[bookmark: _GoBack]COLOMBIA
World Bank Health Sector Reimbursable Advisory Services - RAS
Technical Assistance to Strengthen National Health Insurance System

DRAFT CONCEPT NOTE PAPER
This version: June 20, 2013
A. Main Objectives of RAS	
1. The development objective of this RAS is to contribute to strengthen the Colombian central Government’s institutional capacity to exercise stewardship over the National Health Insurance System (NHIS) to foster better health outcomes, health system responsiveness and improved governance and accountability. To this end, the proposed RAS will provide technical assistance to streamline organizational arrangements and support the development and design of information systems to reduce fragmentation of the enrolment, revenue collection and pooling functions. This RAS will also provide technical assistance to introduce more refined mechanisms for allocation of resources, introducing results based financing and a strategic framework for periodic evaluation of new health insurance policies. 
Background
2. In 1993, Colombia launched a major health sector reform with the establishment of a compulsory health insurance system, which by 2012 resulted in the enrolment of over 95 percent of the population. Law 100 introduced a managed competition model in which the enrolment, revenue collection and purchasing functions were delegated to health insurance firms[footnoteRef:1] (in Spanish: Empresas Promotoras de Salud – EPSs) responsible for ensuring access to needed health care services of their enrollees by contracting with individual public and private health providers. Availability and pooling of financial resources for health inputs, as well supply of health care (mainly private and in large urban areas) increased importantly.  [1:  The name of these firms in Spanish (literally Health Fostering Firms) reflects the EPSs’ main mission that was to conduct strategic purchasing of health care goods and services. Given that EPSs did not compete on premiums prices because allocated capitations formulas were the same regardless of quality of care or patient satisfaction the emphasis was supposed to be managing health care services. As managing of financial risks was limited it was agreed that EPSs will not be supervised by the Superintendence of Finance as a conventional health insurance firm would be and only the Superintendence of Health was left in charge of supervising these firms.] 

3. The NHIS is fragmented both administratively (two health insurance regimes, contributory and subsidized) and financially (revenue collection, pooling, resource allocation). The NHIS has two main regimes: the Contributory Regime (CR) and the Subsidized Regime (SR). The CR is designed to cover all individuals in the formal sector and their dependents, whereas the SR is for those outside the formal sector including independent workers. The Mandatory Benefit Package (MBP) of health services was different for each regime, with the CR’s being extremely generous and the SR’s only covering very basic primary health care and infrequent, high cost catastrophic events. Individuals covered by SR had access to the rest of the services via public health facilities managed at the state and municipal levels. Complex bureaucratic processes of approvals, forms and waiting times generated barriers to timely access to services, particularly for the poor. In 2012, as part of an initial set of health insurance reforms consistent with previous Constitutional Court rulings, the MBP was equalized for beneficiaries of both regimes.
Challenges currently faced by the NHIS
4. Lack of adequate regulation and supervision of enrolment, revenue collection, pooling and flow of resources has become an obstacle for a transparent and efficient flow of resources to providers. The managed competition model was expected to foster efficiency, transparency, quality, and cost containment through competition between providers and EPSs. However, out of the originally envisioned managed competition model, both management (regulation and supervision) and competition (health care consumer choice based on available information on EPSs and providers) were notoriously absent. Patients did not have any substantial information by which to select EPSs. With a large number of laws, decrees, bylaws, and regulations, the legal and regulatory frameworks have become overly complex and have important loopholes, overlaps and gaps contributing to a public policy vacuum in the stewardship of the health sector. Broad deregulation of the health sector (including prices of medicines and financial supervision) along with fragmentation of the NHIS across different lines (insurance regimes, decentralization, public and private, etc.) are considered important factors posing obstacles for improving health outcomes, transparency, patient satisfaction and long-term sustainability. Lack of regulation, timely information and supervision of revenue collection, enrolment, pooling limited transparency and efficiency of key NHIS functions. Central health authorities lack institutional capacity to harness market forces as originally envisioned by Law 100 and quick, direct access to key health insurance information for strategic decision-making. 
5. Currently, the organizational approach to delivery of care, the design of the MBP, and lack of periodic evaluation are not conducive to enhance equitable health outcomes, quality of care, and overall long-term sustainability. The regulations on providers do not foster the development of integrated provider networks. This weakens the continuum of care delivered by public and private providers and limits implementation of some key public health functions. Ultimately, this leads to erratic flows between various health care units, unnecessarily long travel for treatment, and even preventable deaths due to untimely access to specialized services. Ideally, true health care networks would provide a comprehensive approach to health risk management over a patients’ entire life cycle. A law passed by Congress in 2011 provides a renewed commitment to enhance primary health care, but since then no progress has been made at a national level (Ministerio de Protección Social, 2011). Additionally, the existing approach to MBP fosters perverse incentives to focus on inputs rather than on management of health care needs. The current MBP is an unusual list of more than 6,400 inputs and interventions (as opposed to health care conditions) which led to inadequate management of health risk factors and weak capacity to rein in demand for expensive, high-tech curative services and in-patient hospital care. 
6. Finally, the lack of adequate incentives to foster governance and accountability has been an ever-increasing challenge in the public and private sectors. The press, the Attorney General, the Office of the Ombudsman, and members of the public at the Constitutional Court hearings have all expressed serious concerns regarding the lack of control by the central government over the financial flows and lack of transparency overall in the system (Corte Constitucional de Colombia, 2012). The government had to introduce direct payments to several providers in the SR because providers have not been paid on time. In recent years, corruption and fraud investigations into NHIS management have seriously damaged the population’s confidence in management by municipalities and EPSs in particular and in the management of the NHIS in general. The government even had to take control of the country’s largest private EPS in order to provide continuity of services while criminal investigations took place. The focus of the system has shifted away from results in health outcomes towards flow of funds and purchasing of inputs. Very few incentives are built into the system to enhance transparency and manage the health of populations and health care needs of individuals throughout their life cycles. 
B. Key Development Issues and Rationale for Bank Involvement
7. Despite having achieved important steps towards Universal Health Care, the NHIS has not yet delivered expected results. The levels of equity in access to quality of health care are not commensurate with increased levels of economic growth and public funding. The lack of access to quality services is more evident for the poor and those living far from large urban centers. As a consequence, the system has yet to resolve challenges of sustainability, governance and accountability, and inequity in access to quality health services.
8. The Government of Colombia seeks to introduce a major reform to the NHIS by streamlining the legal framework with two new laws. A top priority for the Government in the social sector is the development of a new, comprehensive legal and regulatory framework for the National Health Insurance System (NHIS) and it has reached out to the Bank for technical assistance. In draft legislation[footnoteRef:2], the government is proposing to substantially restructure the health system’s organization and realign incentives in order to address barriers to access and shortcomings in quality, while securing the system’s financial sustainability. The new law will:  [2:  Draft Legislation Number 210 of the 2013 Senate, proposed March 2013] 

