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SUMMARY

In 2008, the OECD launched a survey to collect information on the health systems characteristics of
member countries. This paper presents the informaton provided by 29 of these countries in 2009. It
describes country-specific arrangements to organise the population coverage against health risks and the
financing of health spending. It depicts the organisation of health care delivery, focusing on the
public/private mix of health care provision, provider payment schemes, user choice and competition among
providers, as well as the regulation of heallth care suppply and prices. Finally, this document provides
information on governnance and resource allocation in health systems (decentralisation in decision-
making, nature of budget constraints and priority setting).

RESUME

En 2008, I’OCDE a lancé une enquéte aupres de ses pays membres pour recueillir une information sur
les caractéristiques des systémes de santé. Ce document présente 1’information fournie par 29 pays en
2009. 11 décrit comment chaque pays organise la couverture de la population contre les risques liés a la
santé et le financement des dépenses de santé. Il dépeint I’organisation des soins, a travers le caractére
public/privé de 1’offre de soins, les modes de paiement des prestataires, le choix de l’usager et la
concurrence entre prestataires, ainsi que la régulation de I’offre et des prix. Finalement, il donne une
information sur la gouvernance et 1’allocation des ressources dans les systémes de santé (décentralisation,
nature de la contrainte budgétaire et établissement des priorités).
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1 INTRODUCTION

1. This paper presents an information base on the institutional characteristics of health systems. This
work serves two purposes:

e First, to better understand current institutional arrangements of the health systems of OECD
Member countries. Traditionally, health systems have been described in rudimentary terms based
mainly on financing arrangements. In the past, the distinction between “Public Integrated”,
“Public Contract” and “Private Insurance/Provider” models, adequately reflected a larger set of
consistent institutions and incentives. Increasingly, these distinctions are being blurred. Systems
based on social health insurance have increased the role of taxes in financing and national health
systems use new contracts and payment schemes for the provision of care. As a result, health
systems with similar financing mechanisms may have indeed very different incentive structures.
Hence, there was a need to collect updated information on institutional arrangements and policies
in a systematic way to enrich policy analyses.

e Second, to develop a limited set of quantitative indicators designed to capture the main
characteristics of health systems. These indicators are being used to assess the role of health
institutions and policies on health systems efficiency.

2. A survey was designed to collect qualitative information on health coverage, health care
provision, resource allocation and governance. The questionnaire included about 80 questions, often with
multiple items and sub-questions for further details (See Annex A). The survey was launched on-line in
October 2008.

3. All OECD countries, except the United States, replied to the survey by the beginning of 2009. An
intensive phase of validation and completion of missing data took place in the first months of 2009. Three
main problems were identified. First, in a few cases, questions were misinterpreted by respondents and
replies were not consistent with experts’ knowledge and understanding. Second, in many cases, countries
were reluctant to provide a single “answer” when the reality of the situation consisted of complex
institutional arrangements. Third, in some cases, requested data were simply not available in the country.

4. The validation phase allowed most of these problems to be solved and ensured cross-country
consistency of the information. In addition, the authors completed some sets of information, which were
not satisfactorily covered by the survey.

5. This working paper presents the information collected through the survey on health systems
characteristics. Efforts have been made to enrich this information on health institutions with data drawn
from OECD Health Data or from the System of Health Accounts data collection. The overall objective is to
provide an updated set of information describing how health systems are set up and how they work in
practice.

6. All the information included in this paper comes from the Health System Characteristics Survey
2008-2009, unless otherwise sourced.
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7. All tables and charts are available in Excel file via StatLink web links.
8. Following the structure of the survey, this paper is divided in three sections.
9. The first part describes health financing and health coverage arrangements. It aims to

characterise basic primary coverage for health and to answer the following questions. Is the population
covered by a single insurance scheme or by several schemes? Is health coverage automatic, compulsory or
voluntary? Do some portions of the population remain uninsured? In those countries with multiple
competing schemes, what is the degree of user choice in selecting coverage and of competition in health
insurance markets? How do governments intervene to guarantee health coverage for high-risk or
economically disadvantaged people in countries where health coverage is not automatically provided to all
residents? Then, the paper proposes a method to assess the comprehensiveness of coverage by basic
primary health insurance according to three dimensions: the share of the population covered by the system;
the scope of benefits and types of services covered and the level of coverage for these benefits and
services. Finally, the role of private health insurance as a “secondary source” of coverage is described, as
well as the breakdown of health spending by financing agents.

10. The second part of this document describes the organisation of health care delivery. 1t depicts
the type of institutions delivering services (e.g. physicians in solo practice, in group practice, clinics or
health care centres), the public/private mix for physicians and acute hospital care and providers payments
schemes. The degree of user choice among providers is assessed using information on the existence of
gate-keeping and how primary care is co-ordinated with other levels of care for patients including
incentives and/or restrictions for accessing specialised levels of care. Then, different aspects of regulation
are considered: the regulation of health care supply, prices and fees and providers’ activities.

