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1. INTRODUCTION 

Social Health Insurance (SHI) is a form of financing and managing health care 
based on risk pooling. SHI pools both the health risks of the people on one 
hand, and the contributions of individuals, households, enterprises, and the 
government on the other. Thus, it protects people against financial and health 
burden and is a relatively fair method of financing health care. Desirable 
though it is, not many least-developed and low-middle-income countries have 
succeeded in adequately expanding coverage of SHI. Most countries rely 
primarily on tax-funded finance, which is also relatively fair. Countries without 
universal coverage of SHI are trying to attain substantial population coverage, 
through mutual health insurance and community-based schemes. Many of 
these efforts are frequently hampered by lack of national consensus on policy 
framework, poor regulation and inadequate administrative capacity.  

The 48th session of the WHO Regional Committee for South-East Asia 
held in Colombo in September 1995 discussed the issue of alternative health 
care financing and urged Member Countries to undertake various alternative 
financing reforms, within the framework of solidarity, equity and expanding 
essential coverage. In 1999, the health ministers of the Region participated at 
the Ministerial Round Table on "Finding the money: dilemmas facing 
ministers", held during the Fifty-second World Health Assembly. The Ministers 
agreed on the need to assess the consequences of their health care financing 
reforms, through an update of national health accounts and related studies. At 
the sixth Meeting of the Health Secretaries held at Yangon, Myanmar, in 
February 2001, the regional experience of health care financing reforms was 
discussed. Even though these reforms were undertaken by each country based 
on respective sociopolitical and health systems development contexts, there 
were a lot of similarities. Thus, they requested WHO to share various 
evidence-based policy options.  

Subsequently, the 55th session of the Regional Committee held at 
Jakarta, Indonesia, in September 2002, having expressed its concern on the 
high level of out-of-pocket health expenditure and the low level of public 
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spending on health in almost all countries, decided to hold the Technical 
Discussions on the topic of “Social Health Insurance” in conjunction with the 
40th meeting of the CCPDM preceding the 56th session of the Regional 
Committee in September 2003. This consultative meeting is part of the 
preparation for the technical discussions. The main objectives of the Regional 
Consultation are: 

(1) To review the regional experiences on social health insurance 
schemes, particularly to those of India, Indonesia and Thailand; 

(2) To develop the outline and content of the working paper for 
technical discussions on SHI to be held during 40th CCPDM 
meeting and 56th session of the Regional Committee; and 

(3) To review the policy options for promotion and expansion of SHI 
schemes in the Region 

2. INAUGURAL SESSION 

The Regional Director, Dr Uton Muchtar Rafei, in his inaugural address as 
delivered by Dr U Than Sein, Director, Department of Evidence and 
Information for Policy, WHO-SEARO, highlighted the value of developing 
health systems that protect the people financially in the fairest way possible, 
and the need to undertake reform measures harmoniously in three 
interrelated functions of health care financing, namely, (a) collection of 
revenue; (b) pooling of financial resources, and (c) purchasing of 
interventions. He stressed the need to examine the feasibility of SHI in the 
ongoing efforts in health financing reforms in many countries. A major policy 
challenge, he said, was to accelerate the development of community-based 
risk-sharing schemes and to expand them to have higher coverage of people. 
This required continuous and sustained support and incentives from national 
and local governments. The Regional Director highlighted the efforts by some 
countries in expanding the universal coverage with a combination of SHI and 
other risk sharing measures. Urging adoption of SHI in countries with a higher 
proportion of employed people both in the formal and informal sectors, he, 
however, cautioned that rapid expansion of health insurance coverage 
without appropriate safeguards in health care delivery could result in health 
systems moving away from the basic goals of equity and social justice. Citing 
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experiences around the world, he also cautioned that SHI faced a difficult 
road ahead in low middle income countries. 

Dr Pakdee Pohsiri, Deputy Permanent Secretary, Ministry of Public 
Health, Thailand, in his opening message, indicated the importance of health 
care financing as one of the main functions in improving the performance of 
health systems. He described briefly the historical development of SHI in 
Thailand, highlighting the strengths and weaknesses of each scheme. He said 
that the new Universal Coverage (UC) Scheme, notably known as “30 Baht 
Scheme”, was introduced in October 2001, with the aim of consolidating 
various social health insurance schemes and government health subsidies. The 
UC scheme was planned to provide comprehensive health care package with 
virtually no co-payment by users, apart from a nominal fee of “30 Baht” per 
health visit or hospital admission. The scheme was fully subsidized through 
public funds allocated from general revenue. He urged the participants, who 
were experts in the area of health care financing and particularly SHI, to 
review and exchange experiences of the countries within and outside the 
Region, with a view to recommend policy options for promotion and 
expansion of SHI schemes in the Region. The outcome of this consultative 
meeting was crucial, as they would be utilized for deliberations at the 
technical discussions session of the forthcoming 40th CCPDM meeting, whose 
recommendations could then be further considered at the 56th session of the 
Regional Committee. 

The meeting followed the methodology of presentations and discussions 
in each topical area and panel sessions where experts exchanged opinions in 
an informal manner. The discussions were moderated in rotation by the 
participants, according to the programme of work (See list of participants and 
programme of work at Annexes 1 and 2). 

3.  BUSINESS SESSION 

3.1 Presentations 

Health care financing and social health insurance  

Dr U Than Sein, Director, EIP, WHO-SEARO, presented the regional 
perspective of health care financing and issues related to expansion of social 
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health insurance in the Region. While the Region suffered from the double 
burden of diseases with the incidence of both communicable and 
noncommunicable remaining high, the majority of the countries in the Region 
still spent less than 5% of GDP per capita in health. Almost 70-80 % of health 
expenditure was met from out-of-pocket expenses. The proportion of people 
covered with social security or social health insurance is very minimal. He 
explained the basics of risk pooling mechanisms, in which the risks were 
shared across individuals/households, who would be willing to pool funds to 
deal with the financial burden of health care in times of need. There were 
several methods of pooling risks: (a) social health insurance, (b) private 
(voluntary) health insurance, (c) community health financing, and (d) other 
methods including trust funds and saving accounts. Several groups of people 
stood to benefit from pooling financial and health risks. Only a few countries 
adopted social health insurance (SHI), a mechanism for financing and 
managing health care through pooling of health risk and financial 
contributions of members. He explained briefly the characteristics of the 
“social” component of SHI; i.e., solidarity across population, making people 
responsible for paying contributions, having compulsory membership, making 
payment according to means, providing care according to need, providing 
social assistance for vulnerable populations, and establishing the funds 
collected and accumulated as a non-profit outfit. The SHI was usually part of 
a broader social security framework, covering all contingencies which needed 
financial protection and risk sharing.   Highlighting some examples of SHI 
schemes implemented in the Region, he concluded that there was no single 
prescription for countries to implement SHI. Countries could build on their 
own experiences, stage their own health financing reforms, enhance capacity 
building and introduce institutionalization, information exchange and 
continuous monitoring and evaluation.  

