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Abstract
Background
Despite political promise to reduce out-of-pocket (OOP) expenditure on healthcare through the National Health Insurance Program (NHIP) of Nepal, its implementation is challenging with low enrolment and high drop-out rates. Program performance can often be linked with political economy considerations and interests of stakeholders. This study aimed to develop an in-depth understanding of organizational and systemic challenges in implementing NHIP.


Methods
We conducted a structured narrative review of available literature on the NHIP in Nepal. We analysed data using a political economy analysis for health financing reform framework. The findings were explained under six broad categories: interest groups, bureaucracy, budgets, leadership, beneficiary and external actors. In addition, we triangulated and further presented the literature review findings using expert opinions (views expressed in public forums).


Results
Nepal has formulated acts, rules, regulations, and policies to implement NHIP. Under this program, the Health Insurance Board (HIB) is the purchaser of health services, and health facilities under the Ministry of Health and Population (MoHP) are the providers. The NHIP has been rolled out in all 77 districts. Several challenges have hindered the performance of NHIP at the policy and implementation levels. Challenges under interest groups included inadequate or delayed reimbursement and drop-out of hospitals in implementing the programme. Bureaucracy-related challenges were hegemony of provider over the purchaser, and inadequate staff (delay in the approval of organogram of HIB). There was inadequate monitoring of premium collection, and claim reimbursement was higher than collected premium. Challenges under leadership included high political commitments but weak translation into action, consideration of health insurance as poor return on investment, and intention of leaders to privatize the NHIP. Beneficiaries experienced compromised quality of care or lack of services when needed, high drop-out rates and low interest in renewal of premiums. External actors provided technical assistance in policy design but limited support in implementation.

Conclusions
Despite enabling a policy environment, the NHIP faced many challenges in implementation. There is an urgent need for institutional arrangements (e.g. digitalization of claims and reimbursement, endorsement of organogram of HIB and recruitment of staff), increased coverage of financial protection and service (increased benefit package and introduction of cost-sharing/co-payment model), legislative reforms (e.g. legal provision for cost-sharing mechanism, integration of fragmented schemes, tripartite agreement to reimburse claims and accreditation of health facilities to ensure quality healthcare), and leveraging technical support from the external actors. High levels of commitment and accountability among political leaders and bureaucrats are required to strengthen financial sustainability and implementation.
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Background
Nepal’s modern healthcare system has a seven-decades-long history. The end of the 104-year reign of the Rana Dynasty in the 1950s opened the gate to the modern healthcare system [1]. From 1960 to 1990, various health facilities (HFs) were established, and several vertical public health programmes and interventions were introduced. In the early 1990s, with the end of the Cold War and with economic liberalization, Nepal shifted its policy towards private investment in healthcare [2]. In 1991, the National Health Policy was endorsed, which led to improving access to basic healthcare services (BHS) through the establishment of health posts (HPs), primary healthcare centres (PHCCs), and district hospitals [3]. Nepal has adopted two types of health delivery systems: publicly funded and private with paid-for services. The federal system of 2017 established three tiers of government (federal, provincial and local) [4]. Currently, the public health services are delivered through a wider network of 7221 public HFs (125 hospitals, 205 PHCCs, 395 Ayurvedic hospitals, 3870 HPs and 2626 community health centres), which fall under the jurisdiction of any of these three tiers of government [5]. In addition, private health institutions (hospitals, nursing homes, clinics and private medical shops) have provided private healthcare services since the late 1990s.
Nepal has adopted a mixed healthcare financing system in line with the healthcare delivery system. There are government-funded health programmes for BHS and insurance-based tertiary services, and private health services through out-of-pocket (OOP) expenditure. The BHS is provided free of cost through public facilities and paid-for services beyond the BHS package in those facilities. The government pools the tax-based healthcare fund for conditional, fiscal equalization, complementary or special grants [6, 7]. Sources of health financing at the federal level include domestic revenues, foreign aid or internal borrowing. Health financing sources at the provincial and local levels are arranged through fiscal transformation, revenue sharing, internal sources, and internal borrowing or federal loans [7]. External development partners (EDPs) either support government healthcare programmes directly through earmarked funding or assist in the implementation of health programmes through nongovernmental organizations [8, 9].
In Nepal, public healthcare facilities are often criticized for being of compromised quality, often lacking medical supplies, equipment, competent and motivated health workforce, and services [10]. Consequently, people opt for private providers (even BHS) regardless of their economic status [11]. The OOP constitutes a major source of financing (57.7%) of current health expenditure (CHE), while the governmental share of CHE is only 22.6% [12]. Total external funding for health (through direct foreign transfers or foreign transfers distributed for health through the government) constitutes about 13.5% of CHE [12]. More than three quarters of total OOP spending is used for pharmaceuticals and medical supplies. Healthcare cost at hospitals constitute 20.8% of total OOP, and 80% of such spending occurs in private hospitals [12].
About half a million of the Nepalese population are pushed below the poverty line each year just because of expensive healthcare [12]. Nepal has introduced different social protection schemes to reduce such catastrophic expenditures. These schemes aim to improve the health status of people, and include voluntary private insurance, Social Security Fund (SSF), Employee Provident Fund (EPF) and enterprise private insurance, free healthcare, conditional cash transfer programmes, impoverished citizens’ programme and National Health Insurance Program (NHIP) [13–16].
NHIP is the most recent healthcare financing programme designed after the political mandates of the popular movement in 2006. With the thrust of the pro-socialist constitution of 2015, all political parties promised to provide BHS free of charge for all citizens and services beyond BHS through NHIP [17]. People with high OOP risk falling into the poverty trap, as the existing healthcare system cannot fully protect the marginalized groups. The Health Insurance Policy was endorsed in 2014 [18], and the Social Health Security Development Committee (SHSDC) was established to implement NHIP.
The NHIP is a social health protection programme implemented by the Government of Nepal to provide quality healthcare to its citizens without financial hardship. The programme is designed to help prevent people from becoming impoverished due to healthcare expenditures incurred because of accidents or illness [19]. NHIP also promotes high-quality healthcare for all, by addressing barriers to service utilization and ensuring equity and access for all. The NHIP aims to achieve universal health coverage (UHC) by reducing impoverishment and catastrophic expenditure in seeking healthcare [9]. NHIP was piloted through three districts (Kailali, Baglung and Ilam) in 2016 [20].
After learning from the pilot programme, a separate Health Insurance Act (HIA) was enacted to govern the programme. Thus, in 2017, the parliament endorsed the HIA, which replaced the SHSDC with the Health Insurance Board (HIB) [6]. The roles of HIB include raising revenue, pooling funds for financial risk protection, health and financial risk (funds received from contribution premiums, tax funding and other external funding), and organizing and purchasing from public and private providers [21]. Additionally, the HIA and Health Insurance Regulation (HIR) provide legal provisions and strategies for implementing NHIP [22]. HFs under the Ministry of Health and Population (MoHP) are the service provider, while HIB is the agency for purchasing healthcare services (Fig. 1).[image: ]
Fig. 1Purchaser–provider split in NHIP in Nepal. 
Source: Prepared by the authors (GNK and RBK), adapted from the Health Insurance Training Manual [23]



