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Foreword

The ILO completed an in-depth social budget for Gevernment of Egypt in 2001. In
September 2008, Dr Mohammed Maait, Deputy Minisfrthe Ministry of Finance, sent a
formal request to Dr Michael Cichon, Director oktBocial Security Department of the
ILO, to extend its technical assistance to the @awent of Egypt about the new proposal
on social health insurance legislation, in additio@ request to provide support in relation
to the pension reform and other financing issuésvamt to the social security system of

Egypt.

It was agreed to carry out two ILO advisory missiothe first focusing on the reform of
the health insurance policy and the second on #wmsipn insurance and financing
considerations relevant to the health insurancermef Subsequently, Mr Assane Diop,
Executive Director of the Social Protection Seabthe ILO met H.E. Minister Boutros
Ghali during his mission to Cairo, Egypt in ApriD@ to discuss considerations on the
social health insurance reform project.

This report focuses on the request for technicaistence on the policy aspects in the

context of the social health insurance reform.dbaentrates on the assessment of the
reform proposal with a view to achieving nationadlyd internationally agreed objectives

as regards the design, financing mechanisms, lienafid administration proposed in the

draft laws no 8 and 11 on social health insuraite. financing considerations are only

preliminary in view of the arrangements with th©IL

The present report provides an analysis of keyin&tion and data publicly available and
received during discussions with high-level repnésteves of the Government, the Labour
Unions, the Employer Associations and the inteomati community active in the field of
social health protection in Egypt. Further, a visitthe Suez Pilot Project permitted to
evaluate progress and potential impacts of a plessdiionwide implementation.
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1.

The socioeconomic context

With the largest population in the Arab world, Eggpunts about 82 million inhabitants.
63.5% of the population is aged between 15 — 64sye.8% of the population is aged
between 0-14 years and 4.7% of the population ige@8s and ovér

Egypt ranges among the lower middle-income countwéh a GDP of USD 5,500 per
capita. Most significant parts of the GDP accourfiadservices, public administration,
tourism and the Suez CarfalThe international economic crisis is affecting By
economy: While it grew by 7.1% in 2007 and by 7.292008, recent analyses forecast an
economic growth of only 3.6% in 2009.

The workforce in the formal economy is mainly invedl in manufacturing and tourism,
and it is likely that these two sectors will be Iétrd by the economic crisis. Additionally,
in the near future decreases in government revefiaes the Suez Canal, tourism and
remittances from a significant lower number of raigs than in the past are to be
expected. The situation is tightened by expectetkases in unemployment that will fuel
the informal economy and might lead to public digeat. In contrast to 2008, a year with
high inflation rates of more than 20%, inflatiorsHaeen slowing down and is estimated to
be 9.1% in 2009 and 7.1% in 20710.

Currently, unemployment is particularly affectingesific groups —women and the youth
are the most affected: “Among the age group 154tyears, 23 percent of males and 61
percent of females are unemployed compared to @epenf males and 10 percent of
females in the age group 25-64 years”.

The workforce in the informal economy accounts gmme 40 percent of the total
workforce or 6.5 million peopl&.Based on estimates in 2004, the informal economy
contributes about 20 percent of GDP

Work in the informal economy is usually charactedzy longer working hours, with a
lack of employment security or social safety netd bow wages. That holds true in the
case of Egypt as well. Using data from 1998, satliave found that “informal workers
earn approximately 84% of what formal economy weskearn.” The informal workers’
situation might deteriorate more in times of crisiscause one of their major employment
branches, tourism is already being affected byett@omic downturn. Employment in the
informal economy raises questions not only of ptyydsut also of gender-based poverty.
For instance the period from 1988 to 1998 saw #rdem the wage gap between men and

! Central Intelligence Agency. 2009.

2 Economist Intelligence Unit. 2008.

% Economist Intelligence Unit. 2009.

*Economist Intelligence Unit. 2009.

®Ministry of Economic Development. 2008. Page 9.
® Avirgan et al. 2005. Page 8.

"O’Regan. 2004.

8 Avirgan et al. 2005. Page 15.




women in the formal economy, whereas the wage rdifiee became even larger in the
informal economy: “In Egypt women earned an avemigé0% of male wages in formal
employment and 82% of male wages in informal empient in 1988. By 1998, women'’s
average wages as a percentage of men’'s had ris86%oin the formal economy but
declined in the informal economy to 53%. These ghantook place as real wages fell
dramatically in both sectors.”

Given the impact of the financial crisis on tourisvhere informal economy workers are
active, a related impact on poverty is to be exgcCurrently, the national poverty level
is estimated at 19.6 percent by the government. preentage of the population living
under USD 2 a day is estimates betweer’ 2md around 46 percent. While the
percentage of the ultra poor living beyond USD dag has decreased over the last years,
an increase in percentage of the population litiegond USD 2 a day could be observed.

There is a significant regional segregation of ptweevels in Egypt. Whereas
governorates like Alexandria, Cairo and Suez alatively wealthy, the rural area of
Upper Egypt shows a disproportionately high povégtyel — 39.1% of the population in
this area lives beyond the national poverty levebmpared to 5.7% in metropolitan areas.
Poverty in rural Upper Egypt is also characteribgdbeing concentrated specific areas.
Data reveals that the poorest hundred villagedomaged in Upper Egypt as well as “one
third of the poorest one hundred sub-districtstwey&has exist in Sharkyia, Menoufia, and
Qena’.

Through its geographic targetiign poverty reduction efforts, the government ofyfig
works on smoothing this imbalance. Further, in pitdeaddress the situation, Egypt has
launched an extensive poverty reduction progranite@bjective is a reduction of poverty
by 15% until 2011/12. Two programmes are implemenie pursuit of this target:
‘Geographic Targeting’ and ‘Supporting the Most Medable Families’.

More generally, poverty is also addressed by gawernt subsidies: An estimated 80 % of
the population is receiving some form of subsidéeg, in the form of food (bread) subsidy
or oil subsidies? While these subsidies seem to reach some of theepsegments of the
population, there is large agreement within theegoment that they could be targeted
more efficiently.

As far as the Human Development Index is concerggypt ranks 116 out of 179

countries in the HDI, which is low compared to d&tegorization as a (lower) middle-
income economy. The 2008 Human Development regmntgout that “...there has been
consistent improvement in Egypt’s overall HDI scenece 1996, although the component

°Avirgan et al. 2005. Page 8

®World Bank. 2007.

" Bradley. 2009.

2 The geographic targeting social policy is basedeafiocating resources, public expenditure and
policy interventions to reach the neediest peoplethie poorest areas, and emphasize the

complementarities of public services and housebojiport.

13 The 1997 Egypt Integrated Household Survey (EIH&3ults indicate that 82.9 percent
of Egyptian households held ration cards. (Intéomai Food Policy Research Institute. 2000)




indicators in the areas of health, education, amtbme have been less consistent
throughout the period

2. The Health Care System

2.1. Relevant national and internationally agreed
objectives

This section outlines the most important nationatig internationally agreed objectives of
Egypt's health system. First, national objectiveprascribed in the constitution, the health
legislation and the government’s reform strategy e presented. This is followed by an
outline of internationally agreed objectives, whishould be taken into account when
striving for universal access to health care. Refee is made to the Universal Declaration
of Human Rights, the Millennium Development Goalsd alLO’s strategy towards
universal access to health care based on ILO Cdiovsnand approaches in the field of
social health protection.

2.1.1. Constitution

The fundamental national document defining essefat#ures of the health system is the
constitution. It provides the basic principles thelated laws should be built on. The most
important articles in the constitution relevant the design of the health system are the
following:

“Article 16

The State shall guarantee cultural, social andinearvices, and work to ensure them for
the villages in particular in an easy and regulanner in order to raise their standard.”

“Article 17

The State- shall guarantee social and health insaraervices and all the citizens have the

right to pensions in cases of incapacity, unempkynand old-age, in accordance with the
law.”

This shows that the responsibilities of the stawacerning health care are explicitly
regulated by the constitution: Article 16 emphasitee role of the State as the guarantor
of social and health services. Special attentiggivien to the improvement of the situation
in rural settings. Article 17 commits the Stategttarantee health insurance. The related
laws are outlined in the following section.

2.1.2. The current health insurance legislation

The current legislative framework on health insgemstablished the Health Insurance
Organization as an autonomous public entity in ghaf the health insurance scheme. The
legislation has developed over several decadesebetvi965-1997, during which time

“The inconsistencies in the health indicators doneaessarily mean a decline in the health profile
of the population. One reason for inconsistence®i example a new more demanding definition
of access to sanitation that caused a decline énpdrcentage of households with access to
sanitation. (UNDP. 2008. Page 33.)




Table 1.

successive laws passed and gradually extended hesilirance to every larger parts of the
population:

Law 32, 1975, regulates health insurance covei@yeivil servants, and employees
of public authorities. The financing of the costdleir treatments relies on monthly
payroll deductions from their wages, 0.5% paid by employee and 1.5% by the
employer. The law allows co-payments up to 50%etodgulated by decree.

Law 79, also 1975, provides coverage for privaig gara-statal employees as well as
pensioners. The contribution rate is set at 1%efoployees and 3% for employers,
1% for pensioners. Companies are allowed to opbbthe HIO coverage under law
79 and purchase private health insurance for tweikers instead. In this case,
employers still have to contribute a solidarity eyt of 1% of the salary to the HIO.
No co-payments are foreseen for people coveredrlaaer9.

Decree 1, 1981, allows widows entitled to a pemdim request health insurance
coverage. Their contribution, 2% of their pensiengdeducted directly by body that
pays the pension.

Law 99, 1992, introduces a mandatory enrolmentkiafiergarten children and
students of private and public schools. Besidesyt#wly lump sum of EGP 4 per
child or student, additional contributions of 10%ttle school enrolment fee have to
be paid for students or children in private schaolkindergartens, up to a maximum
of EGP 50. The public treasury subsidizes this meh&ith EGP 12 per year and
student of public schools or of private schoolg tieaeive public subsidies. Article 8
foresees the creation of a special account for ghtsscheme within the HIO: the
public treasury shall clear deficits; surplusesaimin the account for the next year.
This law introduces an extension of social dialogonethe HIO: besides three
ministerial delegates, a representative of the miarbecomes member of the HIO
board of directors.

Decree 380, 1997, regulates the coverage of greoschildren. This is financed
through a lump sum contribution of the each chitiardian of EGP 5 and further
public subsidies

An overview of the coverage of different groupsthg various schemes is provided in the
table below:

Social health insurance schemes in Egypt

Law No. Year Coverage

Law 32 (1975) Government employees

Para-statal employees

Private employees

Law 79 (1975) Companies can opt out

Pensioners

Widows

Law 99 (1992), School Health Insurance Program (SHIP) School age children

Ministerial decree 380 (1997) Pre-school children




2.1.3. Human rights

The Human Rights to health and social security enshrined in the United Nations
Universal Declaration of Human Rights and are fudiflected in the national legislation.
As clearly stated in the title, the declaration aagizes the universality of these rights. In
the health system context, the most importantlagtiof the Declaration are the following
two:

Article 25

“Everyone has the right to a standard of livingcqdse for the health and well-being of
himself and of his family, including food, clothindgiousing and medical care and
necessary social services, and the right to sgduarihe event of unemployment, sickness,
disability, widowhood, old age or other lack ofdlihood in circumstances beyond his
control.

Motherhood and childhood are entitled to specie¢ @ad assistance. (...)"
Article 22

“Everyone, as a member of society, has the righsdoial security and is entitled to
realization, through national effort and internatibco-operation and in accordance with
the organization and resources of each State,eobtlonomic, social and cultural rights
indispensable for his dignity and the free develephof his personality.”

2.1.4. Millennium Development Goals

In 2000, the international community adopted a c®eof objectives which are highly
relevant for progress in development and which easjze their commitment to work
together towards eliminating poverty by pursuing tdillennium Development Goals
(MDGs). The Millennium Development Declaration rgo@zes explicitly the
interdependency between social and economic developand establishes targets and
indicators for measuring progress and/or achievémthese goals. MDGs 1, 4, 5 and 6
are of particular relevance for the health sedBalow is the list of the health-related
MDGs together with the respective indicators esthbd in the declaration. MDG 1 on
poverty and hunger has been included due to tbagtelation between income level and
health outcomes and the importance of nutritionalus for good health outcomes (see
indicators for eradicating hunger):




Table 2.

Indicators of MDG 1, 4, 5 and 6

MDG 1: Eradicate extreme poverty and hunger

Target 1a : Reduce by half the proportion of people living on less than a dollar a day

Target 1b : Achieve full and productive employment and decent work for all, including women and young people
Target 1c : Reduce by half the proportion of people who suffer from hunger

MDG 4: Reduce child mortality

Target 4a : Reduce by two thirds the mortality rate among children under five

MDG 5: Improve maternal health

Target 5a : Reduce by three quarters the maternal mortality ratio

Target 5b : Achieve, by 2015, universal access to reproductive health

MDG 6: Combat HIV/AIDS, malaria and other diseases

Target 6a : Halt and begin to reverse the spread of HIV/AIDS

Target 6b : Achieve, by 2010, universal access to treatment for HIV/AIDS for all those who need it

Target 6¢ : Halt and begin to reverse the incidence of malaria and other major diseases

Since the passing of the declaration, the MDGs Hameome a universal frame of

reference for all states and development actors. gdals and indicators are constantly
referred to and applied when designing, implemgntimd evaluating policy reforms,

development projects and programs, donor activiied development progress of poor
and middle-income countries. Egypt has shown stoamgmitment to these goals.

2.1.5. ILO’s strategy towards universal access to h  ealth care

Social health protection is defined by ILO as alblic and private measures that aim at
achieving universal access to health services dmofue.g. national health services, social
or community-based health insurance or cash trendieO’s strategic approach towards
universal social health protection coverdge based on worldwide experience and aims at
accelerating progress towards universal accessaithhservices.

While there is no single right approach for all etiies, there are some principles that
should be taken into account when striving for anéal coverage. They include that the
government should play a pivotal, active role aslifator and promoter and define the
operational space for each subsystem. This emtailsloping and enforcing an inclusive
legal framework for the country and ensuring adéguanding and comprehensive
benefits for the whole population. The frameworkwdd also regulate voluntary private
health insurance, including community-based schenaesl consider regulations to

ascertain good governance and effective proteciibis framework establishes a rights-
based approach to social health protection, whadleg into account the health service
needs and the capacity to pay, thereby realiziegoty)ective of including the population

not covered by social health protection. In thisteat, the ILO considers the minimization
of out-of-pocket (OOP) spending and introduction psé-payment mechanism a key
objective as OOP spending is the most inequitaldg of health-financing, leading to

delays in seeking care, underutilization and impistenent.

The ILO strategy takes into account that countrégsl to use multiple health financing
mechanisms such as national health services, seath insurance, community-based

51L0. 2008. Pages 6, 34, 42f., 48.




2.2

insurance and cash transfers in parallel withowrdioating them. This often results in
gaps in access, disjointed or overlapping subgrofifpise population, while others remain
uncovered, and high out-of-pocket payments siganifily impacting on poverty.

Given the diverging performance of the various seée for e.g. the formal and informal
economy with regard to reaching out to the pooragimatic strategy is suggested to work
towards providing effective access based on suwthén funding. It consists of
rationalizing the use of pluralistic financing maasms aiming at creating linkages and
synergies between schemes and improving all schevitesthe objective of providing
universal access to affordable quality health daréhis context compulsory and voluntary
schemes, for-profit and non-profit schemes, publ private schemes ranging from
national health services to community-based schesmesild be considered, if they
contribute, in the given national context, towaagdhieving universal coverage and equal
access to essential services for the population.

A pragmatic strategy to rationalize the use ofaasihealth financing mechanisms with a
view to achieving universal coverage and equal scahould be developed in stages
ranging from developing a coverage plan to fill gap an efficient and effective way to
improving health financing mechanisms, designingcadte benefits packages and
creating institutional and administrative efficigrizased on social dialogue.

ILO Convention 102 (Social Security) can serve s entation when it comes to benefit
packages. The benefits shall be chosen with viemamtaining, restoring or improving
the health of the person protected, the abilitywéwsk and to attend to personal needs and
include general practitioner care, including dofiacy visiting, specialist care,
pharmaceutical supplies; and hospitalization wineieessary.