SHI schemes in Thailand 

Dr Viroj Tangchareonsathien, Director, International Health Policy 
Programme, Ministry of Public Health, Thailand, made a presentation on the 
“health financing reforms of Thailand – A challenge from targeting to 
universality”. He said that the overall objective of the health systems was to 
improve the health of the population with equity and social justice. Health 
systems development must ensure a fair financial contribution mechanism, 
where the contribution was based on the ability to pay and the utilization of 
services based on health needs. Whatever health care financing mechanisms 
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were used, they had to ensure protection of the people from catastrophic 
expenses for health problems. It would also ensure the pooling of risks among 
a large population and the prudent purchase of cost-effective interventions. 
This would also encourage efficiency among health care providers and 
consumers.  

Thailand introduced national social welfare scheme for low-income 
households in 1975, originally covering the low-income workers and later 
extending to include older people and children. The budget was allocated 
through capitation, but was inadequate. The scheme was poorly designed 
with no provision to ensure accountability or quality of care. There was no 
effective mechanism for means testing and thus including a lot of the non-
poor. In 1978, Thailand introduced another SHI scheme, called the “Civil 
Service Medical Benefit Scheme (CSMBS)” to provide health insurance 
coverage for all government employees, retirees and their dependents. The 
CSMBS was based on a fee-for-service reimbursement model. This had 
resulted in longer hospital stay, frivolous use of drugs and investigations. The 
capacity of the scheme to monitor fraud and overcharging was poor. The 
scheme was a non-contributory fringe benefit scheme, fully subsidized by the 
Government using its general revenue. Following various studies and later 
because of pressure from the economic crisis in the late 1990s, the 
Government reformed the CSMBS to include capitation for ambulatory care, 
and DRG for inpatient care. 

Following the enactment of the “Social Security Act” in 1990, the 
national Social Security Scheme (SSS) became mandatory for all private 
companies with more than 20 employees. The scheme provided health 
insurance using a capitation, low-cost contract model. In 1994, the scheme 
extended to cover private commercial establishments with more than 10 
employees. By 2002, it included even small enterprises with more than one 
employee. The SSS had certain strengths as it was based on contract models. 
Employees had the choice of consulting any registered public or private 
contractors. The administrative costs were low, while maintaining a decent 
quality of care. The financial contribution was progressive with a five-fold gap 
between the contribution of the highest and the lowest wage-earners. There 
were some drawbacks, since it covered only the employees, and not the 
family members. There was some reluctance to expand to the self-employed 
sector. Preventive and promotive health services were not adequately 
addressed.  
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The Voluntary Health Card (VHC) Scheme as a social subsidy for health 
care of the poor started modestly in 1983, covering initially MCH care. The 
Programme was expanded in 1994, to cover the village health volunteers and 
local leaders. The VHC scheme was a voluntary insurance with adverse 
selection and limited risk sharing. The sick usually joined while the healthy 
opted out. Financial viability was a major issue. There was also inequitable 
access between the urban and rural members. The referral system was 
inefficient, with frequent bypassing of primary care. The limitation of the 
targeting policy or the scheme with target population groups was that it did 
not protect against catastrophic expenses. It had an inequity component 
(inequitable service package, disparity in quality of care among regions), and 
there were not adequate differentiation of the poor from non-poor and 
financial sustainability problem. He emphasized that technical and public 
sector reform, as well as economic and political environments created an 
opportunity to build the foundation of universal coverage policy 
development. 

The UC Scheme, notably known as the 30 Baht Scheme, was 
introduced in October 2001 with the idea of replacing the SSS and VHC. It 
also aimed at incorporating the 30% uninsured population into the UC 
Scheme. It would provide comprehensive health care coverage with virtually 
no co-payment, apart from a nominal fee of “30 Baht” per health visit or 
hospital admission. The scheme was totally financed from general revenue. 
The payment collected at local level was used by local facilities for their 
activities. The coverage of the UC scheme by the end of 2002 was around 
76% of the total population. The remaining population is still covered by the 
CSMBS (11%) and SHI for employees (13%). The reforms related to UC 
scheme are expected to provide several benefits, such as favourable cost 
containment (around B1400 per capita), use of close end provider payment 
method, ensuring overall systems efficiency by introducing quality assurance 
measures and merging existing health insurance funds, decentralizing the 
management of funds, and almost no financial impact to families due to 
catastrophic illnesses. Based on the newly enacted National Health Insurance 
Act in November 2002, the National Health Security Organization (NHSO) 
was established in early 2003 and is now fully operational. The NHSO has 
many important tasks ahead such as the need for standardizing the benefit 
package(s), payment methods, and the level of budget subsidy across the 
three public schemes, amending the benefit package and seeking sources 



Social Health Insurance 

Page 7 

other than general revenue, and finally how best to work with two other 
continuing SHI schemes (CSMBS and Social Security), and other private 
health insurance establishments, as well as the Ministry of Public Health 
which has major control of public health care providers and facilities. 

There are three possible strategies for expanding universal coverage. The 
first- conservative approach suggests the gradual expansion of each scheme 
without many changes in legislation. The second- progressive approach 
proposes the functional integration of the dual schemes – one SHI scheme for 
formal sector and another pooling mechanism for the rest of population. This 
approach requires legislation changes and aims at achieving universal 
coverage quickly. The third-Big-Bang approach stresses the integration of 
various SHI schemes into a single fund, and this requires strong legislation, but 
able to achieve universal coverage quickly with severe “after-shock” effects.  

SHI scheme in Indonesia 

Professor Hasbullah Thabrany, Director, Center for Health Economic Studies, 
University of Indonesia, Jakarta, made a brief presentation on SHI 
development in Indonesia. After describing evolution of social protection 
measures, he characterized current health insurance systems such as PT 
ASKES (health insurance for government employees), PT JAMSOSTEK (health 
insurance for private enterprises), JPKM (Health Management Organizations), 
the private and community health insurance schemes.  He explained in depth 
on the development of the ASKES and JAMSOSTEK, as well as their pitfalls.  
Some constraints encountered were low coverage of high income employees, 
avoidance by enterprises with larger number of employers, expensive 
procedures not covered, too ambitious benefits for small contribution, 
relatively low reimbursement levels to providers, relatively richer individuals 
covered by very low premiums (ASKES), and creating perception of monopoly 
(for both schemes).  