Several legal and policy provisions (e.g. constitution, national laws, regulations and policies) guide the implementation of NHIP. Despite a favourable policy environment, performance indicators such as coverage (enrolment) and retention (renewal rate) are unsatisfactory [24]. The government had aimed to enrol 100% of the population in NHIP by 2022; however, only 21.4% enrolment had been achieved by mid-June 2022 [25, 26]. Likewise, the annual drop-out rate is about 25% [24], which is a serious concern.
Several political economy factors can influence the design and implementation of NHIP. For example, Nepal has a mixed health system with profit-motived and poorly regulated private provider dominance in tertiary health services [2, 27]. The instability of political leadership, frequent transfer of bureaucrats, and conflict of interest between the private sector and politicians are other macro-level systemic factors influencing health policy-making and health system functioning [28].
Furthermore, beneficiaries (e.g. health service users) may bypass local HFs in seeking high-quality care in facilities of urban areas, resulting in overcrowding of referral facilities [29, 30]. EDPs also play a role in Nepal’s health systems, including funding and technical support in policy and programme implementation [31]. In this context, an in-depth understanding of policy processes, power interactions, political forces, and resource allocation and distribution is essential to understand such unsatisfactory achievements [32]. The political economy analysis for health financing reform framework can guide the analysis of policy and programme implementation issues, including power distribution over access and control of resources, concerns with distribution of wealth and resources through power interactions among different stakeholders, and analyses of the interlinkage of political determinants [32]. This study synthesizes the factors of the political economy of health influencing policy and implementation of NHIP and suggests potential strategies for improving the uptake of health insurance services. The findings of this study will help to develop a detailed understanding and make necessary recommendations for Nepal’s health insurance programme.
Methods
Study design
We carried out a structured narrative review of available literature regarding the NHIP of Nepal. We extracted data from selected documents and determined their relevance using different components of the framework. Following the literature review, we validated and triangulated findings by exploring the views and opinions of experts in Nepal’s health system in general and health financing in particular [33]. We used publicly available information provided by the experts (in seminars, conferences and meetings), policy-makers and stakeholders of Nepal’s health system (see names in the acknowledgements section).
Framework for data synthesis and analysis
We adapted Sparkes and colleagues’ framework on the political economy analysis for health financing reform to guide the analysis of the content [34]. This framework comprises the politics of six major stakeholders (interest groups, bureaucracy, budgets, political leadership, beneficiaries, and external actors or development partners) [34]. Broadly, the dimension of interest groups covers the roles and positions of governmental stakeholders (e.g. medical professionals, health service providers, health facilities and healthcare services). Budgetary politics refers to allocation of the budget and its expenditure mechanisms, absorption/distribution, expenditure and transparency mechanisms [34, 35]. Bureaucratic politics focuses on governmental agencies' financial, administrative or personnel authority and their interrelationships. Leadership determines strategic vision, technical knowledge, political skills and ethical orientation influenced by the perception of political benefits [34, 35]. Beneficiary politics considers beneficiaries' behaviours, preferences, and political activity within the system. Finally, external actor politics refers to funds and policy ideas generated by external actors in determining policy formulation [34, 35]. We framed our analysis considering these six dimensions of Nepal’s health insurance programme which could potentially be helpful in developing appropriate strategies for implementation.
Selection strategy
We used search terms under two themes: health insurance (search terms were “health insurance” OR “social health protection” OR “national health insurance” OR “social health insurance”) AND location (Nepal). Using those search terms, we searched peer-reviewed studies in PubMed, Embase and Google Scholar. We also looked at references of selected papers to locate further studies that were not captured from database searches. Furthermore, we looked at the webpages of different ministries and entities under the Government of Nepal to access national acts and regulations, national policies, directives, circulars/notices, guidelines, conference presentation/panel discussion videos, assessment/survey reports, budget speech and red book, newspaper/magazine reports and political manifestos of major political parties. We consulted with subject experts using our personal network to identify additional relevant documents.
Inclusion and exclusion criteria
We included the relevant literature for review in the context of our purpose, rather than the context of the primary studies. We focused on the content of these studies to answer our review question. We included grey literature published before July 2022, written in English or Nepali. We excluded those studies with irrelevant content or beyond the dimensions outlined in the Sparkes and colleagues’ framework.
Figure 2 presents the total documents that we reviewed for this study. Of the total 75 documents, 19 were peer-reviewed studies related to health insurance programmes of Nepal, while the remaining 56 documents (e.g. Constitution, acts, rules/regulations, guidelines, circulars, notices, manuals, budget speeches, red book, government reports, assessment reports, conference presentation and manifestos) were grey literature that was associated with the NHIP of Nepal.[image: ]
Fig. 2Flowchart of studies included in the study


Data extraction and analysis
We critically reviewed the available literature to identify the stakeholders and their roles in implementing NHIP. We extracted relevant content (in line with the modified framework adapted for our analysis) and issues related to NHIP from the selected studies/reports. The extracted data were discussed among authors for further analysis and interpretation. We used a deductive content analysis approach (extracted data and fit extracts into a pre-identified framework). We conceptualized and interpreted the text according to each stakeholder/group of the framework. The first author conducted coding and analysis and discussed if inconsistencies were found. The findings of the literature review were shared with a few experts working with NHIP, and the content was synthesized according to the framework.
Results
After 6 years of implementation, the NHIP has been expanded into 77 districts and 745 local governments [25]. By the end of July 2022, more than 5.66 million people (21.35% of the total population) from 1.74 million households (32.14% of total households) had been enrolled in the NHIP [36]. Table 1 presents a summary of dimension-specific stakeholders and their roles in the policy and implementation of NHIP, current implementation status and challenges.Table 1Category-specific stakeholders and their expected roles and implementation status, issues and challenges of NHIP


	Categories
	Stakeholders/institutions
	Expected roles in the programme
	Implementation status, issues and challenges

	Interest groups
	Medical professionals
Healthcare service providers
Public and private hospitals
Other insurance providers General public 
	Service contract with eligible hospitals for expansion of NHIP [37]
NHIP service costing [38]
	The interest of private hospitals:
After accreditation with NHIP, they have increased revenue
Demanded revision of the reimbursement rate set in 2017
Interest of public:
Tendency to enrol if they have a chronic illness
Tendency to seek healthcare just because they have an insurance policy
Insurance company:
No role of private insurance companies in NHIP yet
Have lobbied policy-makers to privatize the NHIP [39]
The thrust of social health security and risk-sharing among the poor is not possible with such privatization
Politicians:
Inadequate commitment to health sector structural reform
Had planned (later withdrew after public pressure) to hand over the institutional management of NHIP to the private sector [40]
Limited understanding of fundamentals of social health security and its prerequisites
Healthcare providers:
Reluctant to strengthen public healthcare system as it might affect the revenue generated through private practice