In case of pregnancy and delivery and their consaces, benefits carried out by medical
practitioners or qualified midwives are foreseedamConvention 102 including pre-natal
care, confinement care, post-natal care and hdigpitian where necessary.

As for contribution rates or co-payments, the coiem explicitly stresses the importance
of avoiding catastrophic health expenditures, ko account the ability to contribute.

The convention also refers to the role of socialadjue in the administration and oversight
of the health protection scheme. Social dialogue mlay a major role in health policy
development and reform by providing the workers angbloyers’ associations as well as
others with the opportunity of expressing suggestiand concerns. Participatory decision-
making is crucial when it comes to sustainabiléyg. in social health insurance tripartite
governance constitutes an important tool in thipeet:®

Evidence from many countries shows that succegséxilending social health protection
requires consensus building on various levels anidiess of government, social partners,
civil society and others. Also the discussions gy on features of the reform point in
this direction.

Core indicators on health

Over the last decades, Egypt has achieved signiffmagress concerning the health status
of the population. Life expectancy has been risind reached 70 years for females and 66

%1L0. 2002b. Page 6.




for males in 2006. In comparison to the averagehef Eastern Mediterranean Region,
Egypt’s life expectancy is roughly five years highé

This can partly be attributed to the extensionrahpry care coverage, a broad network of
health care facilities in urban and rural areas amnelatively high density of medical staff
in the country as well as improved water and staitd® Additionally, immunization
programmes for one-year-old children are close deerage of 100% with regard to
diseases such as tuberculosis, polio, hepatitiigBteria-pertussis-tetanus and meates.

Regarding maternal and child health, Egypt has &lsen able to achieve progress.
Maternal mortality could be reduced by one quabietween 1992/92 and 2005. Both
under-5 and infant mortality have been reducedidensbly: between 1990 and 2006 they
were reduced by 62% and 57% respectid@lyn spite of these positive developments,
regional and related socio-economic differencesmniaternal and child health are
disconcerting: Especially in Rural Upper Egypt, flaorest region of the country, child
mortality rates are noticeably higher than the amati average and the rate of births
attended by skilled medical personnel is lotWeFhere are also further challenges ahead,
as the overall health status of Egypt's populatioiow compared to countries of a
comparable income level.

Overall, the disease burden in Egypt is typical dtransition country, where typical

disease patterns of low income countries suchfastious diseases and malnutrition, co-
exist with non-communicable diseases such as dgpresand heart disease, typical for
rich countries. Egypt thus faces a double burdedisd#ase, as the poor still struggle with
diseases typical of developing countries, while kb suffer from typical diseases of a
developed society. It is of high importance for thealth system to anticipate the future
development of morbidity profiles.

The by far most frequent cause of death in Egyghésischemic heart disease (21%),
followed by cerebrovascular disease (7%) and hgpsive heart disease (6%)These
three major causes of death reflect Egypt's devetop towards a typical mortality
structure of a developed country. Still, there@thesr important shares of deaths caused by
communicable diseases like lower respiratory indest or diarrhea. This shows that
communicable diseases, typical of developing coestrstill play an important role in
Egypt. Egyptian is also facing a high prevalencéveir disease as well as relatively high
levels of hepatitis B and C, demonstrated by taet that liver cirrhosis is a major cause of
death (see table below). During the coming yearsmnounicable diseases like
tuberculosis, malaria, respiratory and perinata¢ases are expected to decline, especially
in the wealthier parts of the population. At thensatime, diseases related to higher
standards of living and longer lifespan will prolyalbecome more frequent: cancer,
diabetes, cardiovascular, respiratory and digestiseases. By 2030, the most prevalent

" WHO. 2006b.

8 In comparison with the neighbor countries: Nursiagd midwifery personnel per 10.000
population: 34 in Egypt, 22 in Algeria, 8 in Moragcphysicians density: 24 in Egypt, 11 in
Algeria, 5 in Morocco (source: WHO. 2009a)

WHO. 2009a.

“WHO. 2009b.

“'WHO. 2009b.

2Z\WHO. 2006b.




Table 3.

2.3.

diseases are expected to be HIV/AIDS, depressiergbcovalscular conditions, heart
disease and chronic obstructive pulmonary dis&ase.

Deaths and lost years of healthy life by selected causes, 2004**

Cause Deaths per 100,000 of population DALYs (‘000)
Ischemic heart disease 148.1 1,076
Cerebrovascular disease 50.1 422
Hypertensive heart disease 40.2 244
Perinatal conditions 36.3 1,134
Lower respiratory infections 312 499
Nephritis and nephrosis 298 248
Cirrhosis of the liver 26.5 262
Diarrhoeal diseases 16.2 404

Social Health Protection

2.3.1. Organization

The current system is based on pluralistic andnfieaged financing by various schemes
including tax-funded and social health insurandeeswes covering different groups of the
population and providing access to different benedtkages and different providers, both
public and private.

Both, the tax-funded and insurance-based schenmebaspitals and health care facilities
that provide preventive, primary and curative d@exondary and tertiary care) such that
provider and purchaser functions are not separ&testidition to the MOHP and the HIO,
the MOE and the Curative Care Organizations (CC&@nen-profit provider of inpatient
care) also run their own facilities. Its eight @l branches operate public health
insurance programmes and provide health care at dlaan provider network including
hospitals, health centres and clinics.

All staff members in public facilities are subjdotthe Civil Service Code and therefore
MOHP and HIO continue to fund the base salaries amdlical and administrative
overhead of providers. Other providers are corghon the base of a mix of capitation
with reduced fee-for-service rates for in and otigpa services and receive performance-
based bonuses.

% Hewitt Associates SA. 2008. Page 42.

24\WHO. 2009d.




2.3.1.1.

Tax-funded schemes

The tax-funded scheme/public sector includes delieé free services at the hospitals and
facilities operated by the MOH as well as a speeiaifunded scheme for treatments at the
expense of the state (PTES).

Public sector hospitals provide free services ovises at nominal fees. The quality of
care at public facilities is low due to a numbefaaftors; the most important are related to
underfunding and understaffing. Further, a lackst@ndards, oversight, incentives and
training for staff play an important rofé.Major steps of the government to upgrade
healthcare facilities and improve management tbeeeupport the current reform process.

Access to primary care is organized through theilljahtealth Fund (FHF) in some

governorates, however, some 60% of primary health wisits are registered with private
facilities, clinics or hospitals, reflecting thewouser satisfaction with public services.
However, private providers do not serve rural aredgainst this background, the
government decided to upgrade primary health caditfes and 1.500 out of the planned
4.500 have already been upgraded.

The FHF are conceived as pilot projects for a sifpglyer mechanism. The related Family
Health Centres (FHC) offer primary care (and ref@rto the whole family and are
intended to reduce transportation costs and toawgpthe quality of car€. The Family
Health Model is also targeted at the uninsured |ajom, however it is unclear if it targets
mainly the lower income groups or the whole popatat’

Using FHCs requires payments such as registragerahd co-payments, which can be a
heavy financial burden for the patients. In somsesathe conversion of health facilities
into FHC has resulted in higher out-of-pocket pagtseln fact, evidence suggests that the
poor are seeking services of facilities that haseyet been upgraded yet and still operate
under the cheaper fee structure. Only about haliefegistered persons decided to renew
their registration at the FHE.

People insured by the HIO can also register inld&.FThey pay reduced registration fees
and are exempted from co-payments on drugs. Ibbas argued that the sum transferred
from HIO to the FHF is not sufficient to cover thedated costs, constituting a financial

burden on the schemg.

PTES is a financial support scheme open to both thesumed and the insured, mainly to
cover high-cost treatments (tertiary care), inaigdireatments abroad. PTES payments are
decided on case-by-case bases eligibility critiatagranting requests are not clear. The
budget of PTES equals the budget of HIO and isidensd as one of the main cost drivers

WHO. 2006a. Page 60.
?® World Bank. 2006.

" |kegami. 2006. page 2.
2 |kegami. 2006. Page 6f.
2 |kegami. 2006. Page 7.

30 World Bank. 2006.
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2.3.1.2.

of public spending in the health sectbMost of the health care financed through PTES
takes place in the Specialized Centers run by tl@HM since 2001, e.g. for cancer
treatment? With these new centers and the reduction of oasrseeatments, costs per
PTES patient could be reduced by nearly 50 per, teitremains very high compared to
the average cost of an HIO member. The cost saviegs offset by the enormous growth
of cases paid for through the PTES, increasing ftd@@,000 in the late 1990s to 1.2
million nowadays.

Social health insurance (HIO)

The HIO is a public institution under the supemtisiof the MOHP, which is the final
decision-taker on policies, structural and manadepiestions regarding the H®It was
created in 1964 to provide social health insuratwdormal workers and extending
coverage to the whole population.

Besides its function as a social health insuramdhy bthe HIO is an important provider of
health services through its own network of fa@hkti The introduction of new regulations
like the insurance schemes for students and prebdivldren caused a considerable
extension of HIO coverage. As a result, the HIO wasfronted with the necessity to
contract external health care provid&rFhe HIO struggles with the challenges based on
its multiple functions as an insurer, provider gndchaser. The legal fragmentation of
HIO schemes and the subsequent complex admingsiraind management structures
create additional difficulties and inefficiencies.

The Egyptian health insurance covers various groopmigh different schemes, most of
them compulsory. The current coverage is 38.8 onilfpersons as of 2008 equaling about
half of the populatior® Most of the people not covered by HIO belong ta-locome
groups®® Coverage rates across regions vary considerablyusecof different population
structures in the regior.

Coverage has increased since the 1990s, espediallythe schemes targeting

schoolchildren. Therefore, most of the insured ehddren followed by government

employees as shown in the graph below. However,irtbeease in coverage was not
matched by a related increase in funding. For mmaw scheme members, a low flat-rate
contribution rate, that was not related to any adal estimation of the costs of coverage
was introduced. It was foreseen that deficits sthhdut covered by the treasury, but
evidence suggests that the extension of coveragalted in underfunding and a

deterioration of the quality of services.

31 Hewitt Associates SA. 2008. Page 4.
32 World Bank. 2006. Page 12.

3 WHO. 2006a. Page 35.

3 WHO. 2006a. Page 36.

% Hewitt Associates SA. 2008. Page 28.
% Hewitt Associates SA. 2008. Page 4.

37 USAID. 2005. Page 50.

11



Figure 1.

Beneficiaries by Law®
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The following picture can be drawn when breakingwdothe HIO coverage by
households:

m  Only one third of the national workforce is cowitey the HIO?
m  Dependants of workers are not covered;

m  The typical HIO member is male and lives in urlaaea, where formal employment
is usually found?

m  Benefit coverage varies even within householdsomting to the scheme under
which household members are insured.

m In many households, especially in the informalt@gconly some members (e.g.
children attending school) are covered.

Given the high share of informal economy worker&gypt, a large part of the population
is excluded from HIO coverage and vulnerable togptyvimpacts due to out-of-pocket
payments.

Contribution rates for the HIO are modest rangiatpeen 0.5 and 2 % for the insured and
up to 3 % for employers or lump sums. The rate® aepend on the sector, as
contributions for government employees are halfhef rates for employees in private or
para-statal companies. Contributions are calculatdglon the basis of one salary received

% USAID. 2005. Page 50.
%9 World Bank. 2006.

“0WHO. 2006a. Page 34.
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for formal employment. It does not take into acdotne usually numerous other sources
of income and salaries that people receive. Thexefmlidarity in financing is at a rather
modest level and the principle of contribution paytaccording to the ability to pay is
only partially implemented.

Employers contribute some 40 % of the overall reesnof HIO. However, for the time
being the possibility of opting out and ensuring tmployees privately instead exists, if
employers continue to contribute 1 per cent ofdhlaries. This undermines the financial
sustainability of the HIO, as it replaces the po&dly relatively large contribution of well-
earning formal sector workers with a modest paytfidmw quality of services covered
by the HIO schemes is perceived as the main refasapting out:” Requiring small and
medium enterprises and their employees to substwib#O insurance could significantly
enlarge the contribution base.

The insured and the MOF contribute each a sharsoofe 20 % to the HIO revenue.
Finally, public firms (15 per cent) and non-praifiganizations (<1 per cent) contribute the
rest of HIO funds.

*LWHO. 2006a. Page 34.

“2World Bank. 2006. Page 9.
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Table 4. Sources of revenues in different HIO schemes

Law No. Group of Contribution Contribution Co-payments Specific public
Year insured employee employer*® subsidies
Law 32 Government 0.5 per cent of 1.5 per cent of General practitioner visit:
(1975) employees salary salary EGP 0.05
Specialist visit;
LE 0.10

Tests: max. EGP 1
Drugs: 50 per cent

Law 79 Private and 1 per cent of salary 3 per cent of salary None
(1975) parastatal
employees
Pensioners 1 per cent of / None
income
Widows 2 per cent of / None
income
Law 99 School children LE 4 per year Drugs: 33 per cent MoF adds EGP 10
(1992), per student and
School earmarked tax of
Health EGP 0.10 per
Insurance package of
Program cigarettes
(SHIP)
Ministerial ~ Pre-school LE 4 per year / (Except for chronic
decree 380 children diseases)
(1997) Visit: EGP 0.50

Drugs: 33 per cent

Sources: Hewitt (2006), HIO Annual Report 2002/03

Over many years, the financial situation of the Hl@s characterized by high deficits,
which could only recently be balanced. As showthmtable below, expenditure regularly
exceeded revenues, except for the scheme for $tudeaw 99) that reached a surplus.

43 Hewitt Associates SA. 2008.
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Table 5. Budget developments of HIO 1996 - 2001
FY1996/97 FY1997/98 FY1998/99 FY1999/00 FY2000/01 Net Balance
Revenues by law
Law 32 in 1975 89,309,211 103,277,214 111,775,057 117,717,030 126,701,710
Law 79 in 1975 274,315,994 294,421,741 319,108,528 356,678,415 385,918,966
Law 79 in 1975 (P&Wd 25,988,424 31,681,153 39,010,691 45,260,661 70,173,443
Law 99 in 1992 516,042 731 537,590,693 551,470,656 562,419 407 603,329,558
TOTAL REVENUES 905,660,360 966,970,801 [1,021,364,932 |1,082,075,513 |1,186,123 677
Expenditures by law
Law 32 in 1975 236,313,477 260,018,174 267,666,232 271,857,280 296,109,866 |(169.,408,156)
Law 79 in 1975 275,819,107 316,868,215 329,504,759 359,170,844 390,615,614 (4,696,648)
Law 79 in 1975 (P&Wd 166,002,418 206,996,144 236,852,113 279,993,738 315,189,890 |(245,016,447)
Law 99 in 1992 392,703,358 434,412,443 487,279,348 541,583,008 581,301,764 22,027,794
TOTAL EXPENDITURE |1,070,838,360 (1,218,294 5976 |1,321.,302,452 |1,452,604.870 |1,583,217,134
NET BALACE (165,178,000) |(251,324,175) |(299,937,520) |(370,529,357) |[(397,093,457)

Source: NHA (2005), p. 51

Due to the limited payroll contributions in the salie for government employees, this sub
scheme accounts for an important part of the nfititjeonly exceeded by the pensioners
and widows insured under law 79, representing 6rpgr cent of the enrollees and causing
around 60 per cent of the deficit. The scheme etgdlby Decree 380, offering voluntary
coverage to pre-school children, needs subsidieause contributions are low and young

children represent a high-risk grotfp.

Contributions are not adjusted relative to inflatiates, so costs are predicted to surpass
HIO revenue again in the near future.

In this context, also the private provider sectmoth concerning hospitals/clinics and
provision of drugs plays an important role. Cuigrgéome 80 % of the pharmaceuticals
are produced in state-owned enterprises where dliergment sets the prices. However,
the government opened perspectives of privatizatiothese enterprises and as a result,
price increases are to be expected.

Against this background, financial sustainabiligsbd on a better balance of revenues and
expenditure needs to be a priority for the HIO. Bogernment has already taken various
measures to address the imbalance by reducing ddssuse of non-HIO pharmacies has
been limited, specialist referrals were reduced) Btiaff was reduced and the construction
of new facilities was frozen (with some of theseam@es adversely affecting the quality
and accessibility of services). Also in the fiefdporchasing, there are efforts to negotiate
more efficient contracts with providefs.