a. unify and centralize the management of revenue collection, enrolment and pooling, 
b. redefine the basic health care benefits package, guarantee better access to care in sparsely populated regions, and 
c. transform the role EPSs and alter existing financial incentives so as to improve governance, accountability and foster comprehensive management of individual and population health care needs (Gaviria 2013). 
9. Collaborating on the implementation of this new framework represents a unique and strategic window of opportunity for the Bank to enhance public sector capacity in Colombia through improved accountability and better governance and information systems. This RAS coincides with the Bank’s primary recommendations for improving the NHIS (Montenegro and Bernal 2013) as well as two main objectives of Colombia PKS (NHIS reform and health system responsiveness). Further, the goals of RAS and the broader PKS program align with the objectives of the Country Partnership Strategy (CPS), which highlights good governance and the improvement of social services as important strategic priorities in Colombia. 
10. The Colombian government and the Bank have jointly identified three key reforms as opportunities to collaborate and strengthen public sector capacity: 
a. establishing organizational arrangements and information systems for a new public autonomous entity (Salud Mía) that would centralize the functions of enrolment, revenue collection, and pooling at the national level, while improving policy making capacity
b. increasing equity and efficiency by improving use of available data for modernizing resource allocation methods and management of financial risks within the new approach[footnoteRef:3] to the Mandatory Benefit Package (facilitated by the new centralized management of health insurance), and  [3: Currently the MBP is an explicit (positive) and unusually long and detailed list of more than 6,400 medicines, interventions and other inputs.  This approach to emphasize inputs creates perverse incentives for supply induced demand that ends in litigation or other forms of mandates for Central Government to finance inputs that may not be aligned with international standards or best practices.  The new approach to MBP seeks to foster comprehensive management of health care needs of the population but with  an explicit list of interventions or inputs that would not be covered in line with evidence-based medicine.] 

c. strengthening health care provision to foster integrated networks, results based financing, digital health information systems and periodic evaluations of NHIS policies as proposed in the new law. 
The RAS components incorporate the Bank’s development objectives for improving governance, the strategic policy priorities for the health sector in the region, and the partner government’s top reform priorities. 
C. Policy Issues, Proposed Reforms, Expected Outcomes and Bank’s Role
11. This section describes the key strategic policy issues the RAS seeks to address, identifies related institutional constraints of the NHIS, and highlights barriers to reduce inequalities in the context of universal health coverage policies. It also contains descriptions of the proposed reforms, the expected outcomes, and the role of the Bank. 
12. Establishing Salud Mía: centralizing and unifying enrolment, pooling, revenue collection, and purchasing to address governance, accountability and inefficiencies stemming from administrative and financial fragmentation 
	Institutional constraints
	Fragmentation of the enrolment, revenue collection, pooling functions poses obstacles for enhanced governance, accountability and for the design and implementation of results-based financing and cost-containment national policies. 

