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SOCIETY OF ACTUARIES
Antitrust Compliance Guidelines

Active participation in the Society of Actuaries is an important aspect of membership.  While the positive contributions of professional societies and associations are 
well-recognized and encouraged, association activities are vulnerable to close antitrust scrutiny.  By their very nature, associations bring together industry competitors 
and other market participants.  

The United States antitrust laws aim to protect consumers by preserving the free economy and prohibiting anti-competitive business practices; they promote 
competition.  There are both state and federal antitrust laws, although state antitrust laws closely follow federal law.  The Sherman Act, is the primary U.S. antitrust law 
pertaining to association activities.   The Sherman Act prohibits every contract, combination or conspiracy that places an unreasonable restraint on trade.  There are, 
however, some activities that are illegal under all circumstances, such as price fixing, market allocation and collusive bidding.  

There is no safe harbor under the antitrust law for professional association activities.  Therefore, association meeting participants should refrain from discussing any 
activity that could potentially be construed as having an anti-competitive effect. Discussions relating to product or service pricing, market allocations, membership 
restrictions, product standardization or other conditions on trade could arguably be perceived as a restraint on trade and may expose the SOA and its members to 
antitrust enforcement procedures.

While participating in all SOA in person meetings, webinars, teleconferences or side discussions, you should avoid discussing competitively sensitive information with 
competitors and follow these guidelines:

• Do not discuss prices for services or products or anything else that might affect prices

• Do not discuss what you or other entities plan to do in a particular geographic or product markets or with particular customers.

• Do not speak on behalf of the SOA or any of its committees unless specifically authorized to do so.

• Do leave a meeting where any anticompetitive pricing or market allocation discussion occurs.

• Do alert SOA staff and/or legal counsel to any concerning discussions

• Do consult with legal counsel before raising any matter or making a statement that may involve competitively sensitive information.

Adherence to these guidelines involves not only avoidance of antitrust violations, but avoidance of behavior which might be so construed.  These guidelines only provide 
an overview of prohibited activities.  SOA legal counsel reviews meeting agenda and materials as deemed appropriate and any discussion that departs from the formal 
agenda should be scrutinized carefully.  Antitrust compliance is everyone’s responsibility; however, please seek legal counsel if you have any questions or concerns.



Presentation Disclaimer

Presentations are intended for educational purposes only and do not replace 
independent professional judgment. Statements of fact and opinions 
expressed are those of the participants individually and, unless expressly 
stated to the contrary, are not the opinion or position of the Society of 
Actuaries, its cosponsors or its committees. The Society of Actuaries does not 
endorse or approve, and assumes no responsibility for, the content, accuracy 
or completeness of the information presented. Attendees should note that the 
sessions are audio-recorded and may be published in various media, including 
print, audio and video formats without further notice.



Let’s Start a Conversation

The following report is the first iteration of a project to illustrate international models of health care 
funding. The exhibits herein reflect the state of 36 health funding systems as of December 31, 2019. 
We will revisit these diagrams periodically to create a longitudinal study, showing refinements and 
changes over time.

This report is a joint effort of volunteers of the following organizations (full list on page 49):
▪ International Actuarial Association Health Section (IAAHS);
▪ the Society of Actuaries (SOA) International Section; and
▪ the American Academy of Actuaries Health Practice International Committee (HPIC)

Each exhibit has been developed by the country contributor to reflect the high-level financing 
structure of a health system, as it was in December 2019. The layout of these slides takes inspiration 
from the Health Systems in Transition (HiTs) templates built by the European Observatory on Health 
Systems and Policies.  

Purpose



United States 

of America Australia Chile Ghana India Israel Netherlands Singapore

Compulsory / 

Government

Schemes

Government schemes 26.3% 65.5% 2.0% 30.5% 22.9% 15.9% 6.3% 40.1%

Compulsory contributory health insurance schemes* 58.3% 0.0% 57.8% 10.3% 4.6% 47.7% 75.3% 8.1%

Compulsory Medical Saving Accounts (CMSA) 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 4.7%

Other government/compulsory schemes 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%

Voluntary

Schemes

Voluntary health insurance schemes 0.0% 13.1% 6.3% 1.8% 5.0% 11.2% 5.9% 2.0%

NPISH financing schemes 0.0% 1.0% 0.2% 5.9% 1.9% 0.6% 0.0% 0.0%

Enterprise financing schemes 0.2% 2.3% 0.0% 11.2% 2.7% 0.6% 1.4% 11.9%

Other Voluntary health care payment schemes 4.3% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 1.1%

