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&) stz . OBJECTIVES .

CONCEPTULAL FOUNDATIONS,
NORMATIVE DIMENTION &
CAUSAL RELATIONSHIPS

DEVELOP DRAFT STRATEGY FOR
HFPM ROLL-OUT AND USE

BY END OF

JOINTLY DEFINE NEED FOR, AND NN HOW HFPM DIFFERS TO
KEY ELEMENTS OF AN ONLINE PARTICIPANTS 4" OTHER ASSESSMENTS,

PLATFORM / COMMUNITY TO & THE VALUED ADDED
UNDERSTAND....

A NUMBER OF STRATEGIC ISSUES
E.G. CAPACITY BUILDING, }Q FOUR PHASES OF IMPLEMENTATION,

INSTITUTIONALIZATION, EVIDENCE DECISION POINTS, CHOICES
INTO POLICY
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: AGENDA

o
GREEN = TECHNICAL FOCUS SESSION BLUE = IMPLEMENTATION FOCUS SESSION ORANGE = STRATEGIC FOCUS SESSION
TIME WEDNESDAY 22 JUNE THURSDAY 23 JUNE FRIDAY 24 JUNE
= Security briefing, objectives, agenda INSTITUTIONALIZING HEALTH FINANCING POLICY
-g 08:30 - 10:00 OPENING OF THE MEETING HFPM STAGE 2 ANALYSIS:
(7]
b s INTRODUCING THE HFPM HOW THE HFPM CAN CONTRIBUTE
~ IMPLEMENTATION PHASES 1 & 2 PLENARY DISCUSSION
c
'g 10:30-12:00 HFPM STAGE 1 & NHA INTEGRATION DRAFT COUNTRY STRATEGIES FOR
(7]
3 IMPLEMENTATION PHASES 3 & 4 e U e
GROUP PHOTO
12:00 - 13:00 LUNCH LUNCH
LUNCH
SUMMARY OF MEETING
o
S
@ 13:00 - 14:30 THE HEALTH FINANCING ALIGNMENT AGENDA
(7]
[}
w

DISCUSSION OF OUTSTANDING ISSUES
HF CAPACITY BUILDING

& NEXT STEPS
GETTING RESULTS INTO POLICY

MEETING CLOSURE
14:30 - 15:00 Tealcoffee break Tealcoffee break Tealcoffee break
<
g INFORMAL DISCUSSIONS
‘» 15:00 - 16:30
]
n

DEPARTURE OF PARTICIPANTS
RECEPTION
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THE MEETING

* You will leave with many questions and have more once you reach home

« We are thinking of establishing an online platform, and throughout this
event we will be asking you what you would find useful

« We will feed back to you at the end of the course what we have found

« We are also starting to test a platform with a phone app — we are looking
for volunteers

* Julia Sallaku leading this process

« We will write a blog about the meeting
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WHAT IS DIFFERENT ABOUT ITe
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NEED FOR IMPROVED MONITORING OF

PROGRESS OVER TIME, BEYOND
QUANTITATIVE INDICATORS

A GLOBAL ASSESSMENT .
DATABASE & DASHBOARDS FOR M |
STRUCTURED KNOWLEDGE SHARING

BUILDING
PARSIMONIQUS
STRONG, CLOSER TO REAL-TIME

PRESCRIPTIVE-BUT ONLY TO A POINT
QUALITATIVE BUT OBJECTIVE t SUSTAINABLE 4" INFOTO POLICY MAKERS ON
HEALTH "HOW TO MOVE THE DIAL"

COMPLEMENTS & DEPENDS ON
OTHER ASSESSMENTS SYSTEMS

BUILDS ON 20+ YEARS OF KNOWLEDGE
THE SPECIFIC USE & TIMELINE FOR SYNTHESIS / CYSTALLIZATION OF WHAT
THE ASSESSMENT IS DRIVEN OQ } MATTERS IN HF
ENTIRELY BY YOUR COUNTRY NEEDS Q MOVES BEYOND DESCRIPTION
& PROCESSES NORMATIVE / CAUSAL




WHO STOCKTAKING OF GLOBAL PROGRESS ON UHC

Global progress in service coverage as tracked by UHC SDG indicator 3.8.1 and catastrophic

health spending as tracked by SDG 3.8.2 indicator at the 10% threshold, 2000-2017 r

More people covered by health services is better

v

UHC Service coverage Index (SDG 3.8.1)
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This is the direction
the world needs to take
to make progress on
both dimensions of UHC

Notes: The vertical dotted line corresponds to the 2017 global incidence rate of catastrophic health spending (13.2%) defined as the proportion of the population with household out-of-pocket

health expenditures exceeding 10% of household budget. The horizontal dotted line corresponds to the 2017 global population-weighted average service coverage (65).
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UHC PROGRESS IN THE AFRICAN REGION &) orannaton

Regional progress in service coverage as tracked by UHC SDG indicator 3.8.1 and catastrophic
health spending as tracked by SDG 3.8.2 indicator at the 10% threshold, 2000-2017

More people covered by health services is better

Global population weighted
service coverage Index (2017)
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Notes: The vertical dotted line corresponds to the 2017 global incidence rate of catastrophic health spending (13.2%) defined as the proportion of the population with household out-

of-pocket health expenditures exceeding 10% of household budget. The horizontal dotted line corresponds to the 2017 global population-weighted average service coverage (65).
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st ROOTED IN STRONG CONCEPTUAL FOUNDATIONS

N
Figure 1: WHO's framework for health financing and UHC2

Health financing within UHC intermediate Final coverage
the overall health system objectives goals
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A . THE REALLY NEW PART ,
DESIRABLE ATTRIBUTES OF HEALTH FINANCING

HEALTH FINANCING GUIDANCE NO 8
G Health financing policies are guided by UHC goals, take a system-wide perspective, and prioritize and

ol
_g P sequence strategies for both individual and population-based services
o
E E i oz Theere is transparent, financial and non-financial accountability, in relation to public spending on
5 E health
ii g8 o3 Imternational evidence and system-wide data and evaluations are actively used to inform
} 2 implementation and policy adjustments
ASSESSING COUNTRY HEALTH FINANCING SYSTEMS
TH E H EALTH FI NAN CI NG RR1 Health expenditure is based predominantly on public/compulsory funding sources
]
EE‘ RRZ  Thelevel of public fand external) funding is predictable over a pericd of years
=
pROG RESS MATRIX 2! RR3  The flow of public (and external) funds is stable and budget executionis high
RR& Fiscal measures are in place that create incentives for healtthier behavicur by individuals and firms
o PRI Poolimg structure and mechanisms aoross the health system enhance the potential to redistribute
E3 available prepaid funds
E E PRZ Health system and financing functions are integrated or coordinated across schemes and
programmes
- P51 Resource allocation to providers reflects population health needs, provider performance, or a
_;g £ combination
.g § E P52 Purchasing arrangements are tailored in support of service delivery objectives
2:“ P53 Purchiasing arrangements incorporate mechanisms to ensure budgetary control

ER1 Entitlements and cbligations are dearly understood by the population

BRZ  Asetof priority health service benefits within a unified framework is implemented for the entire
population

BR3 Prior to adoption, service benefit changes are subject to cost-effectivensss and budgetary impact
assessments

of access

ER&: Defined benefits are aligned with available revenues, health services, and mechanismes to allocate
funds to providers

EBRES Benefit design indudes explicit limits on user charges and protects access for vulnerable groups

PF1 Health budget formulation and structure support flexible spending and are aligned with sector
priorities

PF2 Prowiders can directhy receive rewenues, flexibly manage them, and report on spending and outputs

management

G Health financing policies are guided by UHC goals, take a system-wide perspective, and prioritize and
sequence strategies

PRI Poolimg structure and mechanisms aoross the health system enhance the potential to redistribute
available prepaid funds

@ World Health
: Organization

PRZ Health system and financing functions are integrated or coordinated across schemes and
programmes

programimes’

P52 Purchasing arrangements are tailored in support of service delivery objectives
PF1 Health budget formulation and structure supports flexible spending and is aligned with sector

https://www.who.int/publications/i/item/9789240017405 prioriies

Public health functions&  Public finandal  Benefits & conditions
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STRUCTURE

Figure 2: Overview of the HFPM assessment

STAGE1:
landscaping of country's
health schemes and
Programimes

STAGE 2:
Detailed assessment
ACross seven
technical areas

19 DESIRABLE ATTRIBUTES
33 QUESTIONS OBJECTIVES [ UHC GOALS

TRAMSPAREMCY

PROCESS &
GOVERMAMCE

EQUITY IN

EFFICIENCY RESOURCE
DISTIBUTION

PUBLIC HEALTH
FUNCTIONS UTILIZATION :
SECURITY
& PROGRAMMES | VS NEED HEALTH SECLIRITY
4 QUESTIONS j
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WHO WHO REGION COUNTRY
REGION COUNTRY

2\

Botswana Mauritania
Burkina Faso Mauritius
Burundi Mozambique (2023)
Cameroon Namibia
Comoros Nigeria
Cote d'lvoire Rwanda
AFRICA Eswahm | Senegal
Ethiopia Sierra Leone | n
Ghana South Africa Banglades
. Bhutan
Kenya lanzania India (State level)
Lesotho Uganda SOUTH-EAST Maldives
Liberia Zambia ASIA
. Myanmar
Madagascar Zimbabwe Neoal
Malawi Sri Lanka
Malaysia
WESTERN Lao PDR
PACIFIC Mongolia

Vietnam
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HEALTH FINANCING PROGRESS MATRIX: COUNTRY ASSESSMENTS DATABASE

Country vs Income group average
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Hello jowel

COUNTRY COMPARISON BY QUESTION
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Country view (Stage 1) a Country view (Stage 2) Home \1{:& “¢ Organization

Questicn code

Q34

Afghanistan

Ethiopia

Ghana

Kerya

Lao People's Democrat.
Malaysia

hMongelia

Iyanmar

MNepal

Migeria

Peru

Sri Lanka

Uganda

Unitad Republic of Tan...