	Bureaucracy
	Federal, provincial and local governments
Ministries (MoHP, MoF, Ministry of Federal Affairs and General Administration)
HIB
Legislative bodies
	Recruitment of enrolment assistants (EAs) by local governments [22]
Strengthening delivery of quality healthcare [41]
Services by provincial and local governments [42]
Enrolments and service expansion, ensure service quality [42]
Identification of poor households [25]
Overall execution and management of NHIP [22]
Formulation and amendment of standard operating procedure (SOP), guidelines, acts and regulations [6, 17, 22]
Autonomous role of HIB instead of being controlled by MoHP [43]
	Legal frameworks:
Endorsement of HIA in 2017 and HIR in 2019 [6, 22]
Legal frameworks and procedural documents envisioned by HIA and HIR are not formulated yet [25, 44]
Private practitioners within the premises of public hospitals:
No restriction to establishing pharmacy, lab or hospitals within/adjoining public hospitals
Degrading the quality of public health facilities (sometimes with intention) to secure the market of private practice
Institutional development:
HIB lacks a separate organizational and human resource structure as envisioned in HIA [6]
Staff under HIB are deputized from MoHP [19]
Programme implementation and expansion:
Expanded to all 77 districts and 745 (out of 753) local governments (except urban municipalities of Kathmandu and Lalitpur district) [25]
Poor household identification:
Accomplished in 26 districts [45]; however, it was heavily criticized
HIB planned to identify poor households in 12 additional districts in 2019/2020 but have not accomplished [47]
Claim and reimbursement system:
Delay in reimbursement of claims to the hospitals [42]
Manual and random process of claim review 
Limited human resources (about 20) [46]
Need to review more than 25,000 claims each day [47]
Excessive workload due to high volume of claims, limited workforce and manual process
High possibility of fraudulent claims from hospitals [48]

	Budgets
	Governmental leadership
MoF
MoHP
HIB
General public
	Resource allocation for NHIP [6]
Integrating fragmented health financing schemes [9]
The flexibility of ministerial leadership [49]
MoHP for delivering quality, equitable and accessible healthcare [50]
Organizational capacity of HIB for budgetary allocation and absorption [25]
Assurance of financial sustainability [25, 51]
Timely payment of annual premium [22]
	Service costing:
Service costing was revised (partially) in 2022 [52, 53]
Service contract with HIB:
440 service providers in 77 districts [54], and the majority (82.5%) are public health facilities
Some tertiary hospitals denied accreditation in NHIP
Stagnation of OOP expenditure:
High OOP expenditure (57.7%) [12] which has remained stagnant between 55% and 58% since 2009 [55, 56]
Fragmented health financing schemes:
Fragmentation of social health protection schemes like free healthcare, health insurance, conditional cash transfer and cost subsidization schemes under MoHP [9, 57]
Gaps in budget allocation versus expenditure:
More than one third of the allocated budget remains unspent [58–60]
Unspent resources are pooled back by the central treasury [61]
The practice of budget virement in other headings [49]
Collection and mobilization of funds:
The premium collected is deposited in the Health Insurance Fund (HIF) [6]
Procedural documents are still lacking to operationalize HIF [62]
The nonoperational amount in HIF doubled from NPR 1.4 billion to 2.8 billion between fiscal years 2019/2020 and 2020/2021 [63]
HIB has to depend on the federal budget while its fund (HIF) has remained  nonoperational [62]
No clear guidelines for provincial and local governments to contribute in HIF [62]
Doubtful financial sustainability:
Widening gap between premium collection and reimbursement over time [63]
Reimbursement exceeding the premium indicates possible threats to financial sustainability [51, 62, 64] 

	Leadership
	Ruling party
Opposition parties
	Leverage political commitments [49]
Facilitate a supportive political environment with strategies, institutions and structures [49]
	Strong political commitment:
Both ruling and opposition parties have a commitment to enrol citizens in NHIP [65, 66]
Poor actions towards fulfilling the commitments of health system strengthening:
Communist Party of Nepal (CPN) committed to establish a 25-bed hospital at a minimum in each 753 local government level [65]; however, only nine additional hospitals and five PHCCs were established during their tenure of 3.5 years [67],
was not increased in sanctioned positions for medical officers in the last 4 years [47]

	Beneficiaries
	General public and targeted population (female community health workers, leprosy, multidrug-resistant tuberculosis, people living with HIV, null disability, senior citizens or ultra-poor families)
	Regular enrolment and renewal [22]
Rational use of NHI services [22]
	Poor enrolment and higher drop-out:
Economically better-off households are more likely to enrol in NHIP [68]
5.66 million (21.35% population) have enrolled in NHIP [36]
Drop-out rate is about 25% [24]
An early study in 46 districts showed that the drop-out rate was more than 38% [69]
A study in Pokhara showed that more than a quarter (28.2%) of households dropped out from NHIP [70]
More than one third (33.6%) of active insured (39.5 million) belong to the targeted population, whose premium was paid by the government [25]
Major reasons behind drop-out were health service underutilization, poor healthcare services and inadequate benefit packages [25, 71]
A high proportion of drop-out and subsidy enrolment is a key challenge for the sustainability of NHIP [25, 51]
Low value for money:
Beneficiaries receiving suboptimal service quality [19, 42]
Service payment on the activity-based model rather than quality [4]
Insured are willing to renew their membership if service quality is improved [72–77] or they are made aware of the renewal process [70]

	External actors
	External development partners: (GIZ, KOICA-Nepal Health Insurance Support Project, Save the Children, ILO, etc.)
	Leverage technical expertise and financial resources
	Leveraging donors and learning replication:
KOICA-Nepal: Capacity-building of officials through international exposure visit [78]; technical assistance in development of e-learning package; preparation of mid-term and long-term strategy of HIB [24]
Save the Children: Expansion of NHIP [24]
GIZ: Development of SOP, guidelines, insurance management information system (IMIS), customize IMIS, training and orientation related to health insurance and open IMIS, international exposure visit to HIB/MoHP delegate, human resource support in information technology and claim system [24]
ILO: Actuarial analysis
Funding sustainability:
Funding through KOICA-Nepal and Save the Children have ended from 2021
No other new partners have supported NHIP
Technical assistance priority of EDPs:
Foreign, Commonwealth & Development Office/UK Aid fund in strengthening basic healthcare services (tax-funded)
GIZ and KOICA in social health insurance programme (German model or Korean model)