4 World Bank. 2006. Page 11.

5 World Bank. 2006. Page 12.
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2.3.2. Benefits

Table 6.

Table 7.

Benefits provided by the HIO and tax funded scheway significantly. An overview is
provided below.

Benefit packages in social health protection schemes

Scheme Benefit package

HIO Comprehensive benefit package (primary, secondary and tertiary care) for all
HIO beneficiaries

PTES Reimbursement of cost for tertiary care for successful applicants (both uninsured
and HIO beneficiaries)

Family Health Funds Primary care mainly for those not covered under HIO or other insurance

Government clinics and hospitals ~ Primary, secondary and tertiary care for the uninsured

As compared to the tax-funded schemes, HIO bepeaftkages cover a broad range of
treatments without limitations to quantity of sees and costs, as shown in the table
below. Treatment abroad is covered as well, extgbensioners and widows. However,

actual benefits of the current health insurancesehare perceived as low and seem to
lead to unequal uptake by men and women.

Benefit packages in HIO schemes*

Employees Students Pensioners and Widows
(Law 32 and 79) (Law 99) (Law 79)
Curative care:
General practitioner
service
Specialist services ~ Yes Yes Yes
Dental Yes Yes Yes
Home visits Yes Yes Yes
Inpatient care Yes Yes Yes
Surgical and medical Yes Yes Yes
Radiology, lab, other Yes Yes Yes
investigations
Medicines (drug Yes Yes Yes
benefit)
Ante, natal, post-natal Yes Yes Yes
care
Prosthesis and Yes Yes No

6 USAID. 2005. Page 49.
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Employees Students Pensioners and Widows

(Law 32 and 79) (Law 99) (Law 79)
physiotherapy
Overseas treatment  Yes Yes Yes
Preventive care:  vgg Yes No

Annual medical
exams (at the start of
the school year)

Immunization No Yes No

Periodic medical No Yes No

exam

School hygiene No Yes No

Health education No Yes No

Nutrition supervision No Yes No
No Yes No

The health insurance scheme is integrated withot®mipational / accident insurance
scheme, funds of both schemes are not separatibe imccounts and cross subsidization
remains unclear.

2.3.3. Recent trends in health financing

2.3.3.1.

Overall structure of total health expenditure

In 2006, total health expenditure in Egypt amounted.3 % of GDP and the expenditure
on health per capita to 316 US$. Out-of pocket gaysiconstituted nearly 95% of private
and more than 50 % of total health expenditure.eBggure on formal social health
protection accounted for 26 per cent of generaleguwient expenditure on health (see
table below).

The MOHP is the largest recipient of funds, follaa®y the HIO. The budget of the HIO
amounts to 10 per cent of the total health exparefit This seems to mismatch HIO’s
coverage of some 50 % of the population.

The total health expenditure has increased rembyrisithce 1995. Since the early 1990s,
the budget of the MOHP has grown faster than GDPtatal government budget growth
rates. However, this rise has been achieved thrawuggnificant increase of private health
expenditure, while general government expenditure fealth has actually fallen.
Particularly, the share of out-of-pocket expenditas percentage of private expenditure
has increased in recent times.

*"WHO. 2006a. Page 31.
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Table 8. Recent trends in health financing*

1995 2000 2005 2006
Total expenditure on health as percentage of gross domestic 3.9 5.6 6.1 6.3
product
Private expenditure on health as percentage of total expenditure 52.9 59.9 62 59.3
on health
Out-of-pocket expenditure as percentage of private expenditure 89.6 94.1 94.9 94.9
on health
General government expenditure on health as percentage of 411 40.1 38 40.7
total expenditure on health
General government expenditure on health as percentage of 9.5 7.5 7.3 1.3
total government expenditure
Social security expenditure on health as percentage of general 251 238 26.3 26.4
government expenditure on health
Total expenditure on health per capita (US$) 316

As outlined in the table below, expenditure on theeare is mainly characterized by:

m  Expenditure on pharmaceuticals which accountslfoost one quarter of total health
expenditure

m  Curative care making up 57% of total health exjtensland
m  Expenditure for administration, which accounts4és.

Total public health expenditure by types of sersishows that two thirds are spent on
hospitals, one third on health centers (see Tablke®&w).

48 \WHO. 2009b.
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Table 9. Distribution of Public Health Spending

2006-2007 %

Total Public Health Spending 10'433'764'045 100.00
Hospitals' services 6'741'263'963 64.61
Public Hospitals' services 6'175'600'490 91.61
Specialized Hospitals' Services 565'663'473 8.39
Public Health Services 3'620'603'653 34.70
Researches and reform in Health sector 60'572'671 0.58
Health affairs non categorized in other places 11'323'758 0.11

Source: Ministry of Finance, 2009

Out of total public health expenditure, some 10 gemt are used for subsidies, whereas
three fourths are used for salaries and purchageanfs and services (see Table 10).

Table 10.  Distribution of expenditure by various cost components

Amount %
Total Public Health Spending 10'433'764'045  100.00
Wages and Indemnities for workers 4'637'835'783 44.45
Goods and Services purchased 3'195'359'171 30.63
Benefits 19'415'800 0.19
Subsidies and social benefits 1104762213 10.59
Other expenses 50'939'627 0.49
Purchasing non-financial assets 1'425'451'451 13.66

Source: MOF, 2009

The share of spending on hospitals and doctorstls 4vresp 5 % low compared to the
share spent on drugs. Also, when breaking downéimld expenditure by provider-type
(see table 8), we find that pharmacies receiveséitend highest share with about one third
of household expenditure just following expenditareprivate clinics of approx. 42%.
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Table 11.  Household Expenditure by provider

Type of provider Amount Percent

MOHP hospitals 481,157,369 3.5%

University hospitals

Other public hospitals 420,177,651 3.1%
HIO hospitals 127,899,671 0.9%
Private hospitals 104,110,896 0.8%
Private clinics 1,224,202,433 9.0%
MOHP health centers 5,722,246,844 41.9%
Pharmacies 437,619,662 3.2%
Others 4,593,449,039 33.6%
Total 550,480,529 4.0%
13,660,344,095

Source NHA 2005, p.46

The MOHP spends approx. one third of its fundinghospitals and about 44% on health
centres. The share of expenditure for adminisimatié the MoHP is at 19%. The
expenditures at HQ level have more than quintugdetiveen 1994/95 and 2001/02,
whereas the expenditures in the regional officesMoHP increased by only approx.
29960,

49 USAID. 2005. Page 36.

0 USAID. 2005. Page 38.
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Table 12.

Total health expenditure by function!

Type of function Amount (in LE) Percent
Curative care 13,195,604,498 57%
Prevention and public health 2,081,189,303 9%
MCH 219,843,466 1%
Pharmaceuticals 5,360,745,709 23%
Administration 993,774,536 4%

Capital formation
Not specified by any kind

Total

1,074,578,120
155,404235

23,081,139,868

5%

1%

Private expenditure now constitutes almost 60%otdl thealth expenditure. Almost all
private health expenditure is out-of-pocket exprmdj reflecting the gaps in social health
protection coverage. The high share of out-of-pbaeending illustrates the potentially
severe impoverishing effect of health spendinggdtening especially low-income groups.
Health spending patterns and levels are highlyrde/@cross different income groups and

locations.

Generally, Households spend the largest shareeif #xpenditure (see table below) on
drugs (43%), followed by x-rays and other labonattests. The share of spending on
hospitals and doctors is with 4 and respective®p Jow compared to the share spent on

drugs.

51 USAID. 2005.
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Table 13.

2.3.3.2.

Household Expenditure by various cost component in LE52

Outpatient Inpatient  Drugs Others Total Household Percent
Expenditure
capita
Hospitals 7.22 481,469,452 4%
Doctors 6.34 3.68 667,942,648 5%
Drugs 17.74 1.4 69.9 5,869,487,251 43%
Lab 15.65 0.65 1,086,197,088 8%
X-ray 30.89 0.67 2,104,086,873 15%
Transport 3.43 228,802,551 2%
Others 46.65 1.48 3,222,358,222 24%
Total 13,660,344,095

Several aspects contribute to the very high shianeiteof-pocket expenditure:

= With its limitation to specific groups of the pdation, health insurance coverage is
low and the uninsured are required to pay for hesdtvices out of pocket.

m  Evenifinsured, co-payments are required foraberbr all types of services.

m  Quality of healthcare provided by some of the asit®e public or publicly contracted
providers may be perceived as insufficient andretioee, households may choose

private providers even if these require out-of-prighayments.

Flow of funds

Being the main government entity tasked with fliifg the constitutional pledge of free

healthcare for all citizens, the MOHP is the manipient of general government budget
funds for health and the largest single payer aodiger. It transfers approx. 60% to the
health directorates in the governorates (see Tladllew). Nevertheless, the governorates
have little discretion of spending, because mostheffunds are earmarked for specific

budget line items. Approx. 52% of the funding fonbfic hospitals (excluding HIO
facilities) comes from the MO¥.

52 USAID. 2005.

3 As communicated by the Ministry of Finance durihg ILO Mission in March 2009.
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Table 14.  Distribution of MOHP budget
MOHP
MOHP HQ Regions Total Percent

Inpatient curative care 432,764 385 655,555,790 1,088,320,175 | 22%
Qutpatient curative care 111,469 614 168,855,279 280,324894 | 6%
Pharmaceuticals and other medical non-durables - -] 0%
Prevention and public health services (incl. family planning
and maternal health care) 695,954 536 1,054 238,844 1,750,193,380 | 36%

-Family planning 41,694,051 63,158,562 104,852,613 | 2.1%

-Maternal health care 42 626,636 64,571,252 107,197,888 | 22%
Administration 296,096,032 448 529 210 744625241 | 15%
Capital formation 536,892 000 354,859,329 891,751,329 | 18%
Not specified by any kind 61,939,863 80,130,702 142,070,565 | 3%
Total 2135116430 | 2762169154 4897285584 | 100%

Source: MOH, Annual Statistical Report 2003

However, the allocation of funds to public facddi has decreased from 44% to 40%
recently while the allocation of total health exgitare to private facilities has increased
since the mid-1990s. The National Health Accounts2001/02 state that 56% of health
expenditure occurs at private facilities, as coragao 50% in 1994/95.

Besides the MOHP, HIO and private households aréaifyest purchasers of health c#re.
The flow of funds is as follows:

1. The Ministry of Finance transfers funds raisezhf general taxation mainly to the
MOHP (and, to a lesser extent, to other ministsiash as the MOHE). These funds
are used to pay for services and administratidhefacilities owned and controlled
by the respective ministries. They are normally uedd for facilities of the HIO and
never for purchasing services from private proddelThe facilities generate
additional but limited revenue through user fees.

2. Public insurance schemes receive funds fronribations of the members and their
employers (payroll tax), tobacco consumption tagudehold premiums and co-
payments and transmit these funds to the Healthrange Organization. The HIO
uses approx. 50% of these funds to purchase senficen public and private
providers including the curative care organizati@€0) at primary and secondary
care level and the remaining funds for its ownlfées and administratiory.

3. Out-of-pocket funds are channeled almost exadlygito private providers, including
private clinics and hospitals, pharmacies and ofiteviders. Private facilities also
receive a small amount of funds from large emplsyavhich purchase services
directly (or via private health insurance) for themployers.

4. The CCOs receive funds from service contracts piivate employers, user fees and
limited funds from public sources such as the Hi@ grants from the government
for poor patients.

These funding channels are isolated, i.e. a mifunfls almost never occurs. The only
exception is the HIO’s purchasing of services frprivate providers with funds from

54 USAID. 2005.

55 USAID. 2005.
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3.1.

public health insurance. The CCOs’ funding is exioggl for its pluralism, but only a few
numbers of CCOs exist.

The Social Health Insurance Reform
Project

Over the last years, Egypt’s health care systemeasingly failed to meet the expectations
of the population, particularly regarding issudatexl to equity, quality, and efficiency. In
2005, the president addressed these concerns byreing the introduction of a national
universal health insurance.

The following years were characterized by significateps to improve social health
protection and allow for better quality and acceSshe population: The government of
Egypt has focused on implementing pro-poor policideveloped and implemented
specific programmes focusing on family and materhaélth and upgraded related
facilities. Additionally, Egypt has also made s&sdin collecting hard data regarding
health, especially in the area of child mortalitylanaternal health.

Most recently, the government has engaged in dpiredoa draft law for reforming the
social health insurance to extend coverage anckaser efficiency. The government is
willing to allocate additional funds to implemehese reforms.

The draft law versions number 8 and 11 were pralige the latest available versions to
the authors of this report.

The draft legislation and Suez Pilot

The draft legislation as outlined in versions &1oof the Social Health Insurance Law and
annexed to this report aims at addressing pergishallenges in the current health system,
particularly

s High OOP due to fragmented approaches in finandimghis context the overall
approach is taken, that those who can afford dmrticon payments should pay.
Therefore, the draft legislation foresees compylsmverage and excludes opt-out
possibilities

m  Gaps in coverage and access of the poorer pattie @opulation

m  Improving quality of services

m  Unifying the various existing schemes under alsiagministrative structure

The draft legislation covers all citizens excepbsth who are disabled (Art 11). The
insurance coverage is based on contribution paysrantollows:
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Table 15.

Rates of contributions according to draft law 8

Employees:

Employers:

1 % of wage for work injury

Students:

Professionals with irregular salaries:
Artisans with irregular salaries:
Pensioners:

Body responsible for payment of pensions:
Widows:

Body responsible for payments of widow's pensions
Unemployed wives:

Pre-school aged children:

1.5% of total income

4 % of payroll / wage

5% of tuition fee, min. EGP 10
EGP 15/month

EGP 10

1% of pensions

3 % of pensions

2% of pensions

3 % of widow's pensions

EGP 10/month

EGP 20/year

The contribution base in case of income from séwenarces is not specified.

Further revenues mentioned in the draft law reteuser fees, investment returns and
taxes. While the last two are not further specifiggser fees to be set up by decree include
fees for

m  Various services: Up to 25% of costs

= Outpatient medicines: 1/3 of costs

m  Outpatient examinations/tests: 1/3 of costs

Additional revenues of the new scheme will consissubsidies. They are specified as
EGP 12 for all school children and students antgubscription costs for those eligible

for full subsidies. Further, it is foreseen that tfovernment provides funds for treatments
of the needy (Art 11)

According to draft law 8 the benefit package iscHiped as

= Preventive, remedial and rehabilitation servicegdical tests; to be defined by
ministerial decree (Art. 11).

m  Insurance will apply in the case of natural dieesbr epidemics.

A more limited approach is spelt out in draft law; TThe draft law does not apply to
preventive services offered by the government (#riand natural disasters and epidemics
seem not to be covered. Further, minimum benefitseatly offered by the HIO (Art 3)
shall be reconsidered if needed.

The administrative reform foreseen is significaitcordingly to Art. 1 it is foreseen to
separate financing and provision of services andaidecentralization. In this context the
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3.2.

HIO should become a service enterprise - an indégrgnpublic network holding — that
negotiates prices, contracts providers, insureltguand pays for services.

The discussion on the above draft laws has beeerpimhed by a pilot set up in Suez.
Suez ranges among the wealthier Governorates gitEgyl is therefore not representative
for the whole country. Therefore, further pilote aurrently being prepared for Alexandria
and Sohag as of 2010. No timeline was mentionedcezoing the remaining 23
Governorates.

In Suez, high tax investments have been used tufis@ntly upgrade hospitals and
facilities and might be competitive to the privatetor. It was mentioned that it might also
serve patients from neighboring countries givenirthgp-to-date high-technology
equipments.

Current discussions and international support

Currently, discussions within the government arteopolicy makers continue. This was
prompted by a recent decision of the Constituti&@@lirt on Decree 637/2007. The Decree
aimed at transforming the HIO into a holding compavhich could have significant
impacts for insurance-owned assets. The ConstiaitiGourt rejected the Decree referring
to a violation of the Constitution which assigns ianportant role to the government in
providing for health care.

Against this background, the government explore®ua pathways for progress:

The MOH has developed a comprehensive benefit gacldnich should be provided to
the population. An exclusion list for services novered, such as anesthetic and cosmetic
surgery, is spelt out in detalil.

