pradhan, 2005). A study found that public health insurance had significantly increased utilization of maternal health care services in Indonesia (Wang, Temsah, and Mallick 2017). In terms of health outcomes, a study of Rwanda’s scheme found that it contributed to dramatic reductions in under-five mortality, infant mortality and maternal mortality (Lu et al. 2012). 
In terms of financial protection, a study found that the scheme in Rwanda reduced annual per capita OOP spending by about US$12 (Sydavong et al. 2019). In the same vein, a study of Viet Nam found that covered individuals with disabilities spent 84 per cent less on healthcare than those uncovered (Palmer and Nguyen 2012). In terms of cost containment, a recent analysis found that some measures have already led to efficiency gains at central level in Viet Nam. For example, the Ministry of Health and Viet Nam Social Security (VSS), jointly organized a national drug tender, which generated savings (ILO 2019a). At the same time, in many countries the creation/universalization of national health insurance schemes has not always sufficed to contain the share of health spending borne out of pockets. The share of OOP expenditures in total health expenditure is often viewed as being indicative of the recourse countries take to individual responsibility for the cost of care. However, it provides little information on the nature of those payments and who in society makes them (ILO 2021a). Low OOP expenditures can be the result of correspondingly low population access and low utilization of required health services caused by financial and geographic barriers. Conversely, high average levels of OOP expenditures do not necessarily translate into impoverishment when high OOP expenditures are driven by high-income households choosing expensive private services and/or elective procedures (box 8). Therefore, OOP expenditure analysis must be complemented by contextual analysis, including of catastrophic expenditures, something that was not always available in the countries of study. Nevertheless, whenever it was available, it is clear that even in the presence of coverage extension, socio-economic disparities and inequalities in pre-existing national health insurance are reflected in some of the challenges encountered by the schemes. 
Box 8. Understanding Viet Nam’s high out-of-pocket spending
In Viet Nam, health spending is concentrated among the better-off. The richest 20 per cent of the population spends more than five times the amount spent by the poorest 20 per cent, and nearly double that of the second richest quintile. Growth in out-of-pocket (OOP) health spending has also been increasing faster among higher-income households, who spend disproportionately on inpatient care compared to other living standard quintiles. Examination of healthcare service utilization across quintiles indicates that the poor use fewer and lower-level public healthcare services compared to better-off groups who rely more heavily on costlier public hospital care and private services. Because OOP health spending is concentrated among the highest quintile group, absolute spending rarely exceeds the threshold of 10 per cent of household consumption to push these households below the poverty line (ILO 2021c). 

Main design features of UHI schemes 
With universal health insurance (UHI) schemes, their overall architecture and design parameters are influenced by the political trajectories that have governed the creation of the national health insurance scheme in each of the countries of the study. This section provides an overview of the salient features of the main design parameters across the studies of the schemes to highlight commonalities and differences, which in turn directly influence implementation and delivery chains that are the core of the study from Section 2 of this paper and what follows.
Population coverage
A legal framework mandating registration for the entire population is the rule in the countries of study and it stands out as a key feature in securing universalization of coverage. There are, however, a few notable exceptions to this norm: 
	Lao PDR maintains the legislative texts in place prior to the NHI law for Vientiane Capital, which has made coverage voluntary for workers in the informal economy and their families.

	A number of the countries of study have either voluntary coverage modalities or separate modalities for certain categories of non-nationals and/or their own nationals living abroad (box 9).

	Similarly, a number of the countries allow persons to opt out of the public NHI scheme if they can prove permanent health insurance (PHI) coverage at equivalent or higher levels of benefits The provisions of the law often focus on citizens or residents, with only a few laws explicitly addressing the situation of temporary residents, refugees and asylum seekers.


Box 9. Philippines: Legal coverage of Overseas Foreign Workers (OFW)
Filipinos living and working abroad are covered by the National Health Insurance Program under the Universal Healthcare Act and are therefore required to pay social contributions as direct contributors under Philhealth. Overseas Foreign Workers (OFW) refers to land-based migrant workers; seafarers and other sea-based workers; Filipinos with dual citizenship; Filipinos living abroad; Overseas Filipinos in distress; and other overseas Filipinos not previously classified elsewhere. 
The contribution rate is computed based on their monthly income abroad whereas it can be paid on a quarterly, biannual or annual basis. For land-based OFW, the implementing rules foresee that the Philippine Overseas Employment Agency will only issue their Overseas Employment Certificate upon showing proof of payment of their Philhealth contributions. For sea-based Overseas Filipinos, the mode of payment is through monthly salary deduction by their Manning Agencies/ Employers.

In most of the countries reviewed, the law mandates coverage on a household basis. A number of countries, however, implement registration on an individual basis in schemes where specific categories of the population are targeted by subsidies or automatically registered by reference to other registries on a categorical basis – for example, students, pensioners and the like (see Section 2). Laws mandating the enrolment of dependent family members contribute to ensuring effective protection against poverty risks (since poverty is a multi-dimensional phenomenon at household level) and are conducive to coverage extension (ILO 2021c, 2021f, 2020b). Enrolment at the household level is a good practice as it facilitates broader coverage and avoids discriminatory exclusion of specific members in households that may not otherwise be considered a priority (such as women, children or older persons). Schemes automatically covering the family, dependants or households are the norm in some countries, for example, in Colombia, Costa Rica, Morocco and the Philippines (box 10). 
Box 10. Morocco: Legal coverage of family members
Law No. 09-21 on the extension of social protection makes basic health insurance mandatory for all citizens, including workers in the public and private sector, the self-employed and those either lacking or with limited contributory capacities. For all categories, dependants are also legally covered, in the event that they are not covered otherwise, that is, spouse(s), children up to the age of 21, children up to the age of 26 pursuing higher education and also children with disabilities irrespective of age. 



Table 5. Personal scope of coverage 
	 
	Colombia
	Costa Rica
	Indonesia
	Kazakhstan
	Lao PDR

	Personal scope of coverage (law, date)
	According to Law 100 (1993), affiliation to the General System of Social Security in Health (SGSSS) is compulsory for all residents - salaried workers, self-employed workers, and persons unable to pay the contribution to the contributory regime.
	According to article 11 of Health Insurance Regulations (1949), insurance is provided to: (1) Salaried workers, including domestic workers; (2) Self-employed workers; (3) Pensioners of the public contributory or non-contributory schemes; (4) Voluntary contributors; (5) Population living in poverty (insured on behalf of the State); (6) Those covered by family protection (dependants of active contributors).
	According to Law No. 40 on the National Social Security System (2004), registry to the National Social Security System is compulsory for all residents.
	According to article 29 of Kazakhstan’s Constitution (1995), “Citizens of the Republic of Kazakhstan shall have the right to protection of health. Citizens of the Republic shall be entitled to free, guaranteed, extensive medical assistance established by law". According to the Constitution, the state guaranteed health benefits package (SGBP) is available to all residents, including : (1) all citizens of Kazakhstan; (2) “Kandas” – ethnic Kazakhs who might not have Kazakh citizenship as per the regulations provided under the Law "On the introduction of amendments and additions to some legislative acts of the Republic of Kazakhstan on the regulation of migration processes" of 2020; (3) people who are granted the status of refugees; (4) foreigners who permanently reside in Kazakhstan and have appropriate residence permits; and (5) stateless persons who permanently reside in Kazakhstan and have appropriate residence permits.
	According to the Law on Health Insurance (2018), “all Lao citizens regardless of sex, age, ethnicity, race, religion and social-economic status shall have the right to enrol in a health insurance scheme.” 

	Exclusions
	No explicit legal exclusions mentioned in the law.
	No explicit legal exclusions mentioned in the law.
	The law excludes refugees and asylum seekers.
	According to the Code of the Republic of Kazakhstan, temporary visiting foreigners, stateless persons and asylum seekers are excluded.
	No explicit legal exclusions mentioned in the law.

	
	Morocco
	Philippines
	Rwanda
	Türkiye
	Viet Nam

	Personal scope of coverage (law, date)
	According to Law No. and 65-00 (2002) Law No. 09-21 (2021), basic health insurance is mandatory for all Moroccan citizens.
	According to the Universal Health Coverage Act (2019), enrolment is mandated for all Filipinos.
	According to article 3 of Law No. 48 (2015), any person whether Rwandan or of a foreign national, on the Rwandan territory shall be required to have health insurance.
	According to the Social Insurance and General Health Insurance Act No. 5510 (2006), all Turkish citizens, residents with a valid permit, refugees, stateless persons, and recipients of social assistance are mandatorily covered by the Universal Health Insurance (UHI) scheme.
	According to the  Health Insurance Law (2008), coverage is compulsory for all residents in Viet Nam, regardless of employment status or citizenship. 

	Exclusions
	No explicit legal exclusions mentioned in the law.
	No explicit legal exclusions mentioned in the law.
	No explicit legal exclusions mentioned in the law.
	No explicit legal exclusions mentioned in the law.
	No explicit legal exclusions mentioned in the law.



Benefits
The definition of the range of health interventions included in the benefit package, the level of co-payments (if any) and the network of healthcare providers where the protected population is able to avail itself of the services are three design parameters which largely determine, if properly implemented, the impact of the scheme on effective access to healthcare without hardship. In the ten countries of study, those parameters vary and in turn influence the implementation processes which will be laid out in Chapter 2.
Table 6. Overview of benefit designs
	
	Colombia
	Costa Rica
	Indonesia
	Kazakhstan
	Lao PDR

	Range of benefits
	Emergency care, consultations, hospitalization, special care, essential medicines (generic), dentistry, mental health, palliative care. 
	Promotion, prevention, medical care and rehabilitation, specialized medical and surgical care, outpatient care, hospitalization, medicines, laboratory and imaging, oral health, and social services; Sickness and maternal cash benefits for those who have been contributing to the contributory scheme, purchase of prostheses, spectacles and orthopaedic appliances, transfers and accommodation, funeral expenses and free choice of doctor.
	Preventive, curative, and rehabilitative medicine services; medically indicated laboratory tests, drugs and supplies; and ambulance services for referrals.
	Preventive check-ups, diagnostic services, emergency and elective dental care, chronic illness monitoring, referrals to secondary specialists.
Additional coverage: day care for extended list of diseases, elective inpatient treatment, medical rehabilitation, free medicines for specified conditions, access to preventive services on an ad hoc basis.
	Pacakge covering most health services in the public sector and at each level of care. The package is regulated by the Law on Health Insurance, using a combination of both negative and positive definitions.

	Co-payment levels
	In the contributory regime, there are moderating fees and co-payments, depending on the affiliate’s income. In the subsidised regime, there are no fees, but there are co-payments, which are established at 10 per cent of the value of the health service received (as of 2023). 
	No co-payments.
	No co-payments.
	No co-payments.
	Direct co-payments apply to NHI members, with the exception of members who registered through the National Social Security Fund (NSSF) and members of poor households identified by their village heads, as well as pregnant women, children under 5, and monks. The co-payment amount varies depending on the level of care, as follows:
Health centres (outpatient and inpatient): LAK 5,000 (US$0.55) per visit or admission.
District hospitals (outpatient): LAK 10,000 (US$1.10) per visit.
Central hospitals (outpatient): LAK 20,000 (US$2.20) per visit.
Provincial and regional hospitals (outpatient): LAK 15,000 (US$1.60) per visit.
"High-cost surgery and treatment” requires much higher co-payments from non-NSSF members, while a specific schedule of provider payments applies for NSSF members seeking high-cost treatment.

	Network of service providers
	The services are provided by so-called Service Provider Institutions (Instituciones Prestatores de Salud, IPS), including hospitals, clinics, laboratories, independent health professionals and special patient transport, contracted by the insurers. As of June 2022, there are 11,466 authorized IPS, most of which are private.
	The national health services network is organized into three levels . The first level is responsible for health promotion, disease prevention and rehabilitation. The provision of services is organized by Health Areas that cover an average population of between 10,000 and 145,000 people. The health areas provide services in integrated service delivery networks through Basic Integrated Healthcare Teams (Equipos Básicos de Atención Integral en Salud, EBAIS). There are currently about 1,080 ESBAIS, organized in 105 Health Areas.
	Outpatient and inpatient services provided at more than 23,400 first level health facilities, such as community health clinics (Puskesmas), independent doctor’s practice, dentists, primary hospitals or supporting health facilities such as pharmacies and laboratories.
Advanced outpatient and inpatient referral health services that are specialized in nature provided at more than 2,900 secondary healthcare facilities.
	In 2020, the Social Health Insurance Fund (SHIF) concluded contracts with 1,438 service providers of mandatory social health insurance, including 685 public (48%) and 753 private (52%) medical organizations. An estimated 63% of contracted providers in 2023 were private.
	Within the NHI network, there are currently three levels of healthcare services:
Primary healthcare services (health centres).
Secondary healthcare services (district/community hospitals).
High-level healthcare services (provincial and regional hospitals). 



	
	Morocco
	Philippines
	Rwanda
	Türkiye
	Viet Nam

	Range of benefits
	General and specialized medical and surgical procedures, paramedical procedures, functional rehabilitation, and physiotherapy (70-80% reimbursement).
Hospitalization and surgical interventions (90-100% reimbursement for public hospitals).
Medications (70% reimbursement).
Medical eyewear, devices, implants, prosthetics, and orthotics (fixed allowances or 70% reimbursement).
Dental care (70-80% reimbursement).
Medically required orthodontic care for children (fixed allowances).
AMO Tadamon members (formerly RAMED) receive certain free services at public hospitals, such as preventive care, pre- and postnatal care, and deliveries.
	Inpatient benefits
"Z-benefits package" (expanded inpatient coverage for catastrophic conditions such as cancer)
Outpatient benefits, including day surgery, radiotherapy, hemodialysis, outpatient blood transfusion, and primary care benefits
Outpatient treatment packages for HIV/AIDS, malaria, tuberculosis, surgical contraception, and animal bites
TB Directly Observed Therapy Short Course (DOTS) package
National Safe Motherhood Programme covering full pregnancy and delivery services
45-day inpatient room and board allowance per calendar year for members, plus an additional 45 days per calendar year shared among dependants
"Konsultasyong Sulit Tama (Konsulta)" – outpatient benefits package for primary care, laboratory tests, and essential medicines
	Comprehensive preventive and curative services
Essential drugs provided at health centres and some referral services at hospitals
Minimum Package of Activities (MPA): Promotional, preventive, and curative services at the health centre level
Complementary Package of Activities (CPA): Services provided at hospitals, including minor surgeries
Ambulance costs covered
Strict referral system to control patient movement and reduce moral hazard
Not covered: Medical certificates, mortuary costs, eyeglasses, dentures, chronic dialysis (only covered for acute cases up to six weeks), chemotherapy (except at Butaro Hospital, where it is funded by Partners in Health)
	Free access to primary healthcare services
Comprehensive coverage under universal health insurance (UHI) including:
Medical treatment, preventive healthcare, and emergency care
Pregnancy and maternity care
Surgery and laboratory tests
Vision, hearing, and dental care
Prescribed medicines, medical and optical devices, prosthetics, and blood transfusion
Reproductive care
Organ transplantation
Rehabilitation services
Orthodontic treatment for those under 18
Travel expenses and daily allowance for treatment outside the residence
	Diagnosis and treatment (both inpatient and outpatient)
Rehabilitation services
Antenatal care and delivery care
Medical transport in certain cases
Medicines, radioactive substances, technical medical services, medical devices, and consumables
Traditional and modern medicine methods
Coverage for HIV treatment (since 2019), COVID-19 treatment (since 2020), and tuberculosis care (since 2022)
Primary care, disease prevention, and health promotion covered by state funding
Blanket exclusions include:
Preventive services (e.g. vaccinations) and contraception
Forensic medicine and clinical trials
Certain elective procedures (e.g. fertility treatments, aesthetic procedures, and elective abortion)

	Co-payment levels
	Members are required to pay upfront and then request reimbursement from their fund. 
Standard reimbursement rates: 70-90% depending on service and category.
Public hospital care reimbursement: 90-100% for AMO-Public members.
Pharmaceutical reimbursement: 70% of base reimbursement price.
Third-party payment mechanism for severe cases (subject to approval).
AMO Tadamon beneficiaries receive free services in public hospitals for preventive and maternal care.
	No co-payment policy for in-patient services in basic or ward accommodations
Co-payments apply for members opting for non-ward accommodations for services, professional fees, and amenities
Konsulta beneficiaries are exempt from co-payments if they avail services at government-accredited facilities.
	Health centres and health posts: Fixed RWF 200 co-payment (collected for administrative costs)
Hospital care: 10% co-payment CBHI (Mutuelle de Santé) covers 90% of the costs)
Strict referral system in place (except for emergencies).
	Primary healthcare is free. Co-payments apply for:
Physical examination, orthotics, prosthetics, and medical devices (20% of the price, 10% for retirees)
Prescription medicines
Fertility treatments
Outpatient specialist visits (incentives to obtain referrals for cost reduction).
	Varies by population group and healthcare facility level:
Poor households, children under 6, and certain vulnerable groups (e.g. war veterans, revolutionaries): 0%
Near-poor households and certain family members of merit groups: 5%
Formal economy workers, informal economy workers (on household-based plans), and self-employed individuals: 20%
Higher co-payments apply if a patient bypasses the referral system:
Seeking inpatient care at a central-level facility without a referral: SHI covers 40%, patient pays 60%
Outpatient care at a provincial or central facility without referral: No SHI coverage

	Network of service providers
	861 urban health centers.
2,124 rural health centers.
165 hospitals with 23,786 functional beds.
10 psychiatric hospitals with 1,374 functional beds.
128 hemodialysis centers equipped with 2,613 dialysis machines.
384 private clinics with 12,534 beds.
234 private hemodialysis centers.
	1,841 accredited hospitals (773 public, 1,068 private)
9,029 accredited outpatient facilities (5,585 public, 3,444 private)
48,000+ accredited healthcare practitioners (general practitioners, medical specialists, dentists, nurses, midwives)
"Malasakit Centers" in government hospitals, offering financial and medical assistance to indigent patients.
	Primary level: Health centres and health posts
Secondary level: District hospitals
Tertiary level: Provincial referral hospitals
National referral hospitals for specialized care
Network of 45,000 community health workers linking hospitals, health centres, and communities
	Majority are public facilities:
900 Ministry of Health hospitals
68 university hospitals
566 private hospitals
Family health centres and community health centres for primary care
Biometric authentication system used for private facility verification.
	Public and private healthcare facilities contracted by Viet Nam Social Security (VSS):
11,100 commune-level health stations
277 regional polyclinics
710 workplace clinics
713 district health centres
666 district-level hospitals
47 central and 470 provincial general and specialist hospitals, traditional medicine hospitals, and rehabilitation centres
Around 230 private hospitals
Village health workers and birth attendants provide public health services in rural areas.



Benefits package & level of financial protection
All countries observed in this study provide roughly the same range of benefits to all population categories – with the exception of Lao PDR, where subsidized members are not financially protected for care provided at tertiary level facilities, and Indonesia, where there is variation among different membership categories regarding the in-patient ward class (box 11). With a view to fostering equity in access to healthcare services, which should be a core objective of any social health protection policy, it is considered good practice to have a uniform benefit package for all. Providing additional services to some categories of the population that may be more tailored to their needs (for example children, pregnant women, older persons, patients with chronic diseases) is also something that some of the countries have done (table 5). It is further possible to enhance such a package with supplementary or complementary public and private insurances, as additional funds pooled separately can be raised from the individuals and households concerned. 
The description of benefit packages in legislation and policies varies widely across the ten countries rendering it difficult to make comparisons. Some countries go into considerable detail while others define broad categories in legislation but may then have much more precise operational guidelines at the institutional level. Overall, countries have striven to provide benefit packages that offer a range of services across various levels of care and that include elements of preventive and curative care. Some countries have specific lists of excluded services, while others simply provide a positive list (table 5). Most countries have defined in their national health insurance legislation the benefit package by type of services, but some use a mix of type of services and medical conditions/diseases, occasionally reflecting the vertical management of certain diseases on the healthcare provision side. 
Certain of the ten countries define co-payments for some services (table 6). Co-payments are meant to serve as a mechanism to prevent abuse. However, they may have adverse effects on access to services and financial protection, particularly for those with lower incomes. ILO standards stipulate they should not be used as a mechanism to fund the health sector; that they should be set in a way that prevents hardship (that is, at low levels); and they should target health interventions that are indeed subject to abuse by beneficiaries (that is, not indicated for provider-induced abuse) (ILO 2021e). Co-payments were present in most countries analysed in this study – at least for a restricted number of health services. However, poor and vulnerable groups are mostly exempted from co-payments at public service providers. The co-payment levels vary but are usually meant to preclude hardship. Therefore, some countries such as Viet Nam (box 13) or Colombia have defined various levels of co-payments depending on their population categories, with a view to ensuring that such co-payments are not barriers to access for the most vulnerable. For instance, direct co-payments apply to NHI members in Lao PDR, with the exception of members who have been registered through the National Social Security Fund (NSSF) in the context of a formal employment relationship and members of poor households identified by their village heads, as well as pregnant women, children under the age of 5 and monks. The co-payment amount varies depending on the level of care. Viet Nam has a 20 per cent co-payment for most people but no co-payment for the poor, and a 5 per cent co-payment for certain other vulnerable groups.
Referral systems and gatekeeping rules aim at ensuring that first-contact care orientates patients towards higher levels of care whenever necessary. Such referral systems, where the primary level of care plays a gatekeeping role, foster a rational use of healthcare interventions and have the potential to enhance the efficiency and quality of healthcare delivery. Components of formal referral systems exist in various countries covered in this study. In some cases, such as in Costa Rica and Indonesia, health insurance beneficiaries are first assigned to primary care providers, which encourages health facilities to take responsibility for individuals in their panels. For individuals, it creates a first point of contact for most of their health needs, integrating preventive and curative care services close to home. Some countries impose higher co-payments when a person bypasses the primary care level to seek care directly at a higher level (except in the case of emergency care). This is intended to encourage people to seek primary care first, reducing use of expensive specialist services when they are not needed. For example, in Türkiye, co-payment exemptions for primary care are meant as incentives for people to first obtain a referral before accessing secondary and tertiary care (box 12). 
Box 11. Differences in entitlements across population groups in Indonesia
Indonesia’s national health insurance scheme is the largest single-payer system in the world. Non-salaried workers (pekerja bukan penermia upah, or PBPU) or non-workers who are also not poor (bukan pekerja, or BP) pay a fixed monthly contribution for each family member registered at their family card (kartu keluarga), which is based on their choice of inpatient ward class. They can choose between benefits of services in Class III treatment rooms, Class II treatment rooms or Class I treatment rooms. Households identified as poor or vulnerable have their contributions fully covered and they can only access inpatient Class III wards. 

Box 12. Benefits under the national health insurance of Türkiye
In the Turkish Universal Health Insurance System, there is a rigid rule of not setting any relationship between the contribution levels and healthcare benefits level and durations provided to insured persons. The goal is for everyone to stand equal in receiving benefits. Primary healthcare institutions of the Ministry of Health, as well as workplace doctors within the public administration, provide services for free. The UHI benefit package comes in addition to these services and provides a comprehensive package and entitlements with reimbursement for a range of preventative, diagnostic, and curative services. The scheme serves both inpatient and outpatient care services. While the Social Security Institution purchases healthcare services from healthcare providers in the private and public sectors the majority of the health facilities are public.

Box 13. Viet Nam:  Co-payment levels of different membership categories
Viet Nam’s social health insurance has five broad membership categories, further split up into subgroups with different contribution rates, funding sources and co-payment levels: 
Group 1: Includes formally employed private sector workers, civil servants, and contract-based public officials. Their contributions are split between employers and employees, with a 4.5 per cent contribution rate based on insurable salary. Employers contribute 3 per cent while employees contribute 1.5 per cent. Co-payment level is set at 20 per cent of eligible treatment charges.
Group 2: Comprises pensioners and current recipients of social insurance benefits, with contributions paid by the social security institute. The contribution rate is 4.5 per cent of pension or base salary, or allowance depending on the specific group. VSS covers the full amount, and co-payment levels vary: 5 per cent for pensioners and those on disability benefit, and 20 per cent for others.
Group 3: Includes individuals whose contributions are fully tax-financed, such as persons of merit, recipients of social assistance, members of poor households, ethnic minorities in underprivileged regions, and children under 6. Contribution rate is 4.5 per cent of base salary, funded by the state budget. Co-payment levels are generally 0 per cent, except for dependents of revolutionaries (5 per cent).
Group 4: Consists of individuals in near-poor households, average-income agricultural households, school children, and college students. Their contributions are partly subsidized from general taxation. Contribution rate is 4.5 per cent of base salary, either funded by the state budget entirely or through a reduced contribution rate subsidized by the state budget. Co-payment levels are set at 5 per cent for eligible treatment charges.
Group 5: Encompasses remaining individuals not covered in other categories, usually workers in the informal economy. Contributions are paid on a family basis, with varying rates for household members. The household pays the full amount, and co-payment level is 20 per cent of eligible treatment charges.

Network of service providers
With a few exceptions, health services under the respective health insurance schemes are provided at both public and private facilities. In most countries covered in this study, public provision remains predominant and private providers account for a relatively small share of all services provided. For example, in Viet Nam the bulk of inpatient and outpatient care is provided in public hospitals. Some variations exist regarding the specific services offered by public and/or private providers and the levels of reimbursement for health services at private facilities. The inclusion of private providers allows for expansion of the network (and therefore potentially geographical access and reduction of waiting times) and it can also foster more equity in access by avoiding a parallel access to private facilities only available to those who can afford it. In the case of Indonesia, contracting with private providers was extensively used to expand reach at a faster rate than would otherwise be achievable solely by working through the public sector. Colombia stands out among the ten countries of study with private providers predominantly delivering services under the national health insurance scheme (box 14).
Box 14. The inclusion of private providers within the network under national health insurance in Colombia
The Colombian model follows a market-driven framework, which incorporates principles of managed competition. It thereby assigns a key role to private sector actors for certain operational and administrative functions of health insurance in tandem with the provision of health services. The role of the State has mainly focused on regulation, revenue collection and a first level of pooling management, while the private sector is active as third-party administrator, via Health Promoting Entities (EPS) and health service provider via Service Provider Institutions (IPS). Persons covered by the national scheme are entitled to the Health Benefit Plan (PBS), which covers emergency and special care, consultations, hospitalization, medicines, dentistry, mental health and palliative care. The PBS also covers promotion and prevention activities, such as information, education, training and communication to affiliates, especially on issues of protection, healthy living and control of chronic non-communicable diseases. Health Promoting Entities (EPS) are mostly private organizations entrusted with enrolment and registration of members, contribution collection and purchasing from contracted Service Provider Institutions (IPS) health services that include hospitals, clinics, laboratories, special patient transport and the services of independent health professionals, all contracted by the insurers. As of June 2022, 91 per cent of these IPS are private, 8.7 per cent are public and 0.2 per cent are mixed. 

Yet, there are documented challenges in negotiating tariffs with private providers and effectively ensuring financial protection (ILO 2021c, 2024a). For example, in Türkiye, private healthcare providers are authorized to do balance billing,6 allowing them to charge up to twice the standard rates set by the reimbursment pricing list of the Social Security institution (SGK). Balance billing is regulated differently in countries but remains a barrier to financial protection and equity alike (box 15).
Box 15. Balance billing in Vietnam and the Philippines
Viet Nam’s NHI covers public and private providers. Viet Nam Social Security (VSS) payments to private providers are made based on the same price schedule as for public providers, and any excess charges are balance-billed to patients who choose to use such private services. Services in public facilities that use equipment obtained through private investment are also permitted to charge higher rates to recover investment costs, but such services are treated the same as private services and patients are billed the balance. Both extra billing (for items not covered in the health insurance package) and balance billing (for items charged at higher rates in private facilities or private wards of public hospitals) are widespread as part of the hospital autonomy policy that pushes hospitals to achieve full cost recovery in revenues from service delivery, leading to high out-of-pocket healthcare payments.
In the Philippines, balance billing is the norm for PhilHealth members who use public and private facilities. Hospitals are allowed to set their own fees, are reimbursed by PhilHealth based on package rates and charge patients to offset the difference between hospital fees and PhilHealth rates. Some countries put in place specific measures to ensure financial protection to the most vulnerable. In the Philippines, balance billing is prohibited for indigent and sponsored members so as to alleviate the adverse effects on financial protection. Additionally, in the new Konsulta primary care scheme, a cap applies to the total balance billing allowed in any year (ILO 2021c).

Financing 
In all countries studied, the national health insurance scheme is financed through a mix of funding sources, including social security contributions, general government revenues and sometimes revenues from earmarked taxes. While the financing mix varies, it is clear that all schemes rely on transfers from the government general budget to some extent, and particularly in securing the inclusion of vulnerable groups on a fully or partially subsidized basis. 
Table 7. A financing mix to guarantee access to all
	
	Colombia
	Costa Rica
	Indonesia
	Kazakhstan
	Lao PDR

	% of population covered with full contribution subsidy
	47%
	18%
	62%
	67%
	79%

	
	Morocco
	Philippines
	Rwanda
	Türkiye
	Viet Nam

	% of population covered with full contribution subsidy
	43%
	23%
	25%
	12%7
	N/A


An important component of the universalization of health insurance is the way different population groups are identified in the legislation and the corresponding contributory capacity/obligation that is attached to this categorization. This is largely influenced by the historical trajectories and in particular, the type of pre-existing mechanisms in place before the introduction of UHI. This is also of major importance for the implementation of the schemes and it largely shapes their administrative processes and delivery mechanisms. Apart from Lao PDR, all country cases presented in this report typically define different membership categories based on their employment status and/or income levels. Broadly speaking, most countries distinguish between workers with identified employers, independent workers, and poor and/or vulnerable population groups. The contributions of the latter are usually financed by state subsidies owing to their lack of contributory capacities and the responsibility of the State to protect these groups. In all countries, this is enshrined in the legal framework. Table 7 shows the percentage of the population covered with full contribution subsidy in each country. 
As mentioned, the categorization can involve varying degrees of complexity and precision and often reflects historical constructs and the country’s circumstances. For instance, in the Philippines the categories of domestic workers and workers working abroad are specifically identified with a dedicated entry point into the scheme. Across all the countries under study, the self-employed are also identified as a category with their own entry point into the scheme, in recognition of the specific contributory capacity of the self-employed and in acknowledgment of the fact that they are unable to pay both the worker and employer contributions required from salaried workers. Some countries make specific reference to the poor, but most laws give a broader definition of vulnerability for the groups liable to be covered by a fully non-contributory entry point into the scheme. Only a few laws refer explicitly to salaried workers operating outside the formal economy, which raises some legal questions when it comes to the definition of the boundaries of this group in practice. For instance, in Rwanda, informal sector workers, agricultural workers, self-employed and unemployed are identified as groups with a similar entry point into the scheme.
Some of the countries divide these broader groups into further sub-groups. For example, Viet Nam distinguishes between a total of 35 different sub-groups. In the case of Lao PDR, the law only distinguishes between formal wage-employed workers (including their dependants) covered by the National Social Security Fund and the rest of the population, which is automatically covered by the National Health Insurance irrespective of their employment status or income (box 13).
Contribution subsidies
Full contribution subsidies, under which no contribution payment needs to be made by end users, are in most cases provided only to those identified as poor or vulnerable according to the law of each of the countries under study. In some the countries, this relates to categorical targeting (box 16). In other of the countries the national health insurance scheme contributions are fully subsidized for beneficiaries of specific social assistance programmes. In some instances, contributions are fully subsidized for the poor specifically, based on a range of means-testing mechanisms used by social registries, such as in Indonesia. Lao PDR is the only country in the review which provides full subsidies to the whole population not in formal employment outside Vientiane Capital (box 17).
Box 16. Kazakhstan: Full contribution subsidy for vulnerable population categories
Several vulnerable population categories enjoy preferential terms of affiliation and are exempt from the obligation to make contributions to the health insurance schemes – these are paid by the Government on their behalf. Eligible population categories are defined in article 26 of the Law of 2015 and include children; persons registered as unemployed; non-working pregnant women; a nonworking person raising a child under the age of three; persons on leave owing to pregnancy and childbirth; non-working persons caring for a disabled child or a lifelong disabled person; recipients of pension payments, including veterans; disabled persons; full-time students; and nonworking recipients of state-targeted social assistance. 

Box 17. Fully subsidized health insurance for the whole population outside formal employment outside of Vientiane capital in Lao PDR
The NHI scheme in Lao PDR is inclusive, in that “all Lao citizens regardless of sex, age, ethnicity, race, religion and social-economic status shall have the right to enrol in a health insurance scheme”, as stipulated in the Law on Health Insurance. NHI enrolment for workers in the formal sector – both public and private – is compulsory via NSSF membership. Enrolment to the NSSF is family-based, with the same health benefits entitlements extended to the contributing member’s spouse and children. The rest of the population is automatically covered by the NHI, with no direct contributions. Their contributions are financed by public subsidies directly transferred to the NHI Fund by the Ministry of Finance. All NHI members are entitled to a relatively comprehensive benefit package covering most health services in the public sector and at each level of care. Subsidized NHI members are however not financially protected for care provided at tertiary level facilities.

Some countries also partially subsidize the contributions of other categories of the population, particularly independent or self-employed workers. In the case of Costa Rica, partial contribution subsidies from the State are provided to independent workers, depending on their income category. In Kazakhstan, while it is not per se a contribution subsidy for the NHI specifically, there is a presumptive tax regime in place to foster formalization of independent and self-employed workers, which includes adapted contribution rates for a range of social protection programmes, among them, health insurance.
Contribution levels 
The range of contribution subsidies put in place to ensure adaptation to individuals‘ capacity to contribute, or the lack thereof, play a central role in the effective extension of coverage and sustainable take up of national health insurance policies. In this vein, a number of countries under study have made efforts to adapt contribution levels to the contributory capacities of those in a range of employment status and sectors (table 8). For example, Costa Rica has issued specific regulations for various groups of wage and self-employed workers that are often found in the informal economy and is thereby contributing to the formalization of their working conditions (box 18). In Morocco, dedicated laws have been promulgated to regulate the health insurance membership of the various categories of non-salaried workers.
Table 8. Overview of contribution levels
	
	Colombia
	Costa Rica
	Indonesia
	Kazakhstan
	Lao PDR

	Groups expected to contribute, contribution levels and contribution subsidies level
	(1) Formal employees (public and private sector)
– Contributions: employer: 8.5%, employee: 4% (payroll-based)
(2) Independent workers with the ability to contribute
– Contributions: 12.5% of 40% of their net income (contribution base)
(3) Direct dependants (spouse and children under 18, or under 25 if students exclusively dedicated to study)
– Covered under the contributing member
(4) Retirees (pensioners)
– Contributions:
 • General rate: 12% of pension allowance
 • From 2024:
  – 10% for pensions 2–3 times the minimum wage
  – 4% for pensions equal to the minimum wage
(5) Poor and vulnerable populations without contributory capacity
–  Contributions: Fully subsidized through government fiscal resources (national, departmental, district, municipal) and a 1.5% cross-subsidy from the contributory scheme
	(1) Salaried workers (including domestic workers)
– Contributions: Employer: 9.25%, Worker: 5.5%, State: 0.25%
(2) Self-employed workers
– Contributions: 12% total, with income-based state subsidies as follows:
 • Up to CRC 303,253: Worker: 2.89%, State: 9.11%
 • CRC 303,254 – 652,507: Worker: 4.33%, State: 7.67%
 • CRC 652,508 – 1,305,014: Worker: 6.24%, State: 5.76%
 • CRC 1,305,015 – 1,957,521: Worker: 8.02%, State: 3.98%
 • Above CRC 1,957,522: Worker: 10.69%, State: 1.31%
(3) Pensioners of public contributory or non-contributory schemes
– Contributions: State: 0.25%, Pension Fund: 5%, Worker: 8.75%
(4) Voluntary contributors
– Contribution level: Not specified
(5) Dependents of active contributors (family protection)
– Covered under the primary contributor's insurance
(6) Population living in poverty (insured on behalf of the state)
– Contributions: Fully subsidized by the state
	(1) Wage-employed workers (public and private sector)
– Contributions: Employer: 4%, Employee: 1% of monthly payroll
– Max contribution base: IDR 12,000,000 (adjusted periodically)
– May co-insure spouse and up to 3 children (under 21 or 25 if in formal education)
– Additional family members (extra children, parents/in-laws): 1% of payroll per person per month (deducted from salary)
(2) Non-salaried workers and nonworkers
– Contributions: Fixed monthly payments per family member based on chosen inpatient ward class:
 • Class III: IDR 42,000 (IDR 7,000 subsidized by the government)
 • Class II: IDR 100,000
 • Class I: IDR 150,000
– Rates set by presidential regulation and updated periodically
(3) Poor and vulnerable population groups (poorest 40% of the population)
– Contributions: Fully subsidized by the government
	(1) Workers (public and private sector)
– Contributions: Employer: 3%, Employee: 2% of taxable income (capped at 10× minimum wage)
(2) Individuals implementing works (services) under civil-law contracts
– Contributions: Same as above (Employer: 3%, Employee: 2%)
(3) Entrepreneurs and private practitioners
– Contributions: 5% of 1.4× minimum wage (~USD 10/month)
(4) Self-employed and private practitioners
– Contributions: 5% of minimum wage (~USD 7/month)
(5) Other eligible individuals who contribute as self-payers
– Contributions: Same as self-employed (5% of minimum wage)
(6) Eligible vulnerable groups (state-subsidized)
– Contributions: Fully subsidized by the government
– Subsidy amount: KZT 4,505 per person per month (2023)
	(1) Workers in formal employment – both public and private
– Contributions: 4% of insurable salary, split equally (2% employer, 2% employee)
– Contribution base: Minimum = minimum wage; Maximum = Kip 4,500,000
(2) Other population groups (e.g., informal workers, poor, vulnerable populations)
– Contributions: Fully subsidized by public funds via the Ministry of Finance



	
	Morocco
	Philippines
	Rwanda
	Türkiye
	Viet Nam

	Groups expected to contribute, contribution levels and contribution subsidies level
	(1) Employees and retirees of the private sector (AMO-Privé, managed by CNSS)
– Contribution: 6.37% of salary (2.26% employee, 4.11% employer)
– Pensioners: 4.52% of pension amount
(2) Public sector employees and pensioners (AMO-Public, managed by CNOPS)
– Contribution: 5% of salary (2.5% employee, 2.5% employer)
– Pensioners: 2.5% of pension amount
– Contribution limits: min. MAD 70/month, max. MAD 400
(3) Self-employed individuals and liberal professionals (AMO-TNS, managed by CNSS)
– Contribution: 6.37% of a set contribution base depending on profession
(4) AMO-Achamel for non-poor unemployed individuals (Unified Social Registry-based)
– Contribution: MAD 144–1164 per family per month (income-based)
(5) AMO-Tadamon (formerly RAMED beneficiaries) for poor and vulnerable populations
– Contribution: Fully subsidized by the government
	(1) Privately and government-employed individuals
– Contribution: 4% of monthly salary (split equally between employer and employee)
– Salary ceiling: Php 80,000
(2) Self-employed individuals (informal workers, professionals, entrepreneurs)
– Contribution: 4% of declared income (minimum Php 400/month)
(3) Domestic workers ("Kasambahays")
– Contribution: Fully covered by employer if earning below Php 5,000/month
– Otherwise: 4% of monthly salary, split equally
(4) Overseas Filipino Workers (OFWs)
– Contribution: 4% of monthly salary abroad
– Payment required to obtain employment certificates
(5) Lifetime members (retirees with at least 120 monthly contributions)
– Contribution: No further contributions required
(6) Indirect Contributors (subsidized members)
– Contribution: Government-funded (Php 3,000 annually per selected member)
– Includes: Indigents under Listahanan, senior citizens outside gainful employment, persons with disabilities, and other sponsored members
	(1) Informal sector workers, agricultural workers, self-employed, and unemployed
– Covered under CBHI (Mutuelle de Santé)
– Contributions based on Ubudehe categories:
 • Category 1 (poorest households): RWF 3,000 per person/year (fully subsidized by the state)
 • Categories 2 & 3: RWF 3,000 per person/year
 • Category 4 (wealthier households): RWF 7,000 per person/year
– Government funds cover 50% of CBHI financing, with remaining funding from:
 • State budget allocation (RWF 6 billion annually)
 • Taxes and levies:
  – 50% of registration fees for pharmaceutical products, medical devices, and food products
  – 50% of National Ethics Committee research review fees
  – 10% of revenues from gaming company services
  – 50% of vehicle mechanical inspection fees
  – 10% of road traffic fines
  – Parking fees, tourism revenues, vehicle ownership transfer fees, and land lease fees
 • Development partners and NGOs
(2) Public sector and formal private sector workers
(3) Armed forces and security agents
(4) Students and university employees
(5) Private sector workers (optional)
(6) Urban refugees (since 2019)
– Contributions initially subsidized by UNHCR
	(1) Wage-employed individuals
– Contribution: 12.5% of total income
 • Employer: 7.5%
 • Employee: 5%
(2) Self-employed individuals
– Contribution: 12.5% of total income (full contribution paid by the worker)
(3) Pensioners and survivors of pensioners
– Covered under both contributory and non-contributory schemes (contribution modality not specified)
(4) Non-economically active individuals
– Contribution: 3% of the national gross minimum wage
(5) Children under 18, refugees, stateless persons, and other vulnerable groups
– Fully state-subsidized
(6) Individuals receiving social assistance or with a monthly per capita income below one-third of the gross national minimum wage
– Fully state-subsidized
	(1) Formal economy workers (employees and civil servants)
– Contribution: 4.5% of salary
 • Employer: 3%
 • Employee: 1.5%
(2) Pensioners and social insurance beneficiaries
– Contributions fully covered by Viet Nam Social Security (VSS)
(3) Poor households, children under 6, certain ethnic minority groups, and vulnerable populations
– Fully tax-financed by the state (100% subsidy)
(4) Near-poor households, school pupils, university students, and middle-income farmers
– Contribution partially subsidized by the state:
 • 30%–70% covered by the state, remainder paid by the individual
(5) Informal economy workers and others not in the above groups (household-based enrolment)
– Contribution rate for the 1st household member: 4.5% of base salary
 • 2nd member: 70% of 1st member’s rate
 • 3rd member: 60%
 • 4th member: 50%
 • 5th member onwards: 40%



Box 18. Adapting to different groups of workers in precarious working conditions in Costa Rica
In Costa Rica, health care, sickness and maternity insurance contributions are paid by the employer, the worker and the state as a percentage of the monthly salary – depending on the specific category. For wage- workers contributions are paid by the employer (9.25 per cent), by the worker (5.5 per cent) and by the State (0.25 per cent). For independent workers (often operating in the informal economy) contributions are paid by the worker (2.89 per cent - 10.69 per cent) and the State (1.31 per cent - 9.11 per cent). The contributions of independent workers and the corresponding subsidies by the State depend on the income category (5 in total) which they are assigned to according to their reference income. 
In addition to the general law, various regulations to improve coverage of different categories of informal workers have been adopted over the past years:
	In 2017, a regulation to improve coverage of social insurance to domestic workers was issued, which requires all employers who employ one or more domestic workers to comply with their obligation to include them as salaried workers in the social insurance schemes. 

