RiES rﬁ CB(2)2515/06-07%E
LC Paper No. CB(2)2515/06-07

7 H o e R I Y

Develoment and Financing of Hong Kong’s Future Health Care

¥IH 3R
Preliminary Flrrdlngs




gk
e
A5 RLE]

Content

Why?
What?
How?

Conclusion



308 f@ o TH

hy?

Wﬁﬁﬁti
[dsues:
> PR B . R

Over-relidnce on treatment, insufficient emphasis on prevention and personal health
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Imbalance between public & private sectors in secondary/tertiary care
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Sustdinability of society’ s hedlth care resources in question

> ST 2 g

Intergenerational equity not fully addressed
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Pressure Points on Public Health Care System
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Guiding Principles
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Change of Individual Behaviours
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Change of Government Behaviours
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Change of Service Providers’ Behaviours



SR &

Change of Individual Behaviours
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Greater self-responsibility for one’ s own health; greater awareness of primary health care; more
emphasis on prevention; change of health seeking behaviour, judicious use of hospital services; early

planning for health care financing after retirement
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Change of Government Behawours
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Increase public emphasis on primary health care (e.g., use of family doctors and development of individual
health portfolios) through education, community promotions and funding support

Maintain a “safety net” in health care for the grassroots and the middle class

Encourage HK people to seek more choice and better services through a shared responsibility
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Change of S@wce Providers’ Behaviours
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Enhance service standards, increase fee transparency and improve efficiency

Promote competition and cooperation between public and private sectors to address the imbalanced
situation
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Three Pillar Framework
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Individual Medical Savings Account
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Institutional Support
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Proposed System: Three Pillars
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Pillar 2 :
Essential Services Extended Services
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Pillar 3:
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Pillar 2 :
Extended Services
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Proposal (1)
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Portable Electronic Patients Records
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Source of
Funds:
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Early Planning for Health Care Financing
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B [ndividual Medical Savings Account (MSA)
« Objective: behavior modification; a commitment towards shared responsibility
« Continue using tax as a major source of health care financing and establish an MSA to supplement tax-based,
private insurance and out-of-pocket financing
« Money in the MSA can be used to finance :
« Pillar 1 services
« Pillar 2 services
« Pillar 3 services (after 65)
« Approved risk pooling insurance products
« Tax incentive for contributions
« Unspent balance in the account will be treated as part of the account holders estate upon death 15
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®m How MSA works?

Participants
All HK residents
Employed persons are required to make contribution

Administration
The MPF system will be modified to collect contributions
Most MPF rules will apply
A new agency will have to be established for handling disbursements
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HHF
Ly L[ Contribution Rate 1% 2% 3% 4% 5%
Monthly Income
$8,000 $ 47,280 $ 94,560 $ 141,840 $189,120 | $ 236,400
$10,000 $ 59,100 $ 118,200 $177,300 $236,400 | $ 295,500
$20,000 $ 118,200 $ 236,400 $ 354,600 $472,800 | $ 591,000

How MSA works?

Contributions

« Must be sufficient to meet a meaningful percentage of post-retirement health care expenses

o lllustration: 3 percent of salary = $8 billion per year
Assuming a 2% yearly rate of investment return, contribution at age 25, estimated accrued benefits (future value) by age 65
with no withdrawals in between:
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Core Principles of Our Proposal
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Choice
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Recommendatlons can be implemented progressively in stages
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