	Proposed reforms
	The establishment of a single pool that would be managed by a public, autonomous entity functioning as the treasurer of the NHIS (Salud Mía) streamlining multiple existing processes carried out by each EPS across the country. Salud Mía would also be responsible for the revenue collection and enrolment functions and maintaining a transactional database, updated online and in real time, for various policy and administrative decision-making processes at central level.

	Expected Outcomes
	By unifying the revenue collection, enrolment, pooling and treasury functions in a single public autonomous entity, the central Government aims to improve governance, accountability and flow of finances particularly to public and private hospitals. Additionally, Salud Mía would facilitate progressive unification of the CR and SR as well as cross-subsidies and cost-containment policies.

	Bank’s role
	Component 1 of proposed RAS
· Supports the design of new organizational arrangements and strategies to strengthen institutional capacity of central Government to centralize the pooling function.
· Supports the development of the main architecture of Salud Mía information system and sub-modules 



13. Bridging financing and provision: fostering equity and efficiency of NHIS through improving resource allocation mechanisms and ex post risk adjustment formulas for management of high cost patients within the proposed new benefit package framework
	Institutional constraints
	The existing approaches to the mandatory benefits, capitation formulas and risk adjustment tools (which lack sophistication) pose serious challenges to efficiency, quality of care and long-term sustainability of NHIS. The current design of the MBP, which describes more than 6,400 inputs and interventions instead of health conditions or health care needs covered, which generates perverse incentives EPSs and providers to focus on goods and services rather than on management of health conditions throughout the life cycle.

	Proposed reforms
	Health sector authorities are exploring options to improve resource allocation with more sophisticated formulas for ex-post risk adjustment (as an alternative to reinsurance) aligning incentives of EPSs and providers with population health needs while containing costs.

	Expected Outcomes
	Development of a strategy to improve resource allocation and better manage financial risks of high cost patients within the framework of the Constitutional Rulings on the Right to Health in Colombia.

	Bank’s role
	Component 2 of proposed RAS 
· Knowledge sharing and convening services to inform policy makers on modern financial resource-allocation formulas that can be adapted to the Colombia NHIS for transferring funds from Salud Mía to Health Care Management Entities and providers.
· Advice on options to manage financial risks of the new approach to the benefit package in the context of Colombia’s right to health constitutional mandates.


14. Improving quality of service provision Developing new regulations and financial incentives, standardizing clinical digital data policies, and regular evaluation of results to foster a comprehensive approach to management of health needs of the population and reduce inequalities in health outcomes
	Institutional constraints
	There is a lack of integrated networks of providers serving populations in clearly defined geographical catchment areas. Patients of lower income groups in urban and rural areas suffer negative health outcomes due to geographical and bureaucratic barriers to care—unnecessary referral processes and travel to distant health facilities. 
Individual health care providers are licensed by EPSs and have few incentives to foster integrated care of conditions or fully functional and effective health care networks that are really accessible to the population.  
There are no policies that foster accountability or a results oriented culture of health care management and delivery of health services. 
Purchasing function is not used to foster reduction of equity gaps of quality of care. 
There is a wealth of information from supply and demand sides; however there is not a strategic approach to conduct periodic evaluation or impact evaluation of new policies.

	Proposed reforms
	Government seeks to foster and regulate integration of health provider networks; results based financing, use of digital information for purchasing function, and periodic evaluations of policy reforms. 

	Expected Outcomes
	Development and implementation of new guidelines for selection of health care managers, regulation and accreditation of providers networks; development of algorithms and operational manuals for results based financing with an emphasis on primary health care; development of policy framework on E-Health and health policy periodic evaluations.

	Bank’s role
	Component 3 of proposed RAS provides technical assistance to:
· Develop regulations and guidelines to foster a comprehensive and integrated management of health care with an emphasis on primary health care;
· Introduce results based financing;
· Develop a proposal for a National Policy on Electronic and Digital Health Information (E-Health);
· Develop roadmap for introducing prospective payments in public hospitals consistent with new Salud Mía and E-Health information policies
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D. RAS Components, Intermediary and Final Outputs and Estimated Costs
The estimated total cost of the proposed RAS is: US$ 1,200.000 (including US$33,007 of contingency costs). 
	Task
	Intermediate Output
	Final Output
	Costs

	Component 1. Establishment of Salud Mia
	$570,316

	a. Support design of new organizational arrangements and strategies to strengthen institutional capacity of central government to integrate the pooling function.
	$361,330

	i. Identification of the key internal organizational processes and functions, external organizational arrangements and skills needed to comply with the new legal and regulatory framework of the National Health Insurance System and for the transition periods.

