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Background information on Lao P.D.R.

The Lao P.D.R., landlocked between China, Vietnam, Cambodia, Thailand and Myanmar, is ranked number 135 out of 175 countries in the 2003 Human Development Index (1).  According to the National Statistics Centre the population size was estimated to be 5.9 million in 2005 and the population growth rate was 2.8 % in 2004 (2).  In 2005, GDP per capita was $491, and 30 % of the population live below the poverty line.  Of the total population, 80% live in rural areas and are mainly engaged in agricultural work. The rural areas are often difficult to access and largely underserved in terms of health and education services.  Life expectancy at birth was 59 years in 2005. The infant mortality rate was then 70 per 1,000 live births, the under five-mortality rate was 90 deaths per 1,000 children in that age group, while the maternal mortality ratio was 405 deaths per 100,000 live births (3). 

The population is characterized by a large percentage of persons under 20 years of age (55%) while only 5% are over 60 years. However, the fertility rates have been declining in recent years while life expectancy is increasing. 
Roughly 22% of the labour force work in non-agriculture occupations: 28 % as public servants (civil servants, military, police) and 72 % work in the private sector and state owned enterprises (SOE). About 50 % of the salaried workers in the private sector are in enterprises with less than 10 workers, and most are in urban areas (2). 
The health care delivery system in Lao P.D.R. is essentially a public system, with government-owned and operated health centres, district and provincial hospitals.  The capital, Vientiane, has three public hospitals as well as a military hospital.  In recent years, some district, provincial and national capital hospitals have been built with external financing and immediately handed over to the government.  In other cases, an international non-governmental agency (NGO) has assisted in the operation of a district hospital, such as the Swiss Red Cross (SRC) support of the Nambak District Hospital or a bilateral agency has supported the establishment and remained active in the operation of the hospital, as in the Lao-Luxembourg Cooperation assistance in the Marie-Therese Hospital (MTH) in Vientiane Province.  This point is noted here as these providers have been involved in the extension of health insurance coverage in both the formal and informal sector schemes.

At present there are no private for-profit hospitals in Lao PDR.  There has been significant growth in the number of private clinics and diagnostic facilities, mainly providing radiology and laboratory services.  Patients who seek private hospital care and have the financial resources tend to cross the border to Thailand, to use the private facilities in Nong Khai, which is only about 25 km from Vientiane.  
From 1975 until the late 1990’s, health care for the population of Lao P.D.R. was funded by Government, and services were provided free of charge to patients in public health facilities.  However, budgetary constraints increasingly limited the care that government could fund.  Salaries of health workers were low, shortages of essential drugs and medical supplies became increasingly frequent, and infrastructure deteriorated. 

It was not been feasible to increase government funding from general tax revenues to improve the situation, so rather than letting the public health system collapse, the government introduced user fees in 1997, through Decree 52, for specific services while Decree 230 in 1998 expanded the Revolving Drug Funds (RDF). These changes resulted in:

· User fees for services in government health care institutions, with fees levied for patient registration and for ancillary services, but not for consultations with professional health workers.  

· RDFs in 86% of government health facilities and over 1,000 villages.  The fees to patients for drugs were set at cost plus 25%.

· Allowing private pharmacies to operate, in order to improve the availability of drugs, and with over 2,000 operating currently.

A very new development is the Curative Law (2006), which allows for charges for professional services in public health facilities. This means that fees will soon be applied for consultations and examinations with the professional health workers.  Application of this charge could mean an additional burden for patients without insurance coverage.  

The imposition of user fees also triggered a big increase in 'out-of-pocket' household expenditure on health care.  It is estimated the average out-of-pocket expenditure per household now reaches over US $10.00 per person per year, with a major part of this amount going to private pharmacies and private practitioners rather than the public health system.  According to the Lao Health Master Planning Study, 64% of medical expenses are actually spent at private providers and pharmacies while only 36% are spent at the public health system (4, 5). While the RDF’s significantly improved the availability of essential drugs in public health facilities, the mechanism had some negative effects on provider behaviour.  RDF’s are seen as a source of revenue and the existing patient demand for drugs as effective health care is more than matched by the demand generated by the providers in this situation.   

Out-of-pocket health expenditure takes up a large part of especially poor families’ income and leads to debt and severe poverty (4).  The high cost is one of the reasons for the underutilization of health services in the Lao PDR. Another reason is the low quality of services provided. Salaries of public health workers are low, and the introduction of user fees may have led to unnecessary use of those services for which charges are made, such as prescription drugs, radiology and laboratory services.  Reasonable remuneration of professionals could help to reduce the current practice of trying to increase revenue through a high profit margin on drugs, as the actual charge often exceeds 25% above cost.

Health workers also engage in private business such as running one of the private 2,000 pharmacies in Laos. This affects especially the rural and poor population, which has limited access to health service providers and uses the private pharmacies as a primary source of care. 
2.  Social Protection in Lao P.D.R.

a)
Statutory social security schemes in Lao P.D.R.

As the development of social security for the private and public sector workers has been very different (6, 7), these are described separately.  However, the current reforms are planned to merge the social security schemes for the two sectors.

Public sector workers – Civil Servants Scheme:

Lao Peoples Democratic Republic was established in 1975 and introduced a one party socialist government. Part of the political ideology was to protect civil servants by providing them with a wide range of social welfare benefits to compensate for their low income. Hence, all 80-90,000 civil servants (not including the military and the police) are members of the government run Civil Servants Scheme (CSS). 

The scheme is contributory, with civil servants contributing 6% of their salary, which is deducted automatically by the Ministry of Finance every month. Salaries are low and the average monthly salary in the public sector is currently around US $30, after increases over the last two years.   The government does not contribute to the scheme with a fixed percentage or amount but the national treasury contributes according to current ability in order to provide the necessary amount. The range of social benefits to be covered is broad while the financial resources of the scheme are not sufficient to cover expenditures and there is no accumulation of reserves.

The Civil Servants Scheme in theory provides a retirement pension, health care and cash benefits for disability, maternity and funerals. The eligible persons are the civil servant, the spouse and all children under 18. As for the health care component, the scheme aims at reimbursing medical expenses of the covered persons.  Until the implementation of recent reforms, these covered persons were free to seek care at any public clinic or hospital, without any waiting period. The range of services is essentially the care provided by the provider. Civil servants pay the charges (on a fee-for-service basis) directly to the provider and then seek reimbursement by sending their claim to the local branch of the MOLSW. For civil servants living in the provinces and rural districts the process may take up to 4-5 months as claims are referred to the provincial section of the ministry, which then refers them to the Social Security Department at the Ministry of Labour and Social Welfare (MOLSW). Here the final decision is taken on how much to reimburse is made. The scheme is supposed to reimburse all claims up to about US $140. However, this is rarely practiced and decisions on the amount to reimburse are taken on a case-to-case basis.  

Health care benefits through CSS therefore entail first paying the provider at the time of use, then a time-consuming claim procedure, which often results in late and partial reimbursement. Many civil servants do not bother to file the claims, as the process is too lengthy and the amount received does not cover a significant part of the payment.  As civil servants pay the provider directly and file the claim to the MOLSW, there is no contact between the MOLSW and the providing clinics and hospitals.

Reform of the CSS started at the beginning of 2006 with a pilot project in Vientiane Capital using the capitation payment system to pay the three public hospitals in the capital.  The capitation payment covers outpatient and inpatient care provided by the contract hospital, and includes the same benefits as those of the formal private sector scheme.

The reform has now been extended to Vientiane Province. According to  this first stage of the reform, the government (as employer) now allocates the capitation payment to a specific health care provider for each person covered (civil servant, spouse and children) to provide the same health care benefits as the population covered by the Social Security Organization (SSO).  However, the capitation payment for the civil servant scheme is currently lower than that for the SSO population.  The next stage in the reform will be a change in the contribution rates for all social security benefits and which hopefully will enable a higher and more appropriate capitation amount.  The reform entails a lengthy process, including amendment of basic legislation to enable defined contributions by government as employer.  The actual full merge of the public and private social security systems is planned to be completed by 2012.
Private sector workers – Social Security Scheme:
Due to economic stagnation the government decided in 1986 to introduce the New Economic Mechanisms. Market economy principles and reforms were introduced, stimulating the private sector and decreasing the size of the public sector and the number of state owned enterprises (SOE). As a consequence, the garment industry and the service and construction sectors in the urban areas of the country grew, which resulted in increased numbers of non-state employed people with salaried employment. In 1994 the Labour Law called for the introduction of social security systems for these employees. The government of Laos, through the Ministry of Labour and Social Welfare, MOLSW with the technical collaboration provided by the International Labour Organization (ILO) therefore decided to establish a Social Security Organization (SSO) targeting this group of employees.   The decision to include health care was linked to the implementation of Decree 52 in 1997 which imposed user fees for health care in public facilities. The development of the Social Security Organization has been supported by a series of ILO projects addressing different stages of progress, with the current project also addressing the reform of the CCS (8).  The Ministry of Health (MOH) has been involved throughout the process, through representation on the Steering Committee in the development stage and collaboration on the decisions on benefits and providers.  The MOH is now represented on the SSO Board.  
The policy decisions were made from 1995 and led to the drafting of Prime Minister’s Decree No 207, Decree on Social Security System for Enterprise Employees.  The decree was signed in 1999 and the SSO started operating in June 2001. As most workers in private and state owned enterprises are located in Vientiane Capital, the initial pilot implementation was started there. The SSO first targeted all state owned and private enterprises in Vientiane Capital with more than 10 employees. 
The major characteristics of the health care branch in the SSO are described below:

· Contributions to the SSO fund by employees are 4.5% of salary (average monthly salary of SSO members was US$ 48 in 2005). The employer contributes 5% of the employee’s salary and transfers the total of 9.5% directly to the SSO account every month. The SSO uses 4% of the 9.5% for health insurance purposes, which include services for both work-related and non-work related illness and injuries. That is, the SSO health insurance has health care for work injuries incorporated into a single fund.  Out of the amount accrued from these contributions, 50% was initially used to pay the capitation rate to the provider and 50% is kept for other purposes.

· Insured persons include the worker, non-working spouse and all children up to 18 years of age, according to Decree 207.  In the first two years, the spouse and children up to 5 years of age were covered then children up to 10 years and from 2004, all children are covered, without any limitation of the number of children.
· Health care benefits include ambulatory and in-patient care, without co-payment or limits on the number of contacts or services provided.  The dependents of the insured workers are entitled to the same health care benefits, under the same conditions.   The benefits include preventive, curative and rehabilitative services which are available in the country, and prescriptions drugs in the national Essential Drug List are covered.  The major exclusions are the treatment of traffic accidents and cosmetic care.  There are no co-payments for the health care benefits by the insured to providers at the time of use. 
· There is a waiting period of 3 months before services can be utilized. However, for work related injuries, services are covered from the date of enrolment. SSO members can change the provider hospital once a year by submitting a form to the SSO.
· Provider payment, as stipulated in Decree 207, is mainly by capitation to contracted hospitals.  The fixed amount is paid to the providers for each insured person and covers all services in the benefit package, regardless of actual use.  This method requires registration of each insured person with a specific provider, which then may contract with primary health care and referral hospital providers.  The decision to use capitation payment was based on three major considerations.  First, capitation enabled the provider to receive fixed and stable revenue, which can be allocated to improve the quality of care and the income level of the health workers.  Improvement in the quality of care was a major issue in the typically under-funded public health care facilities. Second, capitation provided a cost control mechanism and third, the administration is far simpler in a setting with very little computerization and ability to conduct appropriate review of the claims.
Services excluded from the capitation agreement are very high cost services, such as computerized tomography, for which the SSO pays an agreed amount to the hospital if the service is authorized for the insured patient on a case-by-case basis.  The inclusion of capitation as the main method in Decree 207 is significant, as it facilitated the use of this method in schemes developed later for the informal sector and has now been applied in the reform of the CCS.

The health care benefits are provided by public health facilities, which have included the major hospitals in the locations in which SSO operates until now.  As the SSO has moved to provinces outside Vientiane, there are now plans to include district hospitals as providers, mainly for primary health care.

· Provider contracts are renegotiated annually.  The SSO pays the providers 1/12 of the annual capitation rate on a monthly basis. The fluctuation of the number of SSO members is minor and the discrepancies are calculated by SSO on a monthly basis after receiving the exact number of members and their choice of hospital. Too little or much capitation is balanced with the provider at the next capitation transfer.  If an SSO member seeks emergency treatment in a hospital different from the chosen provider, the provider will reimburse the member directly. This is generally limited to accident cases when the main consideration is to each the closest hospital.  

The SSO has now been in operation for 5 years, and extension to locations outside Vientiane Municipality has begun. The first extension was to Savanakhet Province and Vientiane Province will follow. The priority locations for extension are areas with a relative high number of salaried workers in private sector enterprises with over 10 workers.  However, since growth in the private sector is mainly in small businesses, the limitation to enterprises with over 10 workers is a serious impediment to the extension of coverage in locations in which the SSO already operates, including Vientiane Municipality.  The expanding tourism industry, for example, has many enterprises with less than 10 workers.  The growing coffee plantations have more than 10 workers but these may be excluded due to the seasonal nature of their employment.  Changes to allow for the inclusion of these salaried workers would require an amendment to Decree 207.
The total number of persons covered in July 2006 was 56,250, including insured workers, spouse and children under 18 years, according to recent data from the SSO.   

b)
Community based social protection mechanisms in Lao P.D.R.

Over 80% of the Lao population are in the informal labour sector and therefore excluded from the above schemes.  At the time of the decisions to develop the SSO, and based on the government interest in developing social safety nets following the imposition of user fees for health care (Decree 52), the MOH sought ways to provide social protection for this population.  The SSO was not able to include the non-salaried sector until it reached the necessary level of administrative maturity to register individual families (rather than enterprises in which the employers are responsible for providing lists of their workers) and before the SSO could spread operations outside the capital city. It was also clear that it would not be possible to implement any form of compulsory health insurance for the informal sector population.

The Ministry of Health decided in 2000 to develop CBHI through voluntary community based health insurance (CBHI) as national policy and through a national programme, according to regulations determined by the MOH to ensure standards related to the major characteristics as well as management of the schemes.  The decision was reflected in the Government Policy for Health Development from 2001 to 2005 (9), which included the goal to:
“Promote community-based health care systems, ensure full coverage and good quality of health care services to all ethnic groups, prioritize disease prevention and health promotion activities, emphasizes disease treatment, combine modern and traditional medicine; promote and support the establishment of health insurance funds, develop health management systems and ensure security for the health sector”.  

The decision and activities followed a master plan on the implementation of health insurance in Lao PDR, carried out with the technical assistance of a WHO consultant (10). The first step was the establishment of a Health Insurance Unit, in the Department of Finance and Planning of MOH.  Technical assistance was then requested from WHO to develop health insurance for the informal and non-salaried populations.  Training was provided through seminars and later study tours while financial support was sought for a project which would enable the development of the regulations and guidelines and provide the seed money for pilot schemes.  With financial support from the United Nations Human Security Fund (UNHSF), a MOH - WHO Project to develop CBHI in Laos was launched in 2001.  

The CBHI project was planned to follow a set of design principles, with the following components:

· Contributions should be affordable for the majority of the population of the target area.

· All family members are covered, with family defined as all the individuals listed in the Lao PDR family book

· Benefits include ambulatory and in-patient care, with a referral mechanism to hospital care.  

· Provider payment is by capitation, paid directly to the contracted hospitals, and there are no co-payment or other forms of cost-sharing by the patient at the time of use 

· A management committee is responsible for the day-to-day operation of the scheme

· Overall policy determined by the Health Insurance Committee in the MOH

· To the extent possible, the benefits and conditions should follow those of the SSO health insurance, and thereby avoid the providers favouring insured person in the different schemes.

The first four core design components are based on the experience in community based health insurance of the ORT Health Plus Scheme (OHPS) set up in two locations in the Philippines, in 1994 and 2000.  Several members of the Health Insurance Unit and the WHO-MOH CBHI Project Team visited the Philippines in 2001 and 2002 to study this experience and to review ways for appropriate adaptation for Laos. The design components related to national policy and local management are indeed based on the approach of the Ministry of Health in Lao PDR regarding the development of CBHI.

The MOH-WHO Project was planned with a series of steps to assure smooth implementation of CBHI in the three pilot areas, with the understanding that the future expansion of CBHI could be developed from this experience. Following development of the basic concepts of CBHI in Laos, the major steps in the Project were defined as community consultation, including focus discussion groups, design of the CBHI in each location, preparation for implementation and public awareness campaigns and pre-registration. It was decided to start the implementation of CBHI in 3 pilot sites in 

a) Sisattanak (9 villages in an urban district of Vientiane Capital) 

b) Nam Bak (rural district town in the northern province of Luang Prabang) 

c) Champassak (rural district in the southern province of Champassak).

The Health Insurance Unit is responsible for training the local teams and for the provision of the start up funds, communications and office equipment.  After launching the schemes, the Unit regularly visits each of the sites, collects and generates reports to allow for comparison and will increase workshops to discuss differences in performance across the local schemes. The MOH-WHO CBHI Project is technically supported by one full-time WHO staff who is involved in all the activities. 

