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Abstract
The role of the public primary care network in accessing primary care services in Chile
by
Maria S Martinez Gutierrez
Doctor of Philosophy in Health Services and Policy Analysis
University of California, UC Berkeley
Professor William Dow, Chair

The present study examines the hypothesis that patients receiving care in the public
sector in Chile have better access to primary care services, especially preventive services,
than patients in the private sector. Although the hypothesis might appear
counterintuitive, since worldwide public health facilities are typically underfunded,
overcrowded and present deficiencies in quality, Chile’s strong network of public primary
healthcare facilities (similar to other Latin American countries such as Costa Rica and
Uruguay), may help to explain this hypothesis.

This dissertation addresses the following over-arching research question: is using the
public system as a preferred venue for accessing primary care services associated with
higher utilization of primary care services?

First, it was determined that type of health insurance could be used as a proxy of
choice of private provider i.e. being enrolled in a public health plan directed to the poor
which restricted provision of services only to the public sector (Fonasa A) was associated
with choosing a public provider most of the time. Next, the association of type of health
insurance with utilization of primary care services, controlling for all relevant variables
from the Andersen model of healthcare access, was analyzed. Regressions were fitted
using nationally representative survey data. In depth interview and focus groups were
conducted with patients and healthcare providers to complement quantitative findings.

Regression results for utilization of services showed that, in terms of preventive care
utilization, using the public system was associated with higher utilization of preventive
services in adult and older women, but there was no association found for other age/sex
groups. Since people who use the private sector may have been getting their preventive
care in other settings such a specialty care clinics an ambulatory care indicator was added
as a dependent variable as a sensitivity analysis. For both infants and older people—groups
that use intensively the healthcare system—there are no differences in ambulatory
healthcare utilization across insurance types. For other age groups using the public
healthcare system was associated with lower utilization of ambulatory care services.

In summary, the evidence found in this dissertation suggests that 1) Isapre members
and people enrolled in public health plans other than Fonasa A use the private healthcare
sector more frequently and 2) although some population groups that use the private
system have higher utilization of ambulatory care services there are no differences in
preventive services utilization for any population group. In light of these findings,
proposals to further expand private health insurance coverage or use of private providers
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in the Chilean population should take into consideration that this could lead not only to
care focused on curative versus preventive services but also to a less efficient distribution
of primary care services, since some of the people that need primary care services may be
substituting preventive services for specialist services, which are more expensive and less
comprehensive than preventive visits.
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Executive Summary

The present study examines the hypothesis that patients receiving care in the public
sector in Chile have better access to primary care services, especially preventive services,
than patients in the private sector. Although the hypothesis might appear
counterintuitive, since worldwide public health facilities are typically underfunded,
overcrowded and present deficiencies in quality, Chile’s strong network of public primary
healthcare facilities, may help to explain this hypothesis. On a larger context, other Latin
American countries such as Costa Rica or Uruguay have a strong primary care network,
so this research may apply to them as well.

First, in terms of health insurance, low-income individuals are insured through a
public plan that only permits them to get primary care services in public primary
healthcare facilities (Fonasa A). Middle-income groups have access to public plans that
allow the use of vouchers for care in the private system (Fonasa B, C or D) or to private
insurance with richer benefits in terms of use of private services (Isapres). High-income
individuals are mostly privately insured. Regarding healthcare provision, in Chile there
are two distinct primary health care delivery systems: an extensive public healthcare
system with more than 80% of the total supply of hospital beds and a smaller but growing
(and heterogeneous) private sector system. Since the public system is based on the
Comprehensive Care model, which assigns to each primary care center a population for
which the center is responsible for, the public system may have more incentives to
provide primary care services than the private system.

This dissertation addresses the following over-arching research question: is using the
public system as a preferred venue for accessing primary care services associated with
higher utilization of primary care services? Specific research questions and hypotheses
are:

* Research question 1: What are the determinants of choice of private versus public

primary healthcare provider in Chile?

o Research question 1.1: Is type of health insurance (Fonasa A versus all
other public and private plans) associated with choice of private versus
public provider after controlling for socio-demographic characteristics?

