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and clinical effectiveness; consequent lack of consumer satisfaction; and lack of long term financial sustainability. The above figure summarizes the key 
challenges that need to be addressed by the Healthcare industry in Egypt and it is clear that the Healthcare Management sector can play a role in 
addressing those challenges.
As an integral part of the Healthcare system in Egypt the “Healthcare Management” sector faces serious challenges but also has very promising 
opportunities and has demonstrated ability to live up to its potential. The strategy needed to address those challenges will require new levels of 
accountability, tough decisions, and collaborative hard work on the part of all stakeholders.  This can be achieved through Healthcare Industry 
Convergence. Specifically, we strongly recommend:  
Healthcare providers expand their current focus on episodic, acute care to encompass the enhanced management of chronic diseases and the life-long 
prediction and prevention of illness.
Healthcare Management Companies/Insurers help consumers remain healthy and get more value from the healthcare system and assist care delivery 
organizations and clinicians in delivering higher value healthcare.
Suppliers work collaboratively with care delivery organizations, clinicians, and patients to produce products that improve outcomes or provide 
equivalent outcomes at lower costs.
Governments address the un-sustainability of the current system by providing the leadership and political will power needed to remove obstacles, 
encourage innovation, and guide their nations to sustainable solutions.  
Consumers assume personal responsibility for their health and for maximizing the value they receive from a transformed healthcare system.
The Private Healthcare Management sector should be ready to deal with the anticipated growth in the overall healthcare industry in Egypt. In the period 
from 2004 to 2007 the sector already had an average growth by 30% in the number of subscribers and 46% in paid premiums. This growth is expected 
to continue driven by multiple factors including; population growth, population aging, consumer search for higher quality, increased awareness of 
healthcare coverage, and employers use of healthcare benefits as a recruitment and retention tool for high caliber employees.
The main natural driver for this growth is demographic changes that are reshaping the Egyptian population pyramid. Simply stated, Egyptians are living 
longer. The number of people in the highest two age brackets (45 to 60 years old and 60 years and above) increased between 1996 and 2006 from 
9,607,098 Million to 14,532,096 (from 16% of the total population to 20%). This represents 51% increase in 10 years for the most significant age group 
for the Healthcare Management industry in comparison to the 22% increase for the overall population. The following figure indicates the population 
structure changes from 1990 to 2020.
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This project was commissioned to study the Private Healthcare Management sector in Egypt to develop a clear strategy to increase the sector 

competitiveness and attractiveness for future investments.

The strategy development process included the following four major steps:

1) The local sector assessment,

2) The detailed benchmarking of 4 countries,

3) The strategy framework development, and

4) The detailed action plan for strategy execution
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It is expected that the implementation of the defined 5 Strategy Pillars will lead to return in the form of the following:

1. Operational Cost Reduction: due to the implementation of ICT solutions and infrastructure, the enactment of new management systems for CRM 

and Disease Management, and staff development and capacity building

2. FDI Attraction: The enhanced regulatory framework and overall business environment for the sector combined with active FDI attraction campaign 

will lead to the introduction of 7 new regional and international players in the  market over 3 years

3. Employment Creation:  With the anticipated growth in existing firms to cope with the growing demand and the establishment of new companies due

to FDI, at least 1000 new jobs can be created over 3 years

4. Sector Competitiveness Improvement: As the customers and healthcare providers realize the value-adding effect of the Healthcare Management 

companies in the overall healthcare industry, the efficiency and effectiveness of the sector increases and economies of scale as well as economies of 

scope helps in providing good return on the investments made.

For a 3-year Total Investments of $ 9,350,000 in implementing the proposed sector strategy, a return of $21,650,000 is anticipated. This means that for 

each $1 spent on the sector development benefits in the magnitude of $2.32 can be generated

This means that the total ROI = 132%... this represents an average annual ROI of 44%

Finally, some useful resources are included in the report annexes as sample documents for futures use, such as a unified claim form, a standard 

healthcare management services agreement, a code of conduct for private healthcare management companies, a healthcare management services 

buyers guide, and a code of practice for healthcare management companies/providers agreement negotiations.



           pg. 15

nnex 8 – Subscriber Survey for non-buyers of Health Insurance

The private healthcare management industry in Egypt is a relatively new format of business. It started with a mix of very diverse models ranging from small 

business units within traditional insurance companies to multinational players. The industry witnessed reasonable growth over the years and is gaining a 

good momentum as the winds-of-change sweep the Egyptian Healthcare landscape. 