The initial CBHI schemes set up through the project and the additional schemes established later follow regulated design, with the following characteristics:

· Contributions are set at an amount considered affordable for the majority of the population of the target area (about 2% household income) with differential contribution amounts according to levels of family size rather than the actual number of individuals in each household. Contributions are therefore set for single persons, families with 2 – 5 persons, 5 – 8 and larger families with over 8 persons.  This allows for some cross-subsidization between small and large families, and does not discourage very large families from joining the scheme.  The monthly contributions are not identical throughout the country but are adapted to each new setting considering the local socio-economic situation.  CBHI does not accumulate reserves beyond the current needs.  An amount not exceeding 10 % of contribution revenue is allocated for administration, mainly covering the salary of the account manager and incentives for the collectors.
The monthly contribution rates for the first three schemes were set after the preparatory focus discussion groups with the community, a Rapid Family Survey and charges study.  A unit charge for one out-patient visit, one in-patient day and a delivery was calculated and then multiplied by an expected and minimal acceptable rate of health care use. The expected rate used to calculate the capitation rate was much higher than the actual use of public health facilities. The contribution rates for the pilot schemes were: 
Family size

Sisathanak and Champasak

Nambak

Single



K 10,000


K 10,000
2-4 persons


K 17,000


K 15,000

5-8 persons


K 21,000


K 17,000

Over 8 persons

K 23,000


K 18,000

The exchange rate at the time (2002) was around Kip 10,000 to US $1.00. To demonstrate affordability, it was useful to compare the monthly contribution amount with the cost of 3 bottles of local beer.  The contributions are collected by a collector in each village, who receives a 500 Kip incentive payment for each family. Members can also pay the CBHI accounts manager directly which is particularly useful for those who have neglected to pay for 1 – 2 months, and need to pay retrospectively to regain entitlement to health care benefits. 

· Insured persons include all family members as the family is the membership unit. All persons registered in the Lao PDR Family Book for the household are covered, including the elderly. The target population are the households in the villages selected to be covered by each scheme.  As the scheme grows, more villages in the district are included as the aim is to reach maximal coverage within the village and district.
· Health care benefits include ambulatory and in-patient care, with a referral mechanism to hospital care. That is, CBHI in Laos does not use a minimum package approach, but covers ambulatory and in-patient care available in the health centres, district and provincial hospitals.  The benefits include personal preventive services and the treatment of sexually transmitted infections.  The major exclusions are traffic accidents, cosmetic surgery, treatment related to fertility and treatment outside the country.  Prescribed drugs included follow the national Essential Drug List. The benefits and exclusions follow those of the SSO scheme.  There are no co-payments or other forms of cost-sharing by the patient at the time of use (as in the SSO scheme).

There is a waiting period of one month for ambulatory care and 3 months before in-patient services can be utilized.  Families are dropped from membership if they do not pay contributions for 3 months and after due warning.  They can rejoin, but are then subject to the waiting period.
The health care benefits are provided by public health facilities. CBHI has contracted district hospitals and now health centres, as well as central/provincial hospitals for referral purposes. Members have to seek medical care at the contracted district hospital, which acts as a gatekeeper for the central hospital. If members approach the contracted central hospital directly without being referred, the scheme will not cover the health care costs. Apart from emergency cases the scheme will also not cover for health services obtained in hospitals that do not have a contract with the CBHI scheme.  

At present, health care services are the only benefits covered by CBHI.   The Management Committees have reported some demand for the additional of a funeral grant (as in SSO), and the feasibility of adding this benefit is under study in the new project.    A cash maternity grant has also been recommended, as part of the efforts to reduce the very high maternal mortality rate in Lao PDR.  Members have also expressed interest in the inclusion of treatment for motor vehicle accidents.
· Provider payment is by capitation, paid directly to the contracted hospitals, based on a fixed amount per insured person regardless of actual use.  The amounts are transferred to the providers on a monthly basis.  

· Policy is determined by the Health Insurance Committee in the MOH.  The main functions of the Committee are to lead, supervise, monitor and control the implementation of the CBHI schemes, solve problems proposed by the District Management Committees and report on the progress of the CBHI to the Minister of Health. 

· Local management is the responsibility of the CBHI District Management Committees. The main functions of these Committees are to collect contributions, contract hospitals, pay capitation, monitor quality of services, promote CBHI, register new members, receive complaints and requests and mediate between members and the hospitals, produce transparent accounting and provide information and relevant reports.  They are composed of: 

· 2 delegates from the district governor office 

· 3 delegates from the health sector

· 1 village leader for each village covered 

· 1 representative of the Mass Organizations in the covered area 
By July 2006, five local schemes were operational, serving populations that range from communities in remote rural and semi-urban areas.  The two schemes set up in addition to the original three in the pilot project were launched through local request, rather than planned expansion of the initial project.  The first, covering villages in Hatxaiphong District in Vientiane Municipality was at the request of the District authorities, and followed the positive experience with CBHI of the 10 villages in that District covered by the Sisathanak scheme.  The second, in Vientiane Province, was launched in cooperation with the Lao-Luxembourg Cooperation project (Lao-Lux), and uses the Marie-Therese Hospital (MTH) in the Lao-Lux project (11).

In the Nambak scheme (the most remote rural community to date), the SRC purchased CBHI cards for 100 very low income families.  This was discontinued when SRC ceased operations in Luang Prabang Province in 2006.

It is difficult to compare utilization data at this point due to the differences in duration of the schemes.  In the first half year of the rural schemes, such as Nambak and Champassak, the percentage of families seeking care was very high (over 80 percent), and the initial reaction of the Management Committees was to suggest a co-payment.  However, it was soon realized that this was a "testing the system" phase of this new prepaid concept and in keeping with the original principles of CBHI, co-payments were not introduced. Comparable data for the first 5 schemes should be available in 2007, when all schemes have had over one year of operation.

A second phase of the MOH/WHO CBHI project began in July 2006, following receipt of an additional grant from the UNHSF.  Following an initial stage of training, expansion should now proceed fairly rapidly to set up at least 15 new local schemes.  So far, the aim was to reach at least 50% penetration in the initial villages before taking on new villages, and new families can enrol at any time of the year.  In addition, the scheme in Vientiane Province initiated with Lao-Lux Collaboration is now being extended to additional villages served by the MHT.  The French Cooperation Agency (AFD) has made an initial commitment to assist in expanding the schemes in two more provinces.  The current project will also focus on the experience to date in late payment of contributions and factors which have increased or reduced coverage (12).
c)
Current coverage

In total, 134,057 persons are now covered by the compulsory and voluntary schemes in Lao PDR.  It is not possible to calculate the coverage for the SSO and CBHI schemes, as the proportion covered needs to be calculated based on the population in the location in which the scheme is operational.  Coverage in the target villages in each scheme is between 30 and 60 percent of the local population.  

Currently, the total insured proportion is only 2.3 of the total national population of 5.9 million and is still very small.  On the other hand, expansion should be very significantly faster in all schemes, as SSO spreads to more provinces and as the second CBHI project progresses.  It is important to note that all the schemes have grown in membership, with the newer schemes growing faster due to the experience of the first pilot schemes. The major barrier for SSO will be the limitation in Decree 207 to enterprises with 10 and more workers (12) and legislation to amend the Decree is planned.  
The data on coverage in July 2006 for all three schemes are provided in Table 1 below.
	Table 1: Membership in each scheme, July 2006

	
	Sisattanak
	Nambak
	Champasak
	Hatxayphong
	Viengkham

	CBHI 

Informal sector
	
	
	
	
	

	Start date
	11/2002
	6/2003
	2/2004
	6/2005
	12/2005

	No. of months of operation(July 2006)
	44
	37
	29
	13
	8

	No. of insured families 

at start
	297
	346
	297
	265
	496

	No. of insured families at the end of July. 2006
	623
	542
	386
	649
	1,498

	Total number of insured persons (July 2006)
	2,697
	3,144
	2,210
	3,317
	7,461

	Total all schemes
	      18,829

	Formal Sector schemes
	Vientiane Capital

2000
	Vientiane Province

2006.
	
	
	

	CCS scheme

Total No persons 
	33,315
	25,672
	Total

58,987
	
	

	
	Vientiane Capital
	Savannakhet Province.
	
	
	

	SSO scheme 

Total No of persons  July 2006
	52,447
	3,764
	Total

56,241
	
	

	Workers


	27,161
	1,242
	
	
	

	Dependents


	25,286
	2,522
	
	
	


d)
Legal framework for the establishment of community-based health insurance

To date, the centrally directed and supervised CBHI is the only voluntary pre-paid social insurance scheme in Lao PDR.  All The local schemes, including those supported

by external development partners, follow the same core design and are regulated and supervised by the Health Insurance Unit in the Ministry of Health, according to Regulation 723.  This is a comprehensive document covering all aspects of CBHI design, implementation and management, including reporting to the central Unit, entitled “The 

Provisional Regulations for Community Based Health Insurance” and refers to the Decree of the Prime Minister 020/PM dated 19/3/99 on the organisation and activity of the Ministry of Health and the strategy of the Ministry of Health regarding health development planning up to 2020 and the five-year master plan (2001-2005).  The document is available in English (13).
The schemes are obliged by Ministry of Health Regulation to follow a set of four manuals, dealing with:
1.   Work Plan Preparatory Phase and Report on Community Consultation 

2. Regulations for the Pilot Project

3. Guidelines and Comments on the Regulations

4.   Forms, registers and letters used in the administration of CBHI   

These manuals have been amended over time, to reflect conclusions from experience and the development of the information system.  However, the manual of Regulations remains the same (Annex 3), and has the status of a ministerial decree.  This very detailed legislative tool has sections covering responsibilities for policy-making and operational management at local and central levels.  

To date, the Government has not permitted any national or international agency to develop CBHI outside this regulatory framework.  This policy is expected to facilitate the growth of a network of schemes which can be supported by standard technical assistance, and can later allow for portability.
e)
Definition of the informal sector 

The informal sector in Lao PDR essentially comprises all households without a salaried worker in the public or private sector, or all the non-salaried and self-employed workers and their dependents.  In terms of the populations now excluded from the statutory social security system, salaried workers in enterprises with less than 10 workers present a special problem.  These workers, as well as currently excluded seasonal workers, could be encouraged to join CBHI schemes where these exist.  However, it would be more appropriate to amend Decree 207 and to encourage the SSO to allow for at least voluntary enrollment of these workers, where the SSO has established operations.  This would allow sharing of contributions with the employer, who would be liable for the registration and collection of contributions in small enterprises.
For the purposes of social protection, the informal sector population includes individuals and families who are not economically active, due to age, disability or other circumstances.  This population would require social assistance to pay their contributions. The Ministry of Health has already proposed that if funds are available, they should be used to purchase CBHI membership for this population, rather than directly pay providers for services actually. At present, the indigent population is exempt from the user fees under Decree 52.  However, the exemptions mean that the provider does not receive any revenue for services provided and is reluctant to provide appropriate care to this population.
All the above categories – non-salaried workers, salaried workers in small enterprises, seasonal workers and the non-economically active population – currently comprise about 90 percent of the total national population.

f)
Policy reforms to extend coverage

The impetus for the introduction of social health insurance, beginning with its inclusion in the new social security system and the development of CBHI was the imposition of user fees for health care, through Decree 52.  The negative impact of user fees in the public health care system was acknowledged within a short time.  Utilization of the free health services was already low, mainly due to the lack of resources and poor quality of the services, particularly in rural areas.  In 1997/98, $ 11.50 per capita per year was spent on the health sector. Out of this amount the government covered US 1.30; foreign aid covered $3.50 while the households covered $ 6.70 or 58.2 %. Initially, the user fees were low (some even below cost), and fees were not applied to professional medical services.  It was therefore expected that household out-of-pocket payment would increase very significantly unless social safety nets were put in place.
By 1998, one year after the imposition of user fees, the Ministry of Health was committed to developing social health insurance as the major health care financing method.  The government realized that it did not have the potential for a tax based system, was reluctant to rely on trying to find more external resources to pay for services, and was more interested in a sustainable mechanism, with fair contributions from the population.  It was recognized that the extension of coverage to a significant proportion of the population would take years, but the choice of this financing mechanism, with its potential for equity, was an integral part of national ideology and policy.

Following this recognition, the policy decisions led to the inclusion of health care in Decree 207 for the formal salaried sector, administered by the SSO under the MOLSW and the regulatory mechanism to develop CBHI, under the Ministry of Health as a highly centralized government programme with decentralized operational management.  

The extension of coverage through CBHI does not require policy reform at this stage and as long as this form of social health insurance remains voluntary.  Through the second MOH-WHO CBHI Project, the number of local schemes will be increased significantly in the next three years, while extension to selected provinces will be assisted by bilateral development partners.  In accordance with the existing CBHI Regulations, all the local schemes will follow the same core design, and will be supported by the MOH Health Insurance Unit as a coordinated network of CBHI schemes.  

Several changes to the current Regulations could encourage growth in membership in existing schemes and make CBHI more attractive in the new locations.  There is interest and demand to some extent, for additional benefits, specifically the treatment of motor vehicle accident injuries and a cash funeral grant.  The regulations regarding reserves are also being reconsidered, as the lack of reserves has created some problems in decision-making regarding the use of funds for services and conditions currently excluded from the benefit package.  One example is the use of funds for services not provided by the district or provincial providers.  So far this has not been a serious problem but the issue could arise with the introduction of new medical technologies at central level.  Another example is the inclusion of treatment of motor vehicle accident injuries now being considered by the SSO as this exclusion is also a major concern among SSO members.
The exclusion of motor vehicle accident treatment has been a concern from the beginning of social health insurance in Lao P.D.R.   At the time of development of the benefits, (1998), regulations on compulsory motor vehicle insurance were not well developed in Lao PDR.  However, a new factor is the current compulsory motor vehicle insurance which now covers 2 and 3 wheeled vehicles as well as 4 and more wheels.  This commercial insurance arrangement could provide reasonable cover for treatment expenses and it would be more appropriate to cover motor vehicle accident treatment through compulsory commercial insurance.  The major problem, however, is the current low compliance with motor vehicle insurance.   

2.    LINKAGES
a)   Current linkages between the statutory scheme and the community based scheme 

To date, the SSO and CBHI schemes are not formally linked.  There are no forms of cross-subsidies and redistribution, reinsurance or any other financial transfers.  Management functions are not shared but the problems are discussed, formally through the representation of MOH on the SSO Board and informally through frequent contact. 
Technical advice to the two schemes was provided mainly by the ILO and WHO, using the same social health insurance experts in some stages.  The WHO staff member in the first MOH-WHO CBHI project had previously been involved in the development of several aspects of the SSO, including the admission-transfer-discharge (ATD) information system (14). Senior staff members from both the SSO and MOH have received training in social health insurance at the ILO International Training Centre in Turin, with financial support from both ILO and WHO. 
Over the last 5 years, there have been a series of seminars and workshops during which common problems and good practice have been discussed.  Recent joint meetings, involving SSO and CBHI, and with the support of both ILO and WHO, have addressed strategies to extend coverage and to ultimately reach universal coverage.  Any change in provider payment or benefits is usually discussed on an ad hoc basis, through the good relations between the Medical Division of SSO and the Health Insurance Unit in MOH.  That is, there is on-going dialogue between the SSO and CBHI at national policy making level and collaboration and transparency between the ILO and WHO supported projects involved in the development of social health insurance in Lao PDR.  
The cooperation and lack of conflict between the different development partners who have provided technical assistance to both SSO and CBHI, or to MOLSW and MOH, has been a very positive factor in the development of social health insurance in Lao PDR.
Each scheme has its own legislative or regulatory framework, with detailed sections on the decision-making, management and reporting functions.  There are no contradictions between Decree 207 for SSO (appended as Annex 2) and Regulation 723.  These tools are both government policy mechanisms for the development and extension of social protection in Lao PDR.  Both schemes were introduced through Decree and Regulation, and both will require laws (rather than decree) when indeed universal compulsory social health insurance will be pursued as national policy.  
As seen from the above descriptions of the CBHI and SSO schemes, there are several factors showing important similarities between the schemes.  These could be seen as linkages, as they facilitate the eventual merging of the schemes.
· Timing: the compulsory SSO and the voluntary CBHI were introduced at almost the same time (2001 and 2002).