= HIl.l.a. Individuals enrolled in Fonasa A will be less likely to have
chosen a private provider for all types of visits (preventive, acute
care, specialty and emergency care) than individuals in other
health insurance groups.

o Research question 1.2: How do out of pocket expenditures associate to
services, geographic location of the provider, perceived service and
amenities, perceived quality of care and expected wait time influence the
choice of private versus public primary care provider?

= HIl.2.a. Higher out of pocket expenditure associated with services
in the private sector will deter individuals from choosing private
providers.

= HI.2.b. Geographic location of private centers will be deemed
more convenient than geographic location of public centers.

= HI.2.c. Respondents will perceive quality of care as better in
private primary care centers.

= HI.2.d. Respondents will expect to have a shorter wait time in
private primary care centers.

vi



= HIl.2.e. Respondents will perceive service and amenities as better
in private primary care centers.

Research question 2: What are the determinants of primary care services

utilization in Chile?
o Research question 2.1: Is type of health insurance associated with having

had a primary care visit in the last three months after controlling for socio-
demographic characteristics?
= H2.l.a. Fonasa A enrollees will be more likely to have had a
primary care visit in the last three months than individuals enrolled
in Fonasa B, C, D or in Isapres.
= H2.1.b. The magnitude of the association between type of health
insurance and primary care services utilization described above will
be larger for priority groups in the public system (children and
elderly over age 65)
= H2.1l.c. Priority groups will report having less access barriers for
primary care services than other age groups.

o Research question 2.2: Is type of health insurance associated with having

had an ambulatory care visit (any preventive, acute care, specialist care or
emergency care visit) in the last three months after controlling for socio-
demographic characteristics?
= H2.2.a. Non-priority groups (teenagers and adults) enrolled in
Fonasa A will be less likely to have had an ambulatory care visit in
the last three months compared with their counterparts enrolled in
Fonasa B, C, D or in Isapres.
= H2.2b. For priority groups, there will be no difference in
ambulatory care services utilization between Fonasa A enrollees
compared with their counterparts enrolled in Fonasa B, C, D or in
Isapres.
Research question 2.3: How do hypothesized determinants of utilization of
primary care services such as out-of-pocket expenditures associated with
services patients regularly use, appointment availability, use of reminders
and outreach activities and comprehensiveness of care differ between
public and private providers?
= H2.3.a. Respondents will report higher out-of-pocket expenditures
for primary care services in the private sector.
= H2.3.b. Respondents will report better appointment availability in
the private sector.
= H2.3.c. Public sector providers and users of public services will
report a more intense use of reminders and outreach activities
= H2.3.d. Patients and providers will report more comprehensive
services in the public sector.

Hypotheses 1.1.a, 2.1.a., 2.1.b, 2.2.a and 2.2.b were tested using regression models
with data from the 2011 National Socio-demographic Characterization survey;
Hypotheses 1.2.a to 1.2.d, 2.1.c and 2.3.a to 2.3.d were explored using qualitative data
collected by the author using patients focus groups and short interviews and in-depth
interviewees with public and private healthcare providers.
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In terms of choice of private versus public provider, regression results showed that
although public plan enrollees have a higher probability of choosing the public healthcare
network in the case of preventive services, they sometimes use the private sector to access
specialty and emergency services. This is explained by the fact that people enrolled in
plans other than Fonasa A can buy vouchers to have access to services in the private
sector. Furthermore, Isapre members have access to plans with better benefits and
coinsurance rates than people enrolled in public plans. In any case, being enrolled in
plans other than Fonasa A was associated with a higher likelihood of choosing a private
provider for each type of visit so type of health insurance can be used as a proxy of using
the private sector as a preferred venue.

Qualitative data showed that respondents enrolled in public insurance plans felt
locked in the public sector due to their lack of financial resources to buy services in the
private sector. Patients reported choosing a private provider because they perceive they
could get an appointment faster than in the public sector, wait time 1s shorter, the
provider was in their health plan preferred network and they wanted to be able to choose
a doctor they can trust in, results that are consistent with the existing literature. Users of
private services did perceive quality of those services as better in private primary care
centers although there is no clear evidence that, in low and middle-income contexts, the
private sector provides better quality care than the public system.