OOP Household out-of-pocket payment 11.0% 18.2% 33.5% 40.3% 62.4% 22.3% 11.1% 32.1%

Foreign Rest of the world financing schemes (non-resident) 0.0% 0.0% 0.0% 0.0% 0.0% 1.8% 0.0% 0.0%

Other Other Financing Schemes 0.0% 0.0% 0.0% 0.0% 0.5% 0.0% 0.0% 0.0%

* Includes Social Health Insurance (SHI) and Compulsory Private Health Insurance

Values shown as a % of Current Health Expenditure (CHE) in 2017 or latest available year

Source: World Health Organization Global Health Expenditure Database (https://apps.who.int/nha/database)

Classification of Health Care Funding Schemes
What are the key themes and differences?

https://apps.who.int/nha/database
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Jonathan Callund is Managing Director of Callund y Campania Ltda., Chile’s oldest consulting firm in employee
benefits. He holds an MBA from Babson College and, except for a 6-year period with AIG as Global Pension &
Annuities Director, he has developed a career based in Santiago, advising local and multinational employers on their
contingent programs for healthcare, pensions and welfare. Jonathan is an international public policy consultant on
pension and insurance policy for the World Bank, IDB and other multilateral agencies, writing regularly and speaking on
the evolution and spread of the pension, healthcare and social market reform initiatives implemented in Chile in 1980.

Susan Mateja is a retired Fellow of the Society of Actuaries (FSA) with over 25 years of experience in Group Health
and Life Insurance. Most recently she was the Appointed Actuary for Humana Health Insurance Company. Susan has
served as Chair for the SOA’s International Section Council, Chair of the American Academy of Actuaries Health
Practice International Committee (HPIC), and Vice-Chair for the International Actuarial Association Health Section
(IAAHS).

Today’s Speakers

Shereen Sayre, an ASA and MAAA, has worked within consulting firms on employee benefit plans, postretirement 
medical valuations, individual and group health, long term care and disability products.  She has volunteered on 
Academy of Actuaries, Society of Actuaries and International Actuarial Association workgroups.   She is now actively 
involved in the SOA Public Health Section and the IAAHS, and is a member of the SOA Health Section Council and the 
IAA Health Section Council. 

Lisa Morgan is a Fellow of the Institute and Faculty of Actuaries, UK. Based in Switzerland, she currently works for the
International Labor Organization (ILO), a specialized agency of the United Nations. Lisa provides expertise on health
insurance in the public and private sectors. She has two decades’ experience in actuarial and related work in Europe,
Africa and Asia. Before joining the ILO, Lisa worked in Milliman’s London Health Practice and at
PricewaterhouseCoopers in the Actuarial Benefits and Insurance team.



Stuart Rodger was for many years a Partner in Deloitte Australia, now retired from the firm. He focusses on health, 
health finance, and strategy for those in the sector. In a career lasting over 45 years he has worked as a business 
leader or an actuary in Australia, the UK, Japan, and Singapore. 
He is now a non-executive company director, while also performing some part time consulting in the health sector. 

Today’s Speakers

Joe Allbright is employed with Willis Towers Watson as the Operational Excellence Manager for Health & Benefits 
North America, focusing on the actuarial models and global operations supporting employer benefits consulting. Prior to 
that, he has worked at Blue Cross Blue Shield of MA and Humana. In addition to his professional work, Joe volunteers 
as the chair of the Academy of Actuaries' Health Practice International Committee (HPIC) and is a member of the 
Health Practice Council.

Joanne Buckle is a Fellow of the Institute and Faculty of Actuaries, UK and the Institute of Actuaries in India. She has
25 years of experience in health systems, including European, US, Asian and African systems. She leads Milliman’s UK
health team and works with private insurers, government payers, hospitals and pharmaceutical companies. She works
extensively in pricing, proposition design, provider reimbursement and other health care reform initiatives, as well as
being the Solvency II Chief Actuary for two UK medical insurers.