· The major components are similar: benefits and exclusions are very similar, there are no co-payments at the time of use, and the provider payment method is the same in both schemes and is now used for the CCS reform.  This similarity is particularly important in a transition economy, when there is a shift of workers from public to private ownership.  The transition should not be opposed by preference for public sector employment to retain welfare benefits, and should also recognize a possible in initial growth in the informal sector as a result of privatization of state owned enterprises.  The similarities will also increase the chances of eventual mergers, and the creation of broader risk pools and possible redistribution between different income and risk populations.
· The basic information systems on membership identification and utilization of health care benefits of the two schemes are similar, with more computerization in the SSO and increasing computerization in CBHI.  The systems allow, for example, the comparison of utilization and use of capitation funds by the provider between the two schemes.

b)
Nature and aim of the linkages

The nature of the linkages is given above.  The overall long-term aim has been to facilitate reaching universal coverage through social health insurance.  In the short-term, the aims of the linkages have been to create a positive environment of harmony rather than competition, with each scheme learning from the other.  It should be pointed out that social security and social protection are relatively new concepts in Lao PDR and most of the population has had little exposure to any form of insurance.  It was therefore important to achieve harmony and common goals, as well as common operational principles among all the government agencies involved.
c)
Legal basis for the linkages

At present there is no legal basis for the linkages, other than the pursuit of national policy on social protection and compliance with the relevant decrees and regulations.
d) 
Endorsement of the linkage in the absence of a legal base

The current Decrees and the CBHI guidelines do not specify linkages. The endorsement of linkage is currently provided by the on-going dialogue and collaboration between all the partners.  It is also reflected in the use of common tools, such as the similarity in the major design characteristics of the schemes (covered in detail in the legislative tools) and the information system. 
3.  IMPACT OF THE LINKAGES
a)
Experience with the linkages

The similarity of design components in the compulsory and voluntary schemes, to the extent possible, is important for several reasons.  Besides increasing the long-term chances of reaching universal coverage, the similarity helps to avoid the providers favouring insured persons in any of the systems (CCS, SSO and CBHI).  The use of the same provider payment mechanism has also helped to direct more and predictable financial resources to the public health facilities, in a controlled way, and without generating unnecessary use of services.  The parallel development of both schemes has been crucial in spreading knowledge and experience about social security in both the formal and informal sector populations. As the schemes have been established, there has been increased local interest, with district government level requests for extension to their populations.  To date, there have been no negative results of the linkages, but rather opportunities for sharing good practice.  Furthermore, CBHI is recognized as an effective government programme to be encouraged through local collaboration.   
4.  Future developments

a)
Current initiatives to improve linkages

The issue of merging SSO and CBHI has been already raised by the MOH as a long-term strategy for effective coverage of the informal sector and a means of reaching universal coverage.  This Ministry recognizes that it would be extremely difficult for the current central unit in that Ministry to administer a large number of local schemes, even if the extensions are planned to cover whole districts or provinces.  A date for the merger was suggested to be 2015, but MOH wanted to debate the implications for an earlier merger date.  The concept of the merger was discussed at talks between MOH, MOLSW, the Ministry of Finance, SSO, CBHI, WHO and ILO early in 2005.  Until now, other forms of linkage, such as transfers of funds between schemes, have not been discussed.  A core reason could be that the Ministry of Health sees its role as an interim development effort, until one national scheme is in operation. 
Among the advantages of the merger, the potential for improvement by having an autonomous administrative framework for all schemes has been noted.  That is, it is considered that the creation of one national system could allow for more efficient and professional administration, as it would be an autonomous structure outside of the government ministries, while government would retain the policy-making and auditing functions.  
From a practical viewpoint, the projects to scale-up to nationwide coverage are too demanding and yet too different in approach for the two systems to join together at this stage. It could pose more inconvenience and extra burden to merge the 2 systems while they are in the beginning of their development: one for the informal sector (voluntary), and the other for the more urban formally employed (compulsory).  
Some of the issues that would be considered in the merger are noted below:

Management structure:  SSO is managed by two Boards (the overall Board of Directors and a Medical Board) at national level, and soon by provincial SSO offices as these are created.  CBHI is managed by a central Management Committee at Ministerial level and Management Committees at district level.  In theory, the merger could allow for absorption of the CBHI Management Committee at Ministerial level into the SSO autonomous institute.  However, the district level Management Committees are community based to increase the trust of the people in the new CBHI system.  It may be too early to change this structure.
Effects on the insurance funds: At present, CBHI regulations do not allow for the accumulation of funds. This is done for safety, to avoid conflict and burdening district committees with fund management. At the end of the second phase of CBHI development, when at least 15 CBHI schemes are stable, an integration of CBHI district schemes can be envisaged, within the national framework for CBHI.  This framework will have an umbrella organization coordinating and assisting the establishment and continued operation of schemes.  At that time CBHI can become more institutionalized and can contemplate the start of fund building (for reserves, special medical cases, monitoring, quality management and training, etc.) as well as redistribution of funds between higher and lower-income populations, at least across districts within the same province. This integration of the National Framework for CBHI (in phase two) will need vision, good strategy building and years of hard work. The change in fund management is a necessary step, before CBHI can merge with any other insurance system.  SSO is obliged to build funds in order to assure the social security benefits: pensions, survivor old age and disability allowances, as well as for health insurance.  The SSO has also built up reserves from the difference between health insurance revenues and provider payment in the initial years.  These funds should be used for health care, but now remain as general reserves in the SSO.  The dedication of these funds to health care only should be solved before a merger with other social health insurance systems.
Effects on the insurance regulations:  Since the early development of CBHI, the regulations and administrative system were kept similar to those of SSO as much as possible, with the view of a future merger in mind. However, there are some major differences which cannot be changed at this stage.  CBHI is voluntary and will need to remain so at least till the majority of the population are enrolled and until social assistance is assured for the population that cannot contribute, whether due to conditions of low income, old age or disability which prevent economic activity.  Health insurance for the formal salaried sector must be compulsory and will eventually be extended to small enterprises with less than 10 workers on a mandatory basis.  At the operational level, registration and contribution collection are handled differently in SSO and CBHI.  For the formal salaried sector, the employer is liable for the registration and contribution collection and remittance to SSO.  In CBHI, the household take initiative in registration while village collectors carry out the registration and continued contribution collection.  Furthermore, the contributions of the salaried sector are progressive, as they based on a percentage of salary.  For the informal sector, the lump sum contribution amounts are set for the (local) target population, and may not represent the same percentage of family income.  However, the risk of a regressive contribution amount is considered easier than assessing the income of families in the informal economy.
The range of benefits: CBHI covers only health care and does not include cash benefits. As CBHI grows, other benefits can gradually be added, and indeed there is already interest among members in having funeral and maternity grants.   It may take several years to introduce such additional cash benefits for all members.  In the first stage, the additional benefits may be added as supplementary benefits, while experience in the management of cash benefits is gained.  There is likely to be some drop in interest when the additional contributions required are understood.  In any case, it cannot be assumed that all the non-salaried sector (whether informal or self-employed registered entrepreneurs) will be willing to be pay the full contribution for the range of benefits now offered by the SSO, particularly as the contribution will not be shared with an employer. It is therefore likely that the merge will initially only pertain to insurance for health care.
Expansion of SSO: to date, the SSO is operational only in Vientiane Municipality and one province.  The expansion to provinces has been very slow, for a variety of reasons including the necessity of setting up provincial and eventually district offices.  The expansion has not been planned to provinces in which CBHI exists, as the factors influencing these decisions are quite different.  SSO places priority on provinces which have a significant number of salaried private sector workers.  CBHI attempts to first provide social health protection to poor rural populations, where there are very few salaried private sector workers in large enterprises.  The priorities of both schemes are justified and should not be changed because of the opportunity for merging the schemes, or for the SSO offices to enrol the informal sector at this stage. A more urgent issue is the amendment of Decree 207 to cover enterprises with less than 10 salaried workers, with employer and employees contributing.
b)
Benefits of strengthening linkages 
The benefits of strengthening linkages have been noted in several of the sections above.  The main benefit is the ability to reach universal coverage, and this should indeed remain the prime factor driving initiatives towards strengthening linkages and an eventual merging of the schemes.  Before merging at national level, integration at provincial level could be envisaged, to allow for broader pooling, savings in local administration and some redistribution of funds between the salaried and informal economies. 
c)
Steps to strengthen linkages

The long-term strategy to reach universal coverage would require at least the following stages: 
· Extension of SSO to all provinces, all enterprises (now only enterprises with over10 workers)
· Merging of the civil servants scheme with SSO, which would result in a compulsory scheme for all salaried workers

· Enrolment of the self-employed formal and informal labour sectors in the SSO

· Merging at provincial level as coverage within districts of each scheme reaches a high percentage (at least 60% percent).

· Appropriate legislation for the above stages and to reach universal coverage.

It is very difficult to develop a timetable for the above stages, although it may be useful to set a target date.  In terms of immediate legislation, the Labour Law has to be changed and Decree 207 on social security has to be amended to include enterprises or employers with even one salaried worker.  The current approach of expanding voluntary CBHI in parallel is therefore appropriate.  CBHI remains the only non-profit and non-commercial health social protection mechanism for the excluded populations.

During the current stage, several factors remain important for successful expansion: These include:

· The continued and strengthened role of the Ministry of Health CBHI Team to plan, oversee and assist the expansion of existing and new schemes and  strengthening of a National Framework for CBHI to facilitate simultaneous starting in new districts all over Lao PDR by 2008.

· Integration of district schemes within the National Framework with pooling of funds at district and provincial and the accumulation of limited reserves.

· Continued efforts to enable as much similarity as possible between SSO, civil servants and CBHI schemes.  
· Continued dialogue and collaboration between SSO and the Ministry of Health CBHI Team and monitoring of extension by each scheme and cooperation on the amendment of legislation and regulations.

· Maintenance of the principle of uniformity in the design of CBHI schemes, regardless of the development partner assistance.

· Development of sustainable mechanisms for Government to guarantee coverage of the lowest income and vulnerable population groups, through social assistance and not only through external agencies without the guarantee of sustainability. The mechanism should allow for the purchase of CBHI cards for the vulnerable populations discrimination of the non-contributory members.
· Development of an action plan with clear objectives towards universal coverage, and timetable leading to the appropriate legislation and merge of the systems.
5.
OTHER SCHEMES
a) 
The health care component in the SSO includes health services for work-related as well as non-work related diseases and accidents, in accordance with Decree 207.  This was planned to reduce the shifting of the financial burden of work-related diseases and accidents to the non-work related health insurance, as often happens in new social security systems.  At present, there are no other formal social protection systems in the country.  Lao PDR does have a tradition of solidarity at the community level, but the mutual assistance is generally at the village level and deals with expenses for life and death events, rather than for high health care expenditures.

6.  CONTRACTING HEALTH CARE PROVIDERS
a)
Attempts to enhance the contracting process between social protection mechanisms and social security schemes and the health sector.
Formal agreements between the SSO and the designated health care providers have been an integral part of the system from the start, in 2001.  These contracts specify the provider payment method, the amount and frequency of payment and updating to deal with changes in the number of persons covered, the services covered and excluded and the requirements for provision of data on utilization by the provider. The contracts are now renegotiated annually.  SSO contracts are made with a single hospital providing primary, secondary and tertiary services. As the coverage spreads to areas outside the capital Vientiane, changes are now being made to include contracts with district hospitals. 

In the first stage, the unit for payment of the capitation amount was the family, based on a calculation of the dependency ratio of the workers covered by the SSO.  This was an interim solution to deal with problems in registration of all dependents and the gradual inclusion of all children.  Since 2004, the capitation is paid for each individual covered.
The Health Insurance Unit in the MOH is currently not responsible for the contracting between the SSO and the providers, but handles the process of contracting for CBHI.  It is foreseeable that as social health insurance develops in Lao PDR, with significant expansion of coverage and towards merging of the schemes, the MOH Health Insurance Unit will be more involved with accreditation of providers and quality assurance programmes in all schemes.  To date, these aspects have not received adequate attention and but the development of social health insurance has now increased the interest in quality assurance within the MOH.
With the launching of CBHI, the provider contract was adapted to facilitate contracting with two hospital levels – district and provincial – and allowing for division of the capitation amount on a proportional basis.  Over time, changes were made in these proportions, based on the actual proportion of patients referred from the district to provincial hospitals and taking into account the differences in costs of primary, secondary and tertiary care levels.  A recent change to facilitate the provision of primary health care in rural areas was to add health centre as providers.  So far, a standard capitation amount per insured person has been applied and there has been no differentiation according to age and sex of members in any of the schemes. 

The latest English version of the contract is reproduced as Annex 1, using the case of the Nambak CBHI.  The contract is a detailed document, covering the principles of CBHI as well as the practical issues, such as the provision of benefits, payments and information system requirements.

.
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Annex 1 – Contract with Providers

Nam Bak, Luang Prabang province, Lao PDR, date:............/........./ 200.....

Collaboration Agreement for Community Based Health Insurance

Including Health Center

This Collaboration Agreement is made between:

1) The Management Committee of the Community Based Health Insurance (CBHI) scheme of Nambak district, represented herein by the Chair of the Management Committee: ……………………….............................................................................…..

2) NaYang health center as OPD-outlet of the Nambak District hospital, represented herein by: ………………………........................................................……......................

3) Nambak Distict Hospital, as referral hospital, represented herein by: ……………………….......................................................................................................

4) Nambak Distict Health office, as manager of the Health Center and the district RDF, represented herein by: …………………………………………………………………..

In accordance with this Collaboration Agreement the two mentioned health care facility will provide all necessary primary health care under capitation to the members of the CBHI scheme in their area. The capitation health insurance scheme will be implemented according to the Regulations and Guidelines of the Ministry of Health, Department of Finance-Planning and in co-operation with the Health Insurance Division.

a) The CBHI Management Committee will function as the collector of contributions and fund holder in the scheme. The CBHI Management Committee will manage the administration costs of the scheme. The remaining funds will be paid as capitation fund to the district and referral (provincial) hospital. The capitation payment to the hospitals will be made irrespective of the actual utilisation of health services by the insured members. The CBHI Management Committee will provide the district hospital with a monthly list of eligible families. 

The CBHI Management Committee will adhere to administrative and accounting procedures as proposed by the Health Insurance Division of the Ministry of Health. The CBHI Management Committee will represent and defend the best interests of the insured families. A monthly summary of the transparent accounting must be made public.

b) NaYang health center is the OPD- outlet, closely monitored by the DHO/District hospital and can refer patients to Nambak District hospital under capitation. NaYang health center will provide under capitation:    

 1. Primary health care, using drugs as described in the Essential Drug List.

 2. NaYang health center will correctly refer to NamBak

     District hospital only those complicated cases it cannot handle.   

Because financial management and accounting skills are not sufficiently developed at Health Center level, the capitation amount will not be further split to the HC, but the DHO will replace the drugs NaYang Health Center used for treatment of insured patients that month, according to the essential list of drugs for the health center level. During the monthly visit of health center staff to the DHO, the health center staff must take the following documents:

1. Bring the contributions collected in the sub-district, together with:

· CBHI form Col 2: Registration form for new members.

· CBHI form Col 3: Account form of collector.

· CBHI form Acc 2: Notebook of contribution received from collector.

2. Bring the CBHI OPD-register and RDF documents totalling the drug consumption of CBHI members that month. With the OPD-register, district staff responsible for the Drug Treatment Committee can check whether the prescriptions have been rational and not over-prescribed.

3. Take replacement drugs back to the Health Center to replenish the RDF for drugs given to insured members.

c)  Nambak District hospital will accept insured patients from NaYang sub-district even if they did not visit the HC first. All required health care will be provided under capitation, in accordance with the regulations:


1. out-patient consultations, and dental care

2. admissions, including obstetric and surgical cases

 3. Nam Bak district hospital will refer those patients it cannot handle to the provincial hospital

All three contracted health facilities will provide all necessary medicines as listed in the Essential Drug List of the Food and Drug Department, Ministry of Health (Decree 928/MoH, dated 19/4/2004), without ever running out of stock. All mentioned health facilities will provide under capitation, and without additional official or unofficial fees, all examination and consultations, all diagnostic tests as rationally required for the patient, all services of hospital staff, administrative costs, and room charges and other. In-patient services will be provided to the insured persons in standard patient rooms or wards, unless medical conditions require specific accommodation such as intensive care, post-operative rooms, maternity or neonatal care.

Every month the HC staff will bring to the district the information on utilization and amount of drugs dispensed to the insured members.

The monthly capitation fund is calculated as the total of contributions minus the administrative costs. The contributions are set at:

· 10,000 Kip per month for single-person families.

· 14,000 Kip per month for families with 2 to 4 members.

· 15,500 Kip per month for families with 5 to 7 members.

· 18,000 Kip per month for families with 8 members and more.

All members of a family, as mentioned in the family book, are eligible. The CBHI scheme and the contracted health facilities will not be responsible for financing the health care for members whose eligibility has expired. 

The three health facilities in the Collaboration Agreement guarantee they will do their best to give best quality services with minimal waiting times and with friendly and efficient reception of insured patients. There will be no discrimination or lower quality services for pre-paying patients. Insured members will have continued access to free health services provided under vertical programs, such as mother-and-child health (MCH) and treatment for some infectious diseases. The health facilities agree to provide preventive health services, including health promotion, to insured members. 

Health center staff of the contracted HC will receive the same bonus from the CBHI scheme as the district hospital staff, provided the capitation funds were managed well and there was no deficit. Guidelines from the Ministry of Health will be adhered to.

It is the responsibility of the contracted health facilities to inform and train their staff about this contract, the Regulations and Guidelines and about the general functioning of the scheme in the health facility.

Period covered by this Collaboration Agreement: 

from date  …...../ …… / 200..… to  date  …..../ ……/ 200..…

The following representatives are aware of Regulations and Guidelines for CBHI from the Ministry of Health and pledge their agreement to be functional in the CBHI scheme to the best of  their capacity.

Chairman of the CBHI Management Committee:

Name and signature:………………………………….

Date:……/……/ 200....

Representative for NaYang health center:

Name and signature:   ………………………………

Date:………/……./ 200...

Position:………….................……

Representative for NamBak District hospital:

Name and signature:………………………………….

