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CONDUCTING 33 QUESTIONS DISTRIBUTED

A MINI MATURITY MODEL THE HFPM AREAS & MAPPED TO ONE OR
BUILT AROUND 4 PROGRESS LEVELS MORE DESIRABLE ATTRIBUTE
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EACH QUESTION IS ALSO MAPPED EACH QUESTION IS MAPPED TO

TO ONE OR MORE OBJECTIVE/ &3 1 OR MORE DESIRBALE ATTRIBUTE
GOAL. HERE LIES THE CAUSALITY
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J DESIRABLE ATTRIBUTES OF HEALTH FINANCING

Table 1: Desirable attributes of health financing systems
cvi Health financing policies are guided by UHC goals, take a system-wide perspective, and prioritize and

HEALTH FINANCING GUIDANCE NO 8

oW
.s 9o sequence strategies for both individual and population-based services
v
E § &8 G2 Thereis transparent, financial and non-financial accountability, in relation to public spending on
€5 S health
i s S GV3  Intemational evidence and system-wide data and evaluations are actively used to inform
implementation and policy adjustments
ASSESSING COUNTRY HEALTH FINANCING SYSTEMS S . e
T H E H EA LTH FI N AN CI N G RR1 Health expenditure is based predominantly on public/compulsory funding sources
©
g E' RR2  Thelevel of public (and external) funding is predictable over a period of years
"
p ROG R ESS MAT RI X 2 ® RR3  Theflow of public (and external) funds is stable and budget execution is high
RR& Fiscal measures are in place that create incentives for healthier behaviour by individuals and firms
o PR1 Pooling structure and mechanisms across the health system enhance the potential to redistribute
£3 available prepaid funds
§ g PR2 Health system and financing functions are integrated or coordinated across schemes and
programmes
o Psi Resource allocation to providers reflects population health needs, provider performance, or a
£ g £ combination
.g E E ps2 Purchasing arrangements are tailored in support of service delivery objectives
2 .g' e ps3 Purchasing arrangements incorporate mechanisms to ensure budgetary control
" BRI Entitlements and obligations are clearly understood by the population
!9 BR2  Asetof priority health service benefits within a unified framework is implemented for the entire
population
g "
8 g BR3 Prior to adoption, service benefit changes are subject to cost-effectivensss and budgetary impact
3 & assessments
$ ® BR.  Definedbenefitsare aligned wath available revenues, health services, and mechanisms to allocate
g funds to providers

BRS 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

=

'g g priorities

% ? PF2 Providers can directly receive revenues, flexably manage them, and report on spending and outputs

Z5

&€

@ cvi Health financing policies are guided by UHC goals, take a system-wide perspective, and prioritize and

2 sequence strategies

8 PR1 Pooling structure and mechanisms across the health system enhance the potential to redistribute
World Health - avaitable prepaid funds
Ol’ganllatlon = s PR2 Health system and financing functions are integrated or coordinated across schemes and

32 programmes

E 5 ps2 Purchasing amrangements are tailored in support of service delivery objectives

-

I

PF1 Health budget formulation and structure supports flexible spending and is aligned with sector

https://www.who.int/publications/i/item/9789240017405 P
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THE EVIDENCE

BY FUNCTION, INTERMEDIATE OBJECTIVES AND GOALS

KEY LINKS HF FUNCTION INTERMEDIATE OBJECTIVES & GOALS

[Z] New entry form

revenve raisino [ N 21 Equity in finance | 39
DOCUMENTS MAPPED Utilization relative to need _ 42

76 Health security l 12
Purchasing & provider payment _ 17
Total Quality || 11
Benefits & conditions of access - 10 Eﬂiciency _ 43
DOCUMENT TYPE Fii _ 17 Equity in resource distribution _ 25
Exparimantal Public health functions & programmes - 12 Transparency & accountability _ 53
2
5 10 15 20 25 30 10 20 30 40 50 60
Quasi-
experimental
7
Qualitative REFERENCES REFERENCES REFERENCES REFERENCES
44 {"| HF policy, process & governance ['] Benefits & conditions of access {'] Financial protection {] Quality
Mixed methods ["] Revenue raising {*] Public financial management ('] Equity in finance [| Efficiency
9 "] Pooling revenues "] Public health functions & program... ["] Senvice use relative to need "] Equity in resource distribution

Other "] Purchasing & provider payment ["] Health security || Transparency & accountability
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HF policy, process & governance