	A regulation for special health insurance contribution rates for employees in new microenterprises was adopted in 2018, which foresees reduced and progressively increasing contribution rates for employers in the first four years of existence of microenterprises. 

	Another regulation was adopted in 2018, which foresees the provision of health insurance coverage to all coffee pickers – including seasonal and migrant workers – employed on farms associated with the Costa Rican Coffee Institute during the harvesting period.  

	In 2022, a new regulation for the social insurance of self-employed workers was approved, which contains a series of elements and incentives to favour the registration of this group of workers. 



Contribution levels and ways to calculate contributions for workers outside formal employment not covered by state subsidies vary significantly across countries. Some countries use the monthly declared income as a basis for contribution calculation, for example, in the case of Colombia, Costa Rica and the Philippines. In other cases, the minimum wage or other reference measures are used to determine monthly, quarterly or annual contribution rates, for example, in the case of Kazakhstan, Morocco, Türkiye and Viet Nam. In the case of Indonesia (box 20) and Rwanda (box 19), workers outside formal employment that are not covered by state or local subsidies have to pay flat rate contributions.
Box 19. Rwanda: Contributions rates and funding sources for the Community-Based Health Insurance (CBHI) scheme
Participation in the Rwandan health insurance scheme is mandatory and on an individual basis. Contribution is currently made depending on the categorization in the social registry, called Ubudehe category:
	Contributions of Category 1 households who do not own a home and can hardly afford basic needs are RWF 3,000 per person and entirely financed by the State

	Households assigned to Category 2 (Households that have a dwelling of their own or are able to rent one, but rarely have full-time jobs) and Category 3 (Households with a job, farmers who grow more than subsistence crops and produce a surplus that can be sold, and the heads of small and medium-sized enterprises who can provide jobs to dozens of people) have to pay a contribution of RWF 3,000 per household member per year.

	Category 4 households owning large-scale businesses, people working for international organizations or in industry, and public servants pay RWF 7,000 per person per year.


The CBHI is highly subsidized where revenues from premium collection cover only 50 per cent of the fund and the rest comes from a designated government fund, the health branch for public and private sector employees of the Rwandan Social Security Board, charitable organizations, development partners and other funding sources. 

Box 20. Contribution levels in Indonesia
Indonesia’s national health insurance scheme is the largest single-payer system in the world. Contributions are determined by the various membership categories: 
(i) Wage-workers (Pekerja Penerima Upah, PBU) (public and private formal sector) are registered through their employers and are financed through employer and employee contributions (4 per cent and 1per cent of their monthly payroll, respectively). 
(ii) Non-salaried workers (Pekerja Bukan Penermia Upah, PBPU) or non-workers who are also not poor (Bukan Pekerja, BP) pay a fixed monthly contribution for each family member registered at their family card (kartu keluargra), which is based on their choice of inpatient ward class. They can choose between benefits of services in Class III treatment rooms (IDR 42,000, out of which IDR 7,000 are cross-subsidized by the central government), Class II treatment rooms (IDR 100,000), or class I treatment rooms (IDR 150,000). 
(iii) The contributions of households identified as poor or vulnerable according to data from the national social registry and therefore eligible for social assistance (Penerima Bantuan Iuran, PBI) are fully subsidized by the central and local Governments. Fully subsidized JKN members can only access inpatient class III wards. As of 2023, the contribution rate paid is IDR 42,000 per person per month.

In other countries, dependants of formally employed workers are automatically covered whereas workers outside formal employment have to register their dependants separately and pay contributions on an individual basis. This is the case in Indonesia and Rwanda, where flat rate contributions apply for each family member. It is important to consider that in Rwanda, though the contribution is expressed as a flat amount, there is a scale in place with a range of flat rates so as to make the system more progressive. Indeed, it is important to also consider that flat rate contributions tend to be regressive in comparison to proportional or progressive contribution schedules, which tend in turn to be also more difficult to implement when the amount of wages or income is unknown to public institutions (Razavi et al. 2024).

4 
         Defined as OOP expenditures exceeding 10 per cent of total yearly household consumption or income.
5 
         Exceeding 10 per cent of household income or consumption.
6 
        Balance billing means a payment schedule for private providers as defined by the health insurance scheme, but private providers are allowed to charge additional fees directly from patients above the defined reimbursed price. The balance is therefore left to be paid out of pocket by households.
7 
         Including those who pay 3 per cent of the national minimum gross wage.


Administrative modalities to implement universal health insurance schemes
Key messages
	The analysis reveals that while legal frameworks all provide for universal or quasi universal entitlements, in practice there is a wide diversity of administrative arrangements put in place to give effect to those entitlements. All schemes have deployed efforts towards outreach and awareness on entitlements and rights, as a core component and starting point to expanding coverage and effectively reaching the uncovered proactively.

	Throughout eligibility, registration and access to healthcare procedures, identification plays a central role. In this respect, while digitalization offers a range of possibilities that can alleviate the burden on beneficiaries, issues of effectiveness of civil registration processes remains a reality in a number of context, particularly for those born before major reforms thereof, and should be taken into account by national health insurance institutions.

	In most of the schemes studied, eligibility, and sometimes registration, are processes that are largely dependent on institutions that are separate from the institution managing the universal health insurance scheme. Considering the centrality of those operations to secure effective universality of population coverage, it is crucial that said institutions engage with relevant authorities from Ministries of Social Affairs, social assistance programmes, managers of social registries as well as entities responsible for other social insurance schemes and registration of businesses and self-employed workers. Relying on eligibility criteria and registration procedures put in place by other administrations enhances simplicity, clarity, transparency and alleviates the burden on the beneficiary. Yet, such processes may have shortcomings that align poorly with the objective of universality of the national health insurance and those need to be identified and addressed.

	All schemes rely to some extent on social security contributions for their financing. In some countries the universal health insurance scheme performs contribution collection itself, in others it relies on another social security institution and / or the Ministry of Finance. To the exception of Lao PDR, all schemes collect contributions from workers who are not in formal employment and from the self-employed. This has required in all countries studied to introduce adaptations to contribution collection procedures in terms of both payment periodicity and channels. Some countries also put in place integrated procedures across business registration, tax and contributions’ payment, as part of broader formalization policies. Collecting contributions from those groups remains a challenge in many countries, particularly where personal and business income tax is not in place or poorly enforced.

	There is a wide diversity of compliance mechanisms put in place to ensure registration to universal health insurance schemes and, when applicable, contribution collection. Some countries have successfully built those mechanisms across a range of other institutions – for instance where registration with health insurance is checked when registering with other administrative services such as licenses, university registration, etc. While some countries implement financial sanctions or limit health insurance benefits when accessing healthcare services in case of non-compliance, it is unclear whether such mechanism have been successful to improve compliance.

	While some countries have made efforts to monitor the effectiveness and impact of their administrative procedures and overall scheme functioning, comparable indicators collected on a regular basis are still missing for a number of important dimensions. Greater efforts are needed to enhance monitoring, including through direct feedback from beneficiaries.



An efficient and effective delivery chain of social health insurance schemes is a precondition for translating universality of coverage into practice. This is especially true with regard to ensuring coverage of poor and vulnerable population groups, as well as the self-employed and workers in the informal economy, for whom every step of the delivery chain needs to be adequately adapted. In this respect, the countries covered in this study have adopted several innovative approaches that are documented here. 
Broadly, the following steps can be identified throughout all reviewed schemes: a) outreach, b) identification and determination of eligibility, c) registration, enrolment and beneficiary management, d) contribution collection (when applicable), e) compliance with registration and contribution payments (as applicable), f) access to healthcare benefits and g) complaint and grievance management (see figure 2). They contribute to an efficient and effective delivery of social protection benefits (Lindert et al. 2020). 
Figure 2. National health insurance administrative interface with beneficiaries
Source: Authors.
Outreach8
Outreach mechanisms aim to inform the intended population about a scheme on a continuous basis. National health insurance schemes employ various outreach approaches, which can be clustered into several categories: 
	Direct outreach initiatives: This approach focuses on directly engaging with individuals to enrol them in the scheme. Countries like Colombia and Indonesia utilize various mechanisms such as competition between institutions to whom registration has been delegated (EPS in Colombia) and/or local agents (KADER JKN in Indonesia) to facilitate outreach. Initiatives such as KADER JKN often involve targeted outreach efforts, including door-to-door campaigns, community events, and partnerships with local organizations to inform and sensitize eligible individuals and households.

	Community engagement and mobilization: This approach emphasizes engaging communities and local stakeholders to mobilize individuals to register into the scheme. Rwanda and the Philippines exemplify this approach by leveraging community health workers, local authorities, and grassroots organizations to conduct awareness campaigns, advocacy efforts, and targeted outreach activities. By involving trusted community members and leaders, this approach can effectively reach marginalized and hard-to-reach populations, ensuring broad coverage and participation.

	Information and awareness campaigns: Information and awareness campaigns involve disseminating relevant information about the scheme through various channels to raise awareness among the population and encourage registration. Kazakhstan and Viet Nam employed this approach by conducting mass media campaigns, including television, radio, newspapers, and online platforms, to raise awareness and improve public understanding of the benefits, procedures, and importance of national health insurance coverage. These campaigns often target specific demographic groups and geographic areas identified as harder to reach to ensure maximum impact and reach.


Overall, each approach plays a crucial role in expanding coverage and accessibility in national health insurance schemes by addressing different barriers to registration and enrolment and effectively engaging with the population to promote awareness and participation. 
Identification and determination of eligibility 
Mechanisms to determine eligibility are usually applicable for (partly) subsidized schemes to facilitate decision making on who is eligible and who will be enrolled in a scheme. Determining eligibility for subsidized social health insurance is a critical step in ensuring equitable access to healthcare services for poor and vulnerable populations. The specific mechanisms carried out to determine the eligibility of households or individuals for subsidized national health insurances schemes need to be designed in a way that is suitable to reach the intended population group, as defined in the related policy or legislation (see Chapter 1).
Governments employ various approaches, each tailored to their unique social and economic contexts, to identify individuals and households in need of assistance. Through these strategies, governments aim to accurately assess the socioeconomic status of their populations and allocate resources efficiently to those most in need. In most countries covered in this study, mechanisms that are used to determine eligibility for subsidized health insurance coverage are also used by other programmes, such as social assistance schemes. In many cases, they are managed via social registries (box 21). Some countries apply cross-checks with other government databases (such as social security or tax registry) to check if households or individuals registering are already covered by other systems (e. g. Costa Rica and Türkiye).
Box 21. Social registries9
Social registries integrate the data and information needed for several steps in the delivery chain, such as outreach, registration, and the assessment of needs and conditionalities across various social protection programmes in one database or registry. They collect and compile individual and household level socio-demographic data and socio-economic conditions of potential beneficiaries. The salient feature of social registries is a standardized registration tool/questionnaire, used to collect data through a census survey, on-demand or via integration with other existing databases that is then used by various schemes and programmes or public entities. The digitalized data is consolidated in the registry, in which households can then be assessed, if desired, based on different criteria (e.g. using methods such as categorical targeting or means-testing.)

Broadly speaking, there are three different approaches that are often combined to identify the category (as defined by the law) to which households and individual correspond in practice, particularly with the purpose of determining eligibility for full or partial subsidy:
	Socioeconomic classification systems: This approach involves categorizing the population based on socioeconomic factors such as income, assets, living conditions, and vulnerability. Different groups are identified, typically ranging from extreme poverty to non-poor and non-vulnerable. These classifications help determine eligibility for subsidized health insurance and aim at targeting assistance to those most in need. For example, in Colombia, the SISBEN classifies individuals into groups ranging from extreme poverty to non-poor and non-vulnerable (box 23). 

	Community-based classification mechanisms: Community-based targeting mechanisms involve engaging local communities in the process of identifying beneficiaries for health insurance subsidies. Communities categorize households based on socioeconomic status, assets, and other relevant factors through participatory processes. This approach promotes local ownership and ensures that assistance is targeted to those who need it most within the community. For example, in Rwanda, the Ubudehe classification system engages communities in categorizing households based on socioeconomic status, ensuring localized and targeted assistance (box 22).

	Categorical targeting: This strategy involves segmenting individuals or households based on specific criteria, like age, gender or disability to identify those necessitating financial assistance for healthcare coverage. This approach is prominently used in the case of Kazakhstan where various categories of the population have preferential access to the national health insurance scheme. This serves as a simple identification mechanism to ensure protection for the most vulnerable while keeping administrative costs low (box 24). Similarly in Lao PDR, all rural residents (i.e. outside of Vientiane capital) who are not registered into the social security fund are automatically covered by the NHIB scheme.


As underlined in introduction, there are important debates on the methods to best determine contributory capacity – or lack thereof – within social protection systems globally. One main concern is that in countries with no reliable income taxation mechanism, assessing who falls in the “poor” or “vulnerable” categories, if they are defined from a purely economic perspective, is hard. Several methods have been developed and there is particular concern that means testing using proxies may lead to important exclusion errors. 
From the point of view of national health insurance systems, when using social assistance registries, the scheme may then suffer from said exclusion errors. Because they are by design universal in scope, national health insurance schemes, to minimize any coverage gaps in practice, need to engage with social assistance programme and social registries in the definition and means of verification of the poor and vulnerable categories and ensure they are inclusive, dynamic over time, reviewed regularly and overall limit unintended exclusions to a minimum.
Further, the scheme design as well as the administrative procedures put in place to give it effect need to be tailored in a way that each individual and household in society can easily encounter an entry point into the scheme. Therefore, any classification for the purpose of determining eligibility to certain modalities of affiliation cannot overlook that at the end of the day, regardless of the modality, everyone is eligible to the scheme itself. Administrative processes to determine eligibility to different entry points into the scheme need to eventually simplify and enhance registration, and not create obstacles to it because of too narrowly defined eligibility criteria under each entry point. For example, the SISBEN classification has one single category for non-poor, which means all the population falling into that category is not eligible to social assistance benefits and fully subsidized health insurance. While workers in the formal sector falling into that category will automatically be registered by their employer, the self-employed and workers in informal employment shoulder themselves the burden of registration, establishment of base for contribution calculation and contribution payment, which can create barriers in the form of contributory capacity, time constraints, unfamiliarity / lack of awareness on different administrative processes, etc. 
Administrative systems to determine eligibility for universal health insurance schemes, whether they pertain to the UHI or are part of broader systems, need to be mindful of the dynamic nature of employment status and income for a share of the population, which tend to be disproportionately represented in coverage gaps. Similarly, while overall bundling eligibility for social assistance programmes and subsidized health insurance is a good way to sustain the most vulnerable with comprehensive support (health and cash benefits), it is also essential to ensure that any transition to greater employment opportunities does not translate into losing all benefits from one day to the next and that continuity of health insurance is secured via adequate administrative procedures centred on the need of the household. 
The frontiers between different categories, however they are defined, tend to be crucial juncture that can create gaps in effective coverage. They largely explain the remaining gaps between legal and effective national health insurance coverage in the studied countries and should be addressed as a matter of priority. In all the studied countries, this process largely relies / depends on systems and procedures designed outside of the direct control of the national health insurance institution and therefore require engaging with the concerned sectors (i.e. social welfare, health, business registration, etc.).
While identification, eligibility criteria but also registration channels (see below) vary, one important point is that at some stage they require proof of identification by the beneficiary. Despite important progress made on civil registration in many countries over the past decades, it can remain a challenge in some countries and does not affect equally all population groups, especially in low- and middle-income countries (UNICEF 2019). It is therefore crucial when designing their registration mechanism for national health insurance schemes to reflect upon the current state of civil registration alongside a range of dimensions (i.e. accessibility of administrative processes in different geographical areas, cumbersomeness for people, groups with specific difficulties in complying with the documentation requested for obtaining and renewing identification, etc.).
Box 22. Community-based classification in Rwanda
To date, all social welfare programmes in Rwanda are linked to households and to the household socioeconomic classification programme, called Ubudehe, which is drawn up by the Local Administrative Entities Development Authority (LODA) and implemented by local authorities at village level. Through a community-based mechanism, residents are classified by their communities into different categories according to their socio-economic status, their assets (house, land and other) and the economic activity of the head of the household. The classification is updated every three years: each household first completes a detailed LODA questionnaire on its social and economic status; the community then meets to verify that the information provided by each household is correct. Once the information from each household has been approved by the community, the data is sent to the district, which forwards it to LODA for validation. Following the verification and validation process, the household classification is registered in a national database, which is used in particular to target beneficiaries of the various social welfare programmes, and to establish the contributory obligations of households under national health insurance.

Box 23. The SISBEN in Colombia
The SISBÉN is a classification system of the Colombian population based on living conditions and income that aims to identify potential beneficiaries of social services. The classification comprises four main groups - each with subgroups: group A with population in extreme poverty, B for poor population, C for vulnerable people at risk of poverty and D for non-poor and non-vulnerable population. The methodology and classifications were last updated in 2022 (SISBÈN IV). To benefit from the subsidized scheme, families need to be registered, have their data updated and be assigned to one of the above-mentioned groups and subgroups.
SISBEN is a nationally defined tool administered at the decentralized level. Municipalities/districts are responsible for the management of SISBÉN in their territories. Therefore, the collection of data is under the responsibility of municipalities and districts. They use two types of surveys: sweeping and on-demand. Sweeping surveys are similar to the census and are based on a door-to-door approach in the poorest geographical areas and neighbourhoods. The sweeping surveys are used to build the initial database and should be conducted every three years. In addition, people can update their data at any time through the on-demand survey when they need to correct names, add or remove family members, or to request a new assessment of their vulnerabilities. Departmental coordinators liaise between the central government and municipalities/districts. The data collected at the local level is compiled in a national database, which is updated on a regular basis (every month). This guarantees consistency of data at any time and everywhere. 
The population registered in groups A, B and C are covered by the subsidised regime of the health insurance and do not have to pay anything. Since 2022, the population registered in group D is also covered by the subsidized regime if they do not meet the conditions for contributing to the contributory regime (see above). In this case they have to pay a monthly solidarity contribution for each adult family member, which is currently set between COP 24,200 and 106,200 per person per month10 - depending on the subgroup the family is assigned to (ranging from D1 to D21). For this last group, the territorial entities are responsible for verifying the conditions for belonging to the subsidised scheme, with the information from the EPSs, and for guaranteeing that the population has access to SISBÉN. To this end, they carry out active searches to identify the population that is not affiliated to health insurance and that could be affiliated through this mechanism.

Box 24. Categorical targeting in Kazakhstan
Several population categories identified as vulnerable are exempt from the obligation to make MSHIS contributions - those are paid by the Government on their behalf (KZT 4,505 as of 2023). These population categories are defined in the Article 26 of the Law of 2015 and include children; persons registered as unemployed; non-working pregnant women; a nonworking person raising a child under the age of three; persons on leave due to pregnancy and childbirth; non-working persons caring for a disabled child or a lifelong disabled person; recipients of pension payments, including veterans; disabled persons; full-time students; as well as nonworking recipients of state-targeted social assistance. Those groups can register at primary health care facilities upon presentation of their documents certifying their identity and belonging to the aforementioned categories.

Registration, enrolment and beneficiary management
Registration and enrolment mechanisms aim to gather the relevant information of potential participants of a scheme, to enable them to actively register themselves, as well as to facilitate the enrolment of the eligible population. This also involves steps to make them aware of their roles and responsibilities as participants of the respective scheme. 
For the schemes analysed in this study, the following approaches can be distinguished to register and enrol workers in the informal economy on the one hand, as well as poor and vulnerable on the other hand:
	Individual registration via online or physical channels: Individual registration mechanisms allow workers in the informal economy to enrol themselves and their family members directly into national health insurance schemes. This approach often involves online portals or physical registration centres where applicants submit necessary documentation and, sometimes when required, select their preferred healthcare providers. For example, in Colombia, workers register for health insurance through the Transactional Affiliation System (SAT) portal. They choose an insurance provider and submit required documents online or at the offices of the respective providers. Once approved, coverage starts immediately, with proof of identity serving as identification at service providers. In Indonesia, non-poor workers outside formal employment register themselves and family members for JKN either in person or online (box 25). They provide required documentation and select a primary health facility during registration. After processing, new members receive an electronic membership card through the Mobile JKN app, linked to the national ID system. Self-employed individuals in Kazakhstan register through the national e-government portal, using electronic forms and personal electronic digital signatures for verification. Upon submission and verification, beneficiaries receive electronic confirmation and access to healthcare facilities.

	Collective agreements for self-employed workers: Collective registration agreements enable self-employed individuals to establish group insurance arrangements with social insurance systems. This approach can constitute a practicable way to overcome some of the barriers to extending coverage and facilitate administrative procedures through using an organization of workers (such as a trade unions, cooperative or rural producers’ association) as an intermediary between workers and the national health insurance institution. Such agreements allow own-account workers to enter collective or group insurance agreements with a social insurance scheme, provided that they belong to an organization which has the capacity to be an effective partner in such an agreement (ILO 2021c). In Costa Rica, self-employed workers, including farmers, establish collective insurance agreements with the social insurance system. They file applications with documentation proving legal status and negotiate group contributions. Once accredited, members enjoy the same rights as employed workers, with agreements renewable annually. In the Philippines, PhilHealth has partnered with organized groups, often cooperatives or Microfinance Institutions (MFIs), to distribute PhilHealth to their members. Interested parties may submit a Letter of Commitment and /or enter into a Memorandum of Agreement with PhilHealth to establish an institutional arrangement/ partnership. It is the obligation of the organized groups to facilitate the registration of their members, collect and remit premium contributions to PhilHealth and conduct regular information and education campaigns among their members to inform them about PhilHealth program, benefits, and access procedures.

	Automatic enrolment: Automatic enrolment mechanisms streamline registration and enrolment processes by automatically registering eligible individuals into health insurance schemes. Means testing (if applicable) is often employed before enrolment to assess individuals' ability to pay contributions, with subsidies provided to those in need. In Türkiye, nationals not covered through employment are automatically registered for UHI, with means testing determining their ability to pay contributions. Those eligible for subsidies have their contributions covered by the state. Means test results are sent electronically, and individuals are notified accordingly. In Lao PDR, no active registration mechanisms are in place for all people outside formal employment outside Ventiane capital. They gain access to NHI services by showing an ID card at public health facilities. If a person does not have an ID, a letter signed by the village head is accepted. In Viet Nam, all individuals identified to benefit from subsidized insurance are automatically registered into the scheme. Similarly, in the Philippines, families whose insurance coverage is subsidized by the national government are automatically enrolled in PhilHealth.

	Active registration for subsidized schemes: In some countries, poor and vulnerable individuals or households who want to benefit from subsidized health insurance must actively register and fulfil specific requirements to enrol in the scheme. This typically involves registration, verification of socioeconomic criteria, selection for enrolment, issuance of membership, and periodic review. For example, in Costa Rica, registration for the insurance on behalf of the State requires the head of the family to visit the nearest health facility, provide identification documents, and undergo verification of uninsured status and socioeconomic classification through the SINIRUBE system. Qualified households are then granted health insurance coverage, subject to conditions verified every five years.

	Provisional or discretionary enrolment: Under this approach, officials have the discretion to provisionally enrol certain individuals or households in the subsidized insurance scheme, pending further verification or conditions. For instance, in Costa Rica, officials may provisionally include new families in the insurance scheme in exceptional cases, pending verification of their socioeconomic conditions.

	Enrolment to subsidized health insurance through other social assistance schemes: In some cases, individuals or households who benefit from another social assistance scheme (e.g. a cash transfer or a universal pension) are automatically enrolled into subsidized insurance. This is for example the case for certain membership categories in Vietnam (box 26) and Kazakhstan.


From an accessibility viewpoint, it is important that both physical and online registration is easily accessible - because of potentially exclusionary effects of online only or physical only. In this respect, it is important that national health insurance institutions collect regularly information to assess accessibility of physical offices and online registration. This should be done across a range of dimensions, including: What is the average distance to a physical office from home / work? Are they disability accessible? What are the waiting times? Are online registration processes made disability accessible? Does the online form run stable? What is average down-time per month? Is the online process considered user-friendly? etc. 
Box 25. Support to registration for workers outside of formal employment and non-subsidized populations in Indonesia
To reach out to workers outside formal employment, as well as non-workers who do not qualify for fully subsidized JKN membership, BPJS Kesehatan initiated the programme Kader JKN in 2017 (ILO 2021b). JKN Cadre agents are partners of the local BPJS Kesehatan branches recruited to perform communication, sensitization and socialization measures related to JKN on behalf of BPJS Kesehatan. They also support prospective JKN members with registration and payment procedures. In fact, their role has changed over the years from caring primarily about sensitization for and registration with JKN towards socializing those already registered with JKN about the importance to pay contributions regularly and thereby ensure continuous coverage. To qualify as a Kader JKN agent, the candidate must fulfil certain criteria – for example, they must have a domicile near the target area; must have obtained a high school diploma; and must have work experience with a social organization. They also must have registered for online banking in order to facilitate online payment for members. The programme is currently counting 1,400 agents. 
To further extend coverage of the JKN and reach UHC, BPJS Kesehatan, in cooperation with the Coordinating Ministry of Human Development and Culture KemenKo PMK), the Ministry of Villages and Development of Disadvantaged Regions and Transmigration (PDTT) and the Ministry of Home Affairs recently launched the PESIAR programme. It involves local officials at village level who are requested to appoint an agent to reach out to villagers who have not yet registered for the National Health Insurance (JKN). The programme is funded by the so-called Village Funds – a dedicated central government transfer to village level to enhance economic growth in rural disadvantaged regions. PESIAR stands for four main activities, namely: (1) Mapping (Petakan) of data of potential village residents who have not yet become JKN members or those who have been inactive, (2) Combing/Sweeping (Sisir) of village residents identified based on the mapping through organised visits to recruit potential new JKN members (or revive dormant memberships), (3) Advocating (Advokasi) for JKN membership through sensitization and education efforts regarding rights, obligations and registration procedures to increase the understanding of the population for the importance of health insurance and concrete steps to be taken to become a member, and (4) Registering (Registrasi) people who are willing to become JKN members and ensuring that participants make the first contribution payment.


Box 26. Automatic registration into national health insurance for groups enrolled via other administrations in Vietnam
Identification of subsidized beneficiaries is the responsibility of multiple government agencies, with MOLISA taking responsibility for identifying vulnerable households and establishing lists of social assistance beneficiaries and persons of merit eligible for subsidized health insurance. The Ministry of Education and Training compiles lists of students. All persons identified to benefit from subsidized insurance are automatically registered to the scheme.

Contribution collection (when applicable)
Detailed analysis of the ten countries under study shows that in most national health insurance schemes, at least some of their revenue is derived from social security contributions by workers and employers. That being said, it is crucial to acknowledge that the contribution collection function is not necessarily one that is conducted by the NHI or for which the NHI is responsible. In some countries, contribution collection is a centralized process for all social security schemes. Either a single social security fund collects funds and then redistributes them to several schemes or else in some countries, dedicated bodies are delegated such a task. In some cases, this is done by the Ministry of Finance or the tax authorities. 
It is equally important to acknowledge that while contribution may be required, it is not necessarily used as an eligibility criteria for the national health insurance scheme and/or for availing the benefits. In general, it is important that: i) eligibility and compliance functions be reciprocal but separated; and that ii) legislation be in place to avoid any denial of services at the point of care in case of non-compliance with health insurance obligations. 
In contributory schemes in general, collecting contributions from salaried workers outside of the formal sector and/or the self-employed is more challenging than from salaried workers in the formal sector, where the employer is tasked with making deductions directly on payroll and where compliance can be more easily checked. In view of such challenges, it is important to adapt the approach and in particular, to consider adapting levels, periodicity and payment procedures. These types of workers may have some contributory capacity, but their income is often not regular or predictable. Additionally, it is challenging to integrate automated procedures for contribution collection owing to the large number of units and diversity. Nevertheless, many national health insurance schemes attempt to introduce adapted procedures, unilaterally or within broader formalization policies (for the self-employed, for example).
To collect contributions from members (or institutions paying on behalf of them) on a regular basis the following broad approaches can be observed in the ten countries analysed:
	Direct payment: This approach allows workers to directly pay their contributions to the scheme. In Viet Nam, for example, informal workers can visit Viet Nam Social Security (VSS) branches or authorized agents to make their payments. Direct payment offers convenience and control to workers, enabling them to manage their contributions according to their financial situation and cash flow.

	Collective payment: In collective payment arrangements, organizations representing the concerned workers take on the responsibility of gathering previously agreed-upon contributions from their members and remitting them to the relevant collection agency. For instance, in Costa Rica, contribution levels are tailored to the productive activities of the organization's members and their capacity to contribute. Collective agreements allow for varying contribution scales within the organization. Inspectors periodically verify that these scales align with members' incomes, ensuring fairness and adherence to the established arrangements. Comparable arrangements exist in the Philippines and Rwanda (box 27 and 28). 

	Assisted payment mechanisms: This approach is designed to support self-employed workers, particularly those with limited financial literacy or access to digital platforms, in fulfilling their social security contribution obligations. Through this mechanism, individuals receive personalized assistance from designated service providers who guide them through the contribution calculation and payment process. For instance, in Colombia, self-employed workers earning less than two minimum wages can opt for the assisted payroll mechanism, where trained assistants help them understand their contribution obligations and facilitate the payment process via various channels such as web platforms, telephone hotlines, or messaging applications like WhatsApp. In Indonesia, the Kader JKN partnership programme aims to facilitate access to the JKN scheme for workers in the informal economy. When it comes to collection of contributions, Kader JKN agents, residing in the target communities, facilitate online payment of contributions through online banking payment points. 

	Auto-debit mechanisms: Auto-debit mechanisms automate the payment process by deducting contributions directly from the member's bank account. In Morocco and in Indonesia, for example, members are encouraged to use auto-debit methods for timely and consistent payment of contributions. By setting up automatic deductions, workers can ensure that their contributions are paid regularly without the need for manual intervention. This approach minimizes the risk of missed payments and helps maintain continuous coverage under the social health insurance scheme.

	Presumptive tax regimes (broader approaches to formalization): such mechanisms offer the possibility for some categories of micro and small enterprises and own-account workers to pay one flat payment known in advance instead of various taxes and social security contributions, including for health insurance. The level of contributions usually differs according to earnings categories and the mechanism allows those business units to deal with their business registration, tax and social security obligations through an integrated procedure that is meant to be less heavy for them. While participation in such mechanisms is usually voluntary, simpler procedures and in some cases lower contribution rates render this mechanism attractive. Such measures aim to provide incentives for the formalization of enterprises, under the assumption that, as these enterprises grow, they will be able to pay the regular level of tax and social security contributions at a later stage (ILO 2014). In Morocco, the Unique Professional Contribution (CPU) was established by the 2021 Finance Law. It allows certain categories of self-employed workers to pay a single tax covering income tax, professional tax, and municipal service tax, and provides them with medical coverage through the payment of dedicated contribution rates for the mandatory health insurance. From 2019 until 2023, Kazakhstan has adopted simplified contribution modalities for self-employed workers11 to facilitate their formalization - a single flat-rate contribution for the national health insurance, other social insurance schemes and income tax. Payers of the Unified Cumulative Payment (UCP) could pay one monthly calculation index for those residing in the capital, in cities of republican and regional significance and 0.5 monthly calculation index for other settlements. 40 per cent of this payment covered the contribution for the national health insurance. 

	Flexible payment Schedules of contributions: This approach allows for adapting mechanisms that are flexible in terms of the frequency of contribution payments to align with the diverse realities, circumstances and financial capacities of different categories of workers and business units. In the Philippines (box 27) and Viet Nam, members can choose between different payment schedules. Contributions can be made monthly, quarterly or semi-annually. In Morocco, this is only available for some categories of workers. In Rwanda, contributions are paid annually with the option to divide the payment into several instalments within the standard contribution period.


Box 27. Flexible contribution payment schedule in the Philippines
Payment of contributions can be made directly at local PhilHealth offices, over the counter at dedicated partner banks and local government units, or by using online services of accredited collecting partners. The use of mobile wallets to make contribution payments has been recently accepted by PhilHealth, offered in cooperation with MYEG, a one-stop provider of e-government solutions and payment services which allow Filipinos to transact with government agencies online. In addition, selected credit/debit cards that are issued in the Philippines can be used to pay for PhilHealth contributions. 
Members can choose between different payment schedules. Payment of contributions can be made on a monthly (to be paid until the last working day of the month being paid for), quarterly (to be paid until the last working day of the quarter being paid for), semi-annual (to be paid until the last working day of the first quarter of the semester being paid for) or annual (to be paid until the last working day of the first quarter of the year being paid for) basis.
Non-payment of contributions will not result in the termination of receiving benefits; however, members will be obligated to make up any missed payments and also have to pay monthly interests, if a certain grace period has been exceeded. The interest rate is 1.5 per cent for the missed payment every month.

Box 28. Collective payment in Rwanda
A bulk payment is available for sponsors (e.g. companies paying for persons in their neighbourhoods, local authorities12, or NGOs). An excel form has to be filled indicating ID of the head of the household, names of the head of the household and contributions dedicated to that household. The form is then forwarded to RSSB staff at district level. Based on the form, an invoice is issued by RSSB staff which is to be used by the sponsor to pay the respective contributions in any commercial bank. Once a payment is done, households on the list are credited with their respective contributions.

In addition, various payment channels can be observed to facilitate the process of contributing to the scheme. These channels are meant to ensure accessibility and convenience for contributors, allowing them to fulfil their financial obligations efficiently. Here are some common (sometimes overlapping and simultaneously used) options for payment channels based on the country cases represented in this study:
	Bank channels: Many countries offer the option for contributors to make their social health insurance contributions through banks. This can be done either through over-the-counter transactions at bank branches or via electronic channels such as internet banking, mobile banking apps, or ATMs. For instance, in Türkiye, contributors can pay health insurance contributions through banks, internet banking, bank ATMs, or the Turkish Post (PTT) branches. This method provides flexibility as contributors can choose the most convenient banking channel based on their preferences and accessibility.

	Mobile payment services: Mobile payment services have become increasingly popular for contributing to social health insurance schemes, especially in regions with high mobile penetration rates. Contributors can use mobile wallets or payment apps to make their contributions conveniently from their smartphones. In the Philippines, PhilHealth recently started accepting payments through mobile wallets, allowing members to make contributions using their smartphones. This option enhances accessibility, particularly for contributors who may not have easy access to traditional banking services but have smartphones.

	Payment agents and outlets: Many countries establish networks of payment agents or outlets where contributors can physically make their social health insurance contributions. These outlets may include post offices, government service centres, or authorized agents located in communities. In Rwanda, for instance, household heads can make contributions at agencies of the Imirenge Savings and Credit Cooperatives (Imirenge SACCOs) or through agents from the MobiCash mobile banking service platform. This approach ensures accessibility for contributors who prefer in-person transactions or lack access to digital payment channels (box 29).

	Government platforms: Some countries provide dedicated online platforms or portals where contributors can make their social health insurance contributions. These platforms often offer secure and user-friendly interfaces for payment transactions. In Morocco, for example, the National Social Security Fund (CNSS) encourages members to pay their contributions via auto-debit mechanisms, which can be set up through the CNSS website. Additionally, contributors may use the web portal to choose their preferred payment modalities and manage their contribution payments efficiently.

	Online membership portals: Some countries provide online membership portals integrated with payment functionalities, allowing contributors to manage their membership and make contributions online. These portals often offer features such as generating statements of account, updating personal information, and tracking payment history. In the Philippines, members of PhilHealth can use the online membership portal to generate statements of account, choose payment schedules, and make contributions using selected credit/debit cards issued in the country. This online option provides convenience and transparency for contributors to manage their contributions effectively.


Box 29. Mobile registration in Rwanda
Heads of household with access to a computer or a smartphone can use the Internet platform Irembo, which is linked to the database of the National Identification Agency (NIDA) and Ubudehe databases. Heads of household connecting to Irembo for the first time or to renew an annual subscription enter the number on their identity cards; all the information on the household and the amounts to be paid are displayed. The payment can be made online using a bank card or offline by Mobile Money via mobile telephone operators or an agent from the MobiCash mobile banking service platform. After each operation, the head of household receives an SMS indicating the next step and confirming the payments made and the right to benefits when all contributions have been paid.
Heads of household can also make payments at an agency of the Imirenge Savings and Credit Cooperatives (Imirenge SACCOs) or to an agent from the MobiCash mobile banking service platform. These operators have applications that are connected to the RSSB database. 

Registration and contribution collection compliance 
Enforcement and control mechanisms, along with tailored incentives for national health insurance contribution payments can be categorized based on their approaches to ensure compliance with the legal framework. The following approaches could be observed across the countries included in this study:
	Regulatory oversight and inspection: This approach involves the establishment of dedicated inspectorates or regulatory bodies responsible for overseeing compliance with national health insurance regulations among business units. For instance, the social insurance institute (CCSS) in Costa Rica employs a group of specialized inspectors to oversee registration of self-employed workers, focussing on several economic sectors. In addition, more administrative staff and inspectors have been hired to enhance the administrative capacity to follow-up cases of evasion. The CCSS has also allocated more resources to successfully implement this strategy, which has allowed the extension of contributory coverage to all parts of the country, including to self-employed workers in rural areas.

	Data crosschecking and verification: In this approach, government agencies utilize data crosschecking and verification methods to confirm universal registration and the accuracy of contribution records. For example, in Türkiye, the Social Security Institution (Sosyal Güvenlik Kurumu, SGK) conducts crosschecks with various government databases and national IDs to facilitate automatic enrolment. Additionally, crosschecks with bank accounts are performed to ensure the integrity of contribution data.

	Mandated proof of enrolment: Mandating proof of enrolment in national health insurance for obtaining business licenses or permits is implemented in some countries as an enforcement measure. In the Philippines, as per PhilHealth Rules & Regulation, individuals are required to show proof of PhilHealth enrolment to obtain a business license or permit. This progressive enforcement strategy encourages compliance across different sectors.

	Outreach and communication: Outreach and communication initiatives play a crucial role in promoting compliance with health insurance regulations. For instance, in Indonesia, BPJS Kesehatan utilizes community-based mechanisms such as Kader JKN and the Pesiar program to increase compliance among individuals outside formal employment. Additionally, the Participant Recruitment and Reactivation Programme (JELITA) involves central officers conducting calls and sending messages to remind individuals to (re-)activate their membership.

	Digital solutions: Leveraging technology can streamline the enforcement and control of health insurance contribution payments. In Kazakhstan, the State Revenue Committee developed the "e-Salyq Business" mobile application, effective from January 2022. This app allows individuals to register as self-employed, calculate tax and social security obligations (including health insurance), and make payments directly within the application. Such digital solutions enhance convenience and transparency in the payment process and thereby increase compliance.

	Incentives and linkage to other programmes: Offering incentives and linking compliance with eligibility for other government programmes can motivate individuals to enrol in social health insurance. In Costa Rica, compliance with social security contributions is linked to eligibility for government programmes supporting Micro, Small, and Medium Enterprises (MSMEs). This policy incentivizes the target group to register with the Social Security Fund (CCSS) and contribute to the health insurance system while accessing additional benefits and support.

	Financial deterrents and sanctions: Another common feature to avoid non-compliance and evasion of payment of social contribution is imposing financial deterrents in the form of fines with repayments of contributions or sanctions and administrative penalties for enterprises. In Kazakhstan, administrative fines are imposed on enterprises in case of non-payment incomplete, and delay. Repeated offenses are also punishable with higher penalties calculated in relation to the size of the business (20 per cent for small, 30 per cent for medium and 50 per cent of unpaid contributions for large business). In Philippines, while benefits are not terminated by non-payment, members must repay missed contributions with a 1.5 per cent monthly interest when the grace period (for contribution payment) is exceeded. In Rwanda, contributions are annual and fixed regardless of the payment date (due end of June every year). Households that pay their contributions in September have to pay the full annual rate while benefitting from only ten months of benefits. Such financial deterrents and any sanction need to be considered in light of the level of vulnerability of the actors concerned, financial sanctions can have negative impacts on households, self-employed and very small business units that should not be overlooked when envisaging to adopt sanctions.


Access to healthcare benefits 
Universal health insurance schemes need to ensure that regular and full benefits as defined per law are provided to all protected persons at all times. Effective access to health services is determined by various factors, which depend on the overall strength of the health system and are therefore often out of the direct control of the authorities responsible for the national health insurance scheme(s). In the ten countries of study, Costa Rica is a notable exception since the national social security fund also directly owns and manages healthcare facilities in the country.
That being said, there are features of the administration of the scheme that influence positively or negatively effective access and attention must be paid to the interface with healthcare providers. One central features of most of the schemes in this study is the third-party payment mechanism, allowing for the scheme to directly make payments to facilities rather than having the beneficiary advance the funds. There are few exceptions though, such as in Morocco where those affiliated as workers outside of formal employment but with contributory capacities are requested to pay upfront and ask for reimbursement from their fund after. Third-party payment is central to overcoming financial barriers of access to care and should be considered systematically. 
The following additional features could be identified:
	Immediate access to benefits vs. waiting periods: In many countries, national health insurance schemes ensure immediate access to benefits after completing registration and enrolment, with minimal or no waiting periods. For instance, in Rwanda, CBHI members can access services without waiting periods, ensuring timely provision of healthcare. In contrast, in Türkiye, persons covered by the UHI must have 30 days of total contribution payment days within one year before the date of application to the health service - except for persons whose contributions are covered by the State, persons who receive a pension or income from the SGK, and persons fulfilling their military obligations. 

	Identification and verification procedures at the point of care: Most countries have implemented robust identification and verification procedures to streamline the process of accessing benefits. In Indonesia, national health insurance beneficiaries can access services without financial burden either with their membership card (physical or digital) or their national ID card. In Viet Nam, insured individuals are required to show their VSS card, or evidence that the card is being processed, or their national ID. In Lao PDR, no prior registration is needed to access care in the public primary care units in rural areas, outside of Vientiane Capital residents.

	Utilization of digital technology: Technology plays a vital role in facilitating access to benefits and improving service delivery. For instance, in Kazakhstan, patients can check their insurance status with the help of a specialized mobile application, a Telegram bot, or by visiting the national e-gov portal, or the official websites of the Ministry of Health and SHIF. In Indonesia, an app allows members of the national health insurance to access their medical service history with JKN, provides an option to participate in a personal health screening, and allows participants to make appointments with participating healthcare providers.