Government
National
Budget

SNSS 3

State-owned:
medical centers, hospitals, 

regional clinics and in-patient 
drugs and pharmacy

Private
Medical centers, clinics, labs, 
private GP consultations and 

out-patient drugs and 
pharmacy

Group 
Insurance

Employer-funded 
2nd tier cover for 

inpatient and 
outpatient 

expense 
reimbursement, 

prescription drugs 
and dental covers

ISAPREs 2

Population

Out-of-pocket spend

Personal/Corporate
Income Taxes &
Sales (VAT) Taxes

PRIVATE

Service providers (Private)

Service providers (Public)

Healthcare contributions are 7% of pre-tax earnings up to contribution ceiling (around USD2,700 per month). There is no Employer healthcare contribution. However, most large employers fund
supplementary group healthcare insurance programs.
1 FONASA, Fondo Nacional de Salud , is the central State national health fund, financed from 7% and central government, covering employees who are not covered by ISAPREs and the rest of the
population - other the active and retired armed forces. Levels of out-of-pocket copayment depend on declared earnings. In and out-patient cover within the SNSS managed/funded healthcare centers is
free at point of delivery.
2 ISAPREs, Instituciones de Salud Previsional, are private specialist, regulated healthcare and sick-leave insurers, established in law in 1981, charging age/sex-banded premiums (7% or more) to individuals
and their dependents for comprehensive in-patient and outpatient from private healthcare providers. Members are not entitled to use the SNSS managed/funded State healthcare infrastructure.
3 SNSS – Servicio Nacional de Salud – public healthcare (hospitals, regional and municipal medical centers and public health employees as dependency of Health Ministry.

FONASA 1

Employee 
contributions 
to the State-
FONASA or

opt-out to one 
of six ISAPREsEmployees / 

Employers

Employers who 
sponsor Private Group 
Insurance

Chile - Jonathan Callund



Chile - Supplementary Information

• Population of 19.1m, concentration of 7.2m (38%) in Santiago
• Constitutional healthcare guarantees
• Public health services for low-income (40%+ of pop.) is free at point-of-delivery 
• Employee choice between public and private insurance:

• 80% of population are covered by State-owned/run services, but with voucher (“bono”) system to 
allow access to private doctors and medical centres

• 20% covered in private sector healthcare insurers

• Widespread employer-funded group supplementary insurance, incl. drugs
• Dual system has encouraged private sector development

• Leading LATAM clinical service providers and healthcare networks
• 50%+ out-patient healthcare delivery, but less than 25% in-patient care

• FONASA offers low-cost vouchers to use private services – 50%+ doctor visits
• High out-of-pocket expenses – 30%+ in pharmacy – limited government
• Novel public policy initiatives offering national pooled funding:

• 2005 - AUGE/GES guaranteed access to timely/quality treatment of 85 high-cost pathologies
• 2015 - Ricarte Soto support in financing costly drug treatments for 27 high-cost pathologies



Health sector is administered by the Ministry of Health. Ghana Health Services is another agency that reports to the MOH and is a major player in service delivery.

1 The NHIS was established in 2003. The National Health Insurance Authority which licenses, monitors and regulates the operation of health insurance schemes in Ghana. The
NHIS covers about 95% of diseases in Ghana. The benefit package includes outpatient, inpatient, dental, optical, maternity and emergency services.

2 Those exempt from premiums include: Pregnant women, Indigents, Categories of differently-abled persons determined by the Minister responsible for Social Welfare,
Persons with mental disorder, SSNIT contributors, SSNIT pensioners, Persons above seventy years of age (the elderly), Other categories prescribed by the Minister

3 As of May 2020, the NHIS covered around 40% of Ghana’s population. (roughly 12.3 million people).

Tertiary Hospitals, Secondary 
Hospitals, Primary Hospitals, Clinics, 
Health Centers, Maternity Homes, 

Community Health Planning Services, 
Diagnostic Centers and Pharmacies

Private Tertiary Hospitals. Private 
Primary Hospitals, Private Clinics, 

Diagnostic Centers and Pharmacies

Private Health Insurance
Mostly through corporate health plans that companies offer their 

employees. 