This project was drafted between the leadership of the Private Health Management Companies (represented by the branch in the Federation of Egyptian 

Industries) and the Industrial Modernization Center (CHAMBER) to formulate a Market Strategy to support the development of the sector.

   Figure 1

The project was structured in 4 modules (see Figure 1):

1) A detailed assessment of the local market

2) A benchmarking study of 4 foreign markets

3) A SWOT analysis of the sector

4) A Development Strategy with an action plan

1. Scope of Work
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The health system in Egypt is dynamic and involves great complexity which incorporates both the public and private sectors of the health insurance market. In 

all developed and developing nations, the public sector of health insurance seeks out a system that will incorporate a method to optimize healthcare services, 

decrease the financials means needed, and maintain a comprehensive approach to the needs of the population. 

A lot of times, an attempt to achieve all of these objectives cannot be attained without the complimentary aid of the private sector. The private sector in health 

insurance enables the population of a country to receive healthcare services without the direct involvement of the government. Often times, these services are 

higher in quality and the access to such care is much more feasible and obtainable. This is especially true in countries with a large population of individuals, 

such as Egypt, where the government’s attempts to provide quality healthcare to all of its citizens may only be possible by relying on the complimentary 

components of the private healthcare system. The population of Egypt has reached 78M and the growth rate is about 1.8M for the Egyptian population. The 

capability of the government alone to be able to offer healthcare services to 78M individuals in a timely and efficient manner is quite tedious and most likely 

unattainable. The lack of government resources and most importantly, funds are a few of the main reasons that healthcare costs and supplies must be 

attainable through another provider, mainly, the private sector. Growth in population between 2000 and 2020 in Egypt is projected to add 34%, and the aging 

factor (increase in cost per capita) to add another 24% to total health spending (at total of 58% increase). This translates to an average annual growth rate in 

health spending of 2.9 percent in real terms. Since this estimate is based on the assumption of constant medical technology and cost structure, it represents 

the lower boundary of the projected health expenditure growth rate.

2. Introduction
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Figure 2

Currently, 48% of the Egyptian population that is covered through the 

health insurance system which leaves the remainder 52% of the 

population not covered. The majority of this funding comes from the 

Ministry of Finance, which supplies its funds to various other 

institutions such as the Ministry of Education or the Ministry of Health 

and Population. However, the healthcare expenditure per GDP is quite 

low in Egypt and therefore allows for a gap in adequate healthcare 

funding.

Figure 3

Although the planned investments in the healthcare sector are 

estimated to be about LE 28.4 billion from 2007 to 2012, the Ministry of 

Health and Population only accounts for LE 10 billion. The private, out-

of-pocket, spending on health expenditures accounted for over 60% of 

all health expenditure in Egypt. 
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Figure 4

Financing Intermediaries Y2004 Y2005 Y2006 Y2007 Y2008 Y2009 Percent 

Government budget (a) 7.927 10.230 10.500 12.660 17.030 18.140 29.5

of which special treatment at the expense of the state (b) 1.323 1.699 1.744 2.103 2.829 3.013 4.9

Social Insurance (PAHI) (a) 2.020 2.601 2.669 3.219 4.330 4.612 7.5

Household (direct out of pocket) (c) 16.703 21.570 22.139 26.693 35.907 38.248 62.2

Private Insurance (d) 0.169 0.208 0.214 0.257 0.346 0.369 0.6

Others (a) 0.054 0.069 0.071 0.086 0.115 0.123 0.2

Total 26.873 34.678 35.593 42.915 57.729 61.492 100.0

2004-2007 Data is Reported 

2008 Data is Estimated 

2009 Data is Forecasted 

This leads to the conclusion that there is a considerable amount of people spending money out-of-pocket for health expenditure. There are only 1.2M people 

covered by private health insurance, which only amounts to 1.5% of the population. This gap between out-of-pocket spending and insured individuals implies

that a vast amount of the population are not covered by insurance, yet are willing, and in fact are spending money on health care costs. Also, there are a large 

number of people that do not have health insurance at all implying an immature market that has lots of room for development. 
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In order to gain a better concept of the trials, tribulations, and accomplishments of the Egyptian private healthcare management sector, a qualitative and 

quantitative analysis of the market and its players have been compiled. In-depth interviews with local market players such as healthcare management 

companies, hospitals, radiology centers, pharmacies, and labs have been compiled to better understand the healthcare system from the perspective of the 

payers and service providers. Each interview was tailored to accommodate the individual provider and to acquire a sense of the struggles and challenges that 

are faced by that particular division of the healthcare market. Knowledge and awareness of the local market will allow for the proper integration of Egypt into 

the international standard of healthcare management policies and procedures. The seamless transition from local methodologies to those of international 

benchmarks will advance the quality of care, expand healthcare investments, and maintain an efficient system.