The main focus of procedures to be conducted at the point of care should be to facilitate access, and therefore should aim for simplification, lowering the administrative and any financial burden on the beneficiary and securing good understanding and ownership of the process by the facilities themselves. In any instance, it is crucial not to confuse the eligibility criteria for national health insurance benefits with the actual service provisions. Legislation needs to be in place to prevent any denial of services from providers. 
Complaint and grievance management
As underlined in ILO Recommendation No. 202, “efficiency and accessibility of complaint and appeal procedures“ is one of the core principles that member states should put in place as part of building their social protection floor and system (para 3, (o)). Handling complaints and ensuring operational grievance mechanisms play an important role in making access to national health insurance schemes and health care services covered thereunder a reality and holding institutions accountable. Systems must be in place to ensure that people have a right of appeal in case of refusal of the benefit or complaint as to its quality or quantity (ILO 2021e). Complaint management systems allow citizens to provide feedback to implementers of a given scheme and allow implementers to respond. Based on the schemes analysed for this study the following approaches can be defined: 
	Dedicated complaint centres: Some countries establish dedicated complaint centres or customer care units within the national health insurance scheme to address citizen feedback and complaints. For instance, in Viet Nam, the Viet Nam Social Security (VSS) has set up a Customer Care Centre specifically to handle satisfaction and complaints related to health insurance services.

	Hotlines and online platforms: Various countries provide a combination of hotline numbers, online platforms, and applications for citizens to lodge complaints and provide feedback regarding healthcare services. In Türkiye, citizens can utilize the Alo 184 hotline, submit complaints through the E-Government platform, and report grievances via the Presidential Communication Center (CİMER), ensuring multiple channels for effective communication and resolution (box 30).

	In-person assistance at healthcare facilities: Some countries deploy staff within healthcare facilities to provide personalized assistance to health insurance beneficiaries and address their concerns on-site. In the Philippines, PhilHealth has deployed 545 PhilHealth Customer Assistance, Relations, and Empowerment Staff (CARES) across healthcare facilities nationwide to provide personalized assistance and address beneficiaries’ concerns promptly.

	Digital solutions for complaint submission: Leveraging technology, various countries offer mobile applications and online platforms for submitting complaints and inquiries related to healthcare services. For example, in Kazakhstan, individuals can submit complaints via the Qoldau 24/7 mobile app or through the official website of the Social Health Insurance Fund (SHIF), streamlining the complaint submission process and enabling timely responses.


Much like for registration (above), accessibility and taking into account the possible digital divide is of the essence to guarantee effective complaint and grievance mechanisms (ILO 2021b). The principles of international social security standards can be useful in designing such mechanisms.
Box 30. Complaint management in Türkiye
Various channels can be used for complaints related to healthcare services. Among these:
	Complaint Units Within Healthcare Facilities: Hospitals, clinics, health centers, and other healthcare facilities usually have complaint units or customer service departments. Complaints can be lodged directly with these units.

	Alo 184 Hotline: Alo 184, operated by the Ministry of Health, is a hotline that provides advice and assistance to citizens regarding emergency healthcare situations, healthcare services, and complaints. Complaints related to healthcare services can be communicated through this hotline and directed to the relevant departments.

	Online Application via E-Government Services: It is possible to submit complaints related to healthcare services through the E-Government platform. By filling out a complaint form in the healthcare section of E-Government, these complaints are conveyed to the relevant institutions.

	Websites Affiliated with the Ministry of Health: Complaints about healthcare services can also be lodged through websites affiliated with the Ministry of Health.

	Presidential Communication Center (CİMER): Turkish citizens can also report complaints related to healthcare services through CİMER. CİMER evaluates complaints directed to government institutions and facilitates receiving feedback.



Monitoring coverage, utilization, financial protection and beneficiary satisfaction to improve coverage and retain beneficiaries
Countries monitored coverage, utilization and financial protection over time, and national health insurance institutions have supported this effort, specifically by maintaining a reliable registry of beneficiaries (see Table 8). In each country case study, figures can be found on the evolution of those figures before / after universal health insurance reforms.
A number of countries regularly measured satisfaction rates with either the health insurance scheme itself and/or the health services offered thereunder. Overall, numbers show that satisfaction increased in most countries analysed over the past years as a result of continuous improvement of the services offered and the delivery mechanisms implemented. However, despite some improvement, satisfaction rates remain rather low in some countries, such as Rwanda and Türkiye. 
Geographical accessibility poses a significant challenge to achieving universal health coverage in several countries that have implemented universal health insurance schemes. Rural and remote areas often face limited availability of healthcare facilities, forcing residents to travel long distances to access essential services. This situation is exacerbated by disparities in the distribution of healthcare providers contracted by insurance schemes. Such situations can lead to inequalities in utilization rates across urban and rural areas and needs to be closely monitored. Furthermore, inadequate infrastructure and resources in remote regions may result in additional financial burdens on patients, including travel expenses, accommodation costs, and lost wages due to time spent seeking care, all of which need to be monitored with a view to adjust the benefit package and eventually improve protection. Similar analysis disaggregated by age, gender, disability status and socio-economic situation are essential to adjust both design and administrative processes looking forward.
Four out of the ten countries did not monitor trends in utilization or satisfaction rates, illustrating that more efforts need to be made to assess the progress and impact of those policy measures over time. Institutions responsible for universal health insurance schemes need to make proactive efforts to contribute to this process, in line with one of the core principles enunciated in ILO Recommendation No. 202 on “regular monitoring of implementation, and periodic evaluation“ (para 3 (p)).
Table 9. Monitoring coverage, utilization, financial protection and beneficiary satisfaction
	
	Colombia
	Costa Rica
	Indonesia
	Kazakhstan
	Lao PDR

	Population effectively covered by social health protection in health (%)*
	94.3% (2023)
	91.1% (2023)
	90% (2023)
	82.6% (2023)
	80.9% (2023)

	% of population covered with full contribution subsidy
	47%
	18%
	62%
	67%
	79%

	Proportion of population spending more than 10% of household consumption or income on out-of-pocket health care expenditure (%)
	N/A
	50% of population used health services at least once in the last year (2019)
	~1.7 utilizations per person per year
	N/A
	53.9% for outpatient and 5.6% for inpatient care among NHI members

	Out-of-pocket expenditure as percentage of current health expenditure (CHE) (%)
	14% (2020)
	20.3% (2020)
	31% (2020)
	27.5% (2020)
	41.8% (2020)

	Satisfaction rates
	70% satisfaction with EPS
66% satisfaction with IPS
	63% of population satisfied with availability of quality health care
	90% of JKN members satisfied with services
	N/A
	N/A

	
	Morocco
	Philippines
	Rwanda
	Türkiye
	Viet Nam

	Population effectively covered by social health protection in health (%)*
	85.5% (2023)
	83.2% (2023)
	82.3% (2020)
	98.5% (2023)
	89.3% (2023)

	% of population covered with full contribution subsidy
	43%
	23%
	25%
	12%13
	N/A

	Proportion of population spending more than 10% of household consumption or income on out-of-pocket health care expenditure (%)
	N/A
	~1.9 primary health care visits per person per year
	~8 visits per person  per year
	~1.5 utilizations per person per year
	N/A

	Out-of-pocket expenditure as percentage of current health expenditure (CHE) (%)
	41% (2021)
	10.4% (2021)
	16.3% (2020)
	39.6% (2020)
	41% (2021)

	Satisfaction rates
	N/A
	90% of PhilHealth members satisfied with services
	Only 10.4% of CBHI members satisfied with general CBHI services
82% of CBHI members satisfied with quality of health care services
	65% of population satisfied with health services
	N/A


Source: Based on data from the ILO World Social Protection Database​, the WHO Global Health Observatory, the Global Health Expentidure database and national sources
*Figures for the ILO World Social Protection Repot 2024-26 were consolidated on the first quarter 2023. In the case studies, the authors have been accessed more recent figure from country report
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         This section focuses mostly on first sets of actions taken to identify, inform, and engage potential future members of UHI schemes, with the goal to raise awareness and provide preliminary information about the Scheme’s availability, objectives, eligibility criteria, and application process. Continuous outreach mechanisms,  i.e. ongoing activities and communication efforts designed to keep members engaged, informed, and updated about the scheme, are described in more detail in other subsections of this chapter.
9 
         Based on Chirchir, and Barca 2020..
10 
         Amounts are annually updated and adjusted.
11 
         Individuals carrying out entrepreneurial activities without registration as an individual entrepreneur.
12 
         Local authorities usually pay CBHI contributions for volunteers engaged at community level.
13 
         Including those who pay 3 per cent of the national minimum gross wage.


Conclusion
The main focus of this study is on the administrative processes employed by universal health insurance schemes to extend coverage and manage their relationships with their beneficiaries. While not the main purpose of the study, it is essential to underline that those administrative processes are strongly influenced and sometimes largely determined by the design features of the scheme itself, as is overall availability of resources to back both social protection and health policies and systems more broadly. Those are well beyond the scope of the present study, yet it becomes clear from examining the trajectories of the ten countries considered that policy reform for the universalization of health insurance requires strong political will and sustained commitment to universality translated into adequate financial resources among others elements. 
It is also very clear that in many instances, that for reforms to be successful, they had to be rolled out in parallel with efforts to strengthen the health system. Most countries have been able to extend both the comprehensiveness of services offered under the benefit package of the respective health insurance schemes, as well as the healthcare network offering these services continuously over time since the introduction of the schemes. This improvement in the adequacy of health insurance also impacts on financial protection if it is accompanied by the overall aim of increasing financial resources for quality health services. For instance, OOP dropped significantly in most of the countries analysed after the introduction of a universal health insurance scheme and it now lies between 10.4 per cent in Rwanda and 42 per cent in Morocco. The only exception is Viet Nam, where OOP expenditures sharply increased after the introduction of the health insurance scheme, largely attributable to the fact that at the same time there were increases in user fees combined with phasing out of supply-side subsidies.
The decision to launch universal health insurance schemes, their design and, as will be illustrated in the next section, the way they are being implemented, is largely the fruit of a historical construct in each of the countries concerned. The diversity of approaches and designs reflects these differences in trajectories, which are directly connected to the specific history and socio-economic situation unique to each country. Furthermore, a thorough understanding of the interplay between poverty, vulnerability and the labour market is needed in order to design such schemes in a way that is inclusive and has the potential to translate into adequate implementation. The expansion of effective coverage seems largely dependent on how the populations with no capacity to contribute and the population dependent on the informal economy for their livelihoods are defined within the design of the schemes and further identified, enrolled and included in administrative processes, which is the main aim of the study.
In terms of design, important features include:
	legally mandated coverage for the entire population in line with ILO Recommendations No. 69 and No. 202;

	a comprehensive benefit package reviewed periodically and which applies to all, in line with the provisions of ILO Conventions No. 102 and No.130, which define minimum packages and authorize co-payments only as an exception and in order to preclude abuse;

	a mix of funding sources, combining earmarked and unearmarked resources from social security contributions and taxes, with it being noted that contribution subsidies – both full and partial depending on the population group – are needed to cover the entire population.


In terms of administrative processes, the key principles enunciated in Paragraph 3 of ILO Recommendation No. 202 are relevant and in practice, there is a diversity of delivery mechanisms (para. 3 (i)). In the countries studied the following features stand out:
	In most of the studied schemes, procedures related to eligibility, registration, contribution collection, compliance and access to benefits are largely reliant on institutions outside of the national health insurance scheme. This is a factor that facilitates all such operations (that is, it simplifies procedures for the beneficiary and the UHI administration alike), but at the same time one that introduces complexity. Coordination across the different concerned administrations as well as consideration of each other’s end objectives are needed in order to avoid the methods of one mechanism (for example poverty targeting method) entrenching unintended consequences for the UHI (for example exclusion errors in its non-contributory entry point). Here, the principle of “coherence across institutions responsible for delivery of social protection” and beyond must be put into practice (ILO Recommendation 202, para. 3 (m)). A particular point of attention needs to be identifying and enrolling poor and vulnerable households in a way that makes for effective allocation of subsidized health insurance, as this remains a complex challenge in many countries and often undermines efforts to achieve universality. Many countries struggle with outdated or inefficient systems for identifying eligible beneficiaries, leading to inaccuracies and inequities in the allocation of subsidies. Bureaucratic inefficiencies and lack of transparency in the selection process can exacerbate disparities and erode trust in health insurance schemes.

	Identification plays a central role throughout eligibility, registration and access to healthcare procedures. In this respect, while digitalization offers a range of possibilities that can alleviate the burden on beneficiaries, issues of effectiveness of civil registration processes remain a reality in a number of contexts, particularly for those born before major reforms in these processes and should therefore be taken into account by national health insurance institutions.

	To collect contributions from workers who are not in formal employment and from the self-employed, the countries concerned have introduced adaptations to contribution collection procedures in terms of both payment periodicity and channels. Some countries have also put in place integrated procedures across business registration, tax and contributions’ payment, as part of broader formalization policies. Collecting contributions from those groups remains a challenge in many countries, particularly where personal and business income tax is not in place or is poorly enforced.

	Dynamic administrative systems that facilitate ease of access and transitions between different health insurance entry points as people’s circumstances change, contribute to improved efficiency and reduced barriers to coverage. Strong outreach efforts, including community engagement and information dissemination, are necessary not only for raising awareness and promoting enrolment but also for enabling people to understand their entitlement and avail their benefits, hence leading to increased utilization of health services.


While some countries have made efforts to monitor the effectiveness and impact of their administrative procedures and overall scheme functioning, this study reveals that there is scope for the collection of increased and enhanced data. This is especially the case regarding gathering direct and comparable feedback from beneficiaries with an adequate level of disaggregation in a way that can effectively inform the adjustment of procedures and potentially of the scheme design itself. It is also clear that in order to go into greater depth on a number of aspects of UHI administrative procedures and thus identify best practices, it will be necessary to expand the scope of study to include more countries and also conduct empirical work in documenting current information gaps.
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Annex 1
Colombia
This country case study was prepared with the support of Martha Agudelo (ILO). It is partly based on a draft case study (perfil) prepared for an upcoming ILO publication on “Extending social health protection: Accelerating progress towards Universal Health Coverage in Latina America” (ILO forthcoming).
Introduction
Located in the northwestern part of South America, Colombia has a population of almost 52 million people. The country has made major economic and social advances in recent years – attributable to a combination of strong economic growth and policies targeted at the most vulnerable groups, which has led to an improvement in living standards among the Colombian population. Nevertheless, deep structural problems remain: labour informality is widespread and the rate of self-employment is high. Moreover, with a Gini index of 51.5, Colombia remains one of the most unequal countries in the world. Economic growth alone has not been sufficient to reduce inequality, as barriers to economic opportunities persist for certain groups (including in terms of gender, ethnicity and geography), thus limiting socioeconomic mobility. Half a century of internal conflict and violence has displaced more than 12 per cent of the country’s population (OECD 2016), a large portion of which is living in extreme poverty. 
Health outcomes have improved in the past decades. The share of live births attended by skilled health staff has reached 99.2 per cent and infant mortality fell from 29 per 1,000 live births in 1990 to 11 in 2020. Life expectancy has increased from 69 in 1993 to 77 in 2019.14 Like other countries in the region, Colombia is experiencing a striking demographic transition. The population over 65 years of age currently represents 9.4 per cent of the total population – an increase of 4.8 percentage points compared to 2000. This situation has an impact on the health profile of the population and has led to an increase of the prevalence of non-communicable diseases, especially cardio-vascular diseases and diabetes. According to the Pan American Health Organization (PAHO), the prevalence of being overweight and of obesity among people aged 15 and older was 59.0 per cent in 2016. The prevalence of diabetes mellitus among the population aged 18 and older stood at 7.2 per cent in 2000 and increased to 8.5 per cent in 2014.
Facts and figures
Total population: 51,870,000 (World Bank 2022)
Life expectancy at birth (years): 77.0 (World Bank 2019)
National poverty headcount ratio ( per cent): 39.3 (the Colombian National Administrative Department of Statistics (DANE) 2021)
Gini index: 51.5 (World Bank 2021)
Share of informal employment in total employment ( per cent): 55.9 (ILOSTAT 2023)
Out-of-pocket expenditure as a share of current health expenditure ( per cent): 14.0 (WHO 2020)
Population effectively covered by social health protection in health ( per cent): 94.3 (ILO WSPDD 2023)

Source: data retrieved from the World Bank, “World Bank Open Data”, from the ILO, “ILOSTAT”, from the ILO, “ILO World Social Protection Data Dashboards”, and from the Government of Colombia, “the Colombian National Administrative Department of Statistics”.
The Colombian Constitution of 1991 made healthcare an economic, social and cultural right. At that time, the population faced persistent problems of access to services provided by the national health system and variable quality in them, with a coverage level of only 24 per cent of the population (47 per cent coverage in the richest quintile and only 4 per cent in the poorest quintile). With the issuance of Law 10015 in 1993, the General System of Social Security in Health (Sistema General de Seguridad Social de Salud, SGSSS) was created and social security was made mandatory for the entire population. The governing body of SGSSS includes government representatives (the Minister of Health, Minister of Labour and Social Security, Minister of Finance and representatives of Departmental and Health Municipalities), a legal representative of social security institutions, two representatives of employers’ organizations, two representatives of workers‘ organizations, a representative of health promoting entities, a representative of service provider institutions and also representatives of patients’ groups. Since this reform, various improvements have been made, such as the creation of a system to assure quality of health services and the strengthening of primary healthcare, as well as the unification of benefit plans across different membership categories. In 2015, the Statutory Law on Health (Ley Estatutaria 1751) was enacted, which establishes, among other things, the obligation of the State to fulfil the right to health and the comprehensiveness of benefits.16 The complementing Law 1753 established the General Social Security Health System Resources Administrator (Entidad Administradora de los Recursos del Sistema General de Seguridad Social en Salud, or ADRES). This entity, attached to the Ministry of Health and Social Protection and with administrative and financial independence, has the purpose of pooling and managing the funds allocated to universal health insurance, including from contributions and general and specific taxes. Its primary role is guaranteeing the adequate flow of funds to the Health Promoting Entities (Entitades Promotoras de Salud, EPS) for the purpose of provision of health services to all. Prior the establishment of ADRES, the Solidarity and Guarantee Fund (Fondo de Solidaridad y Garantía, or FOSYGA) managed the collection of contributions. The creation of ADRES aimed at strengthening the system’s financial operations by integrating the resources of FOSYGA and the Health Sector Rescue and Guarantee Fund (Fondo de Salvamento y Garantías para el Sector Salud, or FONSAET) into a unified national pool. Currently, Colombia's social health protection system provides legal coverage to the entire resident population and the ILO estimates that in practice 94.3 per cent are effectively affiliated. 
Timeline: Road to universal health insurance
1991: healthcare anchored as economic, social and cultural right in Colombian Constitution
1993: General System of Social Security in Health established (Law 100)
2015: obligation of the state to fulfil the right to health and the comprehensiveness of benefits anchored in law (Statutory Law 1751)
2015: General Social Security Health System Resources Administrator established (Accompanying Law 1753)

Key design features
Legal coverage 
According to Law 100 of 1993, affiliation to the SGSSS is compulsory for all residents of Colombia. In order to comply with this obligation, employers are responsible for the affiliation of their workers, self-employed with contributory capacities are responsible for their own affiliation and the State is responsible for the affiliation of the population that does not have the capacity to pay contributions. Regardless of the membership category, all residents must be affiliated to one of the various Health Promoting Entities (Entitades Promotoras de Salud, or EPS). EPS are entities that act as insurers17 and are tasked with managing members‘ registration, collecting contribution as applicable and ensuring the purchase of the Health Benefit Plan (PBS). Financial resources from various sources are pooled by ADRES, which then redistributes these funds through the payment of per capita payment units (unidades de pago por capitación, or UPC))18 to EPS based on the number of their enrolled members. The EPS, in turn, purchases health services from contracted Service Provider Institutions (IPS) to ensure the provision of the mandatory health plan to all beneficiaries and their families. 
Membership categories and contribution rates
Based on the law, the SGSSS has the following membership categories: 
(i) The contributory regime that covers those with the capacity to pay, namely formal employees (public and private sector), as well as independent workers with the ability to contribute, and their dependants (spouse and children under the age of 18 or under the age of 25 who are full-time students), and retirees: in the case of employees, it is financed by contributions from employers (8.5 per cent of monthly salaries) and the employees concerned (4 per cent). If employees earn less than 10 legal monthly minimum wages, the respective employer is exempted from paying employer contributions. Independent workers have to pay 12.5 per cent of the contribution base income (ingreso base de cotidización, or IBC)19, which is equal to 40 per cent of their net income, that is, their gross income (not including VAT) less expenses (either real or presumed, based on a table with determined shares of costs for different economic activities, such as agriculture, public transportation, construction, food and hospitality or manufacturing). For pensioners, the monthly contribution rate is set at 12 per cent of their pension allowance income, reduced to 10 per cent – as of 2024 – for those earning between two to three times the monthly minimum wage, and to 4 per cent for those earning one monthly minimum wage. As a general rule, the IBC cannot be less than one minimum wage 1,160,000 Colombian pesos (COP) as of 2023) or more than 25 times the minimum wage.
(ii) The subsidized regime, which provides coverage to all members20 of a household in condition of poverty or vulnerability through fully subsidized contributions: in order to acquire this benefit, families must be registered with the System of Identification of Potential Beneficiaries of Social Programmes (Sistema de Identificación de Potenciales Beneficiarios de Programas Sociales, SISBÉN) – a social registry used by the government to determine eligibility for various social programmes. Indviduals in the registry are scored on socioeconomic criteria, and those below a certain threshold qualify for government subsidies and transfers and they access health insurance on a non-contributory basis. The subsidized scheme is financed with fiscal resources from the government21, departments, districts and municipalities and a contribution from the contributory scheme of 1.5 per cent. In addition, it receives a solidarity contribution from the non-poor and non-vulnerable population belonging to the subsidized scheme and not qualifying for the contributory scheme. Subsidies are supported by, among others, taxes on tobacco, alcohol and lotteries, which were significantly increased in 2010 (Law 1393, 2010) to support the unification of the health benefit plan. In 2019, 0.5 per cent of the VAT tax base was also allocated to health.
(iii) There are also special schemes for specific categories of workers, such as teachers, the military forces, employees of public universities and the Colombian Petroleum Company22.
Benefits
Persons covered by the contributory and the subsidized regime are entitled to the Health Benefit Plan (Plan de Beneficios en Salud, PBS), which covers emergency care, consultations, hospitalisation, special care, essential medicines in generic form, dentistry, mental health, palliative care, as long as they are not included in the list of excluded health services and technologies, which is update on a regular basis. Initially, the Health Benefit Plan consisted of an implicit list of services that were periodically expanded, regularly added, however after the 2015 Statutory Law, it transitioned to explicit package omitting services meeting specific exclusion criteria23 (Vergara, Ruiz and Guzman, 2023).  The PBS also covers promotion and prevention activities, such as information, education, training and communication to affiliates, especially on issues of protection, healthy living and control of chronic non-communicable diseases. The services are provided by so-called Service Provider Institutions (Instituciones Prestatores de Salud, IPS), including hospitals, clinics, laboratories, independent health professionals and special patient transport, contracted by the insurers. As of June 2022, there are 11,466 authorised IPS, most of which are private24. The EPS, in their role as insurers, are responsible for ensuring citizens have access to PBS entitlements. They are also required to establish a referral and counter-referral system to ensure high-complexity services are accessed at the primary care level, except in emergencies. Some of them also run their own IPS. Access to certain high-cost services require up to 100 weeks of system affiliation, including 26 weeks of contributions in the proceeding year. Shorter qualifying periods maybe granted depending on socioeconomic capacity criteria.
The subsidised regime is more generous in terms of people covered: every member in an eligible family has access to the subsidised regime regardless of the relationship with the family head, while the contributory regime only covers direct dependents (spouse and children, or parents in case the contributor does not have a spouse or children). Workers covered by the contributory regime are also entitled to receive a cash subsidy in the event of incapacity to work due to illness or accident unrelated to their work, as well as paid maternity leave.
Delivery chain
	Workers in informal employment

	Outreach

	The EPS, acting as insurers, are in charge of reaching out to and enrolling users into the contributory and subsidised schemes, collecting the contributions of the contributory scheme and administering the benefit plan (PBS) to beneficiaries. All residents can freely choose an EPS active in their geographic area, based on their specific offers. As a per capita payment to deliver the benefit package is transferred by the Government through ADRES to the EPS according to the number of enrolled members in each EPS. Thus, they compete for the enrolment of new members in order to maximize their revenue. 

	Registration and 
enrolment

	If workers register for the health insurance under the contributory regime for the first time they have to register to the Transactional Affiliation System (Sistema de Affiliación Transaccional, SAT) - a portal created by the government for the purpose of facilitating citizens' affiliation to the SGSSS and for affiliates to report their new developments25. Then they have to choose an EPS and affiliate to it (online and/or by visiting on of the EPS’s closest office – depending on the business process established by the respective EPS). They have to hand in a filled in registration form together with a proof of identity, i.e. a national ID card or a residence document, as well as respective documents for their family member to be affiliated. Once the registration is approved by the EPS, coverage starts immediately (except for high-cost services – see above). Instead of issuing dedicated health insurance cards the proof of identity serves as identification at the service providers.

	Contribution payments

	Self-employed workers pay their contributions through the Integrated Contribution Settlement Form (Planilla Integrada de Liquidación de Aportes, PILA) - a mechanism created by the National Government to facilitate, streamline, monitor and control social security contributions under the general social security system, including health, pensions, professional risks and others. Workers can choose between various providers of this service. 
They can then make their monthly payments to social security, including social health insurance, electronically by using the providers’ respective settlement platform. After authentication, they have to select the type of payroll, as well as the month and the year for which they would like to make the contributions, and have to state their contribution base. Then they are transferred to a payment platform where they can make the payment of the contribution rate calculated by making use of their bank account. 
For self-employed workers earning less than two minimum wages they can choose between the system described above and the assisted payroll mechanism (planilla asistida), which allows them to make the settlement of social security contributions in an assisted manner – for example via web, a telephone hotline or WhatsApp. In this case the assistant asks for all relevant information and provides the person with the calculated contribution rate and a payroll number at the end of the process. With this number, the payment can be made by making use of an extensive network of financial institutions throughout the country, including bank branches, ATMs, payment centres and mobile wallets.
All contributions collected are transferred to ADRES for administration and management. ADRES makes payments to the EPSs of the contributory and subsidised schemes according to the number of affiliates through determined capitation payment units (unidad de pago por capitación, UPC). The UPC corresponds to a per capita value adjusted for age, gender and geographical location. It is a prospective payment and corresponds to the cost of the benefit plan.

	Compliance

	The entity responsible for enforcement and control is the Unit for the Management of Pensions and Parafiscal Contributions (Unidad de Gestión Pensional y Parafiscales, UGPP). attached to the Ministry of Finance. It is responsible to monitor and follow up on the adequate, complete and timely settlement and payment of the parafiscal contributions related to social protection, including for health insurance.
In this regard, the UGPP carries out persuasive actions. This consist of communications through which the Unit invites independent workers with indications of evasions of contributions to the social security system (either because they are not paying contributions despite some evidence that they have the capacity to pay or because there is some indication that they are paying contributions that do not comply with their actual incomes) to voluntary change their payment behaviour. Besides stressing the importance of making contributions, information how to comply with the obligation to comply with the obligations to pay contributions and providing details of possible non-compliance the UPGG also communicates possible sanctions if the situation persists. This information is forwarded to concerned workers in the form of E-mails, physical letters, and text messages sent to mobile phones, as well as during specific training sessions and face-to-face meetings with the concerned person. 
Once the information has been verified, independent workers are expected to take corresponding actions within one month, by making use of the PILA – thereby allowing the UGPP to monitor the changes. If they do not comply, they will be subject to further persuasive actions and they might be selected for an audit process, resulting in arrears, interests and penalties to be paid. 

	Poor and vulnerable population

	Outreach and determination of eligibility

	The SISBÉN is a classification system of the Colombian population based on living conditions and income that aims to identify potential beneficiaries of social services. The classification comprises four main groups - each with subgroups: group A with population in extreme poverty, B for poor population, C for vulnerable people at risk of poverty and D for non-poor and non-vulnerable population. The methodology and classifications were last updated in 2022 (SISBÈN IV). To benefit from the subsidized scheme, families need to be registered, have their data updated and be assigned to one of the above-mentioned groups and subgroups.
SISBEN is a nationally defined tool administered at the decentralized level. Municipalities/districts are responsible for the management of SISBÉN in their territories. Therefore, the collection of data is under the responsibility of municipalities and districts. They use two types of surveys: sweeping and on-demand. Sweeping surveys are similar to the census and are based on a door-to-door approach in the poorest geographical areas and neighbourhoods. The sweeping surveys are used to build the initial database and should be conducted every three years. In addition, people can update their data at any time through the on-demand survey when they need to correct names, add or remove family members, or to request a new assessment of their vulnerabilities. Departmental coordinators liaise between the central government and municipalities/districts. The data collected at the local level is compiled in a national database, which is updated on a regular basis (every month). This guarantees consistency of data at any time and everywhere. 
The population registered in groups A, B and C are covered by the subsidised regime of the health insurance and do not have to pay anything. Since 2022, the population registered in group D is also covered by the subsidized regime if they do not meet the conditions for contributing to the contributory regime (see above). In this case they have to pay a monthly solidarity contribution for each adult family member, which is currently set between COP 24,200 and 106,200 per person per month26 - depending on the subgroup the family is assigned to (ranging from D1 to D21). For this last group, the territorial entities are responsible for verifying the conditions for belonging to the subsidised scheme, with the information from the EPSs, and for guaranteeing that the population has access to SISBÉN. To this end, they carry out active searches to identify the population that is not affiliated to health insurance and that could be affiliated through this mechanism.
In addition to SISBÉN a census list of special population groups, such as indigenous communities, homeless persons, registered Venezuelan migrants, forcibly displaced persons, and new-born whose parents are not affiliated, is used to identify beneficiaries of the subsidized schemes. Families listed in the census list are exempted from solidarity contributions.

	Registration and enrolment 

	Affiliation is done through a free choice process carried out by the municipal authorities, i.e. the potential beneficiary chooses the EPS to which he/she wishes to be affiliated in a public event, as follows: The local authorities in each territorial entity (mayors) summon people who are identified as potential beneficiaries of health subsidies to participate in the free choice process. During this process, the territorial authority must ensure that the same person does not affiliate to several EPSs. After choosing an EPS the head of family has to sign the Single National Affiliation and Transfer Form. The respective EPS then delivers the affiliation card and the letter of rights of the affiliate and the patient to the family head, who has to certify that all registered family members are alive and reside in the municipality where the free choice is made. The affiliation becomes effective from the first day of the contract period with the EPS.
Families assigned to group D of SISBÉN have to pay their solidarity contributions through PILA (see above).

	ALL

	Provision of benefits

	With their proof of identification all affiliated persons can access services at all health facilities contracted by their EPS (see Section 1). 
For those not yet registered with an EPS it is also possible to affiliate when a person requests health services from an IPS, through the mechanism of ex officio affiliation. In this case the IPS will consult the SISBÉN database (see above) to check if and in which group the family of the person has been registered with the socioeconomic database. Based on the result, the person can be assigned to the subsidized regime (with or without solidarity contributions).
In the contributory regime, there are moderating fees and co-payments27, depending on the affiliate’s income. In the subsidised regime there are no fees, but there are co-payments, which are established at 10 per cent of the value of the health service received (as of 2023). For both regimes, the maximum value of co-payments per event and per year is established. 

	Complaint management

	The Health Superintendency (Superintendencia de Salud, SuperSalud) is responsible to manage complaints, ensuring compliance with health sector regulation, and other queries related to the provision of services from the IPS and EPS. Complaints can be filed either online via the website of SuperSalud or face-to-face in one of the eight regional directorates or 70 service points across the country.


Results
Effective coverage: It is estimated that the rate of affiliation to the social health insurance schemes rose from 25 per cent in 1993 before the reforms to 99 per cent in 2022. The level of insurance coverage of the population has increased gradually, with significant growth in enrolment in the first few years after the reform. In more recent years, the upward trend has continued: in 2010, 93.6 per cent of the population was affiliated, and by 2021, insurance coverage increased by another 5.4 percentage points. As of 2021, 48 per cent of the population was covered by the contributory regime and 47 per cent was covered by the subsidized regime. Another 4 per cent of the population was covered by special regimes. Approximately, 416,000 persons (around 1 per cent of the population) are not yet affiliated to any of these schemes (see figure below). Effective coverage reflects the share of the population in need, effectively protected and can access health services, where their legal entitlements are translated into practice. According to the ILO world social protection latest estimates, 94.3 per cent of the population is effectively protected by SHP in Colombia. This rate is lower than legal coverage rates, potentially due to lack of awareness of rights and other practical barriers to accessing care such as availability or unequal distribution of services. 

Health care utilization: One of the most remarkable achievements of Colombia is the extension of health protection and effective access to health services to rural and poor populations. Several studies now show significant increases in the use of health services in rural areas (ILO forthcoming).  Colombia's essential services coverage index (SDG 3.8.1) reached 80 percent in 2021, up from 52 percent in 2000, reflecting significant progress (OPS 2021).
OOP expenditures: High levels of affiliation (coverage) rates achieved by the Colombian social health insurance system have had positive implications for the well-being of the population. OOP expenditures fell dramatically from 43.7 per cent of national health expenditures in 1993 (Durán-Valverde 2014) to around 14 per cent in 2021, generating a considerable reduction in vulnerability for many Colombians. This also reflected that households did not face impoverishing financial burden for accessing services during the pandemic, which was noticeable in other countries. Pharmaceutical represents the largest share of out-of-pocket spending, accounting for 21 per cent of the household health expenditures in 2017 (Ministry of Health and Social Protection of Colombia 2022a). In Colombia despite low out-of -pocket spending, in 2017 the proportion of population with household expenditure on health greater than 10 per cent of household budget (3.8.2.) was 8.2 per cent (Naciones Unidas 2023). 
Member satisfaction: The 2009-2019 Outcome Evaluation of the General System of Social Security in Health showed that overall satisfaction with EPS services was over 70 per cent in 2019 and satisfaction with access to health services stood at 66 per cent. The average waiting time for general medical and dental consultations showed to be between two to ten days, respectively. Users of the system mainly complained about complicated procedures, proximity of facilities and waiting time. 
Comprehensiveness of services: Today, the SGSSS offers a relatively comprehensive benefit package. Initially, the benefit package only covered general diseases and some so-called serious or congenital diseases, but has been progressively extended since then. Moreover, while the subsidised regime has long been less generous than the contributory regime, the two packages have gradually converged following a 2008 Constitutional Court ruling. However, access to quality services varies according to geographic location, the expertise and technology of the IPSs affiliated to the EPS network, alongside the market dynamics that tend to favour higher supply and better quality of services for those with greater purchasing power. 
Health care network: Availability and accessibility of health services are not always guaranteed. Access to health care in rural and remote areas with a high number of poor and vulnerable people is still restricted: For example, Bogotá with the highest number of physicians per capita has a ratio that is 9 times higher than the indicator for the department with the lowest availability of these health professionals (Ministerio de Salud y Protección Social de Colombia 2021).
Key success factors
	Strong political will to improve the SGSSS: The current situation of the SGSSS is the result of a long process of major structural reforms. Reforms have been progressive and aimed at broad risk-pooling of funds and solidarity in financing fostering a positive redistributive role across the entire population with provision of comprehensive and adequate benefit package for a sustainable and inclusive social health protection system. This is a key element in health system reform processes, as it allows for greater control and more efficient use of resources. Involvement of private sector as insurers and health care providers: The Colombian model follows a market-driven framework, which incorporates principles of managed competition28. It thereby assigns a key role to private sector actors. The role of the state has mainly focused on regulation and fund management, while the private sector is active as insurer and health service provider. Proponents of this approach highlight the results so far achieved: the strong expansion of coverage increased supply of health services, and the commitment of the Government in financing health for the low-income population.

	Social health protection integrated with other social insurance and social protection schemes: Compared to other countries, the integration of the SGSSS with other branches of social security (e.g. pensions, maternity and occupational safety and health), as well as with the broader social protection system is quite advanced. Procedures for registration and payments of contributions (in the case of contributory schemes) are often aligned. This makes it easier for independent workers and the poor population to navigate through the system and access the respective schemes and benefits.   

	Dynamic system to ease access to and transitions between different regimes: Residents can approach local authorities anytime to be included in SISBÉN and categorized based on their socioeconomic status. This allows those without the capacity to pay health insurance contributions to access the subsidized regime without long waiting periods. In addition, mechanisms are currently being established to help workers transition from the subsidized regime to the contributory regime and back (if needed) – thereby contributing to avoiding disincentives to formalize.

	New mechanism to flexibly respond to changing socioeconomic conditions of workers and their families: The COVID-19 pandemic has demonstrated the need for mechanisms to protect access to health services for people who lose their economic conditions to contribute to the contributory regime. Many people have lost their jobs and their consequent ability to cover their insurance. In this context, the solidarity contribution is presented as an option for protecting insurance and guaranteeing access to health services for some people who, having lost their ability to pay contributions and not meeting the current targeting criteria of the subsidised scheme, would be left without health insurance.


Remaining challenges
	Articulation with social assistance and disincentives to formalisation: Evidence suggests that universalisation of health insurance through the creation of a dual system (subsidized and contributory) in 1993, paired with the overall system of social assistance targeting to the poor, increased informality by four percentage points between 1995 and 2005 (OECD 2016). The government has recently taken some efforts to facilitate transitions between the subsidized and contributory entry points, while advancing labour market reforms to promote formalization, particularly for part-time workers. Previously, social security contributions for pensions and healthcare were bundled, with contributions based on a full-time monthly minimum wage, making part-time hiring expensive for employers. A new reform (Decree 2616 of 2013) was implemented, that allowed part-time workers to contribute to social security based on a weekly minimum wage instead and decoupled pensions from healthcare benefits, enabling workers to join the formal pension system without losing subsidized health insurance (Samaniego de la Parra B, Otero-Cortés A & Morales L, 2021). 

	Limited geographical accessibility of health care facilities: Access to quality health services is strongly influenced by geographic location, with particular challenges in remote rural areas with high poverty levels. This is to a great extent caused by the strong involvement of private sector actors as EPS and IPS who have the tendency to orient their supply of services towards sectors with greater purchasing power. Therefore, responsibility to provide health services to remote rural populations is often left to the State and non-profit organizations. To increase access in disadvantaged geographical areas supply-side investments would be needed - in addition to the already existing subsidies, which strengthen the demand-side.

	Financial viability of the EPS: Over the past decades since the introduction of the SGSSS, many EPS have faced financial problems and many went into bankruptcy. According to latest data from SuperSalud more than 60 per cent of the EPS are currently operating at loss.  Major aspects to consider in order to guarantee the financial viability of the EPS in their current role as insurers – and consequently their continued provision of services to their clients – are the value of the UPC and a more equal distribution of resources. This situation raises concerns about the viability of their operation and sustainability, as well as the sustainability of the provision of health services.


Conclusions and way forward
The new Colombian government, which took office in August 2022, has proposed a reform of the health system that is currently being elaborated. This proposal envisages the creation of Primary Health Care Centres to provide care to the population, as a mechanism to strengthen preventive care. It also includes the creation of a centralised payment system through the creation of a Single Public Health Fund administered by ADRES, eliminating the insurance functions of the EPSs and giving them the functions of administering the primary care centres and the referral and counter-referral systems. This proposal is based on problems related to the weak focus on preventive and promotive health services, the current economic challenges faced by the EPS, as well as the remaining access for certain population groups, which result in an inequity in the provision of services. 
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Costa Rica
This country case study was prepared with the support of Fabio Durán-Valverde and José Francisco Ortiz (ILO). It is partly based on a draft case study (perfil) prepared for an upcoming ILO publication on “Extending social health protection: Accelerating progress towards Universal Health Coverage in Latina America” (ILO forthcoming).
Introduction
Costa Rica is the Central American country with the highest level of development. The country has an income above the average for the sub-region, with a Gross Domestic Product per capita of US$12,472 in 2021. Costa Rica remains among the least poor countries in Latina America. However, the poverty response to economic growth has been limited since 2010, and national poverty rates point to an increase in poverty between 2017 and 2018. The COVID-19 crisis has been leading the economy into recession in 2020, pushing poverty and inequality upwards. Informal, self-employed and micro and small business bear the brunt of the shock, as they are often engaged in sectors most affected by the crisis, such as hotels, restaurants and transport (World Bank 2021).
Health outcomes have significantly improved in the past decades: between 2000 and 2019, infant mortality in Costa Rica decreased from 10.2 to 8.25 deaths per 1000 live births, a decrease of 19.1 per cent. The maternal mortality ratio for 2020 was estimated at 22.0 deaths per 100 000 live births, a reduction of 42.9 per cent from the estimated value for 2000. Life expectancy at birth in 2023 was 80.3 years, higher than the average for the Region of the Americas and 2.7 years higher that in 2000. Communicable diseases have been decreasing whereas the prevalence of non- communicable diseases is rising, partly because of population aging and partly resulting from unhealthy lifestyles: according to data from the Pan-American Health Organization (Organización Panamericana de Salud, OPS), the prevalence of overweight and obesity among the population 15 years and older was 61.6 per cent in 2016. The prevalence of diabetes mellitus among the population aged 18 years and older stood at 7.0 per cent in 2000 and increased to 8.9 per cent in 2014.
Facts and figures29
Total population: 5,180,000 (World Bank 2022)
Life expectancy at birth (years): 80.0 (World Bank 2020)
National poverty headcount ratio ( per cent): 25.5 (World Bank 2022)
Gini index: 47.2 (World Bank 2022)
Share of informal employment in total employment ( per cent): 43.0 (Instituto Nacional de Estadística y Censos 2023)
Out-of-pocket expenditure as a share of current health expenditure ( per cent): 20.3 (World Bank 2020)
Population effectively covered by social health protection in health ( per cent): 92.0 (Caja Costarricense de Seguro Social 2022) Life expectancy at birth (years): 80.0 (World Bank, 2020)

Source: data retrieved from the World Bank, “World Bank Open Data”.
Costa Rica’s national social health insurance system is highly integrated into the overall social security system in terms of financing, administration and provision. Registration has been compulsory for salaried workers since 1941, when the Costa Rican Social Security Fund (Caja Costarricense de Seguro Social, CCSS) was created. Starting in 1961, with Law No. 2378, the system was expanded to include dependents of salaried workers. Until 1975, the CCSS extended coverage to people in rural areas, low-income population, and certain vulnerable populations for primary care, outpatient care, and inpatient services. Coverage began to include farmers and self-employed workers in the late 1970s. The universalisation of insurance and access has been the guiding principle of the health system for decades. The creation of regulations such as Executive Decree No. 14313 SPPS-PLAN of 1983 "Constitution of the Health Sector" and Executive Decree No. 19276-S of 1989 were aimed at the organisation and structure of the system, as well as the establishment of the steering role of the Ministry of Health and the integration of the health system. Before 1995, the Ministry of Health was responsible for providing primary care and prevention services to the population. In 1995, primary health care became a nationwide priority, which led to the de-concentration of administrative responsibility. The responsibility of primary care and prevention was transferred to the CCSS, while the Ministry began to focus on national policy, planning, promotion, and coordination of all the public and private activities of healthcare. Today, Costa Rica's social health protection system provides coverage to the entire resident population, with 90.9 per cent enrolment coverage (Caja Costarricense de Seguro Social 2021).
Timeline: Road to universal health insurance
1941: health insurance for salaried workers established
1961: Universal Health Insurance Act (extension to dependents of salaried workers)
1975: voluntary coverage of independent workers initiated
1984: Non-contributory coverage for vulnerable population groups established
1984: Collective agreements for insurance of associations and cooperatives initiated
2001: Mandatary coverage for independent workers established
2010: Mandatory coverage for migrants established
2014: Family benefits for same-sex couples established

Key design features
Legal coverage
The administration of the social health insurance of the CCSS is guaranteed in the Constitution of 1949. The CCSS is the sole state insurer and main provider of social security in health, along with other social protection guarantees, such as sickness, old-age, maternity, invalidity and survivors´ benefits. Article 11 of the Health Insurance Regulations determines that insurance is provided to: (1) salaried workers, including domestic workers; (2) self-employed workers; (3) pensioners of the public contributory or non-contributory schemes; (4) voluntary contributors; (5) population living in poverty (insured on behalf of the State), and (6) those covered by family protection (that is, dependants of active contributors). The insurance on behalf of the State is granted to all members of families who have been declared poor based on data of the National System of Information and Single Registry of State Beneficiaries (Sistema Nacional de Información y Registro Único de Beneficiarios del Estado, or SINIRUBE).
Costa Rica's social health insurance model was strengthened in 2000 with the passage of the Worker's Protection Law (Law 7.983), establishing mandatory coverage for the entire labour force in the informal and formal sectors and their dependants, including independent workers. In addition, the Migration Act (2010) obliges foreigners, permanent residents, temporary residents and cross-border workers to pay social security contributions to the CCSS as a condition for renewing their migration status. 
Specific regulations have been issued for different categories of workers: 
	A regulation from 2017 contains the general provisions for all employers who employ one or more domestic workers in order to facilitate registration and make the payment of contributions more affordable. The regulation establishes a set of special conditions that allow employers of domestic workers to use a scale of Reduced Minimum Contribution Bases, when the wages earned and reported are lower than the amount set in the Minimum Contribution Base approved by the Board of Directors of the CCSS. 