Regression results for utilization of services showed that, in terms of preventive care
utilization, there were no significant differences between individuals in the most restrictive
public plan and other health insurance groups except for adult and older women where
being in the most restrictive plan was associated with a higher probability of having had a
preventive visit. The fact that, for age other groups, there are no differences in preventive
services utilization between Fonasa A enrollees and other insurance groups may be
explained by special efforts by the public system to provide these services to the
population they serve counterbalancing better access to services that individuals in the
private sector experience given the existence of the voucher system. Strategies such as
patient reminders, small media and one-on-one education, all of them used in the public
sector much more intensively at least theoretically, have been associated with higher use
of preventive services in the existing literature. Another force driving lower use of
preventive services in the private sector can be the existence of user fees for preventive
services which have been found to be associated with lower preventive services utilization.

For children, teenagers, male adults and male older adults, being enrolled in Fonasa
A was associated with lower utilization of acute care services and combined visits. This
lower utilization for Fonasa A enrollees may be explained by the fact that they do not
have access to private services through the voucher system.

In terms of acute care and overall ambulatory care visits, for both infants and older
people—groups that use intensively the healthcare system—there are no differences in
ambulatory healthcare utilization across health insurance types. One interpretation of this
finding in older women (who have a higher utilization rate of preventive services for
Fonasa A enrollees) may be that the public system is equalizing ambulatory care
utilization for this group probably by increasing preventive services use since Isapre
members and other public health plans should have higher utilization rates after
controlling for health need by the mere fact that they have access to vouchers. For other
age groups, individuals in the most restrictive public plan are generally less likely to have
had any type of visit in the last three months.

viii



Regarding differences between public and private providers in terms of hypothesized
determinants of utilization of primary care services findings were consistent with evidence
from other low and middle-income countries. Private providers were reported to perform
better than public providers in terms of appointment availability—which would
theoretically increase utilization of services—but were also linked with higher copayments
which are supposed to disincentivize use of unnecessary (and sometimes necessary) care.
The public system was reported to use more intensively patient reminders, outreach
activities and offer a more comprehensive portfolio of services, especially in terms of
healthcare prevention.

All these determinants of healthcare utilization may be working in opposite
directions and eventually cancelling each other in the cases where no differences were
found between users of the public and the private sector.

In summary, the evidence found in this dissertation suggests that 1) Isapre members
and people enrolled in public health plans other than Fonasa A use the private healthcare
sector more frequently and 2) although some population groups that use the private
system have higher utilization of ambulatory care services there are no differences in
preventive services utilization for any population group.

In light of these findings, proposals to further expand private health insurance
coverage or use of private providers in the Chilean population should take into
consideration that this could lead not only to care focused on curative versus preventive
services but also to a less efficient distribution of primary care services, since some of the
people that need primary care services may be substituting preventive services for
specialist services, which are more expensive and less comprehensive than preventive
Visits.
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Introduction

Chile exhibits surprisingly good health indicators in the Latin American context; part
of this success has been attributed to the high rates of health insurance coverage in the
total population (almost 95% in 2009) (Brtrdn, Escobar, and Gassibe 2010;
Kaemplfer and Medina 2006; Sinchez and Albala 2004; Vargas and Poblete
2008). However, inequalities in healthcare access remain an important problem. For
example, the OECD has estimated that Chile has the highest probability that a physician
visit 1s inequitable in the context of the organization’s countries (OECD 2073). This
inequality is partly explained by the Chilean healthcare system design which is based on
two distinct primary health care delivery systems: an extensive public healthcare system
with more than 80% of the total supply of hospital beds and a smaller but growing private
sector system (Clinzcas de Chile AG 2013), that ranges from small private physician
practices to large healthcare networks. The type of provider that a person can access is
determined predominantly by their type of health insurance—either public or private—and
by their income.