3.1 Data Collection

The data collection techniques are composed of both qualitative and quantitative assessments of the local market as well as the acquisition of the 

international means of ideologies for the healthcare sector. The data collection process utilized both primary and secondary methods of gathering 

information. The primary sources of data collection included methods such as face-to-face interviews, interactions through phone and email, surveys, 

questionnaires, and document reports. The secondary sources of data were accumulated through various books, reports, articles, and journals on the 

market sector. 

Data collection processes were thoroughly outlined to maximize the potential for accumulating useful and accurate information in regards to the 

healthcare management industry. The main way to manage the quality control of the data collection process was through the creation of numerous data 

collection tools.

3. Local Market Assessment
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The data collection process was reviewed in detail with respect to the quality control of the data under review. Each pharmacy, lab, service provider, 

HMO, etc was carefully taken into consideration to identify potential problems, obstacles, or challenges while compiling data and such consideration was 

reflected in the Interview Documentation Report of each source. All possible measures were taken to ensure that the collection of responses and data 

allowed the best likely outcome of information, thus permitting proper and exact analysis.
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Restrictions on interviews identified the guidelines which would enable the most accurate and useful collection of data. Each interviewed party was 

presented with a formal and printed letter which describes the purpose and reasoning behind the interview and project as a whole. Identification of at 

least a minimum of 3-5 people to interview from each of the local assessment groups (i.e. HMOs, service providers, etc) and interviewing each person on 

a one-on-one basis helped to ensure confidentiality and honesty in respect to the responses. The interview guideline ensured that all parties interviewed 

understood the confidentiality of the information provided, both verbally and in writing. The accuracy of documenting all interviews using the proper 

data collection tools for each interview was essential in the data collection process. There was a submission of an Interview Documentation Report within 

24 hours of the interview, along with attached interview notes after each conducted interview to ensure that all reported information is exact and 

comprehensible.

3.1.2. Resources

In order to allow for efficient and accurate information gathering, four Research Specialists have been allocated to the data collection aspect of the 

project. Extensive training sessions were set up to guide, inform, and enable the specialists on the various documents, useful techniques, and overall 

scope of the project. Each specialist has been reviewed for accuracy and ability to perform the data collection portion of the project in accordance with 

the Terms of Reference to ensure that not only will the data collected be accurate, but also necessary in respect to the overall scope of the project.

3.2 Findings 

The following sections will provide the analysis of the data collected from the different industry stakeholders on the issues defined in the IDRs (Interview 

Documentation Reports)
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3.2.1. Healthcare Management Companies

There are a total of 15 insurance companies that are members of the Branch. Thirteen out of the fifteen were interviewed and the following information 

reflects data collected and analyzed based on the responses of those 13 companies.

HMO, which stands for Health Maintenance Organization is defined, as a prepaid medical group practice plan that provides a comprehensive 

predetermined medical care benefit package. Most HMOs place at least some of the risk for medical expenses on the providers and most utilize primary 

care physicians as gatekeepers. It is a type of group health plan in which an organization is formed to provide medical care to its members. The 

physicians and medical personnel work for the HMO and provide medical care to the members of the HMO, with limited referrals to outside specialists. 

There is often an emphasis on prevention of disease and participation in programs for better health. Recently, members of HMOs may see health care 

professionals outside of their system, with higher fees. Members usually obtain all of their medical needs from their HMO clinics through managed 

medical care.

The traditional and more accepted definition of the term does not seem to fit into the realm of organizations and institutions in Egypt which claim to be 

an HMO. In Egypt, the term HMO consists of a different meaning. For one thing, there seems to be two different types of HMOs, the Third Party 

Administrator (TPA) and the Third Party Payer (TPP). The operational model of a TPP is that similar to an HIO or Health Insurance Organization. These 

companies retain risk and therefore, have an embedded interest in the success or failure of the organization. They should possess a risk management 

policy and obtain reinsurance in the case of losses. Examples of which include, Unicare, Medicare, Health Care Plan, etc. A TPA, on the other hand, has 

less financially rooted interest in the company’s affairs and therefore, less involvement. A TPA acts mainly as an administrative operational team. 