	A regulation for special health insurance contribution rates for employees in microenterprises30 was adopted in 2018, which foresees reduced and progressively increasing contribution rates for employers in the first four years of existence of microenterprises31.

	Also in 2018, the CCSS adopted a regulation which foresees the provision of health insurance coverage to all coffee pickers – including seasonal and migrant workers – employed on farms associated with the Costa Rican Coffee Institute (Instituto del Café de Costa Rica, ICAFE) during the harvesting period. According to the regulation ICAFE pays 5.75 per cent of the monthly salary, while the state subsidizes contributions with 9.25 per cent (summing up contributions to a total of 15 per cent of monthly salaries). A special agreement between the CCSS and ICAFE signed in 2019 further details these conditions.

	In 2022, a new regulation for the insurance of self-employed workers was approved, which contains a series of elements and incentives to increase registration. One of the most interesting is the creation of a technological platform for registration, monthly income reporting and suspension of the insured status, which will operate under the principle of self-management of the independent worker, without the need for the direct intervention of the CCSS inspection service or any other body.


Membership categories and contribution rates
In the contributory scheme, health care, sickness and maternity insurance contributions are paid by the employer, the worker and the state as a percentage of the monthly salary – depending on the specific category. Details are shown in table 1.
Table 1: Insurance contribution rates (as of 2023)
	
	Employer
	Worker
	State
	Pensioner
	Pension fund

	Employees
	9.25 per cent
	5.5 per cent
	0.25 per cent
	
	

	Independent workers
	
	2.89 per cent-10.69 per cent
	1.31 per cent - 9.11 per cent
	
	

	Pensioners 
	
	
	0.25 per cent
	5 per cent
	8.75 per cent


The contributions of independent workers and the corresponding subsidies by the state depend on the income category (1 -5 categories) which they are assigned to according to their reference income. Income categories are based on the national minimum wage. Details are shown in Table 2.
Table 2: Detailed contribution rates of independent workers (as of 2023)
	
	from
	to
	worker
	State
	total

	1
	
	CRC 303,253
	2.89 per cent
	9.11 per cent
	12 per cent

	2
	CRC 303,254
	CRC 652,507
	4.33 per cent
	7.67 per cent
	12 per cent

	3
	CRC 652,508
	CRC 1,305,014
	6.24 per cent
	5.76 per cent
	12 per cent

	4
	CRC 1,305,015
	CRC 1,957,521
	8.02 per cent
	3.98 per cent
	12 per cent

	5
	CRC 1,957,522
	CRC 999,999,999
	10.69 per cent
	1.31 per cent
	12 per cent


The insurance on behalf of the State is a special protection scheme to families without the capacity to contribute to the social health insurance and who are qualified as poor. This is the case if their income is lower than the lowest wage in the latest minimum wage setting or because their income is equal to, or higher than, the lowest wage in the latest minimum wage but is insufficient to meet their needs, taking into account their total income in relation to the number of members, their ages, their socio-economic situation and their general standard of living. In order to receive insurance on behalf of the State, the family nucleus must meet the obligatory condition of having been classified and declared as being in a condition of Extreme Poverty or Poverty, by the Mixed Institute of Social Assistance (Instituto Mixto de Ayuda Social, or IMAS), and included as a beneficiary in the SINIRUBE database. The insurance on behalf of the State is tax-financed by the Fund for Social Development and Family Allowances (Fondo de Desarrollo Social y Asignaciones Familiares, or FODESAF).
Care for pregnant women – including antenatal care and hospital deliveries – and children under 18 years of age is always free in Costa Rica, irrespective of the patient’s insurance status or nationality. The aim is for all residents to have public insurance, regardless of their socioeconomic status (Pesec et al. 2017).
Benefits 
The legally established benefits provided by the CCSS health insurance are: 
(i) comprehensive healthcare benefits, which includes promotion, prevention, medical care and rehabilitation, specialized medical and surgical care, outpatient care, hospitalization, medicines, laboratory and imaging, oral health and social services; 
(ii) sickness and maternal cash benefits for those who have been contributing to the contributory scheme, purchase of prostheses, spectacles and orthopaedic appliances, transfers and accommodation, funeral expenses and free choice of doctor (under certain conditions).
Health benefits are defined only for the first level of healthcare and are divided into subprogrammes covering the life cycle of individuals. They cover among others: comprehensive care for children, comprehensive care for adolescents, comprehensive care for women, comprehensive care for adults and comprehensive care for the elderly, including basic rehabilitation, oral health, disease management, immunization and contraceptions.
Delivery chain
	Workers in informal employment

	Outreach

	The CCSS has more than 80 branches across the country, where self-employed workers and also (prospective) employers can obtain information from social health insurance and receive further services and guidance for registration, payment of contributions and access to health services. Furthermore, the CCSS runs a virtual office, which is accessible on its website. 
Active outreach to the population in general is also an integral part of the local Basic Integrated Healthcare Teams (Equipo Básico de Antención Integral en Salud, or EBAIS) (see below) who act as the liaison with the community, providing health promotion education and activities through group visits and home visits. This includes promotion of coverage with health insurance. The EBAIS conduct group education practices and health promotion activities, which can take place in a variety of community locations, such as schools, churches, community/municipal buildings, and even workplaces. In addition, they conduct home visits to all residents in the area on a regular basis. During home visits, an EBAIS will fill out the Family File (Ficha Familiar) to collect information on, inter alia, family structure, the socioeconomic condition of the family, availability of food and epidemiological risk factors

	Registration and 
enrolment

	In the case of self-employed workers, they must register within eight working days after the start-up or acquisition date giving their name, worker activity, physical address, telephone numbers and email address. They can either register at one of the local CCSS branches or via the virtual office. After their information is crosschecked and confirmed with the Centralized Tax Collection System (Sistema Centralizado de Recaudación, or SICERE) they can access services immediately.
Since 1984, self-employed workers’ organizations, including farmers, have also been able to establish collective insurance agreements with the social insurance system. To register, the worker’s organization files an application with the social insurance system, submitting documentation proving its legal personality and associate number. After the organization is accredited, the negotiation procedure begins to agree on group contributions. Only own-account workers and those performing activities consistent with the nature of the organization may participate. The CCSS Board of Directors is responsible for establishing general guidelines, approving increases in contribution scales and settling force majeure disputes. Collective agreement registrants have the same rights as those established for employed workers. The agreement may be terminated with three months’ notice by any of the parties subscribing to it within the one-year duration term (ILO 2021).

	Contribution payments

	To facilitate the calculation of contributory income and to make the health insurance scheme affordable to all, self-employed workers are grouped into different income categories based on the national minimum wage (see above). In order to determine the reference income, they are required to submit proof of income and expenses for the last six months as well as an income tax statement and other administrative forms and certificates. In the event that the self-employed person’s income has changed (increase or decrease), the insured person must visit the nearest branch of the CCSS, with proof of the change in income, such as income tax returns or invoices. The approval of the procedure is subject to a subsequent assessment.
Contributions can be paid up to 59 days after they are due, at the different payment points available, including online, banks, cooperatives, or other providers offering financial services (e.g. super markets, pharmacies or the Costa Rican Red Cross; 12,000 payment points at the country level). Members can also choose to pay directly through the CCSS website or make use of a recently initiated App, after registering a bank account.
Contribution payments due for more than 59 days can only be paid at CCSS offices. Once the maximum payment date has passed, the self-employed worker must pay the corresponding surcharges, as well as the legally established interest. Failure to pay will lead to administrative and judicial collection proceedings, as appropriate, in accordance with the procedures established by the CCSS.
In the case of collective insurance agreements, the respective organization is responsible for collecting the previously negotiated contributions from the insured and for transferring them, together with a monthly report, to the CCSS. Contribution levels are set according to the specific productive activity performed by the registered workers of the organization and according to the contributory capacity of the registered group. They are established on the basis of specific and regular reference incomes for certain members, rather than according to income categories as in the case of individual registration. Within the same organization, different contribution scales are established for individual members. The organization itself decides what scale is most appropriate to the person´s income. This is periodically verified by inspectors (ILO 2021).

	Compliance

	The CCSS has implemented a range of measures to improve the collection of social insurance contributions from self-employed workers. The institution employs a group of specialized inspectors to oversee their registration. The inspectors work in several economic sectors. In addition, more administrative staff and professional inspectors have been hired to enhance the administrative capacity to follow-up cases of social contributions evasion. The CCSS has also allocated more resources to acquire the physical, material and technological resources needed to successfully implement this strategy, which has allowed the extension of contributory coverage to all parts of the country, including to self-employed workers in rural areas.
To be eligible to government programmes promoting Micro-, Small- and Medium Enterprises (MSMEs) – for example through co-financing of projects in the areas of technology development and innovation or the provision of sectoral training – self-employed must comply with social security contributions, tax regulations and labour standards. This policy aims at incentivizing the respective target group to register with the CCSS and thereby further increase coverage, especially among self-employed and small enterprises.

	Poor and vulnerable population

	Outreach and determination of eligibility

	The SINIRUBE serves as the basis for determining eligibility of families to be covered by the Insurance on behalf of the State. Its main purpose is to maintain an updated database with national coverage with information on the population that requires subsidies or attention from the state because of poverty or social vulnerability. This information is available to public institutions active in the social sector to improve the beneficiaries of respective programmes.
The Socioeconomic Registry (Registro de Información Socioeconómica, RIS) is the main instrument for collecting socioeconomic information that SINIRUBE makes available to public institutions in the social sector. It provides socioeconomic information of the majority of the country’s households. The corresponding information is collected from various administrative registries. First, the SICERE is consulted to determine officially declared incomes of household members. In the case that the household has an official income, it is analysed whether the per capita income exceeds the poverty line established by the National Institute of Statistics (Instituto Nacional de Estadística y Censos, INEC). If it exceeds the poverty line, the household is classified as non-poor. In case there is no official income or if the per capita income is below the poverty line date of the National Household Survey carried out by the INEC are used to determine a proxy income and classify the household accordingly. Moreover, relevant data collected by the EBAIS through the Family Files (see above) is integrated into RIS.
Public institutions that grant benefits must consult and, if necessary, update or complete the RIS with the information of the applicants. Compared to social registries in other countries, SINIRUBE is highly deconcentrated in the sense that the staff of a range of different public institutions concerned with various social programmes, including the CCSS, has the task to modify and update the information of the RIS. Thereby the register is constantly being updated with administrative records and beneficiary data. EBAIS (see above) have a key role in updating data on a regular basis when conducting family visits.

	Registration and enrolment 
	To register for the Insurance on behalf of the State the head of the family has to visit the Medical Services Validation and Billing unit of the health facility closest to their home and present an identification document (identity card or residence card). A CCSS official verifies in the internal information system if the applicant is indeed uninsured and then checks directly in the RIS in the SINIRUBE system to see if the family is classified in extreme poverty, basic poverty or vulnerability. In this case, the insurance benefit is granted. Conditions have to be verified again after five years to decide if the respective household can continue to benefit from the insurance on behalf of the State.
In exceptional cases, CCSS officials have to opportunity to provisionally include new families in the insurance coverage on behalf of the State. In this case the CCSS refers the family to the closest IMAS office to verify its socioeconomic conditions.

	All

	Provision of benefits

	Insured persons are assigned or attached to a specific Health Area (see below), so the principle of free medical choice is limited. All insured persons can avail health services at the facilities of the CCSS32 in their Health Area by showing the ID national card or another valid identification document. Health providers can check the insurance conditions online in the Unified Digital Health Record (Expediente Digital Único en Salud, EDUS). When the need for medical attention is urgent, it will be provided immediately, but the respective verifications must be carried out in a timely manner afterwards. Otherwise, the services will be charged through the pertinent channels.
The national health services network is organised into three levels of complexity. The first level of care is responsible for health promotion, disease prevention and rehabilitation of lower complexity, through intra-domiciliary care, outpatient or general ambulatory care. The provision of services at this level is organised by Health Areas that cover an average population of between 10,000 and 145,000 people, delimited geographically. The health areas provide services in integrated service delivery networks through Basic Integrated Health Care Teams (Equipos Básicos de Atención Integral en Salud, EBAIS). There are currently about 1,080 ESBAIS, organised in 105 Health Areas. These teams are made up of a general practitioner, a nurse, an ATAPS (Primary Health Care Technical Assistant), and a medical data clerk. At the Health Area headquarters, administrative and specialized support services for diagnosis and treatment are located, including pharmacy, lab, clinical images and doctors specialising in basic medical specialties. 
The second level acts on the referral of the first level, and provides specialised outpatient services, outpatient and inpatient interventions, hospitalisation and medical-surgical treatment. The main medical specialities treated at this level are internal medicine, paediatrics, gynaecology, obstetrics, surgery, dermatology, urology and ophthalmology. The CCSS network consists of 11 peripheral hospitals and 8 regional hospitals. The third level of health care provides outpatient and inpatient services of higher complexity through three national general hospitals and six specialised hospitals. 

	Complaint management

	Complaints can be filed at the offices of the respective Health Area, at hospitals, or via email. It has to be handed in in writing, together with personal details of the patient, not later than five days after the occurrence of the non-conformity. A written response shall then be provided within 12 working days.


Results
Effective coverage: The insured population reached 92 per cent of the national population in 2022. The insured population has increased gradually over time. The directly insured population (wage-employed workers and independent workers) accounted for 39 per cent of all insured, whereas their dependents accounted for 29 per cent. 18 per cent was insured on behalf of the state. 13 per cent were pensioners and their dependents (see figure below). According to data from the CCSS coverage among self-employed workers only reached 66 per cent in 2022 – still the highest rate in the LAC region (Caja Costarricense de Seguro Social 2022). 

Health care utilization: In 2019, health care was provided to more than 2.4 million people – almost 50 per cent of the population. This represents an increase of 2 percentage points from 2018 and reflects the institutional efforts to improve access to health services (Caja Costarricense de Seguro Social 2020). In 2018, the UHC service coverage index SDG (3.8.1) was 81 per cent (World Health Organization and The World Bank 2023).
OOP expenditures: Out-of-pocket spending in Costa Rica was 20.3 per cent in 2020, which is at the limit of the value suggested by international recommendations to avoid generating financial problems for households. According to data from the World Health Organization, this indicator has maintained a downward trend, standing at 25 per cent of total expenditure in 2010. Household out-of-pocket health expenditure is mainly composed of medical products, which includes pharmaceuticals and therapy equipment, curative doctor care and ancillary services (Organización Panamericana de la Salud 2019). In 2018, population with household expenditure on health greater than 10 per cent of total household expenditure (SDG 3.8.2) was 7.4 per cent. 
Membership satisfaction: 63 per cent of the population was satisfied with the availability of quality health care in 2019 (Organización Panamericana de la Salud. 2019 and Ministerio de Salud de Costa Rica 2022).
Health care network: The Costa Rican government has placed special emphasis on improving health provision for poor families and those located in remote areas. Consequently, accessibility of healthcare facilities has continuously improved over the last years throughout the country, including in more remote and rural areas – especially since the introduction of the Health Areas and EBAIS. However, most of the EBAIS have limited opening hours, only granting appointments in the mornings and early afternoons. In order to get an appointment, patients must attend in the early hours of the morning and queue for appointments. This factor causes some patients to go directly to the emergency department for primary care appointments, resulting in crowding at hospitals (Organización Panamericana de la Salud 2019).
Key success factors
	Long-term efforts for continuous improvement and adaptation: Costa Rica has had a unique universal insurance system for decades that has been strengthened and continuously integrated and extended over the years – along with the continuous improvement of the health care system. This points to the need for sustained, long-term efforts to implement and consolidate a social (health) insurance system and to achieve favourable results in terms of coverage and access to health services. These efforts have been underpinned by strong political leadership33 and continuous social dialogue with employer and workers representatives, which fostered broad social consensus on the introduction and extension of a social health insurance system.

	Provision of progressive partial state subsidies for self-employed workers contributions: The contributions for social health insurance for low-income self-employed workers – the smaller the income of the insured person, the lower the contribution. This financing mechanism takes into account that self-employed workers are a very heterogeneous group with differences in capacities to pay, which allows for State subsidies for those on lower incomes. 

	Special regulations to cover wage-employed workers which are usually hard to reach: The CCSS has issued special regulations to facilitate the registration of domestic workers, employees of microenterprises, as well as coffee pickers. Domestic workers have their own differentiated scale of social security contributions, taking into account their specific working modalities, such as hourly (part time) and multi-employer work. Microenterprises pay reduced employer contribution rates for their employees during the first four year of existence. And seasonal coffee pickers – including migrant workers – benefit from coverage with health insurance, which is financed partially by the state and partially by ICAFE. These initiatives have helped to increase coverage among these specific categories of workers, which have been historically often excluded from social health insurance.

	Implementation of collective insurance mechanism: The introduction of the collective insurance mechanism has had a favourable impact on rural development in Costa Rica, especially for organized own-account workers in the agricultural sector and among female farmers. In addition to improving access to social insurance schemes, it represents a tool for strengthening social cohesion and organizational and political capacity for farmers organized into cooperatives and associations (ILO 2021). As of 2022, 100 collective insurance agreements covered more than 63,000 workers (plus their dependents) (Caja Cosarricense de Seguro Social 2022). Workers registered through collective insurance mechanisms only make up one percent of the total population insured. However, the mechanism targets a population group which might be otherwise hard to reach. 

	Creation and maintenance of a solid and dynamic social registry: The SINIRUBE, which serves as the basis to determine eligibility of families benefitting from the non-contributory insurance on behalf of the State, provides socio-economic information on 95 per cent of the population. It is constantly being cross-checked and updated through its interoperability and data exchange mechanisms with other administrative databases and beneficiary registries (including data provided by the CCSS). This allows for more agile collection, thereby optimising the resources that the State invests in social programmes, including the provision of subsidized health insurance.


Remaining challenges
	Reaching and maintaining UHC: Despite its important path towards universal coverage, approximately 9 per cent of all residents are not yet covered by the national health insurance scheme. Moreover, coverage rates have been slightly decreasing over the past years  - with the highest coverage rate of more 95 per cent reached in 2016 (Organización Panamericana de la Salud 2019). Groups often not covered include mostly workers in informal or temporary jobs, undocumented immigrants, refugees, or indigenous population groups that do not have a civil registration document, as well as middle- and upper-income class families not interested in affiliating to the system. 

	Maintain the sustainability and political legitimacy of the insurance model. The current insurance and financing model is characterised by a high level of solidarity, including between groups of workers and tax financing, which is key for UHC everywhere. Contribution rates in Costa Rica are perceived as high in the regional context and at the same time there is great pressure from the public to improve the quality of and access to health services, including a discussion on long waiting lists for medical and surgical care, which create increasing pressure to increase private spending, including out-of-pocket spending.

	Evasion of social security contributions among employers and self-employed: The Court of Auditors estimates that the evasion of salaries in the health insurance system amounts to 16.4 per cent overall (public and private sector) and 25.8 per cent for the private sector. In relation to self-employed workers, the body estimates that the level of evasion due to under-declaration of income is 64 per cent (Arce 2021).

	Ensuring long-term financial sustainability: Compared to other countries in the region, the Costa Rican health insurance system has a solid financial basis, resulting from high levels of contributory coverage34, as well as additional sources of funding, including FODESAF. However, to ensure long-term sustainable financing, there is a need to further extend contributory coverage to workers who are not yet contributing – especially self-employed and workers in micro and small enterprises. There is currently a discussion ongoing on the importance of increasing financing via taxes rather than social contributions, or both.


Conclusions and way forward
With its social health insurance model, Costa Rica has reached almost universal health coverage (UHC). The country has made continuous progress over the last 80 years and has accordingly been able to continuously expand health insurance coverage and maintain high levels of participation. The healthcare model has also been continuously evolving. Today, Costa Rica is a good example of a country that has managed to move from a curative health model to a comprehensive care model with a preventive, promotional and community approach. However, medical and surgical waiting lists, the need to expand health infrastructure and the population's perception of the need to improve the quality of health services have recently sparked a discussion about the political sustainability of the current social health insurance model. Maintaining the principle of solidarity and collective financing, which has characterized the development of the Costa Rican social security system, is a challenge in itself amidst a changing and difficult environment in terms of fiscal space and the population’s growing demands 
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Indonesia
This country case study was prepared with the support of Mahlil Ruby and Suciati Mega (PBJS Kesehatan). It is partly based on a previous ILO publication on “Extending social health protection: Accelerating progress towards Universal Health Coverage in Asia and the Pacific” (ILO 2021a).
Introduction
Located in South-East Asia, Indonesia is one of the most populous countries in the world with about 275 million inhabitants. It is the world’s largest archipelagic nation, consisting of 17,000 islands. In 2001, the country embarked on a "big bang" decentralization involving a major transfer of administrative, political and financial authority to its districts (kabupaten) and cities (kota), now numbering more than 500. Over the last years, the country has made steady progress in human development and poverty reduction, with an increase in its Human Development Index ranking from 0.696 in 2015 (110th) to 0.707 in 2019 (111th). From 2014 to 2019, the poverty rate decreased from 11 per cent to 9.4 per cent. Less than 5 per cent of the population lives in extreme poverty (Badan Pusat Statistik 2020).
Indonesia has achieved considerable gains in health outcomes in recent decades. Life expectancy has increased and under-five mortality and infant mortality rates have declined. But several challenges remain, especially in maternal and child health, nutrition and tackling persistent communicable diseases, as well as the rise in non-communicable diseases (NCDs). With 126 per 100,000 live births (2015) the maternal mortality rate remains high relative to its income level and regional peers. One third of children under five years old suffer from stunting (2018) — the fifth highest prevalence in the world. Indonesia is also now the third largest contributor to the global TB burden, with 842,000 cases reported in 2017. NCDs already account for the largest share of the disease burden (66 per cent), nearly doubling since 1990, and this burden is likely to rise further as the proportion of the population over 65 increases. Unhealthy lifestyle choices also contribute to the prevalence of NCDs (World Bank 2020).
Facts and figures
Total population: 275,000,000 (World Bank 2022)
Life expectancy at birth (years): 71.0 (World Bank 2019)
National poverty headcount ratio ( per cent): 9.5 (World Bank 2022)
Gini index: 37.9 (World Bank 2022)
Share of informal employment in total employment ( per cent): 60.1 (Badan Pusat Statistik 2023)
Out-of-pocket expenditure as a share of current health expenditure ( per cent): 31.0 (World Bank 2020)
Population effectively covered by social health protection in health ( per cent): 90.0 (BPJS Kesehatan 2023)

Source: data retrieved from the World Bank, “World Bank Open Data”, from the ILO, “ILOSTAT”, from the BPJS Kesehatan, “Badan Penyelenggara Jaminan Sosial Kesehatan“
With the enactment of the Law No. 40 of 2004 on the National Social Security System and Law No. 24 of 2011 on the Social Security Administrative Body, the Government of Indonesia has made a strong commitment to achieving universal health coverage (UHC). In 2012, the National Social Security Board, Dewan Jaminan Sosial Nasional (DJSN), and the Ministry of Health (MoH) laid out a roadmap towards an integrated social health protection system, which started in 2014 and led to the consolidation of numerous health insurance schemes into one risk pool, managed by BPJS Kesehatan35. Nowadays, Indonesia’s national health insurance scheme, Jaminan Kesehatan Nasional, or JKN, is one of the most ambitious and largest single-payer systems in the world. Since its launch 10 years ago, JKN has extended significantly. As of March 2023, JKN is covering 264.6 million people, or 95 per cent of the country’s population. The Government aims to further extend coverage to 98 per cent by 2024.
Timeline: Road to universal health insurance
Prior to 2004: Various health insurance schemes for pubic and private sector employees (PT Askes, PT Jamsostek, PT Asabri)
2004: Law No. 40 on the National Social Security System enacted and special task force to create national social security law established
2004 – 2013: Introduction of local health insurance schemes in a majority of districts
2011: Law No. 24 on the Social Security Administrative Body enacted
2012: Government decree on beneficiaries of government subsidies adopted
2012: Roadmap towards an integrated social health protection system adopted
2014: National Health Insurance programme launched under BPJS Kesehatan and all existing schemes pooled thereunder
2022: Presidential Instruction concerning the optimization of the national health insurance programme issued
2023: Presidential decree mandated 30 ministries and institutions to support further extension of JKN

Key design features
Legal coverage
Registration to the JKN scheme is compulsory for all residents, including foreigners who have been working in the country for a minimum of six months. The law differentiates between three main categories of members covered by the scheme: (i) wage-employed workers whose contributions are shared with employers; (ii) non-salaried workers and nonworkers who pay a flat contribution; and (iii) poor and vulnerable population groups (the poorest 40 per cent of the population) whose contributions are fully subsidized. Registration in the scheme is on individual basis and coverage for dependents is possible for all member categories. As differentiated deadlines were set for implementing mandatory coverage, registration remains voluntarily in practice for non-salaried workers and nonworkers, including workers in the informal economy. 
Membership categories and contribution rates
Contributions are determined by the various membership categories: 
(i) Wage-employed workers (Pekerja Penerima Upah, PBU) (public and private sector) are registered through their employers and are financed through employer and employee contributions (4 per cent and 1 per cent of their monthly payroll, respectively). The maximum contribution base is currently 12,000,000 Indonesia rupiah (IDR) and is adjusted periodically (being last updated in 2018). Wage-employed workers can co-insure their spouse and up to three children under the age of 21 (or 25 if still in formal education). Contributions for additional family members, including for more children or parents (in-laws) amount to 1 per cent of the monthly payroll per insured person per month, deducted from the salary.
(ii) Non-wage-earning workers (Pekerja Bukan Penermia Upah, PBPU) or nonworkers (Bukan Pekerja, BP) pay a fixed monthly contribution for each family member registered on their family card (kartu keluarga), which is based on their choice of inpatient ward class. They can choose between benefits of services in class III treatment rooms (42,000 rupiah, out of which 7,000 rupiah are cross-subsidized by the central government), class II treatment rooms (100,000 rupiah), or class I treatment rooms (150,000 rupiah). The contribution rate is set out in a presidential regulation that is updated periodically36. 
(iii) The insurance contributions of households identified as poor or vulnerable through a proxy means test according to data from the national social registry37 and who are therefore eligible for social assistance (Penerima Bantuan Iuran, PBI)38 are fully subsidized by the central and local governments. Fully subsidized JKN members can only access inpatient class III wards. The contribution rates paid by the central and local governments are periodically updated through the corresponding presidential regulation. As of 2023, the contribution rate paid is 42,000 rupiah per person per month. 
Benefits
JKN provides a comprehensive benefit package of health promotion; preventive, curative and rehabilitative medicine services; medically indicated laboratory tests, drugs and supplies; and ambulance services for referrals. In principle, there are no differences among the various membership categories in the services covered. The only difference is the inpatient ward class, which is dependent on the contribution rates (see above).
The benefit package covers the following services at public and private sector facilities:
	Outpatient and inpatient services provided at more than 23,400 first level health facilities, such as community health clinics (Puskesmas), independent doctor’s practice, dentists, primary hospitals or supporting health facilities such as pharmacies and laboratories. This also covers obstetric services for mothers and infants.

	Advanced outpatient and inpatient referral health services that are specialized in nature provided at more than 2,900 secondary health care facilities. This includes non-intensive and intensive inpatient care.


Delivery chain
	Workers in informal employment

	Outreach

	To reach out to workers outside formal employment, as well as non-workers who do not qualify for fully subsidized JKN membership, BPJS Kesehatan initiated the programme Kader JKN in 2017 (ILO 2021b). JKN Cadre agents are partners of the local BPJS Kesehatan branches recruited to perform communication, sensitization and socialization measures related to JKN on behalf of BPJS Kesehatan. They also support prospective JKN members with registration and payment procedures. In fact, their role has changed over the years from caring primarily about sensitization for and registration with JKN towards socializing those already registered with JKN about the importance to pay contributions regularly and thereby ensure continuous coverage. To qualify as a Kader JKN agent, the candidate must fulfil certain criteria – for example, they must have a domicile near the target area; must have obtained a high school diploma; and must have work experience with a social organization. They also must have registered for online banking in order to facilitate online payment for members. The programme is currently counting 1,400 agents. 
To further extend coverage of the JKN and reach UHC, BPJS Kesehatan, in cooperation with the Coordinating Ministry of Human Development and Culture KemenKo PMK), the Ministry of Villages and Development of Disadvantaged Regions and Transmigration (PDTT) and the Ministry of Home Affairs recently launched the PESIAR programme. It involves local officials at village level who are requested to appoint an agent to reach out to villagers who have not yet registered for the National Health Insurance (JKN). The programme is funded by the so-called Village Funds – a dedicated central government transfer to village level to enhance economic growth in rural disadvantaged regions. PESIAR stands for four main activities, namely: (1) Mapping (Petakan) of data of potential village residents who have not yet become JKN members or those who have been inactive, (2) Combing/Sweeping (Sisir) of village residents identified based on the mapping through organised visits to recruit potential new JKN members (or revive dormant memberships), (3) Advocating (Advokasi) for JKN membership through sensitization and education efforts regarding rights, obligations and registration procedures to increase the understanding of the population for the importance of health insurance and concrete steps to be taken to become a member, and (4) Registering (Registrasi) people who are willing to become JKN members and ensuring that participants make the first contribution payment.

	Registration and 
enrolment

	Non-poor workers outside formal employment and non-workers are required to individually register themselves and their family members for JKN. They are required to register either in person at the JKN branch in the district capital or online through the programme website or a dedicated mobile application - called Mobile JKN (Satriana 2023). To register, households must fill in a form (online or paper-based) and present an updated Family Identity Card (Kartu Keluarga), the ID card of the family member that is doing the registration on behalf of all family members, and colour photographs of each family member. In addition, applicants need to give a valid phone number and their permanent address. During registration, they also have to select their primary health facility.  After processing the registration documents, new members immediately receive an electronic membership card through the Mobile JKN app, which allows patients to receive services at healthcare providers without having to carry the physical card39. The membership ID is linked to the national ID system, therefore the national ID also serves as means of identification. After registration, new members have 14 days to pay the contribution. Then they are formally enrolled.

	Contribution payments

	JKN members can make their monthly contributions via more than 950,000 different payment channels, including mini-market outlets, JKN cadres, branches of BPJS health partner banks, as well as their ATMs, mobile banking, and internet banking services. The mobile JKN app also provides a direct link to available electronic payment mechanisms. The latter also allows to access up-to-date billing information (including payment history, amount of premium to be paid, and possible methods of payment).
Payments of contributions are due no later than 10th of each month. BPJS uses SMS reminders to alert participants to pay contributions after a month of non-payment. Moreover, JKN cadres are following up with members they recruited in case they do not pay contributions in time. 
Since a few years, newly registered members are directly assigned to an autodebit mechanism, which allows for regular deduction of contributions. Members previously registered with JKN can switch to the autodebit mechanism on a voluntary basis directly via the JKN website, mobile JKN or at JKN branches. Socialization measures are currently ongoing to encourage all members to switch to automatic payment.
In general, there is no penalty for late payment of contributions. Penalties are only imposed if within 45 days of the reactivation of membership status, the participant concerned obtains inpatient health services. In this case, a fine of 5 per cent of the cost of the initial diagnosis of inpatient health services multiplied by the number of months in arrears with the provisions have to be paid (up to a maximum of IDR 30,000,000). 
A Gradual Payment Programme (REHAB) allows JKN-KIS members who have arrears of contribution payments between four to 24 months to repay them gradually through an instalment mechanism. Members can register for this service through mobile JKN or the JKN hotline 165. The maximum period of gradual payment is 12 stages.

	Compliance

	Enforcement and control mechanisms are not yet in place. However, JKN uses community-based mechanisms, such as Kader JKN and the newly initiated Pesiar programme to increase compliance of persons outside formal employment and non-workers with legal provisions.
Another initiative recently launched by BPJS Kesehatan is the Participant Recruitment and Reactivation Programme (JELITA): central officers conduct calls and send out messages to PBPU members who have registered but have not paid the first contribution, as well as to citizens who have not yet registered for JKN, to remind participants to (re-)activate their membership.

	Poor and vulnerable population

	Outreach and determination of eligibility

	To identify poor and vulnerable households who qualify for social assistance, including benefitting from full premium subsidies the Government of Indonesia currently uses the Integrated Social Welfare Database (Data Terpadu Kesejateraan Sosial, DTKS). It is meant to cover 40 per cent of the poorest households, which is in line with the target of sponsored households under JKN40. Data collection for the DTKS used to happen every three to four years through a census sweep of selected households that were pre-identified in pre-lists. Since 2017, the mandate for data updating has shifted from the national to local (district) governments, under the guidance of the Ministry of Social Affairs. Data updating includes the regular updating of DTKS variables of households registered, removing ineligible households from the beneficiaries list and adding new potential beneficiaries. Updated data are forwarded on a regular basis to the responsible data centre of the Ministry of Social Affairs at national level. Starting in 2020, the ministry of Social Affairs started to link DTKS data with data of the National ID system. Having a national ID is since then a prerequisite to be registered with the social registry.
In addition, several provincial and district/city governments have cooperation agreements with BPJS Kesehatan and subsidize the JKN contributions for additional households not covered by the national subsidy, financed out of their own budget. They use their own eligibility criteria to select households qualifying for the subsidy.
Some persons are also eligible for JKN because a third party pays their contribution. This could be for example a private company that can decide to pay contributions for persons in need to comply with their obligations on Corporate Social Responsibility (CSR)41 or the Zakat Boards42.

	Registration and enrolment 
	The Ministry of Social Affairs is responsible to forward data of the poorest 40 per cent of all households as determined in the DTKS to the Ministry of Health, which then selects eligibly households, based on the available annual budget. The ministry then gives instructions to BPJS Health to enrol eligible households as members. Subsidized members can access health care facilities directly after their enrolment. They can check their status with Mobile JKN (see above).

	All

	Provision of benefits

	With their membership card (physical or digital) or their national ID card, all members can access services at all health facilities registered under JKN (see Section 1). JKN members are initially registered at the PHC facility of their choice, which is usually a facility that is close to where they live, based on the address on their electronic ID card. For some beneficiaries with subsidized membership, the choice of PHC facility may have been decided based on the district, as their enrolment is linked with their identification through the social assistance programme, National Social Welfare Integrated Data (DTKS). Patients are only covered for specialist care after a primary care provider has referred them. 
The mobile JKN app allows members to access their medical service history with JKN, provides an option to participate in a personal health screening, and allows participants to make appointments with participating healthcare providers.

	Complaint management

	Dedicated BPJS officers (BPJS Siap Membantu) are located at hospitals to help JKN participant when they experience issues with hospital service. They also carry out routine monitoring and coordination with hospital staff to make sure that JKN participant get good quality services. In addition, complaints can be handed in via the mobile JKN app, the BPJS website and the Care Center hotline 165.


Results
Effective coverage: As of October 2023, JKN is covering 264.6 million people, or 95 per cent of the country’s population, an increase of 133.4 million covered people on 2014, following the merger of the different schemes into one amalgamated fund. According to latest data from PBJS Kesehatan, out of all JKN members, 24 per cent (almost 64 million) are registered as wage-employed workers or dependants and 12 per cent (around 32 million) are registered as non-wage workers or a family member of a non-wage worker. 44 per cent (around 117 million) and 18 per cent (46.8 million) are fully subsidized by the central government or local governments, respectively (see the figure below). However, there remain challenges to extending effective coverage, especially among workers in informal employment (only 12 per cent of the population is registered in the non-wage or non-worker category). In 2023, 90.3 per cent of the population was effectively affiliated to JKN.

Health care utilization: Utilization rates increased from approximately 250,000 utilizations per calendar day in 2014 to more than 1.3 million in 2022. In 2021, the UHC service coverage index (SDG 3.8.1) was 55 per cent (WHO and the World Bank 2023). 
Financial protection level: OOP expenditures decreased from more than 50 per cent in 2013 to 31 per cent of total health expenditure in 2020,but is still high compared to other lower-middle income countries. This could be partly attributed to the existence of informal payments directly paid by patients to health providers in order to avoid long waiting times or to buy medicines that are not listed on the medicine list of the JKN alongside limited geographical accessibility particularly in rural and remote areas. The share of population with household spending on health greater than 10 per cent of the total household budget (SDG 3.8.2) was 3.97 in households with adults only and 5.73 in multigenerational households in 2017. A recent study showed that JKN has had a pro-poor benefit. JKN households in the two poorest quintiles have a higher probability to not incur any OOP (37 per cent and 35 per cent respectively) compared to those in the wealthier quintiles 4 (32 per cent) and 5 (30 per cent) (Maulana et al 2022).
Member satisfaction: The customer satisfaction index of JKN members increased significantly over the past five years - from 79 per cent in 2017 to almost 90 per cent in 2022. 
Comprehensiveness of services: Compared to similar schemes in other lower-middle income countries, JKN provides a relatively comprehensive benefit package to all its membership categories. The only difference experienced by those in the category of non-wage workers or nonworkers is that they have to choose between different ward classes, based on the contribution rates. While the fully subsidized JKN members can only access inpatient class III wards.
Health care network: In addition, an increase of primary and of secondary health care providers assigned with JKN by 26 per cent and 46 per cent respectively can be observed since its initiation - with significant differences inaccessibility between urban and rural areas (see below).
Key success factors
	An integrated health insurance scheme based on solidarity: Through the integration of several social health protection schemes and the provision of subsidies for vulnerable population groups under the same pooled fund, the Government managed to scale up the new solidarity-based scheme and extend coverage to 95 per cent of the total population in less than 10 years. This was possible due to the strong political commitment and legal backing.

	Comprehensive benefit package, with some flexibility for inpatient services: A comprehensive package of benefits is offered to all membership categories (with differences only in inpatient ward class) and encouraged a large part of the population to register to JKN. The opportunity to select between three different flat rate contribution rates based on the inpatient ward class - with the provision of government subsidies for the lowest ward class - facilitates access of workers in the informal economy with considerably lower incomes.

	Efforts to actively reach out to those not yet covered: Strong outreach mechanisms at community level through Kader JKN (and Programme PESIAR in future). This helps (prospective) JKN member to overcome the distances between their homes/work places and BPJS Kesehatan branches, which are often considerable and makes it difficult for people to access offices to receive information on the scheme, register and pay contributions on a regular basis. 

	Efficient use of digital solutions: When BPJS Kesehatan began operating, the Indonesian population was very enthusiastic and quickly began enrolling in the programme. This led to long queues at many BPJS Kesehatan offices, with an average of almost 300,000 people visiting the offices every day. This caused inconvenience for participants and led to a drop in user satisfaction. The initiation of mobile JKN that can be accessed anywhere and at any time by users could solve this bottleneck to a certain extent. Mobile JKN makes accessing services much easier – participants can register, update personal information, retrieve insurance information, look up premiums needing to be made, register for appointments at health facilities, ask questions about the program, and submit complaints (Satriana 2023). The use of digital tools has resulted in low operational costs of JKN (less than 3 per cent of contributions collected). As of October 2023, only 9,270 BPJS employees across the whole country serve a population of more than 275 million people -resulting in a case rate of almost 30,000 inhabitants per BPJS employee).


Remaining challenges
	Making health insurance mandatory: Based on Law No. 40/2004, JKN is mandatory for all. However, the Social Health Insurance Roadmap foresaw mandatory affiliation increasing gradually, based on the size of participating enterprises. The remaining challenges for JKN is to extend health coverage to the population outside formal employment not benefitting from government subsidies. 

	Achieving UHC: Despite immense effort, the last mile towards universality is proving to be a challenge, particularly with regard to ensuring coverage for workers in the informal economy and their families. 13 million persons remain completely uncovered. Potential barriers for individuals not signing up could be lack of accessibility to services, dissatisfaction with the quality of the benefits offered, high or inflexible contribution rates43 and remaining barriers in registration (e.g. lack, of internet access, smart phones and distances to BPJS health branches). The inaccessibility of services, especially in rural and remote areas, along with concerns about service quality -such as long waiting time- are significant factors contributing to non-compliance and discontinuation of contribution payments among those in informal economy (Sunjaya DK et al. 2022). 

	Adverse selection and retention: Individuals can enrol in health insurance at any point during the year and the waiting period after enrolment is rather short, they can access health services as soon as their first contribution payment is processed. This creates incentives for households to delay coverage until one gets sick and— despite penalties if someone drops coverage and then tries to reactive it—to drop coverage once one recovers. Currently 32 million contributors are registered with PBPU, but only around 16 million are paying contributions on a regular basis and are therefore effectively covered.