Interest groups
HIB must accredit HFs for NHIP services [22]. Hospitals have demonstrated different levels of interest in whether to seek accreditation by the NHIP. Accreditation of private hospitals could increase patient flow and ultimately revenue. Due to the information asymmetry of patients (regarding the procedure and cost of treatment), private hospitals tend to make longer hospital stays, prescribe unnecessary tests, and make fraudulent claims and sometimes even double claims (claims from both HIB and patient party) to maximize their profit [42]. If all listed medicines were available with NHIP service providers, the insuree would rarely visit private pharmacies [79]. Since the HIA restricts accreditation of private pharmacies for providing NHIP, they perceived a loss in their business. Recently, private pharmacies have requested that HIB lift such legal constraints. In contrast, some public hospitals have hesitated to obtain accreditation for NHIP services. Possible reasons for this reluctance were to avoid unwanted referral cases, low reimbursement rate offered by HIB (compared with the hospital’s own rate) and disallowance made by HIB against their claims [48].
HIB has adopted the average costing method to finalize the reimbursement rate. Initially, HIB discussed finalizing this rate with public and private hospitals. Although HIB partially revised the reimbursement rate in 2021, the detailed costing has not yet been started [52, 53].
The service providers opted to claim from NHIP if the reimbursement rate was higher than other vertical programmes. For instance, HIB reimburses NPR 18,000 (nearly 137 USD) for caesarean section delivery [52], while the Safe Delivery Incentive Program (SDIP) reimburses NPR 7000 (53 USD) for the same services [80]. Consequently, some facilities terminated their contract with SDIP (stopped SDIP services) and opted for the NHIP. Similarly, some hospitals providing specific services (e.g. cataract surgery and dialysis) are attracted to NHIP due to the high reimbursement rate offered by HIB compared to their rate.
HIB has authority to review and approve reimbursement of claims, but the hospitals have strong reservations against disallowances. For example, a report revealed that claims of NPR 260 million from B.P. Koirala Institute of Health Sciences (BPKIHS) and NPR 120 million from Tribhuvan University Teaching Hospital were not reimbursed by HIB on time [81]. As a result, many large hospitals (both public and private) have declared that they are pulling out of the NHIP, and accused HIB of failing to reimburse their claims on time [82]. Such temporary cessation of NHIP services has created mistrust among the insured, who doubt the programme’s sustainability.
Bureaucracy
HIB has extended federal, provincial and local networks. The federal-level organogram has different sections, the claim review and evaluation committee and dispute resolution committee [6]. There are provincial and district offices and coordination committees.
Local governments recruit enrolment assistants (EA) from each ward (catchment area) [22]. These EAs receive 3-day training and conduct home visits to explain the NHIP, enrol households and collect the premium [23]. The EAs are not salary-based staff but are incentivized with a commission (10% of the premium amount) [19]. Local stakeholders are engaged in enrolment, entry, premium collection and community awareness activities, while provincial and federal structures are involved in monitoring and quality assurance. Figure 3 shows the structure of HIB in line with the federalized health system.[image: ]
Fig. 3Schematic diagram of organogram of HIB (proposed) and health system of Nepal. Source: The authors (GNK and RBK), prepared using information from [22, 83, 84]


According to the HIA, HIB is an autonomous entity responsible for purchasing and managing NHIP services. But in reality, HIB is indirectly placed under the jurisdiction of the MoHP [19, 50]. For instance, MoHP nominates the board members of HIB, examines the balance sheet and approves the organization and management (O&M) structure. Earlier, for no reason, MoHP delayed in addressing the HIB proposal to approve the human resource structure and financial procedures. Furthermore, MoHP has authority to nominate (and terminate) the majority of HIB board members [6]. In addition, HIB requires coordination with other ministries exclusively through the MoHP channel [6]. Recently, MoHP opposed increasing the number of hospitals or health workforce (even after 6 years of NHIP implementation) [5, 50]. This evidence suggests that MoHP perceives HIB as one of its entities regardless of the autonomous status of HIB (at least on paper). This has ultimately affected the quality of services under NHIP.
As of March 2022, a total of 440 HFs had been recognized as accredited service providers for NHIP: 346 are first service points (FSPs), and the remaining 94 are referral hospitals [54]. The FSPs are the HFs that the insuree (must) select during the enrolment process. Only public facilities (hospitals or PHCCs) can act as FSPs. The insuree needs to visit the FSPs for general check-ups. These FSPs (only) can refer the patients to referral hospitals (both public and private) if required. The insuree can visit referral hospitals only in emergency or referral cases; however, they need to obtain prescribed referral slips from FSPs for any kind of referral services [6].
Inadequate human resource is another challenge for the implementation of NHIP. Although the programme has expanded throughout the country, except executive director of HIB, all positions are managed through temporary deployments where only 372 positions are filled [71]. Earlier, HIB called a public notice to fill the temporary positions; however, MoHP denied providing approval without further notice [42]. Thus, HIB has been unable to recruit its staff even after 6 years of initiation NHIP implementation.
The bureaucratic function within HIB depends on the three levels of government. The local governments have roles in the recruitment of EAs. The MoHP (via HIB) has their role in forwarding organizational structure to parliament for endorsement, HIB formulates standard operating procedure (SOP), guidelines and standards, while at the federal level, the legislative parliament (via MoHP) can amend the HIA and HIR, respectively. However, integrating the functions of each tier of government is still challenging.
Budgets
Figure 4 presents the allocation, disbursement, expenditure, and expenditure as a percentage of the disbursed budget for NHIP between fiscal years 2014/2015 and 2020/2021. In recent years, the disbursed amount has been lower than the allocation, while expenditure as a percentage of disbursement has increased.[image: ]
Fig. 4Allocation, disbursement and expenditure of NHIP budget in Nepal (2014/2015 to 2020/2021). Source: Prepared by the authors (GNK and RBK) using information from different documents [24, 58, 59, 86]


The federal government is a major source of financing for NHIP. Provincial and local governments can also make financial contributions to NHIP. However, the policy provisions for local and provincial governments are still inadequate [63]. Some local and provincial governments have allocated resources to NHIP; however, their financial contribution seems invisible due to poor reporting systems [19].
Poor budget absorption capacity is one of the major criticisms faced by NHIP. The allocated budget for NHIP increased from 2 billion to 7.5 billion between 2017/2018 and 2020/2021, while the disbursement was lower than the allocation. The expenditure as a percentage of total disbursement was below 90% until fiscal year 2019/2020 [26, 85], and increased to 98.2% in fiscal year 2020/2021 [58, 59]. The disbursement amount was only 56.2% of the allocated amount in fiscal year 2018/2019. HIA allowed to provide for subsides in premium for the ultra-poor; however, the authentic data and procedural documentation to enrol poor and marginalized populations are still lacking. Hence, HIB is unable to pay the allocated premium amount for the poor. The lack of procedural legal documents also affects budget expenditure. After the mid-fiscal year, allocated budgets are reclassed to other headings and reallocated in the heading of political interest (of leaders) through the budget virement process [26].
Fund pooling (including premium collection) occurs through different mechanisms. The federal government pays the premium for targeted populations, while provincial and local governments and some nongovernmental organizations also pay the premium for poor and marginalized people [19]. The providers claim the expenses through the insurance management information system (IMIS) and are later reimbursed after necessary verification from HIB.
Figure 5 presents the analysis of premiums and reimbursement under NHIP between 2017/2018 and 2020/2021. During this period, the proportion of premium relative to the total reimbursement gradually decreased from 78% to 46%. These figures indicate that the amount reimbursed has outweighed the collected premium. NHIP was designed with the aim that the premium would cover healthcare expenditures. However, the trend of reimbursement versus premium indicates that NHIP has to rely on external resources to reimburse the claims. Such outpacing will increase the liability to the federal government, which would ultimately affect the programme's sustainability. This challenge would be exacerbated with the increase in service coverage.[image: ]
Fig. 5Reimbursement versus premium of health insurance programme in Nepal. Source: Prepared using information from [62–64, 87]