	Report with findings & recommendations consistent with new legal and regulatory frameworks (40 pages)
	First Section of Final Report for Component 1 with summary of outputs and findings.
	$144,791

	ii. Development new organizational arrangements for Central Pool Management Entity (Salud Mia), including just-in-time advice, and reviews of proposed internal regulations and bylaws with specific recommendations. 
	Just in time advice
Technical Notes
Summary Report (20 pages) with recommendations 
	· 
	$216,539

	b. Support for the development the main architecture of Salud Mia information system and sub-modules
	$208,986

	i. Design of the main architecture, modules and components of an information system capable to support the key functions and tasks of Salud Mia internally and with interoperability of existing systems at the central level and with care management entities and providers.
	Paper (60 pages) with the design architecture, peer reviewed
	Second Section of Final Report for Component 1 with summary of outputs and recommendations
	$87,418

	ii. Enrolment Function: 
Design of proposal for information system sub-module and technical assistance for development of operational manuals.
	Paper (60 pages) with the design architecture, peer reviewed
	
	$56,948

	iii. Revenue collection Function:
Design of proposal for information system sub-module and technical assistance for development of operational manuals.
	Paper (60 pages) with the design architecture, peer reviewed
	
	$32,310

	iv. Resource allocation (purchasing) Function:
Design of proposal for information system sub-module and technical assistance for development of operational manuals.
	Paper (60 pages) with the design architecture, peer reviewed
	
	$32,310

	Component 2. Briding Financing and Provision: Strategic Approaches to Better Align Incentives in NHIS
Knowledge sharing on modern financial resources allocation formulas and  management of financial risks within the framework of proposed new approach to Mandatory Benefit Package
	$142,571

	i. Just-in-time advice, informal reviews and concise technical notes (in Spanish) on best practices and recommendations on the implementation of resource allocation tools in the context of a benefit package with negative lists.
	Webinar and VC 
Conferences
Technical Notes
	Final Report of Component 2 including summary of outputs, conclusions and recommendations
	$88,740

	ii. Review of state-of-the-art on management of financial risks and mandatory health benefits, sustainability and relationship with the realization of the right to health.
	Plan of activities
Technical notes
Paper with conclusions and recommendations
	Paper with summary of conclusions and recommendations for improved management of financial and legal risks of new approach to mandatory health benefits
	$53,316

	Component 3. Improving Quality of Service Provision
	$507,737

	a. Fostering a comprehensive and integrated management of health care
	$201,161

	i. Technical Assistance to identify key financial, administrative and health care management functions, guidelines and competencies that Health Services Managers need to fulfill in order to foster improvements in responsiveness and quality of care of populations living in specific catchment areas consistent with changes in law and regulations with an emphasis in primary health care.
	Plan of activities
Webinars and VC Conferences
Technical notes
Summary report of technical assistance
	Final Report of Component 3 Section A, including summary of outputs, conclusions & recommendations

	$124,596

	ii. Identification and adaptation of best practices & concrete recommendations for development of evaluation criteria of competitive selection process of health care manager operators with special emphasis on remote and low density rural regions.

	Paper (20 pages) identifying (i) best practices, (ii) adaptation to the Colombia case, and (iii) recommendations
	
	$41,370

	iii. Technical assistance and concrete recommendations for the development of guidelines and criteria for accreditation by the Ministry of Health of health care provider networks.

	Webinars and VC conferences
Technical Notes
Summary report  with concrete recommendations
	
	$35,195

	b. Technical Assistance for Introducing Results based financing
	$143,656

	i. Development of a proposal of overall policy guidelines, operational interventions and organizational arrangements for introducing results based financing in the NHIS.

	Report (20 pages) with concrete recommendations
	Final Report of Component 3 Section B, including summary of outputs, conclusions & recommendations

	$32,678

	ii. Identification of options and selection criteria for a dynamic process of selection of relevant monitoring tracer indicators and complementary data needed for results based financing.

	Plan of activities
Technical notes
Summary report with concrete recommendations
	
	$31,151

	iii. Development of algorithms and formulas to weight results and link these data to financial resource allocation (i.e. capitated payments to networks of providers) for payments to HCME and providers to improve incentives for enhancing responsiveness and quality of care.

	Report (40 pages) with proposal of tracer indicators and algorithms for aligning incentives of health care managers and providers 
	
	$27,696

	iv. Review of state of the art: examples and recommendations for the development model results oriented contracts between national purchaser and Salud Mia including comprehensive terms of reference and enforceable provisions including among others performance and results based payments.
	Report (20 pages) 
	
	$35,797

	v. Development of a proposal of guidelines and activities for supervision and external audits (financial and clinical) during the introduction of a results based management system.