	Gaps in quality and accuracy of social registry data: The main reason why data updating of the social registry DTKS was shifted from the national to district governments is to keep socioeconomic data updated and thereby provide a more accurate basis for decisions on eligibility of households for various social protection programmes, including subsidized JKN. However, district governments face significant challenges in maintaining updated data due to a lack of budgets, institutional capacities and human resources. The level and process of update of data in DTKS from local authorities are highly variable. As of December 2020, only 50 per cent of all districts had more than 50 percent of their data updated (World Bank 2022).

	Lack of information in the case of inactivation of subsidizes members: Families covered by the subsidized schemes have to be inactivated by BPJS Kesehatan in case they are deemed as non-eligible by the Ministry of Health, based on DTKS data delivered by the Ministry of Social Affairs. This is for example the case if they do not have their national ID registered in the DTKS. There is currently no mechanism to inform them about their inactivation and often effected families only get to know about their inactivation when they try to avail health services with their JKN membership. At the moment, there is also no mechanism to allow to automatically transition from the subsidized scheme to the scheme for non-wage earners/non-earners – or the other way round.

	Limited geographical accessibility of health care facilities: A lack of high-quality health care providers affiliated to JKN in remote rural areas forces people to visit facilities not contracted by BPJS and pay directly for their medical care. Geographical distribution of facilities affiliated to JKN remains uneven and inequalities in utilization rates between urban and rural areas, as well as across socio-economic quintiles persist (Health Policy Plus and National Team for the Acceleration of Poverty Reduction 2018a). 

	Gaps in health equity: Despite a significant increase in utilization rates among the population covered through the contributions subsidies, their utilization rates remain lower than for the general population. This might be caused by the lack of supply and access constraints especially in remote rural areas as well as by a lack of awareness among poorer households about health services more generally and the use of JKN more specifically (Health Policy Plus and National Team for the Acceleration of Poverty Reduction 2018b). 

	High rate of dropout and non-compliance: This is particularly prevalent among those registered in non-wage-earning or nonworkers category. A study on contributions payment compliance highlighted that many such workers discontinued their JKN registration due to unability to pay fixed monthly contributions, which does not align with low-level, uncertain or irregular income/ earning on this category (Sunjaya DK et al. 2022). 


Conclusions and way forward
Indonesia’s government has shown strong political commitment to increase coverage of JKN within the last decade. The speed of JKN’s extension has been impressive. However, some challenges remain, including improving continuous coverage among workers outside formal employment with capacities to pay and allowing for smoother transitions between different membership categories. BPJS Kesehatan is striving to reach 98 per cent coverage of JKN in 2024. This is in accordance with Presidential Instruction No. 1 of 2022 concerning the optimization of the national health insurance programme. In addition, a systems reform led by the Ministry of Planning (Bappenas) is currently underway with the aim to better integrate various schemes, including JKN, to improve coverage, adequacy and comprehensiveness of the overall social protection system.

Indonesia, 01/2005.
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Kazakhstan
This country case study was prepared with the support of Aidar Abeuov (Social Health Insurance Fund, Kazakhstan). It is partly based on a previous ILO publication on “Extending social health protection: Accelerating progress towards universal health coverage in Central and Western Asia” (ILO 2024).
Introduction
Kazakhstan is an upper middle-income country with a population of around 20 million people and a GDP per capita of 30,820 international dollars ($USPPP (purchasing power parity)). The Human Development Index (HDI) in Kazakhstan was 0.811 in 2021, thereby placing the country at 56th rank worldwide. According to the World Bank data, the poverty headcount ratio at national poverty lines was equal to 5.2 per cent of the population in 2021. Despite a decrease from 28.75 per cent in 2017 to 18.78 per cent of the GDP in 2021, the informal economy still represents a significant share of the overall economy. 
Considerable improvement in population health outcomes has been achieved in the past couple of decades as a result of rapid economic growth and continuous efforts to modernize the health system. Thus, life expectancy at birth rose from 65 in 1990 to 73 in 2019. The under-five mortality rate declined from 52 per 1,000 live births in the 1990s to 10 in 2021. As in many other countries, however, the COVID-19 pandemic had a major detrimental impact and life expectancy at birth fell to 70 years and remained so until 2021. The main drivers of morbidity and mortality in the country are non-communicable diseases (NCDs). It is estimated that NCDs account for 84 per cent of all deaths in the country and that an average person living in Kazakhstan has a 27 per cent risk of dying before the age of 70 from one of the four major NCDs (cardiovascular diseases, diabetes, chronic respiratory diseases and cancers) (Social Health Insurance Fund of Kazakhstan, n.d.).
Facts and figures
Total population: 19,621,000 (World Bank 2022)
Life expectancy at birth (years): 70.0 (World Bank 2021)
National poverty headcount ratio ( per cent): 5.2 (World Bank 2021)
Gini index: 27.8 (World Bank 2018)
Share of informal employment in total employment ( per cent): 18.8 (World Bank 2021)
Out-of-pocket expenditure as a share of current health expenditure ( per cent): 27.5 (World Bank 2020)
Population effectively covered by social health protection ( per cent): 82.4 (Social Health Insurance Fund of Kazakhstan, 2022) 

Source: data retrieved from the World Bank, “World Bank Open Data”.
Efforts to introduce a social health insurance system have been ongoing since independence from the former Soviet Union. Previously, Kazakhstan operated a budget-financed national healthcare system, which provided a State Guaranteed Benefits Package (SGBP) free to all citizens, which was expanded to include permanent residents and refugees. Most of the health-financing burden was borne by the State. In 1996, a first version of mandatory health insurance was introduced, but its financial viability was limited and the scheme was discontinued in 1999 (Katsaga et al. 2012). Renewed reform of the social health protection system in the country began in the period 2015–2016, through the design of a new mechanism and establishment of the Social Health Insurance Fund (SHIF). The Mandatory Social Health Insurance System (MSHIS) was first piloted in 2019 in Karaganda region, prior to being rolled out in the rest of the country in 2020 (Social Health Insurance Fund of Kazakhstan 2022b). Since then, it has complemented the existing SGBP, aiming to improve the financing of healthcare and access to it, thereby promoting better health outcomes for the population. The SHIF is responsible for managing both the existing state guaranteed health benefits package (SGBP) as well as the MSHIS. It began collecting social contributions from employees and employers in 2017 and acts as the strategic single purchaser for all publicly paid health services (WHO 2022). In 2022, the SHIF reported that 82.4 per cent of the population (16.3 million persons) was insured by MSHIS (Social Health Insurance Fund of Kazakhstan 2022a). 
Timeline: Road to universal health insurance
1996: first version of mandatory health insurance scheme introduced
1999: discontinuation of the scheme
2015: design of new mandatory health insurance scheme
2016: establishment of SHIF
2019: pilot of scheme in Karaganda region
2020: national rollout

Key design features
Legal coverage 
According to article 29 of Kazakhstan’s Constitution of 1995, “Citizens of the Republic of Kazakhstan shall have the right to protection of health. Citizens of the Republic shall be entitled to free, guaranteed, extensive medical assistance established by law”. 
The state guaranteed health benefits package (SGBP) comprises the essential health services that are accessible to all citizens of Kazakhstan, permanently resident foreigners and stateless persons and refugees, while MSHIS covers an expanded package of services that is accessible to those who are eligible and insured either by paying contributions or by belonging to a privileged category of the population exempted from paying contributions.
According to the Code of the Republic of Kazakhstan, "On the health of the people and the healthcare system", the SGBP is available to all formal residents, including44: (1) all citizens of Kazakhstan; (2) “Kandas” – ethnic Kazakhs who might not have Kazakh citizenship as per the regulations provided under the Law "On the introduction of amendments and additions to some legislative acts of the Republic of Kazakhstan on the regulation of migration processes" of 2020; (3) people who are granted the status of refugees; (4) foreigners who permanently reside in Kazakhstan and have appropriate residence permits; and (5) stateless persons who permanently reside in Kazakhstan and have appropriate residence permits. Eligibility for the SGBP is determined based on the documentation certifying the legal status of the person wishing to avail its services45. 
In the case of MSHIS, eligibility is based on insurance status. It is mandatory to register with the insurance. To become insured through the MSHIS, persons need to have Kazakhstan citizenship or a permanent residence permit and to make regular contributions to MSHIS as stipulated by law, unless they belong to one of the population categories who are exempt from paying contributions. Additionally, labour migrants from Eurasian Economic Union (EAEU) countries and their family members are eligible to participate in MSHIS based on the terms of the international treaty.
Membership categories and contribution rates
The main categories of MSHIS contributors, as identified by the Law of 2015 (article 14) include:
	workers (both in public and private sector);

	individuals implementing works (services) under civil law contracts;

	entrepreneurs;

	self-employed and private practitioners;

	other eligible individuals who contribute as self-payers. 


The basis for calculating the amount of contribution for an employed person (labour and civil-law contracts) is his taxable income (capped at 10 times the minimum wage level), from which the employer contributes 3 per cent and the employee 2 per cent. Employees’ contribution is paid by the employer on their behalf. Persons remain covered for three months after contribution payments are stopped. If there is a time gap between two employments, a person must pay for that period as a self-payer. Entrepreneurs and private practitioners pay monthly contribution of 5 per cent of 1.4-fold minimum wage (US$10). Self-payers’ monthly contribution equals 5 per cent of the minimum wage (around US$7). 
Unified Cumulative Payments (UCP)
From beginning of 2019 until end of 2023 Kazakhstan has adopted simplified contribution modalities for persons in the informal economy, to facilitate their formalization - a single flat-rate contribution for the MSHIS, social insurance schemes and income tax. Payers of the Unified Cumulative Payment (UCP) could pay one monthly calculation index for those residing in the capital, in cities of republican and regional significance and 0.5 monthly calculation index for other settlements. 40 per cent of this payment covered the contribution for MSHIS. Unlike other mechanisms, unified cumulative payment payers were insured in MSHIS only after paying for three consecutive months. To qualify for the UCP workers needed to fulfil the following conditions: 
	Carry out entrepreneurial activities without being registered as an individual entrepreneur, 

	no use the labour of employees;

	Provision of services and/or selling of agricultural products of personal subsidiary farms of their own production exclusively to individuals who are not tax agents, and

	Their income does not exceed 1,175 monthly calculation index per year.


Workers covered through the UCP had to pay their contributions separately for each month in which income was received. It also provided for the possibility of paying in advance for the following months. The UCP could be paid at the cash desk of any bank in Kazakhstan, as well as at post offices. Workers needed to present their ID and make a payment with the dedicated payment purpose code KNP 183 to the bank account of the Non-Profit Joint-Stock Company (NJSC) State Corporation "Government for Citizens".

Several vulnerable population categories enjoy preferential terms of affiliation and are exempt from the obligation to make MSHIS contributions, which are paid by the government on their behalf (4,505 tenge as of 2023). These population categories are defined in article 26 of the Law of 2015 and include: children; persons registered as unemployed; non-working pregnant women; a non-working person raising a child under the age of three; persons on leave due to pregnancy and childbirth; non-working persons caring for a disabled child or a lifelong disabled person; recipients of pension payments, including veterans; disabled persons; full-time students; and non-working recipients of state-targeted social assistance.
Benefits
Complementing the SGBP46 the MSHI package is accessible to people who are insured by MSHIS and comprises the following categories of services, as per the law:
	Specialized outpatient medical care that includes a) expanded service coverage for preventive examinations of target population groups; b) appointment and consultations with secondary health specialists upon referral by primary health practitioner; c) dynamic monitoring and follow-up for persons with chronic illnesses; d) various diagnostic services, including laboratory diagnostics; e) the delivery of emergency and elective dental care 

	Additional coverage of day care based on extended list of diseases and conditions defined by MoH;

	Additional coverage of elective in-patient treatment based on extended list of diseases and conditions defined by MoH.

	In-patient treatment of diseases and conditions that require urgent medical aid for persons who are insured by MSHI;

	Additional coverage of medical rehabilitation based on the list of diseases and conditions defined by MoH;

	Provision of free medicines as part of day care and in-patient care, and outpatient medicines for a predefined list of groups of diseases / conditions (adjusted annually)

	Access to preventive services package, on an ad hoc basis.


These benefits should be accessible without any co-payments, ceilings, or deductibles. It is prohibited by law to provide out-of-pocket the services that should be provided under the SGBP and the MSHI package. Both public and private healthcare providers are eligible to participate in MSHI. In 2020, the SHIF concluded contracts with 1,438 service providers of mandatory social health insurance, including 685 public (48 per cent) and 753 private (52 per cent) medical organizations.
Delivery chain
	All

	Outreach

	The SHIF, in collaboration with other public agencies and the media, is carrying out a wide-scale information campaign to encourage the population to participate in MSHIS and to improve public awareness of the relevant procedures and requirements.
To enable effective provision and management of services, all residents are encouraged to register with a local primary health provider. Each year, between 15 October and 15 November, a registration campaign is carried out. During this period, beneficiaries can select a clinic located close to their place of residence and register with a primary health practitioner of their choice.

	Registration and 
enrolment

	Registration is to be carried out through national e-gov portal and requires a completion of an electronic form and certification though a personal electronic digital signature (EDS). The EDS requires a valid national identity document or passport to prove the citizenship of the country. Upon submission and verification of the registration, the newly registered beneficiaries receive an electronic confirmation certified with the EDS of the healthcare facility of their choice.
An alternative registration procedure exists for the various categories of the population, including pensioners, persons with disabilities, caregivers, students and eligible children who were born in foreign countries. Representatives of these categories can register at primary health facilities without an EDS upon presentation of their documents certifying their identity and belonging to the aforementioned categories. 
If representatives of vulnerable population categories have not determined the status of insurance, they can contact the Center for Public Services and provide all the necessary documents for inclusion in the list of privileged categories. Unemployed need to officially register as such at the Employment Center. Persons without a specific place of residence need to restore documents and also register as unemployed. Students need to contact the leadership of their university for listing. Information will be sent to government agencies for confirmation. After all the necessary procedures, the state will pay contributions for the eligible person, and they will be granted the "INSURED" status being a representative of benefit-entitled category.
There are several ways to check the status in the health insurance system: the Qoldau 24/7 mobile app, the Telegram bot @saqtandyrybot, the e-government portal Egov.kz, as well as the official website of the SHIF. 

	Contribution payments

	To become insured as a self-payer, a person must pay for each unpaid period in the previous 12 months or pay in advance for 12 months with no stage period to access benefits. In order to insure for a year ahead, it is necessary to pay contributions for each month separately. It is possible to pay contributions through any second-tier bank or Kazpost branch, through mobile banking, as well as through the payment systems Kassa 24 and Kiwi. Especially for the convenience of patients, hospitals and polyclinics of the city have Kassa 24 terminals where you can pay a fee instantly and without commission.
Another payment option is via the “e-Salyq Business” app (see below).

	Compliance

	The State Revenue Committee, which is also in charge for the collection of taxes, is responsible to ensure compliance with obligations to pay health insurance contributions. Under Article 88-1 of Kazakhstan’s Administrative Offences Code, an administrative fine is imposed upon failure or incomplete payment of social contributions, failure to provide participants list, or any violations of obligations under mandatory social insurance law. The administrative fine equal a certain number of monthly calculated index (MCI) based on a number of indicators stated in law. Repeated offenses within a year of administrative penalty could result in higher fines, amounting for 20 MCI for small enterprises, 30 MCI for medium-sized enterprises and 50 per cent of unpaid or incompletely paid contributions for large-sized enterprises. In case nonpayment due to failure of officials of the state fund of the social insurance and the center on the payment of pensions, a fine that amounts to 20 MCI is imposed on the officials. 
To streamline the fulfilment of tax obligations and social security contributions and simplify compliance, a mobile application called "e-Salyq Business" has been developed and implemented by the Committee, effective from January 2022. The application's functionality allows individuals to register as self-employed, choose and change tax regimes, and automatically calculate tax and social security obligations (including for health insurance). The calculated amounts of individual income taxes and social security contributions can be paid directly within the mobile application, using integration with the People's Bank service published in the Electronic Government Payment Gateway. The application is continuously improved, including expanding its functionality based on user feedback.

	Provision of benefits

	Access to SGBP services is immediate and does not require any preparatory procedures. Access to the services under the MSHI package requires to be insured in MSHIS in accordance with terms defined by the law (refer to the section on “Legal coverage and eligibility”). Prior to accessing health services, patients may check their insurance status with the help of a specialized mobile application Qoldau 24/7, or a Telegram bot @SaqtandyryBot, or by visiting the national e-gov portal, or the official websites of the Ministry of Health and SHIF. SHIF also operates a hotline (1414) which can be used by patients to obtain additional information. 
Additionally, there exists a clinical referral system, with the patient pathway starting from a primary care doctor. However, certain services do not necessitate a referral.
A provider, in order to provide SGBP or MSHIS services need to be included in the database of SHIF suppliers. This allows the provider to apply for service provision under a direct contract or provide services as a subcontractor. The allocation of volumes of medical care is carried out by the regional or republican commissions chaired by SHIF. An estimated 63 per cent of contracted providers in 2023 were private. The list of providers is published on the website of the SHIF.
Both in the case of the SGBP and MSHIS the first point of contact for beneficiaries should be primary healthcare, where they can obtain referral to access specialized secondary and tertiary care. The referral process can be bypassed in case of health emergencies or elective visits to a list of specialists for certain conditions defined by the MoH.

	Complaint management

	If members of the social health insurance encountered dissatisfaction of the quality of medical services provided, faced denial of care or disrespectful treatment from medical staff, noticed extortion of funds for medical services that are provided within the statutory free medical assistance and in the system of compulsory social health insurance, or other issues, they can choose from several options to defend their patient rights:
	Contact the Patient Support and Internal Audit Service for help: Such a service works in every medical organization. Clients have to make a written statement indicating the contact details for feedback. More detailed information can be found at the reception of an outpatient clinic or hospital.

	Submit a request via the Qoldau 24/7 mobile app: After submission of a request via Qoldau 24/7, specialists of the Fund will contact the medical organization and check the quality of the service and if clients did not receive the service for some reason, they will find out the reason for refusal. All the requests are entered into the register with assignment of a registration number, with which the status can be tracked.

	Submit a request via @SaqtandyrýBot in Telegram: To do this, clients have to select "Send message to 1406" command in the main menu. A request should contain the matter of the issue, as well as the name of the region and medical organization.

	Submit a request on the official website of the SHIF To do this, clients have to select "Submit a request" command, then the "Ask a question/make a complaint" window opens, where they need to fill in all the fields.




Results
Effective coverage: According to data from the SHIF, the coverage under MHIS was estimated at 82.6 per cent of the population in 2022, which is impressive when considering that the health insurance has only been introduced in 2019. However, it constitutes a substantial decrease compared to an average coverage of 85 per cent in 2020 (Social Health Insurance Fund of Kazakhstan 2021). The state currently pays for more than 11 million people (approximately 58 per cent of the population). 

Health care utilization: According to the data reported by SHIF, the introduction of MSHIS resulted in a considerable increase in the utilization of many health services by the population. In particular, there has been an increase in the number of surgeries for the treatment of chronic diseases, the number of treatments for management and prevention of disabilities, and the number of medical rehabilitation services (Social Health Insurance Fund of Kazakhstan 2021). The UHC service coverage of essential health services (SDG 3.8.1) increased from 39 per cent to 80 per cent over the period 2000-2020 (WHO Data 2024), and birth attended by skilled health personnel was 100 per cent in 2018 (WHO 2023).
OOP expenditures: Out-of-pocket payments have dropped to 27 per cent in 2020, from 34 per cent of total health expenditures in 2019. However, some of the financial risks remain unaddressed. Most notably, a large share of OOP spending in Kazakhstan is associated with the purchase of medicines.
Patient Satisfaction: A number of studies conducted in Kazakhstan found that patients are generally satisfied with the services they receive from healthcare providers. However, the availability of data on the quality of patient-centred care is limited (Seleznev et al 2020). 
Comprehensiveness of services: Entitlements under the SGBP and MSHIS guarantee access to a broad range of health services at no cost to patients.
Health care network: The introduction of MSHIS is believed to have facilitated access to a range of health services. For example, SHIF reports that between 2019 and 2020, there has been a substantial increase in the number of contracted healthcare providers for the delivery of rehabilitation services under the scheme – from 64 to 539. 
Key success factors
	Combining a guaranteed package of free medical care with a compulsory health insurance: The mandatory health insurance system was established to complement the already existing SGBP providing a basic package of health services, with the aim to increase the comprehensiveness and quality of health services, reducing out-of-pocket payments and strengthening the basis for sustainable health financing. The SHIF acts as the single public purchaser for both services packages to ensure coherence and comprehensiveness across the two different systems.

	Extensive categorical targeting to ensure coverage of vulnerable persons with subsidized health insurance: To determine vulnerable individuals eligible for subsidized health insurance categorical targeting methods47 are applied. A broad range of categories has been identified to make sure that those not able to contribute themselves are protected from health risks. Compared to (proxy-)means testing approach mostly used in other countries to determine on eligibility for subsidized health insurance, this method is relatively simple to administer and comes with low administrative costs.

	Covering youth-friendly health services to improve sexual and reproductive health: In 2019, the Government of Kazakhstan committed to increasing adolescents’ access to sexual and reproductive health services. To enable this, it was decided that the MSHIS shall cover a number of outpatient Youth Friendly Sexual and Reproductive Health Services offered at dedicated centres across the country. Access to all persons under 18 is guaranteed as the State covers the insurance premium for all minors. It can be expected that this approach will help to improve access of young people to high quality sexual and reproductive health services - thereby taking countermeasures against high rates of unplanned pregnancies among young girls and the rise of HIV/AIDS among adolescents.


Remaining challenges
	Further extending and maintaining high levels of coverage: After reaching an impressive coverage rate of 85 per cent in its first year of existence in 2020, coverage of the MSHIS declined to 81 per cent in 2021. The decline in the number of insured persons between the first and second year of national rollout was likely caused by the failure to pay regular contributions to MSHIS by certain population categories. Effectively prompting informal workers to make timely contributions poses a challenge without significantly impeding their access to healthcare services.

	Persisting practice of informal payments for health services: The practice of informal payments threatens to undermine the level of financial protection provided through the MSHIS. Informal payments may occur among patients to bypass certain formal procedures or to secure "preferential" treatment, even though the extent of this issue remains unclear (Oka 2019). While the introduction of MSHIS will likely contribute to reducing the practice of informal payments over time, it is not yet clear what will be its impact in the immediate short-term.

	Coverage of migrant workers and their family: Due to its geographic location and accelerated economic growth in the 2000s, Kazakhstan became a destination for man labour migrants from Central Asia. Modelled estimates for the 2000-2019 period suggest that the international migrant stock in Kazakhstan has been as high as 20 percent of the population (United Nations 2020). However, the current legal framework excludes migrant workers without a permanent residence permit from the MSHI. Given the high share of labour migrants, their health coverage is not only a necessity to achieve UHC, but can also have a positive effect on the social cohesion and will help improve the management and monitoring of the people with irregular status, providing future potential for support and integration.

	Limited geographical accessibility of health care facilities: One of the major challenges faced by the healthcare system in Kazakhstan has been the significant gap in availability of health services between rural and urban regions. Due to the geographic characteristics of the country, rural population is very dispersed with some communities located in remote regions where the necessary health infrastructure remains absent or under-developed. Limited capacity and availability of primary physicians often forces residents of remote rural communities to travel long distances to seek consultation and treatment at secondary- and tertiary-level facilities. This creates inefficiencies and translates into additional financial costs to patients (related to travel, accommodation, missed days of work, informal and co-payments to access secondary-level services without a formal referral, etc.). 


Conclusions and way forward
The national long-term development strategy “Kazakhstan-2050” identifies the following priorities in the area of health: affordable medical services with high standards of care, develop a better system of preventive medical care, and harness to introduce smart medical care, remote diagnosis and treatment and electronic medical care. The rollout of MHIS contributes to all these priorities by mobilising additional resources for health financing and by providing new means for structuring and regulating the provision of healthcare to the population. Moving forward, retention of MSHIS contributors will likely be a priority to gradually make the scheme less reliant on government funding. This would have to come through careful analysis and understanding of factors motivating drop-out rates. Among others, mobilising additional resources for the expansion of the MSHIP benefits package to include common outpatient medicines and decrease administrative barriers could increase the attractiveness for contributors. Another strategic priority could be the formalization of the irregular workforce and provision of health coverage to temporary residents and irregular labour migrants. 
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Lao PDR
This country case study was prepared with the support of Marielle Phe Goursat (ILO). It is partly based on a previous ILO publication on “Extending social health protection: Accelerating progress towards Universal Health Coverage in Asia and the Pacific” (ILO 2021).
Introduction
With a population of 7.5 million people Lao People’s Democratic Republic (PDR) is characterized by a high degree of ethnic diversity. While growth in the urban population is occurring at around five percent a year, 65 per cent of people live in rural and remote areas. Agriculture, dominated by rice cultivation, accounts for 20 per cent of gross domestic product (GDP) and 61 per cent of total employment. Over the past 20 years, Laos has significantly reduced poverty and hunger. This has, in part, been driven by strong economic growth, which averaged 7.8 per cent as measured by GDP over the last decade. The benefits of growth have, however, not been evenly distributed among the population. Despite a halving in the poverty rate over the last two decades, poverty reduction and consumption growth have lagged significantly behind GDP growth (USAID 2019).
Life expectancy at birth rose from only 54 years in 1990 to 68 years in 2021. Despite significant progress over the past decades, Lao PDR has the highest maternal mortality rate (151 per 100,000 births) and under-five child mortality rate (46 per 1,000 live births) of all ASEAN countries. The under-five mortality rate was 53 deaths per 1,000 live births in rural areas compared to 24 deaths per 1,000 in urban areas. Nationwide, 33 per cent of children under the age of five are moderately or severely stunted; this number reaches as high as 54 per cent in some provinces (USAID 2019).
Facts and figures
Total population: 7,529,000 (World Bank 2022)
Life expectancy at birth (years): 68.0 (World Bank 2021)
National poverty headcount ratio (%): 18.3 (World Bank 2018)
Gini index: 38.8 (World Bank 2018)
Share of informal employment in total employment (%): 82.7 (Laos Statistics Bureau, Ministry of Planning and Investment, and ILO 2018)
Out-of-pocket expenditure as a share of current health expenditure (%): 41.8 (World Bank 2020)
Population effectively covered by social health protection in health (%): 94.5 (Ministry of Health, National Health Insurance Bureau 2022)

Source: data retrieved from the World Bank, “World Bank Open Data”.
The very first pre-paid pooled fund in the Lao People’s Democratic Republic was introduced in 1995 to cover government employees and their dependents through the State Authority for Social Security (SASS) scheme. In 2001, social health protection coverage was extended to private employees and their dependents via the establishment of the Social Security Organization (SSO) scheme. Both schemes were managed through the National Social Security Fund (NSSF) under the Ministry of Labour and Social. In the 2000s, providing access to health care to the poor and vulnerable increasingly became a priority for the Government of Lao PDR, which established consequently several programmes to strengthen the population’s financial health protection. Established in 2004, under the management of the Ministry of Health, the Health Equity Fund (HEF) provided coverage to the poor and vulnerable, with full subsidies. In parallel, non-poor workers and their family members dependent of informal employment could be covered through the government-implemented Community-Based Health Insurance (CBHI) scheme. In 2010, the Free Maternal Neonatal and Child Health (FMNCH) policy was implemented, contributing greatly to improving health services utilization. 
In 2012, the government engaged the merging of CBHI, HEF, FMNCH with health insurance schemes dedicated to the formal sector (SASS and SSO) into a single National Health Insurance (NHI) scheme. Subsequently, in 2017, the Ministry of Health (MOH) introduced the NHI Strategy 2017 ̶ 2020 to provide a clear vision and logical framework for the development of a unified National Health Insurance scheme. In recognition of the difficulties inherent in extending coverage to informal economy workers through voluntary health insurance, the government adopted a predominantly tax-based financing model to cover all those not affiliated to SASS or SSO, thereby replacing contributions from informal economy workers with full public subsidies directly transferred to the NHI Fund. Finally, the Law on Health Insurance was promulgated in 2018, which became the first law on social health protection in the country, creating a legal framework for NHI. On this basis, the health protection system, which previously comprised various schemes, is currently being streamlined into a single NHI scheme. According to the Government of Lao PDR, the coverage rate was 94.5 per cent as of December 2023.
Timeline: Road to universal health insurance
1995: State Authority for Social Security (SASS) scheme introduced, covering government employees and their dependents
2001, Social Security Organization (SSO) scheme established, covering private sector workers and their dependents
2002 – 2004: CBHI pilot schemes for workers outside formal employment (contributory) initiated in different districts of the Central, Northern and Southern regions
2004: Health Equity Fund (HEF) established, providing coverage to poor and vulnerable, through full subsidies
2010: Free Maternal Neonatal and Child Health (FMNCH) policy implemented
2012: starting preparation of merger of CBHI, HEF and FMNCH with health insurance schemes dedicated to the formal sector (SASS and SSO) into a single National Health Insurance (NHI) scheme
2013: launch of National Health Insurance Bureau (NHIB) with a view to create a single purchaser
2016: pilot of the new mainly tax-financed scheme in three of the smallest and poorest provinces
2017: introduction of NHI Strategy 2017 ̶ 2020 to provide a clear vision and logical framework for the development of a unified National Health Insurance scheme
2018: promulgation of Law on Health Insurance, adopting a predominantly tax-based financing model

Key design features
Legal coverage 
The NHI scheme is inclusive, in that “all Lao citizens regardless of sex, age, ethnicity, race, religion and social-economic status shall have the right to enrol in a health insurance scheme”, as stipulated in the Law on Health Insurance. NHI enrolment for workers in formal employment – both public and private – is compulsory via NSSF membership. Enrolment to the NSSF is family-based, with the same health benefits entitlements extended to the contributing member’s spouse and children. The rest of the population, including for the self-employed and informal economy workers, is automatically covered be the NHI. 
Membership categories and contribution rates
Health benefit contributions for formally employed workers insured from the NSSF amount to four percent of insurable salary, equally split between employers and employees. The minimum contribution base is the minimum wage, whereas the maximum contribution base is currently set at Kip 4,500,000. The rest of the population is exempted from direct contributions. Their contributions are financed by public subsidies directly transferred to the NHI Fund by the Ministry of Finance.
Benefits
All NHI members are entitled to a relatively comprehensive benefits package covering most health services in the public sector and at each level of care. Subsidized NHI members are however not financially protected for care provided at tertiary level facilities. The package is regulated by the Law on Health Insurance, using a combination of both negative and positive definitions. Through the negative definition, the package excludes aesthetic/cosmetic services, VIP room services (private), services used at private or overseas facilities and health services which are based on personal demands. It also excludes health services already covered by a third party or other vertical programmes, for example, those that provide treatment for leprosy, HIV/AIDS, tuberculosis or malaria. Using a positive definition, the Law on Health Insurance also provides the legal foundation for the consequent introduction of under-law regulations on a list of essential drugs and medical supplies, as well as price caps on services covered by NHI.
While the harmonization of benefits is a priority, there are still some differences in the benefits provided to members who register through the NSSF or directly to the NHI. The NHI benefit package for the general population is broader, as it covers several NSSF exemptions such as heart surgery, dialysis, thalassemia treatment and chemotherapy.
Delivery chain
	All outside formal employment

	Outreach
	As there is a mechanism facilitating automatic enrolment (see below), outreach to potential members plays a secondary role in the Lao model. Common communication channels used for dissemination of information are TV, radio (including efforts to provide information in local languages to better reach out to ethnic minorities48), the government website and social media.

	Registration and 
enrolment
	NHI enrolment for workers in formal employment – both public and private – is compulsory via NSSF membership. For the rest of the population, there are no active registration mechanisms in place. They gain access to NHI services by showing an ID card at public health facilities. If a person does not have an ID, a letter signed by the village head is accepted.

	Contribution payments
	Contributions only apply to workers in formal employment (public and private sector), whose contributions are remitted by their employers. Contributions of persons without family members in formal employment are fully subsidized by the State.

	Provision of benefits

	NHI members can access treatment at all public health facilities in all provinces where NHI is rolled out. Public health services are delivered through a network of health centres, and district, provincial, central and specialized hospitals. In addition, the military and police sectors also provide health care services for their own employees and their families, as well as parts of the local community. Within the NHI network, there are currently three levels of health care services:
(i) Primary health care services (health centres);
(ii) Secondary health care services (district/community hospitals);
(iii) High level health care services (provincial and regional hospitals).
There is a referral system in place, but it is not very effective due to the lack of a gate-keeping function at primary health care facilities. In cases where provincial hospitals cannot treat a patient, they will send them to a central hospital. In such cases, third-party payment does not apply, meaning that the patient will have to make a claim after treatment for reimbursement from the NHI Office. 
When seeking care, direct co-payments apply to NHI members, with the exception of members who registered through the NSSF and members of poor households identified by their village heads, as well as pregnant women, children under 5 and monks. The co-payment amount varies depending on the level of care, as follows:
	Health centres (outpatient and inpatient): 5,000 Lao Kip (LAK) (approximately US$0.55) per visit or admission

	District hospitals (outpatient): LAK10,000 (US$1.10) per visit

	Central hospitals (outpatient): LAK20,000 (US$2.20) per visit

	Provincial and regional hospitals (outpatient): LAK15,000 (US$1.60) per visit.


“High-cost surgery and treatment” requires much higher co-payments from non-NSSF members, while a specific schedule of provider payments applies for NSSF members seeking high-cost treatment.

	Complaint management
	Complaints can be handed in via two dedicated hotlines for the different membership categories.


Results
Effective coverage: Since its introduction in 2016, the NHI has drastically increased the number of people protected from 45 per cent in 2016 to 94 per cent in 2021 (NHIB annual reports, 2017 and 2022). The coverage rate has been maintained at this level since then. The NHI subsidy policy has not yet been implemented in Vientiane Capital. The CBHI (the MoH’s voluntary scheme for workers in the informal economy) and Free Maternal and Child Health (FMCH) programmes still exist in Vientiane Capital, covering around 2 per cent of the total population in 2019. The figure below shows how the coverage of the population with different social health protection schemes evolved between 2008 and 2018. 

Source: ILO 2021
Health care utilization: Despite these positive trends, in general, utilization of healthcare services remains relatively low. Specifically, utilization rates among NHI members for outpatient and inpatient care are only 53.9 per cent and 5.6 per cent, respectively (Mailfert and Phe Goursat 2019). Healthcare utilization among NSSF members is much higher than that among NHI members. According to the NSSF, utilization rates among NSSF members in 2017 were estimated at 97 per cent for outpatient care, 20 per cent for emergency care and 7 per cent for inpatient care. 
OOP expenditures: Despite the comprehensive benefits package and the low co-payment amount, the financial protection capacity of the NHI remains limited, as reflected in the high rate of OOP payments in the country. Although OOP expenditure is on a downward trend, as a proportion of total health expenditure it is very high, at 41.76 per cent in 2020.
Satisfaction: The government of Lao PDR has recently initiated a comprehensive assessment of the NHI, including the surveying of membership satisfaction. A study conducted using the first nationally representative phone-based People’s Voice Survey (PVS), conducted between May and August 2022, analyzed healthcare utilization patterns and user-reported quality of care. About 65 per cent of respondents had visited a health facility in the previous year, with 61 per cent choosing a hospital instead of a health centre. Of these, 28 per cent rated their experience as “poor” or “fair”. 16 per cent reported unmet need and 12 per cent had experienced discrimination (Aryal et al. 2024). 
Health care network: Even though the NHI benefits package is relatively generous in design, the provision of benefits is hindered by a lack of supply-side readiness (World Bank 2017). This is manifested in a lack of basic amenities and equipment, limited diagnostic capability and the absence of basic medicines at health centres and district hospitals, which include primary and secondary facilities (WHO 2018).
Key success factors
	Full subsidization of health insurance contributions for all citizens not covered by the NSSF: The high level of coverage has been achieved in just one year, from 2016 to 2017, during which time the population coverage expanded exponentially from 31per cent to 91per cent. The remarkable coverage expansion in the country has been facilitated by increased budget allocation to subsidize enrolment of informal workers and the poor and vulnerable into social health protection schemes.

	Automatic enrolment: Lao PDR offers fully automatic enrolment in its national health insurance for all outside formal employment (Kaiser et al 2023). Individuals are eligible when they use healthcare services based on the NHI rules (Chaleunvong 2020). This has been an additional key success factor leading to full coverage across all population groups (except Vientiane capital region), including the poor population and workers active in the informal economy.


Remaining challenges
	Inadequate budget allocation for subsidized health insurance: The Ministry of Finance provides a total budget to the NHI for each financial year, based on available resources. This is not directly correlated with the number of persons to be covered by government subsidies. In turn, the NHI makes payments to the health facilities based on claims paid and the resources available. This poses a major threat to the financial sustainability of the NHI and transfers parts of the financial risk to health facilities. The current practice may have significant implications for the continuation of contribution subsidization and level of protection provided to workers in the informal economy, as well as the poor and the vulnerable. 

	Ensuring long-term financial sustainability: To sustain the current policies and financing arrangements, it will be essential to define additional domestic resources, taking into account the contributory capacities of different population groups – both by considering the introduction of contributions for workers outside formal employment, as well as by putting increased efforts into ensuring compliance with registration and contributions payment to the SSO. Moreover, a variety of means available to create fiscal space for increased subsidies for the NHI could be explored, such as enforcement of tax obligations and reprioritization of expenditures.

	Persisting informal co-payments: Informal direct payments remain significant at facility level, which limits financial protection for the NHI beneficiaries (Mailfert and Phe Goursat 2019). A high proportion of the population still pays more than the defined co-payments (general users) or for what they should be exempted from (pregnant women, children, the poor). Key attributes include constant payment delays, weak policy enforcement, and eligibility issues (Phoummalaysith et al n.d.).

	Remaining barriers for poor and vulnerable groups to access health care facilities: Although the country’s network of health care facilities covers 93 per cent of the population within a 90-minute walking distance, there remain financial and physical barriers to accessing health care for NHI members, especially among the poor and the vulnerable, and ethnic minority groups living in rural and remote areas. Significant inequalities in health care utilization and health outcomes persist across socioeconomic quintiles, ethnic groups and geographic locations (Nagpal et al 2019). A study from 2019 found that the NHI’s average annual expenses for a member not covered by the NSSF is as low as USD 5, covering mainly the direct costs of treatment (drugs, diagnostics, and supplies). This is nearly two to three times lower than annual expenses for NSSF members. This highlights inequity in financing and possibly service delivery (Phoummalaysith et al n.d.) .

	Lack of awareness and information about the NHI: Access to health care facilities is still hindered by relatively low levels of awareness and information about their enrolment in the NHI and associated rights (benefits associated with enrolment) and responsibilities (co-payments) by the general population (Chaleunvong et al 2020). For many ethnic groups, language is a significant barrier to accessing health services and receiving quality care. Understanding patients’ needs and effectively communicating health information can be problematic when responsible staff engaged and the patient population they serve come from different ethnic groups, with different languages, cultures, and beliefs (USAID 2019).