Bangladesh

Céte d'lvoire

Pakistan

Zambia

Description
-~

Nigeria
Sri Lanka
Afghanistan

Laa People's
Dem ocratic
Republic

Kenya

To what extent are there measures, related to benefit design, provider payment, or non-financial underlying systems, that address
problems arising from fragmented pools?

Countries

Basic package of health services and essential package of hospitals are two
explicit packges the government prom ises to its citizens. Through not
explicit every national and specialty hospital provide a range of services.
Both BPHS and EPHS providers are paid on a lum p sum paym ent schedule
in exchange for achieving certain target output and outcome indicators.
The MaPH in collaboration with the World Bank recently decided to make
payment to the NGOs on a lum p sum and on a fee for service basis for
provision of the target services low in utilization. Third party will carefully
measure perform ane against target and verify the reports.

Benefit design, provide payment and inform ation m anagement are not yet
harmonized across NHI and NSSF. Once the NHIand NSSF are merged,
provider payments will be harm onized based on the NHI's mixed
mechanism of capitation and case- based paym ents (NSSF was capitation
anly). It is not yet clearwhether benefit packages will be standardized or
remain differentiated. Having pre-paid, NSSF mem bers will likely rem ain
exem pt from the co-payment.

Benefit packages are nominally uniform for budget funded health services
(the Kenya Essential Package for Health) and the largest of the SHI schemes
have a uniform benefit package (Supa Coven. However, there is evidence to
suggest that adherence by service providers to these requirem ents is

orld Health
rganization

IDEA 1

IDEA 2
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Presentation Notes
The database allows individual country results to be viewed, and also provides some trend or meta-analysis.
Results can also be viewed from multiple perspectives i.e. at the level of:
individual questions
assessment areas
individual attributes
objectives and goals

For example, it is possible to see how countries are performing on each of these dimensions.

https://www.ocindex.net/
https://iuufishingindex.net/

= The Health Financing Progress Matrix: (@) Yor o
‘ Supporting countries to accelerate progress to UHC \{t# Organization

e Developed to support countries identify
current strengths & weaknesses in
their health financing systems, as well
as the policy priorities to accelerate
progress to UHC

ASSESSING COUNTRY HEALTH FINANCING SYSTEMS

THE HEALTH FINANCING
PROGRESS MATRIX

Demand for improved
tracking of country progress in
health financing
closer to “real-time”; at least two-
year lag on most quantitative
indicators

Based on and synthesis of 20-30 years of
global evidence of
what works in health financing
to drive progress to UHC

@ World Health
Organization



Presenter Notes
Presentation Notes
Should mention the 19 desirable attributes as the translation of WHO normative guidance on HF into a systematic, qualitative monitoring instrument, and thus how these fit "between" the high-level GPW indicators (SC and FP) and the health financing functions. This is where all the policy action is, and where we and partners provide support.

Also use to identify priorities for deeper dive TA by CO/RO with HQ backup, as well as for partners (eg. in SHFA; for which we are building consensus eg. with GFF)
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ASSESSMENT
AREA

1) HEALTH

HEALTH FINANCING GUIDANCE NO 8

FINANCING
POLICY, PROCESS
& GOVERNANCE

ASSESSING COUNTRY HEALTH FINANCING SYSTEMS

THE HEALTH FINANCING
PROGRESS MATRIX

ANNEXES 3, 4, 5
QUESTIONS BY
DESIRABLE
ATTRIBUTE

ANNEX 6
QUESTIONS
MAPPED TO

INTERMEDIATE
OBJECTIVES AND
GOALS

@‘g World Health
(&% Organization

https://www.who.int/publications/i/item/9789240017405

EFFICIENCY 02

) IN THE HFPM

DESIRABLE ATTRIBUTE
ATTRIBUTE [ 3

Healthfiandng  GV1
policieszre guided
by UHC gaals,

tal system-
wide perspective,
and prioritize

and sequence
strategies:

Dot il
and population-
basad sarvices

Thereis oz
transparent,

finangal and
non-financial
accountability, im
relation to public

Internationzl w3
evidence and

system wide

data and evaluz-

tions are actively

used toin
implamentation

2nd palicy adjust-
ments

N @1 poolpal

02 redistim

033 fragsolve inp

Q4 revpoo

@5 vhspil What is the role and scale of voluntary health insurance in financing
health care?

041 alloneeds  Towhatextent isthe payment of providers driven by information an
the heaith needs of the population they serve?

042 ppmeshrt  Are provider monized within and
&nsure far providers?

045 infosprch

Q62  pfmallocprty

033 fragsolve pi

[s:73 revpool

035 vhispill

042  ppmeshmt
044 ppmeff

Q45 infobprch

Q46  prvdau

061  pfmdiag
064  bagiontrl
] praalgngicy

072 prgpoolaign

redistiim

LINKING HF POLICY WITH PERFORMANCE

LINKED LINKED
QUESTION | QUESTION
CODE NUMBER
ks there an up-to-date health hfstrat Qu
financing policy statsment guided

by goals and based on evidence?

Arehesith financing agencies held
accountable through appropriate
gavernance arrangements and
processes?

govacntbl @2

Areprocessesinploceforheatth  bagtpress 063
autharities te engage in overall

buiget planning and mult-year

Arespecific health programmes
aligned with, or intagrated into,
overall health financing strategies
and poficies?

prgaignpicy on

Do poaling arrangements promate  propaalzign arz
coordination and integration

across hesith programmes and
with the braader health system?
De financing arrangements scrtyprep 3
support the implementation of IHR

capacives to enable emergency

preparecne:

Are public financizl managsment
systemsin place toenablea
timely response to public health
emergencs?

Are heaith finanding agencies held
accountable through appropriate:
jgavernance arrangements and
processes?

sertyresp (b8
govacrihl oz

ks heaith expenditure reparting
‘comprehensive, timely, and publicly
available?

expinfmon 065

Ehes fmancng nomstan - caatga 03
systemically used to monitor,

evaluate and improve policy
development and implementation?
I there an up-to-date assessment

of key public financial management
bottlenecks in heaith?

pimdiag 061

OBJECTIVE | QUESTION | QUESTION
GOAL NUMBER
CODE [

EQUITY
RESOURCE
DISTRIBUTION

J il

Doss your gy far pociin
international experience and avidence?
Tawhat extent is the capacity of the health system to re-distribute
prepaid funds limized?

fragmented pools?

] Are multiple revenue sources and funding streams organizad ina
complementary manner,in support of a common set of benefits?

e ian on providers' activi purchasers
adequate to guide purchasing decisions?
Do health budget formulation and implementation support

i priorities and >

Tawhat extent is the capacity of the hazlth system to re-distributa
prepaid funds limited?

wing fr

fragmented poois?

] Are multiple revenue sources and funding streams organizedina
complementary mannes, in support of a common set of benefits?

What is the role and scale of voluntary health insurance in financing
health care?

Are provider monized within and

ensure coherent incentives for providers?

Do provider payment methods and complementary administrative
mechanisms address potential ovar- orunder-provision of services?
Is the information on providers' activities captured by purchasers
adequate to guide purchasing decisions?

ton  Tawhat extent do providers have finaneialautonamy and are held
accountah!

Is there an up-to-date assessment of key public financal
management bottianecks in hesith?

Are there measures to address prablems arising from both under-
and over-budget spending in health?

Are specific health programmes aligned with, or integrated into,
owerall health financing strategies and pofices?

across health programmes and with the broader heaith system?

HEALTH FINANCING POLICY, PROCESS & GOVERNANCE

1) Heahth financing policy,
process and governance

(06.3) bdgtpress.
av1
Health financing policies are {a7.1) przalgnpicy
guided by UHC goals, take a
= :
.2)
and prioritize and sequence. s
strategies for both
i ||
L
{Q7.4) sertyresp
Gvz
Thereis transparent,
] * finandial and non-finandial __Inmi expinfmon
accountability, in relation to
public spending on health,
E (01.3) datasgow
Intemational evidence and
system-wide data
¥ evaluations are actively
used to inform
implementation and policy
e

ising from multipl

m multiph

OBJECTIVE QUESTION | QUESTION
GoAL NUMBER
CODE

FINANCIAL
PROTECTION

EQUITY IN
FINANCE

QUALITY

HEALTH
SECURITY.

021

revpal

stable
prarsy

pooipel
recistim
fragsolve
revpool
hispill

benexpkt
benundrstd

<opaydsgn
benrevalgn
revpal

stable
prarsy

fregaive
vhispill

benexpkt

copaydsgn

ppmalerd
nfosprch

prvdauton
redistim
prvdauton
pfmaliocprty
scrtyprep

strtyresp

Dass your for
refiact interational experience and evidence?

Haw stable is the flow of public funds ta health providers?

ina
progressive way!
[
intermatiansl experience and svidence?
T capacity of
prapaid funds imited?
from mutiple

fragmented pools?