	Proposal (30 pages)
	
	16,334

	c. E-Health Governance and Policies and Use of Digital Data to Introduce Prospective Payments in Public Hospitals Consistent with New NHIS Information Policies
	$49,609

	i. Development of a proposal of a national policy, regulations and roadmap with measurable milestones for designing a streamlined and standardize flow of digital information systems on clinical and resource utilization data from managers and providers of health care to the central government and other relevant stakeholders.

	Proposal (10 Pages)
	Final Report of Component 3 Section C including summary of outputs, conclusions & recommendations

	$28,377

	ii. Proposal for the policy guidelines, governance and roadmap of hospital data collection for public hospitals to progressively adopt prospective payment systems including DRGs. 

	Proposal (20 Pages)
	
	$21,232

	d. Technical Assistance for development of Periodic Evaluation of Reforms as proposed by the new Ordinary Law
	

	i. Development of a proposal of a Strategic Evaluation Plan to comply with the periodic four-year evaluation for review of results of policy, legal and regulatory changes: hypothesis, identification of data and baseline needs and tools to measure results. 

	Proposal (40 pages)
	Final Report of Component 3 Section D including summary of outputs, conclusions & recommendations
	$55,672

	ii. Technical Assistance during the design and planning of evaluation tools ensuring efficient use of existing databases, surveys and other data-gathering and analysis tools.
	Plan of Activities including Research & Training
Webinars and VC Conferences
Technical notes
Summary of activities & recommendations
	
	$57,639






E. Schedule of Deliverables and Payments
	#
	Description
	Month*
	Payment**

	1
	Effectiveness of RAS
	0
	15%

	2
	Preliminary Report of Component 1
	3
	15%

	3
	Preliminary Report of Component 2
	4
	5%

	4
	Preliminary Report of Component 3
	5
	10%

	5
	Intermediate Report of Component 1
	7
	10%

	6
	Intermediate Report of Component 2
	8
	5%

	7
	Intermediate Report of Component 3
	9
	10%

	8
	Final Report of Component 1
	11
	15%

	9
	Final Report of Component 2
	10
	5%

	10
	Final Report of Component 3
	12
	10%



* Represents the months after effectiveness date. In the case of Preliminary Reports it also indicates the condition that Government provides decision to the Bank on the type of organizational arrangements and overall government timeline for design and implementation of new policies to integrate and strengthen.

** Represent share of total estimated amount of RAS including staff, trips, and other costs.

F. Proposed Core Team Profile and Responsibilities

	Staff Name and Position
	Responsibility

	TTL – Senior Economist
	Leads the dialogue with Government and CCSS, is in charge of overall implementation of the RAS, the functional analysis of health insurance and provision of health care services in coordination with all the other members of the team.

	Senior Health Economics Researcher
	Provides advice on health policies impact on equity and universal health coverage and participates in policy dialogue with high level Colombian authorities on health sector reform. Provides technical advice on analysis of potential impact of new policies on health sector equity and leads Technical Assistance for development of Periodic Evaluation of Reforms as proposed by the new Ordinary Law.

	Senior Health Financing and Knowledge Management Specialist
	Provides advice on issues related to revenue collection, pooling and purchasing functions at the central level for the NHIS. Provides advice on health financing policies needed to address overall efficiency and on complementary cost-containment policies;
Also advises on the use knowledge management tools and activities.

	Senior Social Protection Economist 
	Provides support in supervision of Component 1 and synergies of information systems with other social policy targeting mechanisms.

	Senior Economist with operational experience on design of organizational arrangements and information systems for social programs
	Conducts assessment of needs and design of new information system of the proposed new national pooling and purchasing entity (Salud Mía). Also provides informal reviews, just-in-time advice on the development and implementation of new legal and regulatory framework for the enrolment, targeting, revenue collection, pooling and purchasing functions of Salud Mía.

	Senior Health Economics and Health Policy Specialist
	Provides advice on regulation of health care plans and health insurance in managed competition environments. Participates in meetings with health authorities to provide just-in-time advice on policies for resource allocation and management of high cost patients.

	Senior Health Economist and Health Insurance Specialist
	Provides advice on health insurance policies and will work with local consultants in developing improved capitation formulas, risk adjustment and management of high cost patients.

	Senior Health Care Management Specialist
	Provides advice on governance NHIS and management of health care and the role of public and private sectors in mandatory health insurance systems.

	Country Economist
	Works with TTL on issues related to the fiscal impact of health sector reform and dialogue with Ministry of Finance and Economy.

	Colombian Senior Researcher (quantitative skills)
	Leads discussions with government counterparts, conducts main quantitative research in coordination with TTL, Senior Health Economist and Policy Specialist, and Senior Health Economics and Health Insurance specialist on resource allocation (ex post risk adjustment and improvement of capitated formulas).

	E-Health Specialist
	Leads the review and proposal of governance and standardization of digital clinical information systems.