Leadership
Over the past three decades, Nepal has observed several political reforms and changes in the international paradigm of health service provision. Based on the thrust of primary healthcare, the National Health Policy (1991) provided policy provisions to establish HPs in each village. The MoHP later implemented free healthcare in 2006 and the NHIP in 2016 [17]. These policy and programme milestones demonstrated the political vision translated into actions to improve access to health services [88].
Figure 6 shows the policy trajectory in the past two decades in line with political ideology and political leadership in the development of the health insurance programme of Nepal [22, 25, 89]. Since 2000, Nepal has gone through several coalition governments with differing political ideologies on the healthcare system. In several instances, the prime minister and the health minister were from different political parties. But surprisingly, there was no ideological difference between political parties regarding the NHIP. Thus, the parliament unanimously endorsed the HIA, that allowed the Ministry of Finance (MoF) to release the fund for NHIP [19].[image: ]
Fig. 6Political leadership in the development of NHIP in Nepal. Source: The authors (GNK and RBK), prepared based on available literature [22, 25, 89]


In the federal election of 2017, major political parties (Nepali Congress and Communist Party of Nepal [CPN]) committed (through the election manifesto) to expanding NHIP [65, 66]. In the local election of 2022, two major political parties (Nepali Congress and CPN-Unified Marxist–Leninist [UML]) committed to paying the premium amount for the targeted population [90, 91]. Although there were no ideological differences between the political parties regarding NHIP, there is unhealthy competition between them for claiming credit. Such assertions were evident in the discussion on the Health Insurance Bill at the Federal Parliament, where most of the parliamentary members claimed that the bills would not have been endorsed without their contribution [92].
Although the divergent interests or manipulations towards the NHIP are not vividly observed, it is still doubtful whether the political leadership have clearly understood the concept and relevance, and the subtle difference between BHS and NHIP. For instance, in the budget speech of 2018/2019, the finance minister stated that their government had aimed to expand NHIP to ensure universal coverage of BHS [93], which was a fundamentally incorrect understanding.
The CPN government in 2017 had committed to establishing a 25-bed hospital in each municipality [65]. However, only 14 HFs (nine hospitals and five PHCCs) were established during their tenure of 3.5 years [94]. The same government laid the foundation stone for 309 hospitals. Surprisingly, these public ceremonies were undertaken without adequate preparatory work such as identification of strategic locations, land acquisition or land pooling, or allocation of adequate financial resources. This suggests that the foundation stone ceremony is a political stunt for claiming credit in the future rather than for reforming the health system [95].
Beneficiaries
Figure 7 presents the dimensions of NHIP (population, services and financial protection). Family is the unit of enrolment in NHIP. The minimum premium for a family (of up to five members) is NPR 3500, and an additional NPR 700 for each additional member. The benefit package is up to NPR 100,000 for a family and NPR 20,000 for each additional member. The package includes 1133 types of medicines [24].[image: ]
Fig. 7Features of the health insurance programme in Nepal. Source: Prepared by the authors (GNK and RBK), adapted and modified using information from [6, 22, 51]


As of March 2022, the health insurance policy was active among 74.5% of the total insured population, while more than 1.35 million (25.5% of the insured population) dropped out of the NHIP [25, 69, 70]. The targeted population constituted about 1.33 million insured, which was about one third (33.65%) of the active insured population. In addition, about 2.61 million people enrolled in NHIP by paying the premium (less than 50% of the total insured population) [25]. These figures indicate that few people have enrolled in NHIP through self-payment.
Figure 8 shows active enrolment and service utilization rates. It shows that more than a quarter of the insured population have utilized NHIP services in recent years.[image: ]
Fig. 8Active enrolment (numbers) versus rate of health services utilization among insured populations in NHIP in Nepal. Source: Prepared by the authors (GNK and RBK), adapted from [51]