C and scale af vokuntar in financing
hestth care?
Is therea benefits for popul

defined explictiy and in easy-ta-understand terms?

Are user
and have functioning protection mechanisms for patients?

services, and purchasing mechanisms?

refiact intemational experience and evidence?
Haw stable s the flow of public funds ta health providers?

ina
progressive way!

mutiple
fragmented pools?

in financing

health care?
Is therea benefits far
Are

and have functioning protection mechanisms for patients?
Do purchasing arrangements promate quality of care?

P s
adequate to guide purchasing decisions?
areheld
accountable?
capacty of distribu
prepaid funds imited?
areheld

accountable?

alignment with sector priorities and flexible resource use?

capacities ta enablz emergency pregarsdness?

response to public heaith smergencies?
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WHY DEVELOP STAGE 1 OF THE HFPMe

. FREE MCH
- I ,PROGRAMME
“ - '® > INSURANCE
X ) FOR CIVIL
SERVANTS
\®
LARGE VERTICAL
HEALTH ‘ DISEASE
FINANCING PROGRAMMES
LANDSCAPE
OFTEN BECOMES , ‘ m ’ I —
COMPLEX OVER o GOVERNMENT
TIME %THER, DO THE SCHEMES MAKE A C HEALTH BUDGET

THIS MATTERS FOR HOW A
COUNTRY PERFORMS ON
UNIVERSAL HEALTH
COVERAGE

TO WHAT EXTENT IS
THERE STRUCTURAL
FRAGMENTATION IN THE

HEALTH SYSTEM?

- -
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SCHEMES WITH SIGNIFICANT
POLITICAL SUPPORT

SCHEMES TAKING A
REFORMIST APPROACH

SCHEMES THROUGH WHICH
SIGNIFICANT FUNDS FLOW

IN STAGE 1 )

CRITERIA FOR INCLUSION

START WITH THE
GOVERNMENT
HEALTH BUDGET —
SUPPLY SIDE FUNDING

MAPPING THE
HEALTH
COVERAGE
LANDSCAPE

IDENTIFY SCHEMES WITH A
4" DISTINCT POOL OF FUNDS /
POLICIES

} IDENTIFY SCHEMES
Q MANAGED “SEPARATELY”
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. DESCRIBING THE KEY .

DESIGN ELEMENTS OF EACH SCHEME

Overall focus of the Target Covered Basis for Summary of Co-payment
scheme population population entitlement entitlements (design)

Conditions of Revenue Pooling Governance Provider  Service delivery
access sources arrangements arrangements payment and contracting

DROP-DOWN CODING
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BANGLADESH STAGE 1

STAGE 1: HEALTH COVERAGE SCHEMES IN BANGLADESH:
HEALTH FINANCING ARRANGEMENTS

TARGET FOPULATION
Are all citizens coverad, or a spediiic
SUDQroup e.g. under 55, salaried
‘workers?

POPULATION COVEREDVENROLLED
Actual numbers relative to target
pop.

BASIS FOR COVERAGE/ENROLMENT
E_g. mandatory, automatic,
voluntary
BEMEFITS / ENTITLEMENTS

Is alist of services, of leved of care
defined? Do users have to make
Co-payments?

REVENUE SOURCES
‘Whiere does the money come fram?
Budget allocations | transters; pre-
pald contributions.

POOLING ARRANGEMENTS

I5 the health budget allocated
toregional authadities, Is there
a single or MuItple INsurance™
Tundis}?

PURCHASING ARRANGEMENTS
Describe the management and
DOVEMM3NCE arrangements?

PROVIDER PAYMENT

Eg. Inputs through budget

line ftems; fee-for service, case
payment, capitation, performance-
based.

SERVICE DELIVERY & CONTRACTING
Wi Providers are services.
purchased from? Publlic, private?
Are confracts / services agreements
used?

SIZE OF THE SCHEME IN MONETARY
TERMS

ang
bo acoess public healih fachities.

Around 15.22% of population who
need health sarvices, receive thase
froFm pubilE system.

Auomatic

An Essentlal Service Package
(ESPYmostly primary health case}
comprised of 734 Interventions”

has Dean oaveloped and Is baing
delvered through primary and
sacondary level faciities in both
Tural and wrnen aseas. Basioes, pubiic
[2ciiities e oalivering other non-EsP
services theough secondary and
tertiary level hospitak.

Services are belng oelivered through
NOMmiNal LSEr f2es.

» Bucigat aliocations from govemment
revenie (USD 1229 milliarn or 34%0f
puniic spending on hesth went o
this scheme In 2015)

- Extemal f donor funds

- Govemment buaget and extesnial
Tunds are pooked certraly under 2
Serion witde programme.

- Procurement and purchasing measty
take place centrally.

» Districts recelve funds that oover
salary-nputs and other Inputs
that are not procured of purchased
centraly.

+ Thara Is Mo pUeChases-peovider spilt
« Ministry of Hezith and Family wellzse
15 TEspOnSIDE [OF ErovIcIng primany

Ealth Services In rural ansas ana
secondary and fertiary level services
across the country.

Input-based ine Nem budgets.

» SErviCes e oeivered mostly thicugh
|puiniic Eaciities.

- Nan-proft ceganlzations are
contractad out to provide services on
TE, makerla 2nd AIDS In Both rural 2nd
LFDan arags.

HE1Ad

S0 1229 million or 21.2 9% of fofal
health expenditune {34% of pubiic
spending) Bangladash Mathoral
Heaith Accounts 2015}

HEALTH FINANCING PROCOESS MATAIX ASSESSMENT 2ivd

arg
dn'mrpulrlms:n. 4 municipaliies,
particulzrly targating the poor,
WOMEn and cnlkmen.

10 million urbian papuations in the
cabchment arezs.

Automatic

Essential services focusing matesmal,
necretal, child and adolescant
health, tamiy planning senvices,
reproductive Nealth cars, nutrition
SErVICES, Communicable and non-
ommunicanie disease controi,
Denavior Cange and comemunication
. @agnostic and emergency
transportation servioes.

Services are provided thiough user
fees, NOWENE, the poar, ultra-poar
and at-isk population receive services
atiree of cost.

= GONESTITIENE TEVENLE

- EXtEfnaisevalopment partners'
licans ana grants [USD 2165 million
or 1.7% of pubiic spanding on healih
went to ihks scheme in 2015)

-ser fiees

Sngle pool managed by the
MInistry of Local Government and
Aural Developrment Co-operatves
MOLGRDC).

- Thesa ks peowider purchasar spilt

- A Projert Managament Linit undes
MOLGRD pay the mole of purchasar,

= MOLGRD contract out NGOs through
competitive Bidding process io
provide services.

= The Haaith Departrment of the
Oty Corporations and selectad
rmunicipaities are tha implementing
agencies In telr respective
[project areas theough a Project
Implementation Lnft [FILL

Inputs basen Ine Mesm & e for

SEIVIES

MOLGDC contract out the NGOs to
provide primary heafin cre.

HFL1

WISD 21.65 million or D45 of Tofal
health expendtuee [1.7% puliic health
spanding) {Eangladesh Mational
Health ACcounis 2015)

pregra'ltmendﬁs.m-:s L-s
naing o More than two children.

200,000 pregnant wamen.

‘Conaitional

Thees antenatal vislts, one visit for post
natal cass, safis dedlvery, treatment of
complications Induding Csection;
and biood and urinary laboratory
tissts at free of cost. Cash transfer

Tor safie dedlvery, fransportation
TEiTiDUrSESTIENt and Incentives for
newboen chilid.

- GOVBIMMENLs davelopment budgat
«Development Partners’ fund.

Single pool managed by MOHFW,

» MIOHFW piays role of botn purchaser
and providers. In 2adition, MOHEW
als0 pueChase services [fom the
pivate sachar

- National Demand Skie Financing
[D&F) Commiltiee chaked by
Minkter of MOHFW Is responsible
Tor the policy direction and CEF
Impiermentation cormmittee chalred
by secratary bs responsibia far the
management of matesral voucher
scheme.

Inputs £aged line [ems for pubiic
PrOMIESS and PROWICESS and ABmin
stalf recalve pre-getermined fnandal
Incentives per servioe categary.

- SErViCes 208 gelvered mastly thiough
PuLHIC Facilities,

- Beneficlaries 2s well may recatve
servioes from acoredited NGOs and
prlvate clinics.

HE111

USD 366 million or QD&% of botal
hezith expenditure (0.37% of public
spending) {Administrative data 2015)

thiee sub-ast n:rsun:a a pliot
SCNEME.

0000 househoids In three sub-
districts.

Automatic

Inpatient sences for 7€ dissases
Including necessary medicings,
diagnostics and transport costs.
Scheme cover benefis up to BOT
50,000¢ S0 535) per househoid per
¥ear

« GOVESTATENE'S budiget

« GoWESTATENE Pays BOT 1000 {UISD) 12}
BPI'EITIUIH{TI behalf of ensolied
nousEnoks.

+ SIngie pool managed oy the MOHPW.

These ks no purchaser provider spiit.
MOHFW 15 respansibie for providing
Inpatlent sarvices through Iis faciitles.

SmpiPied DRG to the hosphals
fﬂ'rﬂl‘ﬂﬂuﬂﬁ] Irv'es'.lga'.lclr and
mdicine cost and healtn cae
providers recelve M sHary through
ina kem budgat.

Services are dedivered theough putlic
fadillties.