This study examines the hypothesis that patients receiving care in the public sector in
Chile have better access to primary care services, especially preventive services, than
patients in the private sector. This hypothesis might appear counterintuitive, since
worldwide public health facilities are typically underfunded, overcrowded and present
deficiencies in quality [Berendes et al. 2017). However, Chile has a strong network of
public primary healthcare facilities, providing an excellent opportunity for us to examine
our hypothesis. This work may have implications for other Latin American countries such
as Costa Rica and Uruguay, where there are equally strong primary care networks.

The design of Chile’s healthcare system leads low and high income Chileans on very
different paths to accessing services. First, in terms of health insurance, low-income
individuals are insured through a public plan that only permits them to get primary care
services in public primary healthcare facilities (Betrdan, Escobar, and Gassibe 2010).
They may buy services in the private sector but if they decide to do so, they need to pay
the full price of the service. At the other end of the spectrum, high-income individuals are
generally insured by private health insurance companies (Isapres) and overwhelmingly
choose to go to private providers for primary care services (Brtrdn, Escobar, and
Gasstbe 2010). Middle-income populations can get health insurance either through the
public option or through Isapres. Both private and public insurance schemes allow this
group to buy private healthcare services at varying levels of coinsurance depending on the
health plan they chose previously?. For middle-income individuals, the decision to choose
private providers could be partly influenced by whether a person is enrolled in a private
health plan and partly by their income. Isapre members are incentivized to use private
providers since they have richer benefit packages and lower coinsurance rates when using
private providers than publicly insured groups and they also may have a strong
preference to choose a private provider since they could have enrolled in a public plan if
they had been willing to use care provided through the public sector. Income is also an
important determinant of choice of provider, since use of private providers generally

L CASEN 2009 Survey Data
2 “Actividad 20127, FONASA statistics, Excel document. www.fonasa.cl



entails larger out-of-pocket expenses than using the public system. Moreover, groups with
higher income are able to buy health plans with richer benefit packages, especially for
more expensive services such as hospitalizations and surgeries [Holst, Laaser, and
Holmann 2004). 1astly, users of the public system with higher income could be using
private services when there are long waits in the public sector as it has been observed in
Chile (Superintendencia de Salud de Chile 2012) (Silva 2013) and other middle-
income countries (Montagu et al. 2011; Pribble 2070). Although general patterns of
utilization of private services are known, there is a gap in the literature with respect to the
individual socio-demographic factors associated with the decision of demanding services
in the private sector and the actual pattern of use of private and public providers by
different population groups. This dissertation will add to the literature by exploring these
relationships.

Second, in terms of healthcare provision, the Chilean system presents significant
differences in how care is provided by the public and private systems. The Chilean public
primary healthcare network is designed around primary care centers that operate
according to the principles of the Alma Ata primary healthcare approach such as
accessibility, affordability and acceptability of basic but comprehensive care for all people
in a country. Moreover, public primary healthcare centers offer a variety of services on-
site; delivery of healthcare services is organized around standardized procedures and
payment is capitated for every enrollee who generally lives near the center (Feronica
Vargas 2006). Thus the public system has built-in incentives to provide preventive
services to their enrollees and the community. However, since the primary care level is
not financially responsible for care referred to more complex levels, some centers could be
withholding necessary care. Public primary healthcare centers, even though decentralized
at the local level, are a central part of the national public healthcare network. National
vertical programs (Veronica Vargas 2006) operate through primary healthcare centers
standardizing and making accountable the provision of primary healthcare services in
each municipality or locality.

In contrast, the private sector is heterogeneous with regards to its organizational
structure, payment mechanisms and quality of care. Private providers serving high-
income populations tend to deliver care in integrated health care facilities housed in
hospitals that have high standards of care; for example, the U.S. Joint Commission has
accredited a few private hospitals in Chile. Primary care private providers serving middle-
income populations, in contrast, constitute a heterogeneous group of providers ranging
from stand-alone practitioners, small practices, medical centers and private hospitals.
Generally, they are not accredited by any agency and work under fee-for-service
arrangements focusing on curative medicine. This situation is not so different from the
one in other low and middle-income countries (Berer 2011).

