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INTRODUCTION

d Value of promoting universal health care coverage

1 A situation where the whole population has access
to good quality services according to needs and
preferences, regardless of income level

O Many countries currently consideration: develop
financing systems to move towards or sustain
universal coverage in a way which is affordable,
feasible and politically acceptable




INTRODUCTION

L Many low-income countries challenge in Africa:
committed to increasing financial protection among
their populations in an affordable and equitable
manner, especially in contexts of a large informal
sector.

1 One of the major concerns: whether offering
complete financial protection will be affordable and
sustainable.




INTRODUCTION

 The Tanzanian Health Sector Strategic Plan Il
Indicates a commitment to the expansion of pre-
payment schemes as a means of generating
complementary financing for health service
provision and, ultimately, achieving universal
coverage, with 30%coverage targeted by 2015.




INTRODUCTION

This paper aims to:

] Assess the impact in Tanzania of possible moves
towards universal coverage compared with the current
situation in relation to service use, health care
expenditure and revenue generation

 Calculate expenditure as a proportion of government
expenditure and gross domestic product(GDP).

1 Explore how the additional expenditures associated with
greater coverage might be financed.




METHODS-Study Setting

Table 1 Characteristics of the Tanzanian population and projected changes

Population characteristics 2010 Projected 2025
Total population {million)® 4319 65.34
Women aged 15-49 years (million) (%)* 1037 (24) 15.45 (23.6)
Children aped 0~4 years (million) (%)* 1907 (44.4) 28.18 (43.1)
Working apge population {aged 15-5%) (million) {%)* 2202 (51.0) 4,18 (52.8)
Elderly population (aged =60) (million) (%)* 200 (4.6) 2497 (4.5)
Dependency ratos (%)
Young 8706 245
Elderly B.0E H.649
Total U 14 e
Population growth rate® 2.51 273
Life expectancy in years® 55 6l
GDP in billion Tsh® 2354 42438
Government expenditure in billion Tsh” 7541 13580
Informal sector (% of population aged =15 years)~ 9.9 62.1
Inactive and unemployed (% of population aped =15 years)* 2008 139
Public formal sector {% of population aped =15 vears)® 21 22
Private formal sector (% of population aged =15 years)® 7.1 21.7
Average manthly income in public/private sector (Tsh)® 25329 340 90 ]




METHODS-Study Setting

O The Tanzanian health system is comprised of a large number
of faith-based providers and a growing number of private for-
profit providers.

O However, over 65% of all facilities in the country are
government owned and there is a wide discrepancy in the
distribution of facilities between urban and rural areas.

O In 2008, the government launched a comprehensive plan to
strengthen the public primary health system, including the
construction of a dispensary in every village. This is referred to
as the primary health care development programme.




METHODS-Study Setting

4 Currently, Tanzania has a highly fragmented health
financing system which combines funding through
health insurance schemes and tax funding with out-
of-pocket payments.

O Total health insurance coverage in 2008 was
estimated at around 10%.

O Out-of-pocket payments account for about 25% of
total health care expenditure, donor funding for 44%
and tax funding for 28%.
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Summary Of Health Care
Financing Reform Scenarios

 Tanzania is currently committed to expanding health
Insurance cover within the population with a view to
moving towards universal coverage.

1 The Health Sector Strategic Plan Il specifically
identifies the NHIF and the CHF/TIKA as the means
of expanding coverage.




Summary Of Health Care
Financing Reform Scenarios

Three simple scenarios are described:
o Maintaining the current situation (‘the status quo’);

o Expanded health insurance coverage (the estimated
maximum achievable coverage in the absence of
premium subsidies, coverage restricted to those
who can pay);

o Universal coverage for all (government revenues
used to pay the premiums for the poor).




Summary Of Health Care
Financing Reform Scenarios

Scenario 1. The status quo

v The status quo was based on the 2008 situation,
where 10% of the population is covered by a
fragmented set of insurance schemes with varying
levels of benefits.

v The remaining population benefit from subsidized
user charges in public facilities funded mainly
through tax revenue.

v' Utilization rates were assumed to remain at current
levels.




Summary Of Health Care
Financing Reform Scenarios

Scenario 2: Expanded insurance coverage

U The expanded coverage scenario assumed that the entire formal
sector would be covered by the NHIF under the existing benefit
package. Under this scenario the CHF/TIKA benefit package was
assumed to expand to include public inpatient care.

O Coverage of informal sector households by the CHF/TIKA was set
at 52% on the assumption that all those who currently pay more
than the cost of the CHF/TIKA premium in user fees would enroll
in the CHF/TIKA.