11. The third part of the paper focuses on issues of governance and resource allocation in health
systems. Information gathered on the degree of decentralisation of decision-making, on the stringency of
budget pressures and on the role of priority setting in decision-making (role of health technology
assessment, definition of the health benefit basket, and definition of public health targets) provides details
on the responsibilities and authorities of health system stakeholders. A final section provides some
additional material on patient’s rights and representation as well as public involvement in the health
system.

12. The main purpose of the data collection on health system characteristics is to provide a new set of
tools for permitting a more nuanced characterisation of the institutional arrangements and the underling
policy choices made by countries. Health systems across countries differ widely and the information
summarised here represent key characteristics likely to impact the varying goals of health system
dimensions of efficiency in health care delivery, sustainability, quality of care, equity in financing and
access, financial protection and patient experiences. These policy oriented indicators of health systems are
envisioned to be a source of additional information to enrich future work for health system performance
analysis.
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2 HEALTH FINANCING AND COVERAGE ARRANGEMENTS

13. Health coverage and financing arrangements have long been considered as fundamental features
of health systems. Several models exist among OECD countries. The following paragraphs describe
arrangements for health financing, population coverage, the scope of benefits covered and the depth of
coverage (the share of costs covered by health insurance/health systems).

2.1 Characteristics of basic primary health care coverage

14. Basic primary health coverage is available to the vast majority of residents of OECD countries.
However, countries differ in the way coverage is organised (see Table 1).

15. Automatic health coverage is provided to the entire population and financed from taxes in 13
OECD countries (Australia, Canada, Denmark, Finland, Iceland, Ireland, Italy, New Zealand, Norway,
Portugal, Spain, Sweden and the United Kingdom).

16. Ten countries rely on social health insurance, compulsory for all or almost all of the population
and financed through income-related social contributions, though these are often supplemented out of
general tax-financed government revenues (Austria, Belgium, France, Germany, Greece, Hungary, Japan,
Korea, Luxembourg, and Poland). In these countries, coverage is often linked to occupation and is usually
extended to relatives of the employed. Safety nets exist to subsidise coverage or provide services for the
poorest part of the population. Germany is singular in that people earning high revenues are allowed to opt
out from social health insurance to enrol in private health insurance, with 15% of the population actually
doing so.

17. The Slovak and the Czech Republic have a specific arrangement where workers are covered by
mandatory health insurance financed through employer and employee contributions linked to revenues
while their families and other non-workers are covered via direct payments from the national government
who pays premiums to health insurance companies on behalf of the beneficiaries.

18. In the Netherlands and Switzerland, health insurance is compulsory for all, but is not entirely
financed through income-related contributions'. Instead, individuals pay community-rated premiums to
competing private health insurance funds. However, health insurance markets are strongly regulated to
address market failures and guarantee universal access to health insurance: health insurers are not allowed
to deny coverage to applicants and mechanisms of risk-adjustment exist to manage costs and risks.
Therefore, health insurance in these countries is classified as “social health insurance”, rather than
“private” in the international system of health accounts.

19. In Mexico, more than half of the population is covered through social security. Another 20% of
the population is covered through Seguro Popular, a publicly-subsidised voluntary health programme
targeted at the population without access to social security coverage, while approximately 1% of the

1. In the Netherlands, premiums charged by health insurance funds for adults account for 45% of expected
annual costs. A national equalisation fund financed by income-related contributions covers 50% of total
costs and the remaining 5% is financed through government general revenue for child coverage (Leu ef al.,
2009).



DELSA/HEA/WD/HWP(2010)1

population have voluntary private coverage. Turkey is on the way to universal coverage and currently is a
mixed system dominated by mandatory coverage by social security for a part of the population while a
third of the population remain uninsured (OECD and World Bank, 2008).

Table 1. Characteristics of basic primary health coverage (end 2008) (Q1)
(% of population)

Countr Automatic | Compulsory| Voluntary
y coverage | coverage | coverage
100 0

Australia 0 0 0
Austria 0 98.7 0 0 1.3
Belgium 0 99 0 0 1
Canada 100 0 0 0 0
Czech Republic 0 100 0 0 0
Denmark 100 0 0 0 0
Finland 100 0 0 0 0
France 25 97.5 0 0 0
Germany 0.5 83.3 15.2 1 0
Greece 0 100 0 0 0
Hungary 0 100 0 0 0
Iceland 100 0 0 0 0
Ireland 100 0 0 0 0
ltaly 100 0 0 0 0
Japan 0 98.8 0 1.2@ 0
Korea 0 100 0 0 0
Luxembourg 0 96.8 1.1 0 21
Mexico 0 59 22.5 1 17.5
Netherlands 0 100 0 0 0
New Zealand 100 0 0 0 0
Norw ay 100 0 0 0 0
Poland 0 99 0 0 1
Portugal 100 0 0 0
Slovak Republic 55.7 44.3 0 0 0
Spain 100 0 0 0
Sweden 100 0 0 0 0
Sw itzerland 0 100 0 0 0
Turkey o0 58.60 8.60) (0[0} 32.80
United Kingdom 100 0 0 0 0

Note: (a) Public Assistance; (i) Secretariat’'s estimates.