HFL1L1
LS 032 millllon or 0.09 of botal health
expendiume] HEL 2018)

Insurznce scr-en'e 5cmel1rnes
employees join private Insurance
SCNEMES LNOEr roug INsUrance.

Less than 1% of populztion,

WASHY WOILITERNY. In fenw 2585,
EMPIOYBES J0iN Mandatery privae
FISUTZNEE SCNEmes.

All types of primary, sacondary and
tertlary level services aocording to
Insurance polides. Lsars sometimes
ey co-payment as par Insurance

policies,

Funzs for empioyers contribution and
prEmiLm.

Separate NsUIEN0e companies make
tMElr own poaling ATangements.

Users choose the providers by
themsahes. .22

Fegfor services.

1N ST CASES, SEYVIOE LEaTs Mave
TTeariom b0 PUSCNasE T 2Ny pubic
and peivate tadiity and dalm o
FISUTZNCE COmpany.

HF.123

LISD 9.0 milllon o 159 of Total health
expenditura {Bangladesh National
Health Accounts 2015)

:II.IIEII'\IGFHUB uo:les and private
companies

Less than 1% of population

ALromatic for Bmpioyees fwolumtary
CNOICE Of particLEr enenprises
corparation)

Al types of sarvices. Services provided
or inanced by enterprises.

Funds form employers

Al Inoivio Lzl enesainss IEvel

Firms are resparsioie for making
purchasing arzngement

- Mmd salary
- Fea for services

Sometimes NITTs provioe services
Enoug thelr own tadites. In cthes
Cases users Chodse the providers by
themsatves

HF23

L0 9515 rrillion or 1.6% of totzl
healtn expenditure {Eangiadesh
Matlonal Health Aczounts 2015

PRIVATE SECTOR

saek _sel'rarnthepnr Efaliiies
fboth for proft and for non-proft
argantzations).

Around E3LED % population who need
nealth sarvices, recelve those from the
peivate sactor.

Voluntary

Al bype of primany, secondary znd
testlary lavel sarvices.

Ot of pocket payment s the main
SOMICE Of proft organizations. kost
MOn-profit organizations EEve
axtaTial NS 10 provide subskized
SEIVICES 10 SAIVICE LSATS.

NO pooling Mechanism.

Individuzi private organkztions
purchase for thelr arganiztions.
Government reguiztes the private
sector for ensuring quality and
contralling prices, 25 well oversee the
complances of the fackitles with the
exsting ragulations.

Fea for Service.

Privale peowiers 268 purdnased.
FHoaver, NEaIN parsonnel
particulany Sactors fiom pubic
System e contractsn out o provide
DeIVAE Services.



@ v _BANGLADESH STAGE 1,
with expenditure flows from NHA

PUBLIC EXPENDITURE PER CAPITA (US$)
A.Public Budget System 7.60

A_Public Budget System - (21.2% of CHE), (98.0% of Public)

Public - (2Ma%
“ 8.Urban PHC 2.17|
[ B Urban PHC - (0 4% of CHE), (1.7% of Public) C.Maternal Voucher 18.30
B C Maternal Voucher Scheme - (0.1% of CHE), (0.3% of Public) Scheme
[ D SSK - (0.01% of CHE), (0.03% of Public) |D SSK 400|

CHE

PRIVATE EXPENDITURE PER CAPITA (USS)
E.Private (OOPS) - (76.6%% of CHE), (97.7% of Private) ERWORG LR SN
| ‘__:.__, L ce 5 9515
G. F'rwate Corporations 23.00

[ F.Private Insurance - (0.2% of CHE), (0.2% of Private)
|:| G.Private Corporations - (1.6% of CHE), (2.1% of Private)




HEALTH EXPENDITURE BY STAGE 1 COVERAGE SCHEMES - UGANDA I

Public - 15.1% of CHE

Government Health Budget: 24,4% of CHE

= Results based financing: 0.5% of CHE

CBHls: 4.4% of CHE

Private - 42.9% of CHE

CHE OOPs: 39.7% of CHE

External - 42% of CHE

Vertical programs: 32.8% of CHE




\tf@ World Health
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PAKISTAN STAGE 1

ldentifying fragmentation

rural health center, district
headgquarter hospital, and
tertiary care hospital)

complications.

6. Cancer management

7. End Stage renal disease.
Additional benefits

1. Admission Coverage: One
day pre-admission coverage
2. Medication: Five days
medicine at time of discharge.
3. Follow-up: One free follow
up visit after discharge

4, Referral Transportation of
indoor patient: Responsibility
of Insurance Company

4, Oncological diseases

a. Chemotherapy (Day care
or hospitalization)

b. Radiotherapy (Day care or
hospitalization)

¢. Medical and Surgical
management reguiring
hospitalization
5. HCW & HBV Complications
6. Organ failure management
7. Cerebro-Vascular Accidents
(CvA)
Additional benefits

2. Medication: Five days
medicine at time of discharge.
3. Day-care surgeries are
covered

Limit beyond coverage: Nil

SEHAT SAHULAT EMPLOYEES SOCIAL
PUBLIC SYSTEM PRIME MINISTER PROGRAM (KHYBER SOCIAL HEALTH T o
CRITERIA (Federal and State NATIONAL HEALTH PAKHTUNKHWA SOCIAL PROTECTION INTIATIVE (EsSI) Armed Forces
budgets) PROGRAM HEALTH PROTECTION GILGIT BALTISTAN
INTIATIVE)
Cashless indoor healthcare Cashless indoor healthcare
1. Secondary care: PKR 1. Secondary care: PKR
50,000/ family/year 30,000/member /
2, Tertiary care (priority householdfyear
disease): PKR 240,000/household/year
250,000/family/year 2. Tertiary care (priority
disease): PKR Cashless indoor healthcare
Priority diseases 300,000/household/year 1. Secondary care: PKR
1. Cardiovascular Disease. Priority diseases 25,000/person/household/
o 2. Hospitalization required for | 1. Cardiovascular diseases year &
Vaccinations L , . .
) Complications of Diabetes including: 175,000/household/year
Public health programs ; h i )
i ] nellitus 2. Complications from 2. Tertiary care not provided
Subsidised care - primary, , . . . W
A ) 3. Emergency and Trauma. Diabetes Mellitus requiring and no priority diseases )
. secondary and tertiary, i o . § - - - Both outpatient and
Benefits f depending on the level of 4. Organ Failure hospitalization Additional benefits Both outpatient and inpatient inpatient. but there is no
i P & Management. 3. Emergency and Trauma 1. Ambulanceftransportation: | services, and there is a P o . .
entitiements facility (basic health unit s BENCY P explicit package for inpatient
covered ’ 5. Chronic Infections including: PKR 1000.00 financial cap on the latter

sarvices




World Health
Organization

KEY DESIGM FEATURE

YEAR ESTABLISHED

. CAMBODIA STAGE 1

Extremely limited universality in the health system

2008

|

Before 2000

|

Not applicable

M

Select an opfion

|

A) FOCUS OF THE SCHEME

Focus on private sector employees and
some civil servants (e.g. refired or veterans)

Demand-side financing mechanism designed
to increase financial protection for the poor

Provide health services to Cambodians
through the HEF scheme, and to invest in
public health infrastructure.

In 2017, the govemment spent 1.4 percent of
GDP or 6.1 percent of the govemment’s
general expenditure on health, which is one
of the lowest general government health
spending shares in the region.

The growth in government expenditure on
health in the past has been largely driven by
economic growth. However, Cambodia’s
sfrong economic growth is not being
translated into commensurate public
investments in health.

Highly dependent on donor-funding and not all of
is channeled through the government budget but
finances health providers (like CSOs).

Includes PHC services such as nutrition,
HIV/AIDS, TB, Malaria.

CODEA1L]

B} TARGET POPULATION

About 10 percent of the total populafion:
employees in private sector enterprises (1.3
million); employees in public sector, public
pensioners, and veterans (315,000)

In 2018, coverage for retired or veteran civil
servants was added to the scheme

Low income (below pove

Poorest 1/5th of the population; About 15
percent of the total population, including:
IDPoor (2.5 million); poor persons identified
in hospital; coverage of vulnerable

househaolds, including the elderly, disabled,
children under five is under consideration

Population sub-group (e.g. under 5s)

Through HEF, the gowvernment budget
targets the poorest 1/5th of the population.

|

Universal (all citizens)

Cambedian citizens (target populations may vary
by donor depending on their target consumers of
interest, target geographies, etc.)

M

NSSF = 10% pop
HEFs = 15% pop

"All services need to be
paid for in the public
sector, a bit cheaper than
private clinics.

So, if people are not
covered by SHI or HEF,
they need to pay from
OOP"




« World Health

. FINALPOINTS .

ESSENTIAL BACKGROUND
INFO FOR THE 33 A 3.
QUESTIONS IN STAGE 2

ITERATE AND REVISE
DURING STAGE 2 OR LATER

STAGE T IDENTIFIES

STRUCTURAL FRAGMENTATION
/ DUPLICATION / GAPS
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Why Perform
HFPM?

Current landscape of HF
* National Dialogue around HF on the increase
* Policy formulation on UHC in the beginning stages
* Road Map to UHC was developed
* First Health financing strategy being developed

*  Debate over the launch of a National Health Insurance Scheme
ongoing

* This led to increasing debate among us on where we are as a
country?

®* The launch of the HFPM — webinar




Why is 1t usetul?

how can it help answer our questions!?