Out-of-pocket spend

Revenue earmarked for the NHIS:
• 2.5% of VAT (the National Health 

Insurance Levy)
• 2.5 % Social Security and National 

Insurance Trust contributions (SSNIT)

PRIVATE

Service providers (Private)

Service providers (Public)

Employee, employer 
and individual 
contributions

National Health Insurance 
Scheme (NHIS)1

Administered by the National Health 
Insurance Authority (NHIA)

Informal sector members not on 
the exempt list pay a small 
premium2VAT 

and 
other 

general 
taxes

Population

Government

Ghana - Lisa Morgan



Ghana - Supplementary Information

• Achieving the three dimensions of UHC and 
sustainability is difficult. Lessons:

- Reduced fragmentation within the insurance 
system signified by the single purchaser and 
single pool for the benefit package

- Reliance on Levy vs individual premiums, in 
keeping with best practice regarding equity

Ghana

• Ghana: West African country bordered by 
the Ivory Coast in the west, Burkina Faso in 
the north and Togo in the east

• Population of 30 million with  ~29% under 
age of 15

• Independence from British colonial rule in 
1957 – many changes to health system

• NHIS was established in 2003 with goal of 
universal healthcare. Offers comprehensive 
healthcare scheme to all citizens of Ghana 
and is heavily subsidized by tax (National 
Health Insurance Levy)

Source: WHO



Public healthcare: Every Australian can be treated in a public hospital at no personal cost; significant federal schemes support primary care and pharmaceuticals
Private healthcare: A mix of tax penalties (higher incomes) and premium rebates (lower incomes) encourage takeup of PHI (40%-50% of population);

apart from public hospitals, most service providers are private enterprises
Funding: Federal government 41% (incl 3% support for PHI Premiums); State governments 27%; Individuals 26% (including 9% PHI premiums); Others (eg workers comp) 6%

(Source: Australian Institute of Health and Welfare 2017-18)
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Australia - Stuart Rodger



Australians’ access:
• All Australians receive public hospital treatment with zero co-payment
• 86% of GP visits were fully paid by Medicare (2019)
• 79% of all primary care treatments were fully paid by Medicare (2019)
• All private health insurance is community-rated
• Over 40% of Australians carry some form of PHI hospital cover, 

supporting the option of treatment in a private hospital
• All normal prescription drugs are heavily government-subsidized
• However about 26% of the national health cost is paid by individuals

Australia - Supplementary Information
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Deductibles (via health insurer) + co-
payments + direct payments (OOP)

Health Insurance Act (Zvw)
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Netherlands - Joanne Buckle

Table Source: Kroneman M, Boerma W, van den Berg M, Groenewegen P, de Jong J, van Ginnekin E (2016).
The Netherlands: Health System Review.  Health Systems in Transition, 2016; 18(2):1-239  .  Page 70



• The Netherlands was the first major country to entirely re-structure its health system based on Enthoven’s principles and was 
set out as a potential model for the US to follow pre-ACA. 

• The model tries to also align incentives for consumers by encouraging them to shop around for cheaper cover, within the 
confines of a mandatory minimum benefit coverage. 

• In reality, since 2006, the market has become more and more concentrated and few people switch health insurers.

• The system is so complex, that it has a specific module dedicated to it in Solvency II, with opts outs from the main regulations. 

• It has a complex risk equalisation system, which has been widely written about, but relies on costs for entire episodes of care 
(defined as a year for chronic diseases) with an ex-ante and ex-post adjustment.

Netherlands - Supplementary Information
A small history lesson:
• The Netherlands system was totally scrapped and re-

built in 2006.  The model was one of “managed 
competition” – a concept dreamt up by an US health 
economist and Stanford academic, Alain Enthoven in 
the late 1960s.  

• Essentially Enthoven foresaw various integrated health 
systems, competing for customers, but controlling 
costs with aligned incentives between payer and 
provider.



The Employer-Based Group Insurance Model
• Employers with 50 or more employees must adequately subsidize employee health insurance, or incur a penalty
• An individual’s employer selects the insurance carrier(s) and plan(s) available to its employees and their families, individuals

typically elect coverage during an annual enrollment period.
• For fully-insured coverage, the employer will deduct employee medical contributions directly from payroll.  The employer 

then pays the full plan premium to the insurer.
• Large employer may self-insure, relying on the insurer for administrative services only (ASO).  The employer collects 

contributions from payroll, and pays the insurer an administrative fee.  Rather than paying a premium, the insurer will charge 
the employer an invoice for actual claims incurred by the group.