Source: OECD Survey on health system characteristics 2008-2009 and OECD (2008), Review of Health Systems Turkey; OECD
(2009), “Improving the performance of the public health care system” in OECD Economic Surveys: Greece.

StatLink http.//dx.doi.org/10.1787/810054077181

20. Beyond financial arrangements and coverage entitlement, countries differ in the organisation of
the supply of basic primary coverage. For the typical employed adult, basic health coverage is provided by
(see Table 2):

e National health services in nine countries (Australia, Hungary, Iceland, Ireland, Italy, New
Zealand, Portugal, Sweden and the United Kingdom);
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e Local health services in five countries (Canada, Denmark, Finland, Norway and Spain);

e A common health insurance scheme (single payer) in Belgium, Korea, Luxembourg, Poland and
Turkey; and by

e  Multiple insurers in ten countries. In five of these countries (Austria, France, Greece, Japan and
Mexico), affiliation to a specific insurer is not a matter of individual choice and is generally
linked to professional status’. By contrast, in the five other countries — the Czech Republic,
Germany, the Netherlands, the Slovak Republic and Switzerland - people can choose their
insurer.

Table 2. Provision of basic primary coverage for the “typical” employed adult (Q2)

Countr Q2a. The basic primary health Q2b. How is affiliation
ountry care coverage is supplied by: determined?

Australia National health services

Austria Multiple insurers Not a matter of choice

Belgium Common health insurance scheme

Canada Local health services

Czech Republic  Multiple insurers Choice among several insurers
Denmark Local health services

Finland Local health services

France Multiple insurers Not a matter of choice
Germany Multiple insurers Choice among several insurers
Greece Multiple insurers Not a matter of choice
Hungary National health services

Iceland National health services

Ireland National health services

ltaly National health services

Japan Multiple insurers Not a matter of choice

Korea Common health insurance scheme

Luxembourg Common health insurance scheme

Mexico Multiple insurers Not a matter of choice
Netherlands Multiple insurers Choice among several insurers
New Zealand National health services

Norw ay Local health services

Poland Common health insurance scheme

Portugal National health services

Slovak Republic  Multiple insurers Choice among several insurers
Spain Local health services

Sw eden National health services

Sw itzerland Multiple insurers Choice among several insurers
Turkey Common health insurance scheme

United Kingdom  National health services

Source: OECD Survey on health system characteristics 2008-2009.
StatLink http.//dx.doi.org/10.1787/810055382615

2. For example, in Japan, the self-employed are covered by the national health insurance scheme and the
employed are covered by corporate-based insurance schemes. In France, three separate health insurance
funds exist for salaried workers, agricultural workers and the self-employed. These schemes automatically
cover family members.

10
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2.2 Regulation of health insurance markets in countries with multiple insurance funds

21. Countries with multiple insurance funds have adopted different regulation mechanisms either to
ensure uniform contribution rates and benefits to the whole population, or on the contrary, to allow
insurance funds to differentiate their products (level of contribution/premium, scope of coverage or cost-
sharing requirements).

22. Four countries with multiple insurance funds but no consumer choice indicated that insurers have
some flexibility in one or several of those domains (Austria, Greece, Japan, Mexico; see Table 3). In
Austria, insurers are required to cover ‘all necessary services’ but these are not explicitly defined leading to
minor variations across health insurance funds. In Greece, insurers determine themselves the benefits they
cover and the level of coverage, as well as contribution rates. In Mexico, social security funds in principle
cover all types of services with no explicit definition but are limited by their own budget constraints. By
contrast, a benefit package is explicitly defined for the Seguro Popular. In France, by contrast,
contributions and benefits are uniform across health funds.

23. Countries with consumer choice also have different regulations. In the Slovak Republic, insurers
cannot modulate premiums and are required to offer the same benefit package and same level of coverage.
In the Czech Republic insurers are required to cover a uniform benefit basket “de lege artis medicinae”,;
they are allowed to extend the scope of coverage (range of benefits) but are not allowed to alter premiums
or the level of coverage.

24, In Switzerland, a uniform benefit basket is defined and insurers are not allowed to modulate it.
Insurers are required to collect uniform premiums from all their enrolees’ but can offer lower premiums in
exchange for “managed care plans” or higher cost-sharing (See Table 3 and Leu ef al., 2007).