Date:……/......../ 200...

Position:………….................……

Representative for NamBak District Health Office:

Name and signature:………………………………….

Date:……/......../ 200...

Position:………….................……

Witnessed for the Health Insurance Division, Ministry of Health, Vientiane, Lao PDR

Name and signature:   ………………………………….

Date:……/……/ 200...

Position:……….….......................
Annex 2 – SSO Decree

DRAFT DECREE ON THE SOCIAL SECURITY SYSTEM FOR EMPLOYEES


Lao People's Democratic Republic


Peace, Independence, Democracy, Equality and Prosperity

Prime Minister





Decree No. ..../PM


Decree


of the Prime Minister


On the Social Security System for Employees in Lao P.D.R.

- Based upon the Constitution of the Lao P.D.R., dated August 14, 1991;

- Based upon Chapter IX, Art. 48, of the Labour Law of the Lao P.D.R., dated April 19, 1994;

- Based upon the agreement reached in the meeting of the Government on ..., on the proposal of the Minister of Labour and Social Welfare, No. ... on ...


The Prime Minister decrees:


CHAPTER 1

GENERAL PRINCIPLES
Article 01. Basic principles

This decree institutes the social securi​ty system for the Lao people. It is based upon the principles of social insurance: compulsory insurance, contributory rights, self-financing and self-government under state guarantee.

Article 02. Gradual realisation
The social security system is built up gradually. Initially it will protect only a limited group of workers for selected risks. It will, however, be exten​ded with time, when the economic conditions permit. Ultimately, it will protect all workers, of the public and private sectors, including civil servants, against all of the recognised social risks.

Article 03. Legal right
Entitlement to social security benefits is a right of the beneficiary, based upon the law and enforceable in the courts of law, according to the procedures laid down in this Decree.


CHAPTER 2


FIELD OF APPLICATION
Article 04. Risks covered
The risks to be covered by social security are:

1) sudden expenditure caused by death: this is called "death grant";

2) the cost of medical care: this is called "health care";

3) loss of earnings by temporary incapacity to work: this is called "sickness benefit";

4) medical care costs and loss of earnings, because of preg​nan​cy and childbirth: this is called "maternity bene​fit";

5) medical care costs, sudden expenditure and loss of ear​nings, because of employment accident or occupational disease: this is called "employment injury benefit";

6) loss of earnings by permanent incapacity to work: this is called "invalidity pension";

7) loss of earnings in old age: this is called "old age pension";

8) loss of support after the death of the breadwinner: this is called "survivors' pension";

9) the cost of raising children: this is called "family bene​fit";

10) loss of earnings by inability to find suitable employment after loss of employment: this part is called "unemploy​ment benefit".

Article 05. Gradual implementation

The risks Nos. 1 - 8 are covered from the begin​ning. The risks Nos. 9 - 10 are postponed to a later phase of development.

Article 06. Persons covered
This Decree concerns all workers, employed under the Labour Law of the LAO PDR in state owned enterprises, joint enterprises or the private sector, in industry, agriculture and other activities, regardless of the type of contract or of their condi​tions of employ​ment.

Article 07. Compulsory insurance
The participation of employers and employees in the social security system is compulsory. Employers and employees may not, by mutual agreement, be excluded from the applica​tion of the insurance or of any part of it. 

Article 08. Provisional limitation

Initially, only employers with 10 or more employees will be required to participate in the social security scheme. It will apply to smaller labour units, if they are part of a larger enter​prise. If the number of workers in a covered enterprise is reduced below the number of 10, the enterprise remains subject to the compulsory insurance.

Five years at the latest after the introduction of the scheme, compulsory coverage will be extended to employers with 5 or more employees. Ten years at the latest after the introduction of the scheme, compulsory coverage will be extended to all employees. The Board of Directors determines the exact time of these extensions, subject to approval by the Minister.

Smaller employers who are not yet compulsorily covered may volunteer to join the social insurance scheme. In these cases the employers and all of their workers are entitled to all the same rights and have the same obligations as under compulsory insurance. 

The decision to voluntarily join the social insurance scheme must be negotiated with the trade union or workers' representation established in the labour unit.

Article 09. Foreign residents

No distinction is made between Lao PDR nationals and foreigners with regard to rights and obligations under the social security scheme.

International agree​ments determine the coverage for residents of foreign coun​tries. When no international agreement says otherwise, and they are not otherwise excluded, foreign residents are subject to the scheme if they work in Lao PDR.

Article 10. Exclusions

The following are excluded from the scheme: 

(1) civil servants, the military and the armed forces;
(2) personnel of international organisations working in Lao P.D.R. and foreign personnel of multinational corporations posted in Lao P.D.R. for not longer than 6 month, extendable to one year;

(3) Lao employees working abroad for an employer esta​blis​hed in that country (except for a posting of not longer than 6 months, extendable to maximum 1 year);

(4) pupils, university students, and medical or other trainees who are not remunerated.

The exclusion No. (4) does not apply to the risk of employment injury.

Article 11. Voluntary insurance
Persons not covered by the present scheme may apply to the Organisation, with a request to contri​bute volun​tarily. The conditions of voluntary membership and the amount of contributions are deter​mined by the Regulations. 


CHAPTER 3


THE SOCIAL SECURITY ORGANIZATION
Article 12. Status of the organisation

The Social Security Organisation (SSO) is created as an autono​mous public body, under the supervision of the Minister of Labour and Social Welfare. It has rights and obligations as a legal entity under the law. It is competent to institute legal action and to act before the courts, through its legal representatives.

The State guarantees the long-term obligations of the Organisation.

Article 13. Board of Directors

The SSO is governed by a Board of Directors, composed of 13 members:

- a chairman and a vice-chairman, who are senior figures, both ap​pointed by the Prime Minister;

- 4 members appointed by the Prime Minister, representing the relevant government departments,

- 4 members appointed by the Chamber of Commerce, represen​ting the employers,

- 4 members appointed by the Federation of Trade Unions, representing the employees.

All appointments are for four years, and renewable. The remune​ra​tion of the chairman and of the directors is determi​ned by the Board, subject to approval by the Minister.

Article 14. Responsibility

The Board is responsible for the financial management of the social security system. It determines the rate of contributions to be paid by employers, by employ​ees and by voluntarily insured persons, and it manages the reserve funds of the organisation.

The Board can decide, considering the financial situation of the organisation, to increase the levels of benefit above those determined by the Decree.

The Board advises the Minister on policy development in social security.

Article 15. Contributions and benefits management
The Board is responsible for registering insured enterprises and workers, for collecting and recording con​tributions, for the receiving and processing of claims and for the payment of benefits.

Article 16. Operating rules
The Board determines its own rules concerning meetings, voting rules, replacement of absent members, and all other matters necessary for its operation. Where these rules have a financial implication, they must be communicated to the Minister.

Article 17. Funds
The SSO manages four separate funds: one for health care, one for short-term benefits (maternity, sickness and death), a com​pensation fund for employm​ent injury and a pension fund for old-age, invalidity and survivors' bene​fits. 

When in the future responsibility for the administration of the civil service scheme will be transferred to the SSO, this scheme will also, at least initially, be managed as a separate set of funds.

For each of these funds the contribution is to be calculated separately.

Article 18. Revenue of the funds

The SSO collects the contributions from the employers for their employees and enters them, together with any other sources of revenues, into the respective funds for which they are meant. 

It acts in the same way with voluntary insurance contributi​ons.

The vehicle insurance companies and the tobacco and alcohol industries can be required to pay lump sums to the SSO with regard to the benefits paid by the SSO because of road accidents and because of the use of tobacco and of alcohol. The State can also institute other taxes or levies in favour of the health care fund.

It may also receive other sources of revenue:

- interests on late contributions

- penalties paid for disregard of the law

- revenue of investments.

The first two are credited to a separate account, to be used primari​ly for the administration cost of the SSO. The revenue of investment is added to the fund to which the invested money belonged. 

Article 19. Administration cost
The Board determines the percentage of each fund to be allocated to the separate account for the administration cost of the SSO. This part can not be higher than 10% of insured earnings or 10% of the total insurance revenue.

A part of the administration cost, to be determined by the Board and approved by the Minister, is to be reserved for training, public relations, research and planning.

Article 20. Personnel management
The daily management of the SSO is the responsibility of a Gene​ral Manager, appointed by the Minister of Labour and Social Welfa​re on the proposal of the Board. Senior staff are appointed by the Board, subject to approval by the Minister. Other personnel of the SSO are appoin​ted by the General Manager. The General Manager attends the meetings of the Board of Directors at the invitation of the Board.

Personnel of the SSO are appointed under contracts of employment, subject to the Labour Law. The conditions and terms of contracts are determined by the Board with due regard to the rules of efficient personnel management. They must be approved by the Minis​ter of Labour and Social Welfare. 

Article 21. Investment of reserves
The Board is responsible for the management and investment of sums received and held in its various funds. The in​vestment of reserves must follow guidelines issued by the government of Lao PDR, to ensure that the investment is safe and that it serves the interests of econo​mic development in the country. The guidelines will allow sufficient flexibility for the investments to provide a posi​tive return.

Article 22. Reporting and responsibility
The Board provides report every year on income, assets and expenditure to the Minister of Labour and Social Welfare. The reports are made public.

The accounts are subject to annual external auditing. The auditing is done by a specialised auditing company, appointed to that effect by the Board of Directors.

The members of the Board of Directors will be held personally responsible for serious irregularities in the financial mana​gement of the SSO.


CHAPTER 4


CONTRIBUTIONS
Article 23. Percentage of earnings
The contributions are determined as a percentage of the total earnings of every insured employee. They may be further specified by the Regulations.

Allowances given by the employer in the way of social benefits, as listed in art. 4 and subject to the Regulations, or as supplements to social security benefits, are not considered as earnings for the calculation of contributions. 

The rules concerning the definition of the earnings for contribution purposes, are the same as those for income tax, as provided for by article 47 of the Labour Law. 

Article 24. Contributions calculation
The percentage of contribution for the various funds is determined every year by the Board of Directors of the SSO, according to the financial needs of the scheme. The decision has to be approved by the Minis​ter of Labour and Social Welfa​re before becoming applicable.

Article 25. Employers and employees portion

The Board of the SSO determines which portion of the social insurance contribution has to be paid by the employer and which portion by the employee. The employees portion may not exceed half of the contribution.

For the employment injury part, the whole of the contributi​on is paid by the employer.

Article 26. Duties of employers
At every payment of the wage or salary, the em​ployer deducts from the wage or salary the employee's portion of the contribu​ti​on. If this deduction is not made at that time, the employer has to pay the employees part of the contri​buti​on. The employer is not allowed to recover this amount from the employee afterwards. 

The employer sends the declaration of the employed workers and of the amounts of their earnings to the SSO within 15 days after the end of the calendar month. He pays to the SSO the full amount, including the workers’ contributions and the employer's contributions, also within these 15 days. If the con​tribution is not paid in time, the employer has to pay, from the 30th day on, a supplement equal to 2% per month and an in​terest rate equal to the prevai​ling bank rate.

Employers can be held liable for any loss of entitlement to benefit, caused by non-compliance with the contribution obligations.

Article 27. Pensioners’ health care contribution
Beneficiaries of old-age, survivors’ or invalidity pensions are required to pay a contribution to the health care fund. This contribution is equal to the employees’ part of the normal contribution for health care. It is calculated on the monthly amount of all pensions, which the person receives from the SSO. It is deducted by the SSO from each pension payment.


CHAPTER 5


BENEFITS

Section 1


Health Care
Article 28. Family insurance
Entitlement to health care benefits will be given to the insured workers and legal dependants (spouse and children). Children are covered until the age of 18, or until the age of 25 if they are in full-time and continuous education. They are covered indefinitely if they are severely handicapped.  

The worker who wishes to obtain health care coverage for other members of his family, such as dependant parents residing in the same household, may apply for voluntary insurance, under the conditions of article 11. 

Article 29.  Duration of insurance

Entitlement to health care benefits is subject to the condition that the insured worker has contributed for at least 3 months within a 12 months period ending 3 months prior to the date of the claim for care. This condition is waived in the case of emergency care, which could not be foreseen.

The insured worker and the protected family maintain the right to health care for 6 months after the worker ceased to pay contributions under this Decree or to receive sickness benefit. The health care benefit shall in any case be extended until the end of treatment of a life-threatening condition.
Article 30. Entitlement of pensioners

Pensioners, who pay contributions for health care based on their pension, are covered for themselves and their legal dependants, in the same way as workers. No minimum insurance condition applies.
Article 31. Services covered

The eligible persons are entitled to health care, including preventive, curative and rehabilitative services. These services include maternity care and the treatment of employment injuries and diseases.

The health care does not include services or products essen​ti​al​ly meant for cosmetic purposes.

The SSO may also provide funding for health promotion and health education, according to Regulations it issues to that effect.

Coverage of transportation costs will be dealt with under Regulations.

Article 32. Acceptable services

The care services have to fulfil the following conditions:

a) they have to be provided or prescribed by a physician or other health care worker licensed to practise in the country; apart from the provisions of international agreements, the Regulations may stipulate when care can be provided or prescribed by foreign physicians;

b) they have to be provided by a health care provider co-operating with the SSO and accredited by the Ministry of Health; the Regulations may stipu​late under which conditi​ons and to which extent care supplied by a person or institution without an agreement with the SSO may be taken into account. 

Article 33. Care given abroad
Apart from the provisions of international agree​ments, health care services are only taken into account if they are provided within the country. 

Care provided abroad is nevertheless paid for: 

a) in cases of emergency, needing hospitalisation, and through reciprocal agreements with social insurance institutions of other countries;

b) for medical reasons, under special permis​sion given by the SSO.

The Regulations determine the conditions of the benefit payable for such services.

Article 34. Provider Payment 
The health care providers will be paid for a defined list of services on a capitation basis per covered person. The amount of capitation payment will be agreed with the Ministry of Health as the health care provider.

In addition, the SSO will reimburse the providers for a defined list of specialised high cost services outside the capitation list. The SSO will reimburse the insured person for services provided in case of emergency care in a hospital which is not the contract hospital.

Article 35. Agreements with providers of health care 

The SSO will sign contracts with the main contract hospitals on an annual basis, for the capitation payment. This payment will be transferred by the SSO directly to the contract hospital on a quarterly basis, at the beginning of each quarter.

If the main contractor subcontracts with another hospital for the treatment of referred patients, the transactions will be between the hospitals.

Arrangements for adjustment of the capitation amount, the list of specialised services and conditions for the authorisation will be covered in the Regulations.

Article 36. Additional payments
Additional payments may be charged to patients by the hospital to cover part of non-medical costs of in-patient accommodation, according to the Regulations.

Regulations may provide for payment by patients for dental prostheses.

Article 37. Reimbursement

In emergency cases, where capitation payment can not be applied, the patients pay the full price to the supplier and receive reimbursement from the SSO, according to rates determined by the Regulations. The Regulations determine the documents to be delivered by the providers to the patients, in order to make the reimbursement possible. The SSO reimburses within the delays determined by the Regulations. If reimbursements are late, interest has to be paid at the current commercial inte​rest rate.

Article 38. Control by a selected provider 
In order to receive health care, every covered person has to be registered with a main health care provider, who supervi​ses all care given to the insured person, and keeps records of it. 

Except in cases of emergency, no payment is made for services if the beneficiary has not first consulted the selected provider or when they are not reported to this selected provider. 

The selected provider has to arrange for a permanent availabi​lity of the patients’ records, if necessary in combination with other providers or with a specialised institution. The agree​ments provide for adequate compensation for the supervi​sion of care and for the keeping of records.

The covered person may change provider after six months, by application to the SSO, which notifies the former and the new provider of the change. The re​cords are then immediately transferred to the new selected provider. 
Article 39. List of products
The supply of pharmaceutical drugs, prostheses, appliances and all other products may be subject to their inclusion in a list of pre​scription products, established by the Ministry of Health, on the advice of a technical committee. The list of pharmaceutical products should include the Essential Drug List adopted by the Ministry of Public Health.  Pharmaceutical drugs and products not requiring prescription or drugs purchased over the counter will not be covered. The Technical Committee should meet at least once a year to update the list of products.  

A product outside the list may be provided by special permis​sion of the SSO​, to be requested by the beneficiary or by the provider. The permission is given when the product cannot be replaced in a satisfactory way by a listed product.

Article 40. Quality control

The SSO has to guarantee the quality of the care provided.

Quality assurance will be carried out on a regular basis through a defined Quality Assurance Programme, based on an adequate information system.  All providers co-operating with the SSO will transfer the relevant information to support the quality assurance programme and will be provided with feedback on performance.  The Quality Assurance Programme will provide an annual report to the SSO Board of Directors.

Section 2


Sickness Benefit
Article 41. Contingency covered
Insured persons who, temporarily, have to inter​rupt their work as the result of an illness or an acci​dent, are entit​led to sic​kness benefit for a certain period of time.

If the illness or accident compels the insured person to reduce his work without interrupting it complete​ly, or if after a certain time of complete interruption the insured person may resume a partial activity, he is entitled to a partial benefit in proportion to the reduced activity.

Article 42. Extension of coverage for health protection
Sickness benefit is also payable, under the condi​tions to be determined by the Regulations, to insured per​sons who are prohibited to work during quarantine periods, after having been in contact with certain contagious diseases.