SERVES AS A DIAGNOSTIC
TOOL

STIMULATE FURTHER
INTERESTS AND
DISCUSSIONS

=0 0 O

INFORMS ONGOING
DIALOGUES AND POLICY

FORMULATION

Ptk m ey
g
i w )b,
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1. where needs more, advocacy and resources
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Process

B B O

PARTICIPATION IN HFPM TEAM SETUP IN MARCH GOING THROUGH THE MEETINGS/DISCUSSIONS RESEARCH
LAUNCH (MOHS, HDPS) TOOLS ANALYSIS HELD
VIRTUAL AND FACE TO
FACE




HEALTH FINANCING LANDSCAPE: high
FRAGMENTATION

The team identified nine(9) different financing schemes:

* 1. Government health budget

* 2. Free Health Care initiative

=SS LkesHl
* 4. Performance-Based Financing

* 5. School health program
* 6. Global Fund disease program (Malaria, HIV/Aids, TB)
* /. Nutrition

* 8. Reproductive and Child health (family planning, EPI/Gavi (vaccines), Quality of Care)

* 9 Private health insurance schemes



Presenter Notes
Presentation Notes
The rest is financed through out-of-pocket payments, which are substantial in Sierra Leone. The nine schemes vary in importance – there is very little private health insurance coverage, less than 1% of the population1
1 Demographic Health Survey Sierra Leone 2019 , for example, while free health care Initiative (FHCI) provides an extensive package and coverage to targeted population, largely reproductive and child health related, the vertical disease programs similarly provide significant financing and services to the population. Meanwhile, the Performance Based Financing Scheme was significant in the period of 2010-2015, spending USD 15 million in total on the 1200 primary care providers. However, since then, no new scheme has been formulated or implemented. SLeSHI has been under development since 2007, but the scheme is not yet implemented. The final form and shape are currently under discussion. Similarly, with the school health program – there is a policy that is in final format but has not been launched or implemented. The below table summarizes the main schemes currently in place, which therefore are: the government health budget, the Free Health Care initiative and the vertical disease programs (all summarized together, which means Malaria, HIV/Aids, TB, family planning, immunizations, nutrition are captured together). The private health insurance providers have been left out, due to their insignificance. A potential UHC cube for Sierra Leone could look like this2 
2 Please note that this is just for approximate graphic representation, the dimensions are not necessarily in line with actual figures. 



Compressed schemes into three

KEY DESIGN GOSL HEALTH BUDGET FHC INITIATIVE VERTICAL DISEASE PROGRAMS
FEATURE

A)FOCUSOFTHE Provide Essential Health To reduce high burden Coverage under these financing
SCHEME services to all the people of of maternal and child schemes is based on disease —
Sierra Leone mortality by providing if someone is sick or requires
free essential services to treatment for Malaria, HIV/Aids,
all the target population TB or severe malnutrition, or is

requiring family planning services
or vaccinations, they are covered
under this financing scheme.

B) TARGET General Population Under 5 children, Pregnant  People infected with the diseases
POPULATION and Lactating women
C) POPULATION Not clear Target population of People diagnosed with the
COVERED Pregnant and lactating diseases

women and under 5

children




Challenges

* Definition and classification of schemes — esp external program funding,
even local programs — like FHC

* Lack of written out policies for schemes — FHC

* Data — availability and quality




Lessons learned

* Scheme not having clear policy documentation in line with HF

* Use the ongoing health financing strategy process to align different vertical programs under

* Ensure they use the same financial policies and processes as general government financing.

* Align budgeting processes of the different vertical programs with the government budgeting

cycle.
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Reflections on Stage 1
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Principal Investigator for HFPM assessment in Georgia

mariam.kirvalidze@ki.se
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Stage 1. first draft

Rationale
Largest programme (both in
budgetary volume and scope)

Rationale

Relevant today, could become

challenging financially

Universal Health

Rationale

mixed budget

Controversial, donor-state

Rationale

Changes through history,
source of inefficiencies

COVID-19 Management
KEY DESIGN FEATURE

Care Programme (UHCP)

Programme

Hepatitis C Elimination
Programme

Private insurance

YEAR ESTABLISHED

2013

2020

2015

Not applicable

A) FOCUS OF THE SCHEME

Universal Health Care Programme (UHCP)
was established as a demonstration of
political commitment to improving access
to health care, protecting the population
from the financial risks of health care
costs, and reducing health inequalities.
The introduction of UHCP extended the
breadth of coverage to almost the whole
population, most of whom had no health
coverage prior to 2013.

UHCP has undergone several cycles of
major policy changes, related to
population entitlement, services covered,
copayment mechanisms and purchasing
arrangements. The information on the
scheme below is based on the most
recent (September 2021) information.

The aim of the COVID-19 Management
Programme is to ensure prevention,
early detection and treatment of
infections caused by novel coronavirus
(SARS-CoV-2). This programme was
established in 2020 to effectively
mobilize available resources in
response to the COVID-19 pandemic.

What are we
missing here?

From 2014, private health insurance
plays a minor role in the Georgian
health system. In 2019, it accounted
for 6% of current spending on health
and 9% of private spending on health.
Itis provided by private insurance
companies.

In 2007-2014 the management of state
assignments for health insurance for
vulnerable (targeted) groups of the
population was transferred to private
insurance companies that became the
health service purchasers for these
groups.




Thought
process:
budgetary
Information

Healthcare budget

Total Universal Health Coverage Program
(UHCP)

Total vertical programmes*
(includes only program costs)

diabetes program
maternal and child health programme

immunization

TB care

mental health care
HIV

hepatitis C
cancer and other screening programmes
Rural Doctors Programme

Medicines financed under the medicines program (in 2019)

*Total of 23 programmes, not all listed here

1 498 582 000
800 000 000

651 235 000

16 000 000

8 000 000

27 958 000
17 159 000

28 900 000
14 060 000
7 000 000
2800 000
25000 000
7 204 329

53%

43%

2,5%
1,2%
4,3%
2,6%
4,4%
2.2%

0,4%
3,8%
1,3%




Stage 1. second draft

Rationale
Largest programme (both in
budgetary volume and scope)

Rationale
Relevant today, could become
challenging financially

Rationale
Now we encompass all
programs and services

Rationale
Changes through history,
source of inefficiencies

Universal Health

KEY DESIGN FEATURE

Care Programme (UHCP)

COVID-19 Management
Programme

Vertical (priority) programmes

Private insurance

YEAR ESTABLISHED

2013

2020

Not applicable

Not applicable

A) FOCUS OF THE SCHEME

Universal Health Care Programme (UHCP)
was established as a demonstration of
political commitment to improving access
to health care, protecting the population
from the financial risks of health care
costs, and reducing health inequalities.
The introduction of UHCP extended the
breadth of coverage to almost the whole
population, most of whom had no health
coverage prior to 2013.

UHCP has undergone several cycles of
major policy changes, related to
population entitlement, services covered,
co-payment mechanisms and purchasing
arrangements. The information on the
scheme below is based on the most
recent (September 2021) information.

The aim of the COVID-19 Management
Programme is to ensure prevention,
early detection and treatment of
infections caused by novel coronavirus
(SARS-CoV-2). This programme was
established in 2020 to effectively
mobilize available resources in
response to the COVID-19 pandemic.

This heterogeneous group of
programmes comprises of more than
20 schemes designed to address
specific diseases or specific population
groups. Vertical programmes have
been established in various years
(starting from 1995), to address
different challenges and gaps. These
programmes are often responsible for
structural and financial inefficiencies
and duplication of work (see Stage 2
below), and integration some of them
into larger schemes (such as UHCP) is
being considered. However, currently,
it is important to map these programs
to take a closer look at administrative
and financial drawbacks in Stage 2 of
this assessment.

Following is a list of vertical programs in
2021:

* Early disease detection and screening

From 2014, private health insurance
plays a minor role in the Georgian
health system. In 2019, it accounted
for 6% of current spending on health
and 9% of private spending on health.
It is provided by private insurance
companies.

In 2007-2014 the management of state
assignments for health insurance for
vulnerable (targeted) groups of the
population was transferred to private
insurance companies that became the
health service purchasers for these
groups.




Reflections

* Looking at the “big picture” of the budget helps identify the
most important programmes

« Smaller programmes/schemes are often sufficiently similar to
allow grouping

« At Stage 1, you can already think about what to include to be
useful for Stage 2

* You can always dive into more specific details in Stage 2,
referring to the descriptions in Stage 1
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Introduction to the AU ‘Africa
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a. A brief introduction to the ALM
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=
This work is driven by AU Member States through AWA and the AU Assembly

“The African Union should monitor and evaluate the
Implementation of the 15% Abuja target”

AWA Consultative Expert Committee Meeting Nouakchott,
Mauritania, May 2014


Presenter Notes
Presentation Notes
ALM driven by countries, not development partners; 
Progress is reported to countries regularly – through the AU structures (country experts (through AWA) and Ministers and senior officials (through the STC on HPDC)


2016: AU Assembly adopts the Africa Scorecard
on Domestic Financing for Health


Presenter Notes
Presentation Notes
AWA recommendation resulted in AU Assembly decision to produce the Scorecard


Scorecard provided the data

Africa Scorecard on
- Domestic Financing fo
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Scorecard provided the data

* Became clear that Africa is not investing sufficiently in health

*The then AU Chairperson, H.E. President Paul Kagame, and the AUC
convened the Africa Leadership Meeting on investing in health (the ALM)

.
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Ngozi (now WTO)
Bill Gates
AU Chairperson
H.E. Paul Kagame
Prime Minister of Ethiopia
Secretary General of the U.N. António Guterres



President Kagame presented ALM to HoS, AU Assembly adopted ALM Declaration

In the AU Assembly
ALM Declaration, Africa’s
Heads of State committed to:

* Increase domestic investment in health and measure progress
against the benchmarks of the Africa Scorecard on Domestic
Financing for Health.