25. In the Netherlands, insurers are allowed to modulate the benefit basket only upwards. The basic
insurance package is set by the national government; insurers cannot fall below this level of coverage.
Insurers can offer a lower premium (up to 10% lower) to people enrolled via a collective contract.
Collective contracts can be “closed” (e.g. negotiated by an employer and reserved to his employees) or
“open”, i.e. negotiated for instance by a consumer group and open to everybody who wants to enroll.
Premiums can also vary according to the coverage model (in-kind benefit versus reimbursement)

26. In 2007, Germany adopted an important reform which took effect in 2009. Health insurance
funds now collect contributions as a uniform percentage of gross wage or income. Contributions are pooled
in a central national fund, together with tax-financed subsidies paid by the federal government to cover
children. The central fund then re-distributes a uniform capitation rate to health insurance funds, adjusted
for age, gender and about 80 chronic conditions. Funds are given more flexibility to define benefits
covered. Funds can offer plans with additional benefits in exchange for higher cost-sharing or acceptance
of a set of constraints, such as restricted provider networks, or specified health care pathways (7.4% of the
insured were enrolled in such plans in 2008). Funds can also offer options with lower premiums and higher
cost-sharing, as well as no-claim bonuses. Health insurance funds with a financial surplus are also
permitted to offer additional benefits or premium rebates while funds with a deficit may be obliged to
charge their enrolees an additional premium, capped at 1% of the insured’s gross wages or income (Cheng
and Reinhardt, 2008).

3. In Switzerland, students and children benefit from reduced premiums.
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Table 3. Regulation of health insurance markets in countries with multiple insurers (Q3 to Q5)

Q3. Insurers Q3. Insurers Q4. Insurers
allowed to allowed to allowed to

Q5. System of

Q5. if yes, main risk factors

Country modulate benefit |modulate level of |modulate risks . . are:
basket coverage premiums LOREL LI

Austria yes no no no
Czech Republic no no no yes age, gender, other
France no no no yes
Germany yes no yes yes age, gender, health status
Greece yes yes yes no
Japan yes yes yes yes age, other
Mexico yes yes no no
Netherlands yes no yes yes age, gender, other
Slovak Republic no no no n.a.
Sw itzerland no yes yes yes age, gender

Note: n.a. means Not Available
Source: OECD Survey on health system characteristics 2008-2009.
StatLink http.//dx.doi.org/10.1787/810070653354

25. Most countries with multiple insurers have a form of a risk-equalisation scheme. Since 2006 in
the Czech Republic, all health insurance contributions have been re-distributed according to age and
gender with partial ex-post compensation allocated to health insurance for “outliers”, i.e. insurees with
costs 30 times higher than average. In the Netherlands, where 50% of expected costs are redistributed to
health funds, risk-equalisation is based on age, gender, region, pharmaceutical cost groups and diagnosis
cost groups. In Germany, the risk-equalisation scheme, based on age and gender until 2008, was refined in
2009 to include 80 chronic disease conditions. In Switzerland, the risk-equalisation scheme is only based
on age and gender with provisions that this will be expanded to include additional factors in 2012.

2.3 Consumer choice and competition between health insurers offering basic primary health
care coverage

26. Policy analysts and economists have produced a large body of literature on the respective
advantages of competing health insurance markets versus single payer systems. Regulated competition in
the health insurance market is credited with the potential for gains in efficiency and the quality of health
care provision provided that insurers have the ability to differentiate their products and that consumers
have adequate information on the price and quality of these products. On the other hand, competition in
comparison with a single payer approach is linked to higher search and administration costs. The
questionnaire included several questions pertaining to competition in health insurance markets.

27. Naturally, consumer choice of insurer is a pre-condition for real competition in health insurance
markets. As mentioned earlier, only five of the surveyed countries offer consumer choice of insurer: the
Czech Republic, Germany, the Netherlands, the Slovak Republic, and Switzerland. In all of these
countries, health insurers are required to enrol all applicants and to accept contract renewal. The
Netherlands and Switzerland have set constraints on premium increases for renewals. Such a provision is
not necessary in other countries where premiums are linked to revenues; in those countries, constraints
exist de facto (see Table 4). In the five countries, consumers are allowed to switch health plans annually.

28. Consumer information is another essential feature to ensure effective competition in health
insurance markets. According to survey responses, information on premiums is published by health
insurance funds in four of these countries. There is no information in the Slovak Republic. Information on
benefits covered is published by individual funds in Germany and Switzerland. In the Netherlands,
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information on premiums/contributions is published by individual insurers, public authorities (RIVM
KiesBeter.nl) and private organizations (e.g. www.independer.nl); information on the benefits covered are
presented by public authorities and individual funds; information on performance is published by private
organizations and public authorities (RIVM KiesBeter.nl). In the Czech Republic, benefits covered and
premium levels are defined in the law which is the main source of information for consumers.