Similar rules apply to female workers, who can not be employed at certain types of work during pregnancy or in the 6 months following confinement, and for whom no suitable temporary duties, according to art. 34 of the Labour Law, can be found in the enterprise. 

Article 43. Minimum insurance period

Entitlement to sickness benefit is subject to the condition that the persons concerned have con​tribu​ted for at least 3 months within a 12 months period ending 3 months prior to the date of the incidence of sickness, and that they have exhausted their entitle​ment to statu​tory sick pay or sick leave on the part of their employer.

When the worker has changed jobs, the minimum insurance period may extend over employment periods with two or more employers.

Article 44. Calculation of benefit

The full sickness benefit equals 60% of the insu​red earnings.

The insured earnings are taken to be the average ear​nings over the six month period preceding the interruption of activity. 

If the beneficiary has resumed work and suffers a relapse, the benefit is resumed at the same level as before. If the beneficiary has resumed work for a period of at least three months and has earned more than before, the calculation of benefit, in the case of a relapse, is adapted to the new level of earnings.

The Regulations determine the way of calculation of these periods and of the average earnings when employment has been irregular or of an atypical nature.

Article 45. Partial reemployment

In the case of partial resumption of the activity, the benefit equals 60% of the difference between the ear​nings from the reduced activity and the previous earnings.
Employers have the respon​sibility, whenever possible, to offer a sick or injured worker suitable tempo​rary employment in accordance with his health situation. If the worker refuses such offer without good reason, sickness bene​fit is interrup​ted.

If the SSO considers the sickness benefit recipient re-em​ploya​ble and considers unjustified the refusal of the employer to offer temporary employment as mentioned above, it may reclaim from the employer the part of the benefits which cor​res​ponds to the capacity to work of the worker.

Article 46. Duration of benefit

Sickness benefit is normally paid for a period of up to one year after expiration of the period of statutory sick pay or sick leave, paid by the employer. It may be extended for a maximum of anot​her six months, if at the end of that period the incapacity to work persists but a return to work within six months is consi​dered probable. 

If after the normal period of one year the incapacity to work persists but no return to work within six months seems proba​ble, then the SSO sees to it that an application is made for invalidity pension. In such case the payment of sickness benefit is continued until a decision is taken on the claim for invalidity pension.

Article 47. Medical examination

The benefit is due on the basis of a medical certificate showing that the insured worker has sought medical advice and is following appropriate treatment. 

The SSO may request the beneficiary to be examined by a physici​an ap​pointed by the SSO or it may send such a physi​cian to conduct the examination. This examination is paid for by the SSO. If the worker has to travel a longer than normal distan​ce to see this physi​cian or has to stay away from home for this purpose, the SSO pays the travel expenses and possibly also accommodation if needed, according to the rules laid out by the Regulations. 

The medical condition of the beneficiary is to be re-examined every three months.

The beneficiary is entitled to rehabilitation in an accredited rehabilitation centre. If he refuses rehabilitation without good reason, benefit can be suspended.

Article 48. Settlement of medical disputes
If the physician of the SSO disagrees with the worker's chosen physician about the diagnosis or about the need for treatment, both physicians have to agree on a third physician to arbitrate on the dispute. If the worker dis​agrees with the decision of this medical arbitrator, he has the right to appeal against it in the same way as against all other decisi​ons concerning social security entitlements.


Section 3
Maternity benefit 
Article 49. Contingency covered

All female workers who interrupt work because of pregnancy or mater​nity are entitled to a maternity benefit. Under certain conditions, to be laid down by the Regulations, these are also granted for a miscarriage, and for the adoption of a child.

Article 50. Minimum insurance period 
Entitlement to maternity benefit is subject to the condition that the persons concerned have con​tribu​ted for at least 9 months within the previous 12 months.

Article 51. Calculation of the benefit

The maternity benefit equals 100% of previous earnings, calculated in the same way as for sickness benefit.

The benefit is payable during the period of mater​nity leave according to art. 35 of the Labour Law (or art. 5 of Decree Nr. 178/PM). 

If after that time the worker cannot resume her work because of medical treatment related to the pregnancy or birth, she is entitled to sickness benefit under the conditions of section 2.

Article 52. Preventive care measures

Entitlement to these benefits can be made conditional upon compliance with necessary health measures, such as:

· registration of the pregnant woman by the end of the 1st trimester of pregnancy;

· a minimum number of pre- and postnatal visits.


Section 4


Birth and death grant
Article 53. Minimum insurance period

Entitlement to a birth or a death grant is subject to the condition that the worker has con​tribu​ted for 12 out of the last 18 months.

Article 54. Birth grant
A birth grant is payable to the insured mother or the dependent spouse of the insured worker, at the time of the confinement.

The birth grant may be paid to the person who adopts a young baby within its first year of life, even if it was born ab​road, provided that no other birth grant has been paid for the same baby.

The amount of the birth grant is 60% of the monthly minimum wage per child.

Article 55. Death grant
At the death of an insured worker, the SSO pays a death grant, equal to 6 months of insured earnings.

At the death of the spouse of the worker, a death grant of 3 months insured earnings is payable. For the death of a child, the death grant is 2 months insured earnings.

Article 56. Payment of the death grant

The death grant is paid to the relatives of the victim who take care of the funeral.

If there are no direct relatives the benefit is paid to any person or persons who can prove, by invoices or other conclu​si​ve docu​ments, that they have paid the expenses involved with the funeral.

The benefit cannot be paid to firms or organisations, only to individuals.


Section 5


Employment injury
Article 57. Extent of coverage

All insured workers are entitled, in the case of work-related accident or disease, to the benefits provided for under this section. There is no condition of a minimum duration of insured employ​ment.

The fact that the worker contributed to the causation of the damage by his behaviour does not disqualify from entitlement to these benefits. Only in the case of intentional causing of the injury or disease are the benefits not due.

Article 58. Persons covered

The following persons are also entitled to these benefits:

- students and trainees, when their study or training includes practical work, in the case of an accident or disease related to this practical work;

- persons who come to the rescue in the case of a fire or a serious accident, if they are themselves injured by this action. 

Further in this section the term "workers" will be understood to include the above-mentioned groups of covered persons.

The cost of benefits for these persons is reimbursed to the SSO by the State.

Article 59. Definition of work-related accident
Shall be considered as a work-related accident, each accidental infliction of personal damage which oc​curs in the course of, and because of the employment.

Accidents occurring during the performance of occupational duties at the workplace or at any other place in accordance with the instructions of the employer, are deemed to be caused by the employment. This presumption is valid until it is proved that the damage is essentially caused by some other occurrence, which is not related to the employment.

A recreational area, a cafeteria and any other place under the responsibility of the labour unit, is assimilated to the workplace. 

Article 60. Definition of occupational disease
Shall be considered as an occupational disease, any morbid condition of the body or the mind caused by the practice of the worker's occupation.

The Regulations determine the list of recognised occupational diseases. This list must be at least in accordance with the I.L.O. Convention No. 121 of 1964. If a worker suffers from one of the diseases on the list and can produce evidence of having been occupied at some time in circumstances involving expo​sure to this risk, the disease is considered as an occupa​tional one. 

The Regulations determine for each type of disease the period in which exposure to the risk has to be shown.

A worker suffering from a disease which is not on the list, is allowed to prove the causat​​ion of the disease by the occupation in order to qualify for benefit.

Article 61. Range of benefits

This section provides benefits, compensating for various forms of damage arising out of recognised work accidents or occupatio​nal diseases, as follows:

a. medical care benefit, for the need for medical care, including rehabilitation;

b. temporary incapacity benefit, for the loss of earnings through interruption of work;

c. carers benefit, for the loss of autonomy;

d. permanent disability benefit, for permanent loss of earning capacity;

e. funeral benefit, for expenses linked to the death of the victim;

f. survivors’ benefit, for the loss of support suffered by the surviving relatives of the victim.

It does not cover moral damage suffered either by the victim or by his family. It does not cover damage to goods caused by the accident, with the exception of damage to pros​​theses and medical appliances meant to sustain or to sup​plement bodily functions.

Article 62. Medical care

The injured worker is entitled to health care according to section 1 of this chapter for the whole duration of his medical condition resulting from the accident or the disease.

If the cost is financed partially from another source the SSO pays the difference between this benefit and the actual cost of the care.

Article 63. Temporary incapacity

During the period immediately following the interruption of work, made necessary by the injury or the disease, the worker is entitled to a temporary disability benefit as long as he is unable to resume work.

Article 64. Benefit calculation

The temporary disability benefit equals 100% of the insured earnings during the first 6 months of absence from work. During the next 12 months it is reduced to 60% of the insured earnings.

Article 65. Insured earnings

The benefit is calculated on the average of the insured earnings of the last 6 months. If the last earnings are not representative of the normal ear​nings of the victim, earlier periods may be taken into account, if more appropriate. 

If the worker was employed by more than one employer or in more than one occupation and his work for each of the employ​ers or occupations was interrupted because of the accident or the disease, the benefits are calcu​lated upon the total ear​nings with the various employers.

If the victim had no normal earnings in the reference period, the benefit is calculated on the basis of the prescribed minimum wages in his normal occupat​​ion. For students and trainees this is the occupation for which their study or training prepares. In the absence of such prescribed minimum wages, the benefit is calculated on the general minimum wage.

Article 66. Partial reemployment 

If during the period of temporary incapacity the condition of the worker makes it possible to do some work but not to resume his normal occupation, the employer has the obligation to offer him, when​​ever possi​ble, alternative employment in the enterprise. An employer who fails to do this is held responsible for the part of the benefit corresponding to the part earnings the workers might have received. The SSO may claim this part of the benefit back from the employer.

If the alternative employment is of a part-time nature or is less highly paid than the original employment of the worker, the SSO pays a partial temporary incapacity benefit, equal to the difference between the new and the previous earnings. 

If the worker refuses, without good reason, the offer of reemployment, the benefit can be reduced accordingly.
Article 67. Permanent disability

If the accident or the disease appears to have caused a perma​nent loss of earning capacity, the victim may apply for a per​manent disability benefit, payable until the pension age. When a temporary disability benefit has been paid for 18 months, automatically an application for a permanent disability benefit will be made for the victim, by the SSO. The victim is informed of this procedure.

Article 68. Assessment of disability

The degree of disability is determined by a special disability assessment unit, established in the SSO, working in close collaboration with a rehabilitation centre and composed in such a way as to be able to evaluate not only the medical condition of the worker, but also impairment for the activities of daily life, possibilities of recovery and employment prospects for the future.

In his dealings with this unit, the worker has to be properly supported. He may be assisted by the trade union. He has the right to consult an accredited specialist. This consultation is paid for by the SSO as under section 1 of this chapter. If the worker has to travel a long distance for this consultation, the travel cost will also be paid for.

The decision of the disability assessment unit can be appealed against in the same way as any other SSO decision.

Article 69. Revision of degree of disability

When the SSO believes that the condition of the victim has improved or the victim believes that the loss of earning capa​city has increased, they may ask the disability assessment unit for a revision of the decision on the degree of disability. 

This revision is decided upon in the same way as the normal deter​mination of the degree of permanent loss of ear​ning capacity.

Article 70. Calculation of benefit

The permanent disability benefit is calculated by applying the percentage of permanent loss of earning capacity to 67.5% of the reference earnings.

The reference earnings are calculated according to article 65, but over a period of one year before the accident or before the inter​ruption of work because of the disease..
Article 71. Form of payment
The benefit is normally paid in the form of perio​dical (month​ly) payments.

If the percentage of permanent disability is fixed at less than 25% the victim may request the SS0 for payment in the form of a lump sum, representing the actuarial value of the periodical payments, taking into account the life expectancy of the victim. 

Article 72. Carer’s benefit
If the accident or the disease results in a seri​ous loss of autonomy of the victim, as the result of which fre​quent or constant attendance by other persons is needed for the ordinary activities of daily life, a carer’s benefit is attributed.

This benefit is calculated according to the number of hours of care the victim needs per month, at the rate of the minimum wage established by the Government.  

Article 73. Funeral benefit
If the accident or the disease results in the death of the victim the SSO pays a funeral benefit.

If the death occurs on assignment by the employer to another workplace, the cost of transportation of the body or remains to the family shall also be paid by the SSO.

Article 74. Calculation and payment of benefit
The benefit equals the insured earnings of the insured person of the last 6 full working months.

It is paid under the same conditions as the death grant, but without any minimum insurance period.

Article 75. Survivors’ benefit
In the case of death of the victim as a result of the accident or of the disease, his surviving relatives are entit​led, to a survivors’ benefit to compensate for the loss of sup​port suffered by them. If they are also entitled to an adaptation benefit under the pension scheme, the survivors’ benefit starts after the end of this adaptation benefit.

Article 76. Surviving spouse

The surviving spouse is the person who was married to the victim at the time of the accident or at the time of the interrup​tion of work because of the disease, and who remai​ned mar​ried until the death of the victim. The fact that the spouse was legally or in fact separated from the victim is of no consequence.

The former spouse, who was married to the victim at the time of the interruption of work because of the accident or the disease, and who was later divorced, may be eligible for survi​vor’s benefit insofar as alimony payment was due by the victim and this alimony payment was the main source of income.

Article 77. Surviving spouse’s benefit
The surviving spouse is entitled to survi​vor's benefit for the remainder of his or her lifetime, if he or she was at least 44 years old at the time of the insured worker's death. This age requirement is waived so long as the spouse has the charge of young children, or if he or she is seriously handicapped. In the event of a remarriage the entitlement to benefit is suspended. If the marriage ends by death or by divorce the entitlement is revived, inso​far as no equi​valent entitle​ment is gained from the second marriage.

Article 78. Surviving children’s benefit
The surviving children, entitled to survivor's benefit, are the own or adopted children of the victim or of his/her spouse.

They are entitled to surviving children's benefit until the age of 18, and after that age as long as they are engaged in full-time education, up to the age of 25. They may continue to receive surviving children's benefit after the age of 25 if they are handi​capped so that they can not reasonably be expected to earn a normal income.

Article 79. Surviving parents’ benefit
If the victim did not leave a surviving spouse, the parents may be entitled to surviving parent's benefit, if they can prove that the victim was their main source of financial support. This benefit is attributed under the same conditions as the surviving spouse’s benefit.

Article 80. Calculation of benefit
The survivors' benefits are periodical payments, calculated as a percentage of the reference earnings, in the same way as for the permanent disability benefit.

The surviving spouse's benefit or the surviving parents’ benefit equals 50% of the refe​rence earnings. 

The surviving children's benefit equals 15% of the same refe​rence earnings per child. If there are neither surviving spouse nor entitled surviving parents, this benefit is increased to 20% with a maximum of 60% for all children.

The total benefit for all surviving relatives can not exceed the maximum amount of the permanent disability benefit to which the deceased could have been entitled.

Article 81. Rehabilitation and prevention
The SSO co-operates with the vocational rehabilita​tion services of the Ministry of Labour and Social Welfare. It may create and maintain its own rehabilitation centres, if the supply of such centres in the country is insufficient. 

The beneficiaries of temporary or permanent disability benefits have an obligation to co-operate with the rehabilitation. A refusal of rehabilitation without good cause may lead to suspension of benefits.

The SSO studies and monitors the incidence of accidents and disease in the enterprises. It co-operates with the labour administration to improve health and safety stand​ards in the enterprises. It may provide financial support for specific preventive actions.

Section 6

Old-age pension
Article 82.  Pension age

The standard pension age is 60 years.

Old age pension can be obtained at the earliest 5 years before the standard pension age.  In that case the benefit amount is reduced by a 0.5% per month (or part thereof) of anticipation.

Its payment can be delayed until five years after the pension age.  In that case the benefit amount is increased by 0.5% for each complete month of postpone​ment.  

Article 83. Insurance period
The old age pension is not payable until the beneficiary has completed at least 5 years of insurance.

A worker who applies for the old age benefit without having completed 5 years of insurance, receives that benefit in the form of a lump sum, calculated in accordance with the Regulations. The free pension points according to Article 86 do not apply in this case. 
Article 84. Pension amount
The pension amount is calculated on the basis of:

a. the pension points

b. the number of insurance years

c. the average wage.

Article 85. Pension points

One full pension point is earned by the worker whose insured earnings, during a calendar year, have been equal to the average of all insured earnings of workers under the scheme in that year. If the insured earnings of the worker are higher or lower, his pension points are calculated proportionately. The resulting figure is rounded to the third decimal place.

For credited periods, pension points are attributed at the same level as for the preceding working period. The Regulations determine the way of calculating these assumed earnings when employment has been short-time, temporary or irregular, or when no reference earnings are available.

Article 86. Free pension points and insurance years
Workers aged 31 and more on the date of the pension scheme’s introduction, or of the first application of the scheme to the enterprise in which they were employed, are awarded free pension points and insurance years on the basis of the minimum wage. Workers aged 45 and over are awarded 15 years points. The number of years points for younger workers is equal to their age minus 30. It is assumed for the purpose of this article that 0.8 points per year are awarded on the basis of the minimum wage.

Free pension points are awarded only to workers who are registered with the scheme within 12 months of its introduction or of its first application to the enterprise in which they are employed.