Conclusions and way forward
In less than a decade, the Lao People’s Democratic Republic has made remarkable progress towards universal health coverage (UHC) by expanding social health protection to a large proportion of its population. The rapid expansion of social health protection in the country is the result of a strong political commitment to achieving UHC and its financing modalities. Despite the country’s impressive pace of advancement towards UHC, challenges remain. Accelerated progress towards UHC will require ongoing strong political commitment and financial management to assure its financial sustainability, rigorous capacity building in operation and monitoring and control at all levels to ensure efficiency in its implementation. Besides these, mechanisms will be required that increase beneficiary awareness and engagement in NHI (Phoummalaysith et al., n.d.). To address these gaps and reflect the changes that have occurred since NHI’s establishment in 2016, the NHIB has revised the NHI Strategy for 2021–2025. The new strategy establishes a range of specific policy actions to improve the implementation and sustainability of the scheme. NHIB also plans to roll out the NHI scheme in Vientiane Capital. Capacity strengthening, particularly at provincial and district levels, and the modernization of the administration of the NHI scheme are also among top priorities. At the time of writing this report, the National Health Insurance Bureau (NHIF) of the MoH and the Lao Social Security Office (LSSO) with the technical support of the ILO were engaged in revising the Law on Health Insurance. The revised law is expected to be promulgated in the course of 2024 and it will include key recommendations for achieving increased effective coverage, improved service delivers and enhanced administrative capacity, governance and financial sustainability (ILO Newsroom 2023).
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Morocco
This country case study was prepared with the support of Ricardo Irra (ILO) and Asmaa Elanbari (independent consultant).
Introduction
Situated at the crossroads of Africa and Europe, Morocco, home to a population of more than 36 million, has undergone remarkable economic progress over the past decades. The nation has seen a steady increase in GDP, reaching approximately US$3,600 per capita in 2022. Despite this economic advancement, the country grapples with persistent challenges related to poverty and inequality, particularly in rural areas. Growth over the last decade has been pro-poor, yet a substantial urban-rural gap in poverty rates persists. The country faced consecutive shocks in the form of the COVID-19 pandemic, a prolonged and severe drought affecting domestic production and farmers' revenues and an earthquake impacting the mountainous Atlas region in September 2023. These events disproportionately affected the economically disadvantaged, particularly in rural areas, leading to a deterioration in their welfare and an escalation in levels of inequality (World Bank 2023a). Youth unemployment in Morocco is high and the share of informal employment is estimated to be as high as 62 per cent of total employment.
In recent years, Morocco has made progress in the health sector, with an increase in life expectancy and a reduction in the extent of communicable diseases. That said, continued efforts are still needed, in particular to achieve certain health targets set out in the Sustainable Development Goals or to reduce regional inequalities in health provision. Added to this is the burden of the epidemiological transition and population ageing, with the number of people aged over 65 expected to triple between 2020 and 2060, thereby amplifying the imperative for augmented health expenditure (OECD 2020).
Facts and figures
Total population: 37,457,971 (World Bank 2022)
Life expectancy at birth (years): 74.0 (World Bank 2021)
National poverty headcount ratio ( per cent): 3.54 (ESCWA 2022)
Gini index: 39.5 (World Bank 2013)
Share of informal employment in total employment ( per cent): 62.5 (World Bank 2022)
Out-of-pocket expenditure as a share of current health expenditure ( per cent): 42.0 (World Bank 2020)
Population effectively covered by social health protection in health ( per cent): 70.2 (Boukhalfa 2022)

Source: data retrieved from the World Bank, “World Bank Open Data” and from the Ministère de la Solidarité, du Développement Social, de l’Egalité et de la Famille “ESCWA”.
The implementation of universal health coverage (UHC) in Morocco is the result of a lengthy process initiated in the 1990s. During the Throne Speech in 1993, His Majesty King Hassan II announced the principles of basic health coverage. In 1995, the government approved an initial draft law establishing the Mandatory Health Insurance (Assurance Maladie Obligatoire, or AMO), which was, however, abandoned as it only targeted approximately 16 per cent of the population, namely civil servants, private sector employees and retirees. The project was later taken up by an inter-ministerial commission on health coverage, stemming from social dialogue. This eventually led to the adoption of Law No. 65-00 of 2002, establishing the code on Basic Health Coverage (Couverture Médicale de Base, or CMB), which institutes two regimes: (1) the AMO, based on the contributory principle and risk pooling for the solvent population, including formal public and private sector employees, as well as self-employed workers. AMO came into effect on August 18, 2005, and its management was entrusted to two mandated health insurance funds: the National Fund for Social Welfare Organizations (Caisse Nationale des Organismes de la Prévoyance Sociale, or CNOPS) and the National Social Security Fund (Caisse Nationale de la Sécurité Sociale, or CNSS); (2) the Medical Assistance Scheme (Régime de l’Assistance Médicale, or RAMED), based on principles of social assistance and national solidarity and aimed at the destitute population. RAMED was piloted in the Tadla-Azilal region in 2008 and was later expanded nationwide in 2012 with two groups of beneficiaries: those poor who have been fully subsidized and those classified as vulnerable who have had to pay small co-contributions.
Subsequently, Law No. 65-00 led to the establishment in 2005 of the National Health Insurance Agency (Agence Nationale de l’Assurance Maladie, or ANAM) as a public institution with legal personality and financial autonomy. ANAM's main missions include regulating and overseeing the Mandatory Health Insurance regime, particularly the CNSS and CNOPS to which the management of AMO is delegated (see below). Since 2012, ANAM has also been managing the resources of RAMED and ensures overall compliance with the provisions of Law No. 65-00 governing the CMB.
Following the new Constitution promulgated in 2011, which affirms in article 31 the "right to healthcare, social protection, medical coverage and mutual solidarity organized by the State", a reform process was initiated by the Prime Minister in October 2013 to extend basic medical coverage to uncovered population segments. This eventually led to the adoption of Law No. 98-15 in 2017, regarding the health coverage regime for independent workers and self-employed individuals in liberal professions, called the Health Insurance for Independent Workers (Assurance Maladie des Indépendants, or AMI).
The reform initiated in 2013 has been continued in the priorities of the Government Programme 2017 –2021, with significant momentum provided during the Throne Speech in 2020 by King Mohammed VI, announcing the extension of mandatory health insurance to an additional 22 million beneficiaries – including 11 million self-employed workers not yet covered and 11 million RAMED beneficiaries by the end of 2022. In this regard, Morocco adopted Law No. 09-21 on the extension of social protection in 202149. It extends AMO coverage and the same rights and healthcare packages as private sector workers to independent workers, such as traders, artisans, farmers, self-employed professionals/business owners (thereby enforcing Law No. 98-15 adopted in 2017), as well as the population identified as poor or vulnerable that has been covered by RAMED to date50. In 2022, more than 70 per cent of the population had been covered under AMO.
Timeline: Road to universal health insurance
1993: throne speech of his Majesty King Hassan II announcing the principles of basic health coverage
1995: approval of initial draft law establishing the Mandatory Health Insurance (later abandoned)
2002: Adoption of Law No. 65-00, establishing the code on Basic Health Coverage
2005: establishment of the National Health Insurance Agency (ANAM)
2008: Piloting of the Medical Assistance Scheme for the destitute population in the Tadla-Azilal region 
2011: new constitution affirming the "right to health care, social protection, medical coverage, and mutual solidarity organized by the State"
2012: national rollout of RAMED, managed by ANAM
2017: adoption of Law No. 98-15, regarding the health coverage regime for independent workers and self-employed individuals
2020: throne speech of his Majesty King Mohammed VI, announcing the extension of mandatory health insurance to an additional 22 million beneficiaries
2021: adoption of Law No. 09-21 on the extension of social protection, including universal health insurance coverage

Key design features
Legal coverage 
Morocco’s new Constitution adopted in 2011 addresses health in seven different articles. Among these, article 31 states the rights to universal access to health services and financial-risk protection and article 154 states the right to access quality health services. These Constitutional articles refer directly to the three objectives of universal health coverage (UHC) as promoted by the World Health Organization to achieve universal access to effective health services (including prevention, promotion, treatment and rehabilitation) needed by people without them being exposed to financial hardship (Tinasti 2015).
Law No. 09-21 on the extension of social protection51 makes basic health insurance mandatory for all citizens. This is implemented through the expansion of subsidized health insurance to needy categories (integrating RAMED into AMO), as well as the extension of mandatory participation in health insurance for all non-salaried workers. For the latter, dedicated laws have been issued to regulate the membership of the various categories participating in the regime for self-employed individuals and liberal professions (AMO-TNS) (see below).
For all insured groups, dependants are also legally covered in case they are not covered by any other health insurance themselves, that is: the spouse(s), their children up to the age of 21, their children up to the age of 26 pursuing higher education, as well as children with disabilities and without age limit.
Membership categories and contribution rates52
AMO has the following membership categories, all managed by the CNSS:
	The regime for employees and retirees of the private sector (AMO-Privé), managed by the CNSS, covers employees and retirees of the private sector and their dependents (spouses, children of the insured, disabled dependent children).  The contribution rate for active workers is 6.37 per cent, with 2.26 per cent borne by the insured and 4.11 per cent borne by the employer (standard contribution of 2.26 per cent and solidarity contribution of 1.85 per cent). The contribution rate for pensioners is 4.52 per cent, borne by the insured. There is currently no ceiling. 

	The regime for self-employed individuals and liberal professions (AMO-TNS) for non-salaried workers (Travailleurs Non Salariés, TNS) is managed by the CNSS. A single-rate levy of 6.37 per cent of a contribution base that varies depending on the socio-professional category of the non-salaried worker is applied (see table below). The contribution bases were determined through negotiations with professional associations. To allow this contribution base to evolve over time, it has been linked to the legal or guaranteed minimum wage (Salaire Minimum légal ou Garanti, SMIG)53. The contribution base for each category is defined by a decree specific to that category, which also outlines the operational modalities of coverage management. This includes the establishment of a liaison organization with the CNSS, responsible for providing comprehensive lists of socio-professional categories and regularly updating them. Details for selected categories of workers typically represented in the informal economy are outlined in the table below54.


	Category
	Contribution base/contribution rates
	Liaison Organization with CNSS

	Self-Employed Entrepreneurs55
	Amounts of contributions to the AMO set according to annual taxes paid (ranging from MAD 1,200 to 14,400 per year)
	Post Morocco (Barid Al Maghrib)

	Persons subject to Unique Professional Contribution (Contribution Profesionelle Unique, CPU)56
	General Directorate of Taxes

	Merchants and Artisans with Bookkeeping
	Simplified Profit Regime: 1 SMIG Real Profit Regime: between 2 and 6 SMIG (depending on real income)
	General Directorate of Taxes

	Artisans Not Subject to CPU and Self-Employed Artisans without Bookkeeping
	0.75 SMIG
	Ministry of Tourism, Crafts, and the Social and Solidarity Economy / Craft Department

	Tourist Guides
	1.5 SMIG
	Ministry of Tourism, Crafts, and the Social and Solidarity Economy

	Artists Working for Themselves
	1 SMIG
	Ministry of Youth, Culture, and Communication

	Taxi drivers and other drivers (with professional card)
	Without own vehicle: 1 SMIG
With own vehicle: 1.3 SMIG 

	Ministry of Transport and Logistics / Transport Department

	Traditional Fishing Boat Owners, Not Subject to Social Security
	0.75 SMIG
	Ministry of Agriculture, Maritime Fisheries, Rural Development, and Water and Forests / Maritime Fisheries Department

	Farmers
	Categorization based on several criteria: land area, number of livestock...
	Ministry of Agriculture, Maritime Fisheries, Rural Development, and Water and Forests / Agriculture Department


	The non-contributory AMO-Tadamon57 (covering former RAMED beneficiaries and those newly registering and qualifying) is now also managed by the CNSS and is based on the principles of social assistance and national solidarity for the benefit of the impoverished population. It is funded by the state and local authorities' budget through full subsidization of contributions of beneficiaries. In addition, there is AMO-Achamel for those identified as non-poor but without work (covering former RAMED beneficiaries identified as vulnerable who had to pay co-contributions, as well as those newly registering and qualifying). Depending on the score in the Unified Social Registry (Registre Social Unifié, RSU) which has been recently rolled out across the country, co-contributions are set between MAD 144 and 1164 per family per month.


In parallel to AMO, some workers remain covered by mutual societies and individual or group insurance contracts as Article 114 of Act 65-00 provides an exemption for companies that were already offering health insurance to their employees before the introduction of the compulsory scheme (called “population 114”). These employees thus continue to benefit from private funds, which do not fall under the responsibility of the CNSS. Therefore, they do not contribute at the rate of 6.37 per cent but at 4.11 per cent (by paying only the employee contribution of 2.26 per cent and the employer-paid solidarity contribution of 1.85 per cent, but not the employer's contribution of 2.26 per cent) (OECD 2020). 
The regime for public sector employees and pensioners (AMO-Public), managed by the CNOPS, covers public sector employees and pensioners and their dependents (spouses, children of the insured, disabled dependent children). The contribution rate for active workers is 5 per cent of earnings, with 2.5 per cent borne by the employer and 2.5 per cent borne by the employee. This applies within the limits of a minimum monthly amount of MAD 70 and a monthly ceiling of MAD 400, which is applicable to both the employee and the employer. For retirees, the rate is 2.5 per cent of the total amount of basic pensions, also within the limits of a minimum monthly amount of MAD 70 and a monthly ceiling of MAD 400.
Benefits
Beneficiaries of AMO can access healthcare services in public facilities and private contracted facilities, but with parameters that differ between AMO-Public and the other schemes. 
Details about the services covered are given in the table below (Mouhdi 2018).
	Health Service Category
	AMO-Private/TNS/Tadamon/Achamel
	AMO-Public

	Group I: General and Specialized Medical and Surgical Procedures, Paramedical Procedures, Functional Rehabilitation, and Physiotherapy performed on an outpatient basis (excluding medication).
	70 per cent of the National Reference Tariff (NRT)
	80 per cent of the NRT

	Group II: Services related to hospitalization and surgical interventions, including reconstructive surgery and blood and its labile derivatives.
	70 per cent of the NRT. 90 per cent of the NRT when hospitalization is provided in a public hospital.
	90 per cent of the NRT. This rate is increased to 100 per cent when services are rendered in public hospitals, public health institutions, and health services under the State.

	Group III: Medications eligible for reimbursement.
	70 per cent of the base reimbursement price.
	70 per cent of the base reimbursement price.

	Group IV: Medical eyewear, medical devices, and implants necessary for medical and surgical procedures.
	70 per cent of the NRT
	Fixed allowances in the National Reference Tariff.

	Group V: Prosthetic and orthotic devices eligible for reimbursement.
	70 per cent of the NRT
	Fixed allowances in the National Reference Tariff.

	Group VI: Dental care.
	70 per cent of the NRT
	80 per cent of the NRT

	Group VII: Medically required orthodontic care for children.
	70 per cent of the NRT
	Fixed allowances in the National Reference Tariff.


The figures given by the 2021 health map indicate that the public infrastructure includes 861 urban health centers, 2,124 rural health centers, 165 hospitals with 23,786 functional beds, 10 psychiatric hospitals with 1,374 functional beds, and 128 hemodialysis centers equipped with 2,613 dialysis machines. As for the private infrastructure, it includes 384 clinics with 12,534 beds and 234 hemodialysis centers (Zahidi et al 2020).
Delivery chain
	Workers in informal employment

	Outreach

	To reach out to different categories of workers in the informal economy, the CNSS works with so-called liaison organizations since the start of the rollout of AMO-TNS in 2021 (see table above). These liaison organizations provide the CNSS with databases of individuals within their respective categories. Information typically includes names, ID numbers, and other available information. Data are carefully validated (this also includes ensuring compliance with data protection regulations under the supervision of the National Commission for the Protection of Personal Data). The CNSS then proceeds to initiate contact with the concerned individuals to register them with AMO-TNS.

	Registration and 
enrolment

	After receiving the duly completed enrolment request through the dedicated portal www.macnss.ma, the CNSS verifies whether the applicant meets the aforementioned registration conditions through data exchange with partner administrations, organizations, and institutions. If these conditions are met, the CNSS proceeds with the enrolment of the applicant and notifies them through available electronic means. It also provides the applicant with an enrolment certificate, including an identification number. Upon completing the registration process, the applicant receives an SMS on their provided phone number from the registration portal. This SMS contains the necessary information for the applicant to access their private space on the portal, where he or she can monitor the processing of AMO reimbursement files, declare the bank account details to receive reimbursed amounts, check the current membership status and update personal information.

	Contribution payments

	The payment modalities can be chosen via the web portal. CNSS encourages members to pay their contributions via auto debit mechanisms. 
According to the respective category, liaison organizations also support the collection of contributions. For some categories, dedicated payment schedules can be chosen, e.g. they can choose if they want to pay monthly, quarterly or on an annual basis.
Self-employed entrepreneurs and persons subject to CPU pay their contributions along with their taxes.

	Compliance

	As the law has been recently initiated the CNSS currently focuses on encouraging self-employed to register. Friendly reminders are sent to those who have not yet paid or who have not paid their contributions in time. 
The CNSS has its own social security inspectors and plans are being developed to conduct regular inspections in dedicated sectors, including for self-employed. However, these plans are not yet applied in practice.

	Provision of benefits

	Members are required to pay upfront and then request reimbursement from their fund (for details on reimbursement rates see table above). Only one reimbursement request per month can be made and each request must be made within two months following the first day of treatment to be valid. Severe cases are handled through third-party payment, subject to prior authorization from the funds through healthcare providers. For planned hospitalization in public hospitals, there is the possibility to apply for cost coverage directly by the CNSS 48 hours in advance.
The insured can download claim forms from the website www.cnss.ma or obtain them from approved local offices or CNSS agencies. To benefit from the reimbursement of healthcare expenses, the insured must submit a duly completed, signed, and stamped claim form by the treating physician and the various healthcare professionals consulted (pharmacy, medical laboratories, etc.). The claim form should be accompanied by the necessary supporting documents (prescription, barcodes of purchased medications, invoices for analyses and X-rays, etc.).

	Poor and vulnerable population58

	Outreach
	In 2012, when RAMED was rolled out, the government launched a national outreach campaign that targeted the whole population, and encouraged potentially eligible populations to apply. In addition to the campaign, health staff from public facilities constantly inform potentially eligible patients about the programme.
In 2022, all beneficiary households of RAMED were automatically moved to AMO Tadamon or Achamel.

	Registration, determination of eligibility and enrolment 
	RAMED had its own registration and targeting system. Applications to RAMED could be submitted any time at the local “administrative annexes,” which are the closest territorial administrative network. Based on the data collected through the application form on household living conditions, administrative services granted the applicant a “score.” The formula to calculate the score varied between urban and rural areas. In addition to this proxy means-testing (PMT) approach, interministerial local committees ultimately decided on the eligibility of applicants, also including other information, such as the applicants’ health status and health-care-related expenses.
Households considered “poor” by the local committees received RAMED identification (ID) cards that are valid for three years. Households considered “vulnerable” by the local committees receive RAMED ID cards that are valid for only one year once the annual contribution is paid (validity is renewable twice, so long as households pay their annual contribution). 
With the transition of RAMED to the AMO, all beneficiaries with valid RAMED ID cards have been seamlessly integrated into AMO Tadamon and Achamel. An identification number has been communicated to all beneficiaries of RAMED via SMS, with which they can avail health services covered. They can now also make use of the dedicated portal www.macnss.ma to check their membership status.
Households who are newly registering for AMO Tadamon or Achamel or who intend to renew their membership need to visit the local offices of the Ministry of Interior to be included in the RSU and determine their score, based on the newly applied PMT method. After registering with RSU or updating their data therein heads of households can either register online for the respective scheme via the web portal of CNSS or can visit dedicated CNSS care points to register. 

	Provision of benefits
	Since the integration of RAMED into AMO, those covered under AMO Tadamon and Achamel have equal access to health services as other AMO members (see above). In addition, AMO Tadamon member are entitled to receive certain health services free of charge at public hospitals, for example preventive care, medical and surgical procedures, and pre- and postnatal care and deliveries.

	All

	Complaint management
	AMO support centres provide guidance on the procedures, coverage, and assistance in case of difficulties in accessing services.
Specific complaints regarding CNSS can be filed either online or via a call centre.
Complaints regarding health facilities are handled by the Ministry of Health.


Results
Effective coverage: Coverage has significantly expanded with the implementation of the CMB and continues to extend gradually. Before 2006, only 16 per cent of the Moroccan population was covered by a health insurance scheme (civil servants, employees of public companies or very large private companies) (OECD 2020). As of 2021, more than 70 per cent of the population have been covered by health insurance. Details on the share of different membership categories can be found in the figure below. Coverage is expected to have increased to around 80 per cent after the adoption of Law No. 09-21. 

Source: Boukhalfa 2022
OOP expenditures: Like in many other countries, the implementation of health insurance in Morocco has contributed to a decline in out-of-pocket payments, decreasing from almost 60 per cent in 2005 to 42 per cent in 2020. Despite this positive trend, out-of-pocket payments still play a significant role, rendering the Moroccan health financing system inequitable and regressive. With the complete implementation of the latest reform, it is anticipated that out-of-pocket payments will continue to decrease, further improving the overall health financing landscape.
Key success factors and distinctive features
	Strong leadership for universal social protection: In observance of Throne Day 2020, His Majesty the King issued directives to expedite the execution of diverse facets of the social protection system, encompassing social health protection. Emphasizing the need for a decisive initiative, he underscored the imperative to extend universal social protection coverage to all Moroccans by 2025. This proclamation served as an enlightened framework for the government, guiding the rationalization of actions undertaken in pursuit of the objective of universal health insurance.

	Progressive rollout to different categories of workers: The rollout of AMO-TNS is based on the principle of progressivity, with categorization of target groups based on their socio-professional profile. The schedule initially foresaw the coverage of traders, professionals, and artisans subject to the CPU, traders and artisans keeping accounts, as well as certain professionals already organized and having representative bodies (pharmacists, healthcare providers, architects, lawyers, notaries, transportation professionals, sole proprietors, etc.). These are the groups that can be considered closer to the formal economy and thus easier to be covered. In a second phase, the CNSS has started to gradually integrate other socio-professional categories, which are more difficult to identify and reach out to, with defined technical management modalities (e.g. for registration and affiliation, or the collection of contributions).

	Working with liaison organizations: To extend coverage to these different categories of workers in informal employment through AMO-TNS, the CNSS is closely working with dedicated liaison organizations. They share data and support the CNSS to reach out to the intended target population. Through this approach, the CNSS has been able to register almost two million non-salaried workers, including farmers, traders, and artisans, within less than two years’ time. 

	Integration of RAMED into AMO: Before the implementation of the recent reforms in 2022, the social health protection system was characterized by a high degree of fragmentation of regimes and disparate parameters, resulting in a lack of solidarity and risk pooling among different covered population categories. With the integration of RAMED into the AMO, the system adheres to the principles of solidarity, mutualization, and unification as asserted by Law 65-00 on basic medical coverage (Ministère de l'Economie, des Finances et de la Réforme de l'Administration 2019).


Remaining challenges
	Reaching UHC: As of 2022, approximately 30 per cent of the population remained excluded. This primarily includes individuals working in the informal sector, independent workers, and liberal professionals, as well as their dependents, who are not identified as poor or vulnerable according to the methodology established by the RSU. Similarly, elderly individuals are not covered if they have not worked in the formal sector for the required number of days to qualify for their pensions (Unicef 2018).

	Continuation of private and group insurance: Resulting from article 114 of Law No. 65-00 around 400,000 employees continue to be covered by private insurance companies. This situation resulted from ambiguity in the implementation of the regulations and the reluctance of private companies to switch to AMO. Among the potential solutions to this impasse, private insurers could be delegated by CNSS to manage the benefits of AMO.

	The Unified Social Registry: With the adoption of Law No. 72-18 and the Decree No. 2-21-582 of July 2021, the RSU was created with the objective of collecting households' socio-economic data and assigning scores to determine eligibility to social assistance and non-contributory programs, including AMO-Tadamon. This could entail exclusion errors and an additional financial burden resulting from administrative costs of the mechanism. 


Conclusions and way forward
The recent reforms in Morocco have shown that it is possible to introduce tailor-made contributions for different categories of non-salaried workers that take into account their contributory capacities and salary patterns. This was made possible through intense negotiations with and the close engagement of representative organizations of different groups of non-salaried workers. Moreover, the integration of RAMED into AMO led to improved access of the poor and vulnerable populations to health services. Discussions are currently ongoing how to integrate the “population 114” into the CNSS within the next years. Moreover, the government aims to merge AMO public and AMO CNSS within the next years. The ultimate objective is to provide the same basic coverage for the whole population.
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Philippines
This country case study was prepared with the support of Melody Gabuya (Philippine Health Insurance Corporation). It is partly based on a previous ILO publication on “Extending social health protection: Accelerating progress towards Universal Health Coverage in Asia and the Pacific” (ILO 2021).
Introduction
The population in the Philippines is estimated at more than 110 million people, of whom about half live in rural areas. The country is currently one of Asia’s fastest growing economies and is transitioning from one based on agriculture to one based more on services and manufacturing. The Philippines has made some progress in human development, with an increase in its Human Development Index ranking from 0.698 in 2015 to 0.718 in 2019. National poverty rates declined from 23.5 per cent in 2015 to 18.1 per cent in 2021. However, over 40 per cent of the population is still estimated to live on less than USD 2 per day. The country is the source of one of the world’s largest emigrant populations, much of which consists of legal temporary workers known as Overseas Foreign Workers (OFWs).  
Over the past decades, the Philippines has achieved significant improvements in life expectancy (raising from 62 year in 1980 to 72 years in 2020) and immunization coverage, as well as a twofold reduction in infant and under-5 mortality. However, there are still many challenges relate to health outcomes. These include a reduction in the prevalence of tuberculosis and childhood pneumonia, as well as managing the rising tide of noncommunicable diseases, such as cardiovascular diseases and diabetes. There is also an increasing health impact of globalization and escalating climate change, with the Philippines ranking third in the world in terms of exposure to disaster risks due to strong typhoons occurring with high regularity.
Facts and figures
Total population: 113,880,000 (World Bank 2022)
Life expectancy at birth (years): 72.0 (World Bank 2020)
National poverty headcount ratio ( per cent): 18.1 (World Bank 2021)
Gini index: 40.7 (World Bank 2021)
Share of informal employment in total employment ( per cent): 38.0 (Philippine Statistics Authority 2018)
Out-of-pocket expenditure as a share of current health expenditure ( per cent): 41.0 (World Bank 2021)
Population effectively covered by social health protection in health ( per cent): 90.0 (ILO 2021)

Source: data retrieved from the World Bank, “World Bank Open Data”.
The Filipino government introduced its first mandatory health insurance scheme (Medicare) for public and private sector employees in 1969. The National Health Insurance Act of 1995 established the Philippine Health Insurance Corporation (PhilHealth), for the implementation of the national health insurance program (NHIP). This step included moving towards a single pool for formal sector employees, workers without a formal employment relationship who could register voluntarily and those who cannot afford to pay contributions sponsored by central and local governments. Since then, the Filipino Government has continuously worked towards the expansion of coverage to all segments of the population. A significant milestone was the amendment of the National Health Insurance Act of 2013, which led to the introduction of the programme for indigents identified through the national governments’ unified targeting system for poverty reduction (Listahanan). This extension of central government subsidies has been funded by an increase in the sin tax on tobacco, alcohol and sweetened beverages. Efforts towards expanding coverage continued with the Universal Health Care (UHC) Act, which was signed into law in 2019. One of its main features is the automatic enrolment of all citizens to the NHIP. Currently, 104 million beneficiaries, or more than 90 per cent of the country’s population, are covered by PhilHealth. Efforts are ongoing to translate the full legal coverage into effective coverage in practice.
Timeline: Road to universal health insurance
1969: introduction of Medicare, covering public and private sector employees, through Philippine Medical Care Act
1995: Establishment of PhilHealth through National Health Insurance Act, including workers outside formal employment on a voluntary basis
2012: Sin Tax Reform Act adopted, earmarking revenues for the financing of health insurance subsidies
2013: introduction of the programme for indigents identified through the national governments’ unified targeting system for poverty reduction (Listahanan) through Amendment of PhilHealth Law
2019: Adoption of Universal Health Care (UHC) Act, including mandatory enrolment of all citizens to NHIP

Key design features
Legal coverage
Through the new Universal Healthcare Act of 2019, enrolment is mandated for all Filipinos, increasing legal coverage to 100 per cent of the total population (from previously 98 per cent). The Law differentiates between: 
(i) direct contributors who have the capacity to pay contributions and are gainfully employed, including those with an employer-employee relationship, self-employed (including those operating informally), self-earning individual professionals, domestic workers (kasambahay), OFWs and lifetime members; and 
(ii) indirect contributors whose premium is subsidized owing to their lack of capacity to pay contributions, either by the national government or by any other party, such as local government units (LGUs), or another individual or private sponsor. This category includes indigents identified under Listahanan (including beneficiaries of the national cash transfer programme), senior citizens outside gainful employment, persons with disabilities59 and other sponsored members. Qualified dependants of principal members are covered for both groups. These include the member’s legitimate spouse, children or parents. They must be listed in the PhilHealth contributor’s Member Data Record (MDR) to access the benefits.
Dependants, that is, spouses who are not active members, children below the age of 21 and parents above the age of 60 not otherwise enrolled, are automatically covered. 
Membership categories and contribution rates
Contributions60 are determined by the various membership categories. Contributions of direct contributors are based on the Contribution Schedule as provided in the Universal Health Coverage (UHC) Act: 
Privately or government employed persons currently pay 4 per cent of their monthly basic salary, up to a ceiling of 80,000 Philippine pesos (PHP). The minimum contribution rate is 400 pesos per month. The contribution is divided equally between the employer (2 per cent) and the employee (2 per cent). Contributions of formally employed persons with disability are shared equally by their employers and the national government.
Self-employed (including street vendors, hawkers, pedicab/tricycle/jeepney/taxi drivers, small construction workers, home-based industries and services) and self-earning individual professionals (such as doctors, lawyers, engineers, artists, architects, businessmen, entrepreneurs or athletes) currently pay 4 per cent of their monthly declared income, up to a ceiling of 80,000 pesos. The minimum contribution rate is 400 pesos per month61.
Domestic workers62: Employers are required to register domestic workers with PhilHealth after one month of service at the latest. The employer must shoulder the monthly contribution (400 pesos) of their “kasambahays” earning below 5,000 pesos per month. For domestic workers with a salary above 5,000 pesos, the contribution rate of 4 per cent is shared equally between the employing household and the worker.
Overseas Foreign Workers (OFWs): The premium is computed based on their monthly income abroad, with it being payable on a quarterly, biannual or annual basis. For land-based OFWs, the implementing regulations provide that the Philippine Overseas Employment Agency shall only issue their Overseas Employment Certificate upon presenting proof of payment of their Philhealth premiums. For sea-based Overseas Filipinos, the mode of payment is through a monthly salary deduction by their manning agencies/employers. The premium contribution is based on the salary of the OFWs abroad. Accordingly, proof of actual income is required63. 
Indirect contributors: The amount of contributions for different sectors under indirect contributors varies and is determined annually by PhilHealth in coordination with the Department of Budget and Management (DBM), depending on the budget available. In 2024, an annual premium of 3,000 pesos is applicable for each member selected from the National Social Registry, based on a household’s poverty status (see below).
Lifetime members: A member who has reached the age of retirement under the law and has paid at least 120 monthly contributions is exempt from further contributions as their healthcare expenses are covered by a dedicated fund at PhilHealth.
Benefit package
In the first half of 2023, a total of 1,841 hospitals (773 public and 1,068 private) and 9,029 outpatient facilities (5,585 public and 3,444 private) were accredited with PhilHealth. In addition, more than 48,000 healthcare practitioners (general practitioners, medical specialists, dentists, nurses and midwives) have been accredited with PhilHealth. 
The NHIP benefit package that can be availed at these accredited healthcare providers includes the following services: (i) inpatient benefits; (ii) the “Z-benefits package” (which expands the scope of the inpatient benefit package to include additional conditions that are especially likely to lead to catastrophic expenditure, such as cancer); (iii) outpatient benefits, including day surgery, radiotherapy, haemodialysis, outpatient blood transfusion and primary care benefits; (iv) other outpatient treatment packages for HIV/AIDS, malaria, tuberculosis, surgical contraception and animal bites, reimbursed through case-based payments; and (v), the tuberculosis Directly Observed Therapy, Short Course (DOTS) package. Under the National Safe Motherhood Program (NSMP), Filipino women have full access to health services during their pregnancy and delivery64. All members have 45 days’ allowance for room and board per calendar year and a further 45 days’ allowance per calendar year for all dependants (to be shared among them).

Delivery chain
	Workers in informal employment

	Outreach
	PhilHealth relies on various strategies to reach out to those without a formal employment relationship. Among others, PhilHealth has opened offices and booths in highly-frequented areas, such as shopping centres and markets, to better reach out to workers in the informal economy, who can register, receive their PhilHealth identification numbers and cards, access their contributions records and pay contributions there. In remote areas scheduled set-up service desks (e.g. only open a fixed number of days per week or month) are being used. In cooperation with local government units, regional PhilHealth offices carry out their own tailor-made outreach and advocacy campaigns for different target groups, such as for Elderly, indigenous peoples, conflict-stricken areas and other grassroot communities. These campaigns, known as Alaga Ka, aim at informing citizens about their rights and privileges under the UHC Act and about how to utilize the services available.
Since 2003, PhilHealth has partnered with organized groups, often Microfinance Institutions (MFIs), to distribute PhilHealth to their members. Under the Group Enrolment Programme and the iGroup programme65, interested parties may submit a Letter of Commitment and /or enter into a Memorandum of Agreement with PhilHealth to establish an institutional arrangement/ partnership. It is the obligation of the organized groups to facilitate the registration of their members, collect and remit premium contributions to PhilHealth and conduct regular information and education campaigns among their members to inform them about PhilHealth program, benefits, and availment procedures.

	Registration and 
enrolment
	Registration can be done at the local PhilHealth offices or online/via email. To register, persons without a formal employment relationship have to complete the PhilHealth Member Registration Form (PMRF)66 and hand it in, along with a copy of a valid ID and  a proof of income, which can be the latest pay slip (or certificate of separation from employment), the latest financial assessment, a certificate of income from a local government unit (LGU), a certificate of membership with monthly income issued by an association of vendors and drivers and other affiliated organizations, or other documents as may be determined by PhilHealth. Workers in the informal economy who have no proof of income may specify their monthly income in the space provided in the PMRF and sign the form attesting to the truthfulness and accuracy of the information provided67. They also have to submit documents for the dependents they want to co-insure (such as marriage certificate, birth certificate or court decree of adoption). At the PhilHealth office, the PhilHealth ID68 (including the PhilHealth Identification Number) and the Member Data Record (MDR) are processed directly on site and handed out to the new member. In the case of online registration, applicants receive detailed instructions how to proceed to ensure that documents are issued. All new members will receive access to an online membership portal, which enables members to check on the accuracy of their membership details.

	Contribution payments
	Payment of contributions can be made directly at local PhilHealth offices, over the counter at dedicated partner banks and LGUs, or by using online services of accredited collecting partners. Payment partners are listed at the PhilHealth website. The use of mobile wallets69 to make contribution payments has been recently accepted by PhilHealth. To choose this payment option, members have to make use of the online membership portal. This service is offered in cooperation with MYEG, a one-stop provider of e-government solutions and payment services which allow Filipinos to transact with government agencies online. In addition, selected credit/debit cards that are issued in the Philippines can be used to pay for PhilHealth contributions. Via the membership portal, a statement of account's benefits (SPA), showing the current balance of contributions, can be generated anytime.
Members can choose between different payment schedules. Payment of contributions can be made on a monthly (to be paid until the last working day of the month being paid for), quarterly (to be paid until the last working day of the quarter being paid for), semi-annual (to be paid until the last working day of the first quarter of the semester being paid for) or annual (to be paid until the last working day of the first quarter of the year being paid for) basis.
Non-payment of contributions will not result in the termination of receiving benefits; however, members will be obligated to make up any missed payments and also have to pay monthly interests, if a certain grace period has been exceeded. The interest rate is 1.5 per cent for the missed payment every month.

	Enforcement and control
	As per PhilHealth Rules & Regulation, it is required to show proof of PhilHealth enrolment in order to obtain a business license or permit. The enforcement of the law is happening progressively, with some LGUs having implemented it already. Some LGUs are currently moving toward streamlining the business registration process and focusing on making the process more efficient, rather than on emphasizing specific requirements.

	Poor and vulnerable population

	Outreach and determination of eligibility
	The Listahanan (or household list), launched in 2009, is the national social registry developed by the Philippines Department of Social Welfare and Development (DSWD). It is designed to centralize the identification and registration of low-income Filipino families across a wide range of social programmes, including the NHIP, for whom it identifies low-income families for whom the government pays their contributions. The primary means of data gathering is a census sweep of around three-quarters of Filipino households, which is conducted every four years and contains more than 100 questions relating to identity, living conditions and other socio-economic factors. Individual programmes can then select their eligibility criteria from among these indicators, and draw down their own list of eligible households.

	Registration and enrolment 
	Families whose insurance coverage is subsidized by the national government are automatically enrolled in PhilHealth. They do not have to actively register with PhilHealth.
A point-of-service programme also enables poor individuals not identified through the Listahanan to become PhilHealth members and receive subsidized care if they are confined at a hospital.

	All

	Provision of benefits
	With their PhilHealth ID card or any other valid means of identification all members can access services at all health facilities registered as providers with PhilHealth (see Section 1). The failure to pay premiums shall not prevent access to benefit, as long as missed contributions and interests (if applicable) are being paid. Those not registered can be duly registered by health care facilities, based on guidelines issued by PhilHealth. In government hospitals, so-called Malasakit Centers have been set up. They serve as one-stop-shops intended to provide indigent patients access to various medical assistance funds of the government. These centers house PhilHealth and the Department of Social Welfare and Development, among others.
In general, benefits are the same for all members since the adoption of the UHC act of 2019. The following no co-payment policy applies for in-patient services: No fees or expenses shall be charged to all members admitted in any basic or ward accommodations. Members who opt for admissions in non-basic or non-ward accommodations may be charged co-payments for services, professional fees and amenities.
To further increase utilization of primary health care, PhilHealth recently launched the Konsultasyong Sulit Tama (Konsulta), which is a comprehensive outpatient benefits package as mandated by the UHC Law 2019. Under the PhilHealth Konsulta, all Filipinos shall be registered with an accredited PhilHealth Konsulta Provider of their choice and be eligible to avail a range of services, including consultation, health risk screening and assessment, selected laboratory and diagnostic tests, as well as selected drugs and medicines. Those registering with Konsulta will be exempted from co-payments, if they avail these services at government-accredited facilities.

	Complaint management
	PhilHealth has 545 PhilHealth Customer Assistance, Relations and Empowerment Staff (CARES) deployed in 961 healthcare facilities nationwide ready to cater to members’ needs. CARES are registered nurses tasked to provide personalized assistance to PhilHealth members and dependents who are confined in hospitals. They are stationed in visible areas of the hospitals where members can easily approach them and seek their help in facilitating documentary requirements, access to care procedures and in addressing other PhilHealth-related concerns. They also play an integral role in fighting off fraudulent activities by serving as PhilHealth gatekeepers in public hospitals. Over the years, their desks have become points of convergence for member feedbacks and complaints. They are also assigned to do random exit interviews with patient-members to check if they actually received ample services from the hospital.


Results
Effective coverage: In the first half of 2023, more than 103 million people (59 million members and 44 million dependents), or more than 90 per cent of the country’s population, are registered with the NHIP. According to latest data from the government, 63 per cent are direct contributors and 37 per cent are indirect contributors (see figure). Notably, PhilHealth successfully extended coverage to more than 20 million workers outside a formal employment relationship and their dependents since its initiation in 1995. 

Health care utilization: Utilization rates are still relatively low, particularly among the poor. However, evidence reveals the positive impact of health insurance coverage in increasing utilization. In 2015, the UHC service coverage index (SDG 3.8.1) was at 58 per cent (WHO and the World Bank 2023). A recent study demonstrated that PhilHealth membership increases the likelihood of outpatient services utilization by 6 to 6.5 percentage points for adults, and 4.7 to 8.1 percentage points for children below 15 years of age. According to the same study, the probability of accessing inpatient care among adults increased by 4.1 to 8.2 percentage points among poor PhilHealth members compared to non-members (Balamiento 2018). 
OOP expenditures: Even though they went down from almost 59 per cent of total health expenditure in 2011 to 41 per cent in 2021, the level of OOP expenditures has not gone down to acceptable limits. In 2015, population with household expenditure on health greater than 10 per cent of total household expenditure (SDG 3.8.2) was 6.3 per cent, according to WHO Data.
Member satisfaction: According to the 2021 Client Awareness and Satisfaction Survey, there is high satisfaction with PhilHealth - with a net satisfaction rating of more than 90 per cent (Novo Trends PH Inc. n.d.).
Comprehensiveness of services: PhilHealth benefit package has been improved over time – recently adding KONSULTA to improve outpatient services.
Access to health care network: PhilHealth has been able to continuously extend its health care network: according to statistical data regularly released by PhilHealth, the number of accredited hospitals rose from 1,554 in 2007 (earliest available data) to 1,841 in 2023. The number of accredited health care practitioners rose from 21,000 to 48,000 during the same time period.
Key success factors
	An integrated health insurance scheme based on solidarity: With the creation of PhilHealth and the NHIP the Filippino Government extended the already existing mandatory health insurance scheme for public and private sector employees towards workers without a formal employment relationship, as well as households that cannot afford to pay contributions. Thereby, it managed to scale up the solidarity-based scheme and extend coverage to 90 per cent of the total population since its initiation almost 30 years ago. 

	Extension of fiscal space to provide full subsidies for those who cannot afford to pay contributions: The 2012 Philippines Sin Tax Law (STL) brought about reforms to tobacco and alcohol taxation to promote better health and improve financial sustainability. The excise tax collections from tobacco, alcohol products sweetened beverages are earmarked to scale up health care financing70, nearly doubling the Department of Health’s budget in its first year of implementation and financing the extension of fully subsidized health insurance to the poorest 40 percent of the population. From 2013 to 2014, the number of poor and near-poor families enrolled in the National Health Insurance Program almost tripled from 5.2 million to 14.7 million. Sin tax revenues were also subsequently used to subsidize the insurance coverage of senior citizens and persons with disabilities, further expanding access to care among the vulnerable (Kaiser et al 2016). 

	Tailored contribution rates and payment for different membership categories: To reach out to different groups of workers, including those outside formal employment relationship PhilHealth has introduced tailor-made contribution rates, as well as flexible payment schedules. This has helped many workers in the informal economy to contribute on a regular basis, based on their capacity to pay. With the new UHC Act PhilHealth switched from flat rate contributions for those outside formal employment, to a share of declared income. 

	Partnership programmes with Organized Groups and MFIs: To facilitate mass enrolment of self-earning individuals, PhilHealth has partnered with various organized groups, and in particular MFIs, through the Group Enrolment Programme and the iGroup Programme. MFIs have a strong interest to sell health insurance to their clients as health shocks are main drivers of defaulting on loans and clients are very worried about managing health risks. Thereby, these groups serve as agents of PhilHealth and take over specific tasks, such as provision of information to their members, facilitation of registration, and collection and remittance of contributions.


Remaining challenges
	Achieving UHC: The last mile towards universality is proving to be a significant challenge, particularly with regard to ensuring coverage for workers in the informal economy and their families. One group with particularly low coverage are domestic workers: There are an estimated 1.9 million domestic workers in the Philippines, but only 75,000 of them are registered by their employer with PhilHealth71. 

	Interrupted contribution payments among workers outside formal employment: According to a study from 2014, 95 per cent of the population ever had a PIN number with PhilHealth, meaning they have once been enrolled within the NHIP. But only 82 per cent had paid their recent contribution rates. Interruptions of contribution payments are especially high among the group of self-employed, estimated at between 40 per cent to 60 per cent a year. Improving continuity of payment is essential to ensure that the increase of effective coverage is sustained. It is also key to improving PhilHealth’s financial sustainability.

	Outdated database to identify indigent households eligible for fully subsidized contributions: As the Listahanan has only been updated every four years data on poor and vulnerable households, which are used to identify those families to benefit from the fully subsidized contributions of the national government, tend to be outdated – and hence data is often inaccurate and incorrect. To overcome this challenge, the national government decided to replace Listahanan with the Community Based Monitoring System (CBMS), which will involve LGUs in data collection and validation to ensure regular data updating and dynamic inclusion into social assistance programmes, including the indigent programme of PhilHealth.

	Lack of awareness of NHIP membership, as well as benefits included: Among those subsidized by the national government or LGUs awareness about PhilHealth membership is still considerably low. This is also reflected by the latest National Demographic and Health Survey (NDHS) 2022: only 70 per cent of households responded that they are covered by the NHIP – compared to a total coverage of more than 90 per cent of the population shown in official statistics published by PhilHealth. Even those who are aware of their membership status are often not informed about what is exactly included in the benefit package. According to a study carried out in 2017, only a minority of poor people knew about primary care benefits covered (Bredenkamp et al 2017). This may be because these Sponsored Philhealth members are identified through the country’s targeting system and may not know of their PhilHealth coverage or the benefits that go with it. 

	High co-payments for direct contributors: Although some progress has been made with regard to financial protection since the introduction of the NHIP, the adequacy of benefits offered by the programme remains limited, with OOP spending at almost 41 per cent of total health expenditure in 2021. High OOP can be mostly attributed to the high co-payments for all categories of direct contributors (except domestic workers) for outpatient services. The recent reforms aim at reducing OOP through the adoption of the no-billing policy for in-patient care and the introduction of the Konsulta system for primary health care.