29. The effective switching rate and the dispersion of premium prices could serve as indicators of the
effective level of competition in health insurance markets. According to survey responses, the switching
rate is of 3% in the Czech Republic, 4% in the Netherlands* and 7% in Switzerland. This rate is unknown
for Germany and the Slovak Republic (see Table 4).

30. Studies have revealed relatively low switching rates and persistent price dispersion in the most
competitive European markets. In the Swiss insurance market, Frank and Lamiraud (2008) observed that
monthly premiums ranged from 47 to 140 CHF in 2004 though the number of plans available to consumers
ranged from 49 to 70 across cantons. Between 1997 and 2000 — the period studied in the report -, only
15.2% of consumers switched from one health plan to another with switching rates being found to decline
when the number of choices increased yet positively correlated with price dispersion. Van den Berg ef al.
(2008) observed that the Dutch reform led to strong price competition between insurers in 2006 and 2007,
with unusually high switching rate in 2006 followed by a return to lower price dispersion and the usual
switching rate in 2007.

Table 4. Further regulation of health insurance markets with competing providers (Q6 to Q9)

Country

Czech Republic Netherlands Slovak Republic m
6a. | ired t |

Q6a . nsurers required to enrol any Yes Yes Yes Yes Yes

applicant?

Q6b. Insurers required to accept

contract renewal for people they RS Yes Yes Yes Yes
cover?

Q6c¢. Constraints on premium

increases in the case of contract RNEENeCNEli0)
renewal?

Yes de facto Yes Yes de facto Yes

Q7. Restrictions on switching? Switch at set times Switch at set times Switch at set times Switch at set times Switch at set times

/ frequencies / frequencies / frequencies / frequencies / frequencies
Individual funds,
@Ba. Information on premiums /SR TP i E - individual funds
contributions published by: Private
organisations
Q8b. Information on benefits ) » . Individual funds, -
el T B Public authorities  Individual funds Public authorities - Individual funds
Q8c. Inf i f Public authorities, Privat
SR S B pblic authoriies  Individual funds  Private - vate
published by: . organisations
organisations
Q9. Share of total insured
population that switch in a given 3 n.a. 4 n.a. 7

year:

Note: n.a. means Not Available; "-" Not Applicable.
Source: OECD Survey on health system characteristics 2008-2009.

StatLink http.//dx.doi.org/10.1787/810107370551

4. The switching rate peaked at 20% in 2006, the year of the health insurance reform, but dropped again at its

former level in 2007.
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31. Market structure is another important feature for competition. The number of plans a consumer
typically faces is greater than five in four countries, while three insurers cover the whole market in the
Slovak Republic. The concentration of the primary basic health insurance market is the highest in the
Czech Republic where the top insurance fund holds 60% market share (see Table 5). It is relatively high in
the Netherlands and Slovak Republic, where the top three insurers account for 75% and 100% of the
market, and lower in Germany and Switzerland. In Switzerland, health insurers operate at the cantonal
level while in other countries insurers mainly operate nationwide.

32. In the Czech Republic, the Slovak Republic and Switzerland, basic primary health coverage is
supplied by not-for-profit insurers. In Germany, private for-profit insurers supply basic health coverage to
the wealthiest part of the population with the means to opt out of social insurance. In the Netherlands,
plans can operate on either a for-profit or not-for-profit basis (see Table 5).

Table 5. Structure of primary health insurance market (Q22 to Q24)

Czech Republic Netherlands Slovak Republic m
Q22 Nu.m ber of choices for a more than 5 e e 5 more than 5 3-5 more than 5
typical insurance customer
.QZ3. Market share of the top 60 10 29 AL 12
insurer (%)
923. Market share of the top 3 80 o8 75 100 31
insurers (%)
.QZ3. Market share of the top 5 89 39 94 B 43
insurers (%)
923. Market share of the top 10 100 56 100 _ 66
insurers (%)
Q24..M.arket share of not-for- 100 85 na 100 100
profit insurers (%)
Q24. Market share of for-profit 0 15 AEL 0 0

insurers (%)

Note: n.a. means Not Available; "-" Not Applicable.

Source: OECD Survey on health system characteristics 2008-2009.
StatLink http:/dx.doi.org/10.1787/810138662728

33. Harnessing all the potential benefits from competitive health insurance markets supposes insurers
have the ability to select and contract with providers. Indeed, health insurers have the possibility to select
providers in the Czech Republic, Germany, the Netherlands and the Slovak Republic, although not in
Switzerland. Still, insurers can negotiate contracts with physicians and individual hospitals about the
prices, quantity and quality of health care services in these five countries. In Germany and the Netherlands,
they can also negotiate with pharmaceutical companies to obtain discounts or rebates. In the Netherlands,
individual insurers can issue a call for tenders for the provision of drugs in classes of “homogeneous”
products and only reimburse the product of the winning company (the “preferred drug”), unless the
physician decides that the drug is not appropriate for a given patient. However, most countries indicated
that negotiation opportunities were only marginally used by health insurers (see Table 6). In the Czech
Republic, negotiations with providers for in-patient care account for only 7% of all contracted in-patient
services. By contrast, in the Netherlands, negotiation opportunities were widely used; insurers and
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hospitals negotiate prices for 20% of hospital services and this share is expected to increase in the coming
years.