The Dana Sehat (Community Risk Pooling) scheme introduced in the 
1990s started on a small scale in various parts of the country, but a majority of 
these schemes could not expand the geographical or population coverage for 
various reasons. Many local, community-based schemes stopped functioning 
after the wide introduction of SSN in the health sector in late 1990s. The 
JPKM scheme based on US HMO model was introduced by the Ministry of 
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Health in 1992 and became effective on a large scale in 1995. There were 24 
licensed JPKM models operational at present. Some policy and managerial 
actions were required to improve the current SHI schemes in Indonesia. They 
are: 

(1) To improve benefits, to be more reasonable and acceptable, and the 
same for everybody, comprehensive + cost sharing (subject to 
ceiling of cost sharing); 

(2) To increase payment levels to acquire better quality and access of 
health services; 

(3) To take out “opt out” options of JAMSOSTEK, and change the carrier 
status from not-for-profit, to be consistent; 

(4) To have more transparent management, and 

(5) To expand coverage to retired private employees, the poor, and self-
employed. 

Indonesia established a Presidential Task Force on Social Security which 
would also look into SHI in 2002, with various policy options: (a) to integrate 
public and private employee schemes into one scheme, creating specialized 
SHI management under a National Social Security System, and uniform 
benefits for all; (b) to merge the PT AKES and PT JAMSOSTEK into one single 
independent SHI agency at national level (National Health Insurance); (c) to 
make the new carrier independent, not-for-profit, controlled by tri- partite 
(representative of employees, employers, and the government).  In 
conclusion, Indonesia has extensive experience in implementing SHI on a 
national scale, but growing very slowly due to inconsistent implementation of 
SHI principles. Current SHI implementation needs improvement in benefits, 
premiums, management, and payment to providers. SHI should also be 
improved and expanded to cover employees in informal sectors and the poor 
rural population. The National health insurance model with some variations 
would be the way forward.  

SHI in India  

Mr Bhujabal of Ministry of Finance, India, on behalf of the General Insurance 
Companies, described briefly the SHI development in India. Since 1986, the 
Government introduced Mediclaim policy, and through this scheme, medical 
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expenses for hospitalization of people between 15-80 years old were 
reimbursed. Children between the age of 3 months and 5 years may be 
covered with additional premium. The constraints include exclusion of pre-
existing ailments, lack of claim control measures, high incurred claim ratio and 
the fact that it is a reimbursement scheme only. Another social health 
insurance policy-Jan Arogya introduced in 1996, covered the reimbursement 
of hospitalization expenses for a family of four in the age-groups between  
5–80 years, and with a provision for coverage of children between 3 months 
to 5 years. During 2001-2002, 310000 people were covered. Another 
community-based health insurance was announced by the Government to be 
introduced in the budget year, 2003-2004. This scheme will be on similar 
benefit of Mediclaim Policy, and at least to cover minimum 100 families. 
Hospitals managed by NGOs/State Governments/Trust Funds, and selected 
private hospitals with fixed schedule of charges will be enlisted for providing 
benefit. The scheme would be implemented by the four sector general 
insurance companies. Premium is Rs. 1 per day i.e. Rs. 365 per annum for an 
individual. It will be launched on 14 July 2003. Although the new health 
policy of 2002 stated the need for increase in coverage of social health 
insurance, actual policy implementation has to be worked out how existing 
SHI schemes have to be enhanced in quality and quantitative coverage, and 
how to integrate widespread community-based social health insurance 
schemes. As health is a state-level responsibility, implementing SHI on a 
national scale with common policy objectives is also a challenge. 

SHI in Myanmar 

Dr U Aung Kyaing, Deputy Director-General, Dept. of Health Planning and 
Dr Aung Lin, Assistant Director of Social Security Board (SSB), Ministry of 
Labour, Myanmar, made a joint presentation on the experience of social 
security scheme, which includes the health insurance part of the social 
security package. The SHI scheme of SSB was initiated since 1956, first in 
Yangon City and gradually expanded to all parts of the country. The scheme 
provided free health care through its own network of health care facilities, 
such as 89 dispensaries, two general/specialist hospitals and one TB hospital. 
They provided free medical care, general insurance (cash rebate) for sickness, 
maternity and death, including occupational injuries and diseases. During 
2001-2002, 765 000 persons were insured. This Scheme was financed by 
contributors from employers, employees and the Government (2.5 % from 
employees and 1.5% from employers with added support from the 
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Government). Plans for the expansion of SHI under SSB were under 
consideration to extend the coverage, at least to all formal employed workers 
and their dependents.  

SHI global experience and design issues 

Dr Guy Carrin, HFS/EIP, WHO-HQ, provided an overview of social health 
insurance, its basic concepts and objectives, design and related issues based 
on analysis of global experience. He said that SHI was not merely a method of 
collection of money to co-finance health care, but a method that was able to 
achieve a stable financing for a package of health care services (insurance 
benefit package) while at the same time achieving greater access to health 
care among the population groups. It was usually compulsory with the 
objective of ensuring universal access to health care, based on the health 
needs, but not based on the ability to pay. He further elaborated the functions 
and objectives of the health system and how health financing related to 
improving its performance.   

He then described the performance criteria for monitoring and 
evaluating health financing functions such as population coverage, revenue 
collections and payment methods, benefit package and administrative 
management. Many SHI schemes around the world initially covered the 
employees of public and private enterprises, civil servants, retirees and their 
dependants, and later expanded to cover employees from informal sectors 
and non-working population (school children and unemployed and the 
disabled). Inclusion of the groups may not be dependent upon the structure of 
the economy, and the number of households being covered could also 
exceed the number of households that actually contributed to SHI schemes. 
There were always cross-subsidies between the target groups and the 
government revenue was usually added as supplementary contributions on 
subsidy support for those people, who could not afford to pay. The usual 
indicators are: (a) what proportion of population covered by the prepaid 
contribution, to the total health care costs, and (b) the percentage of 
households with catastrophic spending.  

Dr Guy Carrin further elaborated the various design issues of pooling 
mechanism such as single or multiple pool, compulsory or voluntary, 
individuals or households, etc. and also issues related to purchasing. He 
classified countries into four categories: (1) Countries with fairly adequate 
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financing via general revenue, that were facing budgetary constraints (option 
for financing would be co-payments and  statutory health insurance 
contributions through general revenue and private insurance to cover special 
services and amenities); (2) Countries with inadequate financing through 
general revenue, (the possible option could be a combination of general 
revenue for financing health care for the poor and the vulnerable and social 
health insurance for formal sectors and improving the tax structure); (3) 
Countries with social health insurance for special population groups  (workers 
and civil servants) (these countries should extend the coverage of SHI to 
informal working population, retirees and dependants with additional 
government subsidy); and  
(4) Countries with matured SHI schemes (these countries should look into 
measures to improve efficiency and effectiveness such as cost containment, 
improved benefit package).   