Further, discussions evolve around the definitibthe (ultra) poor to be covered whose
contribution would be subsidized by the governm&hie MOF explores options to define
a more limited package which would particularly es$ health concerns of the vulnerable
to make universal coverage affordable. The MinisfeBocial Solidarity (MOSS) has been
active in identifying two million ultra poor housalds to be subsidized under the new
scheme given the fiscal space available. The Ministf Manpower and Migration
(MOMM) and also the Trade Unions Association arppsuting a focus on the poorer
parts of the population and highlight the needsfdidarity. They are also concerned about
the quality of services and possible impacts ire@dsan increase of contribution rates and
co-payments. More generally, the government suppstrong role of the private sector
and the need to improve infrastructure by focusingorimary care and family facilities.
This viewpoint is particularly emphasized by thenldter of Investment and the Insurance
Supervisory Authority and the Federation of Egypliadustries.

The definition of the poor and vulnerable to beared as well as the nature of the benefit
package will determine the amount of public sulesidieeded and the burden of those who
pay taxes. These aspects are dominant in the pildddiate on the reform project.

The international community supports the governmianits efforts to improve social

health protection and emphasizes particularly teednto provide universal coverage
defined as effective access to affordable healtvices. The World Bank’s Health Sector
Reform Project supported the development of varmlags aiming at improving the health
status of the population with a view to consolidgtmultiple social insurance programs
under a National Health Insurance Fund and enhgre@onomic incentives to improve
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3.3.

quality and efficiency of government health sersicélost recently, the World Bank
supported actuarial studies developed by HeWitthe WHO is supporting the
strengthening of the health system, e.g. in codipgrawith USAID regarding data
development ranging from National Health Accounds demographic health surveys
among others. UNICEF particularly focuses on materand newborn healffi. The
European Commission (EC) is particularly engagindeveloping family health caré.

The government’s financing strategy scenarios

Against this background, the government has prelptmeze scenarios as outlined in the
table below. Three scenarios (low, middle, higl® smggested with regard to premiums /
contributions, co-payments and earmarked taxes.

The financing strategy relies on contribution pagtsefrom insured persons and their
employers as well as possible state subsidies.riBatibn rates for employers range
between 2 and 4 percent of gross salary and foloyegs between 1 and 1.5 percent. This
does not cover work injury, which will be financesk in the current legislation.
Contribution rates for widows remain 2 % in all sa@gos, whereas rates for pensioners
vary between 1 and 1.5 percent of pensions. Sdilolren’s contributions range between
10 and 20 percent of school fees depending onceéreasio and are limited between 15 and
240 EGP. University students will have to contréouietween 10 and 20 percent of
university fees with minima and maxima ranging keiw 10 and 240 EGP. Preschool
children will contribute a yearly indexed amountl&fto 25 EGP and informal workers of
120 to 240 EGP.

Co-payments vary between drugs and type of cart 35 percent of costs of drugs to be
capped at 25 (minimum scenario) or 40 EGP (middk lsigh scenario) are proposed in
case of outpatient treatments. Outpatient treatnisetf will also be charged by co-

payments ranging between 5 and 10 EGP per visipayments for primary care are
suggested to be lower and are between 3 and 5 EGRSit. Dental care co-payments are
limited at 50 EGP and range between 10 and 20 %gament below that level. Inpatient
care will require co-payments per day between 5 Ehgercent with a maximum of 50

EGP.

Subsidies will be covered by revenues from earnthtkdacco taxes and amount to 20
resp. 30 percent of total tobacco tax. Furthersislids for school, preschool and university
students remain at 12 EGP as currently applieddtfition, subsidies for the unemployed
and poor range between 120 and 240 EGP and wiupplemented by subsidies of co-
payments for the poor only.

6 Hewitt Associates SA. 2008.
57 As communicated to the ILO mission in March 2009.

%8 As communicated to the ILO mission in March 2009.
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Table 16.

Actuarial scenarios, Government of Egypt, 20095

unermployed

Lo Base High
Key wariables Wnit Comments/Source
2009 2008 2009
] ) o ; . ) 7oy, 3% e &5 a ¥ of the gross salary, exciudes insurance
Premiums/ Warkers Empioye % of salary = idents at work & With a min.
contributions | - Emclovess |5 of salany 1% 125 1.5% A5 a % of the gross salary, excludes insurance
mployess % of salary ’ = - for accidents at work
Widow[er)s % of income % 2% 2% &5 current, and in draft law
Fensioners % of income 1% 1.25 1.5%
10% B 0%
Schoolchildren % of School fees Min. Max Min. Wax Min Max.
15 120 20 180 25 240
10% B 0%
University students % of University fees Min. Max Min [ Min Max.
20 120 25 180 30 240
Infanis (preschool) Amount/person/per year 15 20 25 N b?- adj."'ﬂ%: every 3 years according to an
nfiation index
Informal worker [Hewitt categones B . . . s na 1o be adjusted every 2 years according to an
casual workers, unemployed) Amountparsoniper year - 160 240 nfiation index
L i . 25% 0% 5%
Co-payments |Drugs {outside hospial) G cap at 25 cap at 40 cap at 80
Inpatient Armount | Day g 10 15 Max. 50
Cutpatent per visit g T 10
Frimary Care per visit 3 4 5
Dental % of treatment cost 10% B 20% Max. 50 per treatment
Earmarked Tax from tabacco %% of total tabacoo tax 20% 25% 0%
-J-LI.I:IIE-I:II?E.S T-f-r |nfs_n1*5. children, Amountipersoniper year 12 12 1z .u.-s.c.rrentlg.r applied to schoolchildren and
university students universiy students
Subsidies fo the poor and the Amountipersoniper year 120 150 2an Co-payment for the poor also to be subsidsed

%9 Information received from the Government of Eggpting the ILO mission in March 2009.
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4, Assessment

The following assessment is based on the datardoiriation received prior to and during
the mission and other available data. It concesgran the issues and aspects outlined in
the terms of reference of the mission. Since tlseudision of the scheme design is still
ongoing, a particular focus will be on related teas, particularly

m  The extent of the benefit package with a viewddrassing both Constitutional and
financial constraints

m  Providing effective access (as compared to thallegverage) for the poor and
vulnerable parts of the population e.g. workinghie informal economy

m  Affordability and income generation at the natidesel

m  Organizational aspects regarding the role of theeghment, HIO and the private
sector.

m Issues related to the nationwide implementation

As mentioned in several chapters of this repofgrination on some key aspects relevant
for assessing the achievement of universal coveragefined as access to affordable
quality health services — is still missing. Thisncerns e.g. definitions of the poor,
decisions on the benefit package to be providedtribution rates and co-payments
particularly for the vulnerable etc. Thereforeisitcurrently not possible to fully evaluate
the achievement of international objectives asimed above. However, in the following,
all information which is already available was ddesed and commented on to the extent
possible.

4.1. Achieving universal coverage

Over the last years, Egypt has achieved signifipamgress in the health sector and this is
particularly reflected in the overall achievemehthee MDGs. The progress towards MDG
4 concerning under-five- mortality is significantthva drop in related mortality rates by
62 percent between 1990 and 26®Blowever, socio-economic determinants, particularly
poverty is reflected in higher mortality rates amarhildren from the poorest quintile of
the population as compared to the riches quinfifeshown in the figure below it is five
times higher in the poorest segment of the popnati

60 Ministry of Economic Development. 2008. Page 28.

29



Figure 2.

Under-5-Mortality (2005) for different socioeconomic groups per 1000 live births®!

Under 5 mortality rate in Egypt (2005) for different socioeconomic
groups per 1000 live births
BMRural
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A similar picture can be drawn when it comes to enal health outcomes: A stark
difference by income groups, particularly worryinghe area of Upper Egypt, remains an
important characteristic. The prevalence of HIV/SIs currently low in Egypt and the

overall objective should be to prevent new infetsio

Against this background, addressing inequalitiebealth with a particular focus on the

poor parts of the population remains an importasué which can be addressed by
extending social health protection. Emphasizingtlom poor and vulnerable should be
considered among the key priorities when striviaguniversal access to health services.
Given the poverty map of Egypt, it is suggestegddicularly working towards progress

in Upper Egypt.

All policies applied to extend social heath prattshould be embedded in a broader
anti-poverty strategy and build a social protecfloor that aims at:

1. Ensuring universal access to at least essémt#ih services

2. Guaranteed income security for all children airtee provide for nutrition, education
and care

3. Guaranteed social assistance and other mectarfisnall residents of active age
unable to earn sufficient income due to sicknesayailability of remunerated work
etc and

4. Guaranteed minimum income security for the &dand disabled people through
pensions for old age and disability.

The overarching objective of the social health rasge is to improve equity and solidarity
in health financing through risk pooling, by thissering effective access to healthcare for

51 \WHO. 2009b.
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all people. The ILO suggests underpinning the legakrage of the whole population by
concrete measures to achieve effective accessith lservices.

This requires substantial efforts both for the $ugmd demand side of health services.
Investment in the health infrastructure is a nemgssondition for the functioning of the

SHI scheme, especially in rural areas and the gowent has already achieved
considerable progress in this regard. On the dersiied the percentage of the population
legally covered is stated at about 52%, includimyegnment employees, public and
formal sector workers, pensioners, widows, studems pre-school children. The

challenge therefore lies in covering informal eaogoworkers, the self-employed and
dependents.

One option discussed consists in insuring eaclopessparately, independent of the socio-
economic or family status either through flat ratatributions or subsidies. This would
imply the identification of the vulnerable and thas need of subsidies:

m International experience proves that the iderifan of these groups is extremely
challenging and has to be seen as an ongoing proatd®er than a one-time effort
given the fluctuation of the poverty status of induals and households based on
individual events, such as sickness of those winegge income in the household or
economic events at the community, national or dldzel ranging from weather
impacts on harvest to global food and financiaesi

m As far as school children are concerned the hak of children leaving school
without having any income or related coverage ahbalth insurance scheme might
pose problems regarding the objective to reachemsal coverage.

m A similar issue in achieving universal coverageregiards the exclusion of the
disabled from insurance coverage.

Against this background it might be considered ita at insuring households/families
based on the main income generated rather thavidodi coverage.

Currently there seem to be no definition of therpaod vulnerable that is shared at the
national level. Therefore, efforts of the MOSS aaqiat identifying some 2 million
households of the ultra poor on criteria that afineéd in addition to income indicators are
very valuable and useful. The MOSS is using proxgans testing rather than a poverty
definition that is only based on cash income. &u8tl, however, be taken into account that
these efforts might have to be repeated periogli¢galiorder to ensure accurate targeting.
Further, given the country’s size of the populatitre large informal economy and the
concentration of the poor in certain areas, e.goddEgypt, it has to be ensured that
coverage is provided according to the size of thar pnd the regional distribution.

It should also be taken into account that the famu® million ultra poor families could
only be seen as a first step towards universal rageegiven the need to cover some
additional 50 percent of the population as compai@dhe current coverage rates.
Therefore, it is suggested to clearly develop #nat coverage plan that provides overall
objectives in terms of coverage rates and timelbah by the number of the vulnerable
and needy population insured and by governorates.
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4.2. Providing affordable benefits

4.2.1. Affordability of health services under ther  eform
project

Affordability of health services for the poor rasgamong the key criteria for effective
access as compared to legal coverage. It is malefined by the extent to which

contribution rates and co-payments are relatedhd¢airidividual's ability to pay. In most

countries setting contributions/premiums or flaesafor those who do not gain regularly
income poses challenges. This concerns particuashkers in the informal economy and
their families. In Egypt, the ability to pay of tip@or and informal economy workers and
their families has not been evaluated until to dd#tas making it difficult to assess the
possible impacts of the draft legislation in théspect.

Current versions of the draft law and the goverrimscenarios foresee modest
contribution rates for formal economy workers coempénted by co-payments up to a
maximum. This approach is most likely to provideess to health services for this group.
In many cases this group will also have to pay mountions and co-payments for
dependants without income. Depending on the numikerfamily members the
contributions and co-payments might add up to aifsigint amount and present a barrier
to access services.

These proposed co-payments contrast with the dusgestem, in which co-payments are
negligible, most people are either exempted or galy nominal fees like 1 EGP per
outpatient visit. Free (or almost free) healthcseevices at the point of delivery are an
important principle of equitable social health paiton and ensure the absence of financial
barriers to access services in case of need. Nekess, carefully designed co-payments
can be useful in health insurance, because theydimiting moral hazard, i.e. the
tendency to over-consume or over-prescribe. Thiges such co-payments needs to be
matching the ability to pay/contribute of the irstirand ensure access and treatment
according to needs, thus guaranteeing affordalufitservices. The suggested fees of up to
25% of actual costs would be impossible to shouldefarge parts of the population that
would not qualify for exemptions. In fact, the nefo of the fee schedule in some
governorates that raised co-payments from 1 touBig®in upgraded facilities showed that
people did not seek services in the upgraded fiasildue to the higher costs. Against this
background, it is advisable to use either flat gabé co-payments for services that are
affordable or to link co-payments to income, noatdual costs. Moreover, there should be
a ceiling for co-payments both per treatment aret awjiven time period (e.g. per year).

The level of contributions and co-payments has &smatch the willingness to pay. This
willingness is perceived to be very low in Egyptay Egyptians have a strong belief that
the constitution entitles them to free healthc&®.a result, many people might question
the solidarity aspect of social health insuranee the transfer of resources from the rich to
the poor and from the healthy to the sick. Impletagon and further development of
social health insurance has to address these isawiéhigher) willingness to pay.

The exclusion of preventive services, which mightva reducing e.g. catastrophic costs
related to the very frequent chronic diseases @emal care, is likely to have cost impacts
that might lead to barriers in access to relatedsss.

As far as informal economy workers and their fagsilare concerned, it is usually difficult

to set a flat rate contribution that is based @nahility to pay. Some might be able to pay
a higher amount, while others might not be. Evasnight be an issue if the amount is too
high. Given the co-payments per treatment andivelsthigh maximums per hospital day

and drugs it might be considered to develop coutidn rates that allow reduced co-

payments serving as a cost control rather thartenpal financial barrier.
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It is further suggested to provide information aivantages of insurance and specific
incentives to the workers in the informal econorimgiag at attracting them to the scheme.
Another approach consists in improving the quatifyservices with a view to meeting

needs and expectations. Focusing on improved ssr¥ar primary and family care is a

successful strategy already undertaken in the $ilekz and beyond. It is suggested to
consequently follow this approach in all governesat

The suggested subsidization of contributions argagenents of the poor is an important
step towards providing affordable access to sesvicethe poor and sustainable financing
for the health system

By setting a minimum contribution of EGP 15, 202&r for school children and EGP 20,
25 or 30 for university students, especially lowame families with many children might
have difficulties to afford the enrolment of thehildren into the scheme. It might be
important to assess the potentially impoverishingact of such contributions on families
in lower income groups and the poor.

It should also be taken into account that the atioa of funds to facilities used by the
poor and vulnerable need to be improved to avoidettthe-table payments e.g. for
syringes and other equipment.

4.2.2. The comprehensiveness of benefits

42.2.1.

In the context of the current reform debate in Egyipions and concrete concepts have
already evolved but some issues are at presehiefueikamined, such as the definition of
benefit packages that are affordable and meet natienally agreed standards and
objectives.

Currently, there are two major approaches to dedirthe benefit package in the reform
project: A rather comprehensive that might chaléefigcal space and the search for more
limited benefit packages that would be more reaafilgrdable.

Generally it should be taken into account that épge that is too limited will not lead to
access to needed health services and result iafqadeket payments with related poverty
impacts. The same holds true for services thabhtew quality due to underfunding of
facilities. Therefore, it is important to balancenkfit packages with a view to meeting the
needs, particularly of the poor and the financiahstraints of the overall scheme.
Inclusiveness, solidarity and equity should berreféto.

Possible approaches consist of embedding healtinainse policies into a broader context
of pro-poor policies and developing linkages betwsecial security and health protection
policies. This could be achieved by providing acfdbenefits for different needs, such as
comprehensive primary care services and targeteditional cash transfers e.g. for

maternal health. In this context primary care smwishould not be misunderstood as
cheap but effective services that include e.grraffeand prevention.

It might be useful to learn from international espace with countries that have
successfully undertaken social health insurancermef and were challenged in similar
ways.