These features of the Chilean health system make it plausible that users enrolled in
plans that only allow the use of the public system have higher utilization rates of
preventive services and of primary care services—after controlling for need—than do users
in public plans that allow the use of private providers or those enrolled in private plans
(Isapres). These results may have implications for the design of future policies oriented to
strengthening primary care in Chile, especially regarding the use of private services to
increase access to primary care. Findings can also inform a larger debate in low and
middle-income countries about the implementation of policies granting a greater role to
private healthcare providers.
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This dissertation addresses the following over-arching research question: is using the
public system as a preferred venue for accessing primary care services associated with
higher utilization of primary care services?

I will use two complementary analytic approaches. First, I will conduct statistical
analyses using survey data from a cross-sectional nationally representative sample of
individuals. This will be used determine the relationship between type of health
insurance and choice of a private provider for a set of healthcare visits. This
approach will enable me to describe the pattern of private care utilization for the various
health insurance groups and will in turn inform the subsequent analysis of the
relationship between type of health insurance and primary healthcare
utilization. In this second analysis, type of health insurance and more specifically, being
enrolled in the most restrictive public plan, will be used as a proxy for using the public
healthcare system as a preferred venue for getting primary care services. Additionally, I
will draw on interview data from patients and primary care providers in Chile to
elucidate the pathways through which the public primary care system could be achieving
better results than the private sector in terms of utilization of primary care services for low
and middle-income populations. For example, the public healthcare system may be
making a special effort to remind their patients to schedule an annual wellness visit or
they may be offering a more comprehensive portfolio of services that includes a strong
preventive component.

Chapter 1 1s an overview of the Chilean healthcare system focusing on health
insurance and healthcare provision. Public and private primary care systems are
described in detail. The conceptual model for the dissertation, which is predominantly
based on the Andersen model of healthcare access, is presented in Chapter 2, along with
the research questions and hypotheses for both survey data and in-depth interview
analyses. Quantitative and qualitative methods are discussed in Chapter 3 and Chapter 4,
respectively. All results are presented in Chapter 5.

A discussion about quantitative and qualitative results and how they inform each other
1s presented in Chapter 6 while Chapter 7 contains the conclusions and policy
implications of these dissertation findings.
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Chapter 1. Overview of the Chilean Healthcare System

In this section, the major features of the Chilean healthcare system will be described
in detail with a special emphasis on how these features could be mediating the
relationship between type of health insurance and utilization of primary care services. In
addition, previous research on health and healthcare inequalities in Chile according to
income and type of health insurance—focusing on preventive services and primary
care— will be presented.

1.1 Health insurance

The Chilean healthcare system can be described as a two-tier system with two major
types of health insurance—public and private. Although, health insurance is partially
tied to employment (every employed worker 1s required to contribute 7% of his or her
salary towards health insurance), it can be said that Chile has “effectively reached
universal health insurance enrollment” [Sazedoff 2009). The public health insurer, the
Fondo Nacional de Salud or National Health Fund (Fonasa), covered, in 2012, 76.5% of the
population?, while 14* private insurance companies (Holst, Laaser, and Hohmann
2004) the Instituciones de Salud Previsional or Social Security Health Institutions (Isapres)
created during the military dictatorship in 1981- insured approximately 17.5% of the
population through a vast number of health plans. The remainder of the population was
either covered by the Armed Forces Health Insurance, other private arrangements or not
covered at all (5.9%). Isapres set premiums that are risk-adjusted according to the number
of dependents and observable risk factors, such as age and sex (Pardo and Schott 201%;
Sapelli and Vial 2003). TYor some people, the mandatory health insurance
contribution, corresponding to 7% of their salary, would be enough to cover the premium
for a certain health plan; in another cases, for example a women of reproductive age, the
mandatory contribution has to be supplemented with out of pocket payments to match
the premium price. Furthermore, a premium is set for every dependent so out of pocket
expenditures increase with the number of dependents. Additionally, Isapres can reject
prospective clients if they anticipate high healthcare costs for that particular individual.
Fonasa, on the other hand, determines the premium to be paid only according to income
and there is no extra charge for dependents. Thus, historically, Fonasa ends up covering
the riskier population and, consequently, has a higher proportion of women and old and
sick individuals in its pool [Pardo and Schott 201¥; Sapelli and Vial 1998; Vergara-
Lturriaga and Martinez-Gutierrez 2006).