Dr Guy Carrin further elaborated on how countries should move 
forward to expand SHI schemes by preparing national policy and strategy 
papers, initiating or drafting health insurance law and regulations, formation of 
national task force, reviewing the legislation, benefit package, provider 
payment methods, collection and managing fund, etc. He said universal 
coverage was the goal and the prepayment financing mechanism with risk 
pooling was an important policy tool for ensuring equitable access to 
healthcare. There may be no unit prescription as countries were at different 
stages of economic and sociopolitical development. The Social Health 
Insurance scheme was one of the options of alternative health care financing 
and once selected, it merited substantial preparation, institution and 
managerial capacity.   

Dr Francisco T Duque III, President and CEO and Mr Ruben John A 
Basa, Head, Executive Assistant and Manager, Philippines Health Insurance 
Corporation (PHIC or Phil Health) presented the experience of universal SHI 
coverage in the Philippines. The SHI scheme started in 1960s by laying the 
ground work and evolved through Medicare Act in 1969. The Philippine 
Medicare Commission was established with two SHI schemes, one for social 
security for private employees and another, government service insurance 
system for civil servants. With the introduction of National Health Insurance 
Act, 1985 the PHIC was established as a quasi-government agency with the 
aim of providing universal coverage of health care to all citizens of the 
Philippines.  It covered 54% of the population comprising employees of the 
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formal and informal sectors, non-paying members (retirees), sponsored sectors 
(indigent members subsidized by the Central and local governments), spouses 
and children below 20 years and parents of 60 years old and above. The 
contribution was 1.25% of the salary of the employees equally matched by 
the employers, with the salary gap of US$ 189 per month and with maximum 
monthly contribution of US$ 4.72. The benefit package covered: (a) in-
patient care with limitations depending upon the category of hospitals and 
severity of the disease; (b) out-patient services including ambulatory day 
surgeries, chemotherapy and radio-therapy; and (c) other special benefits 
such as package for normal delivery, TB treatment and treatment for other 
emergencies. The payment model was reimbursement and in some cases, fee 
for service or cash payment, to providers. Increasing cost of medical bills, 
balance billing, improving the benefit packages and intensive information 
campaign were the challenges.  

Dr Bernd Schramm of GTZ Headquarters spoke briefly on the 
international Project on SHI. He said the main GTZ activities aimed at 
promoting solidarity-based insurance systems, supporting SHI schemes in 
partner countries, strengthening capacity building, assessing and evaluating 
insurance schemes, disseminating existing knowledge and developing 
techniques for managing health insurance systems. Some critical issues in 
introduction of SHI schemes were elaborated. He explained the main steps in 
introduction of SHI, such as understanding the basic principles, importance of 
prior policy decisions to be made, the need to discuss alternative scenarios 
and development of appropriate benefit schemes and financing measures. He 
highlighted GTZ position in health insurance design such as no exemption 
rules for target group(s); progressive contribution related to income ceiling; 
design of benefit package depending on needs and to cover major diseases 
first; cashless services for in- and out-patient care as part of the health care 
delivery mechanisms plus the possibility of additional sickness cash. He 
reiterated the importance of collaborative works already initiated between 
GTZ and WHO and to further strengthen it. 

Community health insurance  

Dr Guy Carrin, WHO HQ, briefly described the facts, problems and 
perspectives of community-based health insurance schemes (CHI) in the 
developing countries. Using the health systems performance framework, he 
analyzed the performance of CHI in the areas related to revenue collection, 
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pooling and purchasing. He further elaborated empirical findings concerning 
performances of various CHI schemes and their impact on health system 
goals. He highlighted the low enrolment, adverse selection, low contribution, 
less emphasis on cross-subsidy and low risk pooling, limited benefit packages, 
and importance of strategic purchasing. He also said that CHI could be used 
as an entry point for larger pooling arrangements with the possibility of 
expanding SHI in non-formal sectors. There are many possible ways to move 
forward in expanding CHI towards SHI schemes. He stressed the crucial role 
of the Government as an adviser on the design of CHIs (enrolment, size of 
pools, benefit packages), monitoring basic performance, and co-financing. 
Various CHI schemes could also share available evidence and know-how, 
monitoring protocols and collaboration in training. It is the trust and credibility 
that build the success of CHI schemes. Universal financial protection should 
be the main criterion and the governments should recognize the CHI schemes 
as initial starters for introducing SHI schemes in later stages. 

Dr Widyastuti Wibisana, Director of Managed Prepaid Care, 
Directorate-General of Community Health, Ministry of Health, Jakarta, 
described the community-based health financing in Indonesia which was 
introduced in the early 1960s with the aim of promoting community health 
action, based on the national principles of mutual self-help and social 
solidarity. Since 1970s, it was developed around national PHC/HFA strategies 
as community health funds, contributions and various ways of using such 
funds. The full involvement of village people in decision-making and open 
management of funds are key elements to the success of community health 
financing. It also required specific inputs for advocacy as an alternative health 
financing for non-formal sector towards universal coverage, and more 
professional fund management.  She mentioned the fact that various SHI 
schemes with prepaid contribution covered a small proportion of the 
population around 20% in 2002, and it was mainly for employees of formal 
sectors (public and private establishments). In ability to pay the premium from 
the payroll, consumer experiences in health insurance services and problems 
in premium collection (from informal sectors) were the possible reasons for 
low pre-paid care coverage. She highlighted the challenges of health financing 
reforms directed towards universal coverage and efforts and policy action 
needed for implementing health care financing reforms. 

Dr Deepti Chirmulay, Senior Programme Officer, GTZ Project, Pune, 
Maharashtra, in her presentation on GTZ supported SHI initiatives in India, 
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highlighted the perspectives in health insurance in India in general and the 
social security programmes supported by GTZ in various states and districts, in 
particular. The Maharashtra State Government had established Health 
Insurance Coordination Committees at the state and district levels which 
create a link with studies and activities supported by other external agencies. 
For instance, in Pune District, female family members may get other women 
increasing access for funds for health care from Self-Help Groups (SHG) funds. 
Dr Deepti described SHG based health insurance initiatives which include risk 
fund welcome for treatment of obstetrical problems, combination of “saving 
credit” activity with “insurance”, life and accident cover and risk fund and 
health insurance for hospital care, and linking with insurance providers for 
larger risk sharing pool. She explained the activities and results from morbidity 
and health expenditure study in low income rural households of Buldhana 
District and Buldhana Urban Credit cooperative Society Initiative. In West 
Bengal state, state level working group on social health insurance was 
established and various initiatives, such as hospitalization cover for state 
government employees and families, and for individuals below the poverty 
line were considered. Other GTZ projects include Social Security and 
NABARD linked Banking Projects. 