Evidence shows that more than 95% of the targeted populations renewed in time if the government paid their premium [48]. In contrast, people tended to drop out of services if they had to pay the premium themselves [48]. Reasons for high drop-out included failure to meet the needs of health insurance services, poor/unsatisfactory experience of care in the past and inadequate benefit packages [25, 71]. The HIA envisioned that the formal sector, corporations (companies, private firms, or cooperatives or similar institutions) and migrant workers and their families would enrol in NHIP [6]. However, there was a lack of clear procedural guidelines, attractive benefits packages, accessible service sites, efficiency in service provision and satisfactory care experience. A media report revealed sick populations, and those needing long-term medical or healthcare services were more interested in enrolling/renewing the insurance policy [48].
External actors
EDPs have leveraged technical expertise and financial resources in the design, implementation, research, evaluation or policy formulation of the NHIP. For example, the government of the Republic of Korea has supported capacity-building of government officials through Official Development Assistance (ODA) [78]. The German government-supported Agency for International Cooperation (GIZ) has provided technical assistance in IMIS [24]. Earlier, both GIZ and the Korea International Cooperation Agency (KOICA) supported the early rollout and design of the package. They supported the claim management system by providing technical experts including pharmacists, microbiologists and medical officers. GIZ also conducted training on the SOP of the enrolment process, IMIS and health financing. Save the Children supported district-level programme expansion [24]. The International Labour Organization (ILO) supported the actuarial study and capacity-building of HIB staff. However, an extension of technical assistance from EDPs seems volatile after 2021 [96].
Different programmatic ideas have influenced the design of NHIP. For example, GIZ and KOICA primarily advocated a social health insurance model (individual contribution to health through premiums). Their influence was visible in the endorsement of HIA and HIR and the implementation of NHIP during the initial phase. The NHIP provides service beyond the BHS package at an affordable cost through social health protection which is influenced by the German or Korean health insurance model [97]. In contrast, the United Kingdom-funded Nepal Health Sector Programme (NHSP) aims to support the Nepal health sector strategy, including expanding BHS. BHS is a tax-funded programme that resembles the United Kingdom’s National Health Service (NHS) [98]. Anecdotal evidence suggests the government leadership is unclear on the design of these two approaches in the context of heavy reliance on external funding for programmes. External support is crucial to implement NHIP in the context where the informal sector's contribution (62.2% of the total) to the national economy in Nepal [99].
Discussion
In this study, we sought to document the political economy consideration surrounding NHIP. Findings demonstrate how important political engagement and stakeholder interests are to the formulation and execution of public policy. The NHIP was implemented to protect citizens' right to receive quality healthcare, provide financial protection and improve healthcare-seeking behaviour [6]. However, NHIP has faced organizational and systemic challenges at the policy and implementation levels associated with different political economy factors and interests of stakeholders. Specifically, challenges influencing NHIP included (1) interest groups (e.g. inadequate or delayed reimbursement, hospitals pulling out of NHIP); (2) bureaucracy (hegemony of MoHP over HIB, inadequate staff, and delay of approval of organogram of HIB); (3) budgetary (reimbursement amount has outweighed the collected premium); (4) leadership (political commitments but weak translation into actions to reform the health system, considering poor return on investment [ROI], leaders’ intention for privatization of social health insurance); (5) beneficiaries (compromised quality of healthcare or lack of services when needed, resulting in a high drop-out rate, low interest in renewing the policy by paying the premium themselves); and (6) external actors (technical support in policy design and limited technical support in implementation).
Interest groups: multiple groups and interests
Several interest groups have been involved in the NHIP. For instance, manual claim review process and delays in claims and reimbursements have possible risks associated with fraudulent claims. About 20 staff are working in the claim review section of HIB where incoming review claims are at least 25,000–30,000 daily [47, 48]. To address the delay in claims and reimbursement, HIB has requested that service providers submit claims within 7 days of treatment [47]. However, this has not been followed strictly because of the opposition from service providers regarding such deadlines [42]. Sometimes the service providers intentionally procrastinate in making claims, and such claims accumulate. In addition, the claim officials cannot verify the claims in detail due to the manual process [47]. As a result, the HIB is unable to detect possible fraudulent claims. Out of NPR 5.11 billion in claims made between September 2020 and June 2021, NPR 282.2 million (5.5% of the total claim amount) was fraudulent [24].
Second, there are policy loopholes in the HIA which indirectly force HIB to purchase suboptimal quality healthcare. For instance, MoHP has the authority to nominate HIB board members. Such members are unable to make any decisions against the interests of MoHP. According to the HIB accreditation guidelines, a minimum service standard (MSS) score of 60% is required for a hospital to be accredited with HIB [37]. However, the dominance of MoHP has hindered HIB in compliance with accreditation guidelines. A government report suggests that less than one third (30%) of public hospitals met minimum requirements [80].
Third, NHIP has been a significant opportunity for private hospitals. The private hospitals act as referral facilities, consequently increasing their revenue (by increasing bed occupancy). In addition, the bed occupancy rate is considered an indicator of seat allocation for medical education in medical colleges [100].
Fourth, the analysis of the top 10 service beneficiaries of NHIP revealed the following (from highest to lowest): essential hypertension, unknown cause of morbidity, abdominal and pelvic pain, non-insulin-dependent diabetes mellitus, disorders of refraction and accommodation, chronic obstructive pulmonary disease, gastritis and duodenitis, and dorsalgia and dental caries [25]. This indicates adverse selection, where people with chronic illness are more attracted to NHIP services [19]. Furthermore, insurees utilize the services (without illness) just because they have health insurance, which indicates the possibility of moral hazard [51]. Such characterization of a moral hazard might be due to the lack of a co-payment provision. Additionally, the provision of cost-sharing (15% in medicines and 25% in breaching referral criteria) in NHIP was removed within 2 years due to beneficiaries’ demand and to reduce the administrative workload of HIB [16]. Our findings were consistent with the studies Ghana [101], Ethiopia [102] and Zambia [103], which reported an increase in healthcare utilization after the implementation of health insurance.
The cost-sharing mechanism in health insurance is a highly debated political agenda [104]. Nepal is not an exception to politicization of cost-sharing in healthcare. The scrapping of co-payment provisions might have resulted in a moral hazard. Co-insurance or co-payment can avoid such behaviour of moral hazard by controlling unnecessary use of services [105].
Bureaucracy: politics between provider and the purchaser
Recruitment, retention and management of human resources are vital for effective functioning of HIB. First, the HIB lacks a separate human resource structure and is compelled to implement NHIP by limited staff with inadequate implementation capacity and skills. Frequent turnover of temporary staff and EAs was found. Currently, HIB has been operating through temporary secondment staff from MoHP. Consequently, several associated implementation challenges include temporary recruitment of staff under HIB, and termination of such staff anytime [19]. Furthermore, a high drop-out rate of EAs and their passiveness are other enrolment issues [106].
Second, the inspection of quality healthcare is vital for an increase in service coverage. Limited staff influenced the claim reimbursement process with an increased workload in daily administration. Service providers often complain that the HIB reimburses with undue delay or disallowance [38]. Thus, the claim reimbursement section has been unable to perform its activities (e.g. reviewing the benefits package, service costing and timely disbursement) [19]. Consequently, HIB has been unable to inspect and regulate healthcare quality of service providers as provisioned in the HIA [19].
Third, the role of MoHP is hegemonic over HIB, including reliance on daily administrative stuff and coordination with other ministries [6]. For example, HIB requires MoHP’s approval for a permanent organizational structure, although HIB is a legally autonomous body. Recently, HIB submitted the O&M proposal to MoHP for approval, which has not been approved, with no reason given [36]. Such intentional delays impede the effective implementation of NHIP. This “hegemony of providers” over the purchaser has resulted in a fragile relationship between these two institutions [85]. Therefore, experts suspect that a compulsory working arrangement of HIB under MoHP could be detrimental to effective implementation [50].
Major bottlenecks associated with poor expenditure of the allocated budget include a long and bureaucratic procurement processes, inadequate procedural documents (laws and guidelines) and intentional disinterest of staff members. The unspent budget is reclassed in another heading with the vested interests of budgetary authorities [26]. Such budget virement is an example of poor accountability and financial discipline [49]. Thus, the politics of allocating sufficient resources to health insurance has helped leaders politicize the agenda and later allocate the resources based on their interests. The government allocates budgets annually for impoverished households to provide 100% subsidies in premium payment, but it has not yet endorsed any legal documents to identify poor households [25]. Without records of poor households or the procedural documents for identification, political leadership and the bureaucratic system have yet to prepare to provide benefits and entitlements to most marginalized populations [25]. Although HIA and HIR have envisioned different committees at three levels of government, the lack of procedural documents makes them unfunctional [51]. Additionally, SOP to enrol the formal sector has not yet been endorsed [107].
Budgets: fragmentation, duplication, poor absorption of budgets
Nepal has fragmented health financing schemes and management structures. The vertical publicly funded programmes (e.g. BHS, free healthcare package, safe motherhood programme and impoverished citizens’ service for eight chronic diseases) are managed through federal health budgets [9]. Additionally, there are different health insurance schemes, including NHIP. Before NHIP, there were other, small-scale health insurance programmes (community health insurance, private insurance [voluntary] and insurance for employees of private enterprises) covering a small population. The SSF and EPF also provide health insurance services which cover selected populations working in the formal sector [9].
There are duplications among the packages offered by different health insurance schemes. For instance, SSF, endorsed in 2019, includes sickness schemes covering all inpatient and outpatient treatment in government hospitals [108]. Similarly, the EPF scheme (endorsed in 2020) provides its contributors with a maximum benefits package of up to NPR 100,000 in a fiscal year [39]. Both these benefit packages were endorsed after the implementation of NHIP, and resemble that of NHIP. Such fragmentation of resources and duplication of schemes can reduce the effectiveness of risk redistribution [9]. All these fragmented schemes need to be integrated into a single pool; however, some resistance might arise. Employees and contributors insured through SSF or EPF might show reluctance to enrol in NHIP. The mandatory provision to obtain referral slips from FSPs might trigger such unwillingness.