34, Finally, insurers need levers to steer the demand for health care or ensure appropriate use of
health services (see Table 6). In the Czech Republic, insurers can offer non-financial rewards to enrolees
who do not claim any reimbursement within a given period of time. Insurers are also able to restrict the
network of providers, although in reality these restrictions are not really enforceable.

35. In the Netherlands, health insurers can offer insurance plans requiring patients to follow specific
care pathways or plans with restricted networks of providers. In the latter case, patients may still choose
any provider outside the network but will bear higher copayments if they do so. (See Table 6).

36. In Germany, insurers can also offer plans with restricted networks or specified care pathways;
they can offer several options with higher cost-sharing in exchange for a partial refund of premiums, or
plans with “no-claim” bonuses. Currently, individuals choosing such options are required to enrol for three
years (Lisac et al., 2009).

37. In Switzerland, insurers have all the above mentioned possibilities with the additional right to
require prior authorisation for the use of certain services. About 24% of the insured are enrolled in one of
the three forms of managed care plans: health maintenance organisations (HMOs), independent practice
associations (IPAs) or fee-for-service plans with gate-keeping provisions. HMOs directly employ
physicians (staff model) or contract with groups paid on a per capita basis. IPAs use networks of
generalists acting as gatekeepers. Both HMOs and IPAs are more likely to use prior authorisation (Leu et
al., 2009).

Table 6. Health insurers’ ability to select and contract with providers (Q25-26)

Country

Czech Republic Netherlands Slovak Republic Switzerland
Q25. Are insurers allowed to select health care  P|[N=LREITT Allowed and widely  Allowed but Allowed and widely No
providers? marginally used used marginally used used

Q25. Are insurers allowed to negotiate contracts PA[fIEL NN Allowed but Allowed and widely  Allowed and widely ~ Allowed but
with physicians? marginally used marginally used used used marginally used

Q25. Are insurers allowed to negociate with Alowed but Allowed but Allowed and widely  Allowed and widely  Allowed but
individuals hospitals? marginally used marginally used used used marginallyused

Q25. Are insurers allowed to negociate with Allowed but Allowed and widely
0 . No . n.a. No
pharmaceuticals companies? marginally used used

require prior authorisation for
certain services to be X X
reimbursed

offer insurance plans with a
. , X X X
restricted network of providers
Q26. Relations

between health |offer insurance plans requiring
insurers and patients to follow specific care X X X
insured people. |pathways

Insurers allowed | offer several options of cost
to: sharing levels in exchange for X X
higher or lower premium

offer financial rewards to
insured persons who do not
claim any reimbursments
within a given period of time

Note: n.a. means Not Available.

Source: OECD Survey on health system characteristics 2008-2009.
StatLink http.//dx.doi.org/10.1787/810168305364
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24 Interventions of the public sector to ensure coverage of high-risk or low-income people in
non-NHS systems

38. Where coverage is not automatically provided to all residents through national or local health
systems, policies have been implemented to guarantee access to coverage or to care for people with low-
income or high health risks. Questions 10 and 11 of the survey were designed to collect information on this
type of measure and thus only apply to 15 countries: Austria, Belgium, the Czech Republic, France,
Germany, Greece, Japan, Korea, Luxembourg, Mexico, the Netherlands, Poland, the Slovak Republic,
Switzerland, and Turkey (see Table 7).

39. In the set of countries considered, health insurance contributions/premiums are either linked to
revenues or regulated so as to avoid anti-selection of “bad-risks” by insurers. Therefore, there is no need
for specific provisions to ensure health coverage of high-risk people. However, special programs often
exist to improve access to health care services.

Table 7. Complementary interventions of the public sector in health coverage (Q10)

Q10. Governement
intervention for
low-income or

Country aconomically Q10b. If yes, how?
disavantaged
groups?
Austria Yes Subsidies for purchase of insurance (Mean-tested)
Belgium Yes Subsidies for purchase of insurance
Czech Republic  Yes n.a.
France Yes Subsidies for purchase of insurance
Germany Yes Subsidies for purchase of insurance (Mean-tested)
Greece Yes Provision of health care
e Yes Subsidies for purchase of insurance ('), Dedicated
programmes

Korea Yes Dedicated programmes
Luxembourg Yes Dedicated programmes
Mexico Yes Dedicated programmes,

Direct provision of health care
Netherlands Yes Subsidies for purchase of insurance (Mean-tested)

Subsidies for purchase of insurance (Mean-tested),
Poland Yes Dedicated programmes,
Direct provision of health care

Slovak Republic n.a. n.a.
Sw itzerland Yes Subsidies for purchase of insurance (Mean-tested)
Turkey Yes Subsidies for purchase of insurance (Flat)

Note (1): In Japan, there are no real “subsidies” but reduced contributions for low-income people.
Note: n.a. means Not Available.