	Senior Operations Specialist on results based financing of health insurance
	In charge of adapting tools developed by the Bank for aligning incentives for primary health care providers, algorithm of tracer indicators and operational manuals of results based financing. Also development of criteria for competitive selection of health care management entity.

	Senior Practitioner management of integrated health care networks
	Leads review on state of the art (including the joint commission experience in Brazil) and presentation of best practices and explores options for the development of accreditation criteria for health care networks.

	DRG operations specialist 
	Would review existing practices of accounting, billing, use of standardize diagnostic codes and would work on proposal for regulating information at the hospital level to eventually move towards prospective payments for third level of care hospitals.

	Senior Research Assistant
	Works with TTL and Senior Health Economics Researcher in developing proposal of options for periodic evaluation of integrated health care management in regional networks of providers fostering quality and the continuum of health care. 

	Junior Research Assistant
	Provides research assistance, ensures planning tools are populated, and monitors timely progress of sub-deliverables; and, produces drafts of internal Bank reports under the guidance of TTL.

	Senior Program Assistant
	Provides advice and support on operational aspects of RAS in coordination with ACS ETT.

	Local HD ETC
	Liaises with local authorities for planning and carrying out missions on evaluation of health policies and related meetings including video and audio conferences.
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ANNEX I

Non official English translation of
Draft Law Section on the Rational of the New Legal Framework for the NHIS[footnoteRef:4] [4:  The full text of the proposed new legal framework is available in English for the Bank Staff use.] 


[bookmark: PAHOMTS0001007E][bookmark: PAHOMTS0001008B][bookmark: PAHOMTS0001008E][bookmark: PAHOMTS0001009B][bookmark: PAHOMTS0001009E]This exposition on the rational of the draft law is divided in two sections. The first section contains a financial statement of the main achievements and pending tasks of the Colombian health system to identify the progress that the present law should extend and to point out the main challenges that justify the changes made in the articles of this law. The second section describes each of the chapters that comprise the articles.
[bookmark: PAHOMTS0001010B][bookmark: PAHOMTS0001010E][bookmark: PAHOMTS0001011B][bookmark: PAHOMTS0001011E]1. Achievements and Pending Tasks in the Colombian Health System
[bookmark: PAHOMTS0001012B][bookmark: PAHOMTS0001012E][bookmark: PAHOMTS0001013B][bookmark: PAHOMTS0001013E]Law 100 of 1993 was designed to deal with an inequitable health care system with serious problems regarding access and quality for most Colombians. After almost 20 years strong pressure from different social sectors continue demanding a reevaluation of the current scheme and the necessary reforms to resolve the bottlenecks in the system and improve the health status of Colombians.
[bookmark: PAHOMTS0001014B][bookmark: PAHOMTS0001014E][bookmark: PAHOMTS0001015B][bookmark: PAHOMTS0001015E][bookmark: PAHOMTS0001016B][bookmark: PAHOMTS0001016E][bookmark: PAHOMTS0001017B][bookmark: PAHOMTS0001017E][bookmark: PAHOMTS0001018B][bookmark: PAHOMTS0001018E]Within the framework of this debate it is necessary to recall the major problems that justified the introduction of Law 100: hospitals in permanent crisis with average occupation percentage below 50%; a large proportion of the population without access to services; unsatisfied health professionals; and underserved users.1, 2
[bookmark: PAHOMTS0001019B][bookmark: PAHOMTS0001019E][bookmark: PAHOMTS0001020B][bookmark: PAHOMTS0001020E][bookmark: PAHOMTS0001021B][bookmark: PAHOMTS0001021E]One of the main problems was low coverage. By 1993 health coverage reached only 24% of the population and showed great inequality, while 47% of the richest quintile was covered; this percentage had fallen to only 4.3% for the poorer quintile (Quality of Life Survey, MSPS calculations, Figure 1). 

[bookmark: PAHOMTS0001022B][bookmark: PAHOMTS0001022E]FIGURE 1
[bookmark: PAHOMTS0001023B][bookmark: PAHOMTS0001023E][bookmark: PAHOMTS0001024B][bookmark: PAHOMTS0001024E]Health Insurance Enrolment in 1993 
by Income Quintile
[image: _Pic74]
[bookmark: PAHOMTS0001025B][bookmark: PAHOMTS0001025E][bookmark: PAHOMTS0001026B][bookmark: PAHOMTS0001026E]Source: ECV 1993, MSPS calculations. 
[bookmark: PAHOMTS0001027B][bookmark: PAHOMTS0001027E][bookmark: PAHOMTS0001028B][bookmark: PAHOMTS0001028E][bookmark: PAHOMTS0001029B][bookmark: PAHOMTS0001029E][bookmark: PAHOMTS0001030B][bookmark: PAHOMTS0001030E][bookmark: PAHOMTS0001031B][bookmark: PAHOMTS0001031E]1 Ministry of Health. La reforma a la seguridad social en salud. Volume 1: Background and Results. Bogotá, 1994. 
[bookmark: PAHOMTS0001032B][bookmark: PAHOMTS0001032E][bookmark: PAHOMTS0001033B][bookmark: PAHOMTS0001033E][bookmark: PAHOMTS0001034B][bookmark: PAHOMTS0001034E]2 Esguerra Gutiérrez, Roberto. Aún no es hora de reformar la Ley 100. Colombia Médica, 1996. 
[bookmark: PAHOMTS0001035B]
[bookmark: PAHOMTS0001035E][bookmark: PAHOMTS0001036B][bookmark: PAHOMTS0001036E]This inequity meant less probability of receiving care and a greater financial effort on the part of the families to use the health services. In 1992, 33.2% of the poorer population (quintile 1) did not receive medical care when it was sick and requested it, compared with 7.3% of the population with greater income (quintile 5) (National Household Survey, MSPS calculations, Figure 2). 
[bookmark: PAHOMTS0001037B]