NHIP reimburses NPR 200 for each outpatient department (OPD) visit in PHCCs, while OPD service in PHCCs is free for those who are not enrolled [80, 109]. Public HFs should provide free BHS; however, HIB has reimbursed more than NPR 2.4 million for comprehensive abortion and post-abortion care services under BHS [61, 110]. This indicates that fragmentation in healthcare financing, duplication of resources and the variation in reimbursement amount between vertical schemes and the NHIP. Such fragmented financing cannot create the larger pool of funds to address the financial hardship. Thus, a single health insurance fund (HIF) to pool different social protection schemes, vertical programmes and public funding of healthcare programmes is needed to reduce healthcare disparity and provide optimal quality healthcare for all.
The reimbursement amount outpacing the collected premium amounts in previous years has signalled a red alarm for financial sustainability [63, 87]. Adverse selection of sick and older people during enrolment and the disinterest of the apparently healthy population in enrolling or renewing the NHIP policy might have created a mismatch. Insurers want to utilize services because they have insurance and demand (sometimes unwanted) prescriptions, referrals and medical tests from FSPs. Some FSPs often refer the patients based on patients’ demand (FSPs receive at least NPR 200 per patient as reimbursement for each OPD visit) rather than providing services which may have led to additional financial burdens [111]. Therefore, special interventions to attract healthy populations and an increase in the renewal of memberships are equally important.
HIB still lacks procedural documents to mobilize the HIF. Thus, more than NPR 6.57 billion that was collected through premium contributions has remained dormant in the bank account [63]. Consequently, HIB must rely on federal sources for its daily operation. Because of this dependence, officials in the MoF are dubious about NHIP. Recently, in an annual budget speech, the government announced the privatization of NHIP. The political leadership might have been interested in privatizing the NHIP after the experience of huge financial liability to reimburse the claims compared to poor ROI. However, the announcement was rescinded after public criticism that privatization could limit the affordability of healthcare among underserved communities who cannot access private and expensive hospitals [112].
Leadership: high political commitments but missing accountability
NHIP has become a political agenda, with support and commitments from all the major political parties. The Constitution of Nepal (2015) envisioned three tiers of government to formulate necessary legislation, policies or regulations [17]. But strengthening the NHIP from provincial and local level governments is still insufficient. The political leadership have often demonstrated short-sightedness, poor accountability and unhealthy practice to gain political credit.
The previous experience and associated political benefits of the cash-transfer programme might have influenced unhealthy credit claims in NHIP. For instance, the CPN-UML-led government in 1994 provided NPR 100 for the elderly population, which became widely popular and is still helpful for cash votes even after three decades [113]. The governmental announcement (laying the foundation stones) to establish 309 hospitals without ensuring adequate financial resources indicates that political leadership is not adequately prepared to translate their political agendas into actions. Rather, they tend to make popular decisions (without logic and adequate preparation) to gain political benefits [114].
One such irrational announcement in NHIP was seen in setting the enrolment targets. The government had aimed to enrol 100% of the population in NHIP by 2022; however, only 21.4% had enrolled by mid-2022 [25, 26]. Those targets were ambitious and were set without adequate inputs in infrastructure, equipment and human resources [65]. The target was later revised to 40% of the population by 2021 [85] and 50% by 2022 [95]. The revised targets are more realistic than the previous ones; however, increasing the enrolment from 21.4% to 50% in less than a year is still highly ambitious [26].
Beneficiary: obligation of receiving suboptimal quality health services
Poor availability of services, medicine, equipment or human resource resulted in poor uptake of quality healthcare services among insurees [42]. Reasons for poor quality might be associated with inadequate facility readiness and service availability to implement the NHIP. Many HFs accredited for NHIP face challenges such as the unavailability and readiness of health workers, medicine, infrastructure and equipment [10, 41, 94]. Compromised healthcare quality ultimately led to high drop-out from NHIP [71]. A recent study conducted by HIB reported that more than 40% of complaints were related to service quality and medicines [42]. The insuree had to purchase (full or partial) prescribed medicine or diagnostic services at high costs, although it is included in the benefits package of NHIP [42]. Other grievances included long waiting times, hectic administrative processes [60] and perceived ill behaviour from service providers [42]. On the other hand, people were willing to enrol or renew the services if the quality was improved [20, 71–74, 115].
Inadequate support from doctors and hospitals directly affects the quality of NHIP services. Doctors usually prescribe brand names, which are sometimes unavailable in hospital pharmacies. They prescribe such brand names to obtain financial incentives from pharmaceutical companies. Thus, the insuree are forced to purchase the medicine from private pharmacies.
Many FSPs (usually PHCCs) often act as institutions to issue referral slips [42]. Some FSPs refer patients without providing basic treatment from their level [116], but are unable to fulfil the referral process (issuing referral forms in a given format) [22]. The referral hospitals demand (specific) referral slips issued by the FSPs during each visit. Patients who need multiple visits face several issues due to such requirements [42]. Consequently, many insuree are deprived of referral services and deny renewing their policy. The decision to enrol or renew the policy is related to clients’ satisfaction and their perception that their expectations are fulfilled [71, 75–77, 117]. Therefore, HIB should focus more on the insuree than the service providers [118]. This includes improving the quality of healthcare by revamping the healthcare system.
External actors: priority and confusion on the model of health financing
Broadly, two categories of EDPs support Nepal’s healthcare financing. First, most EDPs (United States Agency for International Development, United Kingdom’s UK Aid programme, and multilateral agencies) support strengthening the healthcare system by focusing on tax-funded BHS programmes [9]. Funding for BHS from EDPs is channelled through earmarked and sometimes off-budgetary sources. Second, some EDPs (e.g., GIZ, KOICA) support NHIP which is underpinned by the principle of social protection. Under NHIP, revenue sources are member contributions and tax funds (e.g. annual block grants directed to the HIF to subsidize premiums for targeted populations and administrative expenses). Fundamentally, with the tension between the funding support of two different healthcare financial models, there has been confusion among policy-makers. A few EDPs support the NHIP and have minimal technical and financial assistance. The long-term sustainability of NHIP requires leveraging donor agencies' financial and technical expertise [119]. A sector-wide approach has envisioned channelling funds into a common basket which can strengthen the national health system, including NHIP [120].
Significance of policy and programmes
There are several policy and programmatic recommendations for improving the NHIP. The federal government must introduce separate laws and policies or amend the existing legal provisions to effectively implement NHIP. Firstly, the provision to select FSPs and the mandatory provision to visit FSPs needs to be removed through legal amendments. The mandatory provision for visiting FSPs for general check-up has limited access to NHIP services. Removing such provision can increase access to seeking NHIP services. Secondly, endorsement of different SOPs and guidelines is essential to enrol people in NHIP. Likewise, the benefits package needs to be increased to attract a greater proportion of the population. The renewal rate can be increased through the provision of cost subsides (e.g. gradual top-up/increase in benefit package or subsides in the next annual premium) for those who did not utilize NHIP services throughout the year. Thirdly, implementing a standard medical treatment protocol (SMTP) can be a strategy to control over-prescription. HIB can vet the claims against the SMTP to detect irrational treatment [50]. Fourthly, HIB can use information technology systems (online biometric enrolment, biometric verification at service points, automating electronic claims) to detect fraudulent claims. Integrating electronic medical records and SMTPs in the IMIS platform can enable efficient claim management system [50]. These actions can help to enhance transparency and accountability [121], strengthen robust monitoring systems and reduce administrative workloads [122]. The fifth potential strategy is reintroducing the co-payment system. However, such provision can be exempted for poor and targeted populations. The reintroduction of co-payment can control unnecessary demand/utilization of NHIP services [36].
Sixth, strategic purchasing can offer another approach to strengthen the provider–purchaser split, which can also balance autonomy and accountability. This requires the integration of fragmented health financing schemes into a single pool. HIB needs adequate purchasing power to ensure efficient healthcare service delivery [123]. However, only strong political will, administrative readiness and a highly motivated bureaucratic system can ensure an efficient institutional mechanism. A legal amendment to establish an independent third-party authority (TPA) might be essential to strengthen the provider–purchaser split, which can manage the claim reimbursement process [4]. The TPA can link purchasers and service providers in the claim review process [124]. Consequently, HIB can focus on regulating the quality of healthcare provided by service providers. The effectiveness of TPA in managing health insurance has been reported in other countries like India [125] and Kenya [126].
Finally, HIB has envisioned a supportive role from the provincial and local governments. But their ownership is still inadequate. The health insurance coordination committees at the provincial and local levels are not sufficiently functional to accomplish their expected roles as envisioned in the HIA [25]. Some provincial and local governments have started to enrol people in the NHIP; however, there are numerous opportunities to do more on policy and insurance programme implementation [19, 25]. Local governments can support in the identification of poor households, which are estimated to be almost a quarter of the total population [127]. The media and civil society had heavily criticized the process adopted in identifying the poor households after influential community people captured the subsidies in the name of the poor [45]. Local governments can use a participatory rural appraisal approach to identify poor families, which was practised in Indonesia [128], Ghana [129], India [130] and Latin America [131]. Local governments can contribute premium amounts for extremely poor people [25]. They can also conduct demand-generating activities (raising awareness, strengthening trust, motivating enrolment and renewal), procurement (essential medicine, equipment and logistics), accountability regulatory mechanisms, and tracking of progress [132]. However, anecdotal evidence suggests that local governments are sometimes reluctant to conduct demand-generating activities at the community level. They anticipate a possible threat of “boomerang” after mass enrolment in the NHIP if they cannot provide quality healthcare. The inability to provide quality healthcare even after prepayment of premiums can backfire on local government leadership [19]. Establishing local hospitals (at least one) in each municipality is vital to ensure the availability of NHIP services at the local level. The local government can recruit medical officers, establish pharmacy and lab facilities to obtain accreditation for the NHIP. Figure 9 presents possible strategies for authorities and stakeholders to strengthen the NHIP in Nepal.[image: ]
Fig. 9Possible strategies for strengthening NHIP and programme performance