Conclusions and way forward
The Philippines has been able to progressively extend coverage with social health insurance over the past three decades. The passing of the UHC Act of 2019 represented a big leap towards reforming the country's healthcare system. It has put forward important policies that aim to further strengthen the national health system, health service delivery, financing, governance and accountability for performance both at the level of national and local governments in the execution of population-based interventions. It also prioritizes the establishment of a network of health facilities in underserved and unserved areas, particularly at the community level, with the mission of improving equitable access to primary healthcare. The goal in general is to progressively realize UHC in the Philippines by taking a systematic approach and clearly defining the roles of key agencies and stakeholders, and more specifically, to ensure that all Filipinos are guaranteed access to healthcare services without the risk of being pushed into poverty.
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Rwanda
This country case study was prepared with the support of Regis Hitimana and Alexis Rulisa (Rwandan Social Security Board) and Aurelie Klein (ILO).
Introduction
Rwanda is a landlocked country in Central Africa, with 13.8 million inhabitants. The population is rural and young; over 45 per cent are below the age of 18. The country has made significant progress towards economic prosperity and human development over the past two decades. It has one of the fastest growing economies in Central Africa and was one of the few countries to achieve all the Millennium Development Goals (MDGs). Political stability, strong governance, fiscal and administrative decentralization and zero tolerance for corruption are among the key factors supporting the country’s inclusive growth and development. However, Rwanda still faces some significant development challenges. Poverty remains widespread, with 38 per cent of the population living below the poverty line and 16 per cent in extreme poverty. According to the Rwanda Labour Force Survey 2022, more than 90 per cent of all employed persons have informal jobs – mostly in market-oriented agriculture, followed by construction and wholesale and retail trade, as well as repair of motor vehicles and motorcycles, transport and storage, and manufacturing.
The health sector is no exception to this strong development. After the 1994 Genocide against the Tutsi, the country has faced an enormous challenge in reconstructing its healthcare system and infrastructure, improving the coverage and quality of healthcare and tackling high HIV prevalence. This has been done over a period of time through several measures, such as decentralizing services to the district level, encouraging community participation in its management and financing, putting into place HIV and malaria programmes, increasing immunization among children and, last but not least,  installing the Community-Based Health Insurance (CBHI) programme. These measures have contributed significantly to improving health standards in the country (Kagisanyo et al. 2016). Life expectancy at birth for Rwandans fell sharply during the year of the Genocide against the Tutsi. Since then, however, it has increased steadily to its current level of 69 years, which is higher than the life expectancy of 61 years for sub-Saharan Africa. The under-five mortality rate, which was among the highest in the world in the early 1990s, has declined to 39 per 1,000. Rwanda has also made significant improvements in reducing maternal mortality, which stands at 297 deaths per 100,000 live births.
Facts and figures
Total population: 13,200,000 (National Institute of Statistics Rwanda 2022)
Life expectancy at birth (years): 69.0 (National Institute of Statistics Rwanda 2022)
National poverty headcount ratio ( per cent): 38.2 (World Bank 2016)
Gini index: 43.7 (World Bank 2016)
Share of informal employment in total employment ( per cent): 91.3 (National Institute of Statistics Rwanda 2023)
Out-of-pocket expenditure as a share of current health expenditure ( per cent): 10.4 (World Bank 2020)
Population effectively covered by social health protection in health ( per cent): 87.3 (National Institute of Statistics Rwanda 2021)
Coverage rate of social health insurance: 87.3 per cent (National Institute of Statistics Rwanda 2021) 

Source: data retrieved from the World Bank, “World Bank Open Data”.
The Rwandan CBHI (Mutuelle) programme was first introduced in 1999 as a pilot project in three health districts (Byumba, Kabgayi and Kabutare). This was backed by strong support from international development partners. Following the approval of the Mutuelle Health Insurance Policy by the government in 2004, the country formally implemented the programme as an integral part of its healthcare system financing. From 2004 to 2009, the organization, benefits and contributions of the mutual plans were standardized and partial and full subsidies were introduced. To bolster the process, the Health Ministry established a technical support unit to draw up a legal framework and a strategic development plan for the mutual plans and to monitor, evaluate and reinforce capacities. The CBHI was formally created in 2007 with the adoption of Law No. 62/2007 of 30 December 2007 establishing and determining its organization, functioning and management. CBHI was managed at district level and supervised by the Health Ministry. From 2010 to 2015, contributions were graduated in line with the Ubudehe socioeconomic categories (see below). Finally, starting in 2015, the Rwandan government decided to transfer management of the CBHI to the Rwandan Social Security Board (RSSB), in order to heighten efficiency and expand access throughout the country (Louis Dit Guérin 2018). Today, the CBHI and other existing health insurance schemes jointly cover more than 87 per cent of the population.
Timeline: Road to universal health insurance
1999: pilot phase of CBHI
2004: approval of the Mutuelle Health Insurance Policy
2005: Military Medical Insurance (MMI) established
2006: Generalization of CBHI at 30 districts
2007: Adoption of CBHI Law
2010: Adoption of National Health Insurance Policy
2010 – 2015: alignment of contributions to the Ubudehe socioeconomic categories
2015: transfer of management of CBHI to Rwandan Social Security Board (RSSB)

Key design features
Legal coverage 
Under Law No. 48/2015 of 23 November 2015 governing the organization, functioning and management of health insurance schemes in Rwanda, health insurance is mandatory for all. Article 3 of the Law stipulates that any person, whether Rwandan or a foreign national, resident on Rwandan territory shall be required to have health insurance. There are various entry points in place, covering different target groups, and they include:
	the Rwandan Social Security scheme health branch for public sector and formal private sector workers72;

	the Military Medical Insurance (MMI) for members of armed forces and security forces agents;

	the National University Health Insurance Plan for students and university employees; and

	the CBHI for all other groups, also run by the RSSB.


Article 11 of the Law No. 48/2015 defines the CBHI target population as all Rwandan nationals without any other health insurance. That group encompasses the liberal professions, workers and entrepreneurs in the informal economy and in agriculture, and their dependents (Louis Dit Guerin 2018)73
In addition, the law recognizes the possibility to opt-out of the public health insurance system for private health insurance plans for private sector workers which are at least as comprehensive as the benefit package of the public scheme.
Membership categories and contribution rates
Participation in the Rwandan CBHI schemes is mandatory and on an individual basis74. Contribution is made depending on the Ubudehe category (see below)75 in which individuals are: for Category I, the government pays RWF 3,000 per person, persons in Category II and III have to pay RWF 3,000 per person and persons in category IV have to pay RWF 7,000 per person. Details are found in the table below.
	Ubudehe category
	CBHI category
	Contributions

	Category 1: Households who do not own a home and can hardly afford basic needs 
	1
	RWF 3,000 per person and per year, entirely financed by the State

	Category 2: Households that have a dwelling of their own or are able to rent one, but rarely have full-time jobs
	2
	RWF 3,000 per person and per year

	Category 3: Households with a job, farmers who grow more than subsistence crops and produce a surplus that can be sold, and the heads of small and medium-sized enterprises who can provide jobs to dozens of people

	Category 4: Households owning large-scale businesses, people working for international organizations or in industry, and public servants
	3
	RWF 7,000 per person and per year


The CBHI is highly subsidized where revenues from premium collection cover only 50 per cent of the fund and the rest comes from a designated government fund, the health branch for public and private sector employees of the RSSB, charitable organizations, development partners and other funding sources (Woldemichael et al 2019).
In more detail, besides the contributions paid for category 1, the Government contributions currently comprise funds allotted to the following categories76:
	6 billion francs as state annual budget allocation, paid by the Ministry of Finance;

	50 per cent of registration fees for pharmaceutical products, medical devices and food products;

	50 per cent of the amount collected by the National Ethics Committee for human-based research, as research review fees;

	10 per cent of fees charged on services offered to gaming companies;

	50 per cent of fees collected for motor vehicle mechanical inspection;

	10 per cent of fees collected from road traffic fines;

	100 per cent of the amount collected as penalties for trading in substandard products; 

	100 francs from parking fees levied on vehicles for each hour of parking in the city of Kigali;

	1 per cent of state tourism revenues;

	20,000 francs, levied on transfer of ownership of a vehicle and 10,000 francs, levied on transfer of ownership of a motorcycle;

	5,000 francs for lease of each hectare of hillside state land reserved for agriculture and livestock; and

	4,000 francs for lease of each hectare of non-protected marshland. 


Benefits
The benefit package includes comprehensive preventive and curative services and essential drugs provided at the health centres and some referral services at hospitals. After 2006, the national health insurance policy was amended to ensure that members have access to a minimum service package (minimum package of activities (MPA)) at the health centres and a complementary service package (Complementary Package of Activities (CPA)) at hospitals. While the MPA covers promotional, preventive, and curative services that could be provided at the health clinic level, the CPA includes services provided at hospitals including minor surgeries. The health centres also serve as gatekeepers to discourage moral hazard at the hospitals (Woldemichael et al 2019).
Some health services are not covered, mainly medical certificates, mortuary costs, eyeglasses, dentures, chemotherapy (provided free of charge at Butaro hospital, funded by Partners in Health) and dialysis in chronic cases (the CBHI covers the costs of dialysis in acute cases, for a maximum treatment period of six weeks).
With the exception of one private national referral hospital and more than 200 health posts under the new initiative to improve geographical access, all health facilities utilized by CBHI members are public sector-operated. A strict referral system controls the movement of patients from one level of care to another (Rwandan Social Security Board 2023).
Delivery chain
	All outside formal employment

	Outreach

	To ensure that people take an active interest in the CBHI, are aware of the annual registration mechanisms and understand the benefits of health insurance, the Ministry of Local Government and the RSSB organise regular awareness campaigns in the 30 districts. The campaigns target local political and administrative authorities as well as health officials, who in turn are encouraged to spread the message and mobilise the population to join the scheme. Approximately 45,000 community health workers are involved in mobilising individuals to enrol in the scheme. Members of mobilisation committees at the administrative sector, cell and village levels are also responsible for mass mobilisation at the community level.

	Determination of eligibility

	To date, all social welfare programmes in Rwanda are linked to households and to the household socioeconomic classification programme, called Ubudehe, which is drawn up by the Local Administrative Entities Development Authority (LODA) and implemented by local authorities at village level. Through a community-based targeting mechanism, citizens are classified by their communities into different categories according to their socio-economic status, their assets (house, land and other) and the economic activity of the head of the household. 
The classification is updated every three years: each household completes a detailed LODA questionnaire on its social and economic status; the community then meets to verify that the information provided by each household is correct. Once the information from each household has been approved by the community, the data is sent to the district, which forwards it to LODA for validation. Following the verification and validation process, the household classification is registered in a national database, which is used in particular to target beneficiaries of the various social welfare programmes, including the CBHI.

	Registration and 
enrolment

	Membership in the CBHI is annually renewable. The community- based health insurance scheme year starts on 1st July and ends on 30th June of the following year (i.e the Rwanda financial year). LODA officers of the respective areas are responsible to guide the applicants in the annual registration and renewal process. There is no difference of procedure between the initial affiliation and payment of the annual contribution. Registration is automatically done through the payment of contributions (see below). Subsidized members (category 1) are automatically activated at the start of each financial year. Since all the information needed is recorded in the Ubudehe database, the head of household produces no administrative document on first joining the CBHI or in the following years. 
Household members above the age of 16 can use the services covered simply by presenting their national identity card. For those under the age of 16, the RSSB issues an insurance card.

	Contribution payments

	The contribution is annual and can be paid in one or several instalments during the normal contributing period. The contributions are fixed, no matter when they are paid, and are for one year. In other words, if a household pays in September, it pays the annual contributions but benefits from only ten months of coverage (Louis Dit Guerin 2018).
The community-based health insurance scheme year commences on 1st of July and ends on 30th of June of the following year. A member renews his or her insurance before the community-based health insurance scheme year ends. Household members who have, personally or through a third party, paid at least 75 per cent of the required contribution directly start benefiting from medical care services (see below). This right to benefit from medical care services elapses where household members have not paid the balance of the contribution due by 31st December.
Payments can be made in several ways:
	Heads of household with access to a computer or a smartphone can use the Internet platform Irembo, which is linked to the database of the National Identification Agency (NIDA) and Ubudehe databases. Heads of household connecting to Irembo for the first time or to renew an annual subscription enter the number on their identity cards; all the information on the household and the amounts to be paid are displayed. The payment can be made online using a bank card or offline by Mobile Money via mobile telephone operators or an agent from the MobiCash mobile banking service platform. After each operation, the head of household receives an SMS indicating the next step and confirming the payments made and the right to benefits when all contributions have been paid.

	Heads of household can also make payments at an agency of the Imirenge Savings and Credit Cooperatives (Imirenge SACCOs) or to an agent from the MobiCash mobile banking service platform. These operators have applications that are connected to the RSSB database. 

	A bulk payment is available for sponsors (e.g. companies paying for persons in their neighbourhoods, local authorities77, or NGOs). An excel form has to be filled indicating ID of the head of the household, names of the head of the household and contributions dedicated to that household. The form is then forwarded to RSSB staff at district level. Based on the form, an invoice is issued by RSSB staff which is to be used by the sponsor to pay the respective contributions in any commercial bank. Once a payment is done, households on the list are credited with their respective contributions.


Each household can, at any time, consult its account by using RSSB USSD code (*876#) and verify what it has paid and how much, if any, of the total household contribution is outstanding.

	Provision of benefits

	Health-care services are delivered through a network of interconnected facilities. At the lowest level, health centres and health posts provide primary and preventive health-care services and offer pharmaceutical and basic laboratory support. District hospitals focus on preventive and curative services and health promotion. Provincial referral hospitals provide basic specialized services and have broader geographical coverage. National referral hospitals deliver specialized services and provide training tools and facilities for the expansion of medical services. CBHI members can access services at any of these facilities. The cost of ambulances is also covered. With exception of emergency cases, a patient benefits from medical care of health facilities of superior category if he or she has a transfer note.
The following co-payments apply:
	users in the health centres and health posts pay a fixed co-payment of RWF 200, which is collected by the staff of those health facilities and constitutes a contribution to the administrative costs of the insurance;

	hospital expenses are 90 per cent covered by the CBHI; users pay a modest variable co-pay of 10 per cent that is kept by the health facilities.


This system is complemented by a network of 45,000 community health workers who further contribute to strengthening the linkages between the health centres and hospitals and the communities. CHWs use simple mobile applications, such as RapidSMS and mUbuzima, to conduct routine surveillance and monitor health events. In this way, they facilitate case management and monitoring of health indicators (Urban et al 2016).

	Complaint management

	Complaints can be filed through several channels, including
	a toll-free telephone hotline where staff tries to solve queries immediately or forwards specific complaints to the technical department to follow up

	social media channels where members filing a complaint are contacted through direct messages

	CBHI officers located in all public hospitals


Every two years a customer satisfaction survey is conducted by an independent company.


Results
Effective coverage: With the national roll-out of CBHI, coverage with health insurance expanded from 43.5 per cent in 2005 to 87 per cent in 2019/2020. Details on current coverage of the respective schemes are shown in the figure below. According to RSSB, CBHI covered 90 per cent of its target population in 2023. 

Health care utilization: Since the introduction and rollout of the CBHI, the utilization of Primary Health Care (PHC) increased significantly from 0.31 per person per year in 2003 (Nyandekwe et al 2020) to 1.9 in 2022/2023, according to latest information from RSSB. Rwanda's essential services coverage index (SDG 3.8.1) reached 49 percent in 2016, up from 26 percent in 2003, reflecting significant progress (WHO and the World Bank 2023).
OOP expenditures: The CBHI has been found to contribute to a significant decrease in out-of-pocket spending on health – from 28 per cent in 2002 to 10 per cent in 2020 – and to a reduced incidence of catastrophic healthcare spending, though these impacts have been found to favour wealthier households over poorer households as they are more likely to enrol in the scheme (Woldemichael et al 2019).
Member satisfaction: A recent satisfaction survey shows that overall satisfaction with the CBHI is rather low – with 10.4 per cent of member responding to be very satisfied or satisfied with the CBHI and 48 per cent responding to be dissatisfied or very dissatisfied. However, when it comes to the quality of healthcare services received by CBHI members, only 16.5 per cent of the current CBHI members indicated that the CBHI services were either poor or very poor (Rulisa et al 2022). 
Comprehensiveness of services: The CBHI provides a relatively comprehensive benefit package to all its membership categories. Over the years, the benefit package has been continuously extended (.e.g adding radiotherapy services in 2018, revision of the list of essential medicines was in 2022 - from 887 medicines to + 1,400, adding kidney transplant in 2023).
Access to health care network: There is some indication that the scheme has contributed to more equitable access to healthcare. One study found that the poorest 20 percent of the population made up only 10 percent of outpatient visits in 2000, and their share increased to 14 percent shortly after the introduction of the CBHI, in 2010 (Collins et al 2016).
Key success factors
	Alliance of different stakeholders to scale up CBHI: In order to scale-up mutuelle pilots in Rwanda, there was a strong commitment from all stakeholders, including the government, communities, donors, and providers. This was not only essential for successful implementation, but also for maintaining success since stakeholder buy-in and support is required for refining existing strategic frameworks on a continuous basis.

	Broad risk pooling, combined with leveraging additional domestic resources: With the introduction of the national CBHI, Rwanda has moved from 30 district risk pools to one national pool for all CBHI members. This contributed to strengthening the purchasing power, resulting in more and better services offered and to improved equity in access to and utilization of health services. The CBHI contributions are backed up by a diverse set of other domestic resources to finance the scheme. This ensures a sustainable financing base for the social health insurance scheme. 

	Strong community-orientation: There is a strong sense of community in Rwanda that was essential in building community-based health insurance and scaling it to the national level. To capitalize on the strong community culture, instead of a top-down approach, mutuelles were originally built from the grassroots levels up to the national level. This bottom-up approach was essential in ensuring large uptake and scale-up (Brookings Global Economy and Development 2007).

	Digitalization of the delivery chain: Rwanda is a pioneer in digital technologies in Africa. The country is making large amounts of funding available for digital transformation. The government’s goal is to provide all public services online by 2035 at the latest. In line with this, increased investments in digitalizing registration, membership renewal and contribution collections for the CBHI over the past years have further helped to improve the efficiency of the system and reduce the cost of transactions.

	Decentralization strategy: Before 2007, most social security services were only provided at the administrative head office in Kigali. Although local offices existed, they acted as “post offices”: local decision-making was not possible and the branches typically had unqualified staff and poor record-keeping. The result was low coverage, problems with compliance and poor customer service. The Social Security Fund of Rwanda embarked on a significant decentralization process in 2006–2007. Offices were opened in all 30 districts of the country, staffed by highly qualified personnel, and ICT systems were introduced. The average time required to process a claim was reduced from two months to two weeks. The impact was immediate – the number of contributions collected increased by more than 50 per cent from 2006 to 2007, a significant extension of coverage of workers in the informal economy (ILO 2021).


Remaining challenges
	Fluctuating and stagnating enrolment rates: Enrolment rates have been fluctuating 2011 onwards and enrolment rates have slowed down in recent years. In a member satisfaction survey conducted in 2022, CBHI members mention poor quality of services (10.3 per cent), high premiums (46.7 per cent), and lack of information (5.9 per cent) as major barriers to enrolment into the scheme (Rulisa et al 2022). The payment of an annual contribution is a huge financial strain, especially for large households who have to pay separate contributions for each family member in order to be covered. 

	Adverse selection: Approximately 75 per cent of the population is usually enrolled in the first three months of the CBHI year. However, some parts of the population tend not to enrol unless they are in need of health care. Furthermore, some members may access health-care services without paying the entire premium. There is no penalty system in place for such cases. Greater use of technology and mobile applications could help improve compliance (Urban et al 2016).

	Low attractiveness of CBHI among specific groups: Self-employed workers and liberal professionals with sizeable incomes who cannot be covered by other public schemes tend to not join because they consider CBHI coverage to be too thin as it is limited to the provision of services in public health facilities. In addition, young people living alone are often not interested in health insurance because they are in good health (Louis Dit Guerin 2018). As these population groups tend to be those with comparatively higher incomes this reduces the size of the CBHI pool.

	Targeting the poor: Rwanda’s Ubudehe system has demonstrated how a process of community consultation and participation is able to identify and rank community members according to ‘social poverty’, drawing on the Ubudehe tradition which is considered a strength of Rwanda's social fabric (Sabathes-Wheeler et al 2015). However, the system has also shown considerable weaknesses, including a lack of transparency and a disproportional power of local authorities who are in a position to assign households to categories eligible for subsidized payment at their discretion Lenhardt a. 2023). The central government has recognised this challenge and is implementing measures to address it. At the time of writing this case study the Rwandan Government has been in the process of introducing the new social registry as the new system to identify eligible social protection households. The new Imibereho social registry will replace the Ubudehe system and serve as a gateway for all social programmes to objectively identify the poor and vulnerable. The registry will use objectively measurable variables, proven to be strongly correlated with household poverty to identify the poor (Ministry of Local Government 2022). In February 2024, the Government of Rwanda launched the new social Registry (Health BMZ, 2024).


Conclusions and way forward
Rwanda’s approach has been highly successful in providing coverage for workers in the informal economy, increasing health care utilization and improving health results, while greatly reducing the impact of out-of-pocket costs on individual well-being. The government is now working on strategies to ensure its long-term sustainability. In 2020, the RSSB in its strategic plan set up an ambitious target of reaching 99 per cent CBHI coverage rate by 2025. Rwanda’s long-term development framework 2020 – 2050, called “Vision 2050”, sets a focus on improving the quality of services offered under the CBHI. Building on expanded coverage and leveraging sustainable financing mechanisms the scheme shall serve all segments of the population and help to continue stimulating demand for health services while reducing out of pocket expenditures on health (Republic of Rwanda n.d.).
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Türkiye
This country case study was prepared with the support of Mahmut Saadi Yardim (Hacettepe University). It is partly based on a previous ILO publication on “Extending social health protection: Accelerating progress towards universal health coverage in Central and Western Asia” (ILO 2024).
Introduction
Türkiye is an upper-middle-income country with a population of 85 million. With a GDP per capita of US$10,616.1, it is the 19th largest economy in the world. Between 2002 and 2018, the proportion of the population below the US$5.50 per day poverty line fell by three quarters to 8.5 per cent. High inflation and high unemployment have been exacerbated by macro-financial instability since August 2018. In addition, the COVID-19 crisis has deepened gender gaps and increased youth unemployment and the poverty rate (World Bank 2022). Nevertheless, the total informality rate declined from 50.1 per cent in 2004 to 33.4 per cent in 2018, corresponding to 17-percentage points decline (Bağır et al. 2021). 
According to internationally reported data, life expectancy at birth in Türkiye has increased in the last two decades, from 72 years in 2000 to 76 years in 2021, though with a decline in 2020 as an effect of the COVID-19 pandemic. Maternal mortality in Türkiye has decreased significantly in the last two decades, declining from an estimated 42 deaths per 100,000 live births in 2000 to 16 in 2018. However, maternal mortality is still high when compared with a 2017 average rate of 12.7 per 100,000 in the WHO European Region. Similarly, infant mortality has sharply decreased in Türkiye, from 38 per 1,000 live births in 2000 to 9 per 1,000 live births in 2021. The prevalence of communicable diseases has been declining, and noncommunicable diseases (NCDs) are now the major drivers of mortality in Türkiye. NCDs were estimated to account for 89 per cent of all deaths in 2020. The most important cause of death is cancer, which accounted for 112 deaths per 100,000 population in 2019, followed by ischaemic heart disease, respiratory diseases, stroke and diabetes (WHO 2022).
Facts and figures
Total population: 85,341,000 (World Bank 2022)
Life expectancy at birth (years): 76.0 (World Bank 2021)
National poverty headcount ratio ( per cent): 14.4 (Turkish Statistical Institute 2023)
Gini index: 41.9 (World Bank 2020)
Share of informal employment in total employment ( per cent): 33.4 (Bağır et al. 2021)
Out-of-pocket expenditure as a share of current health expenditure ( per cent): 16.3 (World Bank 2020)
Population effectively covered by social health protection in health ( per cent): 98.5 (ILO WSPDB 2020) 

Source: data retrieved from the World Bank, “World Bank Open Data” and from the ILO, “ILO World Social Protection Data Dashboards”.
The foundations of the current public health system of Türkiye were established during the period 1923–46. The focus then was on preventive public health programmes and programmes to control communicable diseases such as tuberculosis, malaria and leprosy. In 1961, the Law on Socialization of Health Services (Law 224) was adopted. It provided the basis for the establishment of national health services in Türkiye and stated that health services should be delivered in an equitable manner, continuously and in accordance with the needs of the population. The Law aimed at providing free (or partly free) healthcare to all citizens, with financing coming from co-payments and allocations from the government’s budget. In 1963, for the first time, health was included in the five-year development plans. One of the objectives of the first five-year development plan for the health sector was to establish a universal health insurance. A General Health Insurance Law promoting the idea of universal health insurance was subsequently drafted, but it was only in 1971 when it was forwarded to the Turkish Grand National Assembly. It was not adopted (OECD and IBRD/World Bank 2008).
In 2003, Türkiye initiated a series of reforms under the Health Transformation Programme (HTP). The principal pillar of the Programme was the introduction of a contributory-based universal health insurance scheme (Adaman et al. 2018). In 2006, the General Health Insurance Scheme (GHIS), or Universal Health Insurance (UHI) (Genel Sağlik Sigortası, or GSS), was established within the Ministry of Labour and Social Security to merge all existing contributory health insurance schemes78 under one umbrella, the Social Security Institution (Sosyal Güvenlik Kurumu, or SGK). In 2007, legislative measures mandated that all Turkish citizens have access to free primary care, even if not covered under the social security system. Subsequently, under the Health Implementation Decree of 2007, benefits across the health insurance schemes were further harmonized and they were finalized in 2008 (Bazyar et al. 2020). By October 2008, all service users were covered by the Universal Health Insurance (UHI) under a single umbrella (Özdeniz 2013). As of January 1, 2012, the Green Card programme, which provides healthcare to poor and vulnerable population groups, was also fully integrated into the UHI scheme (Menon et al. 2013).
Timeline: Road to universal health insurance
1961: Law on Socialisation of Health Services (Law 224) adopted
1971: Health Insurance Law promoting the idea of Universal Health Insurance forwarded to the Turkish Grand National Assembly, but not adopted
2003: Initiation of a series of reforms under the Health Transformation Programme (HTP)
2006: Establishment of General Health Insurance Scheme (GHIS), merging all existing contributory health insurance schemes  under one umbrella “Social Security Institution”
2007: guaranteed access of all Turkish citizens to free primary care, even if not covered under the social security system
2008: further harmonization of benefits  across health insurance schemes under one single umbrella
2012: integration of Green Card programme, providing health care to poor and vulnerable population groups

Key design features
Legal coverage 
The right to health is enshrined in the Constitution of Türkiye, according to which “everyone has the right to live in a healthy and balanced environment.” Articles 60 and 61 refer to social security rights: thus, article 60 states that “Everyone has the right to social security. The State shall take the necessary measures and establish the organization for the provision of social security.” Article 61 emphasizes the State’s duties to protect the children, widows, orphans, disabled persons and the elderly.
Since the adoption of the Social Insurance and General Health Insurance Act No. 5510 in 2006, the Social Security Institution (Sosyal Güvenlìk Kurumu, or SGK) as an autonomous public authority with administrative and financial functions is the only government institution that has a mandate in contributory social protection, including health, in Türkiye. National law guarantees health insurance for all on the basis of mandatory enrolment.
The law distinguishes between active insured and voluntary insured persons. All citizens, refugees, recipients of different social protection schemes (pension, disability etc.), as well as nationals of foreign countries who have a residence permit and are not insurance holders under the legislation of a foreign country qualify for coverage79. Several types of individuals are covered for free without eligibility requirements. These include, among other groups, children under the age of 18 not dependent on an insured person, stateless persons and refugees and vulnerable persons above the age of 65. The State is also responsible for ensuring coverage to individuals receiving social assistance allowances and those with a monthly per capita income of less than one third of the gross national minimum wage (WHO 2022).
Membership categories and contribution rates
Economically active insured persons pay 12.5 per cent of their total income. In the case of wage-employed workers, both employers and workers contribute to the scheme, with employers paying 7.5 per cent and employees paying 5 per cent. Self-employed persons have to cover the full rate themselves. There is a ceiling on the required social security contributions, which is applied once the amount exceeds a threshold equivalent to 7.5 times the minimum wage. On condition that they are not already insured or receiving any pension or benefit from the SGK, spouses, children under the age of 18 (students of high school under 20, higher education students under 25), disabled children, parents classified as indigent by the SGK are considered as dependants of Universal Health Insurance  holders (that is, subscribers covered by the Universal Health Insurance). In addition, dependants continue to be considered Universal Health Insurance holders within two years from their high school or university graduation, provided they are at not older than 25 and not included in social insurance coverage. During this period, they are not obliged to pay premiums without having an income test (Ezer 2023).
Persons who are not officially economically active, not covered as dependants and not benefiting from state-subsidized insurance contributions have to pay 3 per cent of the national gross minimum wage, which serves as the contribution base. In practice, workers in the informal economy not benefiting from state subsidies are usually assigned to this category.
The contribution rates for individuals whose income is determined to be less than one third of the national minimum wage according to a means test (see below), stateless persons and refugees, children under the age of 18 not dependent on an insured person and specific groups who receive pensions from non-contributory pension schemes are fully borne by the State.
Pensioners with contributory invalidity, old age and survivors’ pensions, as well as beneficiaries of permanent incapacity benefit and survivors’ benefits in case of accident at work and occupational disease are automatically covered and are not required to pay contributions.
Contributions are collected and pooled at the account of the SGK and operated by the General Department of Universal Health Insurance (Genel Sağlık Sigortası Genel Müdürlüğü, or GSSGM). The government contributes to the revenues of the SGK by financing a set of government schemes. Furthermore, the State subsidizes the SGK by compensating an institution’s deficits from the general government funds and transferring funds amounting to 25 per cent of the collected contributions in monthly instalments as per Act No. 5510 (Tuncer et al. 2017).
Special insurance schemes outside the SGK exist for members of the Constitutional Court, members of the National Assembly, the President, Vice-Presidents, department heads, and members of the Council of State, the High Judiciary and high-ranking army officials. According to the law, participants of specific health insurance funds established for the personnel of banks, insurance and reinsurance companies, chambers of commerce, chambers of industry, stock exchanges, or unions formed by these organizations and those receiving pensions or income from these funds are exempt from being considered as general health insurance holders.
Benefits
Free access to healthcare is an absolute right for covered persons and their dependants under the Universal Health Insurance scheme. In Türkiye, it is a hard and fast rule that the level and duration of healthcare benefits provided to insured persons in the Universal Health Insurance system are not conditional on contribution levels. Therefore, everyone stands equal in receiving benefits granted on the same basis. In adhering to this rule, the national healthcare system is broadly applying the solidarity principle. 
Primary healthcare institutions of the Ministry of Health, as well as workplace doctors within the public administration, provide services for free. The UHI benefit package comes in addition to these services and provides a comprehensive package and entitlements with reimbursement for a range of preventative, diagnostic and curative services. The healthcare scheme serves both inpatient and outpatient care services. The benefits of the Universal Health Insurance are:
	medical treatment, preventive healthcare services and emergency healthcare services

	pregnancy and maternity care

	laboratory tests, analysis and other diagnostic methods

	surgery

	vision, hearing and dental care

	prescribed medicines, medical and optical devices, vaccinations, orthosis and prosthesis, blood, vaccine and bone marrow

	reproductive care

	transplantation of organs

	rehabilitation services

	orthodontic treatment for those under the age of 18

	travel expenses, daily allowance and companion expenses in case the treatment takes place beyond place of residence. 


The SGK purchases healthcare services from healthcare providers in the private and public sectors. The majority of the health facilities in Türkiye are public. Out of the total number of 1,534 hospitals in 2020, there were 900 MoH hospitals, 68 university hospitals and 566 private hospitals.
Delivery chain
	All outside formal employment

	Outreach

	At the local level, there are Social Security Provincial Directorates for each province and Social Security Centres in cities/districts as service offices of these Directorates in order to ensure more localized service delivery. Healthcare social security centers are specifically responsible for implementing healthcare benefits at the local level. However, as there is a mechanism facilitating automatic registration, outreach to potential members plays a secondary role in the Turkish model.

	Registration and 
enrolment

	Nationals who are not covered through their employment status (i.e. registered as self-employed or wage-employed) are subject to automatic registration for UHI without personal application. In addition, when a person goes out of UHI coverage e.g. by being out of any social insurance scheme and by being non-employed or by reaching the specified ages for ceasing to be a dependant person, that person is automatically registered under the UHI with the new status. 
Following automatic registration, the SGK requires individuals to take a means test - a process that determines whether citizens are able to pay UHI contribution according to their income. This test is applied for applications to all social assistance programmes, by using a standard application form with questions pertaining to the registrant’s household, including employment information, household composition, property ownership, and social conditions. The test is conducted by the Social Assistance and Solidarity Foundation (SASF) located at the province / district level and results are fed into the Integrated Social Assistance System (ISAS), which is integrated with different government databases to add additional and verify information80. Those who are not legally able to apply for reasons such as disability and old age could apply through their representative. 
In the means test process, all household income is considered to calculate an average income per person in the household81. Means test results are sent to the SGK electronically by the local SASF. The individual is subsequently notified via SMS about the result.
According to the means test result, the contributions of individuals whose monthly per capita household income is less than one third of the national gross minimum monthly wage82 is paid by the State. Those who are not willing to take the means test and those who are found to have a per capita household income higher than one third of the national gross minimum wage according to the means test result are obliged to pay UHI contributions of 3 per cent of the national minimum gross wage by himself/herself.
The local SASF visits the households in the two lowest income groups once a year to identify any change in their status. If any evidence of change in income level is detected, the means testing is repeated and results are communicated to the SGK and the concerned person (Ministry of Family and Social Policy/World Bank 2017).

	Contribution payments

	Payment of UHI contributions differs according to persons’ registration status. Employers and public or private organisations who are responsible for payment of social insurance schemes’ contributions pay UHI contributions on behalf of UHI holders. Other than those whose contributions are not paid by the State have to pay UHI contributions by themselves. UHI contributions must be paid by the end of the following month.
Cash desks in the SGK branches have been fully replaced by other payment methods over the last years. UHI contributions can be paid via banks, internet banking, bank ATMs, and Turkish Post (PTT) branches. Registration and debt status of the general health insurance holders can be displayed on the website of the SGK and the E-GOVERNMENT application (Sosyal Güvenlik Kurumu n.d.).

	Compliance

	The SGK makes use of crosschecking of a range of government databases and the national ID as a unique identifier to facilitate automatic enrolment of all those who are not registered through their employment relationship. In addition, crosschecks with bank accounts are being conducted.

	Provision of benefits

	Individuals covered by Universal Health Insurance (UHI) must have contributed for a total of 30 days within the year preceding their application for health services, except for those whose contributions are state-covered, recipients of pensions or income from the SGK, and individuals fulfilling military service obligations. Self-employed persons who are covered by the UHI should also not have more than 60 days of contribution debt and voluntary insured persons, as well as persons registered as UHI holders automatically (due to not being subject to any other social security branches) should not have any contribution debt. 
When insured persons visit health service providers, they have to apply personally with their national ID cards to prove their identity. In private facilities, identification is verified through the “Biometric Authentication System”. After identification and verification procedures, in order to start receiving healthcare services, first, it is necessary to determine whether or not people have the right to benefit from healthcare benefits through the SGK’s IT systems. If the person’s condition is suitable to receive health care, approval is given by the system and then healthcare services are offered to person (Sosyal Güvenlik Kurumu n.d.).
Co-payment is required for physical examination, orthotics and prostheses, healing materials, medicines, or fertility treatments. Direct cost-sharing occurs as co-insurance for prescriptions and medical devices (at 20 per cent of price; 10 per cent for retirees) and co-payments for outpatient visits. Co-payment exemptions for primary care are meant as incentives for people to first obtain a referral before accessing secondary and tertiary care (WHO 2022).
A family practitioner scheme was introduced in 2011 whereby family health centres (one or more family physicians and allied health workers) are the main providers of a range of preventive and curative services at the primary and secondary care levels. Family health centres serve population panels according to population and distance criteria set by the MoH. Family practitioners are assigned a population according to their location. Residents are expected to visit the relevant health centre, though patients can change their family practitioner once every 3 months. Community health centres promote public health, provide logistical support and diagnostic and medical tests, and services that are not offered by family physicians, among other things. In 2020, there were 8 015 family health centres and 779 community health centres across Türkiye (WHO 2022).
Currently, no formal care coordination and referral process between primary and secondary care and primary care structures has been defined for UHI beneficiaries. In the absence of clear definition of roles and responsibilities, there is no clear role sharing among care provider teams (Sumer et al 2019).

	Complaint management

	Various channels can be used for complaints related to healthcare services. Among these:
1. Complaint Units Within Healthcare Facilities: Hospitals, clinics, health centers, and other healthcare facilities usually have complaint units or customer service departments. Complaints can be lodged directly with these units.
2. Alo 184 Hotline: Alo 184, operated by the Ministry of Health, is a hotline that provides advice and assistance to citizens regarding emergency healthcare situations, healthcare services, and complaints. Complaints related to healthcare services can be communicated through this hotline and directed to the relevant departments.
3. Online Application via E-Government Services: It is possible to submit complaints related to healthcare services through the E-Government platform. By filling out a complaint form in the healthcare section of E-Government, these complaints are conveyed to the relevant institutions.
4. Websites Affiliated with the Ministry of Health: Complaints about healthcare services can also be lodged through websites affiliated with the Ministry of Health.
5. Presidential Communication Center (CİMER): Turkish citizens can also report complaints related to healthcare services through CİMER. CİMER evaluates complaints directed to government institutions and facilitates receiving feedback.


Results
Effective coverage: Population coverage has steadily increased since the advent of the Health Transformation Programme (HTP) and UHI. In 2019, 98.8 per cent of the population in Türkiye had UHI, up from 71.6 per cent in 2003 and 93.2 per cent in 2008 (WHO 2022). 29 per cent of those covered are registered as active insured (wage- or self-employed), 16 per cent as passive insured (pensioners) and 43 per cent as their dependants. 12 per cent of all registered are exclusively registered as UHI holders, that is, they are subject to the means test and are either fully subsidized by the State or paying 3 per cent of the national minimum gross wage (see figure below) (Sosyal Güvenlik Kurumu, n.d.). 

Health care utilization: The rates of healthcare utilization have shown an upward trend in recent years. Notably, there has been a substantial rise in per capita visits to physicians within healthcare facilities from 2002 to 2019, escalating from an average of 3.1 to 9.8 visits annually. Subsequently, a marginal decline has been discerned, with an average of 2.9 visits per capita in primary healthcare and 5.1 visits in secondary and tertiary healthcare facilities, resulting in a combined total of eight visits per capita (Ministry of Health 2023). There is a difference in utilization rate between different income groups, in 2019, 9 per cent of the lowest income quintile had no access to medical care, compared to 0.4 per cent of people in the highest income quintile.
OOP expenditures: Following the implementation of compulsory health insurance, a modest reduction in out-of-pocket payments has been observed. The proportion of household out-of-pocket health expenditure relative to the total health expenditure decreased from 19.8 per cent in 2002 to 15.9 per cent in 2021 (Ministry of Health 2023). Despite a low co-payment rate, households in the bottom socio-economic group often face a financial burden when accessing healthcare on account of such payments, with 70 per cent of their budget allocated to food and housing.
Satisfaction: Satisfaction among citizens with health services increased significantly after the introduction of the UHI. In 2003, only 39.5 per cent of the population was satisfied with health services, whereas by 2011 this proportion had increased to 75.9 per cent (World Bank 2018). However, satisfaction levels fell to 65 per cent in 2022.
Health care network: The government has managed to reduce regional disparities in the distribution of the health workforce across the country by implementing the Family Medicine Programme. It encourages doctors and other health workers to serve rural populations. Appointment and transfer of doctors to rural areas ensure a more balanced distribution of healthcare personnel across all regions. 
Key success factors
	Leadership and political commitment: In Türkiye, the political stability which was achieved by the Turkish government and enjoyed the support of the majority of the Grand National Assembly was an important factor in health reforms and evolution. A committed transformation team in the Ministry of Health, the Prime Minister’s firm support of reform, leadership and persistence of the Minister of Health, and comprehensive management created the necessary conditions for implementing the laws which were passed by the Grand National Assembly. 

	Proactive approach to investigate and improve acceptance: The transformation team assessed the acceptability of changes made by the HTP across different groups of people, through establishing focus groups and analyzing beneficiaries. The findings of the focus groups and beneficiary analyses were used to redefine the range of the HTP, inform the public, and speed up the process of implementing the programme. Moreover, annual household surveys conducted by the Turkish Statistical Institute introduced an index for measuring the satisfaction of people and their reaction to the reforms announced by different ministries (Bazyar et al 2020).

	Improving equity in health though a pooled fund: By implementing the UHI nearly all population are now under health insurance coverage. Studies show that the introduction of the health insurance has improved both financial protection against high health expenditures, and equity in access to health care across the population. Moreover, it has made health financing more progressive as richer households pay more of their spending for the health than poorer families (Bazyar et al 2020). 

	Automatic enrolment: The UHI is mandatory for all citizens and those who are not registered through their employment or pension status are automatically enrolled. This has led to comparatively high coverage rates across all population groups, including the poor population and workers active in the informal economy. A precondition for this is strong and interconnected government information systems providing necessary information about citizens, which allow automatic detection of those not covered and their subsequent enrolment. This is leveraged by making use of the country’s national ID as a unique identifier.

	An integrated approach to link subsidized UHI with other social assistance programmes: The use of the Integrated Social Assistance System (ISAS), for a wide number of social assistance schemes and institutions allows a holistic approach to social protection delivery to poor and vulnerable groups. The ISAS provides the capacity to refer and recommend additional services to citizens. Thus, for example, when an unemployed citizen applies for health insurance benefits, the ISAS will detect the citizen’s employment status and refer him/her to the government organization that administers job training programmes (Ministry of Family and Social Policy/World Bank 2017).


Remaining challenges
	Interrupted contributions: In the past, people who did not make their contributions on time were excluded from the scheme. Around 7 million people (about 9 per cent of the population) failed to make contributions in 2016, and 5 million (approximately 6 per cent) did not go through a means-testing assessment that would allow them to benefit from the scheme without making the contributions. Thus, informal workers, low-income self-employed persons, unemployed and dependants are at risk of exclusion from coverage (Adaman et al. 2018).

	Reaching out to unregistered refugees and migrants: According to the Office of the United Nations High Commissioner for Refugees (UNHCR), only 63.3 per cent of all Syrian refugees since 2011 have been registered in Türkiye. Unregistered refugees and migrants, and those with a precarious legal status do not have full coverage of services. Despite the universal right to primary and emergency care regardless of registration status, practical barriers related to the healthcare registry system and limited information about existing healthcare centres undermine access for these populations to services that are available in principle (Bazyar et al. 2020). 

	Ensuring long-term financial sustainability: One of the main current challenges is keeping the UHI financially sustainable as health expenditures are rising owing to the comprehensive scope of Türkiye’s UHI, changing demographics and various economic indicators. There is a need to find new financial resources and focus on cost containing measures to ensure long-term financial sustainability of the model, including the extension of the contribution base of the SGK. It is common practice that employers only declare minimum wages for their employees and pay the rest of the salary in cash to avoid higher contributions payments to the SGK. Moreover, workers in the informal economy tend to underreport their incomes (WHO 2022). This reveals the need to further improve compliance mechanisms.