« Convene African Ministers of Finance and Health every 2 years
to discuss health financing and to review progress against
benchmarks.

« Complement the Africa Scorecard with a domestic health
financing ‘Tracker’.

« Establish regional health financing Hubs in each of Africa’s five
regions.

« Better engage the private sector to strengthen public health
systems and expand access to health services.

AU Assembly ALM Declaration Assembly/AU/Decl.4 (XXXII)



President Kagame presented ALM to HoS, AU Assembly adopted ALM Declaration

In the AU Assembly
ALM Declaration, Africa’s
Heads of State committed to:

* Increase the coherence of investment in health by better aligning
development partner and private sector efforts to the priorities of the
continent.

» Improve public financial management (PFM) capacity to help
improve tax collection and/or increase the proportion of tax revenue
collected as a percentage of GDP.

» Digitize the Africa Scorecard on Domestic Financing for Health
so that data is more widely available.

H.E. President Kagame was also appointed as AU Leader on
domestic health financing.

AU Commission to lead implementation of these interlinked
components of the ALM Agenda and coordinate the alignment of
partners to Africa’s priorities.

AU Assembly ALM Declaration Assembly/AU/Decl.4 (XXXII)



~ALM components are interlinked and mutually reinforcing

They work together to drive and support country-led health financing reform

« Scorecard provides insight into some of the potential challenges in country (over-reliance on
development partners?; insufficient tax collection?; declining prioritisation of health?).

» Tracker enables countries to diagnose challenges and bottlenecks and provides guidance and
support for countries as they work through implementing the recommended reforms.

* Hubs will coordinate technical assistance to support countries as they implement the reforms
diagnosed by the Tracker and facilitate peer-to-peer learning across the various Tracker ‘action
areas’. They will also support countries to provide better stewardship of private sector investment in
health and to drive increased coherence of investment through improved alignment of multilateral,
bilateral and private sector efforts to the priorities of the continent.

The AU meeting of African Ministers of Finance & Health will provide occasion for ministers to
meet at regional and continental levels to review progress, provide strategic direction and coordinate
implementation.


Presenter Notes
Presentation Notes
See these not as individual components, rather interlinked pieces that work in unison to support AU Member States to deliver on their health financing objectives.

MoF and MoH meeting “…making progress:”
in improving the efficiency and effectiveness of health spending, 
and of how to increase domestic investment in health. 



Tracker Is not simply a diagnostic tool.
It forms part of a broader ecosystem:

» Head of State leadership

» Regular meetings of MoF & MoH to agree
priorities and review progress.

» Coordination and leadership by the Hubs (RECs)
» Technical support provided through the Hubs


Presenter Notes
Presentation Notes
‘Just doing the diagnostic’ is not enough… 
The AU or World Bank or Global Fund can conduct the Tracker to diagnose challenges, bottlenecks, etc. 
The purpose of the Tracker is to empower country officials to diagnose their own challenges and work through them.
You know what your challenges and bottlenecks are and you are best placed to fix them.
By embedding the Tracker in a political process the AU intended the Tracker to provide a facilitated process through which country officials can engage MoF & MoH to agree and set priorities.


Tracker as the tool through which to identify
challenges, set priorities, harmonise, align
and work through fixing them together.


Presenter Notes
Presentation Notes
‘Just doing the diagnostic’ is not enough… 
The AU or World Bank or Global Fund can conduct the Tracker to diagnose challenges, bottlenecks, etc. 
The purpose of the Tracker is to empower country officials to diagnose their own challenges and work through them.
You know what your challenges and bottlenecks are and you are best placed to fix them.
By embedding the Tracker in a political process the AU intended the Tracker to provide a facilitated process through which country officials can engage MoF & MoH to agree and set priorities.


The Parameters that Heads of
State set for the Tracker

Form follows function — and the function of the Tracker was
specified by Heads of State.



The function of the Tracker is contained in the HoS AU Assembly decision

«“Complement the Scorecard with a domestic health financing
‘Tracker’ that will guide health financing reforms and track country
progress in implementing these ‘enablers’ of progress.”



=
The function of the Tracker is contained in the HoS AU Assembly decision

«“Complement the Scorecard

»There must be synergy between the Tracker and the Scorecard


Presenter Notes
Presentation Notes
Note: Synergy will never be perfect. For example, there is no universal measure of efficiency or of the effectiveness of health spending. This is why it is not included in the Scorecard. However, improvements in efficiency and effectiveness are crucial and receive significant attention in the Tracker.


The function of the Tracker is contained in the HoS AU Assembly decision

«“Complement the Scorecard

»>The Tracker rapidly diagnoses and provides guidance to improve the
outcomes that the Scorecard measures countries against:
»Health financing
»Fiscal space / revenue raising
»Political prioritisation of health
»Equity


Presenter Notes
Presentation Notes
Note: Synergy will never be perfect. For example, there is no universal measure of efficiency or of the effectiveness of health spending. This is why it is not included in the Scorecard. However, improvements in efficiency and effectiveness are crucial and receive significant attention in the Tracker.


Scorecard indicators are not repeated in the Tracker

Atrican

Al Africa Scorecard on Domestic ~ (“ THE
Union's

Financing for Health, 2021 ") BN -

fexszany]

A.UHC B. How much does government spend on health? C. Sources of health spending, by percentage D. Fiscal space
(2017) | (Current expenditure, 2018) (Current expenditure, 2018) (Latest available data)
M| #2  (#3| #4 #5 #6 #7 | #8 | #9 | #10 | #m | #3 | #4 | #5
[ | [ | [ [ | [ [
UHC Other
AU Member State service do sanién as%ofGpp | 3Sa%ofthe Govern- V‘:';'_"tag Out-of- | private Dﬁ:ﬁp- Annual GDP | Government | Tax collected
coverage P * Govt budget ment Iﬁ surgz 5 pocket X health Paitiices growth rate | debt (Total) | asa % of GDP
Index || | | | spending |

>$86.3 per | " GDP >15% in LIC
100% ¥ capita! 4 4 ﬂi;"" 4 Add up to 100% of total (current) health expenditure growth rate fea ?032 e +LMIC
usD § ° 2011-2020 | >18% in UMIC 2

|
1st quartlle

1 | Algeria 633% No data
2 | Seychelles 10.4%  341(2018)
3 | Tunisia 912% | 211(2012)
4 | Cabo Verde (formerly Cape Verde) 13?5%} 3
5 | South Africa 80.8% | 9)
6 | Eswatini (formerly Swaziland) 52.8%i Mo data
7 | Mauritius 877% 19.9(2019)
'8 | Namibia 71.4% |
9 | Botswana | 253%
10 | Morocco 771% |
1 | Gabon 7% [ 2018)!
12 | Lesotho 49.8% | 329(2019)
_13_ _Eq_uatoLiaI Gu_ine_a _4_4.19;5
2nd quartlle
1 | Egypt l 92.9%
2 | Rwanda | 66.0%



Presenter Notes
Presentation Notes
Note: Synergy will never be perfect. For example, there is no universal measure of efficiency or of the effectiveness of health spending. This is why it is not included in the Scorecard. However, improvements in efficiency and effectiveness are crucial and receive significant attention in the Tracker.


The function of the Tracker is contained in the HoS AU Assembly decision

quide health financing reforms and track country

progress

»Must provide guidance to Member States on what to implement to make
progress against Scorecard outcome indicators
»Countries have long requested this and the Tracker (Part Il) provides this guidance.



The function of the Tracker is contained in the HoS AU Assembly decision

iIn Implementing these ‘enablers’ of progress.”

> Tracker not simply a ‘collection of indicators’.

>To ‘enable progress’ the Tracker must set out clear actions of ‘what to do
next’.
»Scorecard sets out ‘this is your performance’

» Tracker part | identifies areas where intervention will realise biggest ‘return on effort’ and part
|l provides actionable guidance for how to make progress.



b. Introducing the ALM Tracker

- What is the Tracker



Tracker facilitates a structured dialogue
between MoH & MoF officials to identify
challenges, set priorities and work through
fixing them together.


Presenter Notes
Presentation Notes
‘Just doing the diagnostic’ is not enough… 
The AU or World Bank or Global Fund can conduct the Tracker to diagnose challenges, bottlenecks, etc. 
The purpose of the Tracker is to empower country officials to diagnose their own challenges and work through them.
You know what your challenges and bottlenecks are and you are best placed to fix them.
By embedding the Tracker in a political process the AU intended the Tracker to provide a facilitated process through which country officials can engage MoF & MoH to agree and set priorities.


The Tracker has 2 parts

Tracker: Part 1

A very short diagnostic of
questions across 4 objectives
that countries can use to
diagnose which areas of
health reform will provide the
greatest return on effort.

« The pilot will test 23
questions and from this, 12-
15 will be chosen.




The Tracker has 2 parts

Tracker: Part 2

A Resource Pack of what to
do next in the areas identified
after conducting the Tracker
(Part I).




The Tracker has 2 parts

Emphasis is not on the tool but on the process : MoF & MoH officials jointly diagnosing,
prioritising, and figuring out how to start addressing prioritised challenges.