Strengths and limitations
This is the first review of the NHIP of Nepal conducted using secondary data from several sources and explained using a political economy of health as a guiding framework. Findings were also validated by experts working in the arena of concern. From a methodological perspective, this study can provide insights into how literature review and expert opinion can be integrated to obtain a big picture of the problem. This study has some limitations. We could not include the direct voice of beneficiaries and stakeholders of NHIP. However, this study provided a comprehensive overview of Nepal's health insurance programme. Primary studies can address specific interest groups or stakeholders of Nepal’s health insurance programme. This qualitative synthesis of available evidence included a wide range of studies, reports and mostly grey literature on NHIP. Having some evidence is better than having no evidence. Therefore, the findings of this review provide insights for future research on the policy and implementation of health insurance programmes in Nepal and countries with similar socioeconomic status and health systems.
Conclusions
Despite enabling policy environment for the health insurance programme, the NHIP has not shown promising results. Several organizational and systematic challenges have hindered the policy implementation and service coverage, linked with many interest groups/stakeholders. Programme performance can be strengthened using multiple reform strategies. Firstly, bureaucratic reforms like digitalization of claims and reimbursement (development of apps), endorsement of the organizational structure of HIB, recruitment of HIB staff, development of a robust information management system and digital technology could help maximize the information system efficiency. Secondly, reforming service delivery by increasing benefit packages and tripartite agreements for accreditation of HFs to ensure quality healthcare delivery would be helpful. Additionally, enrolment under NHIP needs to be made universal, whether working in formal or informal sectors. The provision of compulsory enrolment in the programme and health services beyond BHS packages could balance the demand and supply of services, including trust-building between providers and patients. Thirdly, revision of the financial model is vital, including introduction of a cost-sharing/co-payment model. Cost standardization and increased service delivery platforms can improve the supply of health services, resulting in easy access. The government should consolidate the fragmented financial schemes and mainstream them to make a single payment system to avoid duplication.
Furthermore, a robust financial monitoring system can be introduced to monitor the budget flow. Finally, leveraging technical expertise and financial resources on NHIP would aid in uniformity in the modality of NHIP operation, maximizing its benefits. NHIP was an important breakthrough in reducing OOPs and improving access to quality health services to realize UHC. Achieving improved NHIP programme performance and improved access to insurance programmes requires high public commitment and accountability from the political and bureaucratic spheres.
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L] Additional NPR 100,000 for elderly the treatment related to burns’
population seriously disabled, cleft palate

e Additional NPR 100,000 for cancer, e Artificial insemination
heart disease, kidney disease, o Dental services except dental
head injury, spinal injury, sickle cell extraction or abscess in the jaws and
anaemia, parkinsonism, and primary management of dental trauma
Alzheimer’s disease

A

A 4

Which services are included?

e All preventive, promotive,
curative (outpatient,
inpatient, emergency,
surgery, medicines, medical
aid equipment), diagnostic

Population: Who is Covered

e Every Citizen, family and dependents of
employee working in institutions
Governmental employees

Migrant workers and their families
Those working in non-formal sectors and rehabilitative.

Subsides to senior citizen, Female community s Ambulance smvice Mmasdmim
health volunteers, null disability, ultra-poor and up to NPR 2000 for
households with specified health condition emergency services
(HIV/AIDS, leprosy, Multidrug-Resistant
Tuberculosis.
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