Revenue raising References Pooling References

1= (GV1) Systemv... -/ (RR1) Predominant {I/ (PR1) Structure

(GV1) 35 = (GV2) Accounta... wr1) I 25 -] (RR2) Predictability {[z] (PR2) Harmonize
= (GV3) Evidence... RR2 - (RR3) Stabilit
v2) 25 L (GVv3) rr2) N 13 . (RR3) y

(rRz) [N 12 {*] (RR4) Fiscal measures 2) _ 30
(GV3) 14 (RR4) M 3

0 20 40 0 20 40

0 20 40
payment

“1 (PS1) Resource... [*] (BR1) Entitlements &... ("] (PF1) Budgets aligned priorities
7] (PS2) PPM & SD (BR1) W / [*] (BR2) Benefits universal (7] (PF2) Providers spending auth...
(PS1) 14 . (BR2) I 6 _ o ey [ 13
(PS2) 21 = (PS3)PPM cos... (BR3) W 4 {*] (BR3) Benefit criteria
| M= ;
(PS3) 16 Egg; — 20 (7] (BR4) Benefits aligned (PF2) _ 13
0 15 20 25 0 5 10 15 20 25 [ (BRS) User charges li... 0 10 20
Public health functions &
programmes —
i~ (GV1) Systemv...
=1 (PR1) Structure
(GV1) 35 g (PR1)
(PR1) 26 {71 (PR2) Harmonize
(PR2) 30
(PS2) 21 ] (PS2) PPM & SD
(PF1) 13

0 20 40 [*] (PF1) Budgets ..
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(Q1.1) hfstrat
(Q1.2) govacntbl

(Q1.3) datadgov

|
0

(Q4.1) allocneeds
(Q4.2) ppmcohrnt
(Q4.3) ppmaicrd
(Q4.4) ppmeff
(Q4.5) infodprch
(Q4.6) prvdauton

(Q7.1) prgalgnplcy
(Q7.2) prgpoolalgn
(Q7.3) scrtyprep
(Q7.4) scriyresp

o

References
{1 Q1.1 (hfstrat)
{F] Q1.2 (govacntbl)

8 ] Q1.3 (datadgov)

1"

10 20

References
{F] Q4.1 (allocnee...
{F] Q4.2 (ppmcoh...
[} Q4.3 (ppmqlcrd)
{F] Q4.4 (ppmeff)
{I"] Q4.5 (infodprch)
[} Q4.6 (prvdauton)

References

{F] Q7.3 (scrtyprep)
{F] Q7.4 (scrtyresp)

w
=
o

[ Q7.1 (prgalgnp...
{F] Q7.2 (prgpoola...

MAPPING
THE EVIDENCE

Revenue raising

(Q2.1) revpol
(Q2.2) predict
(Q2.3) stable
(Q2.4) prgrsv
(Q2.5) hithtax

Benefits and conditions of access

(Q5.1) benexplct
(Q5.2) benprcss
(@5.3) benundrstd
(Q5.4) copaydsgn
(Q5.5) benrevalgn

References
[} Q2.1 (revpol)
{1 Q2.2 (predict)
{F] Q2.3 (stable)
{F] Q2.4 (prgrsv)
[} Q2.5 (hithtax)

References
[} Q5.1 (benexplct)
{F] Q5.2 (benprcss)
[} Q5.3 (benundr...
{F] Q5.4 (copayds...
{F] Q5.5 (benreval...

®
Pooling revenues

(@3.1) poolpol 1"
(Q3.2) redistim 6
(Q3.3) fragsolve 10
(Q3.4) revpool 2
(Q3.5) vhispil 5
0 10

PFM

(06.1) pfmdiag [ 6
(@6.2) pmallocprty [N 9
(@6.3) bdgtpress | 10
(06.4) bdgtentrl [ 7
(Q6.5) expinfmon [

References
{F] Q3.1 (poolpol)
1] Q3.2 (redistlim)
{F] Q3.3 (fragsolve)
{1 Q3.4 (revpool)
1] Q3.5 (vhispill)

References
("] Q6.1 (pfmdiag)
1] 6.2 (pfmalloc...
[} Q6.3 (bdgtprcss)
{] Q6.4 (bdgtcntrl)
{F] Q6.5 (expinfm...