O Utilization rates for public inpatient care among CHF/TIKA
members were assumed to increase by 90% due to the inclusion
of these services within the benefit package. Those individuals not
covered by the NHIF or the CHF/TIKA would benefit from
subsidized user charges in public facilities funded mainly through
tax revenue.




Summary Of Health Care
Financing Reform Scenarios

Scenario 2: Expanded insurance coverage

O It was assumed that achieving significant increases in insurance
coverage would require substantial investment in the public health
system.

Two scenarios for upgrading the public health system were
considered: an upper and a lower cost scenario

v In the lower cost scenario, the cost of training and recruiting
sufficient health workers to meet national human resource
requirements was included.

v" In the upper cost scenario, the costs of comprehensive health
system strengthening were included, as for the universal coverage
scenario.




Summary Of Health Care
Financing Reform Scenarios

Scenario 3: Universal coverage

v' The universal coverage scenario assumed that the entire
population would be covered by insurance financed either through
contributions or from tax funding for those who could not afford
premiums.

v' The formal sector would be covered through the NHIF under the
existing benefit package, and the informal sector through the
CHF/TIKA with benefits extending to public inpatient care, and all
other members of the population would be dependents on either
of these schemes.

v" The utilization rates were those considered under the expanded
iInsurance scenario.

v" We included the costs of comprehensive health system
strengthening including: rehabilitation, human resource
development, improving the referral system and improving the
provision of medicines, equipment and supplies.




Model For Estimating Resource
Requirements

1 A model was developed in Microsoft Excel to
explore the health care expenditures associated
with each of the reform scenarios in relation to the
delivery of public health services and all health
services (public, private and faith-based as well as
pharmacies/drug shops).

O This process relied on three key variables:
population: service utilization rates: and the unit
costs of service delivery.
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Model For Estimating Revenue

 The second objective of the model was to forecast
total from user fees and insurance
contributions associated with each scenario.
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Key Findings

Changes in population coverage and service utilization

O Under the status quo, financial protection is available to 10% of
the population through health insurance schemes, with the
remaining population benefiting from subsidized user charges
In public facilities.

[ Seventy-six per cent of the population would benefit from
financial protection through health insurance under the
expanded coverage scenario, and

 100% of the population would receive such protection (by year
15) through a mix of insurance cover and government funding
under the universal coverage scenario.




Table 4 Estimates of total utilization levels, baseline and year 15 (millions)

Baseline Scenarios: Year 15
Status quo Expanded coverage Universal coverapge
Total outpatient visits 101 157 228 268
Total inpatient admissions 1 17 21 22
Total outpatient visits to public providers e 48 150 196
Total outpatient visits to pharmacies/drug shops i 89 134 182

Total inpatient admissions to public providers 7 10 16 17




Projected Expenditure Levels

Table 5 Projections of average annual public and total health service delivery costs, and revenue from user fees and insurance premiums, in billion
Tsh (2010 prices), over the period baseline to year 15

Scenario Average annual Average annual Average annual revenue Average annual
public health total health service from user fees revenue from
service delivery delivery costs Public health All health insurance
costs SeIvices services contributions

Satus quo 25 10D 178 436 7l

Expanded coverapge—lower® 967 1355 1] 294 1449

Expanded L"l'rw:fﬂﬁt—up[}tfh 1695 2055 109 294 1449

Universal coverage® 1784 2130 71 247 1471

Nofes:

“Expanded coverage—lower assumes the minimal level of public bealth system mvestment.

b i i i

Expanded coverage—upper assumes the maximum level of public health system investment.

“User fees are still incurrad as CHETIEA members pay out-of-pocket when using non-public services which are not covered in their benefit package.
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Figure 1 Projections by scenario of public service delivery costs as a

proporton of GDP




Table 6 Best and worst case scenario analysis: impact on expenditure results of changes in key assumptions

Expanded coverage lower Universal coverage

Best case Worst case Best case  Worsh case

Year 1

Total expenditure (billion Tsh) U35 1124 162 1968

Total expenditure on public health services (billion Tsh) &0 842 1446 1551

Total expenditure as % GDP 5.5 5.0 .1 BT

Total expenditure on public health services as % povernment expenditure (billion Tsh) B.1 11.6 16.9 214
Year 5

Total expenditure (billion Tsh) 1123 1632 1862 2548

Total expenditure on public health services (billion Tsh) 831 1150 1626 1893

Total expenditure as % GDP 3.2 6.7 52 104

Total expenditure on public health services as % povernment expenditure (billion Tsh) 7.3 14.6 14.3 242
Year 15

