Session 6 – Hand outs

1. Cape verde’s  Statutory social security health insurance scheme

Starting in 2003 (decree-law of 25.08.2003), the national institute of social security (NISS) has also managed the compulsory social protection scheme for self-employed professionals. For the time being, however, the number of such affiliates is extremely low, because of the level of contributions that the NISS demands (which is seen as too high by the persons who are interested). Under the decree-law, the contributions are calculated on the basis of a fixed salary that is higher than the average income of the professionals in question. The NISS is currently reviewing the way contributions for self-employed professionals are calculated with the support of the ILO PROSOCIAL programme. The idea is to calculate contributions based on the professionals’ actual income (as declared to tax authorities). For the time being, the NISS is not planning to extend this scheme to informal economy workers.

Excerpt from the October, 2008 Cape Verde mission report

2. Women & informal economy

In many countries a higher proportion of women work in the informal economy, to some extent because there they can more easily combine work with their heavier burden of family responsibilities, and partly for other reasons related, for example, to discrimination encountered in the formal economy. ILO statistics show that in two-thirds of the countries for which separate figures are available, the informal economy accounts for a higher share of total female urban employment than is the case for men. There is a widespread tendency for women to remain trapped in the informal economy for much of their working lives, whereas for men — in the industrialized countries at any rate — it is less likely to be permanent. For long-term income security (in old age for instance), this difference has especially important implications, as women tend to live longer than men.

Informal economy workers have little or no security of employment or income. Their earnings tend to be very low and to fluctuate more than those of other workers. A brief period of incapacity can leave the worker and her or his family without enough income to live on. The sickness of a family member can result in costs which destroy the delicate balance of the household budget. Work in the informal economy is often intrinsically hazardous and the fact that it takes place in an unregulated environment makes it still more so. Women face additional disadvantages due to discrimination related to their reproductive role, such as dismissal when pregnant, or upon marriage. Women in the informal economy do not benefit from safeguards and benefits related to child-rearing that in principle apply to women in formal wage employment (such as family allowances, paid maternity leave, nursing breaks or assistance with the cost of childcare).

Excerpt from “Social security: A new consensus”, ILO Geneva - General discussion on social security at ILC 2001

2. Oportunidades Human Development Programme, Mexico

Oportunidades is a cash transfer programme developed by the Mexican government that focuses on helping very poor families with the aim to improve education, health, and nutrition, leading to the long-term improvement of their socioeconomic future. 

The Programme began operating in 1997 (the original name was Progresa, and changed to the current one in 2002) in poor rural areas and expanded later to cover urban areas.

The Program does not have any specific approach for the indigenous population; however, socioeconomic data from household surveys shows that it is actually in the regions of greater poverty and marginalization where indigenous population is located. In 2005, a total of 10 103 571 indigenous people (9.8% of the country total population; 50.9% women and 49.1% men) was registered.

This sector of the population may raise discrimination questions with respect to the Programme benefits for several reasons:

1. 
A share of the population qualified as high and very high marginalized is located in very small communities (less than 50 inhabitants) that are hardly connected with the outside world and lack basic health care and education services, as well as other services (drinkable water, electricity, sewage systems).

2. A considerable linguistic variety: Mexico officially recognizes 65 indigenous languages. Studies carried out in 2005 show that 6 million people aged 5 years and more speak native languages, and that near 12% are monolingual (i.e. they do not speak Spanish).

3. 
Certain cultural features, such as a preference of indigenous people’s for traditional medicine, their own notion of body’s and soul’s care (e.g. women are reluctant to be checked up by male practitioners, especially for uterus and breast cancer tests), the notion of disease (difficulty to identify and to name sufferings), reluctance to treatments of second level, etc.

1. Eligibility

One of the criteria for the selection of localities in which the identification of families is carried out to be incorporated to the Program (eligibility) is that localities have access to basic health care and education services. If, due to the lack of such services or to saturation of services, this condition is not fulfilled, the incorporation to the program is delayed until the services can be provided.

According to some evaluations, Oportunidades Programme covered 6 470 460 people between 2000 and 2008, that is 93.7% of the indigenous population of localities with 40% and more of indigenous population. However, it can be assumed that non eligible indigenous people for the reasons above mentioned, is considerable in absolute numbers though it has little specific weight.
2. Languages

An important part of the socioeconomic gap of the indigenous people is due to a high marginalization level, which translates in a low educative level and an inadequate perception of the benefits provided by the Program. Nevertheless, a poor infrastructure – to take care of population’s needs – linked in addition to linguistic variety comes also into play. 

On the one hand, the number of bilingual schools (primary and secondary school) or with properly trained educational staff is insufficient. Very often children have to cover long distances to reach schools. Moreover, parents do not see the advantages of sending their children to school, for children’s sake and consequently for their family’s. 
The Program has registered significant increase regarding enrolment and school attendance in primary level (with a higher impact in girls than in boys), as well as in the transition to the secondary school. However, there are still improvements to do, according with the Programme.

On the other hand, language may also be a barrier for aspects regarding communication: Programme’s general information provided to the beneficiaries; awareness health campaigns; consultations with the health staff, suggestion and complaint service, and so on. Although in several cases local figures can act like translators, this is not a systematic practice, nor sufficient for the demand. Compared with the rest of the beneficiary population, the indigenous population is disadvantaged since they get partial and maybe misunderstood information.