Peer countries’ approaches

Countries that have recently implemented extensf@ms of their health system include
Colombia, Costa Rica and Thailand. All three caestcan be compared to Egypt in terms
of their socio-economic development and levels iohricing devoted to health care
provision.
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In Colombia for instance, total expenditure on tieak per cent of GDP was 7.3% in 2006
and its per capita annual expenditure on health W&® 626 for the same y&ar
Likewise, for Costa Rica the figures stand at tbedlth expenditure amounting to 7% of
GDP in 2006, with per capita expenditure being ligher level of USD 743,

Thailand has much lower levels of both total healtpenditure as percentage of GDP as
well as per capita annual expenditure, with theurfg at 3.5% and USD 346
respectivelff. The figures from Thailand especially provide awaraple of a how a
country can achieve a high level of coverage, ewgh lower levels of total heath
expenditure as percentage of GDP and with lower qagita expenditure. All three
countries have, in their own ways, achieved rentdekauccess in the extension of social
health protection.

While Costa Rica started its social protection &ealth protection measures from the
1940s onwards, the experiences of Colombia andldrthiare more recent and illustrate
that near universal coverage is achievable inatively short period of time. The reform
approaches are briefly outlined in the annexes.

All three countries have achieved nearly univesalerage through various forms of
insurance. It varies between 97.8 perCeint Thailand, 87.8 percent in Costa Rféand
87 percent in Colombi¥.

In Thailand universal coverage was achieved bydinating and rationalizing schemes
for various groups of the population such as d@giivants and the poor. The scheme for the
poor — UC Scheme — is covering 75.3 percent ofwthele population and financed by
general taxation mainly deriving from a fixed projmn of taxes on tobacco and alcohol.
No co-payment is currently applied for the poomv#ts introduced in 2001 and consists of
a compulsory coverage of all those who are not mal/éy the Social Security Scheme
(SSS) or the Insurance for Civil Servants (CSMBS).

In Colombia, the mandatory health insurance schemers the formally employed

(formal sector workers) and the self employed (imial sector workers) who can pay, and
pensioner®. Health insurance for those under the CR covers:timtributing members as

well as all “first degree family members as beriafies of the contributing individuals”.

Costa Rica gradually increased coverage over ageffi several decades by progressive
inclusion of different population groups as outtirie the table below.

®2\WHO. 2009b.

% WHO Country Website Costa Rica, http://www.whddnuntries/cri/en/
4 WHO Country Website Thailand, http://www.who.imtimtries/tha/en/
®*1LO. 2008.

®%1LO. 2008.

*71LO. 2008.

% Gottret et al. 2008.
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Table 17.

4.2.2.2.

Development of the health protection system in Costa Rica%

1941 Obligatory social security protection of urban salaried workers

1947 Obligatory protection of urban salaried workers concerning disability, old age and death
1962 Extension of health insurance to rural areas

1965 Application of family protection

1974 Creation of the non contributory disability, old age and death scheme

1975 Obligatory protection for non salaried workers

1975 Creation of the voluntary insurance program

1976 Obligatory contributions to health insurance for pensioners

1984 Creation of the insurance at state costs

1984 Protection through collective insurance conventions

1995 Obligatory to have a old age insurance in order to be able to enroll in the health insurance
1996 Insurance for all students of the country

2005 Obligatory old age and health insurance for all independent workers

The international experience in peer countries @fdE shows similar approaches towards
addressing the challenges. The use of social haadtirance combined with tax funded
components to cover the contributions of the p@ proven to be a successful approach
when striving for universal coverage. An importpatallel could also be seen in phasing
increases of coverage over a longer period of time.

Experiences with different benefit packages

Given similarities in socio-economic background &odial health insurance approaches
and results of the three countries, what beneftk@ge was considered to meet the
objectives and standards and affordable?

The benefit package imhailand under the UC-Scheme for the poor is characterined
aiming at providing universal access to essentigllth care and reducing catastrophic
illnesses from out-of-pocket payments by estabiigha tax-based financing system and
paying providers on a capitation basis.

All Thai citizens are entitled to access qualityaltie care and a single standard benefit
package. The standard benefit package includesd bealth interventions stipulated in a
contract between purchaser and provider at evengl lef health service. It has been
classified into three components: the curative pgekthe high-cost care package, and the
promotive and preventive package.

% Rodriguez Herrera. 2006. Page 26.
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The curative package covers ambulatory and homatain services. It includes in
particular:

m Inpatient and outpatient services

= Childbirth

m  Dental care, with exceptions for 15 specific cases
m  Annual checkups and special room charges.

m  Disease prevention and health promotion

m  Essential drugs

However, there are some exclusion, such as cosswtiery, infertility treatments, organ
transplants, and the provision of private room boalrd.

Excluded is also kidney dialysis for cases withodic kidney failure. For high-cost care,
the UCS has adopted a similar package to the ooeided by the SSS in order to
standardize the packages across the scheme to imeniimequities in health care
services™

The services and procedures included in the high-care package included in the UCS
are encapsulated in the following table:

Table 18.  Benefit package (high cost care) in Thailand

Inclusive List Exclusive List

Chemotherapy for cancers Renal replacement therapy including kidney transplants
for patients with end-stage renal disease

Radiation therapy for cancers Other organ transplants

Open heart surgery including prosthetic cardiac valve Cosmetic surgery
replacement

Percutaneous transluminal coronary angioplasty (PTCA) Infertility treatment
Coronary artery bypass grafting (CABG)

Stent for treatment of atherosclerotic vessels

Prosthetic hip replacement therapy

Prosthetic shoulder replacement therapy

Neurosurgery, e.g. craniotomy

Antifungal treatment for cryptococcal meningitis

ARVs for HIV

0 Gottret et al. 2008.
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The third level of health care package includedeurldCS is the health promotion and
disease prevention package which covers “immuminati annual physical check ups,
premarital counseling, voluntary HIV counseling aedting, antenatal care and family
planning services, as well as other preventivemnthotive care

The medical service welfare scheme has no excepfiunkidney diseases and all three
schemes use the national essential drug list ibehefit package$?

Besides covering the above and “comprehensive pakswrative, preventive and health
promotion (P&P) and rehabilitative services (withme exclusion listsf® the benefits
were updated to include ARV for HIV/AIDS, RRT andluenza vaccine by 2008.

In Colombia both schemes (subsidized and contributory) prowidebasic benefits
package’. The difference in the two schemes argasn it comes to the level of care
provided. The contributory regime is more compraianthan the subsidized regime and
it covers all levels of care, while the subsidizzdtem only includes the most essential
care, which has to be complemented with servicegigeed by public hospitals.

Both contributory and subsidized packages providegéneral care, treatment in a facility
of average quality, pharmaceuticals and ambulaecéce. The Obligatory Plan of Health

excludes and limits all activities, procedures, amdrventions that do not contribute to

diagnosis, treatment and rehabilitation of disedkese that are considered cosmetic,
aesthetic or sumptuary; and those that are expetahas defined by the National Council

of Social Security in Health, such as cosmetic srgnutritional treatments or those with

aesthetic aims, infertility treatments, treatmemd$ recognized by scientific or medical

associations or experimental treatments, treatméortssleep disorders, experimental

treatment with drugs or substances, treatment wdlvidual psychotherapy, treatment of

periodontal conditions, orthodontia and prosthesis treatment of varicose veins for
aesthetic purposes.

The EPS - a scheme co-financed by contributions footh the employee and employer -
provides the same basic benefits as Social Secanty for an additional charge, can
provide some supplemental benefits including cayeffar certain catastrophic illnesses or
diseases

The scheme ifCosta Rica provides a wide range of benefits for the popatattovered
under the CCSS scheme. Benefits are usually prdvire the facilities of the Social
Insurance Fund CCSS. They include workers and ttegiendenté’ It includes primary
care, specialist care, surgery, maternity carepitedization, medicines, dental services,
auditory services, limited optometry services apgliances (at a reduced cost). Further,
cash subsidies and funeral stipends, social pavigonly for direct affiliates) are
provided.

The provision of benefits is split into differergvkls, giving the highest importance to
primary health care. Primary health care is pravidg Basic Comprehensive Health Care

"L Gottret et al. 2008.
2 Ministry of Public Health, Government of Thailar&D02
3 Jongudomsuk. 2008.

™ Social Security Administration (SSA)/Internatiordbcial Security Association (ISSA). 2007.
Page 94.
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Teams (EBAIS) covering 90% of the populafforEBAIS are typically composed of a
general practitioner, a nurse and a technical tasgior primary health care. They offer
the following services: health promotion, preveatand curative care and rehabilitative
care for uncomplicated cases. In every area, ntyroamposed of 9 or 10 EBAIS, there is
an additional team of specialists to support th&E8®

Cases that cannot be treated in primary healthwdits, which serve as the entry point of
the health provision system, are referred to tighdni levels of care. Secondary care takes
place within a network of specialized hospitalsedfig medical-surgical treatment,
internal medicine, pediatrics and gynecology-obstet High-tech medicine is provided in
a few national hospitals. In the provision of t@nyi care, demand surpasses supply: Long
waiting lists for patients have accumulated, esglyctoncerning oncological treatments
and some types of surge'y.

For medicines, a list of covered pharmaceuticalsiéfined by CCSS regularly and
expanded continuoush.It is composed of more than 500 medicines and rso09&% of
the country’s morbidity/mortality profil€ So far, there is no price regulation for
medicines? Exceptional prescriptions of medicines, which ao¢ included, are possible
following a certain request procedure. This caul eavery high costs for the CCSS spent
on very few patient¥'

Regarding medical services, no definition of a fiepackage exists. Only few treatments
are excluded, e.g. plastical surgery. The regulactize is the inclusion of every advance
in medical technology, mostly without taking fingdeasibility into accourt?

Given the above experience, the extensive listofises to be provided in the Egyptian
health insurance would surely move Egypt to the @éod of peer countries. There is,
however, evidence, that providing an extensive fiepackage will only be possible in
stages and cannot be assumed to be available iatekydior the whole country. The full
package will most likely in the near future notdsilable in e.g. Upper Egypt given the
available infrastructure and size of the poor papoh. While the extensive benefit
package should remain a long-term goal, it is ssiggeto develop an initial benefit
package focusing on family and primary health caetred services and develop it in
stages over time towards more comprehensivenegsindtional experience provides
evidence that achieving universal coverage thrqughiding for comprehensive primary
care benefit packages but excluding services tieaperceived not to be essential could be
a successful avenue for Egypt.

S pan American Health Organization. 2008. Page 254.
® Rodriguez Herrera. 2006. Page 13.

" pan American Health Organization. 2008. Page 257f.
8Caja Costarricense de Seguro Social. 2008.

9 Rodriguez Herrera. 2006. Page 22.

8 pan American Health Organization. 2008. Page 258.
8 Rodriguez Herrera. 2006. Page 23.

82 Rodriguez Herrera. 2006. Page 44.

38



4.3.

Preliminary comments on the government’s
financing scenarios

4.3.1. General observations

The following initial comments on the governmerftisancing scenarios are related to the
overall assessment of the reform project. A morengrehensive assessment will be
provided as soon as the revised results of actusaridies will be made availabfg.

The set of financing options provided by the MOHwdrom the indications e.g. on
contribution rates and co-payments in the drafsl&w@and 11 received during the mission.
However, it is assumed that the government’s saamegflect current thoughts. Therefore,
differences between both approaches will not beudised in the following.

The new scheme is planned to be financed fromrdifitesources including contributions,
co-payments, lump sums and subsidies. It is assuhadt will be possible to mobilize
funds through these domestic resources, includimg the currently uncovered population
in the informal economy and the poor. Howevereéras that currently no exact definition
of the poor has been agreed upon nor has theityabid willingness to pay been
evaluated: Based upon official sources some 22epémf the population are assumed to
be poor; this is in line with ILO estimates thatremtly some 20 percent of the population
have no access to health services when neededM@M8S is working along the
assumption that some 2 million households are plxar and 20% of the population are
poor whereas international statistics point to fdet that more than 40 percent of the
population are living beyond the 2 US$/day povdirtg. It is important that an extensive
study of the economic and social characteristiaghefdifferent covered population groups
be undertaken as well as a review of their contoityucapacity to pay for contributions
and to provide co-payments.

The overall financial and fiscal affordability did various financing options is of utmost
importance once the different categories of theugaimn are agreed upon in order to set
realistic options for the reform.

For the time being further important elements fasting are missing. They include

m  Piloting in various governorates

m  The full expenditure forecast and the fiscal impatalysis in light of the government
budget.

m  Start up and transition costs for the new schesueh as upgrading of facilities in
poor governorates and addressing gaps in the heaittforce

m  Monitoring and evaluation of the new scheme
m  Institutional/administrative set up including cajya building of staff

Gaps in funding for these aspects might lead toifstgint delays in implementation,
impacts on inclusiveness and equity and shoul@kentinto account in due time.

8 The Ministry of Finance had indicated to the missihat the revised calculations would be made
available to the ILO by end of April 2009.
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For the time being, no information on mechanismspimvider payments, accreditation
processes and incentives have been provided. Theskanisms impact significantly on
the take up of benefits and cost control (and serguality) and should be specified in due
course.

The government scenarios explicitly mention thattgbutions for work injury have not
been included; however, it seems that the curmegilation envisages that work injuries
and occupational diseases will be covered throuffd. Hhis raises concerns given the
different risks and responsibilities for funding.

Generally, it should also be mentioned that it wlobe advisable to embed budgeting
efforts for social health protection into the breadpproach of poverty alleviation and
ensure that synergies can be developed betweepusasbcial security programmes e.g.
for the elderly, the unemployed, the poor and wahke groups. The concept of social
budgeting would be useful to ensure a coherenppetive on the requirements for future
public social expenditure and to assist policy-makie making the most appropriate
priorities when making use of limited financial eesces for social protection in a coherent
and consensual way.

4.3.2. Costing of the benefit package

Based on the government financing scenario (hitie)costs of the benefit package are set
at a maximum of 240 EGP/year and person (equaledh&ibution/subsidy for e.g. the
unemployed and informal worker). However, the M@Formed the mission that some
cost estimates are up to 400 EGP/year (ca 80 U8$parson in public institutions and
780 EGP/year and person in private institutiongdeience in the Suez Pilot points to the
fact that costs in private institutions might besevthree times higher than in public
institutions: A complicated delivery at a publicdpital is estimated at 500 EGP and in
private hospitals at about 1.500 EGP. It seemstariikely that even the amount of 400
EGP would be sufficient to cover real costs of veey comprehensive benefit package
outlined by the MOH.

The review of the financing strategy needs to bsetiaon a sound projection of
expenditure in relation to the various governmenaricing scenarios as behavioral
variables will likely differ from one scenario thbe other. The projections ought to be
made on the basis of projected expenditure ratfaar on the basis of projected income. It
would be useful to rely on the detailed analysithef present data on the average cost and
utilization of health care. More analysis shouldalso made on the future development of
the number of medical personnel catering for ingireademands and personnel cost as
well as possible development of the non-personost including the development of drug
price as one of the most essential cost driveloaspersonnel cost.

As for the dynamics of the cost increase of headihe, it is important, first of all, to
analyze the past experiences of increases inaitdiz and the average cost. However, in
the mid- and short term significant increases andbst of services are to be expected and
need to be taken into account. This relates to, lmpihntitative and qualitative effects. It
would be unlikely if both costs and utilization fgaihs of those currently insured would
remain unchanged given the extension to a largegbahe population that faces specific
health challenges due to their socio-economic lerofi

It seems also important to take changing poverty disease patterns into account given
the impacts of the financial crisis on Egypt argdtiansition to a higher middle income
country. Cost increases are particularly to be etgue from increased utilization of

services for chronic diseases.
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The increasing number of patients with chronic alies might also be challenged by the
relatively high co-payments requested for drugs sewtices and therefore threatened by
poverty. The related impact would be seen on are@sed need for subsidies.

Further, health care cost of the disabled, inclgd@habilitation cost, would need to be
properly taken into account given their need ta jbie scheme.

4.3.3. Health care financial projections

It is to be expected that a high number of nonstomiors that need subsidies will be
insured under the new scheme. The MOF assumes tiwddl of 25 % of the population
will have to be subsidized.