In their presentations, Mr Mustak Hassan Md. Iftekhar, Ministry of 
Health, highlighted the problems in adopting SHI in Bangladesh. He stressed 
that in spite of their willingness to pay for better services, people are not 
aware of the basic concept and benefits of social health insurance. There are 
a few SHI schemes of small scale local initiatives, such as private insurance 
with low coverage in urban population and community health insurance on a 
limited scale operated by NGOs. He highlighted key areas for further 
introduction of health insurance and options for health care financing. He 
proposed policy options for social health insurance which included further 
piloting community health insurance and adopting a gradual approach to 
introduce SHI in the formal sectors and exploring equity and institutional 
reforms. 

Dr B D Chataut, Chief Specialist, Policy, Planning and International 
Cooperation Division, Ministry of Health, presented the existing and future 
development of SHI schemes in Nepal. He emphasized the fact that due to 
unstable economic and political environment and limited resources for public 
health expenditure, there was a growing gap in health care financing. The 
situation in which out-of-pocket expenditure was over 70% of total health 
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expenditure, led to the need for a comprehensive exploration of alternative 
health care financing mechanisms, such as introduction of user charges, 
community drug-revolving funds and many different drug financing schemes, 
social health support schemes, cooperative health financing, community 
health insurance schemes, community trust funds. There were severe 
constraints such as lack of resources at the community level and capacity for 
management in general (financial, human resources, drug supplies).  The 
concept of SHI and the possibility of implementing it on a national scale were 
drawing serious attention in the country. A comprehensive study on effective 
operationalization of SHI was necessary alongwith appropriate phasing and 
sincere implementation to guarantee success. 

Private health insurance  

Ms Neelam Sekhri, WHO HQ, made a presentation on how private health 
insurance could serve the public interests. She emphasized the need for moving 
towards prepayment and risk pooling which led to universal health coverage 
and promotes equity. She elaborated on how out-of-pocket payments had a 
negative impact on equity. She stated that private health insurance could be 
one way to evolve towards a broader social health insurance system. She said 
that many of the criteria and principles traditionally considered unique to social 
health insurance Programme, could be found in private insurance as well, and 
the boundaries between them were increasingly blurred.  

She said that there was a spectrum of arrangements that ranged from 
purely private for-profit, voluntary, commercial health insurance to purely 
public-funded and managed mandatory social health insurance. The continuum 
between these two extremes based on two dimensions (a) whether 
contributions were risk-rated or income rated; (b) the scheme was managed as 
private or public and also for-profit or commercial or not-for-profit or public. In 
actual practice, most common schemes fell somewhere in- between. Private 
insurance in general was financed directly through employer, employee, 
individuals or family contributions, and was usually voluntary. In some cases, 
the private health insurance could also be mandatory and cover larger 
proportion of population (similar to SHI schemes in Switzerland and Uruguay). 
There were many examples of private not-for-profit entities viz., mutual aid 
societies, and cooperatives. Private health insurance schemes were usually risk 
rated. While in the United States, private health insurance was the primary 
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coverage for the non-poor, it was adopted as an opt-out option in the 
Netherlands.    

Ms Sekhri stressed that public policies and regulations should address key 
issues, taking into consideration some constraints/dangers, such as cost 
escalation, adverse selection, risk selection, opt-out and high administrative 
costs. A well regulated model for private coverage in developing countries 
should decrease out-of-pocket expenditures and target limited tax revenues to 
cover vulnerable populations and not offload public expenditures on other 
sources. Private coverage should be mandatory for certain segments and affiliate 
through groups as much as possible, with a standard benefit package or a few 
well designed packages that met social needs and consumer demands. Well-
regulated and managed private insurance could play an important role in 
moving health financing towards greater equity. However, poorly regulated 
private insurance could threaten the  financial health of the system.  

Prof Hasbullah Thabrany, University of Indonesia further raised the issue 
on whether WHO or Governments should promote private health insurance. 
He briefly elaborated the characteristics of private and commercial health 
insurance, stressing that these schemes were voluntary in nature with 
insufficient benefits designed by insurers, and that a premia for these schemes 
were set according to risk covered and thus caused inequity. He gave details 
of the health care financing framework and the role of private and 
commercial health insurance, and suggested ways of complementing the 
coverage of population. He indicated that while high income population 
groups might be covered by voluntary private health insurance, the majority 
of people could be covered by traditional SHI. He cautioned that if 
developing countries could implement the German and Dutch models of SHI 
(commercial and private establishments being exempted from SHI, with social 
health insurance for the rest of population fully subsidized by public funds), it 
would undermine the role of SHI and reduce equity. He emphasized that for 
achieving equity and efficiency, private health insurance should complement 
SHI, to meet the higher demand for higher income groups. Developing 
countries should be careful to promote private health insurance as a national 
policy. 



Social Health Insurance 

Page 17 

3.2 Discussions 

The following sections provide the highlights and conclusion of the discussions 
on various issues of relevance to health care financing and social health 
insurance. 

Definition and scope of SHI schemes 

(1) Compulsory or mandatory membership of an individual or groups of 
individuals, and/or their immediate households and other 
dependants, initially targeted to cover civil servants and other 
formally employed people, from the public and private, commercial, 
semi-commercial, industrial and agricultural establishments; 

(2) Responsibility of the members for payment of regular income-related 
contributions or flat-rate contributions, with added contribution from 
employers and the Government;  

(3) Contribution according to the ability to pay (based on economic 
means) and not related to health risks of individuals, households or 
employment groups; 

(4) Establishment of appropriate mechanisms for collecting regular 
contributions; 

(5) Choice of health care according to the health needs;  

(6) Solidarity across the population; risk equalization and cross 
subsidization;  

(7) Arrangement for social assistance to cover vulnerable populations 
(young and old aged, disabled, pregnant women);  

(8) Coverage of a significantly large proportion of population; and, 

(9) Funds collected from contributions pooled as single or multiple fund 
arrangement administered by a quasi-independent public body. 