3. Culture

In spite of positive impacts of the Program, from the Programme’s four operation areas health registers the lowest results. The institutional health coverage in the indigenous population is 27.7% and falls to 14.1% in highly marginalized localities. The main factor that prevents the Programme to reach indigenous localities is a huge lack of medical infrastructure.

Certain cultural features, besides the one of language, can also explain the low attendance of health centres by the indigenous population. Only in cases of general consultations and nutritional monitoring for minors an impact in the short term was obtained, but changes have been slower concerning reproductive health (e.g. use of planning methods and uterus and breast cancer checkups). This is an aspect that relates more to the modification of behaviours (e.g. women’s reluctance to undress and be checked up by male health staff, difficulty to identify and to name sufferings, reluctance to treatments of second level, etc.).

On the other hand, the indigenous population prefers to turn out to traditional systems of health (traditional medicine, local midwives), which were seen at the beginning of the Program like an obstacle. Anthropological studies have shown since then that midwives can play an important role, also like promoters of reproductive health programmes for instance.

Oportunidades is planning a series of measures for the extension and improvement of coverage to this part of the population. Such measures include, inter alia, strengthening the institutional services by means of the complementariness with the communitarian or traditional health systems; supporting patients by an interpreter during consultations; sensitization of the medical staff around the ancestral wisdoms on the knowledge of disease, health and treatment; extending or increasing the mobile care units together with medical staff trained in the cultural specificities of the population.

Full Spanish document available at:
http://www.oportunidades.gob.mx/Wn_archivos/Plan_indigena_corregido_version_preliminar_final_200209.doc
3. Health insurance regime in Colombia

Before Law No. 100 came into effect in 1993, only 18 per cent of the population had health insurance coverage. Under Law No. 100 the contributory and the subsidized schemes could be introduced.

The contributory scheme covers people with “formal” contracts and independent professionals with contributory capacity, as well as their families. Among the independent professionals are State employees (whose income is known), people with a salary above 80,000,000 pesos per year ($40,000), who are required to file a tax return, and people with a salary below 80,000,000 pesos per year, who do not file a tax return.

The contributory scheme places responsibility on companies (employers), which must affiliate their employees and pay part of the contribution. The contribution amount to 12.5 per cent of income and is shared by employees and employers for contracted workers and paid in full by independent professionals. For independent professionals, the basis for calculating the premium is the registered income at the time they affiliate with the scheme. Because the tax authorities’ data base is not available to the scheme’s administrators, however, many independent professionals (even those who file a tax return) report only a minimum income at the time they are affiliated with the scheme, in order to keep their contribution at a minimum.

The subsidized scheme places responsibility on municipalities locally, as they contribute to financing the scheme and play an important part in organizing and running it.

The subsidized scheme covers all poor workers in the informal economy and in rural areas, and gives priority to the following groups: senior citizens living in institutions, lone women, orphans, the very poor and the indigenous population. The affiliates are divided into poverty categories called level 1, 2 and 3. The contributions are subsidized in full for all the poverty levels, but whereas no out-of-pocket payments are required in level 1, patients belonging to level 2 or 3 have to make an out-of-pocket payment when using health services (but patients belonging to level 3 only have access to a partial benefit package).

The right to health could only be ensured when the subsidized health insurance scheme was introduced. Before, poor people without health insurance coverage only had access to public health care facilities of poor quality and with low availability. The access was seen as a “gift” or a benefaction, and the users were in no position to make demands. The subsidized scheme gives the affiliates the right to the health care services included in the scheme’s package.

When the subsidized regime was created, the annual budget per person (financed by the State) was of only 24,400 pesos, and allowed for only a very limited package consisting exclusively of primary health care: training, promotion, prevention, general consultations and medical hospitalization, as well as provision of the most common medicines.

The yearly subsidies per capita were increased progressively until they reached 60,500 in 1995, and were independent of the age and gender of the insured, although the promotion and prevention activities varied from one risk group to another.

After 1995 the compulsory health plan under the subsidized scheme (CHP-S) was also progressively enhanced with specialized care (intensive hospitalization, high-cost treatment such as in connection with cancer and HIV/AIDS, chronic diseases, costly medicaments, etc.). The Subsidized Scheme Administrators (SSAs) managed higher and higher risks and the norm suddenly became to be increasingly strict in order to ensure that the companies survived and the insured were protected.

At the time, the subsidized scheme was still only in its infancy, with limited compulsory health plans and not yet universal coverage. The CHP would be progressively expanded (in order to reach the level of that guaranteed under the contributory scheme) and people who were still not covered needed to be enrolled in a scheme (contributory, subsidized or partially subsidized).

The Constitutional Court of Colombia recently declared the Colombian social security system unconstitutional in the sense that not all Colombians had coverage, or that there were differences in coverage between the contributory and the subsidized schemes. From October 2010, the two benefit packages (CHP-S and CHP-C) should be standardized for children between 0 and 7.

This means that a new CHP is being defined, and the need to harmonize the two packages opens up for reviewing the existing CHPs completely and overcoming the current problems with packages that do not adequately ensure full and integrated sickness coverage. The CHP-S currently being redefined will thus not be divided by services but by “medical procedures”.