[bookmark: PAHOMTS0001037E]FIGURE 2
[bookmark: PAHOMTS0001038B][bookmark: PAHOMTS0001038E][bookmark: PAHOMTS0001039B][bookmark: PAHOMTS0001039E]Percentage of Individuals that Report not using Medical Care 
in Case of Ill Health
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[bookmark: PAHOMTS0001040B][bookmark: PAHOMTS0001040E][bookmark: PAHOMTS0001041B][bookmark: PAHOMTS0001041E]Source: ECV 1992, MSPS calculations. 
[bookmark: PAHOMTS0001042B][bookmark: PAHOMTS0001042E][bookmark: PAHOMTS0001043B][bookmark: PAHOMTS0001043E]For that same year, spending on medical consultations, drugs, and laboratories of the poorer households represented 28.2% of their total annual income, while for those with greater income it represented only 6.5%. Hospitalization spending represented 64% for the poorer and 17% for the richest (ENH, MSPS calculations). 
[bookmark: PAHOMTS0001044B][bookmark: PAHOMTS0001044E][bookmark: PAHOMTS0001045B][bookmark: PAHOMTS0001045E]Other sources confirm the previous diagnosis. According to the Sectoral Health Study of 19903, social insurance covered 15.7% of the population4, 63.3% of medical care needs were not met, reaching 75.1% in the poorer regions of the country and to 84% among the population located in the poorer quintile according to income.5
[bookmark: PAHOMTS0001046B][bookmark: PAHOMTS0001046E][bookmark: PAHOMTS0001047B][bookmark: PAHOMTS0001047E][bookmark: PAHOMTS0001048B][bookmark: PAHOMTS0001048E]The foregoing was accompanied by a regressive financial structure, without any type of solidarity among the agents. Half (50%) of the public resources for health were channeled through the social security subsystem (ISS), for less than 20% of the population (those with greater ability to pay and with formal jobs). The remaining 50% of the resources were allocated to the public subsystem (public network) to cover 70% of the population.

[bookmark: PAHOMTS0001049B][bookmark: PAHOMTS0001049E][bookmark: PAHOMTS0001050B][bookmark: PAHOMTS0001050E][bookmark: PAHOMTS0001051B][bookmark: PAHOMTS0001051E][bookmark: PAHOMTS0001052B][bookmark: PAHOMTS0001052E]3 Yepes, F. (1990). La Salud en Colombia. Volume II. Ministry of Health-DNP, Sectoral Health Study.
[bookmark: PAHOMTS0001053B][bookmark: PAHOMTS0001053E][bookmark: PAHOMTS0001054B][bookmark: PAHOMTS0001054E]4 Ministry of health-DNP (1990). Sectoral Study of Health. 
[bookmark: PAHOMTS0001055B][bookmark: PAHOMTS0001055E][bookmark: PAHOMTS0001056B][bookmark: PAHOMTS0001056E][bookmark: PAHOMTS0001057B][bookmark: PAHOMTS0001057E][bookmark: PAHOMTS0001058B][bookmark: PAHOMTS0001058E]5 Pabón, H. (1985). Evaluación de los servicios de salud. Universidad del Valle, Facultad de Salud, Departamento de Medicina Social. Cali. 

[bookmark: PAHOMTS0001065B][bookmark: PAHOMTS0001065E][bookmark: PAHOMTS0001066B][bookmark: PAHOMTS0001066E]The efforts made in recent years ensured that the country moved from 24% coverage in 1993 to coverage that is very close to universal (90.1% according to Quality of Life Survey 2011)6. See Figure 3. 