If the above principles and scope of SHI were applied, it was felt that the 
scheme would exclude a large proportion of people working in the informal 
sector in many countries of the Region, particularly those who could not 
afford to make regular pre-payment contributions. Thus, expansion of SHI 
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schemes based on traditional principles might not by itself be able to achieve 
the goal of universal coverage.  

Another issue for consideration was whether one should go slowly, 
introducing SHI initially to cover the formal sector and then gradually opting 
for others. This might sometimes take decades to achieve universal coverage.  

Only four out of 11 Member Countries of the Region introduced SHI 
schemes, but did not have wider coverage for some decades, except for 
Thailand. Other countries had not yet implemented SHI schemes on national 
scale. Most SHI schemes in the countries of the Region covered mainly the 
protection of financial risk for hospital care and usually for inpatients only. 
According to empirical evidence, the cost of health care for hospitalization 
was only a proportion of other opportunity costs (such as transportation, cost 
of medicines and consultation, under-the-table payments, etc.). Covering such 
risks as well should be considered. 

Experience from countries with high coverage of SHI schemes showed 
that there had been a gradual development over decades from single-funded 
SHI to multiple-funded SHI, later and national health insurance. Countries 
considering expansion of SHI schemes should study how they would go from 
the SHI stage to NHI within a specified time frame, say 30-50 years.  

SHI schemes aimed at reaching universal coverage. Once the target was 
achieved or was near achievement, there was a strong potential to foster 
efficiency and effectiveness of health systems performance, by pushing 
forward the monopsony1 of purchasing power, in ensuring the quality of care 
and efficient resource consumption.   

Many countries with SHI schemes that relied on fee-for-services 
payment mechanisms were modifying them into more closely regulated 
payment mechanisms, such as capitation, global budget and Diagnosis 
Related Groups (DRG). It was more of a self-sustaining health care financing 
mechanism, provided it is properly managed. 

While SHI was a promising alternative source of financing in order to 
promote equity and efficiency, it could be the only solution to bridge the 

                                                 
1 “Monopsony” means a single-customer market situation in which a particular type of product or 

services is only being bought or used by one customer. 
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financial gaps for resources required for additional health funding. The SHI 
scheme alone, was not a panacea or remedy to replace other mechanisms or 
forms of health care financing, particularly financing based on general tax 
revenue. The Government should not shirk from its responsibility to ensure 
and regulate provision of health care including essential public health 
functions, whether directly by public or private health care providers.  

The main reasons for adopting SHI scheme on national scale in general 
were that:  

Ø It could provide a stable source of revenue for health care and the 
flow of funds into the health sector was visible.  

Ø It combined risk pooling with mutual support, by allocating services 
according to need, and distributing financial burden according to the 
ability to pay.  

Ø It could operate within government health policy goals, yet maintain 
a degree of independence.  

Ø It could be associated with efficient provision of health services. 

Ø It solved equity and affordability of health care financing 
contribution in which the private health insurance failed to facilitate. 

Ø Expanding social health insurance coverage was one possibility. This 
expansion was traditionally linked with national social security policy 
and Programmes.   

Since labour markets were growing rapidly in countries where 
governments provided free health care utilizing funds from general tax 
revenue, these countries might need to consider SHI scheme as an alternative 
health financing. Health ministries usually had limited budgets and were 
competing with other sectors. In situations where basic services were already 
free, SHI could be an added advantage in ensuring access to health services, 
especially from private providers.  Before looking at the policy dimensions, it 
was important to look at the technical feasibility of SHI, since insurance 
arrangements were more complex than tax-based funding.  

The major issues that needed careful examination were: 
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Ø The labour and financial market structure: The regular collection 
of contribution from salaried income of employees from the formal 
sector would be easily managed, while contribution from informal 
sectors, usually of unstable labour market, would be difficult. There 
were some instances where group health insurance was organized 
for covering bus, truck or taxi drivers and conductors, fishermen, 
village agricultural cooperatives. Appropriate managerial set-up on 
how premium from informal sector employees could be easily 
collected without much burden, such as payment on kind or 
contribution on quarterly or yearly fees, had to be considered.  In 
addition to the need for an understanding of the importance of 
mandatory contributions (national solidarity), there was a need for 
nation-wide financial institutions to manage the collection and 
disbursement of funds. 

Ø Existence of other forms of insurance schemes: Some countries 
had introduced many forms of insurance part of financial market 
arrangement or under the social security framework. Almost all 
countries had private health insurance as "health riders" to life 
insurance, mutual funds, and other insurance packages offered by 
financial institutions. “Third-party insurance” for accident and 
injuries was another area health ministries kept out-of-touch. 

Ø Regular contribution from the payroll: The SHI contributions came 
from regular deductions from payroll and accumulated as a “Health 
Fund”. Although the total contribution was calculated as a 
percentage of the monthly income, the amount was normally split 
between the employee and employer, and sometimes even 
additional subsidy by the Central or State Governments, depending 
upon the national policy and social consensus.  One actuarial issue 
was what proportion of salary should be compulsorily deducted 
(along with other deductions like pension and provident fund, 
income tax, etc.). 

Ø The health infrastructure: The SHI schemes acted as main 
purchasers and could help to ensure that those covered under them 
received appropriate health care. The schemes had to work in an 
environment where the health care facilities were functioning in an 
adequate manner so that access to health care by the insured people 
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was not denied for any reason. It did not mean that the schemes 
themselves should establish their own health care facilities. 
Traditionally, social security schemes in India and Myanmar 
established their own health care facilities in order to fill the gaps 
made by public health care providers. Similarly, state or private 
economic enterprises, which had large workforces like mines, 
railways, electricity, petrol-chemical and auto industries and other 
heavy industry complexes, had established their own health care 
facilities. Some even had secondary and tertiary health care facilities 
that inadvertently led to inequity. Those population groups who 
were not insured (due to differences in their employment status, 
especially people from informal sectors and mainly from agricultural, 
fishery and animal husbandry sectors) were often not able to get 
appropriate health care due to their inability to pay contribution 
regularly or in most cases because of lack of social health insurance 
coverage. Thus the main aim of SHI scheme was to add on the 
health financing resources for universal coverage, but not as an 
alternative only. 

Ø The management infrastructure: The SHI schemes needed a large 
social capital in all aspects: appropriate human resources with skill 
and knowledge in social science, commerce and economics, disease 
burden, clinical management, public health management, banking 
and financial management (i.e. health economists, insurance 
mathematicians, actuarial scientists, social economists, accountants, 
demographers, epidemiologists, medical record keepers and 
statisticians, information specialists, public health legislators).   