1.1.1 Public health insurance

Indigents and very poor individuals who cannot afford to pay for health insurance and
people who have decided to purchase public insurance compose the publicly insured
group. As a result, the publicly insured fall into four categories by income level (Figure 1).

3 Health insurance membership extracted from the Boletin Estadistico Fonasa 2011-2012. www.fonasa.cl.
[01/09/2014]
+1In 2009



Figure 1. Fonasa income categories benefits and out of pocket expenditure for

primary care services.
Group Income bracket and eligibility =~ Benefits: Primary care services Out of pocket % of the
criteria expenditure total
for a general populat-
physician visit ~ ion
| _ covered
Public In-network Public?  Private* in 2011
Healthcare private
Network providers®
A Indigent, pecople receiving
CCI‘tZ.liI'l social welfare Free of 99 5%
subsidies, pregnant women h None $0 -
up to 6 months after delivery charge
and children under 6 years.
B Head of household monthly 60/40
taxable income equal or less 70/30> coinsurance” for
than CLP» 210,001 (app. | coinsurance. | visits and 40/60 93 7%
USD 400), people receiving | Pricesset by | for diagnostic $2.29 | §7.58 ’
certain social security | a national tests,
benefits. charge list. | procedures and
other services.
c Head of houschold monthly
taxable income: more than 60/40
CLP 210,001 (app. USD 400) 50750 coinsurance for
and equal or less than CLP coinsurance. | visits and 40/60 19.9%
306,000 (app. USD 612). Prices set by | for diagnostic | $3.82 | $7.58 ’
With more than 3 a national tests,
dependants, the beneficiary charge list. | procedures and
and his/her family will fall other services.
into the B group.
D Head of household monthly 60/40
. 20/80 of .
taxable income: more than billed coinsurance for
CLP 306,000 (app. USD h visits and 40/60 17.1%
612). With more than 3 | S8 for diagnostic | $6.11 | $7.58 S
. Prices set by
dependants, the beneficiary onal tests,
and his/her family will fall | 272U procedures and
. charge list. .
into the C group. other services.

a CLP= Chilean Pesos
b A 70/30 coinsurance policy means that the insurer pays 70% of the billed charges and the patient pays

30%.

¢Out of pocket expenditures are in US dollars.
dThe total cost of a general physician visit in the public sector is set by Fonasa at 4,050 Chilean pesos,
approximately $8.
¢ For reimbursement purposes Fonasa considers the total cost of a general physician visit in the public

sector to be 10,050 Chilean pesos, approximately $20. Coinsurance was calculated using this reference
price. However, providers can set their prices freely so an individual may have to pay their coinsurance

rate and the extra amount that it is not covered by Fonasa.

Adapted from Fonasa website. http://www.fonasa.cl/wps/wcm/connect/internet/sa-
general/asegurados/plan+de+salud/cobertura+plan+de+salud/swiplancoberturas
[01/09/2014]

5 Prices vary by provider




Individuals enrolled in Fonasa have access to private services through “bonos” or
vouchers. Although in the US context the use of vouchers has been discussed related to
the purchase of health insurance (Aaron 2011; Emanuel and Fuchs 2005; Jung and
Tran 2009), vouchers in the Chilean system are issued by Fonasa to allow enrollees in
public health plans to buy health services directly in the private sector. The process is as
follows: a Fonasa enrollee pays their portion of the coinsurance rate directly to providers
who later collect the other portion of the total cost of the service from Fonasa. Private
providers are free to set prices at any level although Fonasa will only reimburse a
percentage of the cost of a certain service based on a price list developed by Fonasa itself.
If a provider sets a price higher than the Fonasa price list, the patient is responsible for
paying the full cost difference between the voucher’s value and the price of the service.