P
R

IN
V

A
T

E
 P

R
O

V
ID

E
R

S
C

E
N

T
R

A
L

 G
O

V
E

R
N

M
E

N
T

Federal  Government

Centers for Medicare & 
Medicaid Services (CMS)

POPULATION/

INSURED/

EMPLOYERS
Employer-Based Private Insurance

•Group Health Insurance Plans (Fully-Insured)

•Group Health Insurance Plans (ASO)

T
ax

es

A
C

A
 P

en
al

tie
s

Out-of-pocket costs (Cost-sharing if insured, direct-billed if uninsured)

Hospital services
(in- and outpatient)

Ambulatory providers

Physician / Primary Care

Other Service Providers

Prescription Drugs

Health & Human Services

Mandatory Eer

Subsidies

A
C

A
 M

ar
ke

tp
la

ce
 s

ub
si

di
es State Insurance Commissioners

(Department of Insurance)

Individual Private Insurance

• Individual Health Insurance Plans

Mandatory EE 

Contributions

ACA Marketplace

Mandatory 

Premiums

S
ub

si
di

es
 fo

r 
sm

al
l e

m
pl

oy
er

s

T
ax

 d
ed

uc
tio

ns
 fo

r 
E

m
pl

oy
er

/

E
m

pl
oy

ee
 H

ea
lth

 In
su

ra
nc

e

United States - Joe Allbright

The individual insurance market

• The Affordable Care Act made it mandatory that individuals have insurance, though the penalty for not having coverage has 
subsequently been reduced to $0

• Those without affordable employer-based coverage, may be eligible for subsidized private insurance through online 
state/federal ACA Marketplaces (there is no public insurance option)

• Individual and Small group plans are guarantee-issue, community-rated, subject to underwriting rules/State DOI oversight, 
and subject to a state-level risk-adjustment scheme

• Employees who are self-employed can purchase individual coverage through the ACA Exchange or directly from private 
insurers



Medicare is a government run single payer system the aged and disabled created by Congress in 1965 (extended in 1997-2003 to additional private payers)

• Medicare (for age 65+) is funded primarily from general revenues (43%), payroll taxes (36%), and beneficiary premiums (15%)
• ‘Original Medicare’ is divided into Part A (Hospital Insurance), Part B (Supplemental Medical Insurance), and Part D (Prescription Drug coverage)
• There is also Part C (Medicare Advantage) which offers Medicare-type plans through Private Insurers, and Medigap which covers out-of-pocket costs which Original Medicare does not.
• The Medicare trust fund comprises two separate funds. The hospital insurance (HI) trust fund is financed mainly through payroll taxes on earnings and income taxes on Social Security benefits. The Supplemental Medical Insurance (SMI) trust fund is 

financed by general tax revenue and the premiums enrollees pay.
Medicaid, created in 1965, and expanded in 2010, is a means-tested system managed by states and administered through private insurers.

• Medicaid, the funding is about 60% federally funded (primarily through the FMAP) and 40% state revenue and provider tax/fees funded.
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United States - Supplementary Information

“When it comes to treating veterans, we're Britain or Cuba. 
For Americans over the age of 65 on Medicare, we're 
Canada. For working Americans who get insurance on the 
job, we're Germany.

For the 15 percent of the population who have no health 
insurance, the United States is Cambodia or Burkina Faso or 
rural India, with access to a doctor available if you can pay 
the bill out-of-pocket at the time of treatment or if you're 
sick enough to be admitted to the emergency ward at the 
public hospital.”

T.R. Reid, The Healing of America: A Global Quest for Better, 
Cheaper, and Fairer Health Care Paperback



Lead Contributors
Joe Allbright joe.allbright@willistowerswatson.com 
Jonathan Callund jonathan.callund@gmail.com
Susan Mateja susanlynnmateja@gmail.com
Lisa Morgan lisa.morgan@ilo.org
Shereen Sayre sjsayre@yahoo.com

Continent Leads

Country Contributors

North America Joe Allbright joe.allbright@willistowerswatson.com 
Latin America Jonathan Callund jonathan.callund@gmail.com
Asia/Oceania Susan Mateja susanlynnmateja@gmail.com
Africa/Middle East Lisa Morgan lisa.morgan@ilo.org
Europe Joanne Buckle joanne.buckle@milliman.com

Australia Stuart Rodger stuartrodger@iprimus.com.au
Chile Jonathan Callund                   jonathan.callund@gmail.com
Ghana Lisa Morgan                            lisa.morgan@ilo.org
Netherlands Suzanne van Veen                  suzanne.van.veen@pwc.com
United States Joe Allbright              joe.allbright@willistowerswatson.com
United States Susan Mateja                     susanlynnmateja@gmail.com
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Mexico Anne Hung anniehyhung@gmail.com