N 4



Objectives: What change is the Tracker trying to drive?

1. ‘More money for health’

3. Equity / improved financial protection in
health

4. Strengthened country leadership of the
health financing agenda and improved
coordination

More Money
for Health

Country
Leadership
and
Coordination




Objectives: Countries use the Tracker to identify priority areas to focus on

Objectives Action areas

|— 1. Raise: Growing the size of the pie for all sectors

Where can government ,
. weren realise the biggest return
on effort?

VU h\-'“l\’ mni u

1. ‘Moren

3. Equity .

protection in health
— 9. Financial protection

4. Country Ieadership and — 10. Country leadership of the health financing agenda

improved coordination 11. Governance & Coordination

- 12. Strengthened data systems



Raise

Change in tax effort (year on year) [Tax collected / tax capacity]

Trends in tax—to—GDP ratio (year on year changes)

More money Allocate

Increased prioritisation of health spending as public expenditure grows (elasticity of GGHE-D to GGE)

for health
Spend

Ministry of Health budget utilisation / execution rate

PEFA indicator: "Predictability of in-year resource
allocation"

Is the country participating in a pooled
procurement initiative to access medicines
and commodities at the best pricing
available to them?

Percentage of government domestic health
expenditure (GGHE-D) spent on salaries /
wages

Proportion (%) of pharmaceutical [public] procurement
volume ($%) that is generic

Financial Protection

Percentage of total [public] health spending allocated to Primary Health Care (PHC)

INDICATORS

The Tracker pilot will test 23 questions.

The purpose of the pilot is to select 12-15 final questions.

Medical Impoverishment (proportion of population pushed below poverty line by OOP
spending)

Percentage of government health expenditure that goes
to medicines

nitored? If yes, is
ed to purchasing decisions?

esource Pools

Year 1: "What are the key drivers of OOP spending?".
Year 2 onwards: Measure the change in these key
drivers of OOPs.

Country Leadership

In line with the AU ALM Declaration commitments, has government expressed in policy
and/or legislation its commitments to (a) prioritise increased domestic investment in health,
(b) improve the effectiveness of health spending, (c) strengthen efforts to improve the
efficiency of health financing, and to better align (d) development partner and (e) private
sector efforts to national, regional and continental priorities?

Is there an up-to-date health financing policy statement
guided by goals and based on evidence?

Country

Leadership Governance &

Coordination

Head of State / Government has a formal mechanism/structure to (a) improve the quality of
collaboration between MoF/MoH and other relevant ministries on health financing reform
and (b) to ensure that MoF/MoH jointly coordinate the alignment by partners with national
plans and budgets?

Worldwide Governance Indicators (WGI) project
indicator: "Government effectiveness index"

Data Systems

Is health financing information systematically used to monitor, evaluate, and improve policy
development and implementation?

World Bank: Statistical Capacity Indicator (SCI) score




EXAMPLE: SOUTH AFRICA: High-level analysis — Identify 2-3 priority ‘action areas’

Is this Objective a priority?

Objective Identified ‘Action areas’ and summary high-level analysis List all shortlisted ‘action areas’

More money

for health e
Efficiency: Wages / salaries consume significant portion of the budget. Opportunities for pooled
procurement; Proportion of generic medicines procurement not measured / publicly reported.
. . YES
Effectiveness: 47% allocated to Primary Health Care . Efficiency

Govt spending on medicines is low, however 84% of total medicines expenditure is through the private
sector. Provides potential area for collaboration with the private sector to use government’s monopsony
power to reduce the costs for the end user.

+ Effectiveness

Equity in Service Coverage: No data.
* Not a priority, but consider commissioning an analysis of ‘Equity in Service Coverage’ so that data can be | NO
available for future iterations of the Tracker.

Governance & Coordination
Outside of the traditional decision-making structures of Government the President could require MoF and
MoH to improve their collaboration, particularly in anticipation of the major structural changes anticipated
Country with the imminent passing of the NHI Bill.
ICEGETCH TR« Establish regular / standing MoF & MoH meeting YES
improved MoF & MoH could begin this collaboration by jointly chairing the development partner coordination forum * Governance & Coordination
(Lol GIGEVTI « Opportunity for MoF & MoH to jointly chair the development partner coordination forum

Much room for improvement on the "Government effectiveness index"”

Tracker process identifies Efficiency, Effectiveness and Governance & Coordination as priority areas for
South Africa to focus on over the next 6-12 months to realise the biggest return on effort.
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Strategy for Quality
Health Infrastructure in Africa

GROYPE DE LA EANGUE AFRICAINE
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- /
- State of Africa’s
Healthcare Systems

The Strategy focuses on areas that match the African
Development Bank Group’s comparative advantage,
including health infrastructure and building in flexibility
to respond to the needs of Bank regional member
countries.

The Covid-19 pandemic exposed serious
shortcomings in Africa’s national healthcare systems,
which are characterized by huge healthcare
infrastructure and personnel deficits with high
dependence on importation of pharmaceutical and
medical supplies.

Africa bears 24% of the global burden of disease,
although it is home to only about 15% of the world’s
population and accounts for 50% of global deaths
from communicable diseases. An estimated $2.4
trillion in annual output is lost due to poor health.

Against a backdrop of large and diverse needs,
Africa’s health care infrastructure is underfunded by
governments and donors. The estimated $4.5 billion
in annual capital expenditure, falls short of the Bank-
estimated financing need of $26 billion per year.



Africa’s health
system faces serious
boftlenecks,
especially interms of
infrastructure

Just half of primary
health facilities have
access to improved
water and sanita-
110N - one-third of
primary health facilities
have access to reliable
electricity.

The continent’s average
bed density is only 1.3
per 1,000 people,
compared to 2.1 per
1,000 people in Latin
America and 6.1 per
1,000 people in Europe.

Only 15% of the
African population
have access to diag-
nostic services, and
upto 50% of essen-
tial diagnostics are
inaccurate.

Thirty-one percent
of Africa’s population
lives more than 2
hours away from the
nearest health facility.

The density of skilled
healthcare workers - at
only 1.3 per 1,000
people, lags behind
World Health Organiza-
tion minimum target of
2.3 per 1,000 people.
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“The Bank’s strong track record
in financing infrastructure
strengthens its positioning

to intervene in health service
delivery infrastructure.”

Evolution of the Strategy for Quality Health Infrastructure in

Africa

The Governors of the African
Development Bank Group at its Annual
Meetings in 2020 and reiterated in 2021,
acknowledged the critical role of quality
healthcare infrastructure for the African
continent and requested the Bank to
further articulate how to develop its role
in this area.

Informed by a robust scoping study,
the overall goal of the Bank’s Strategy

for Quality Health Infrastructure in Africa
is to increase access to quality health
services, thus improving quality of life

for the people of Africa and driving
towards achievement of United Nations
Sustainable Development Goal 3 and the
African Union Agenda 2063.

The Bank's strong track record in
financing infrastructure strengthens its
positioning to intervene in health service

delivery infrastructure. As a trusted
partner of choice, with convening power,
and capacity to leverage the partnerships
of other institutions, the Bank can deploy
its wide-ranging instruments to provide
financing and technical and knowledge
advisory services to meet the needs of
both public and private sectors in the
healthcare space.
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How wil the Strategy Work

The African Development Bank Group’s Strategy is tightly focused on
three categories of health infrastructure that match the Bank’s
comparative advantage, while providing the flexibility to respond to the
diverse needs of regional member countries.

The strategy also sets out three cross-cutting themes.

First, across all the pillars, the Bank will support innovations in health g PR o e P

service delivery such as tele-medicine and digital health solutions. e L5 ) S o
Second, it will promote regional collaboration on shared health challenges 2 = et W e ' =
and the harmonisation of health policies and regulations. p

Third, all of the Bank’s health infrastructure investments will be
packaged with knowledge work, policy dialogue and technical
assistance, in partnerships with other health sector actors.

Primary °
healthcare

infrastructure Providing support facilities like connection to water and sanitation,
for unctiler- energy, transport, and communications services.
serve

populations

Secondary Developing new secondary and tertiary health care facilities, alongside
and tertiary specialist facilities for cancer, dialysis, and pain management. These
healthcare investments will be particularly relevant in countries where the burden
facilities of non-communicable diseases is growing rapidly.

Utilizing a range of delivery models, including public-private
collaborations to address serious bottlenecks in efficient and effective
diagnosis of diseases across the continent.

Diagnostic
infrastructure




Voices on healthcare in Africa

“We must give hope to the poor and the vulnerable, by ensuring that every African,
regardless of their income level, gets access to quality health care, as well as health
insurance and social protection.”

Dr. Akinwumi A. Adesina, President, African Development Bank Group

“Ebola was a signal. We can also look at Covid-19 as an indication that something
more severe will come if we do not strengthen our health defences.”

Dr. John Nkengasong, Director,
Africa Centres for Disease Control and Prevention

“l welcome the [Bank’s] Strategy, which is very comprehensive, and it is excellent to
see that the Bank plans to support and align with national health system strengthening
strategies, which are foundational for sustainable development.”

Dr. Lia Tadesse, Minister of Health of Ethiopia

“Covid-19 pandemic had exposed the fragility of health systems and infrastructure
deficit in the ECOWAS region. The Ministers of Health in the ECOWAS region appreciate
and commend the support and leadership role of their development partners

such as the African Development Bank Group in the development of quality health
infrastructure across the continent.”