[bookmark: PAHOMTS0001067B][bookmark: PAHOMTS0001067E][bookmark: PAHOMTS0001068B][bookmark: PAHOMTS0001068E]FIGURE 3
Health Coverage 1993-2011
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[bookmark: PAHOMTS0001069B][bookmark: PAHOMTS0001069E][bookmark: PAHOMTS0001070B][bookmark: PAHOMTS0001070E]Source: ECV, MSPS calculations. 
[bookmark: PAHOMTS0001071B][bookmark: PAHOMTS0001071E][bookmark: PAHOMTS0001072B][bookmark: PAHOMTS0001072E][bookmark: PAHOMTS0001073B][bookmark: PAHOMTS0001073E][bookmark: PAHOMTS0001074B][bookmark: PAHOMTS0001074E]Increase in coverage diminished the initial enormous inequality not only between income levels, but also between geographical areas. Affiliation in health coverage in the poorer 20% of the population went from 4.3% in 1993 to 87.0% in 2011, and affiliation in the rural areas went from 6.6% in 1993 to nearly 88% in 2011 (ECV, MSPS calculations). Thus, the health system reform promoted greater progressiveness and equity in the distribution of subsidies. Estimations show that the health system decreases poverty by 4.78 percentage points and reduces inequality, measured by the Gini coefficient, by 2.54 (calculation based on ECV 2008). 
[bookmark: PAHOMTS0001075B][bookmark: PAHOMTS0001075E][bookmark: PAHOMTS0001076B][bookmark: PAHOMTS0001076E][bookmark: PAHOMTS0001077B][bookmark: PAHOMTS0001077E]The available information shows greater use of reproductive health services (a very important aspect in decreasing the risks associated with pregnancy, childbirth and infant mortality). The percentage of women with at least four prenatal check-ups rose from 70% in 1990 to 90% in 2010. For the poorer population, this proportion rose from 41.5% to 86.2% in the same period (ENDS, Figure 4). 
[bookmark: PAHOMTS0001078B][bookmark: PAHOMTS0001078E]FIGURE 4
[bookmark: PAHOMTS0001079B][bookmark: PAHOMTS0001079E][bookmark: PAHOMTS0001080B][bookmark: PAHOMTS0001080E]Percentage of Women with a Minimum
Number of Prenatal Controls by Income Level
[bookmark: PAHOMTS0001081B][image: ]
Source: ENDS, MSPS calculations.

[bookmark: PAHOMTS0001081E][bookmark: PAHOMTS0001082B][bookmark: PAHOMTS0001082E]Greater access to prenatal check-ups has been clearly progressive. Access to medical care during delivery has also increased considerably, from 30% at the national level and 116% for women from the poorer segments, for the period between 1993 and 2010 (ENDS, MSPS calculations). 
[bookmark: PAHOMTS0001083B][bookmark: PAHOMTS0001083E][bookmark: PAHOMTS0001084B][bookmark: PAHOMTS0001084E][bookmark: PAHOMTS0001085B][bookmark: PAHOMTS0001085E][bookmark: PAHOMTS0001086B][bookmark: PAHOMTS0001086E]Greater coverage has also taken place with greater access of people to health services to prevent illnesses. Access to preventative medical care grew by 83% between 1997 and 2010. This growth is partly explained by the increase by 109% in the poorer quintile of the population (ENDS, MSPS calculations). See Figure 5. 
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[bookmark: PAHOMTS0001087E]FIGURE 5
[bookmark: PAHOMTS0001088B][bookmark: PAHOMTS0001088E][bookmark: PAHOMTS0001089B][bookmark: PAHOMTS0001089E]Percentage of Preventative Medical
Care by Income Level
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[bookmark: PAHOMTS0001090B][bookmark: PAHOMTS0001090E][bookmark: PAHOMTS0001091B][bookmark: PAHOMTS0001091E]Source: ENDS, MSPS calculations. 
[bookmark: PAHOMTS0001092B][bookmark: PAHOMTS0001092E][bookmark: PAHOMTS0001093B][bookmark: PAHOMTS0001093E][bookmark: PAHOMTS0001094B][bookmark: PAHOMTS0001094E][bookmark: PAHOMTS0001095B][bookmark: PAHOMTS0001095E][bookmark: PAHOMTS0001096B][bookmark: PAHOMTS0001096E]The advances achieved in health coverage have as one of its effects the financial protection of the population. This means that when confronting health problems households are increasingly spending less in health services. In Colombia the out-of-pocket expenditure went from representing 44% of the total health expenditure in 1993 to only 14.0% in 2011 (Baron (2007 and 2013), MSPS calculations). See Figure 6. With regard to the financial protection objectives there is evidence of a reduction of out-of-pocket expenditure in health, as well as a reduced proportion of catastrophic expenditure according to different studies.7, 8 and 9
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[bookmark: PAHOMTS0001120B]ANNEX II

Schematic representation of current and proposed organizational arrangements for NHIS pooling and cross-subsidies

Current Organizational Arrangements for Pooling Function
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Proposed Organizational Arrangements for Pooling Function
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