Total expenditure (billion Tsh) 19358 5736 2794 7085

Total expenditure on public health services (billion Tsh) 1391 306 2232 4282

Total expenditure as % GDP 3.0 15.2 4.3 237

Total expenditure on public health services as % government expenditure (billion Tsh) 6.7 35.5 11.1 447




— Expanded Uppear
LR — E:.:pﬂndg:j

E':'-'- ErlkdrrRtd b rrmas
e FEFEITT A ST R A R N bk

B Status Q
tranrse s Lo
4%
2%
0% —T—
D o— Oy WD e 0O — 0 o= W
e S T
(U I T S T ==
a e

Figure 3 Projections by scenario of public service delivery costs as a
proportion of total government expenditure
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Figure 4 Projected revenue surplus/deficit for the NHIF in 2010
billion Tsh

Note: 5Q: Status quo; Expand,/UC: Expanded insurance cover; universal
coverage scenarios using current estimates of unit costs. Expand/UC
private: expanded insurance cover and universal coverage using private
scheme unit cost levels. Low: assumes lower level of real wage inflation
of 2%; High: assumes higher level of real wage inflation: 5%.




Table 7 Per capita annual cost and revenue from user fees and
insurance premiums and net cost (o the government in Tsh associated
with different population groups at baseline

Population Per capita Per capita Per capita Net cost
o ps service revenue from revenue per
delivery public sector from capita
Cosis user fees insurance
premiums
Uninsured 2 b 2 20 (L 3716
CHETIKA 12778 i e P 1702 10 G6b 5

current package

N HIE 17 591 b A5033 =23 162

Nofe: *At baseline, CHETIEA members are still paying user charges for
inpatient care in public facilities.
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Figure 5 Projected net public sector resource requirements (revenue
minus cost) for CHE/TIKA members and the uninsured in 2010 Tsh
billion

Note: S0 Status quo; Expand: expanded insurance coverage; UC:
universal coverage; Unins: uninsured. CHETIKA UC* signifies universal
coverage in the absence of premium contributions from CHETIKA
members,




Discussion

1 A potentially sizeable expansion in insurance coverage
could be achieved just by expanding coverage within the
formal sector. If the government made it mandatory for
the entire formal sector to enroll in the NHIF, this would
Immediately expand coverage to around 50% of the
population(including dependants).

1 The achievement of universal coverage relies primarily
on the successful expansion of CHF/TIKA cover among
the informal sector and their dependants, which are the
majority of the population, and expanding benefits to

Include inpatient care, without which financial protection
would be incomplete.




Discussion

U In the two scenarios considered, health insurance
expansion had a significant effect on
at lower level public facilities.

O These scenarios, therefore, rely on the existence of
a appropriately equipped lower
level to ensure that quality services
are made available to the population in sufficient
guantity.

4 Costs of upgrading the public health system

4 Alimited investment in the health system to ensure
sufficient human resource availability




Discussion

1 The other major cost driver is the expansion of
coverage among the CHF/TIKA, which leads to
and
from , with premiums doing little to offset
these costs.

 The removal of CHF/TIKA premiums would have
little effect on the overall resource requirements
associated with moves towards universal coverage.

4 funding the informal sector through other revenue
sources. Ghana and Thailand experiences




Discussion

1 Under the base case and best case scenarios,
expanded insurance coverage was largely
affordable at current levels of government health
sector spending.

L However, universal coverage would require a
doubling in the proportion of GDP going to public
health services from 3% to 6% in the short term.

O NHIF revenue surplus

L Cross-subsidization between the NHIF and the
CHF/TIKA.




Conclusion

Q

There are variety of options to finance expanded and universal
coverage in Tanzania.

The use of NHIF reserve funds to cross-subsidize, at least, a
proportion of the informal sector would be the most straightforward
and equitable way of financing insurance expansion.

The achievement of universal coverage will be highly dependent on
Tanzania’s ability to contain health care costs by negotiating with
service providers to ensure reimbursement rates remain reasonable.

Under the worst case scenario, neither the expanded nor the
universal coverage scenarios were likely to be affordable.

The government commitment to upgrading the public health system
outlined in the MMAM will also need to be made a reality in order to
deliver services of adequate quality to the population.

Indeed, ensuring that quality services are available will be critical to
the success of a universal coverage plan and to the willingness of the
population to pre-pay for health care.