Free pension points cannot be awarded in respect of validated periods, or of periods for which a civil service pension is awarded.

Article 86bis. Validated periods for personnel of State owned enterprises

State owned or formerly State owned enterprises which have collected pension contributions shall, at the time of the start of the pension scheme for the private sector, validate the periods of previous service of all their employees in that scheme. 

They have to pay for each month of validation a contribution, equal to one third of the contribution (both the employer’s and the employee’s part) for the pension insurance due for the first three months of insured employment under the new scheme. The Regulations determine the precise way of calculating these contributions. 

These contributions shall be financed from the collected contributions and from the accumulated interest. In the event that these funds would be insufficient, then the available funds shall be used to validate a uniform proportion of the previous service of each worker in the enterprise concerned. 

A State owned enterprise may opt to validate the remaining period of previous service, by paying the required contributions from its own funds. Similarly, a State owned enterprise may opt, for periods for which no contributions have been deposited with the Ministry of Finance, to validate these periods by paying the required contributions from its own funds. If it chooses to validate only a certain proportion of previous service, this proportion must be uniform for all workers concerned.

For validated periods, an employee will earn pension points at a level corresponding to the monthly average of his or her insured earnings in the first three months after the start of the pension scheme in the private sector.

Article 87. Insurance years 
As insurance years are counted the years in which insurance contributions, compulsory and/or voluntary, have been paid, until the year before that in which the pension is to be calculated. 

As insurance years are also counted, the years of previous service of personnel of State owned enterprises, validated according to article 86bis.

Some assimilated periods are credited as insurance periods, if they are immediately preceded by insurance periods. These credited periods are:

a. periods for which sickness, maternity or temporary disability (work injury) benefit is paid;

b. periods for which permanent disability (work injury) benefit is paid for a degree of disability of more than 60%;

c. periods for which a carer’s benefit is paid.

Article 88. Average wage

The average wage is the average of all the insured earnings of workers under the scheme, in the year before that in which the pension is to be paid for the first time. If between the end of that year and the time of the attribution of the pension a general adjustment of pension benefits was made, as provided for by article 114 of this Decree, this adjustment is to be applied to the calculation of this pension.

The Regulations determine the way of calculating the average wage, if the necessary data are not available.

Article 89. Calculation of the pension amount

The yearly amount of the pension is calculated in the following way. The average is taken of the pension points earned by the worker over the whole of his insurance years. This average is multiplied by the average wage, adjusted according to article 88. The resulting amount is multiplied by 1.5%, multiplied by the number of insurance years. 

Article 90. Division of rights after divorce
When an insured worker is divorced before receiving his or her old age insurance pen​sion, his or her future pension entitle​ment based upon contri​butions paid during the years of common marriage, is to be divided between the former spouses according to article 28 of the Family Law.  The pension points earned by each of the spouses during the period of their common marriage are registered by halves in the name of each of the spouses.

When an insured worker is divorced after receiving his or her old age insurance pension, the amount of this pension which is derived from pension points earned during the years of common marriage is to be divided between the two former spouses according to article 28 of the Family Law.

Section 7

Survivors’ pension

Article 91. Insured persons
After the death of a worker, who had been contributing for the old age pension for at least five years, or of a pensioner who received an old-age pension under it, the surviving members of the family are entitled to a survivors’ pension under the conditions laid down in this section.

Article 92. Types of benefit
The survivors’ pension insurance provides three types of bene​fits:

a. an adaptation benefit for the surviving family,

b. a survivor’s pension for the surviving spouse (or assimilated person),

c. an orphans’ pension for the eligible children.

Article 93. Adaptation benefit
During the year following the death of an insured worker an adaptation benefit is payable to his surviving family. This benefit is equal to 80% of the insured earnings of the worker during the year before his death.

The benefit is paid to the group of persons or to the person who was living with the insured worker at the time of his or her death. Are deemed to have been living with the deceased worker: the not divorced nor sepa​rated spouse of the deceased, and the children of the deceased who are below school-leaving age, who still attend full-time educa​tion, or who are disabled.  In other cases beneficiaries have to provide proof to the competent institution that they were living together with the insured worker at the time of his or her death.

Article 94. Payment of the adaptation benefit

The benefit is paid in twelve monthly instalments. The SSO will take the utmost care in providing the first payment as soon as possible after the death. 

Article 95. Combination with other benefits

The adaptation benefit or the continued salary cannot be combined with survivor's pension or orphan's pension, or with other legal benefits paid for the same purpose.

Article 96. Survivor’s pension
A survivor’s pension is paid, possibly after expiration of the adaptation benefit, for the remainder of the lifetime of the spouse (or the assimilated person who benefited from the income) of the worker, who cannot be expected to find suitable work on the labour market.

Article 97. Persons eligible
Are eligible for survivor’s pension:

a. the surviving spouse, who was married to and living with the deceased worker; the marriage must have been contracted 12 months before the death; in case of accidental death, it must have been contracted before the accident that caused the death;

b. in the absence of a surviving spouse, the separated spouse or the divorced former spouse of the worker, who received alimony payment from the deceased;

c. in the absence of an eligible person under a or b, the person who at the time of the death cohabited with the deceased worker, if they had at least one common child.

Article 98. Age condition
The survivor’s pension is paid to the widow if at the time of the death she is at least 44 years old. This age is not required when she is handi​cap​ped, or when she is otherwise presumed to be unable to find suitable work on the normal labour mar​ket, or when he or she has the charge of one or more young children. 

The survivor’s pension is paid to the widower if he is handicapped, and unable to find suitable work on the normal labour market.

Article 99. Remarriage and cohabitation
The survivor's pension is paid under the condition that the beneficiary does not remarry and does not cohabit with another person.  If this condition is no longer satisfied the payment of the survivor's pension is continued for one year only and then interrupted.

If the new marriage or the cohabitation comes to an end the entitlement to the survivor's pension is revived.  If this occurs within one year the payment of the pension continues without interruption.  If the new marriage is ended by the death of the spouse after more than one year, and gives a new entitlement to survivor’s pension, the beneficiary is entitled to the larger of the two pensions.

Article 100. Calculation of benefit
If the deceased was in receipt of an old age insurance pension, the survivor’s pension is equal to 60% of this pen​s​ion.

If the worker died before receiving an old age pens​ion, the survivor's pension is equal to 60% of the hypothetical invalidity pension of the deceased, calculated as if he had become an invalid at the time of his death. 

Article 101. Combination with pensions and other benefits
The survivor’s pension cannot be combined with the adaptation benefit, or with another statutory benefit for the surviving spouse.

It can be combined with a statutory old age pension or a similar bene​fit only up to a limit, equal to 125% of its amount.  

Article 102. Orphans’ pension
An orphans' pension is paid as long as necessary for the main​tenance and upbringing of a child who was dependent upon the earnings of the deceased worker.

Are eligible for the orphans’ pension:

a. the own children of the deceased worker,

b. the children of the worker’s spouse,

c. the worker’s adopted children.

Article 103. Age condition
Orphans’ pension is payable until the month of the 18th birthday, or until the month of the 25th birthday if the beneficiary continues to be in full-time and continuous education.

It is payable without limitation of time when the orphan is handicapped, so as to be unable to find suitable work on the normal labour market.

Article 104. Combination with pensions and other benefits

The orphans’ pension cannot be combined with the adaptation benefit, or with a statutory orphans’ benefit.

Article 105. Calculation of benefit
The orphans' pension is equal to 20% of the old-age pension or of the hypothetical invalidity pension as used for the calculation of the survivor’s pension.

The orphans’ pensions resulting from the death of one worker cannot together amount to more than 60% of this old-age or hypothetical invalidity pension. If there is also a survivor’s pension, then the total of the orphans’ and survivor’s pensions cannot be more than 80% of this old-age pension or than 100% of that hypothetical invalidity pension.  If the total of these benefits exceeds the said limit, they are all reduced proportionately.


Section 8 


Invalidity pension 
Article 106. Contingency covered

Insured workers, who, because of their bad health, are unable to continue their occupation and are perma​nently or at least for the foreseeable future unable to earn a normal income in the labour market, are entit​led to an ​invalidity pension.

Article 107. Conditions for entitlement
Entitlement to invalidity pension is subject to the conditi​on that the person concerned have con​tribu​ted for at least 5 years, and was in an insured occupation at the time of interruption of work.
At age 60 the invalidity pension is replaced by an old-age pension of the same amount.

Invalidity pension can not be received jointly with statu​tory sick pay or sick leave on the part of their employer, with sickness benefit or with other benefits for the same purpose.

Article 108. Pension calculation
Invalidity pension is calculated in the same way as the old-age pension, except that the years remaining until the standard pension age are also counted as insurance years. For the period from the beginning of the invalidity until the standard pension age, the worker is credited with the same average pension points as he earned in the years before his invalidity.

The Regulations determine the way of calculating these credited pension points when employment has been short-time, irregular or of an atypical nature.

Article 109. Carer’s benefit

If the invalid’s condition requires fre​quent or constant attendance by other persons for the ordinary activities of daily life, a carer’s bene​fit can be attributed. It is equal to the carer’s benefit as provided by article 72.

The implementation of this provision is postponed until a later date, to be decided by the Board of Directors.

Article 110. Medical examination
An insured worker who wants to claim invalidity pension must seek medical advice first, from his chosen physician.

Upon receipt of the claim, the SSO may require the claimant to seek specialised medical advice. The SSO bears the cost of this consultation. If hospi​talisa​tion is needed for observation and examina​tion the SSO also bears the cost.

The existence of a sufficient degree of disability is determined by the disability assessment unit of the SSO, according to article 68.

Article 111. Medical treatment
If a treatment exists which offers reasonable prospects of improving the claimant's condition, the SSO may offer to pay for it. 

Treatment may be refused if it is pain​ful, dangerous or threa​tening to the physical integrity of the individual. It may also be refused if the outcome is too uncertain. 

If the treatment is refused without good reason, the invalidity pension of the claimant may be reduced, or the benefit may be interrupted, according to the Regulations.

Article 112. Rehabilitation

Except in the most severe cases of impairment, where rehabilitation appears impossible, all recipients of invalidity benefit must be registered with a rehabilitation centre. This may be a centre offered by or affiliated to the SSO, or a centre chosen by the claimant. 

If the claimant has to follow a prolonged course of rehabili​ta​tion in an institution which is far away from the home the SSO will pay the expenses for travel and accommodation. If the absence from home is a long one the SSO also finances one or more family visits.

If no appropriate rehabilitation institution can be found in the country the claimant may be sent to an institution abroad. The choice of institution in this case must to be approved by the SSO, which then pays all the expenses in the same way as if the rehabilitation had been undertaken in the country, including the normal family visits.

Refusal of rehabilitation is treated in the same way as refu​sal of medical care, as mentioned in art. 86.

Section 9 


Common rules concerning benefits
Article 113. Earnings ceiling
Insured earnings are taken into account for the calculation of benefits up to a maximum amount of (300,000 Kip). This amount is automatically linked to the evolution of the average earnings on which contributions are paid to the SS0.

Article 114. Earnings index linking
Benefits which are paid for a period longer than one year, are automatically linked to the evolution of the average earnings on which contributions are paid to the SSO. The Regulations determine the way of calculating the average earnings and the periodicity of application of this adjustment.

Article 115. Combination with earnings and other compensations
Entitlements to social security benefits are unconditional, as far as combination with other sources of compensation or income are concerned.

No two social security benefits can be paid to the same person to replace his or her earnings. The beneficiary is entitled only to the larger of the two benefits.

Article 116. Legal capacity to receive benefits
Young persons under age and other persons under restricted legal capacity, may validly claim and receive social security benefit without the express consent of their parent, or guardian.


CHAPTER 6


ADMINISTRATION
Article 117. Starting-point of benefit entitlement
Entitlement to benefits is acquired by right, even in the absence of any claim, from the moment the conditi​ons for this type of benefit are met.

When a late claim is made, its retroactive effect is, howe​ver, limited to three months for short-term benefits, and one year for long-term benefits. 

Interests are payable, at the same rate as commercial loans, on overdue benefits from the moment a valid claim has been lodged. They are payable from the date of origin of the entitle​ment, if the lateness of the claim is due to lack of informa​tion or to erroneous information given by the SSO or by its agents.

Article 118. Making of claim

Claims for benefits may be made in the most infor​mal way. It is suffi​cient that the will of the claimant to obtain his rightful benefits is made une​quivocally clear, even if the wrong termi​nology is used.

Claims may be introduced by the beneficiary himself or by another person on his behalf. No express or written manda​te is requi​red for this other person.

If a claim is made to a social institution or to an official authority not competent for administering the benefit, this institution or authority has the obligation to for​ward it without delay to the competent institution (the SSO).

Article 119. Decision period and provisional benefit
The SSO has to decide within one month on every claim presented to it. If within a month a decisi​on cannot be reached, provisional benefits have to be paid, based upon the best information availa​ble. 

The provisional payments are deducted from the benefit amounts awarded when the decision is finally made. If the provisional payments exceed the proper benefits, the excess is to be repaid to the SSO. The SSO may forgo the reclaiming of the payments if this would constitute an undue hardship for the beneficiary. It may not reclaim provi​sional payments after a period of two years or more has elapsed since the commencement of these payments.

Article 120. Reconsideration of decisions

If a claimant is not satisfied with the decision given by the SSO, he may ask it to reconsi​der its decisi​on. The SSO has then to deliver a new decision within one month.  

Article 121. Recovery of undue payments
When undue benefits have been received in good faith, they cannot be recovered by the institution.

The benefits or the part thereof which have been received in bad faith or in an inexcusably careless way by the beneficiary or the supplier may be reclaimed for a period of up to two years. The institution may forego the reclaiming of the payments if this would constitute an undue hardship for the beneficiary.

Article 122. Control 
Apart from the general competence of the police officers, special inspectors of the SSO are char​ged with supervision and con​trol of the implemen​tation of this legisla​tion.

Article 123. Rights of inspectors
These inspectors have the right, in the course of their duties, to enter at any time any premises where work is performed or where services are provided subject to this legis​la​​tion; if the premises are inhabited, permission is to be sought from the police court.

They may make any type of inquiry and gather all information necessary to control the correct implementation of this legis​lation and the Regulations issued under it. They have the right to question persons, to check and to copy relevant documents without removing them.

Article 124. Action by inspectors
These inspectors may issue warnings and give the persons, firms and institutions concerned a time-frame within which to comply correctly with the law and the Regulations.

When the parties concerned fail to act upon the warning and/or the time-frame given, or when similar shortcomings are found again with the same parties, the inspectors shall make official state​ments to the authorities of the SSO. If these state​ments contain elements which are punishable under penal law, they will be communicated to the office of the public prosecu​tor. A copy of the statement has to be given to the parties concer​ned, within seven days.


CHAPTER 7


ADJUDICATION
Article 125. Conciliation

Fifteen days after receiving the new decision of the SSO, after a reconsideration under article 96, the insured person is entitled to submit the case to the Committee for Labour Conflicts in the Department of Labour, for conciliation. He may be assisted by the trade union in this procedure.

Article 126. Judicial procedure
Where the conciliation procedure fails to resolve the dispute within one month, the case may be submitted to the people's court for consideration and decision. The trade union may assist the worker in this procedure. The SSO will bear all costs involved with this procedure, for itself and for the insured person.

Annex 3 – CBHI Decree 723

Ministerial Decree No. 723

Signed 13/4/05

REGULATIONS

FOR THE NATIONWIDE IMPLEMENTATION OF

COMMUNITY   BASED   HEALTH   INSURANCE

SECOND EDITION

VIENTIANE, Lao PDR, APRIL 2005

Ministry of Health, Vientiane

World Health Organization, Vientiane

CONTENTS: Regulations for the nationwide implementation of CBHI

PREFACE

CHAPTER I:  GENERAL PROVISIONS

Article 1. Definition of Community Based Health Insurance

Article 2. Objectives

Article 3. Scope of Application of the Regulations for CBHI

Article 4. Scope not Covered by the Regulations for CBHI

CHAPTER 2:  ROLE, RIGHTS, DUTIES, AND ORGANIZATION OF THE CBHI MANAGEMENT 
Article 5. Location and role of the CBHI scheme

Article 6. Components of the Management Committee at Ministerial, Provincial and District level

Article 7. Functioning of the CBHI Management Committee

Article 8. Development of CBHI

Article 9. Reporting of the CBHI Management Committee at district level

CHAPTER 3:  FUNDS AND CONTRIBUTIONS

Article 10. The Community Based Health Insurance Fund

Article 11. Sources of Revenues

Article 12. Taxation

Article 13. Contributions of members

Article 14. Contribution Rates

Article 15. Contribution procedures

CHAPTER 4:  MEDICAL CARE BENEFIT

Article 16. Medical Care for Insured Persons and their Families

Article 17. Conditions of Medical Care Insurance, Qualification periods

Article 18. Health Care Services

Article 19. Conditions in the Use of Medical Care Services

Article 20.  Payments of capitation funds to hospitals

Article 21.  Provisions for including Health Centers in the CBHI scheme

Article 22. Additional Payments by Insured Persons

Article 23. Reimbursement in Case of Emergency Treatment

Article 24. Selection and Choice of Hospital or Medical Care Provider

Article 25. List of Medical Equipment and Medicines

Article 26. Quality Control of Medical Care under Capitation in Hospitals

Article 27. Conditions not covered by the Medical Care Benefit

Article 28. Benefits not covered by the CBHI

CHAPTER 5:  GENERAL RULES ON MANAGEMENT AND MEDICAL CARE BENEFITS

Article 29. Nomination of senior hospital staff Responsible for Health Insurance Matters

Article 30. Claims directly to the CBHI Management Committee

Article 31. Re-consideration of Applications

Article 32. Claim for the Reimbursement of Benefits

Article 33. Accounting of the CBHI Management Committee at district level

Article 34. Running Costs and Administrative costs of the CBHI scheme

Article 35. Management of capitation funds in CBHI contracted hospitals

CHAPTER 6:  FINAL PROVISIONS 
Article 36. Stamp for Colletors and logo for CBHI
Article 37. The persons who have to implement this decree

Article 38. Concerning the power of these Regulations

Annex 1: 

Annex 2: The logo for Community Based Health Insurance

PREFACE

Target population of the Community Based Health Insurance (CBHI)

And relation with other insurance systems in Lao PDR:

CBHI aims to cover families who earn revenue from the informal sector, or self-employed, mostly in rural areas but also urban. During the past pilot phase, 2002 to 2004, three districts have implemented CBHI:

· Sisathanak district in Vientiane Municipality, covering 25 villages, starting November’02

· Nam Bak district in Luang Prabang province, covering 23 villages, starting June’03

· Champasak district in Champasak province, covering 17 villages, starting February’04

Apart from the three existing CBHI schemes, these Regulations for the nationwide implementation of CBHI apply to all new CBHI schemes in Laos, implemented during 2005 to 2008. The Ministry of Health, Health Insurance Division, plans to implement CBHI in at least 15 districts spread over Lao PDR, during the build-up of the national framework for CBHI.