Netherlands Suzanne van Veen suzanne.van.veen@pwc.com

Nigeria Anthony Tippa atippa@custodianinsurance.com

Poland Joanne Buckle/Monika Lis joanne.buckle@milliman.com

Republic of Korea Keerti Sethia keerti.sethia@axa.com.sg 

Romania
Joanne Buckle/

Diana Dodu
joanne.buckle@milliman.com

Saudi Arabia Anne Hung/Ehab Atassi anniehyhung@gmail.com

Singapore Yi Jun Ng yijun.ng@u.nus.edu

South Africa Roseanne Harris roseanneh@discovery.co.za

Spain Fernando Martin Lopez fmartinl@sanitas.es

Sri Lanka Milanthi Sarukkali milanthi@sparkactuarial.com

Switzerland Carlos Arocha ca@arochaandassociates.ch

Switzerland Lisa Morgan lisa.morgan@ilo.org

Chinese Taipei Alex Leung alex.leung@onedegree.hk

Turkey
Joanne Buckle/

Halil Kolbasi
joanne.buckle@milliman.com

United Kingdom Anne Hung anniehyhung@gmail.com

United Kingdom Joanne Buckle joanne.buckle@milliman.com

United States Joe Allbright joe.allbright@willistowerswatson.com 

United States Susan Mateja susanlynnmateja@gmail.com

Uruguay Alejandro Vázquez av@vdf.com.uy

Lead Contributors
Joe Allbright joe.allbright@willistowerswatson.com 

Jonathan Callund jonathan.callund@gmail.com

Susan Mateja susanlynnmateja@gmail.com
Lisa Morgan lisa.morgan@ilo.org

Shereen Sayre sjsayre@yahoo.com

Continent Leads

Country Contributors
Argentina Jonathan Callund jonathan.callund@gmail.com

Australia Stuart Rodger stuartrodger@iprimus.com.au

Brazil Lisa Morgan lisa.morgan@ilo.org

Canada Steve Cheon scheon@eckler.ca

Chile Jonathan Callund jonathan.callund@gmail.com

China Han Rongze rongze_han@Hotmail.com

Columbia Carlos Arocha ca@arochaandassociates.ch

Egypt Talmage Brown talmage.brown@prudential.com

France
Joanne Buckle/

Christelle Desouhant
joanne.buckle@milliman.com

Germany
Joanne Buckle/

Thomas Neusius joanne.buckle@milliman.com

Germany Rachel Slader rslader@munichre.com

Ghana Lisa Morgan lisa.morgan@ilo.org

Hong Kong Anne Hung anniehyhung@gmail.com

India Subhash Chandra subhash.chandra@aon.com

Indonesia Albertus Setiadi albertus.setiadi@rgare.com

Ireland Kevin Manning kevin.v.manning@milliman.com

Israel Yair Babad ybabad@uic.edu

Italy
Joanne Buckle/
Nicola Biscaglia

joanne.buckle@milliman.com

Japan Yosuke Fujisawa yosuke_fujisawa@swissre.com

Kenya Mitchell Momanyi mitchell.momanyi@milliman.com

North America Joe Allbright joe.allbright@willistowerswatson.com 
Latin America Jonathan Callund jonathan.callund@gmail.com

Asia/Oceania Susan Mateja susanlynnmateja@gmail.com
Africa/Middle East Lisa Morgan lisa.morgan@ilo.org

Europe Joanne Buckle joanne.buckle@milliman.com
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While we have not attempted to classify country-level systems or 
models of the nations we examine, it is possible to classify each 
of the different health care financing schemes within country 
systems.

Health care financing schemes are structural components of 
health care financing systems: they are the main types of 
financing arrangements through which people obtain health 
services.

Health care financing schemes include direct payments by 
households for services and goods and third-party financing 
arrangements. Third-party financing schemes are distinct bodies 
of rules that govern the mode of participation in a scheme, the 
basis for entitlement to health services and the rules on raising 
and then pooling the revenues of the given scheme*. 

The table to the right shows the full classification as used in the 
System of Health Accounts (SHA) - a framework for the systematic 
description of the financial flows related to health care  - as used 
by the WHO and OECD.

*Source: A SYSTEM OF HEALTH ACCOUNTS 2011 © OECD, EUROPEAN UNION, WORLD HEALTH 
ORGANIZATION.
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*Source: A SYSTEM OF HEALTH ACCOUNTS 2011 © OECD, EUROPEAN UNION, WORLD HEALTH ORGANIZATION.
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