Dr. Jsagie Ehanire, Minister of Health of Nigeria

Contact for more information
Dr. Babatunde Omilola, Public Health, Nutrition and Social Protection Manager
Email:



mailto:b.omilola@afdb.org
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Government led alignment viain-country platform

Political commitment to UHC and PHC by Government which DPs center around

One One One
Plan Budget M&E

«  Government-led realistic and « Government and donors are « Clear results framework against
costed plan with stakeholder transparent and realistic about plan consistently used by
participation and joint ownership. resource availability, budget Government and DPs.

allocation, and execution.

- Development partners « Institutionalization of data
commit to aligning with plan and - Development partners commit systems and processes to provide
participating in country platform. to greater use of in-country timely, complete, and reliable data

system (e.g., audit). for results tracking.

AWG pilot in 4 countries, including Ethiopia and Rwanda



1.HFPM key input into alignment diagnostic and plan

HFPM (and other) : Alignment framework:
assessments

Diagnostic, maturity rating and plan

US e eX I S t I n g Ej Pre-pilot checklist:
assessmen tS ”‘f @ Countries’ alignment platform identified STEP 04

@ Technical sub-committee in place
© Implementation timelines developed

Hold bilateral sessions
between stakeholders and
the government (as needed)
L)

STEPO03

Conduct individual
stakeholder
assessments
()

L)
Stakeholder groups
establish a position and
prepare for workshop

Coriate and agree on
information/data %

STEP 05

<[k

HFPM concretely informs, and monitors alignment



2. Contributes to DP instrument alignment, one M&E

Translate recommendations to

indicators based on llustrative
Government priorities
. . Monitoring and Operationalizin
HF Diagnostic > ne P _
Tracking Recommendations
&p 2 *  MofF: Share of districts’ Donor financing: Credits & Grants
operational health budget
going to PHC? GFF co-financed WB project ‘Quality
_ _ Essential Health Services and Systems
COUNTRY ASSESSMENT GUIDE I//ustratlve - Support Project'
*  QOutput-based payment
indicator - e.g., DFF to 7 Hub-and-spoke service delivery
PHC facilities ﬁ f' model to improve EHS quality
) . * Modify PFM to align Govt. and
CD donor expenditures
Select Recommendations Use indicators to inform * Institutionalize RMET and
* Provide all PHC for free for anyone funcingoruseiexisting improve FM at district-level

indicators to track

* Make PBF indicators primary health
based to increase progress to UHC.
(move away from input financing) Linking HFPM

Similar for other donors

recommendations to
existing indicators
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REFLECTIONS ON HEALTH FINANCING ALIGNMENT
EFFORTS IN ZIMBABWE

Discussion/Talking Points

Health Financing Progress Matrix (HFPM) Workshop

Victoria Falls, June 2022




CONTEXT

The Government and partners have undertaken important steps to improve efficiency and effectiveness of health
sector investments/spending since 2015.

 Zimbabwe's health system has been consistently financed by a mixture of domestic and external funding sources
« Whilst the share of Government public health financing has been significant , it declined notably in 2019

- Economic, climatic and pandemic related shocks post 2018 adversely affected health financing.
« COVID-19 commitments increased share of allocation to health

- The current financial crisis and challenging macroeconomic prospects offer limited potential for expanding fiscal
space due to slow growth, high debt and high taxation levels.
- Financing of the health sector response is fragmented leading to inefficiencies (HFS 2017, PER 2021).
- e.g. Facilities draw on multiple financing sources to cover their operational costs.

- In light of the limited fiscal space, emphasis has been placed on improving the allocative and technical efficiency



STATUS TOWARDS HF ALIGNMENT

(BSOS

Acknowledgement of Existence of Strategic Some Structured Tracking
Fragmentation and Frameworks and Implementation Has of Progress and
the Need for Plans to Support Commenced Accelerated
Alignment Alignment Implementation Offer

Opportunities to
Further Strengthen
Current Efforts



EFFORTS TOWARDS ALIGNMENT

Pooling of Resources

Raising Revenue Strategic Purchasing

Continuation of Existing
Pools - HDF to Health
Resilience Fund
e Discussions on Virtual
Pooling
PFM Strengthening

®  Collective support for
innovative mechanisms for
revenue generation

®  |nstitutionalizing RBF
(including PFM Alignment)
e Integrated Service Delivery
Models
1 Resource Allocation
Formula and EHB Package
Building on Evidence

e PFM Reforms e.g. Program
Based Budgeting

° Health Development
Partner Group Platform -
Sharing Proposals

Cross-Cutting: NHS and Investment Case, Health Financing Policy and Health Financing Strategy, Health Sector Coordination
Framework - (Partner Platforms, Technical Working Groups and Health Sector Working Group) and IC Implementation Matrix

Expenditure
Tracking

e Data Availability
through Annual
RMET and periodic
NHAs
e Alignment of NHA
with RMET Tool

® |nclusion of NHA

Module in Poverty,
Income,
Consumption and
Expenditure
Tracking Survey




THERE ARE OPPORTUNITIES!

Prioritisation of HF Reforms

Periodic Stock-Tacking Prioritisation and Investing in the

Institutionalise tracking of progress in implementing Priority HF Interventions. Build

Health Financing Reforms . Introduce HFPM and
related tools/approaches as part of routine HF TWG

on Sustainable Financing for
Health Accelerator (SFHA)

Principles

business processes.

Leverage the Government Led

Bi-Lateral/Partner Collaborations Platforms for HF Alignment

in HF Technical Assistance

Rally behind the Health Sector
Working Group and other platforms

Collaborative planning and investments

for support to HF Technical Assistance to accelerate progress on alignment.
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Domesticating the ALM in the SADC
region

Dr Lamboly Kumboneki
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Progress made thus far

.

General Tracker National HF dialogues Hubs
2021: SADC Ministers « SADC led development of Tracker 2022 + SADC health financing
approved the establishmentof ~ « Tracker to be piloted in 3 countries: + Malawi — advanced. Hub launch in August 2022
SADC Regional Hub Malawi, South Africa, Zambia . South Africa — preliminary
Decision to pilot Tracker in the « Next: Country training . Zimbabwe — preliminary
region

« Timeline: Complete by end- Early 2023 (exploratory)

June 2022: MoU with Global September 2022

* Eswatini, Mauritius, Zambia
Fund

» Coordinating with WHO on Matrix
2 consultants recruited



What will SADC Hub do in year 1

Convene the SADC regional

meeting of MoF & MoH Convene the SADC regional meeting of senior
(May 2023) MoF & MoH officials (Feb 2023)
Provide dedicated coordination .
and technical support to SADC ‘ Support national health
countries T’Ea‘% financing dialogues
2 consultants, 1 coordinating MoH, another 3@ a

SNS—"

coordinating MoF

Support SADC Member States &Iﬂ]
to pilot the Tracker
Malawi, South Africa and Zambia.
Then Eswatini & Zimbabwe

Start small. Build capacity.
Demonstrate success.




The Tracker has 2 parts

Tracker: Part 1

A very short diagnostic of
questions across 4 themes
that countries can use to
diagnose which areas of
health reform will provide the
greatest return on effort.

« The pilot will test 23
questions and from this, 12-
15 will be chosen.




The Tracker has 2 parts

Tracker: Part 2

e A Resource Pack of what to

do next in the areas identified
after conducting the Tracker
(Part I).



The Tracker has 2 parts

Emphasis is not on the tool but on the process : MoF & MoH officials jointly diagnosing,
prioritising, and figuring out how to start addressing prioritised challenges.

N 4



Objectives: What areas does the Tracker suggest the country should focus on?

1. ‘More money for health’

More Money
for Health

3. Equity / improved financial protection in

health Country
Leadership

and
Coordination

4. Strengthened country leadership of the
health financing agenda and improved
coordination




Objectives: What areas does the Tracker suggest the country should focus on?

Objectives Action areas

|— 1. Raise: Growing the size of the pie for all sectors

Where can government ,
. weren realise the biggest return
on effort?

VU h\-'“l\’ mni u

1. ‘Moren

3. Equity .

protection in health
— 9. Financial protection

4. Country Ieadership and — 10. Country leadership of the health financing agenda

improved coordination 11. Governance & Coordination

- 12. Strengthened data systems



Opportunities for collaboration: Year 1

. Tracker:
o Help review lessons learned from pilot

o Support countries to implement Tracker next steps
Align work in the region to the framework of the Tracker: More money; More health; equity; country

leadership

National health Financing dialogues:
Development partner country focal points invited to be part of country organising teams

©)

Hubs:
- Help to build capacity on HF in the hubs

o Help Hubs to take Tracker to scale.

Work with and through the RECs. Communicate and coordinate.
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12 Tracker ‘action areas’ — across 4 objectives

Objectives Action areas
- 1. Raise: Growing the size of the pie for all sectors
1. ‘More money for health’ 2. Allocate: Budget Prioritisation for Health

3. Spend: Public Financial Management

— 4. Efficiency: Tackle main areas of inefficiency within govt health spending
2. ‘More health for the money’ 5. Effectiveness: investing in the right priorities

- 6. Measurement & Monitoring: Are countries using data for decision making

B 7. Equity in Service Coverage

3. Equity / improved financial

) ; 8. Equity in Financing
protection in health

— 9. Financial protection

— 10. Country leadership of the health financing agenda
4. Country leadership and

. . . 11. Governance & Coordination
improved coordination

- 12. Strengthened data systems
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