Against this background, it seems to be narronotu$ on some 2 million households of
the ultra poor. While this is an important steitite right direction, further efforts should
be undertaken to avoid an underestimation of timelfunecessary and ensure that those
who are eligible for subsidies will not be excluded

The suggested contribution rates for the formaheowy seem to be moderate compared to
countries with comparable health insurance appresmahd development levels.

Also the contribution basis suggested raises coscér relates to just one out of usually
several sources of income, particularly of thosespaf the population that is more

affluent. It is most likely that this group couléfad to pay a higher share of their overall
income for social health insurance and therebyesme required funds for the poor and
contribute to solidarity in financing.

The government suggests increasing public health fg@ancing resources by introducing
an earmarked tobacco tax. More efficient targeting controlling of the use of various
subsidies provided in other sectors such as o ladso been mentioned. It is suggested to
further elaborate this avenue in order to ensuaé $bfficient funds be available for the
new scheme in line with the various scenarios @fjgoted expenditure as well as to
establish a new financing structure for health care

Fiscal space is closely linked to enforcement ef lklw and macroeconomic conditions.
Therefore, the government should take measuregsdore full enforcement and test the
design of the social health protection system ferresilience against effects of the
economic crisis and establish well-defined contiayemeasures together with the social
partners, so that these measures can be enactédl/giineeded.

Finally, it is suggested to review the current edliiton of funds in the health system. This
concerns e.g. the use of funds allocated to theSPSdheme, should it be continued or if
not, an assessment if in future these funds — equhk budget of the current HIO — could
be channeled through the new health insurance scheanther, funds currently used for
the Family Health Fund should be added to the dveireds available for the new scheme.

4.4. Excellence in organization and administration

In the context of the ongoing discussion of theltheimsurance reform project in Egypt
some observers speak about a “privatization” offibalth system, whereas others refer to
using the advantages of the private sector in treext of a universal health insurance
scheme. In order to clarify the situation and aumithecessary dispute it is suggested to
clearly define the leadership role of the governmand the specific roles of social
partners, civil society, providers, professionasasations and the private sector. The
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government’s leadership should be inclusive andrs#ed by participatory decision-
making.

Given the missing information on the roles of théblpc and the private sector, only
general comments can be made on organizationalctssp# is emphasized that
improvements in efficiency and effectiveness shdiddhimed at with a view to achieving
expenditure reductions in administration, developnaé sound provider payment and cost
control mechanisms and linking social health insoea to broader social security
approaches.

Of key importance are also issues related to gewem, social dialogue, purchasing and
contracting.

4.4.1. Governance and social dialogue

The responsiveness to the concerns of contribinds users of services of the health
system is an important factor. If the law createargnteed entitlements to certain services,
this will only be meaningful if a body is set up evh these rights can be claimed in case of
failure to obtain them. This complaint mechanisraudtl be easily accessible at the local
level and decentralized. In this context, it iseesml to establish mechanisms of social
dialogue on the different levels of governance igmal, governorate, local). Only if
members have a real influence on the managemehe agicheme, they will fully support it
and comply with it. In addition, the users can giegy important feedback as they get to
know the system from the inside and perceive néadsnprovement. To be concerned
about user satisfaction, giving users a say catribate considerably to the quality of the
system.

Good governance of SHP systems is closely relateshdtitutional and administrative

efficiency. Good governance is an integral parthef strategy design of SHP. Decision-
making in social health insurance needs to be baped, among others, accountability,
transparency, equity and inclusiveness and paaticip and consensus.

The concept of tripartite governance of social theadsurance — e.g. through a tripartite
membership of the board — is an excellent tookfdrieving good governance. It will also
address the lack of transparency and quality tteetksncurrent public health protection and
the current reform process. This challenge has rbhecparticularly important since the
current legislation is perceived as turning theiaddeealth insurance into commercial one
on the basis of its increased subscription feescangayments and the reduced benefit
packagé’

It is, therefore, advisable to establish a broatnal and social dialogue, which discusses
reform aspects and proposals and ensures a broaérsus on the features, governance
and implementation of SHP. Participants of thislagjge should be representatives of
workers associations, trade unions and informalnecty workers, patients, health
workforce, public and private healthcare providezmployer representatives and the
relevant government and public sector institutiofise dialogue on the reform process
should lead to a governance structure for socialthénsurance that ensures all important
social partners are included in monitoring, reviegvend decision-making in SHP. An
important tool could be tripartite boards of the FSlihstitutions, which bring together
patients/civil society, employers/providers and eyownent with equal decision-making
power. This board reviews all relevant financiatl aadministrative matters and jointly
decides on important aspects such as treatmemtastis)

8 Egyptian Committee on the Right to Health. 2008.
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Additionally, the government needs to ensure tipgr@priate regulatory conditions and
oversight is established. An important aspect e¢hregulations is to separate the social
health insurance fund from the government. The nfiied resources and revenues
earmarked for or generated by social health ingg&rahould be kept entirely separate from
the government budget. This should also be the witberegard to different social risks
such as old age or unemployment. It is importankdep the funds for different risks
separately. Against this background, it is suggkegieseparate health insurance from work
injury as currently foreseen in the draft law aalet into account the different risks and
responsibilities of employers for financing this.

Authority over funds should rest with the (tripgeji boards of the organization(s). The
current position of the HIO as an institution tisahot under the MOHP provides a useful
starting point for institutional reform. Governmeatocations (i.e. mainly the subsidies for
the contributions of the poor and ultra-poor) skoble transferred to the insurance
organization and be entirely under its control. Téentributions from workers and
employers should also be collected and administeyetie organization. Decision-making
over these funds should be with a tripartite badradnd should only be allowed to be used
for healthcare related benefits and internal adstriaiion.

An adequate communication strategy to explain mefglans, the logic of a health
insurance scheme and the need for a phased impiatio@nover a long term could
improve the reputation of the reform and newly llsthed organization among the
general public. In this context, it will be crucfak the further reform process to attribute a
lot of importance to information and awareness ngsi The challenge for the
implementation of the reform will lie in taking etrg, technically sound decisions on
many issues ranging from the size of the benefkpge, the level of contributions and co-
payments, the contracting and payment mechanigrasprovision of quality services to
the monitoring and quality assurance. It is equathportant to communicate these
complex technical matters understandably to thelipul® build trust in the new
organization and the new system. To a large extaig,will depend on the quality of
services but it will also depend on the governasteicture and administration of being
perceived as efficient, accountable and fair.

Punishing abuse and corruption will further helfptald trust. No system operates without
a limited level of abuse but implementing proceduretrack expenditure, quality and user
satisfaction and visibly act on poor performanct mwiprove the public reputation of the
scheme. Having established a trusted institutioin wirong lines of accountability, will
also make it easier for the new payer to justifytobution rates to employees and
employers, attract new members to the scheme, iafipdgetter-of informal economy
workers that may otherwise evade contribution paysie

Efficiency and effectiveness in administration nsportant for the overall quality of the
scheme. However, it seems improvements in admatiger structures have not been
clarified yet in great detail in the current versiaf the law.

The new law aims at the separation of providerfarahcing functions currently assumed
by the health insurance organization/Ministry ofalfle. However, important details
impacting on the overall costs of the new schemehsas provider payments and
accreditation procedures have not been clarified ye

Despite the government’s wish to unify all existisghemes into one system, the PTES
scheme might remain. Given its gaps in transparandyits high costs it will be necessary
to develop further details on its functioning, @itity criteria, cost coverage etc.
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4.4.2. Purchasing and contracting

An important mechanism, through which social heaftburance contributes to better
equity and responsiveness in health systems, istteegthening of the demand side in the
health sector. This is achieved by establishingang purchaser of healthcare services, i.e.
the health insurance fund. This can have importsmnefits for the availability and
affordability of good quality services, particularfor the poorer segments of the
population.

Further, for the time being, no provider paymentaocreditation mechanisms to deliver
guality services have been suggested in the degfslation for primary, secondary and
tertiary care. Given the significant impact of teth decisions for the costing it is
suggested to evaluate and - if necessary - retiseptoceedings with a view to more
efficiency, effectiveness and quality in servicéay.

The experience of the HIO concerning purchasing aeadtracting should be made
available for the new system. The HIO is experidn@@ contracting inpatient and
outpatient health services. At the same time, th@ ebnstituted only a relatively small
purchaser of services compared to overall healgemditure. It is expected that the ‘new
payer’ will be a stronger purchaser, representingigger share of the total provider
capacity, both due to increased coverage of the aond the informal economy workers
and increased utilization in light of improved dees under the new system. In this
function, the ‘new payer’ will face the same ditfity as any purchaser in a SHI system: to
balance considerations for cost containment withsiterations of quality. Under the
current system, cost issues often seemed to prevail those for quality. However
payments to providers should cover their margirgdts and contribute to their capital
expenditure for upkeep and investment needs. Otbenproviders will be driven out of
business or quality levels will deteriorate. Thésiinportant particularly in light of the
recent investment in upgrading to ensure that tiasestments in the infrastructure and
improved levels of quality in many facilities (gsrtfinanced by donors like the EU,
UNICEF and the World Bank) will be sustainable fre tlong run. At the same time,
purchasing an expanded volume of services throngmew payer might use up current
excess capacities, strengthening the autonomyavigers and possibly driving up prices.
These effects would vary greatly in different arelepending on the availability of
services.

The new payer will need to quickly build up capadm the area of purchasing and
establish an adequate payment mechanism. Whilethbspre is often reimbursed on a
fee-for-service basis, primary care could be payd dapitation or on the basis of
diagnostic-related groups (DRG), which may als@uieable for some hospital treatments.
However, DRG systems are costly since they requil@ge amount of data gathering to
establish adequate levels of reimbursements thatitdo account age, sex etc. of cases
and related costs. The question of choosing seitpblment mechanisms relates to the
need of building up capacities for contracting miyiders. Unlike the HIO, the new payer
will not own any facilities but contract servicdsoth public and private). However, the
HIO has only limited capacity to manage these emtdr effectively, ensuring both
adequate payments and levels of care.

On the providers side, it might be useful to depedpproaches aiming at ensuring better
compliance with reporting, issuance of invoices grgviders, avoiding under-the-table
payments for equipment and addressing leakage ofisfuby developing efficient
mechanisms of payments and contribution collectimechanisms of management of
public funds, control and reporting and enforcirdated regulations in the context of
upcoming public finance reforms.
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4.5.

Piloting implementation

It has become clear, that strong political committvend society’s demand for a reform of
social health insurance in Egypt exists, in paldcwith regards to improvement of
service quality and extension of coverage.

Several important steps have to be taken in tliigme The gaps in coverage and access in
the current system have to be fully understood defthed before taking conclusions on
policy changes. This includes taking stock of alktng social health protection systems
and legal provisions for coverage.

Important steps to develop a sustainable schemédimg for quality services include

developing feasibility studies, piloting, implemegt and monitoring/evaluating in

different socio-economic and geographical enviroms@nd related further adjustment of
scheme features as foreseen by the governmenteinGibtvernorates of Sohag and
Alexandria.

This should be based on results of testing andingpsif different benefit packages,
assessing income from different sources and aligvior flexible adjustment through
monitoring of results at the administrative, finehcdemand and supply level. Special
consideration should be given to covering womeriprmal economy workers and
families. In addition, further Governorates witlglhipoverty levels, should be selected for
piloting and implementation.

On the basis of these conclusions, a plan for tktension of coverage should be
developed. This plan — partly consisting of ledisla— would be a coherent design for a
pluralistic national health protection system armdivetry structures, aiming at universal
coverage. The plan would address all relevant @spsaech as coverage mechanisms for
specific population groups; benefit package(s),ul@gpn on sources and usage of
revenues, institutional and administrative process®l the timeframe for the achievement
of universal coverage, including details on how titasition to the new system will be
phased. The implementation of the plan requirestiengthening of all relevant national
capacities, such as training for decision-makerd administrative staff, upgrading of
capacities in designing, implementing and moniwriand overall development of
knowledge sharing and usage.

The suggested phased implementation e.g. by goragasowill require additional funding
for

m  Piloting, evaluation and monitoring

m  Capacity building of decision and policy makergha government, trade unions and
employers’ association, administration of the netesne.
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5.

5.1.

Suggestions for technical cooperation

The implementation of the following activities asilategies in relation to the social health
insurance reform are recommended. The ILO stardiyramsupport their implementation

and/or supervision. Depending on the availabilifyfunding, possible implementation

might be sought in cooperation with the internaloctcommunity, local partners or others.
These suggestions aim at contributing to achieviagonal and internationally agreed
objectives and focus on:

m  Refining the options for financing, benefit packsgextension of coverage to the
vulnerable etc. on the basis of a thorough actuasaessment in line with social
insurance principles

m  Undertaking a review of the projected health budgetelation to the public social
expenditure - the social budget

m  Undertaking a micro-simulation study on the pragélcimpact on poverty according
to the different government financing strategies

m  Facilitation of national and social dialogue oa teform process
m  Finalizing the legislative process

m  Developing and implementing an information and oamication strategy for the
SHP reform

m  Strengthening capacity for development, implem@maand management of social
health insurance

m  Developing an implementation strategy

Financial, actuarial, social budgeting and mic  ro-
simulation studies

The government supported by the international coniyinas already compiled actuarial
studies and scenarios. However, an actuarial dvadgd on the most recent legislation,
government scenarios and issues addressed iretiost was not available at the time of
writing. The following comments aim at providingramework for assessing more current
actuarial studies.

The results of the studies and commentaries alrestle and to be expected from within
the political decision making process, from sopwitners, civil society, experts and others
should be taken into account in order to achieveealistic picture of the financing
scenarios envisaged so to better assess theircatiph in terms of behavior of the covered
population, related projected costs and to drawenagcurate appreciation of the potential
advantages of each of the various options undemegtiescheme.

It is advisable that aspects related to affordgbidoth at the national and household level
be carefully considered. A broad approach shouldobesued in which social health
protection is seen as an instrument to contribatelleviating poverty (in particular,
health-related impoverishment), improving accesa quality of healthcare services and
overcoming socioeconomic challenges (such as sanidleconomic differences between
urban and rural areas). It would be beneficial thatactuarial study be conducted based
on coherent demographic and economic assumptidnshduld cater for adequate
financing strategies for a broader social protectitechanism including universal access
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to basic health care, income security for childxad the elderly as well as for the working
age poor. The social budgeting concept could besedvon the basis of the prior work
undertaken by the ILO in 2001.

5.2. National dialogue on the reform process

Extending social health protection requires strpalitical commitment and support from
the whole society in order to be sustainable. Vision the schedule and priorities for the
reform as well as the financing often differ. Expace of ILO suggests that reforms based
on a broad national dialogue involving workers’ ams and employers’ associations
contributes significantly to building consensus ah@reby sustainability. Failure of
discussing reform issues widely often results lack of mutual understanding and creates
mistrust and evasion.

However, given the diverse interests of all padniewolved, achieving the necessary
support is highly complex and difficult. Problenfsen arise when concerns are ignored or
misunderstood and participatory decision-making lvaged. This might result in lack of
support for the implementation, enforcement, fugdisnd compliance with new laws and
ultimately leads to further reform activities, sames even after parliamentarian hurdles
have been passed.

Against this background, it is suggested to deve@pportunities and provide forums to
develop a national and social dialogue to achieva lbroad a consensus as possible on the
reform process.

Basing reform decision on sound technical advicdaniportant, however the ILO’s
experience suggests that health policy reformsialgmve value judgments and diverging
perceptions of interests and should therefore breeagupon through broad national
consultations with all those who are concernedh f1gcthe various government ministries,
workers unions and employers associations repliegemihose who pay and receive
benefits. Such a consultation process might camgilto advancing the reform project,
ensuring that negative impacts could be anticipatetimitigated, reflecting the interest of
all concerned and sustaining support of all acitovelved. Possible topics might include
developing and implementing sustainable consensus o

m  Financing mechanisms, including setting of conttidn rates and subsidies for health
services

m  Extent of benefit packages
m  Defining needs for capacity building including &wmcial partners

m  Developing strategies for gradual extension ofecage e.g. an implementation plan
of the reform proposal

It is in this context that the “ILO Dialogue on $adHealth Insurance: The Reform Project
in Egypt” will take place in Cairo. It aims at fétating an open dialogue on key issues
related to the Reform Project and providing inpiatghe discussion from international
perspectives in achieving universal coverage wittied health insurance.