\
V

V/ rl;
3)
2\

=

World Health
Organization

S
=

Q‘\‘

33 ASSESSMENT

ASSESSMENT
AREA

1) HEALTH
FINANCING
POLICY,

PROCESS &
GOVERNANCE

2) REVENUE
RAISING

3) POOLING
REVENUES

ANNEX 2

PAGES 17-18

4) PURCHASING
& PROVIDER
PAYMENT

Qu

Q12

13

Q21

Qz3
024

Qzs

Q31

Q32

Q33

B

Q35

Q41

Q42

QUESTION | QUESTION
TEXT CODE

hfstrat

govacntbl

datakgov

predict

prgrsv

hithtax

redistim
fragsolve
revpool
vhispill
allocneeds
ppmcohmt

ppmglcrd
ppmeff

prvdauton

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

Are health financing agendies held accountable through
appropriate governance arrangements and processes?

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

Does your country’s strategy for domestic resource mobilization
reflectintermational experience and evidence?

How predictable is public funding for health in your country over a
number of years?

How stable is the flow of public funds to health providers?

To what extent are the different revenue sources raised ina
progressive way?

To what extent does government use taxes and subsidies as
instruments to affect health behaviours?

Does your country’s strategy for pooling revenues reflect
international experience and evidence?

To what extent is the capacity of the health system to
re-distribute prepaid funds limited?

What measures are in place to address problems arising from
muitiple fragmented pools?

Are multiple revenue sources and funding streams organizedina
complementary manner, in support of a common sat of benefits?

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

To what extent is the payment of providers driven by information
on the health needs of the population they serve?

Are provider payments harmonized within and across purchasers
to ensure coherent incentives for providers?

Do purchasing arrangements promote quality of care?

Do provider payment methods and complementary administrative
rned)ani_}sms address potential over- or under-provision of
services:

Is the information on providers' activities captured by purchasers
adequate to guide purchasing decisions?

To what extent do providers have financial autonomy and are held
accountable?

) QUESTIONS

ASSESSMENT
AREA

5) BENEFITS &
CONDITIONS OF
ACCESS

6) PUBLIC
FINANCIAL
MANAGEMENT

7) PUBLIC
HEALTH
FUNCTIONS &
PROGRAMMES

QUESTION | QUESTION

Q51

Q52

Qs3

Q54

Qss

Q62

063

Q65

on

Q72

Q73

Q74

QUESTION TEXT

TEXT CODE

benexplct Is there a set of explicitly defined benefits for the entire
population?

benprcss Are decisions on those services to be publicly funded made
transparently using expliat processes and criteria?

benundrstd To what extent are population entitlements and conditions of
access defined explicitly and in easy-to-understand terms?

copaydsgn Are user charges designed to ensure financial obligations are clear
and have functioning protection mechanisms for patients?

benrevalgn Are defined benefits aligned with available revenues, available
health services, and purchasing mechanismes?

pfmdiag Is there an up-to-date assessment of key public financial
management bottlenacks in health?

pfmallocprty Do health budget formulation and implementation support
alignment with sector priorities and flexible resource use?

bdgtprcss Are processes in place for health authorities to engage in overall
budget planning and multi-year budgeting?

bdgtcntr Are there measures to address problems ansing from both under-
and over-budget spending in health?

expinfmon Is health expenditure reportng comprehensive, timely, and
publicty available?

prgalgnplcy Are specific health programmes aligned with, or integrated into,
overall health financing strategies and policies?

prgpoolalgn Do pooling arrangements promote coordination and integration
across health programmes and with the broader health system?

scrtyprep Do financing arrangements support the implementation of IHR
capacties to enable emergency preparedness?

scrtyresp Are public financial management systems in place to enable a

timely response to public health emergencies?

n
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EACH QUESTION ASSESSES PROGRESS TO