Examples of which include Inaya, Royal Care, EgyMed, etc. These organizations charge an administrative fee for their services and may receive a 

marketing fee per contract.

In an attempt to avoid confusion and maintain a sense of consistency when dealing with terms, all definitions below are in context to the Egyptian definition 

of HMO, TPP, or TPA.
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3.2.1.1. Company Demographics

Figure 5

As shown in Figure 5, on average, the starting capital for the HMOs was 800K EGP, 

with a minimum of 62K EGP and a maximum of 4.5M EGP. There was a great 

number of companies who began with less than 500K EGP. Out of the companies 

that began with a starting capital of greater than 500K EGP, there seems to be a 

distinction that most of these companies had some sort of outside or foreign aid. 

Thus, allowing them to enhance their starting capital by a much greater figure.

          

  

Figure 6

Figure 6 shows that the fact that most HMOs are independently owned, meaning 

by individuals only, is giving way to the reasoning behind the fact that most HMOs 

were started with such a low capital. Despite the fact that these companies began 

with low starting capital, 18% of the HMOs have branches abroad. This trend is 

consistent with a company has multi-ownership factors.
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27%
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Figure 7

The majority of HMOs, 64% are owned by individuals alone, 27% are owned by both 

companies and individuals, and the remaining 9% are owned only by companies.

Figure 7 shows that the average number of shareholder per company is 14. Thus, a 

minority of the HMOs in the Egyptian market are reverent to the mandates, 

regulations, and or scrutiny of their shareholders. Four of the insurance companies 

reported international affiliation or current joint ventures. However, most of the 

insurance companies in the Egyptian market are eligible to make financial decisions 

based on the ownership of one individual and therefore, this may prove problematic.

Figure 8

Employment in the sector is also divided, mostly between full-timers at 47% and free-

lancers at 44%, and the remaining 9% are part-time employees Figure 8. Full-time 

employees are those individuals that work for the employer on a regular basis in the 

usual schedule set by the employer. A free-lancer employee is an individual that 

works independently and on temporary contracts rather than for a long-term 

employer. This individual offers their services and or expertise on particular aspects 

only, such as customer service, financials, marketing, etc. This is an individual that 

works for multiple employers but only offers their specific source of knowledge to 
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that company. A part-time employee is an individual that continuously works for one employer, however, does not work as many hours as a full-time 

employee. This individual may have expertise or experience in many areas and offers all of this knowledge or information to the employer. The 

difference between a full-time employee and a free-lance employee is that afree-lance employees may work for many insurance companies at one time 

and focusing on one subject of expertise. A part-time employee only works for one insurance company at a time and is not allowed to work for another 

company. Also, a part-time employee may offer services in many areas within a company, as opposed to specializing in just one area. The split between 

full-time and free-lance employees identifies a high turnover rate. The high turnover rate is an issue that not only appears as a consequence of employment, 

but it also factors as one of the concerns that the HMOs made apparent.

    Figure 9

Figure 9, shows that each company has on average of 65 employees, with a total of 

824 employees amongst the 13 companies interviewed. The employees have an 

average of 10 years in the industry and 5 years with the company. This translates to 

seasoned and experienced employees, not only in the field of health insurance, but 

in the company that they are working for.
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3.2.1.2. Customer Service

About 50% of the HMOs interviewed claimed to have a customer service department. On average, their customer service department receives 33

calls/day. Approximately, 30% of these calls are customer complaints, but only 12% of these complaints result in customer satisfaction. This indicates a 

dire need for communication education. The customer walks away feeling unsatisfied with the outcome of their phone call and feel as though the issue or 

problem remains unsolved.

3.2.1.3. Marketing and Sales

  Figure 10

The marketing and sales department of an organization is essential in 

gaining and retaining new business. An organization with a well equipped 

marketing and sales team will be able to maintain consistent growth and 

development of their business. Not all of the HMOs interviewed had a 

defined marketing department, however, 90% of the companies utilized 

this department continuously. Out of the average of 66 employees per 

company, an average of 5 employees works in the marketing department. 