Many countries did not have much national capacity to fulfill the 
requirement of national social capital. Regional solidarity might be required to 
improve and strengthen the capacity of social capital. In addition to the need 
for setting up appropriate collection of funds, there must be a nationally 
approved mechanism for managing this fund. It was critical to ensure the 
independence of the “Health Fund” from the general management of public 
finance.  

There was also a need to make sure of transparency in how the fund 
was being managed, particularly to strengthen the people’s trust in public 



Report of a Regional Consultation  

Page 22 

management of fund. The Fund Agency had to compete with other public 
agencies for annual budget, thus limiting the scope and work of the agency. In 
many middle-income countries, the SHI fund was usually managed by an 
independent single agency or multiple agencies, as parastatal bodies or private 
enterprises (with their own budget, legal status and management), but under 
strict control by national legislation and its subsidiary body. 

Role of SHI as alternative financing 

Ø The ultimate goal of health care financing was to achieve universal 
coverage. Health care financing based on general tax source is the 
fairest way.  

Ø Some countries with a high proportion of salaried workers in the 
formal and informal employ sectors might consider implementing or 
expanding SHI schemes.  

Ø Even in countries where governments were providing free health 
care utilizing general tax revenue, they might consider SHI as an 
alternative means for health financing. In situations where basic 
services were already free, SHI had an added advantage to ensure 
access to health services, especially from private providers.  

Ø SHI was not a panacea or remedy that can replace other 
mechanisms or forms of health care financing, particularly finances 
based on general tax revenue. Governments should not shirk their 
responsibility to provide essential health care and public health 
functions.  

Ø There were several limitations of SHI, making it inappropriate to 
fund certain health functions, e.g., people were generally not happy 
sharing the cost of public goods such as public health Programmes 
and infrastructure. People were also unwilling to share costs of highly 
personalized treatment such as cosmetic surgery.  

Ø There were a lot of information gaps on evidence for policy. Most 
countries had not yet established or updated their national health 
accounts. While many countries might have regular socioeconomic 
surveys, the results were not properly analyzed for policy trends.  
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Role of private health insurance 

Ø Development and expansion of the SHI scheme should be seen in 
the context of globalization and rapid liberalization of international 
trade including opening markets for the private sector. Private health 
insurance schemes needed to be regulated to ensure the basic 
principles of solidarity, cross-subsidization and control of exclusion.  

Ø In some cases, there was a mismatch between funds and services. In 
Thailand, a majority of accident and injury cases went to public 
sector facilities thereby placing a burden on public funds. The third-
party insurance money handled by the private insurance companies 
did not go to the public sector facilities. Thus, the private companies 
benefited making huge profits with fewer claims. 

Community-based health insurance (CHI) 

Ø Social capital was a pre-requisite to implement CHI. Since social 
capital varied among states and even among localities, the design 
and action Programmes were very localized. This condition made it 
difficult to replicate the schemes in other areas. 

Ø There should be a strong stewardship from the government in 
enhancing CHI and, if possible, the funding mechanism and its 
management. 

Ø Many community-based financing schemes had limited scope, as 
they were often expensive, considering the high hidden costs which 
were covered by donors and governments. Once donor funding 
dwindled, only 10% of such schemes survived.  

Ø Existing CHI schemes in most countries covered limited packages of 
benefit that generally included, preventive health care including very 
basic medical and diagnostic services. It was possible that if a 
comprehensive package was introduced, these schemes would 
collapse.  

Ø CHI schemes with a small pool of participants would not be viable 
financially. Experience abroad showed that HMOs with less than 
100000 participants were not viable.  
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Ø Many CHI schemes were related with, or part and parcel of, national 
or sub-national poverty reduction Programmes including those 
related to micro-financing. Usually, SHI schemes were carried out as 
sideline benefit packages. In order to overcome this, CHI should be 
implemented as a ‘core business’ addressing the poor, as shown 
historically in Germany and the Netherlands where the CHI schemes 
were initially established as sickness funds.  

Ø For various reasons, involvement of NGOs' in social health insurance 
development was relatively marginal compared to other 
development areas. This issue needed to be addressed. 

Ø The experience gained in implementing various models of CHI 
schemes, especially in ensuring consensus on solidarity and 
contribution, community management of collecting and allocating 
funds, could play a useful role in expanding the national SHI schemes.  

4.  CONCLUSION AND RECOMMENDATIONS  

SHI schemes in most countries had varying degrees of coverage and 
development was also in different stages and types. Governments should 
further develop, expand and consolidate them. Most countries, especially 
LDC would need financial inputs from external sources for expanding 
appropriate risk-pooling systems, especially those schemes designed to 
expand membership among the poor.   

With improvement in employment conditions both in quantity and 
quality, SHI schemes had the highest potential to improve health care 
coverage. Social security and social health insurance schemes that were 
covering only regular income earners/employees could extend their coverage 
to their families/dependents, without additional investment. 

Those countries where community health insurance schemes were well 
established should also find ways and means to expand and consolidate them. 
There was potential for expansion in countries already experienced with 
community-based SHI schemes and other community-based financing 
Programmes. Some form of subsidy such as parliamentarians supporting 
prepayment for indigents, or government subsidy for poor families and 
informal workers could pave the way for enhancement of expansion 
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Programmes. Those countries which had implemented SHI using fee-for-
services model should move their strategy to capitation, global budget etc.  

The policy stakeholders, including parliamentarians and the ministries of 
health, required vision, understanding and influence. Without a good 
understanding of what was happening in financing health care, it would not 
be possible for these stakeholders to develop appropriate policies and 
strategies to successfully implement appropriate mix of health care financing 
options. Periodic summary reports showing geographical and temporal 
variations of the socioeconomic and health status had to be prepared. 
Information on the distribution and impact of public sector health inputs and 
of budgetary allocations could reveal crucial variations. For policy analysts and 
health planners, the detailed analysis of stakeholders, including political 
mapping as to whom the results of policy analysis should be addressed to was 
required. 

Gathering, sharing, analyzing and reporting information on health 
systems development could be done by agencies within and outside the 
ministries of health. In addition to the health planning and policy units, 
bureaus and departments usually established under the direct responsibility of 
the ministries of health, there were ample number of institutions and 
individual expertise existed, both in public and private institutions like 
national research institutes, institutes for policy studies, academic departments 
of universities, semi-government and nongovernmental organizations, local 
and international research and development institutions, and they could be 
exploited for the national cause. Many of such institutions were parastatal, 
not-for-profit institutions and they could be effectively utilized to gather and 
share intelligence and expertise. These institutions could be set aside as some 
distance but not to be too dissociated, too academic and irrelevant. The 
ministries of health could still play the role of appropriate contract setting, 
facilitating and oversight of the work of these institutions. 