	Limited efficiency of primary healthcare services: Before the health reform, primary healthcare services were limited and inefficient. The introduction of the family physician system aimed to address this issue by serving as a primary care provider and preventing backlogs in higher-level health services. However, the current perspective reveals that the family physician practice falls short of expectations owing to the incomplete implementation of the referral chain. Despite a notable increase in physician applications, this growth is not proportionate to the hierarchy of health service levels. Since the health reform, applications to secondary and tertiary care providers consistently surpass those to primary care providers. Family physician units have yet to fully fulfil their intended role as the primary point of contact in the health service steps.


Conclusions and way forward
Substantial progress towards universal health coverage has been made during the past 15 years in Türkiye. Reforms, including population coverage extension and improvement of healthcare services through fast growth of government expenditures on health, have positively impacted health outcomes. They have reduced OOP on health and increased financial protection and access to health services. The introduction of the UHI has been one of the key factors in achieving these successful results. Merging the different health insurance schemes into a single scheme has accelerated the extension of coverage. Consequently, accomplishments in terms of health outcomes have significantly improved.
References
Adaman, F.; Aslan, D.; Erus, B.; Sayan, S. 2018. ESPN Thematic Report on Inequalities in Access to Healthcare in Turkey. (link unavailable).
Bağır, Y., M. Küçükbayrak and H. Torun 2021. Declining Labor Market Informality in Turkey: Unregistered Employment and Wage Underreporting, CBRT Working Paper, No. 21/19. Available here: https://www.tcmb.gov.tr/wps/wcm/connect/bf515d8a-9f11-49c7-abb0-bba5d3e5b6d7/wp2119.pdf?MOD=AJPERES&CACHEID=ROOTWORKSPACE-bf515d8a-9f11-49c7-abb0-bba5d3e5b6d7-nIaKR2H. Accessed 28 October 2024.
Bazyar, M.; Rashidian, A.; Yazdi-Feyzabadi, V.; Behzadi, A. 2020. The experiences of merging health insurance funds in South Korea, Turkey, Thailand, and Indonesia: a cross-country comparative study. Int J Equity Health 20, 66 (2021). https://doi.org/10.1186/s12939-021-01382-w 
Burcu, Ö. 2013. Turkish Healthcare: Overview of the Health System. Available here: https://healthmanagement.org/c/it/issuearticle/turkish-healthcare-overview-of-the-health-system. Accessed 29 October 2024.
Ezer, B. 2023. An evaluation of the Turkish General Health Insurance within the scope of the Healthcare Reform. Available here: https://dergipark.org.tr/tr/download/article-file/3473082. Accessed 29 October 2024.
ILO. 2024. Extending social health protection: Accelerating progress towards universal health coverage in Central and Western Asia. Available here: https://www.social-protection.org/gimi/Media.action?id=19951. Accessed 29 October 2024. 
Menon, R.; Mollahaliloglu, S.; Postolovska, I. 2013. Toward Universal Coverage: Turkey’s Green Card Program for the Poor. UNICO Studies Series No. 18. World Bank. Available here: https://documents1.worldbank.org/curated/en/565451468319153981/pdf/750120NWP0Box300for0the0Poor0TURKEY.pdf. Accessed 29 October 2024.
Ministry of Health. 2023. Health statistics yearbook 2021, Türkiye. Available here: https://dosyamerkez.saglik.gov.tr/Eklenti/45317/0/siy2021-ingilizcepdf.pdf. Accessed 29 October 2024.
Ministry of Family and Social Policy and World Bank. 2017. Turkey’s Integrated Social Assistance System. Available here: https://documents1.worldbank.org/curated/pt/515231530005107572/pdf/Turkey-SA-summary.pdf. Accessed 29 October 2024.
OECD and IBRD/World Bank. 2008. OECD reviews of health systems – Turkey. Available here: https://www.oecd.org/content/dam/oecd/en/publications/reports/2009/02/oecd-reviews-of-health-systems-turkey-2008_g1gh980b/9789264051096-en.pdf. Accessed 29 October 2024.
Sosyal Güvenlik Kurumu n.d. Universal Health Insurance System in Turkey. (link unavailable).
Sumer, S.S.; Shear, J.M.; Yener, A.L. 2019. Building an Improved Primary Health Care System in Turkey through Care Integration. World Bank. Available here: https://documents1.worldbank.org/curated/zh/895321576170471609/pdf/Building-an-Improved-Primary-Health-Care-System-in-Turkey-through-Care-Integration.pdf. Accessed 29 October 2024.
Tuncer, M.; Tatar, M.; Şahin, I. 2017. University Hospitals in Turkey: Structural Crisis in Financing or Consequence of Mismanagement? Journal of Hospital Administration 6 (July): 52. https://doi.org/10.5430/jha.v6n4p52. 
Turkish Statistical Institute. 2023. Poverty and Living Conditions Statistics, 2022. Available here: https://data.tuik.gov.tr/Bulten/Index?p=Poverty-and-Living-Conditions-Statistics-2022-49746&dil=2. Accessed 29 October 2024.
WHO. 2022. Health systems in action: Türkiye. 2022 edition. Available here: https://eurohealthobservatory.who.int/publications/i/health-systems-in-action-t per centC3 per centBCrkiye-2022. Accessed 29 October 2024.
World Bank. 2018. Turkish Health Transformation Program and Beyond. Available here: https://www.worldbank.org/en/results/2018/04/02/turkish-health-transformation-program-and-beyond. Accessed 29 October 2024.
World Bank. 2022. Overview of Socio-Economic Developments in Turkey. (link unavailable)


Viet Nam
This country case study was prepared with the support of Marielle Phe Goursat (ILO). It is partly based on a previous ILO publication on “Extending social health protection: Accelerating progress towards Universal Health Coverage in Asia and the Pacific” (ILO 2021a).
Introduction
One of the fastest growing economies in Asia, Viet Nam began its transition to a socialist-oriented market One of the fastest growing economies in Asia, Viet Nam began its transition to a socialist-oriented market economy in 1986, following political and economic reforms known as Doi Moi. Since then, Viet Nam has been transformed from one of the poorest countries in the world to a thriving lower middle-income country. GDP per capita steadily increased from US$430 in 1986 to US$4,163 in 2022, and remarkable progress in poverty reduction has been achieved. The percentage of workers living in extreme or moderate poverty – those living on incomes below US$3.20 per day – has been reduced drastically, from 72.4 per cent in 2000 to just 7.1 per cent in 2019 (ILO 2021b). In 2021, Viet Nam recorded 33.6 million informal workers, accounting for 68.5 per cent of all employed people. Compared with some countries in the region such as Cambodia, Indonesia and Myanmar, the rate of informal workers in Viet Nam is lower; however, it is still high compared to many other countries globally (General Statistics Office Viet Nam 2021).
In tandem with sustained economic growth and substantial declines in poverty, vast progress has been made towards improving the health of the Vietnamese population over the past few decades, with health outcomes advancing alongside rising living standards and improved access to health services. However, the country faces an increasing burden of non-communicable diseases (NCDs) such as cancers, hypertension and diabetes, as well as challenges related to a rapidly aging population (Teo et al. 2019).
Facts and figures
Total population: 98,186,856 (World Bank 2022)
Life expectancy at birth (years): 74.0 (World Bank 2022)
National poverty headcount ratio ( per cent): 4.2 (General Statistics Office Viet Nam 2022)
Gini index: 38.8 (World Bank 2020)
Share of informal employment in total employment ( per cent): 68.5 (General Statistics Office Viet Nam 2021)
Out-of-pocket expenditure as a share of current health expenditure ( per cent): 39.6 (World Bank 2020)
Population effectively covered by social health protection in health ( per cent): 92.0 (Viet Nam Plus 2023) 

Source: data retrieved from the World Bank, “World Bank Open Data”.
Political and economic restructuring in the late 1980s precipitated the end of Viet Nam’s previously universal state-funded health system, which operated with limited resources but was free for the entire population. This was accompanied by a sharp cut in government health spending and increased participation of private actors in healthcare delivery. To compensate for diminished government funding, user fees were introduced during the late 1980s and early 1990s. Unfunded exemptions for vulnerable and meritorious groups were ineffective and these policies led to a dramatic increase in OOP payments in the 1990s, accounting for more than 70 per cent of total health spending (Ramesh 2013). To address this, the government introduced a set of broad national health system reforms throughout the 1990s to improve service coverage, access, use, leadership, health financing and community-level health outcomes, and to reduce hospital overcrowding and costs (London 2008).
In 1992, a contributory social health insurance (SHI) scheme for workers in formal employment and pensioners was introduced. Two years later, a voluntary scheme was established for informal economy workers, students and dependants of those in the compulsory scheme (Le et al. 2020). In an effort to protect hard-to-reach populations, the tax-funded Healthcare Fund for the Poor was later introduced in 2002 to provide social health protection for the poor, selected ethnic minority groups and individuals living in the most disadvantaged regions, through payment of SHI contributions or cash reimbursement of health services83. In 2005, these efforts were further complemented by the government-mandated provision of tax-funded coverage for all children under 6 years of age84. Other entitlement programmes were also established to provide financial support for healthcare for other groups, such as military and public security health services and programmes implemented by the Ministry of Labour, Invalids and Social Affairs (MOLISA) for persons of merit and social assistance beneficiaries.
In 2008, the first Health Insurance Law was issued, through which all the funds and schemes were consolidated into one national SHI scheme managed by the Viet Nam Social Security (VSS) institute, reliant on a mixed financing system combining tax revenues, contributions and OOP payments. This established a single pool, with the exception of separate funding pools for persons engaged in active military and public security forces. SHI is now the primary vehicle for delivering social health protection in Viet Nam, alongside state-funded preventive medicine and public health, which constitutes an essential complementary source of resources. In 2014, health insurance become compulsory to all individuals, through the Health Insurance Law amendment, which also established a restructuring of registration to become household based. 
As SHI has developed, the government has gradually shifted away from subsidizing curative healthcare facilities to subsidizing SHI contributions for the poor and the vulnerable. The state budget is still responsible for preventive medicine and public health, but funding for personal services that were formally provided by vertical programmes are gradually being integrated into the SHI system. In 2017, the Central Committee of the Communist Party of Viet Nam set the objective to progress towards universal health coverage (UHC) through universal health insurance and to guarantee equal rights and obligations in accessing health insurance benefits and services85. In 2022, more than 92 per cent of the population was insured through the national SHI scheme.
Timeline: Road to universal health insurance
1992: introduction of compulsory contributory SHI scheme for workers in formal employment and pensioners
1994: introduction of voluntary scheme for informal economy workers, students and dependents of those in the compulsory scheme
2002: introduction of the tax-funded Health Care Fund for the Poor 
2005: Government mandated provision of tax-funded coverage for all children under 6 years of age
2008: First Health Insurance Law issued, through which all funds and schemes were consolidated into one national SHI scheme managed by the Viet Nam Social Security (VSS) institute
2014: Amendment to the Health Insurance Law, making SHI compulsory for all
2017: objective to progress towards universal health coverage (UHC) through universal health insurance, and to guarantee equal rights and obligations in accessing health insurance benefits and services

Key design features
Legal coverage 
SHI is mandatory and intended to cover all residents, regardless of employment status or citizenship, as stipulated in the Health Insurance Law (2008) and its subsequent amendment in 2014. Decree No. 146/ND-CP (2018) classifies the population into six SHI membership categories based on sources of contribution to the scheme, which includes 35 different sub-groups. Decree No. 70/2015/ND-CP supplements this with stipulations for active-duty armed service members. Decree No. 75/2023/ND-CP adds further sub-groups (see table 1 for details).
Membership categories and contribution rates
	Formal economy workers and civil servants working outside the military and police forces must enrol via their employer and must comply with payroll-based contributions paid by both employer and worker, including those with time-limited contracts of three or more months, as well as those without time limits. 

	For recipients of both long-term and short-term social insurance benefits, enrolment is automatic through the administrative system. 

	Population groups who are fully subsidized by the state budget – including vulnerable groups (such as members of poor households, children under 6 and persons aged 80 and older), meritorious groups (including revolutionaries, veterans and organ donors) and the armed forces - are enrolled automatically. 

	For certain groups, including school pupils and university students, the near-poor and middle-income farmers, enrolment is also compulsory but only partially subsidized. 

	Active members of the armed forces and dependants of employees in the military and police are covered by contributions solely from their employers. 

	Those who do not fall under any of the above categories are legally obliged to enrol on a household basis using a discounted contribution structure for each additional household member. This includes workers in informal employment if they do not fall into categories b, c or d mentioned above.


The contribution rate is currently set at 4.5 per cent of contracted or civil servant salary (insurable salary), pension, social benefit or base salary86, depending on the membership category. A ceiling of 20 times the base salary is imposed for employed member contributions. The table below summarizes the different membership categories, respective contribution rates, funding sources and co-payment levels for selected population groups and membership categories.
	Population groups and membership categories
	Contribution rate
	Funding source
	Member co-payment level

	Group 1: Individuals whose contributions are shared between employers and employees

	Formal economy workers
Civil servants
Contract-based public officials at commune-level
	4.5 per cent of insurable salary
	Employers contribute 3 per cent; employees contribute 1.5 per cent87
	20 per cent of eligible treatment charges

	Group 2: Individuals whose contributions are paid by VSS

	Pensioners
Current recipients of social insurance benefits including unemployment benefits, disability benefits and paid sick leave.
	4.5 per cent of pension or base salary, or allowance depending on the specific group
	VSS pays full amount
	5 per cent of eligible treatment charges for pensioners and those on disability benefit
20 per cent of eligible treatment charges for the rest

	Group 3: Individuals whose contributions are fully tax-financed

	Person of merit (revolutionaries, war invalids, Agent orange victims, care givers of war martyred families, etc.)
Social assistance recipients (including elderly aged 80 and older and people with disabilities)
	4.5 per cent of base salary
	State budget of MOLISA and DOLISA
	0 per cent of eligible treatment charges
5 per cent of eligible treatment charges for dependents of revolutionaries

	Members of poor households
Ethnic minority groups living in selected underprivileged regions
Children under the age of 6
	4.5 per cent of base salary
	State budget
	0 per cent of eligible treatment charges

	Group 4: Individuals whose contributions are partly subsidized by tax

	Individuals living in near-poor households in poor districts
	4.5 per cent of base salary
	State budget
	5 per cent of eligible treatment charges

	Individuals living in near-poor households not in poor districts
	4.5 per cent of base salary
	30 per cent from individual
70 per cent from state budget
	5 per cent of eligible treatment charges

	School children and college students
Average income agricultural households
	4.5 per cent of base salary
	70 per cent from household
30 per cent from state budget
	20 per cent of eligible treatment charges

	Group 5: Remaining individuals

	Individuals not covered in any of the above categories, usually informal economy workers, whose contributions are paid on a family basis
	1st household member: 4.5 per cent of base salary
The 2nd, 3rd and 4th household members: respectively 70 per cent, 60 per cent and 50 per cent of the 1st household member’s contribution rate
The 5th member onwards: 40 per cent of the 1st household member’s contribution rate
	Household pays full amount
	20 per cent of eligible treatment charges


Benefits
All SHI members are entitled to a single and broad set of benefits including diagnosis and treatment, rehabilitation, antenatal care, delivery care and, in some situations and for certain groups, medical transport. Following the Heath Insurance Law Amendment in 2014, a series of subsequent sub-legal regulations have been introduced to define the SHI benefits package using a positive list approach. In particular, under several Ministry of Health policy documents, SHI covers medicines, technical medical services, medical devices and consumables and includes traditional and modern medicinal methods. The Ministry of Health has imposed some restrictions on the benefits, such as limiting provision of certain services and medicines to tertiary facilities with advanced capacities, limiting some services or drugs to specific diagnoses or limiting coverage to a small percentage of costs for high-cost items. However, these restrictions are not applied to active service members. The Health Insurance Law of 2008 and its 2014 amendment also contains some blanket restrictions in the form of a negative list of services not covered by the SHI scheme, which consists of items that are covered by other funding sources (preventive services, contraception, forensic medicine, clinical trials, medical interventions in times of natural disasters and prosthetic devices for war victims and people with disabilities), elective services (health check-ups, fertility treatments, foetal screening not related to treatment, abortion, elective aesthetic medicine services and nursing homes) and other services (optometry, hearing aids, mobility devices, medical care and rehabilitation for substance abuse).
In 2017, a basic primary care package was prescribed under Circular No. 39/2017/TT-BYT 25 covering curative and rehabilitation care services, medicines covered by SHI at commune level, and primary care, disease prevention and health promotion provided at district health centres or commune-level facilities and covered by state funding. The Ministry of Health is working on integrating treatment costs for some infectious diseases into the SHI package. Costs of antiretroviral treatment for HIV have been covered since 2019,COVID-19 treatment was covered in 2020 and financing for tuberculosis care was fully integrated in 2022. Costs associated with prevention and control of infectious disease are still paid through the state budget (Mailfert and Phe Goursat 2019, Forse et al. 2024).
Delivery chain
	Workers in informal employment

	Outreach
	To provide information about the social health insurance to the population various channels are used. The following means of communication are systematically used (Thi Thuy et al 2018):
	village health workers

	commune health stations (CHS)

	local People’s Committees

	mass media (radio/newspaper/TV)

	loud speaker campaigns



	Registration and 
enrolment
	Workers in informal employment who do not qualify for (partial) subsidies have to register themselves and their family members actively. Over the past years, a wide network of insurance agents has facilitated the registration and enrolment process. These agents vary from district to district. In each district, at least the post offices, as well as the People’s committees at communes, wards and towns serve as insurance agents. Besides, depending on the characteristics of each locality, other organizations serve as agents, including the Women’s Union, Farmers’ Association, and district health care stations (Vietnam Social Security 2018). Starting recently, citizens can now also submit the prescribed declaration form online via the National Public Service Portal or the Social Insurance Portal (Viet Nam News 2023).

	Contribution payments
	Informal economy workers who are enrolled on a household basis can choose to pay contributions quarterly, semi-annually or annually. They make their payments directly to the VSS branches or agents.

	Compliance
	A dedicated health insurance inspectorate attached to VSS conducts specialized inspection in the health insurance domain.

	Poor and vulnerable population

	Outreach and determination of eligibility
	Identification of subsidized beneficiaries is the responsibility of multiple government agencies, with MOLISA taking responsibility for identifying vulnerable households and establishing lists of social assistance beneficiaries and persons of merit eligible for subsidized health insurance. The Ministry of Education and Training compiles lists of students.

	Registration and enrolment
	All persons identified to benefit from subsidized insurance are automatically registered to the scheme.

	All

	Provision of benefits
	For most member groups, SHI benefits can be accessed right after registration without any waiting period. However, for the near-poor, school pupils, university students and household members, there is a 30-day waiting period. 
To access SHI benefits, insured individuals are required to show their VSS issued SHI card, or evidence that the card is being processed, or their national ID.Patients who follow the referral line need to present all referral documents together with their SHI card to avoid paying higher co-payments (see below).
SHI members can access health care services at one of the many public or licenced private facilities contracted by VSS. The network of registered facilities providing health care services to SHI members includes primary care facilities (such as commune health centres, regional polyclinics, district health centres, workplace clinics and some private clinics) and public hospitals (including provincial, central, general and specialized hospitals, traditional medicine hospitals, rehabilitation hospitals, sectoral hospitals and private hospitals). 
Viet Nam’s primary care network consists of 11,100 commune-level health stations, 277 regional polyclinics, 710 workplace clinics and a large number of private clinics. All 713 districts have a district health centre providing preventive medicine and public health services, and 666 districts also have a district-level hospital. A total of 47 central and 470 provincial general and specialist hospitals, traditional medicine hospitals, and rehabilitation facilities are run by the Government, compared with a total of around 230 private hospitals (Ministry of Health 2019). 
To access SHI benefits, most members are required to make co-payments at facility level, the value of which varies depending on a patient’s SHI membership category (see table above). According to Decree 146/2018/ND-CP and Decree 75/2023/ND-CP certain vulnerable groups (such as children under 6 years of age, the poor, individuals from disadvantaged ethnic minority groups and social assistance recipients), and meritorious groups (revolutionaries, war veterans, active armed forces and family members of certain meritorious groups) do not have to pay any co-payments when seeking care in compliance with the health care facility referral regulations. Pensioners, individuals who are living in near-poor households and family members of certain persons of merit are only required to pay a 5 per cent co-payment. For members who do not belong to these categories, a co-payment of 20 per cent applies.
Although SHI members are required to register their health insurance cards with a primary care provider, patients can access insured services at other facilities without referral and without additional co-payments in cases of inpatient care at provincial level facilities or below, or outpatient care at other district level facilities or below. However, if the patient seeks inpatient care at a central level facility without a referral, VSS will only pay 40 per cent of the normal coverage rate, with the patient paying the rest as a co-payment. If a patient seeks outpatient care at a provincial or central facility, SHI does not cover the costs of services, except in cases where individuals are permitted to register for care at such facilities. 

	Complaint management
	VSS has set up a Customer Care Center to deal with satisfaction and complaints.


Results
Effective coverage: The strong political commitment to achieve UHC in Viet Nam has led to a rapid increase in coverage over the years, from around 71.4 per cent in 2014 to 92 per cent by the end of 2022. According to official government sources, in 2018, the coverage rate reached 100 per cent among the poor, disadvantaged ethnic minority persons and social assistance recipients, whose contributions are financed by tax revenues. Furthermore, as a result of generous government subsidies, the coverage rate among the near-poor was also relatively high, at around 95.3 per cent in 2018. 
Health care utilization: According to VSS, there were 174.8 million health insurance claims in 2023 - an increase of over 23.4 million compared to 2022 (Vietnam Social Security 2024). UHC essential services coverage index (SDG 3.8.1), in Viet Nam reached 68 percent in 2020, up from 37 percent in 2000 (WHO and the World Bank 2023). 
OOP expenditures: OOP have been increasing over the past decade and remain very high, accounting for almost 40 per cent of the country’s current health expenditures, according to World Bank data.
Satisfaction: Since 2015, patient satisfaction surveys have been used to measure patients’ opinions on the quality of health care services delivered. A 2014 UNICEF-funded study in Dien Bien, one of the poorest provinces in Viet Nam, rated patient satisfaction for all services at more than 78 per cent. Given the poor quality of care at primary level, the high level of satisfaction may point to low expectations among those living in disadvantaged areas, or a potential reluctance to voice complaints. A study analysing factors influencing patient satisfaction levels for inpatient level in Viet Nam public hospitals, during 2017-2018. The study used a nationwide, large-scale interview and survey data from 69 facilities showed that older, low-income, female, less-educated and rural areas patients reported higher satisfaction levels. Notably, health insurance positively impacted satisfaction rates, by alleviating concerns about treatment costs (Nguyen, Nguyen and Dang 2020). 
Comprehensiveness of services: The introduction and extension of the SHI over the past decades has led to a continuous extension of the benefits offered. The benefit package currently offered is relatively broad and generous. 
Health care network: The broad network of VSS-contracted facilities ensures patient accessibility to providers and a choice for the patient. Among remote and geographically isolated population groups, village health workers and village birth attendants affiliated with a commune health station contribute greatly to the provision of public health services and first aid for people in rural areas (Le et al 2020). Despite these favourable conditions, persons living in remote and disadvantaged regions continue to face various barriers to access, including long distance to the nearest facility, poor service quality in primary care, lack of qualified staff at primary care facilities and lack of affordability (Tran et al 2016).
Key success factors
	Enshrining universal SHI coverage in the Constitution: The enshrinement of the right to health in the Viet Nam Constitution has successfully facilitated the extension of social health protection coverage. Including universal SHI coverage in the Constitution helped to increase its priority level and enhance government accountability, requiring the Government to implement the required reforms to ensure this constitutional right. It fostered the necessary level of political commitment, which has been crucial to developing and enforcing legislation and guaranteeing adequate funding for UHC. In addition to improvements to the SHI legal framework, Viet Nam’s ambition to achieve UHC has been reflected in many political documents and targets. Increased budgetary allocation for health has also been observed.

	Pooling existing funds: The consolidation of various health protection schemes initiated in 2008 was instrumental to creating a single risk-pooling mechanism for financing health care. It has contributed to improving the efficiency of the SHI Fund, and constitutes the necessary foundation for strategic purchasing. However, in practice challenges still exists in redistribution and equalization of funds at the national level due to large numbers of subnational pools and limited cross-subsidization (Kaiser et al. 2023). 

	Setting ambitious targets and ensuring continuous monitoring: High level attention from the Prime Minister’s office, through assigning annual coverage rate targets for each province and monitoring achievement, are likely to have contributed to this sustained coverage expansion – especially full coverage among poor, ethnic minorities and social assistance beneficiaries, as well as almost full coverage among near poor populations.

	Voluntary top-ups from local governments: For partly subsidized groups, local governments can voluntarily top-up the subsidized amount using their local budgets or other resources. According to government sources, 59 out of 63 provinces in Viet Nam provide health insurance subsidy top-ups for individuals from near-poor households, in addition to the 70 per cent subsidy regulated by law. Moreover, many provinces have expanded subsidies to other groups of the population. In particular, SHI insurance for 65 ̶ 70-year-olds is often fully subsidized by local government budgets, even though the law only mandates free health insurance for people over 80 years of age. Households contribute their share as prescribed by law, and the local or central budget contributes the balance.


Remaining challenges
	Reaching UHC: Around eight percent of the population remain uncovered by the UHI. There is presently no in-depth analysis clearly identifying the population groups not covered. Internal government reports indicate that the majority of the uncovered population are made up of informal economy workers within second and third quintile income groups (Somanathan et al 2013), as well as students. A study from 2016 found no significant impact of information provision or subsidized contributions to further increase coverage among informal economy workers (Wagenstaff et al 2016). Hence, more innovative measures are needed to close the existing coverage gap, including improvements in the quality of care offered by the scheme, as well as simplifying registration and payment mechanisms.

	Tackling high OOP: Recent years have seen increases in user fees to cost-recovery levels, combined with phasing out supply-side subsidies and pressure on hospitals to increase revenues to cover full operating costs and supplement low civil servant salaries of staff in public hospitals, as part of the policy of hospital autonomy. This has driven rising OOP payments, which is starting to erode the financial protection of SHI coverage. Another driver for the comparatively high OOP expenditures is the lack of trust of the population in public health care facilities, especially in primary care facilities in rural areas. People who can afford it therefore tend to bypass primary care and directly visit higher level care facilities. In this case, co-payments are higher (see above).

	Navigating the complex classification of population: The Government’s pro-poor policies and significant budget allocations have enabled the equitable extension of population coverage. However, middle income households lack coverage and do not benefit from the effective benefits received by poorer groups, which are still substantially lower than middle-and high-income groups. The complex classification of the population into multiple groups and sub-groups to set contribution amounts, and allocating subsidies on the principle of “fairness” may be limited. Achieving UHC will require new strategies, including extending subsidies to the remaining uncovered population, to maintain and further expand coverage.

	Ensuring long-term financial sustainability: Another challenge lies in addressing the rising cost of care in the context of a rapidly ageing population, the associated double burden of disease, and rapid diffusion of expensive technologies and medicines without adequate regulations or incentives to avoid overuse. The Health Insurance fund has experienced consecutive years of expenditure exceeding revenues, which needs to be addressed before the depletion of the reserve fund in order to maintain the existing coverage rate and level of benefits, without increasing contribution rates. 


Conclusions and way forward
The promulgation of the Health Insurance Law in 2008 has marked an important step forward in rapidly and sustainably increasing health insurance coverage, ensuring and taking care of public health while increasing access to and use of quality health services, gradually moving towards healthcare equity and effectiveness for people, including those in ethnic minority groups, from mountainous areas and poor households. However, as shown above the system has also faced considerable challenges over the past years. The Government is therefore considering an amendment of the health insurance law and corresponding policies to address current difficulties.








Plantation and production of coffee in Lam Dong Province, Viet Nam, 03/2021.
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Annex 2
 

14 
         Since then, life expectancy has sharply declined to 73 in 2021 as a result of the COVID-19 pandemic.
15 
         Prior to Law 100, the Colombian health insurance system consisted of a scheme for private sector workers administered by the Social Security Institute (Instituto de Seguros Sociales) and a scheme for public sector workers administered by the Cajas the Previsión. In addition, the Ministry of Health provided healthcare to the population without social security.
16 
         This law mandated that the Government of Colombia shift from a positive list as contained in a Health Benefit Plan (HBP) where services are marginally included, to a benefit plan where all health services and interventions are covered by default, except for those explicitly excluded under specific circumstances (Vergara et al. 2023).
17 
         There are currently 29 EPS, of which 12 serve the contributory scheme, 14 the subsidized scheme and 3 both schemes. Some of them are operating in selected departments and municipalities, others are present across the country.
18 
         The UPC is prospective payment that corresponds to a per capita value of cost of health services adjusted for age, sex and geographical location.
19 
         The IBC is also used to calculate the contribution rates of other social security schemes, which are part of the general comprehensive social security system (sistema general de seguridad social integral), namely the pension scheme, the occupational risks scheme and the family support scheme.
20 
         Membership of the subsidized regime includes the following groups: mothers during pregnancy, childbirth and postpartum and breastfeeding, community mothers, women heads of households, children under one year of age, minors in an irregular situation, Hansen's patients, people over 65 years of age, persons with disabilities, peasants, indigenous communities, independent workers and professionals, artists and athletes, bullfighters and their subordinates, independent journalists, construction workers, masons, taxi drivers, electricians, unemployed and other people without the ability to pay.
21 
         Including by specific taxes on tobacco, alcoholic beverages and lottery: In 2010 these were substantially increased to finance the unification of the benefit plan, the universalization of health insurance and other needs of the sector (Law 1393, 2010). In 2019, a health allocation was also created from general taxes, corresponding to 0.5 per cent of the tax base of the value added tax.
22 
         In the case of special regimes, the Government pays the full contributions. 
23 
         The Statutory Health Law defines six exclusion criteria for services: including services that are cosmetic, lack scientific evidence of safety or effectiveness, lack regulatory approval, are under clinical development, or are only available abroad.
24 
         As of June 2022, 91 per cent of the IPS are private, 8.7 per cent are public and 0.2 per cent are mixed.
25 
         Registered persons can consult the current status of their affiliation, the history of registrations they have made with different EPS, and the transfer report them and their entire family group. They can also make updates, such as the inclusion and exclusion of dependents, the updating of complementary data and identity documents, among others. 
26 
         Amounts are annually updated and adjusted.
27 
         Fees or co-payments are not applied to health promotion services, first-time consultations, maternal-perinatal health, health education, treatment of communicable diseases of public interest such as dengue, hepatitis, sexually transmitted diseases, among others.
28 
         The most important mechanisms of managed competition introduced in Colombia health care model are: 1) the mandate that all workers in the formal sector participate of NHI; 2) the existence of one single collecting fund to which all resources flow to; 3) the establishment of a new payment mechanism to insurers, through a risk-adjusted capitation system; and 4) the definition of a standardized package of benefits to be offered to all insurance beneficiaries (Esteves 2012).
29 
         Data in text and box from https://data.worldbank.org/ (if not otherwise stated)
30 
         Generally defined as enterprises which employ between one and five employees.
31 
         4.25 per cent in the first year to 7.25 per cent of the employees’ salary in the fourth year – instead of the normal rate of 9.25 per cent (as shown in Table Insurance contribution rates).
32 
         The CCSS has an extensive network of its own health facilities. In addition, it purchases primary health care services from private health providers, mainly health co-operatives, through capitation-based management contracts.
33 
         In 1941 the Government played an important leadership role in the creation of a comprehensive social security system. Then president Dr. Rafael Angel Calderon Guardia, in his constitutional report to the Congress of the Republic, stated that the establishment of a social insurance would be an instrument to promote social peace in the country, since social insurance systems tend to correct unjust situations in which the masses who depend on their work to live are placed, including sickness, invalidity, old age and death. Moreover, he argued that if the State does not decide to establish a true welfare system, it will only undermine its foundations, since no society can be founded on injustice (De la Cruz, V. 2020).
34 
         70 per cent of the active labour force are insured through their employment status in the first quarter of 2023. This is the highest level in Latin America.
35 
         This includes the schemes for Civil Servants and Retired Armed Forces Personnel (ASKES), private sector employees, poor households (JAMSOSTEK), as well as the health insurance programmes for the poor and near-poor financed by the central government (JAMKESMAS) or provincial and district level governments (JAMKESDA).
36 
         At the time of writing this case study, there are political discussions ongoing to unify the contribution rates for this category.
37 
         The social registry contains information on households and individuals, including name, address and detailed socioeconomic information that can be used to estimate household welfare through a proxy means test (PMT). This welfare estimate, combined with specific programme criteria, has been used for determining eligibility of households for five national social assistance programmes, including JKN.
38 
         The poverty status of PBI beneficiaries is determined in accordance with Government Regulation No. 101 of 2013, based on data from the unified database of social assistance recipients maintained by the Poverty Reduction Team (TNP2K) (WHO 2017)
39 
         Physical cards that have been printed until a few years ago are still valid and can be used as an alternative to the electronic membership card. 
40 
         As of late 2021, DTKS covered more than 50 per cent of all Indonesian households (World Bank 2022).
41 
         According to Article 15 of Law 25 2007, every company in Indonesia must implement corporate social and environmental responsibility. 
42 
         In 2017, BPJS-Kesehatan and the National Zakat Board launched a crowd-funding programme to support workers outside formal employment who are in arrears with their contribution payments due to inability to pay.
43 
         A fixed flat-rate monthly contribution may not align with the income patterns of workers in informal economy with irregular or unpredictable revenue streams. 
44 
         https://fms.kz/press-center/press-relizy/34732/ 
45 
         Temporary foreign visitors, stateless persons and asylum seekers are not entitled to access the SGBP, unless they are seeking treatment for a disease or condition that poses a risk to the health of others or unless urgent life-saving treatment is required (medical emergency), in accordance with the terms of Commonwealth of Independent States (CIS) and Eurasian Economic Union (EAEU) treaties.
46 
         The guaranteed volume of free medical care includes ambulance, primary health care (including diagnostics, treatment, preventive examinations, sanitary-anti-epidemic and sanitary-preventive measures in the foci of infectious diseases), specialized medical care on an outpatient basis (including prevention and diagnosis of HIV infection and tuberculosis, emergency services, diagnosis and treatment of socially significant and chronic diseases), specialized medical care in hospital-substituting conditions (including treatment for socially significant and chronic diseases; home hospital services), specialized medical care in inpatient conditions (including the treatment of infectious, parasitic diseases that pose a danger to others and suspicion of them), provision of drugs (including medical devices, immunobiological drugs in the provision of emergency and specialized care in primary care in accordance with the list of diseases against which preventive vaccinations and specialized medical care are carried out on an outpatient basis).
47 
         Categorical targeting is based on personal characteristics such as age, sex or disability, which are used to assign individuals to categories that establish their eligibility to receive social assistance and access to social services.
48 
         The Government of Laos officially recognizes 49 ethnic groups.
49 
         International commitments of the Kingdom of Morocco in the field of social protection have also been taken into account, particularly the Social Security (Minimum Standards) Convention, 1952 (No. 102) and the Social Protection Floors Recommendation, 2012 (No. 202).
50 
         This reform is being accompanied by the introduction of the new Unified Social Registry (Registre Social Unifié, or RSU), which harmonizes data collection for social protection purposes and concentrates data in one single place through a unique identification number and the use of biometric data. In future, the selection and identification of beneficiaries of various social assistance programmes, including for subsidized health insurance, will be channelled through the RSU (Jaïdi 2021).
51 
         This comprehensive Law follows a life cycle approach to social protection. Besides protection in the case of sickness, the definition of social protection therein also refers to income security during childhood, old age and in the case of unemployment.
52 
         In addition, there is contributory and a non-contributory regime for students, non-contributory mechanisms to cover former victims of serious human rights violations (between 1956 and 1989), as well as state coverage for certain population categories, including imams and mosque preachers, auxiliary personnel of authorities, and former combatants and members of the People's Liberation Army. Details are not further elaborated in this country case study.
53 
         As of early 2023, the SMIG was MAD 2970 per month.
54 
         Based on ILO 2023.
55 
         The Auto-Entrepreneur Law was adopted in 2015. A broad set of workers active in different economic sectors  can apply, including industry, trade, services and crafts. A precondition is that they operate within certain annual thresholds and do not employ workers. Those registered as auto entrepreneurs benefit from a simplified business status designed for individuals looking to operate a small business with minimal bureaucratic hurdles. This status offers a range of benefits, including simplified registration mechanisms, tax procedures and social security contributions.
56 
         The CPU was established by the 2021 Finance Law. It follows a monotax model and allows certain categories of self-employed workers to pay a single tax covering income tax, professional tax, and municipal service tax, and provides them with medical coverage through the payment of dedicated contribution rates.
57 
         Tadamon" (تضامن) in Arabic translates to "Solidarity" in English. It signifies a sense of unity, support, and cooperation among individuals or groups, especially in times of need or for a common cause.
58 
         Mainly based on Chen 2018.
59 
         As per the Republic Act No. 10754, Expanding the Benefits and Privileges of Persons with Disabilities (PWD).
60 
         The contribution rate and ceiling are subject to annual revision. In line with the UHC act, contribution rates should increase to 5 per cent by 2025.
61 
         Prior to the UHC Act, PhilHealth implemented a two-tiered premium rate based on income for the self-employed members (including OFWs). Those with monthly income below 25,000 pesos paid 2,400 pesos per annum, while those earning 25,000 pesos and above paid 3,600 pesos per annum.
62 
         The Domestic Workers Act (Batas Kasambahay) 2013 made social security benefits, including social health insurance, legally available to domestic workers.
63 
         PhilHealth Circular 2020-0014 on Premium Contributions and Collection of Payment of Overseas Filipinos Members
64 
         A woman who is about to give birth and who is not enrolled in PhilHealth is enrolled at her request and her contributions are fully borne by the national government and/or LGUs and/or legislative sponsors or the DSWD if she is deemed as being an indigent subsequent to a means test.
65 
         Under iGroup, a progressive incentive structure and preferred conditions for higher group size, are applied.
66 
         Members also have to use the PMRF when effecting changes in their PhilHealth membership, such as declaration of dependents, change of membership category or change of address.
67 
         Non-submission of acceptable proof of actual income shall result in the charging of the rate based on the income ceiling.
68 
         The PhilHealth ID Card is officially accepted as a means of personal identification in the Philippines.
69 
         Currently, only two mobile wallet providers are accepted by PhilHealth and hence chosen from a drop-down menu when using the membership portal for contribution payments.
70 
         The STLs incremental revenues, net of allocations to tobacco-producing regions, are reserved for the health sector.
71 
         A considerable share of them might be covered by government subsidies.
72 
         The RSSB was established in 2010 by merging the activities of the Rwanda Social Security Fund and the Rwandan Health Insurance and today manages, for public sector and formal private sector workers, a mandatory scheme that – apart from health insurance - covers the following: old age, disability and survivors (this branch is also open to self-employed workers, who can join on a voluntary basis); occupational risks; and maternity.
73 
         The vast majority of refugees especially those in urban settings earn their livelihood through operating in the informal and the agricultural sector. In 2017, Rwanda committed to gradually integrate refugees living in urban settings in the CBHI, leveraging an existing legal framework. Most urban refugees earn their livelihood through operating in the informal and the agricultural sector. Enrolment began in 2019 following a feasibility study conducted by the ILO and UNHCR, alongside the issuance of identity card for this group by the Rwandan government. Refugees were included at par with Rwandan nationals, according to Ubudehe categorization for workers in informal economy. By 2022, 12,080 urban refugees and students were covered by CBHI, with UNHCR currently covering the contributions set at the highest-income group‘s rate (RWF 7,000). Future plans include transitioning contribution payment responsibility to refugees based on individuals’ capacity to contribute assessment (ILO 2022).
74 
         Prior to 2007, enrolment was on a household basis where a household with up to seven family members pay premiums ranging between RWF2,500 to RWF11,000 per year and co-pays of up to RWF150 for services provided at health clinics and up to 50 percent of the cost at hospitals.
75 
         The term Ubudehe refers to the long-standing Rwandan practice and culture of collective action and mutual support to solve problems within a community. At the time of writing this case study the Rwandan Government has been in the process of introducing the new social registry as the new system to identify eligible households for social protection programmes.
76 
         Republic of Rwanda 2020. Prime Minister’s Order related to the community-based health insurance scheme 
Contributions, N° 105/03 of 30/09/2020.
77 
         Local authorities usually pay CBHI contributions for volunteers engaged at community level.
78 
         Before the introduction of the universal health insurance, the healthcare system was challenged by fragmentation into separate schemes, each of which had different benefit packages and requirements: for retired civil servants, the Emekli Sandığı, or Government Employees Retirement Fund (GERF); for white- and blue-collar public and private workers and their dependants, the Sosyal Sigortalar Kurumu (SSK), or Social Insurance Organization (SIO), as well as Bağ-Kur for the self-employed. Healthcare for active civil servants was directly financed from the state budget. In addition, the Green Card scheme, introduced in 2003, provided health benefits to the poor and vulnerable who were incapable of paying for health services. Service delivery was similarly fragmented since many public health facilities were under SSK while the others were under the MoH (Menon et al. 2013).
79 
         According to Act No. 5510, diplomats, short-term visitors, temporary residents who are residing for a period less than a year, convicts, detainees, prisoners and illegal immigrants do not qualify for coverage.
80 
         ISAS integrates data from 22 different public institutions, leveraging the country’s national ID as a unique identifier (including the Ministries Interior, Finance, Health, Labour and Social Security, Education, the Turkish Employment Agency, and its Land Cadastre).
81 
         Household includes, provided that they live in the same house, the spouse, the unmarried children regardless of their age and the mother and father of the person who applied to the income test. However, children who do not live in the same house and unmarried children under the age of 25 living in another house for education are deemed to be included in the household.
82 
         An income estimate is calculated by enumerating formal wage earnings, pensions, portions of real estate value, rents received, cattle and livestock value, and vehicle value.
83 
         Decision 139/2002/QD-TTg of 2002 on Healthcare for the Poor.
84 
         Decree 36/2005/ ND-CP of March 17, 2005, Detailing the Implementation of a Number of Articles of the Law on Protection, Care and Education of Children.
85 
         Resolution 20-NQ/TW of the 2017 Sixth Plenary Session of the 12th Party Central Committee on the Protection, Care and Improvement of People’s Health in the New Situation.
86 
         Base salary is a fixed amount used as the base to calculate salaries of government employees and general living costs for a defined period. It is adjusted regularly by the Government.
87 
         Contributions have to be paid by the employer on a monthly basis. For agricultural, forestry, fishery and salt-making enterprises which do not pay salaries on a monthly basis, employers shall pay health insurance contributions on a quarterly or biannual basis.
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