Source: OECD Survey on health system characteristics 2008-2009.
StatLink http./dx.doi.org/10.1787/810181655783
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40. In all 14 countries’, governments intervene to ensure the provision of basic health coverage or
health services for low-income or disadvantaged groups.

41. Eleven countries have implemented policies to help the disadvantaged in obtaining health
coverage at no or lower cost through subsidies or dedicated programmes. For instance, in Austria and
Belgium, low-income individuals benefit from reduced contribution rates, while in Luxembourg
contributions rates are subject to a ceiling (Immervoll, 2009).

42. In France, individuals with income below €8,774 (in 2008) are entitled to free health coverage
through the universal coverage scheme (CMU). In 2008, about 2.3% of the population was covered by the
free CMU. In Germany, means-tested subsidies are provided to about 2% of the population. In Korea,
individuals whose income does not reach the minimum standard of living are entitled to the Medical Aid
Programme, providing free health insurance for about 4% of the population.

43. In Mexico, individuals not entitled to social security can purchase voluntary health insurance
through the Seguro Popular scheme. The scheme, subsidising the coverage of 17% of the population, is
financed by Federal and State contributions and income-related family contributions (OECD, 2005). In
Turkey, 8.6% of the population is entitled to the Green Card, i.e. a flat subsidy for the purchase of health
insurance coverage (OECD and World Bank, 2008).

44, In the Netherlands and Switzerland, large shares of the population receive means-tested subsidies
for the purchase of health coverage (40% and 30% respectively) (Leu et al., 2009; Survey 2008). In
Poland, for some insured groups covered by universal health insurance (e.g. registered unemployed people
who do not receive social benefits) health insurance contributions are paid by state budget.

45. Three countries offer in-kind benefits through the direct provision of free health care services. In
Greece, health care centres and NHS hospitals’ outpatient units dispense free care to the uninsured
(Economou and Giorno, 2009). In Mexico, the Ministry of Health and State Health Services provides
medical care for uninsured people -generally subject to copayments- and several programmes provide free
health care services to specific population groups -small communities, rural and indigenous populations
and individuals in extreme poverty (OECD, 2005). In Poland, uninsured people and refugees are entitled to
free health care (Immervoll, 2009).

46. In Japan, contributions rates are reduced for low income people’. In addition, persons who still
live in poverty even after utilising his/her asset and ability to work can receive public assistance. Public
assistance recipients can receive the same health services available under other basic health insurance
systems from medical institutions as an in-kind benefit without any out-of-pocket payment.
Comprehensiveness of basic primary health care coverage

47. Assessing the level of basic primary coverage of the population against health risks is a
challenge. It requires taking into account three important dimensions: the share of the population covered,
the scope of the benefit basket (services and goods covered by health insurance) and the depth of coverage
(share of services costs covered).

5. Information on the Slovak Republic is not available.

6. In Japan, contributions to health insurance depend on income, property assets and the size of the
household. The later part is reduced for low income people.
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48. The OECD survey on health systems characteristics included two questions pertaining to the
coverage of ten types of services by basic health insurance (Q13a and Q13b)’:

e The first question related to the scope of benefits covered. Countries were asked to indicate
whether each service was “typically” covered, with or without copayments.

e The second question related to the depth of coverage (share of costs covered by basic primary
health insurance). Countries were asked, for each type of service to indicate the “typical” range
of costs covered: below 50%, 51%-75%, 76%-99%, 100%.

49. In both questions, countries were invited to describe the “typical” or “the most frequent”
situation. Indeed, in many countries, including those with single and “uniform” coverage schemes, the
scope and the level of coverage vary across population groups (according to age, employment, health
status, etc.). Collecting and analysing information on every specific situation was just not possible for the
scope of this study, a fortiori in countries with pluralistic systems of coverage. Therefore, the questionnaire
focused on the “typical situation”.

50. The information collected through the survey is summarised in Table 8. The Mexican and Irish
situations deserve a few comments. In Mexico, more than half of the population is covered through
mandatory social security and 23% through Seguro Popular. However, since social security schemes do
not define explicitly the benefit package they cover, replies from Mexico reflect the situation of people
insured by Seguro Popular, i.e. not the most frequent situation. That being said, the social security scheme
in Mexico generally provides coverage for the same types of services.