The Fonasa A health plan does not allow beneficiaries to have access to the private
sector through vouchers since this category is reserved for “indigent” people that are not
supposed to be able to afford the coinsurance rate associated with it. Individuals enrolled
in other public health plans (B-D) can buy a voucher to access private care. Eligible
Fonasa enrollees use vouchers to purchase ambulatory services, such as visits and tests,
since the amount paid by Fonasa is similar to the price set by most providers. On the
other hand, inpatient services are seldom purchased using a voucher since hospitals have
set the price of these services at a much higher level than the amount that Fonasa 1s
willing to pay, so enrollees prefer to use the public system for these types of services.
Another important feature of this purchase process is that payment happens before care
actually takes place so the patient knows exactly how much the service will cost.
Additionally, members of health plans other than Fonasa A have to pay a certain out of
pocket payment for services rendered in the public sector so they have weaker incentives
to use public services as opposed to private.

1.1.2 Private health insurance

Individuals that decide to enroll in Isapres have access to a myriad of health plans with
very dissimilar benefits and coverage [Holst, Laaser, and Hohmann 200%). High-
income individuals have access to better plans and better coverage, which enables them
to buy primary care services in private hospitals with high standards of care. Middle-
income populations can buy a “closed” plan, meaning that they are totally restricted to
the plan healthcare network (often termed an EPO or “exclusive provider organization”
in the United States context) or “open” plans which have a preferred network but allow
patients to get services out of network (i.e. a PPO or “Preferred Provider Organization”).
These types of plans allow beneficiaries to have access to a very heterogeneous group of
providers in terms of quality of care. A sample of the health plans offered in the Chilean
health insurance market is presented in Figure 2. As it was discussed previously, plans are
more expensive and offer fewer benefits for women and older people since the premium is
risk-adjusted. The table also shows how premiums are higher for individuals with
dependents.



Figure 2. Isapres selected health plans®-

Demographic characteristics Monthly Benefits: Out of pocket
supplemental Primary care expenditure for
contribution to  services a general
premiume® (coinsurance) physician visit

Salary? Dependents EPO?  PPO EPO PPO EPO¢  PPO!

Man 30 | $4,000 None 30 30 70% 90% $15 37
Wife and 10

Man 30 | $4,000 year old son | $148 $0 70% 50% $14 $36
Wife and 10

Man 130 $LO00 | 0 oldson | 8289 | s34 | 0% | 0% | g14 | s36

Man 55 | $1,000 None $190 35 70% 50% $14 $36

Woman | 30 | $4,000 None $116 30 70% 70% $14 $22

Woman | 55 $1,000 None $99 $26 70% 50% $19 $36

aJsapres only accept people younger than 60 years old.

b Currency is US dollars 2014 for the entire table.

¢ This contribution refers to the extra amount of money that has to be paid by the enrollee if their
mandatory 7% social security payment for health does not cover the entire premium for her and her
family.

d EPO: Exclusive provider organization - PPO: Preferred provider organization

¢ Out of pocket payments associated with general medical visits in a EPO were calculated using the price
for a general visit informed by the corresponding provider on their website.

fOut of pocket payments associated with general medical visits in a PPO were calculated using the price
for a general visit informed by one of the most expensive providers (Clinica Alemana) on their website.

In general, for research and evaluation purposes, the population insured by the Isapres
has been considered fairly homogeneous, thus type of health insurance may be considered
a “proxy” variable for income’.

Neither public nor private health insurance pools, however, are homogeneous in terms
of income. Figure 3 shows that every health insurance category covers individuals in
almost every income decile of the Chilean population, although high-income individuals
are more likely to be privately insured.

6 All plans were retrieved from one specific Isapre website (www.cruzblanca.cl) on 03/27/2014.

7 For example, the public health records have health insurance data but for the most part do not contain
income data.



Figure 3. Type of health insurance by per capita income decile®
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