Where possible, the regulations of CBHI try to be similar to the regulations of the Social Security Organisation (SSO), based on Decree 207/PM of 23 Dec.’99. The reason for this is to facilitate the expected merger of the three health insurance systems (civil servant health insurance, SSO for the formal sector, CBHI for the informal sector) in the distant future.

However, some differences between these health insurance systems are inevitable. CBHI is strictly voluntary and covers only health insurance. In the CBHI scheme, the covered dependants include all members of the family, as recorded in the family book, regardless of age and occupation.

Due to the nature of physical location and target population, the health insurance scheme is run by a CBHI Management Committee, which is community based and thus less formal. 

The CBHI schemes do not build up reserves, for any reason. Local management is not yet strong and professional enough to handle funds for medical care.

The following regulations are accompanied by a document “Guidelines and Comments on the regulations for Community Based Health Insurance – second edition, December 2004”, providing details and background to the spirit and meaning of the said regulations.

Lao People’s Democratic Republic

Peace Independence Democracy Unity Prosperity

The Ministry of Health issues:

REGULATIONS FOR 

COMMUNITY BASED HEALTH INSURANCE

as below,

Refer to: Decree of the Prime Minister 020/PM dated 19/3/99 on the organisation and 

               activity of the Ministry of Health

Refer to: the Regulations of the Prime Minister concerning health care services (.. / PM, 

               date: …..)

Refer to: the strategy of the Ministry of Health regarding health development planning up 

               to 2020 and the 6th five-year master plan (2006-2010)

Refer to: Regulations for the pilot project Community Based Health Insurance

CHAPTER  I

GENERAL PROVISIONS

Article 1. Definition of Community Based Health Insurance

Community Based Health Insurance, or abbreviated CBHI, is the health insurance scheme for the Lao population in the informal sector (e.g. the self-employed and the farmers). The members can go to the hospital and receive treatment free of charge at the time of use, with all costs covered by the CBHI scheme.  The insured families prepay regularly a small amount to the scheme to avoid payment of large fees at the time of use. 

The CBHI is voluntary and non-profit. Families can become members on a voluntary basis.

The scheme has no saving fund. The contributed amount collected from the members is paid to the hospital as capitation for the members. Only a small amount is deducted for running costs of the scheme (refer to Art. 34).

Article 2. Objectives

The purpose of the regulations for the Community Based Health Insurance (CBHI) is to set out the principles, regulations, organisation, procedures and measures to ensure the insured members of the CBHI obtain their rights and benefit regarding health insurance under capitation. The aim is to improve their quality of life and to contribute to national socio-economic development. The concrete objectives of the CBHI scheme are to offer to the population the advantages of health insurance, which are obtained through risk pooling and pre-payment. The scheme will contribute to the reduction of poverty, along the principles of risk pooling and cost sharing. Rich people subsidise poor people, healthy people subsidise sick people. This will lead to predictable and affordable out-of-pocket expenditure on health care. It will decrease the risk of catastrophic expenditures. The CBHI scheme under capitation should improve the quality of health care provision and improve the financial accessibility of health services.
Article 3. Scope of Application of the Regulations for CBHI

· All families with Lao citizenship, without difference in sex or age, ethnicity, religion or colour of skin, who live in an area that choose to be covered by CBHI.

· The family is the unit of membership, with anybody whose name is in the family book as member. A single person cannot enrol for membership of the CBHI unless he/she is a single-person family, or if all other family members are covered by another health insurance. This is to limit the effect of adverse selection on the scheme. Residents in the pilot areas who choose not to join the CBHI scheme shall be provided with the usual health care services as before, without any discrimination.

· Novices in the temple, convent women residing in the temple of Buddhist religion and other religions can join the scheme on voluntary basis.

· Students who live in a dormitory and are registered with the educational institute that is recognised by the state.

· The regulations for CBHI proposed in this document, are effective upon all CBHI schemes organised in Lao PDR by any local or external actor. All CBHI schemes organised for the informal (self-employed) sector must respect the regulations, and indeed work through the national framework for implementation of CBHI, set up by the Ministry of Health (refer to Article 8 below).

· The proposed Regulations for CBHI are effective upon the contracted hospitals and health centres, the CBHI Management Committees, and the voluntary member families to the CBHI scheme.

Article 4. Scope not Covered by the Regulations for CBHI

These Regulations for CBHI do not apply upon:

· People covered by other health insurance schemes, unless these people voluntarily join CBHI.

· Employees of diplomatic missions and international organisations in Lao PDR, and foreign citizens employed by companies with networks covering several countries and established in Lao PDR for no more than 12 months;

· Lao citizens employed by companies with affiliates in several countries and assigned overseas for 12 months or more.

CHAPTER  2

LOCATION, ROLE, RIGHTS, DUTIES, AND ORGANIZATION

OF THE CBHI MANAGEMENT

Article 5. Location and role of the CBHI scheme

The scheme is directed by the Ministry of Health. Supervision is done by a CBHI Management Committee at ministerial level. At central level there is the Planning and Budget Department. At provincial level there is the Health Insurance Unit, depending on the Technical Department, with 2 or 3 full-time staff, directly controlled by the director board of the Provincial Health Office / Municipal Health Office / special Zone.

They have the duty to research and develop, and expand the CBHI scheme in the area under their responsibility, to control, monitor, inspect, audit and evaluate and report to the level above them. To increase the membership and to raise funds. There is a standard account system for CBHI.

Article 6. Components of the Management Committee at Ministerial, provincial and District level

There is a Management Committee at ministerial, provincial and district level, consisting of representatives of all levels in the organisation. 

a) The ministerial Management Committee:

1. the vice minister of health, as chairman,

2. the deputy director of budget and planning, as vice-chair,

3. the deputy director of budget in the Ministry of Finance,

4. the deputy director of Department of Welfare in the Ministry of Labour and Social Welfare, as member,

5. the deputy director of the Social Security Organisation, as member,

6. the deputy director of Curative Department who is responsible for hospitals, as member,

7. the deputy director of Personnel Department, who is responsible for social care, as member,

8. the deputy director of Food and Drug Department, who is responsible for the Revolving Drug Fund, as member,

9. the deputy director of the Centre for Health Education and Medical Information, as member,

10. the deputy director of the National Front at central level, as member,

11. the deputy director of the Cabinet of the Ministry of Education, as member,

12. the deputy director of the Lao Women Union, as member,

13. the deputy director of the Lao Youth Union, as member,

14. the deputy director of the Lao Trade Union, as member,

15. the Head of the Law Unit in the Ministry of Health.

b) The CBHI Management Committee at provincial level:

1. the deputy director of the Provincial Health Office, as chair,

2. the deputy director of the Finance Department of the province, as vice-chair,

3. the deputy director of Department of Social Welfare of the province, as member,

4. the deputy director of the Department of Justice of the province, as member,

5. the deputy director of the National Front at provincial level, as member,

6. the deputy director of the provincial hospital, as member,

7. the deputy director of the Department of Education at provincial level, as member,

8. the deputy director of the Lao Women Union at provincial level,, as member,

9. the deputy director of the Lao Youth Union at provincial level,, as member,

10. the deputy director of the Lao Trade Union at provincial level,, as member,

c) The CBHI Management Committee at district level:

1. the district governor, as chair,

2. the director of the District Health Office, as vice-chair,

3. the director of the District  Finance Department, as vice-chair,

4. the director of District Department of Social Welfare, as member,

5. the director of the district hospital, as member,

6. the director of the Department of Education at district level, as member,

7. the director of the Department of Justice at district level, as member,

8. the director of the National Front at district level, as member,

9. the director of the Lao Women Union at district level,, as member,

10. the director of the Lao Youth Union at district level,, as member,

11. the director of the Lao Trade Union at district level,, as member,

12. the head of the Health Centre, which is covered by CBHI (one representative per meeting),

13. Collectors for CBHI, each village one Collector,

14. Representatives of the CBHI members, 2 or 3 people.

Remark: The Management Committee at district level should consist at least half of women members.

Article 7. Functioning of the CBHI Management Committee

a) The Management Committee at ministerial level has the following tasks and rights:

· Lead, promote, supervise, monitor and control the implementation of the CBHI schemes.

· Study and analyse issues proposed by the Management Committee at district level, by the Health Insurance Division in the Department of Planning and Budget, by the CBHI Units at regional and provincial level, and by the contracted hospitals.

· To study and decide on the contribution rate, user fees in the contracted hospital and capitation rate, depending on the area of the scheme.

· Monitor, lead, promote, stimulate, inspect and control the running of CBHI schemes wherever they are established nation-wide.

· Address and solve the problems proposed by the Management Committee at province and district level, and may take part as witness when the tripartite contract (CBHI – hospital – referral hospital) is signed.

· Report on the progress of the CBHI pilot schemes to the Steering Committee in the Ministry of Health on a regular basis.

· Has the right to propose to the Minister to appoint or replace members of the Management Committee at district, province and ministerial level. Has the right to propose to the Minister to dissolve a CBHI scheme or expand the program by starting new CBHI schemes.

· Organise a review meeting not less than every six months, or more frequent if necessary.

· Review and improve the regulations as the schemes develop. Study and decide whether to update the regulations in accordance with the socio-economic development on regular basis.

b) The Management Committee at provincial level has the following tasks and rights:

· Research, study and propose to central level to endorse the starting of CBHI in a new district in their area.

· Listen, reflect and help to solve problems at district level and in the contracted hospital.

· Study the feasibility of user fees, co-payment, and capitation rates and other changes in the Regulations for CBHI, and propose them to the ministerial level Management Committee.

· Monitor, lead, promote, stimulate, inspect and control the running of CBHI schemes wherever they are established in their area.

· Join as witness when the district and referral hospital sign a new CBHI contract.

· Report quarterly to central level about the progress of CBHI schemes in their area.

· Hold a meeting at least every 3 months, or more frequently if necessary.

c) The Management Committee at district level has the following tasks and rights:

· The Management Committee administers the CBHI scheme, registers new members, and collects monthly contributions from members. The Management Committee signs the contract with the hospitals and monitors the utilization rate and quality of services to the insured members in the hospital and in the community.

· The Management Committee makes the capitation payment to the contracted hospitals according to the time specified in the agreement with the hospitals. However, the capitation amount, contribution rate and benefit package is defined by the CBHI Management Committee at ministerial level..

· Disseminate and implement the regulations of the CBHI scheme. The district Management Committee has to play the role of community organizer and make awareness campaigns when necessary. Promote the CBHI and stimulate the population to join the scheme.

· The Management Committee organises a meeting at least once a month to discuss the important issues and the progress of the scheme.

· The Management Committee receives complaints from the members and should contact the hospitals to mediate in different conflicts occurring in the scheme. The district Management Committee should contact a CBHI team from a higher level (e.g. provincial or regional CBHI units, or the CBHI Division in the Ministry of Health) if a conflict could not be solved. 

· The Management Committee at district level has the right to propose to the Management Committee at ministerial level to appoint or dismiss new members of the Committee. The Management Committee has to ensure that resigning members of the Committee are replaced in a timely fashion, and new members properly trained on the role and functioning of the Committee.

· The Management Committee should liaise with local authorities and other relevant local bodies to improve and develop the scheme.

· The Management Committee produces a transparent accounting report, reports on the number of membership and utilisation of the members of the health services. The Management Committee keeps its own accounts, transparent and conform to the format provided by the Ministry of Health.

· The Management Committee has the right to withhold payment of the capitation fund to the contracted hospital, in case the contracted hospital did not provide appropriate health care services to the members as agreed, or in case the required reports on utilisation, treatment, and discharge are not provided by the hospital at the determined date.

· The Management Committee must provide information and data by reporting to the Health Insurance team in the Ministry of Health, to the Management Committee at ministerial level and to the District Health Office in the area. The Management Committee should provide the public with a summary report.
· The secretary of the Management Committee has the function to present the agenda of the meeting and record the minutes, function as Account Manager, report on the level of contribution and expenditure of the last month, propose the payments of the following month (including capitation and running costs). The Management has to endorse the requests for future payments. The secretary of the Management Committee has to ensure that the report is presented to the public.

The Collectors who are appointed to the Management Committee have the function to promote new memberships, collect the contributions of their villagers who joined the scheme, and pass the funds to Account Manager regularly.

· Resolutions of the Committee meetings shall be effective only when more than half of the members are present. In case of tied votes, the Chair shall be entitled to cast a deciding vote. At least eight members should participate in order to be allowed to take decisions.

Article 8. Development of CBHI

The National Framework for CBHI is a management structure with central, regional and provincial levels. The aim is to train, implement and monitor CBHI schemes in new districts all over Lao PDR. Evaluate and co-ordinate the scaling-up towards universal health insurance coverage. All actors in community health insurance starting up schemes for the people in Lao PDR, should follow these regulations.

This must be in accordance with development strategies of the national framework of CBHI which is updated and issued after co-operation between the Ministry of Health and the World Health Organisation.

Note: Technical staff at the Provincial Health Office will function as  secretary of the CBHI Management Committee of provincial level. The technical staff work as coordinator for CBHI, cooperation amongst Committees at provincial and central level, coordinate the duties at different levels, and between vertical and horizontal health systems.

Article 9. Reporting of the CBHI Management Committee at district level

The CBHI Management Committee at district level has the duty to report monthly to the Management Committee at ministerial level (through the CBHI teams at a higher level) and to the District Health Office. Part of the report consists of information on membership, utilisation and referrals
 and on monthly contributions, the capitation payments to the contracted hospitals, the running costs, and the functioning of the Committee. The district CBHI Management Committee, through the Account Manager, has to ensure the hospital reports properly about the expenditure (non-collected charges) on the insured members.

CHAPTER  3

FUNDS AND CONTRIBUTIONS

Article 10. The Community Based Health Insurance Fund

Although collects monthly contributions from members, there is no real fund or reserve building in the CBHI scheme. Contributions are kept by the Account Manager and put in a bank account immediately. A small percentage is deducted for running expenses of the scheme (see Article 34 below). 

Periodically, monthly or quarterly, the capitation amount is paid to the contracted hospitals. The Management Committee at district level does not build up reserve funds, for any reason, except for a small amount for office supplies.

If funds are provided to the scheme by donors or humanitarian aid or from any activity, the district Committee should bring the money to the bank immediately. Any expenditure should be targeted to subsidise membership of the poorest families until they are able to provide contributions themselves. Any expenditure should be approved by the district Management Committee.

Article 11. Sources of Revenues

1. The main source of revenue is the contributions from membership.

2. Donations from individuals, local donations, funds from international donors or organised activities in the future.

3. Specific donations by an Equity Fund organised by the government, by donors or by organisations are expected to decrease after poor people are able to provide by themselves.

4. Any yearly budget by the government to the province / municipality / special zone may target the administration cost and expanding of CBHI in the area.

Article 12. Taxation

The CBHI scheme has to be exempted from government taxes, both from local authorities as from central level.

Article 13. Contributions of members

Contributions are paid by voluntarily insured families, each month or several months in advance. 

Article 14. Contribution Rates

Contributions are in four rates depending on family size. The contributions take into account the ability to pay and are different for urban or rural areas. So there are two different contribution scales. Urban areas are considered Vientiane Municipality and the principalities around provincial towns.