Most of the employees, about 76% of the department are at a full-time 

status, and there is an even distribution of part-time and free-lance 

employees, both equaling out at 12% Figure 10.
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3.2.1.4. Financials

An annual premium is the amount of money an insured or employer, on the behalf of the insured pays to an insurance company in exchange for a health 

insurance policy. The annual premium becomes the payment an insurance company receives for the possible coverage of a catastrophic event. 

Catastrophic is defined as an event that leads to a great loss or financial distress. The total amount of premiums collected to an insurance company is 

maintained in their reserves for the reimbursement of filed claims.

In insurance, the cost of premiums is increased and decreased based on the trending of the last few years of a particular area of coverage. For instance, in 

a city where there was a flood, and many claims have been paid, the premiums for the flood insurance are most likely going to increase greatly. Insurance 

premiums are paid to insurance companies and the initial concept of insurance is based on risk therefore, premiums are based on the amount of financial 

risk involved. As for the flood example above, some insurance companies in the area may opt to amend their flood insurance coverage to a minimal 

coverage plan because the probability of a flood in that area is high. The financial risk factor is determined by the actuaries in the insurance field. 

Actuaries develop key mathematical formulas that enable the financial trends to become obvious and apparent in order to make calculated decisions 

about investments. Therefore, premium trends should essentially be able to reveal the market in which it covers.

          Figure 11

The premiums for the market in Egypt, as shown in Figure 11, have had a 

slight rise in price from 2004 – 2005 and from 2005 onward there has been a 

stagnant, if any, fluctuation in premium pricing. This indicates that there is 

either not enough growth in the market, or there is a lack of risk assessment. 

This conclusion also comes from the fact that regardless of the type of 

insurance, HMO (or TPP) vs TPA, the stagnation persists, indicating that the 

factor is not dependent on the type of insurance, but rather, on the 

insurance sector, in general.
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Comparison between average annual premiums in HMOs and TPAs

Company Type
Year

2004 2005 2006 2007

TPA 231 375 436 458

HMOs 633 755 763 768

The diagram also shows an increase in the value of per capita annual premium at HMOs than TPAs for the following reasons: 

1- Some HMOs are new and fear loss for limited capital. 

2- TPA clients choose the benefits of health care program according to their affordability of the premium value. 

3- The dumping policy adopted by some insurance companies or cooperatives while charging the difference in price on other types of insurance 

programs. 

      Figure 12

When the HMO sector of the market is isolated and analyzed, in terms of 

premiums and the number of beneficiaries, as shown in Figure 12 , the trend 

leans towards an increase in the number of beneficiaries and premiums. This 

indicates that there is some growth in the market and that the HMOs in the 

sector are recognizing this growth. The issue lies with the calculation of 

premiums collected. For an industry that bases its foundation on the 

calculation of risk, only an alarming 18% of HMOs in Egypt have an 

underwriting process, whether internal or external. Underwriters evaluate 

the risk and exposures of potential clients and determine whether to take 
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retain the risk or not. In the medical health insurance field, this is sometimes determined by medical records and history. An underwriter will look 

over the medical history of an individual and or group and determine whether it would be a wise investment to take on such an individual or group 

as a client. The goal of the underwriter is to acquire new business that will make the insurance company money. If the underwriter does not perform 

his or her job well, the company will end up with a large claim and therefore, lose money, rather than make a profit. The underwriting process is 

therefore extremely important and also the first step in determining premiums. The second and equally important step is the actuarial process. The 

actuarial process is based more on the laws of mathematics, statistics, and probability. Actuaries, although interested in making a profit for the 

company, are more concerned with the amount of loss a company attains. Their utter goal is to minimize loss. This is why in order for a company to 

truly benefit, they must implement both an actuarial process as well as an underwriting process. Approximately, only 45% of HMOs claim to have an 

actuarial process, whether internal or external. Rather, there seems to be a majority of 82% of HMOs that utilize age-categorized pricing, and a near 

majority of 45% uses lump-sum pricing. These types of calculating factors can lead to serious losses in the long-run for an HMO. Calculations should be 

based on actuarial processes that account for trends, pricing, etc.