The meeting is intended to be a forum for highdgudicy and decision-makers of the
Government and other national authorities, theetradions’ federation, the employers’
federation, international organizations, nationqlests and the press.
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5.3. Support for piloting

The implementation should be based on a coveragearid phased by governorates. This
will set out the path towards developing and imm@ating comprehensive benefit
packages according to a common diagnostic frameworkng at identifying needs of
various income level groups, financial and geogi@tarriers to access health services
and taking into account specific outreach targitsncial projections, requirements for
subsidies, infrastructure development etc.

It will be important to take a gradual approach dosg increasing insurance/benefit
packages that include essential services, matagwpost-natal child health, catastrophic
referrals and possibly transportation taking intocunt constitutional requirements, fiscal
space and ability to pay.

In the context of the evaluation and monitoringibéts in Suez, Alexandria and Sohag, an
assessment of issues related to the following &spaa inform the overall implementation
process:

m  Efficiency and effectiveness of proposed detertionaof wages, contribution bases,
and contribution rates

m  Development of options for supplementary non-wagatributions for the formal
sector

m  Changes in income/poverty status of vulnerablaufaiion groups within 12 months

m  Cost impact of accident insurance and use of iveealth care facilities and
hospitals as compared to public facilities and akp

m  Role of social partners and civil society

m  Willingness to pay for insurance, reasons for take up of benefits by the poor,
better targeting of women, children and elderlyogde with chronic diseases.

5.4. Information campaign

Furthermore, education and awareness building dralab be employed to inform public
behavior and address particularly misunderstandimyevasion of social health insurance
concepts by providing consistent and uniform messag key topics.

It seems to be important to address these througgmemunication strategy on the social
health insurance and its reform. Multimedia campaapls, known and appropriate to the
people should be utilized to build public awarend$sgse may comprise campaigns aired
on local television and radio programs, printedcks$ in broadsheets, tabloids and
brochures and published via the Internet. Gener#ilg approaches should be culture-
appropriate tailored to the sensitivities of diffier audiences and based on the vernacular.
For example, they should target specific populatjosups as in the use of radio programs
to reach the members of informal economy and faeiilies including the poor or those in
the rural areas.

In this context, a major national conference shdndcheld and led at the highest level of
the Government involving the President and respbagovernment ministers. It should
aim at launching the information campaign, educatind awareness building activities. A
forging of commitments by relevant stakeholdersg.(énsurers, trade unions, and
employers, policymakers, health providers and dmtimakers) may be done to signify
consensus, support and intent to pursue the refdrhs conference may also be used to

48



institutionalize social dialogue / consensus baddas a mechanism to achieve national
and local level plans and reforms.

5.5. Capacity building
Capacity building for health insurance schemes Ishiaike place at two levels:

The system or managerial level with regard to the of funds, efficiency, management
capacity, legislation and enforcement, decisioningagrocess etc and

The service delivery level focusing on responsigsneprovider behavior, medical
intervention, infrastructure, equipment and staff.

The training activities should tackle selected éssat both levels including enhancing
administrative, management and technical capadaityng at improving the system and
managerial level as well as responsiveness anddarolvehavior.

The objective of the training should be to ensuificiency and effectiveness of the
administration and management of the scheme, devebmagement capacity, legislation
and enforcement and enhance the decision-makirgggses. Related training components
could include:

m  Accounting skills/budgeting and cash flow manageime

m  Actuarial and social budget modeling and analytsséls

m  Statistical data collection and analysis

m  SHI management at both national (e.g. National tHeatcount) and provider levels
(e.g. accounting, costing of benefit packagesizatibn)

m  Cost estimation and cost control

m Information management skills (collection and gsisl of patient data)

m  Capacity to collect contributions

m  Capacity to contract providers/process claims

m  Membership management

m  Capacity to enforce regulations

m  Monitoring capacities

m  Communication strategies

Besides training activities focusing on technicad aadministrative issues, it is also
suggested to provide for capacity building of decisnakers in the government, social
partners and civil society given the need for agre@ on key features of the reform and
the current deficiencies in consultative processeshe reform. This should be based on
approaches to consensus building and nationalgilialoboard representation, regulation,

and information sharing in social health insurance

The capacity building measures and the above-mmdioational dialogue event could be
seen in the context of broader information and amwass raising campaigns aiming at
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advocacy for the reform and its objectives to imperoaccess for the poor and is
particularly important in the light of the finantiisis and necessary adjustments.

As regards the pilots in Sohag, it is suggestedupport the implementation process
through joint capacity building activities in coespgon with WB, WHO, UNICEF,
USAID and EU such as training of administrativeffsta their new role as purchasers of
services, audit and investment policies, contrdutcollection from informal economy
workers, decentralization etc.
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Mission team

Dr. Youssef Qaryouti, Director SRO Cairo

Dr. Xenia Scheil-Adlung, Health Policy CoordinathrQ Geneva
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Ms. Nashwa Belal, ILO SRO Cairo

Ms. Amal Mowafy, ILO SRO Cairo

Officials met during mission

Minister of Finance

H.E. Minister Yousef Botros Ghali
Dr. Mohamed Ahmed Maait, Deputy Minister of Finance

Mr. Ahmed Rashwan, Pension and Insurance Reform
Minister of Manpower and Migration

H.E. Aisha Abdel Hady
Ms Mervat Wahbi, Director of International Relation

Minister of Social Solidarity
H.E. Minister Dr. Ali EImoselhy
Egyptian Trade Unions Federation

Mr Ossama Elashiry, Ambassador
Mr Mostafa Mohamend Zaki Rostom, Head, Internatiéteations Department

Mr. Mostafa Mongy
Egyptian I nsurance Supervision Authority

Dr. Adel M. Rabeh, Chairman
Dr. Ali EI-Ashry, Deputy Chairman
Dr. Ehab Abul-Magd

Federation of Egyptian Industries

Mr. Samir Hassan Allam, Heal of Labour Committees

Mr. Amr Ibraheim EI Desouki Abed, FEI, Human ResmuManager
Mr. Hamdy Kobaisy, FEI, Board Member

Mr. Hend Nadim, FEI, Board Member

Mr. Khaled Abd El Fatah Sayed Ebrahem, FEI, Boaririder
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Health Insurance Organization / Ministry of Health

Dr. Said Rateb, Director
Dr. Abo Bakr A. EImekawy, Head of Technical Office

General Social Insurance Fund / Ministry of Finance

Mr. Ali Mahmaud Nassar, First Undersecretary, Heddsovernment Fund, Ministry of
Finance

Private Social Insurance Fund / Ministry of I nvestment

Advisor to the Chairperson

Central Chairman of electronic data documentation
General Director of insurance technical orientation
Director of central insurance evasion combat

Director of System Analysis
Suez Pilot Project

Dr. Emam Mohamed Mosa, Director of Health and Paipah
Dr. Mohamed Hassanein

EU
Pierre Destexhe, Health Sector Policy Support Rirogre
UNICEF

Dr. Vijayakumar Moses, Chief, Young Child Survieald Development
Dr. Magdy El-Sanady, Health Specialist

USAID Egypt

Ms. Vikki Stein, Health, Population and Nutritiorffider
Ms. Mahinaz El-Helw, Health and Population Office

World Bank

Mr. Emmanuel E. Mbi, Director Central Middle East@nd North Africa Department
Mr. Sidi Mohamed Boubacar, Deputy Head of Office

WHO

Dr Ahmed Ali Abdul Latif, WHO Representative, Egypt
Dr. Belgacem Sabri, Director, Division of HealthsByms and Services Development
Dr. El Idrissi Zine-eddine M. Driss, Health Econeini
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Draft legislation on Health and Social Health Insur  ance
Decreeissued by the President of the Arab Republic of Egypt
Draft law
For the promulgation of a Law Concerning Health and Social I nsurance
The president of the Republic
Having perused the Constitution;

And Law No. 10, for the year 1967, regulating tredé in the medicines of the General
Authority for Health Insurance;

And the provisions of Law No. 32, for the year 1978gulating medical treatment

insurance for employees working for the governmamd local Authority bodies and

public organizations and institutions, and the 8lokrisurance Law No. 79, for the year

1975;

And Law No. 99, for the year 1992, regulating heaisurance for students:

And Law No. 203, for the year 1991 promulgating Bblic Sector Companies Law,

And President Decree No. 1209, for the year 196tbtishing the General Authority for

Health Insurance and its branches for employeg®wérnment and local Authority bodies

and public institutions and organizations,

Has resolved that,

This draft Law shall be submitted to the Peoplessémbly and the Consultative Council.
Article 1

The provisions of the attached Law shall applyhe Social and Health Insurance
System.

Article 2
The following laws shall be annulled:

— Law No. 10, for the year 1967, regulating thelérin the medicines of the General
Authority for Health Insurance;

— Law No. 32, for the year 1975, regulating medtoahtment insurance for employees
working for the government and local Authority besliand public organizations and
institutions;

— Any provisions of Law No. 79, for the year 1978&gulating Social Security which
contradicts the provisions of the attached law;

— Law No. 99, for the year 1992, regulating heaiurance for students,
And,

— Any provisions that contradict the provisiondlu# attached law.

53



Article 3

Existing regulations and decisions applicable at date of entry into force of this
Law shall remain in force until the regulations afetisions provided for under this Law
shall be issued, provided the former do not coinflith the latter.

Article 4

The Minister for Health shall issue the executiggulations for this Law within six
months of its coming into force.

Article 5

This Law shall be published in the Official Gazedted shall come into force at the
beginning of the month following the date of itdbpaoation.
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Social Health Insurance Law
Chapter |
Scope of application of the provisions of thislaw
Article 1

Social health insurance is a compulsory system dednon social solidarity and
covers all citizens and that the State shall cdler cost on behalf of the needy. lIts
provisions shall come into force on a graduallyibamder decrees issued by the Prime
Minister based on a presentation by the MinisteiHealth.

The insurance shall cover sickness and work relajades.
The insurance shall not include natural disasteep@emics.

This system shall be based on the principle of regipa between service finance and
service provision.

Article 2
Health insurance refers to the services providedimthe Republic, which are:

Preventative, remedial and rehabilitation servaed medical tests as listed in a set
of services prescribed by a decree issued by thmeeR¥linister. Such services may be
reviewed, as required, pursuant to a presentagighéoMinister for Health.

Article 3

A portion of the resources available to this insgeasystem shall be allocated for the
coverage of personal health catastrophes (which halestructive impact on the financial
stability of families). The rate of such allocatighe qualifying cases, and the method of
coverage shall be prescribed by decree issued byPtime Minister pursuant to a
presentation by the Minister for Health.
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Chapter 11
System administration
Article 4

Administration of this system shall be carried byta public body having a juridical
personality and reporting to the Minister for Hbaknd Population pursuant to a
Presidential decree setting its competences amdnait codes. Until such a Presidential
decree is issued, the General Authority for Hedhburance, which is subject to
Presidential decree No. 120, shall administer yisées.

Article 5

The Authority shall, either directly or through itsranches, implement health
insurance through a decentralized administrativstesy based on self administration by
the Authority’s branches or regions.
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Chapter 111
Finance

Article 6

The health insurance system shall be financed frenfollowing sources:

1.

1.

7.

8.

Subscriptions by insured persons:

Employees subject to the social insurance Laa edte of 1.5% of total
income.

School and university students at a rate of 5%ition fees, at a minimum
of EGP10.

Professionals with irregular salaries at a cAttGP15 per month.
Artisans with the irregular salaries at a rdtE@P10 per month.
Pensioners at a rate of 1% of monthly pensions.

Widows at a rate of 2% of monthly pensions.

Unemployed wives at a rate of EGP10 per month.

Pre-school aged children at the rate of EGP2@upeum.

Husbands shall pay the subscription for their udeyga wives and children at

home.

2.

3.

4.

Employers’ contributions:

Sickness insurance at a rate of 4% of total wafeemployees registered
with the employer.

Work injury insurance at a rate of 1% of totahges of employees
registered with the employer.

3% of the pension paid to pensioners and widoyvthe body responsible
for insurance and pensions.

Fees and contributions by insured persons:

Fees paid upon receipt of various services (ogbt hospital stay,
examination by practitioners, examination by sgexts&g home visits, etc.).
Such fees shall be set by a decree of the Minfistdtlealth and Population
pursuant to a presentation by the head of the Aiyhcand shall not
exceed 25% of actual costs.

A third of the cost of outpatient medicines.

A third of the cost of outpatient examinatioesfs.

Public treasury contributions:
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1. EGP 12 for every school and university studemd avery child under
school age.

2. Full subscription costs for insured personsildiigfor a full subsidy as
prescribed under decrees issued by the Ministadéaith and the Minister
for Social Solidarity.

3. The value of the contributions payable at rdceipservice for persons
eligible for full subsidies.

4. A percentage of Gross Domestic Product as pbestunder decree issued
by the Prime Minister.

5. Subsidies, gifts, awards, and other resource@soaped by the Authority’s
board of directors.

6. Returns on the investment of the Authority’sdan

7. Other sources:

10% of the price of each unit of tobacco sold.

The sum of .... at obtaining the first driving licen

The sum of .... at renewing vehicle licenses acogrtth engine size.
The sum of .... per ton of cement.

The sum of .... at obtaining licenses for treatnmsiters, hospitals,
and pharmacies.

The sum of ....at registering a first child, incriegsgradually by ....
based on the number of children.

Article 7

The value of subscriptions, contributions, and ofbading sources may be amended
by decree issued by the Prime Minister pursuard faresentation by the Minister for
Health in light of the results of a review of theitAority’s financial position conducted

every three years.

Article 8

The public treasury shallow undertakes to pay dwayt&all in the Authority’s funds if
its various reserves are insufficient to meet siartfalls.

Article 9

Any surplus in the Authority’s funds shall be tresrsed to a special account from
which no disbursements shall be made unless approyethe Authority’s board of

directors.
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Chapter 1V
Service providers
Article 10

Health insurance services shall be provided thraggitracts with government, non-
government, and private health care providers go@ance with quality standards and
contractual regimes prescribed by the Authority.

Chapter V
General provisions
Article 11

—  The Authority shall be responsible for treatimg tinjured and sick and providing
them with medical care until cured or until thewndition stabilizes or they are
shown to be disabled. The Authority shall be esditto monitor the injured or sick
wherever their treatment takes place.

— The level of insurance related healthcare sesvitely not be below the levels
prescribed under a Minister for Health decree.

— The State undertakes to treat the needy thranghding treatment costs. Executive
regulations shall prescribe the terms and conditigoverning the eligibility of the
needy.

Article 12

The Authority shall provide tests for employeesasgul to any of the occupational
illnesses listed in Schedule | attached to SoctluBty Law No. 79, for the year 1975,
against a fee of EGP10 payable by the employeedah insured person exposed to the
said illnesses. The value of this fee shall beenggd every three years pursuant to a decree
by the Minister for Health in agreement with thenldter for Labour.

Article 13

Cases of incapacity prescribed under the aforewmedi social security law shall be
attested to by a certificate from the Authority eomg such information as shall be
prescribed by a Minister for Health decree in agreet with the Minister for Social
Security. Medical commissions nhominated by the Atithi shall decide on the incapacity
of insured persons in cases of work injury andresls (the date and proportion of such
incapacity).

Article 14

Basic care units and family medicine units shagkenedical records relating to all
family members within their geographical jurisdicti The executive regulations shall set
out the information to be contained in such records

Article 15

All competent authorities shall supply the Authpsitith required data on the number
of persons covered by this Law, as well as theaggaphical location, age, profession, and
any further information required by the Authoritythe course of carrying out its tasks.
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Articles 16

Benefits provided under this insurance shall b@esoded in all cases where payment
of subscriptions is interrupted for any reason whever.

Articles 17

The fixed and movable assets of the Authority, el as all its investment activities,
shall be exempt from all taxes and levees.

Articles 18
Subscriptions payable pursuant to this Law sha#@mpt from or taxes and levees.
Article 19

Claims relating to the implementation of the prais of this Law filed by the
Authority or insured persons, at all court levelsall be exempt from court fees. In such
claims, the competent court may issue decisionginiag expedited execution and refuse
to accept bonds.