51. In Ireland, one third of the population is eligible for a means-tested Category I coverage, with
free access to hospital and medical services, while the remaining two-thirds are eligible for Category II
coverage and must share the costs of health care services. Information presented in Table 8 reflects the
situation of those eligible for Category II and therefore underestimates the level of coverage of the whole
population.

7. The survey included a question (Q12) on the existence of a general deductible. Due to a lack of specificity
of the question, replies were not usable.
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Table 8. Coverage of ten functions of care by basic primary health coverage (Q13) (typical range of costs

Country

Acute inpatient
care

covered)

Outpatient
primary care
physicians

Outpatient
specialists
contacts

DELSA/HEA/WD/HWP(2010)1

Clinical
laboratory tests

Diagnostic
imaging

contacts

Australia Covered (100%)  Covered (76-99%) Covered (76-99%) Covered (51-75%) Covered (51-75%)
Austria Covered (76-99%) Covered (100%) Covered (100%) Covered (100%) Covered (100%)
Belgium Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%)
Canada Covered (100%) Covered (100%)  Covered (100%) Covered (100%) Covered (100%)
Czech Republic Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (100%) Covered (100%)
Denmark Covered (100%)  Covered (100%) Covered (100%) Covered (100%) Covered (100%)
Finland Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (100%)
France Covered (76-99%) Covered (51-75%) Covered (51-75%) Covered (51-75%) Covered (76-99%)
Germany Covered (100%)  Covered (76-99%) Covered (76-99%) Covered (100%) Covered (100%)
Greece Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%)
Hungary Covered (100%)  Covered (100%) Covered (100%) Covered (100%) Covered (100%)
Iceland Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%)
Ireland Covered (100%)  Not covered Covered (100%)" Covered (100%) Covered (100%)
ttaly Covered (100%) Covered (100%)  Covered (76-99%) Covered (76-99%) Covered (76-99%)
Japan Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%)
Korea Covered (76-99%) Covered (51-75%) Covered (51-75%) Covered (76-99%) Covered (76-99%)
Luxembourg Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%)
Mexico Covered (100%) Covered (100%)  Covered (100%) Covered (100%) Covered (100%)
Netherlands Covered (100%)  Covered (100%)  Covered (100%) Covered (100%) Covered (100%)
New Zealand Covered (100%)  Covered (51-75%) Covered (100%) Covered (100%) Covered (76-99%)
Norw ay Covered (100%) Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%)
Poland Covered (100%) Covered (100%)  Covered (100%) Covered (100%) Covered (100%)
Portugal Covered (100%)  Covered (100%)  Covered (100%) Covered (100%) Covered (100%)

Slovak Republic

Covered (100%)

Covered (100%)

Covered (100%)

Covered (100%)

Covered (100%)

Spain Covered (100%)  Covered (100%) Covered (100%) Covered (100%) Covered (100%)
Sw eden Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (100%) Covered (76-99%)
Sw itzerland Covered (100%)  Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%)
Turkey Covered (100%)  Covered (76-99%) Covered (76-99%) Covered (100%) Covered (100%)

United Kingdom

Covered (100%)

Covered (100%)

Covered (100%)

Covered (100%)

Covered (100%)

Note: (1) Category Il patients have 100% coverage for public specialist outpatient services but are not covered for private specialist
care.

Source: OECD Survey on health system characteristics 2008-2009 and OECD estimates.
StatLink http://dx.doi.org/10.1787/810267523105
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Table 8. Coverage of ten functions of care by basic primary health coverage (Q13)
(typical range of costs covered) (cont.)

. . eglasses
Country Phy::t\:z;ZPISt Pharmaceuticals az/o% contact Dental care prozet::asles
lenses

Australia Covered (1-99%) Covered (76-99%) Not covered Not covered Not covered
Austria Covered (100%) Covered (76-99%) Covered (1-50%) Covered (100%) Covered (51-75%)
Belgium Covered (1-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%)
Canada Not covered Covered (51-75%) Not covered Not covered Not covered
Czech Republic  Covered (100%) Covered (51-75%) Covered (1-50%) Covered (1-50%) Covered (1-50%)
Denmark Covered (1-99%) Covered (51-75%) Not covered Covered (1-50%) Not covered
Finland Covered (1-99%) Covered (51-75%) Not covered Covered (76-99%) Covered (76-99%)
France Covered (1-99%) Covered (51-75%) Covered (1-50%) Covered (1-50%) Covered (1-50%)
Germany Covered (1-99%) Covered (76-99%) Covered (1-50%) Covered (76-99%) Covered (1-50%)
Greece Covered (1-99%) Covered (76-99%) Covered (1-50%) Covered (1-50%) Covered (1-50%)
Hungary Covered (100%) Covered (76-99%) Covered (1-50%) Covered (1-50%) Covered (1-50%)
Iceland Covered (1-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%) Covered (76-99%)
Ireland Cover