     Figure 12A

If such procedures are not used to achieve calculations, major errors in the 

pricing arena will arise and allow for losses. The best way to make sure that an 

insurance company is pursuing its goal of reducing risk, or in this case claims, 

and increasing sales is to ensure a thorough and detailed process is in place to 

prevent loss and increase profit. The foundation of the field of insurance is 

based on this principle. In Egypt, the average number of subscribers per 

company is estimated to be about 35,000 subscribers as shown in Figure 12A.
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Figure 13

When asked about their pricing strategies, most of the HMOs were reluctant to 

share this information, insinuating that there is not a distinct or clear method to 

their strategy. In more ambiguous terms, almost all of the HMOs mentioned that 

cost and competition give way to their pricing strategy orientation, as shown in 

Figure 13.

Figure 14

Drivers of profitability are either due to internal or external factors. Internal 

factors are such things as cost control and sales price. The provider prices and 

sales volume make up the external factors. Below, in Figure 14, the various 

drivers of profitability are outlined.
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Figure 15

There is a lack of control of external factors due to the market sector, price 

regulations, etc, however, the ability to control internal factors is a beneficial way to 

drive profitability up. In order to do so, there must be a set standards of operations, 

sales, pricing, and so on. The Figure 15 shows the relationship between internal and 

external forces on the influence of profitability.

   Figure 16

During the interviews, HMOs were asked about the relationship between 

profitability and service provider pay. A near majority, 45% according to Figure 

16 below, of the HMOs stated that they would not be profitable if “all” doctors 

and providers were “satisfactorily paid.” 
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* The diagram show increased entry of new sectors into 

the medical insurance market with some traditional 

insurance clients shifting to TPA companies especially 

after 2006 thanks to the developed managerial approach 

and experience in the design, organization and 

management of health care programs that offer good low 

cost service instead of mere reliance on indemnity. 

* It is also noted that the value of premiums has 

considerably increased with the increase of clients due to 

the rising medical expenses like doctors' fees, medical 

supplies costs and clients' request for good benefits upon annual contract renewal. 

The end of 2006 saw a remarkable development in the TPA health care approach and management through offering their services to insurance 

companies instead of administering medial care directly to the client and disbursing indemnities through specific funds belonging to the client, 

especially because the majority of clients developed good awareness of insurance and tended to cover risks through insurance instead of internal 

funds. This trend started in the beginning of 2006 had an impact on the number of TPA beneficiaries. However, the developments that took place at 

the management companies resulted in another larger increase in the figures especially after insurance companies started to rely on the 

management companies to administer the services offered to their clients. 
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Second: Total number of HMO Beneficiaries and annual premiums

Item
Year

2004 2005 2006 2007
Total number 78435 89549 121768 190243

Total premiums 49678709 67608927 92940763 146108186

Per capita annual premium 633 755 763 768

Figure 17

This diagram shows an increase entry of new HMOs into the 

medical insurance market, leading to opening new 

untraditional markets with reliance on trained staff in 

promoting their services, with some traditional insurance 

clients shifting to these companies thanks to its additional 

benefits through diversified and improved selection of its 

medical network and coverage of all parts of the country, 

good customer service and quality control of services from 

the medical service providers. 

It is also noted that the value of premiums has doubled not 

because of increased service costs, but due to the increased 

number of beneficiaries given the fixed average per capita 

premium during the past three years (and so is that per 

capita cost). 
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Third: Total number of beneficiaries and annual premiums of an HMO Specialized in programs of the coverage and treatment of emergency cases 

during the first 48 hours 

Item
Year

2004 2005 2006 2007
Total number 40000 41000 43000 70000

Total premiums 2746000 2866500 2976000 3084000

Figure 18
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Total Expenses for TPAs
Figure 20 Figure 21

Figure 22 Figure 23
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Second: HMOs

Item
Year

2004 2005 2006 2007
Total expenses 45002281 60890457 85817127 126408953
Medical expenses 39279269 52400759 73813914 108553622
Operational expenses 5276966 7758317 10814824 15909779
PCP physicians salaries 446046 731381 1188389 1945552
Number of PCP physicians 81 128 175 243
Average per capita annual expenses 574 680 705 664

Figure 24

Notes: 

- Stable growth rates of costs over the last four years. 

- Growth rates of the number of beneficiaries and the value of annual 

premiums are higher than in previous years (previously mentioned).

- Average per capita annual expenses decreased by 9.4% in 2007 

compared to the previous year. 
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Figure 25 Figure 26

Figure 27 Figure 28