Article 20

Amounts payable to the Authority pursuant to thevjgions of this Law shall have
first claim on all debtors’ fixed and movable assahd shall be paid immediately upon
settlement of court expenses. The Authority maylecolsuch amounts by means of
administrative confiscation.

Chapter VI
(Penalties)
Article 21

Without prejudice to any severer penalties prescribnder any other law, any person
preventing Authority employees enjoying judicialwers of inspection from entering a
workplace or perusing records, books, documentfapers as may be required for the
enforcement of this law, or refusing to provideormhation prescribed under this Law or its
executive regulations and decisions, shall be stldgea prison term not exceeding two
months or a fine not exceeding EGP1000, or both.

Article 22

Without prejudice to any severer penalties prescribnder any other law, any person
maliciously providing inaccurate information or me&usly withholding any information
prescribed under this Law or its executive regatadiand decisions, such as may lead to
unlawfully obtaining funds from the Authority shdlle subject to a prison term not
exceeding three months or a fine not exceeding BG®,2r both.

The same penalty shall apply to any person inteatip providing erroneous
information for the purpose of evading paymentrabants due to the Authority.

Article 23
Without prejudice to any severer penalties presdrilunder any other law, any

employee of the Authority or any of its contractareluding doctors, pharmacies, etc.,
facilitating the obtaining of medicines by unlawfaieans or against proper medical
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practice by a beneficiary or any other party to mhthe Authority provides medical
services pursuant to its codes shall be subjeztigson term of not less than three months
or a fine of a minimum value of EGP1000 and a maxmvalue of EGP2000, or both.

The same penalty applies to any person to whom amedi were dispensed and
subsequently sold them on to others and any pavlorpbtained such medicines knowing
they were dispensed under the medical care provisistem.

Explanatory Memorandum of Article 7
Chapter Three
Draft Social Health Insurance Law on Funding

The article on funding resources of Social Heatdutance, in draft law 8, was one of the
most controversial on all levels of society. Sirthe draft formulation committee has

decided to rephrase this article in its final vensof the draft law, so that it would include

only titles without getting into details, the conttee therefore finds it necessary to explain
the following in relation to the article:

m  The sustainability and continuity of funding arns ability to respond to health and
economic developments constitute a key requirenmeany social health insurance
system.

m  The needed funding must correspond to the castegbackage of services offered.

m  The actuarial study has determined the cost ofphekage of services under 3
different scenarios, which should be of the firshgideration when deciding funding
resources, having taken note ttia cost of the service package is not equivalent to
the total cost of the entire health insurance system. The health insurance system
comprises other components such as public healthicee undertaken by the
government, e.g. vaccinations, epidemic fighting,,e¢he cost of the supervisory and
leading role of government health institutions, aheé operational cost of less
frequented units, in addition to the cost of kegm@mployees for mere social reasons.

m  The funding section in draft no. 8 listed only soof the funding resources in line
with social health insurance systems worldwide. €ramples were by no means
exclusive nor exhaustive. Financing experts andldgfyeslative body are, therefore,
welcome to decide the best available resourcesotade the required funding.

m  The wide-scale society debate of the draft lawuraaveled profound understanding
of the funding value and sustainability, as welbagradual acceptance of the concept
of increasing subscription rates, while having resions over the level of
contributions, etc.

m  The replies sent by:

a. The National Democratic Party’s Health Committee
b. The Egyptian General Federation of Trade Unions
have offered detailed propositions for funding. Bath bodies have substantial popular

weight, we believe that making use of these prdjposi when deciding funding resources
is very important so that an agreement on det#ileding resources can be reached.

61



References

Armstrong, John. 200Actuarial Modeling for National Health InsurancefBen in
Egypt: Summary Repoministry of Finance and World Bank.

Avirgan, Tony; Bivens, Josh L; Gammage, Sarah (&¥)5.Good Jobs, bad jobs, no
jobs: Labour markets and informal work in Egypt,3&lvador, India, Russia, and
South AfricaWashington, DC: Economic Policy Institute — GloBalicy
Network. Available online at
http://epi.3cdn.net/9964238c43c262ffa0_tgm6iic56.pd

Bailey, C. 2004Extending social security coverage in Afriéxtension of Social
Security, ESS Paper No. 20 Geneva: Internationabt@rganization. Available
online at
http://www3.ilo.org/public/english/protection/secgdownloads/707spl.pdf

Bonilla, A.; Gruat, J.-V. 2003%ocial protection. A life cycle continuum investhfen
social justice, poverty reduction and sustainatdgalopment, Version 1.0.
Geneva: International Labor Organization. Availatdine at
http://www.ilo.org/public/english/protection/dowrad/lifecycl/lifecycle.pdf

Bradley, M. 2009Egypt pledges health cover refarin: The National, 18 February 2009.
Available online at
http://www.thenational.ae/article/20090218/FOREIGDN251928/1011/NEWS

Caja Costarricense de Seguro Social. 2068a oficial de medicamentos 2008vailable
online at
http://www.ccss.sa.cr/html/organizacion/publica@sidlocumentos/pdf/LOM.zip

Castafio, R.; Zambrano, A. 20@ased selection within the social health insurance
market in ColombiaPaper presented at CERDI — 2nd International €ente:
Health Financing in Developing Countries, 1-2 Deben005. France: Clermont-
Ferrand.

Central Intelligence Agency (CIA). 200@/orld Factbook, EgyptAvailable online at:
https://www.cia.gov/library/publications/the-worfdetbook/geos/eg.html

Cichon, M. 2007Health protection in developing countries: Breakihg vicious circle of
disease and povertyaris: Third Roundtable Conference.

Dau, R. K. 2006The adequacy of current social security benefegper presented at the
ISSA Meeting of Directors of Social Security Orgaations in English-Speaking
Africa, Male, Seychelles, 3-6 October 2006. Genévirnational Social Security
Association. Available online at
http://www.issa.int/pdf/seychelles06/2Tanzania.pdf

Economist Intelligence Unit. 2008 0untry Report Egypt, November 2008ndon: EIU.

Economist Intelligence Unit. 200€ountry Report Egypt, March 2008ondon: EIU.

Egyptian Committee on the Right to Health. 20D8claration from the National Egyptian
Committee on the Right to Healthvailable online at:

http://www.phmovement.org/cms/en/node/806

El Saharaty, Sameh et al. 20@&4ypt's Health Sector Reform and Financing Review
Cairo: The World Bank.

62



El Saharty, S; Richardson, G; and Chase, S. 2Dt and the Millenium Development
Goals: Challenges and Opportunitigdealth, Nutrition and Population Discussion
Paper. Washington, DC: The World Bank.

El-Zanaty, Fatma and Way, Ann. 20@ypt Demographic and Health Survey 2005
Cairo: Ministry of Health and Population, Natiofapulation Council, EI-Zanaty
and Associates, and ORC Macro.

Evans, T. 2007Universal coverage: from concept to implementatianJ. Holst and A.
Brandrup-Lukanow (eds.): Extending social healtigetion — developing
countries experiences. pp. 7-12. Eschborn: GTZ.

Frenk, J.; Knaul, F.; Gonzalez-Pier, E.; Barrazar&hs, M. 2007Poverty health and
social protectionin: J. Holst and A. Brandrup-Lukanow (eds.): Extimg social
health protection — developing countries experisrifEschborn, GTZ), pp. 22-31.

Gericke, Christian A. 200€€omparison of health care financing arrangement&dggypt
and Cuba: Lessons for health reform in Egypt

Health Insurance Organisation, Arab Republic of#g2007 Basic Benefits Package
Hewitt Associates SA. 200&gypt Health Reform Project: Initial Assessment

Ikegami, Naoki. 2006Report on health sector reform in Egyyashington, DC: The
World Bank.

ILO. 2002a.Decent work and the informal econonmternational Labour Conference,
90th Session, Geneva.

ILO. 2002b.Social dialogue in the health services: Instituipoapacity and effectiveness.
Geneva: International Labor Organization. Availatdine at
http://www.ilo.org/public/english/dialogue/sect@dhmeet/jmhs02/jmhsr. pdf

ILO. 2004.A fair globalization: Creating opportunities forlaFinal Report of the World
Commission on Social Dimension of GlobalizatiGeneva: International Labor
Organization. Available online at
http://www.ilo.org/public/english/wcsdg/docs/repprf

ILO. 2004.Financing universal health care in Thailand. A tecal note to the
GovernmentGeneva: International Labor Organization.

ILO. 2005.Improving social protection for the poor: Healthsirance in Ghana. The
Ghana Social Trust pre-Pilot Project. Final RepdBeneva: International Labor
Organization.

ILO. 2005.Role of social health protection in reducing poyethe case of Africa
Extension of Social Security, ESS Paper No. 22 e@aninternational Labor
Organization. Available online at
http://www.ilo.org/public/english/protection/secsédawnloads/999spl. pdf

ILO. 2006.Social security for all - investing in global socénd economic development. A
consultation Issues in social protection, Discussion papeiGHEheva:
International Labor Organization. Available onliaie
http://www.ilo.org/public/english/protection/secstdawnloads/publ/1519spl.pdf

63



ILO. 2006.Sustainability and effectiveness of health carévds}: National experiences of
Thailand.Paper for the ISSA Regional Conference for Asithie Pacific, New
Delhi, India, 21 — 23 November 2006.

ILO. 2008.Social Health Protection: An ILO strategy towardsuersal access to health
care Geneva: International Labor Organization.

International Food Policy Research Institute (IPPR000.Egypt Integrated Household
Survey, 1997-199%Washington DC.

Jongudomsuk, P. 200Biow do the poor benefit from the Universal Healtlec&overage
Scheme?. Thai Experiendgealth Systems Research Institute. Availablenendit
www.hsri.or.th/en/download/detail.php?id=18&key=puab

Jitting, J. 1999%ublic-private-partnership and social protectiondeveloping countries:
the case of the health sect®aper presented at the ILO workshop on “The
extension of social protection”, Geneva 13-14 Ddwemni999, Center for
Development Research (ZEF), University of Bonn. ilalde online at
http://www.oecd.org/dataoecd/32/47/2510186.pdf

Kwon, S. 2002Achieving health insurance for all: Lessons from Republic of Korea
Extension of Social Security, ESS Paper No. 1. @&nlaternational Labor
Organization. Available online at
http:/imwwwa3.ilo.org/public/english/protection/secsédownloads/509spl.pdf

Ministry of Economic Development. 200Bgypt — Achieving the Millenium Development
Goals: A midpoint assessme@airo: EgyGraph Design & Publications.

Ministry of Health and Population, Government ofygg 2007 Draft Business Plan:
Piloting health insurance in Suez

Ministry of Health and Population, Government ofygg 2009 Ministry Website,
http://www.mohp.gov.eg.

Ministry of Public Health, Government of ThailarBD02.Transition to health in 2001
Bangkok. Available online at http://www.moph.godps/health_50/8_2_ENG.pdf

Ministry of Finance, Government of Egypt. 2008nistry Website,
http:/www.mof.gov.eg/English/

O’Regan, Davin. 200£&gypt: Informal Economy Drives Egypt's Economic o
Interview with Dr. Alia EI-Mahdi, Cairo UniversityAvailable online at:
http://allafrica.com/stories/200410111286.html

Pal, K.; Behrendt, C.; Leger, F.; Cichon, M.; Haggen, K. 2005Can low income
countries afford basic social protection? First uéis of a modelling exercise
Issues in Social Protection, Discussion Paper £Be@a: International Labor
Organization. Available online at
http://www3.ilo.org/public/english/protection/secsdownloads/1023spl.pdf

Pan American Health Organization. 20Balth in the Americas 200Washington DC:
Pan American Health Organization. Available onke
http://www.paho.org/HIA/index.html

64



Pan American de Colombia Compania de Seguros d& %idl. (2008)Summary of Social
Security and Private Employee Beneftelombia Boston: International Group
Program. Available online at:
http://www.igpinfo.com/igpinfo/shared/country_insoimmaries/colombia.pdf

Reem Leila (2007)Ensuring health insurancél-Ahram weekly, Issue 19-25, July 854.
Available online at: http://weekly.ahram.org.eg/2(8b4/eg8.htm

Rosa, RM and Alberto, IC. 200¥niversal Health care for Colombians 10 years after
Law 100: challenges and opportuniti¢dealth Policy, Vol. 68 (2), pp. 129 — 142.

Rodriguez Herrera, Adolfo. 200ba Reforma de Salud en Costa Rib@cumento de
proyecto. Santiago de Chile: CEPAL/GTZ.

Ron, A.; Scheil-Adlung, X. (eds.). 200Recent health policy innovations in social
security ISSA. New Jersey: Transaction Publishers.

Sachs, J. 200Macroeconomics and health: Investing in healthdloonomic
developmentReport of the Commission on Macroeconomics aratHeGeneva:
World Health Organization.

Salah, Hassan. 200Mapping of Healthcare Financing in Eastern Medisarean Region
Cairo: Arab Republic of Egypt & World Health Orgaation. Available online at
http://gis.emro.who.int/HealthSystemObservatory/R¥alth%20Care%20Financ
ing/Mapping%20Health%20Care%20Financing%20-%20Egyt

Schmidt, J.-O. et al. 200Bkinking up social protection systems in develomagntries.
Overview of some experiences and approadisshborn: GTZ. Available online
at http://www.gtz.de/de/dokumente/en-linking-upiabprotection-systems.pdf

Social Security Administration (SSA)/ Internatiotsdcial Security Association (ISSA).
2007.Social Security Programs throughout the world: Hreericas Washington,
DC.

UNDP. 2008 Human Development Report and statistics for Egipailable online at:
http://hdrstats.undp.org/2008/countries/data_shegtsls EGY.html.

UNICEF. 2009.Young Child Survival and DevelopmeAvailable online at:
http://www.unicef.org/egypt/immunisation.html

Unni, J.; Rani, U. 2005ocial protection for informal workers: Insecurgignstruments
and institutional mechanism&eneva: International Labor Organization.

USAID. 2009.Country website for Egypt, http://egypt.usaid.ga@fdlt.aspx?pageid=582

USAID. 2005.Egypt National Health Accounts 2001-20@&iro: Ministry of Health and
Population & USAID.

Gottret, Pablo; Schieber, George J, Waters, Hu¢tdR.). 2008Good practices in health
financing: lessons from reforms in low and midadledme countriesNVashington
DC: The World Bank.

The World Bank. 200ANorld Bank Poverty Brief on MENAVashington, DC.

The World Bank. 200820licy Note 9, Health: Egypt Public Expenditure iRev
Washington, DC.

65



The World BankEgypt Health Sector Reform Project (Credit 3076GTE Proposed
Amendment of the Development Credit Agreenfergilable online at:
http://mwww-
wds.worldbank.org/external/default/WDSContentSeM#ESP/IB/2004/06/07/00
0160016_20040607172057/Rendered/PDF/29249.pdf

World Health Organization. 2009%/HO Statistical Information (WHOSLSAvailable
online at: www.who.int/whosis

World Health Organisation. 2008dealth System Profile: EgygRegional Health
Systems Observatory, Eastern Mediterranean Region.

World Health Organisation. 2006ountry Cooperation strategy for WHO and Egypt 2005
—2009 Available online at
http://www.who.int/countryfocus/cooperation_stratlegs_egy_ en.pdf

World Health Organisation. 2006klortality Country Factsheefvailable online at
http://www.who.int/whosis/mort/profiles/mort_emra\e egypt.pdf

World Health Organization. 2009@ountry Profiles Egypt, Morocco and Algeria
Available online at http://www.emro.who.int/emridifadex.asp?Ctry=egy

World Health Organization. 2009@lobal Burden of Disease Statistiésvailable online
at http://www.who.int/entity/healthinfo/global_bwed_disease/index/en.htm

Xu, K.; Evans, D.; Kawabata, K.; Zeramdini, R.; W&, J.; Murray, C. 2008ousehold
catastrophic health expenditure: a multicountry Bse. The Lancet, Vol. 362,
pp. 111-117. Available online at
http:/www.who.int/health_financing/Lancet%20paper-
catastrophic%20expenditure.pdf

Yang, B.; Holst, J. 200Tmplementation of health insurance in developingntdes:
Experience from selected Asian countries J. Holst and A. Brandrup-Lukanow
(eds.): Extending social health protection — depiglg countries experiences. pp.
158 — 167. Eschborn: GTZ.

66