In conclusion, it was critical to recognize that in recommending any 
policies for financing the health system, no country started from a blank slate. 
The appropriateness of particular strategies in any particular country will 
depend on its specific history, institutions, culture, politics, and economic 
resources. The development of various mix of health care financing 
mechanisms could be judged by how well they were likely to achieve the 
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goals of equity, better health and responsiveness, and fair financing. It was 
necessary to have a higher level of fairly distributed prepayment schemes with 
appropriate strategic purchasing. 

Existing systems of taxation, social security institutions, and the 
organization of health care service providers and insurers were developed out 
of historical processes and conditioned by experiences of nation-building, 
colonialism, labour movements, wars, communal and kinship patterns, and 
technological change. Out of this, citizens had already developed their beliefs 
and expectations, with regard to payment mechanism. As in all social 
arrangements, there were ways and means to bring about reform, but it 
required inputs from social institutions and support from all stakeholders. 

Out-of-pocket payment which was the major mode of financing in most 
countries of the Region tended to be quite regressive and often impeded 
access to health care.  The challenge in revenue collection was how to 
expand pooling mechanisms through general tax revenue and/or social health 
insurance contributions. Experience on implementing nation-wide mandatory 
health insurance schemes in low- and middle-income countries could be 
shared and appropriate adaptations made in accordance with the respective 
socioeconomic condition of the countries.   

Existing social health insurance schemes mainly covering the formal 
employed sector could be thoroughly reviewed and appropriate 
organizational and institutional reforms introduced in order to improve their 
efficiency and effectiveness. At the same time, their coverage could also be 
increased. Many other forms of risk pooling schemes such as community-
based or population-based trust funds and foundations could be introduced 
so that the financial and health risks of the poor are adequately protected. 

SHI was not merely a new method to collect money to co-finance 
services. It was a promising alternative of health care financing by ensuring 
equitable access with sustainable source of finance. It was a method to 
achieve a stable financing for a package of health services (health insurance 
benefits), while at the same time achieving greater access to health care 
among population.  

However, it could not be the main solution to bridge the financial gaps 
for resources required for additional health funding. The SHI scheme was not 
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a panacea or remedy to replace other mechanisms or forms of health care 
financing, particularly financing based on general tax revenue.  

Recommendations 

After reviewing experiences of SEAR countries where varying degrees of 
coverage of social health insurance were already in place, it was unanimously 
felt that all countries needed technical support of WHO in reviewing the 
country situations, providing evidence-based research findings, developing 
policy options, providing models for consideration, and facilitating policy 
debates among the stakeholders including donor coordination. The following 
recommendations were made: 

For Member Countries 

An indepth study on the possible options for alternative health care financing, 
within the context of national socioeconomic and development policies, 
should be undertaken:  

Ø Countries that already had a wider coverage of social health 
insurance should document their experience on various social health 
insurance schemes by comparing the target population and 
coverage, contribution mechanism, management of funds, packages 
of services and their accessibility and quality. 

Ø Countries considering adopting social health insurance should 
review the basic pre-requisites for introducing SHI, such as the 
labour and financial market structure, existence of other forms of 
insurance schemes, the possibility of collecting contributions and the 
capability of managing funds, the existing of health infrastructure 
(both public and private), including their accessibility and quality. 

Ø Based on the evidence collected from the indepth studies, a policy 
framework should be developed for introducing or expanding social 
health insurance, by reaching consensus through different policy 
development mechanisms. In this regard, parliamentarians could 
play a crucial role in soliciting national consensus. 
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Ø Steps should be explored to increase the public health expenditure 
by increasing the allocation of national budget or through earmarked 
taxation. 

WHO 

Ø Technical support should be provided in reviewing the country 
situations and in providing evidence-based research findings for 
implementing SHI on a countrywide basis. 

Ø The work on development of an Organization-wide policy on health 
care financing should be expedited. 

Ø Member Countries should be supported in developing a national 
framework for expanding social health insurance or adopting 
national legislation for introduction of SHI as an alternative to health 
care financing. 

Ø With the involvement of WHO collaborating centres and national 
centres of excellence, and the national and regional expertise on 
health economics and health policy analysis, policy options and 
models should be developed for consideration by countries, and for 
facilitating policy debates among stakeholders including donor 
coordination. 
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Annex 2 

PROGRAMME OF WORK 

Day 1: Monday, 7 July 2003 

08.30-09.00 
hrs 

Registration 

09.00-09.15 
hrs 

Opening Session 

09.15-10.15 
hrs 

Overview of Health Care Financing and Social Health Insurance 
(Dr Than Sein, Director, EIP-WHO/SEARO) 

10.45-12.30 
hrs 

Country Status on Social Health Insurance Schemes 
(Presentation on policy objectives, types of schemes, coverage, 
time-line, implementation issues & policy options for expansion) 
Thailand and Indonesia  

13.30-15.00 
hrs 

Country Status on Social Health Insurance Schemes (contd.) 
• India, Myanmar, Nepal, Bangladesh, Bhutan and Other 

countries 
• Discussions 

15:30-17:00hrs Issues on Social Health Insurance Schemes (Panel Discussion) 
Panel Members (Dr Guy Carrin, Dr Viroj, Dr Ascobat Gani, Prof 
Siripen) 
• Overview by Dr Guy Carrin, WHO/HQ and Panel Discussions 

Day 2: Tuesday, 8 July 2003 

09.00-10.15 hrs Issues related to Private Health Insurance Schemes (Panel 
Discussion) 
Panel Members (Ms Neelam Sekhri, Prof Indrani Gupta, Prof 
Hasbullah) 
• Presentation by panel members 
• Discussions 
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10.45-12.30 hrs Issues related to Community-based Health Insurance Schemes 
(Panel Discussion) 
Panel Members (Dr Guy Carrin and Dr W. Widyastuti) 
• Overview by Dr Guy Carrin 
• Discussions 

14.00-17.00 hrs Key Issues in expanding SHI (Group /Plenary Discussions) 
• Pre-requisites for introducing or expanding coverage of SHI 
• Role of SHI as alternative health financing 
• Role of CHF as alternative health financing 

Day 3: Wednesday, 9 July 2003 

09.00-10.30 hrs Policy Actions for Universal Coverage (Group Discussions) 
• Policy options for health care financing  
• Policy for social health insurance 
• Strengthening human capital 

10.45-12.30 hrs Policy Actions for Universal Coverage (Plenary Discussions) 
Group Presentations and Plenary Discussions 

13.30-14.30 hrs Closing Session 

 