Urban rates:

· the rate for single-person families: 14,000 Kip/person/month

· the rate for families with two to four members: 24,000 Kip/family/month

· the rate for families with five to seven members: 30,000 Kip/family/month

· the rate for ‘large’ families with eight or more members: 33,000 Kip/family/month

Rural rates:

· the rate for single-person families: 12,000 Kip/person/month

· the rate for families with two to four members: 20,000 Kip/family/month

· the rate for families with five to seven members: 25,000 Kip/family/month

· the rate for ‘large’ families with eight or more members: 28,000 Kip/family/month

The exchange rate was 10,860 Kip/USD in 2004. The contribution rates will be adopted every three to five years as necessary. It is the Ministerial Management Committee for CBHI that calculates the contribution rate and proposes new rates to the Minister for decision.

Monks, novices in the temple, convent women residing in the temple and other religious people, and students who live in the dormitory (boarding school) pay 5000 Kip per person per month.

Article 15. Contribution procedures

Contributions are paid per calendar month or several months in advance. Contributions are paid to the collectors, who pass on the contributions to the Main collector/Account manager, who is appointed and employed by the Management Committee at district level, with approval from the provincial Management Committee for CBHI. A stamp is provided on the membership card of the paying families. The Account manager updates the contribution register with all the payments made each month. The Account manager provides the main contractor hospital with the monthly list of eligible families and their members covered, before the first day of each month. 

CHAPTER  4

MEDICAL CARE BENEFIT

Article 16. Medical Care for Insured Persons and their Families

Insured families, including all persons recorded in the family book, are entitled to receive medical care benefits. There is no age limit or exclusion due to existing medical conditions, except those conditions mentioned in the list of excluded conditions (Articles 27 & 28). The insured family members do enjoy the preventive and public health services provided by vertical programs free of charge, as any other citizen. 

CBHI will provide capitation funds to the contracted hospital. CBHI will not provide extra funds if the capitation fund for that month was not sufficient. The insurer is not liable towards the health care provider for losses by overspending on the capitation funds. The insurer is not liable towards the insured member for any medical malpractice, negligence or accidental damage during the medical services provision.

Article 17. Conditions of Medical Care Insurance, Qualification periods

· Insured persons shall receive out-patient care (consultation) only when contributions have been paid to the CBHI Management Committee for at least two consecutive months. This means there is a waiting period of one month for out-patient care. One month qualification period, and payment of the second month at the beginning of the second month are sufficient to qualify for OPD care the first day of the second month. 

· Insured persons shall receive hospitalisation care (in-patient care, including non-elective surgery) only when contributions have been paid to the CBHI Management Committee for at least four months. This means there is a waiting period of three months for in-patient care. A three month qualification period, and payment of the fourth month at the beginning of the fourth month are sufficient to qualify for IPD care, the first day of the fourth month. In-patient care is provided under the insurance to a maximum of 90 days per episode in one year.

· When the family stops contributing, there is a three-month warning period during which the family can catch up with payments, and be allowed to receive care under capitation. 

· After the three months warning period, the family has to start a new qualifying period.

· Obstetric care and planned surgery will be provided to insured families under pre-payment, only after seven months of membership with the CBHI. This means waiting six months and receiving care from the first day of the seventh month. The provider must ensure timely surgery without endangering health or letting the condition deteriorate, by delaying the treatment.

Article 18. Health Care Services

Insured family members are entitled to receive medical care in the following cases:

1. Health examination and medical care (drugs, equipment, consumables and procedures). Drugs should be provided as recorded in the Essential Drug List, Ministerial decree, dated March 2004. The contracted provider is liable for all drugs on the Essential Drug List even if the hospital is out-of-stock, which should never happen. Insured members of CBHI have to pay out-of-pocket for drugs which are not on the Essential Drug List for that level of health facility, even if the drug is available in the hospital pharmacy. 

2. Prevention and treatment of diseases, with some of this under the free vertical government programs;

3. Physical rehabilitation; and occupational therapy if normally available in the area;

4. Pre- and post-natal services as provided free by the MCH services. CBHI will cover any co-payment or nominal fee requested by the vertical programs.

5. Medical care in case of employment injury or occupational disease, when self-employed. 

6. OPD and IPD care will be provided by the contracted hospital to the insured members, including:

· cost of drugs

· technical interventions that are available in the hospital

· labour service cost

· cost of health examination

· cost of autopsy

· labor cost of doctors and nurses

· cost of boarding in a room (as provided by CBHI standard).

· Cost of documents

7. Complications of HIV/Aids are treated, but anti-retroviral drugs are not provided.

8. Diabetes and its complications are covered.

9. Fees for transport by ambulance of a member for emergency referral when ambulance services are required. 

Article 19. Conditions in the Use of Medical Care Services

Insured members, in case of health problems, shall have their health examined and be treated by doctors or hospitals contracted by the CBHI Management Committee. 

Primary health care, or first line care, has to be utilised in the main contractor hospital, which is the district hospital. The main contractor has a gate-keeping function. This means that only after formal referral from the main contractor a patient can receive health care under capitation in the designated referral hospital (supra-contractor). When a patient takes a decision by him/herself to go to the referral facility, the expenditures will not be covered by the CBHI, except in case of genuine emergency, as determined by the main contractor. In a district where health centres are included in the CBHI scheme, the patient can choose whether to seek health care in the health center or district hospital as first point of contact. For emergency procedures, refer to Article 23. If a CBHI scheme also covers health centers in the district, then the CBHI patient can choose the health center or the district hospital as provider of primary health care.

In Vientiane Municipality the main contractors are district hospitals and the referral facilities are one of the main (central) hospitals (Mahosot, Sethatirat or Friendship hospital). In the provinces the main contractor is the district hospital and the referral facility is the provincial hospital. For the time being, CBHI schemes in the provinces do not cover referral to central hospitals in Vientiane. If the quality of services in a health center is acceptable, the health center can be included in the CBHI scheme, after signing a standard contract.

Article 20. Payments of capitation funds to hospitals 

The CBHI Management Committee provides capitation payment to the main and referral hospital, which includes payment for eventual hospitalisation of any of the CBHI insured members. The capitation sum covers all fees to hospitals or physicians on the basis of mutually agreed contracts and approved by the Ministry of Health. The CBHI scheme will not pay for treatments outside the contracted network of hospitals. The CBHI Management Committee shall enter agreements on the payment of the capitation lump sum with the hospitals. Sharing of the capitation payment between the main contractor and the referral hospital in the CBHI scheme is according to the percentage negotiated by the Management Committee.

Article 21. Provisions for including Health Centers in the CBHI scheme
The health center is seen as an OPD outlet of district hospital. The District Health Office manages the replenishment of the health center pharmacy, by replacing the drugs prescribed to insured people funded by the CBHI fund. Capitation covers the health center, but no capitation funds are given as cash to the health center, except in the form of bonus. The District Health Office takes the financial risk of the prescription behavior of the health center. The District Health Office should thus monitor and manage the health center well.

Patients needing Primary Health Care should be stimulated to visit the health center first and not go straight to the district hospital. However, it is not necessary to have a referral letter from the health center to have access to the district hospital health care under insurance. Insured members from the sub-district can only be hospitalized under insurance at district level, and not in a health center.

Only drugs according to the EDL of that specific level will be covered by the capitation fund.

Each village in the sub-district which is covered by CBHI has a collector. Contributions can also be paid straight to the health center. At the end of the month all contributions must be handed over by the collectors to the health center. The health center staff then travels to the district and gives all the contributions to the CBHI Account Manager, together with information on patient treatments.

One HC staff must travel to the district at the end of the month to report on utilization and drug consumption of insured and non-insured. The district DTC must verify the OPD/IPD register and prescription behavior, and advise the HC staff how to prescribe more rational.

Article 22. Additional Payments by Insured Persons

The contribution and subsequent capitation sum to the hospitals should cover all normal expenses on health care, as described in Article 18. In a normal situation, an insured member should never make additional payments.

Insured persons shall take charge of any additional fees resulting from choosing upgraded rooms, drugs not included in the essential drug list, drugs purchased outside the hospital, or treatments in hospitals outside the scheme (except in emergency case as defined in Article 23).

Article 23. Reimbursement in Case of Emergency Treatment

In case of genuine emergency, insured family members may use the medical services of nearby and appropriate hospitals, but shall be required to report to the hospital they are affiliated to, through the Management Committee, within 48 hours. Where such persons sustain an accident or are sick, but do not use the designated services and fail to report to the selected hospital, the total medical costs shall be at their expenses.

If the insured patient is transportable, the patient must relocate to the main contractor or to the referral hospital under CBHI contract, or lose the right to reimbursement for that condition.

The hospital contracted by CBHI shall reimburse medical costs made in the hospital other than the contract hospitals, if the emergency situation is deemed genuine. The Management Committee at ministerial level will mediate if a reasonable fee cannot be mutually agreed upon.

Article 24. Selection and Choice of Hospital or Medical Care Provider

In the early stages of development of CBHI schemes the insured family members have no choice to select the provider and register with a hospital to use its services in case of sickness or accident. The only hospitals they can get care under capitation are those under contract with the Management Committee.

Article 25. List of Medical Equipment and Medicines

· The list of medicines is in accordance with the essential drug list of the Ministry of Health, specific for each level of health care. 

· Prostheses, medical equipment and other instruments used for medical care or health rehabilitation shall be subject to the rules and approval of the Ministry of Health. 

· The CBHI scheme shall not consider any case involving the use of medicines and medical equipment not included in such list.

Article 26. Quality Control of Medical Care under Capitation in Hospitals

At any time, hospital registers, records, accounts and pharmacy records shall be open to members of the CBHI Management Committee and members of the Ministry of Health, health insurance team. In order to evaluate and document the progress of the CBHI pilot schemes, the said records shall be available for inspection and auditing.

The CBHI Management Committee shall request the contracted hospital(s) to submit monthly reports on utilisation by insured members, and some statistics on overall utilisation. The Health Insurance Division in the MoH provides standard formats for reporting. The district CBHI Management Committee has the right to temporarily withhold part of the capitation payment, until the hospital has produced the requested reports.

A bonus should be provided as incentive to health care staff, if the capitation funds are well managed. 

Article 27. Conditions not covered by the Medical Care Benefit

Conditions not covered by the CBHI scheme:

1. Cosmetic surgery and aesthetic treatments, or medical conditions resulting from these 

2. Transsexual surgery or treatments and organ transplants

3. HIV/AIDS retroviral drugs. However, the symptomatic treatment of opportunistic conditions are covered by the CBHI

4. Injuries resulting from traffic accidents (roads, river, air crash), either as passenger, driver or third party, because there are arrangements with the responsible party of the accidents, and because car insurance exists. 

5. Sickle cell anaemia (thalassemia) and blood dialysis (haemodialysis)

6. Vasectomy and sterilisation

7. Treatment of infertility and artificial insemination 

8. Spectacles and artificial lenses

9. Self-inflicted harm, such as suicide attempts, self-mutilation, illegal drug use and overdose. Also excluded are trauma resulting from fighting or intentional or criminal activity. The insured member will be covered when injured in an unprovoked attack by a criminal. In that case police certification will be required.

10. Dental care is excluded except for uncomplicated extraction, simple filling and pain treatment. No dentures or dental apparatus are covered.

11. Treatments in clinics or private hospitals or abroad. All diagnostic procedures, treatments and drugs that are not readily available at the public health facilities in Laos.

Article 28. Benefits not covered by the CBHI

The Medical Care Benefit is the only benefit offered by the CBHI scheme (as mentioned in Article 18). Other benefits, which are sometimes offered in other social security schemes, cannot yet be included in the CBHI. 

They are: Sickness Benefit, Maternity Benefit, Childbirth Grant, Funeral Grant, Employment Injury or Occupational Disease Benefit if the worker has a formal employer,

Compensation for Temporary Loss of Working Capacity, Invalidity Benefit, Caretaker Benefit, Permanent Loss of Working Capacity, Survivors’ Benefit, and Retirement Pension.

CHAPTER  5

GENERAL RULES ON MANAGEMENT AND MEDICAL CARE BENEFITS

Article 29. Nomination of senior hospital staff Responsible for Health Insurance Matters

In order to facilitate the implementation of the CBHI scheme, the hospital shall identify and publicly name at least three persons to take charge of health insurance matters within the hospital. These responsible staff members are the counterpart of the CBHI Management Committee, and the contact entity for the Ministry of Health insurance division. The named staff who are answerable for health insurance matters, should preferably be one senior clinical staff, one member of the Hospital Board or Board of Directors, and one staff related to hospital finances or the hospital pharmacy management. 
Article 30. Claims directly to the CBHI Management Committee

No claims for compensation of health expenditures of any kind shall be considered by the CBHI Management Committee. Although there is a procedure (described under Art. 31) by which insured members can request consideration in case of dispute, the CBHI Management Committee, District or Provincial health Offices or the Ministry of Health cannot consider direct reimbursement of medical expenses made by patients, even when ordered by the hospitals under the CBHI scheme. The contracted hospitals will not ask the insured patients to advance money for drugs or services purchased inside or outside the contracted hospital. 

Article 31. Re-consideration of Applications

If an insured applicant is of the opinion that the benefit granted or refused by the contracted hospital is not appropriate with the actual conditions, an application for re-consideration may be lodged with the hospital staff responsible for Health Insurance Matters.

If the patient still is not satisfied with the decision of the hospital, regarding the claimed benefit, the insured patient or the family can lodge an application for re-consideration with the CBHI Management Committee in writing. The CBHI Management Committee must then consider the appeal during the first coming monthly meeting.

If the patient still is not satisfied with the decision of the CBHI Management Committee, a documented request can be lodged with the CBHI Management Committee at provincial and ministerial level, which shall re-consider and reach a decision within one month. There is no further appeal under the CBHI pilot schemes.

Article 32. Claim for the Reimbursement of Benefits

In the case the contracted hospital in the CBHI scheme has mistakenly disbursed benefits and the beneficiary is not aware that the received benefit is not correct, the contracted hospital is not entitled to claim the reimbursement of disbursed benefits.

In the case the benefits are mistakenly disbursed by the contracted hospital due to the intentional wrongdoing by the beneficiary, the contracted hospital shall claim the reimbursement of excess or mistaken benefit within two years.

Article 33. Accounting of the CBHI Management Committee at district level

The CBHI district Management Committee is responsible for managing the accounts (on contribution and capitation sum). The Management Committee must hire an external person, not member of the Hospital staff. This person must live in the area of the scheme. The Account manager sits on a daily basis in the hospital reception. This person collects all the contributions from the collectors, and deposits the money in the bank account of the CBHI at least once a week. The Account manager can only make payments after written order from the Management Committee at district level. The Account manager calculates the capitation sum to the hospital(s), and all other expenses of the scheme.

Standard accounting practices according to the format developed by the CBHI project must be adhered to. 

The District Office will provide one of its finance staff to monitor the accounting of the CBHI Account manager/Main collector on a regular basis.

Article 34. Running Costs and Administrative costs of the CBHI scheme

The CBHI scheme has running costs, which shall not exceed 10% (preferably lower) of the total contributions. The following administrative costs should be covered, on decision of the Committee: 

· the salary of the Account manager/Main collector which is linked to the functioning of the scheme: 1,000 Kip per enrolled family.

· the incentives to the collectors as a fixed amount per contribution and per new registration (e.g. in 2004: 1,000Kip per contribution collected and 2,000Kip per new registration),

· expenses for running costs such as stationary, phone and mail bills (e.g. in 2004: a fixed amount of 150,000Kip per month..

Article 35. Management of capitation funds in CBHI contracted hospitals

The district and referral hospital must take responsibility to manage the capitation funds. This means that the contracted hospital must try to improve the work ethics and attitude of the hospital staff, from diagnosis to rational prescription of drugs.

The capitation funds can be used:

· to buy drugs and equipment 

70%

· to village health activities

15%

· for staff bonus system


15%

However if the capitation funds have a deficit, then for that month there is no bonus or funds for village health activities.

CHAPTER  6

FINAL PROVISIONS

Article 36.  Stamp for Collectors and logo for CBHI.
The CBHI scheme has a stamp with a triangle and inside a circle and the abbreviation KoPoSoSo (=CBHI). A diagonal line leaves from each corner. Under the triangle is written in English: CBHI Lao PDR.

The CBHI scheme uses two stamps. One stamp is for the collector of contributions. The second is the government stamp at the appropriate level.

Article 37.  The persons who have to implement this decree.

The Ministry of Health, the Municipal and Provincial Health Offices, the Special Zone, the District Governor, District Health Office, contracted hospitals, all appointed organs and relevant entities shall acknowledge and strictly implement these regulations.

Article 38.  Concerning the power of these Regulations
These Regulations become effective from the day of signature. All other former Regulations that are contradictory to these Regulations are hereby annulled.









Signed:………..
Vientiane, date: 10/4/2005.....

The Minister of Health, 









Dr Ponmek Dalaloi.

Annex 2:   The logo for Community Based Health Insurance

Explanation of the meaning:

The triangle represents the tripartite alliance between insured persons – the hospital – the insurance fund.  The diagonal from the corner to the circle: it represents the systems of solidarity and cooperation among the tripartite organisation for Lao citizens in all aspects of health insurance. The white circle with the acronym CBHI: it means the brightness and honesty of the health insurance fund.  The acronym CBHI stands for Community Based Health Insurance. The blue pattern represents the benefits for the population that are received from the community health insurance with equity and justice in all health care.

�  This report is known as the ATD report: Admission/Transfer/Discharge report.