ONE OR MORE DESIRABLE ATTRIBUTE

LINKED LINKED ASSESSMENT DESIRABLE ATTRIBUTE LINKED LINKED
AREA ATTRBUTE CODE QUESTION | QUESTION AREA ATTRIBUTE CODE QUESTION | QUESTION
CODE NUMBER CODE NUMBER
3) POOLING Pooling structure To what extent are the different prarsv Q& 5) BENEFITS & Entitlements BRI Is thers 3 set of explicitly defined 051
REVENUES and mechanisms revenue sources rasedin a CONDITIONSOF  and obligations benefits for the entire population?
across the health progressive way’ ACCESS are clearly
system enhance t pe
the potential Does your country’s strategy poolpol 1 understood by :ﬁ;?:;’;‘é’;;;rﬁop::p;?;?:f Qs3
%o redistribute for pooling revenues reflect the population defined explicitly and i
avaiable prepaid nternational experience and access defined explicitly a = n
funds evidence? 2asy-to-understand terms?
To what extent is the capacity of redistiim Q32 Areuser charges designed to Qss
the health system to re-distribute ensure financial obligations
prepaid funds limited? are clear and have funcn?nmg
Are multiple revenue sources and revpool Qs p’%‘::;?“ mechanisms for
fUrbdll’;] streams organised ina pa
complementary manner, in support o .
- > set of priority BR2 Iz there 3 set of exphicitly defined Q51
of 2 common set of benefits? health service benefits for the entire population?
What s the role and scale of vhispill Q35 benefits withina
voluntary health insurance in unified framework
financing health care? is implemented
for the entire
Do health budget formulationand  pfmallocprty Q6.2 population
implementation support alignment
r”e':: :;‘31’,”“'“5 and flexible Priortoadoption, BR3 Are decisions on those services Q52
service benefit to be publicly funded made
Are public financial management scrtyresp (o113 changesare transparently using _e);phm
systems in place to enablea subject to cost- processes and criteria
timely response to public health effectiveness and
emergencas? budgetary mpact
assessments
Health system PR2 ks health flnancm; information databgov Q13
?"d nancing systemically used to monitar, Defined benefits  BR& To what extent is the payment of Q&1
= g"a'“‘m S Y are aligned providers driven by information on
'crg:r%r;ta tegr N with available the health needs of the population
across schemes ?oes vc:ur country’s strtg1 tegy poolpol 31 :‘r,:lz:sé:?hh they serve?
and programmes or pooling revenues reflect 2 S =
prog international experience and = Are definad benefits aligned Q55
evidence? allocate funds to with available revenues, available
providers health services, and purchasing
What measures are in place to fragsolve Q33 mechanisms?
address problems arising from
multiple fragmented pools? Do health budget formulation and Q6.2
implementation support alignment
Do health budget formulationand  pfmallocprty Q6.2
implementation support alignment :nth SECHE, p7n orities and flexible
with sector priorities and flexible e —
a7 :
bl Benefit design BRS Are user charges designed to Q54
Are specific health programmes prgaignplcy QN includes explicit ensure financial obligations
aligned with, or integrated into, limits on user are clear and have functioning
overall health financing strategies charges and protection mechanisms for
and policies? rotects access patients?
) - or vulnerable
Do pooling arrangements promote  prgpoolaign Q72 groups
coordination and intagration -
across health programmes and
with the broader health system?
Do financing arrangements scrtyprep Q73

support the implementation of IHR
capacities to ena ble emergency
preparednass?
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3 organization . MAPPING CAUSALITY

FROM POLICY TO PERFORMANCE

OBJECTIVE [ QUESTION | QUESTION | QUESTION TEXT
GOAL NUMBER | TEXT
LODE LODE

Dioes your eourtry's strxtegy for domestic resouree mobilization

FHI::I-TEL‘I‘I-::I-H reflect Mtermationsl Expenence and svidence?
023 stable Howw stable is the flow of public funds to health providers?
24 prgrsy To what extent are the differemt revenus sources rased in 3
progressive way?
g3 pooipol Does your courtry’s strategy for pookng reveruss reflect
INtEmational expensnce and svidence?
032 - To what axtent is the capacity of the haalt To what extent is Sierra Leone implementing policies that drive
propaid funds imited? progress in financial protection?
23 fragscive 'What maasures are in place to address pro Q2.1 ] 2
ANNEXE 6 fragmented pocks? Q2.3 | 2
e.g. p36 3.4 revpoal Hre multiple revenue sources and funding
Complementary mannes, in support of a oo Q24 I'1
BS  vhispil What iz the role and scale of voluntary hed =~ &1 '3
health cane? Q3.2 | 1
Q51 benexpict ks there a set of explicitly defined banefits Q3.3 ] 1
B3 benundretd T wihat extent ane populaton sntithemsn Q3.4 ] 2
defined explicitly and in easy-w-understs Q3.5 1
055 copaydsgn Are user charges designed to ensure finan
and have functioning protection mechanis Q5.1 | 2
@55  bevevalgn  Aredefined benefits aligned with svalably 253 | 2
sErvices, and purchasing mechani gms? Q5.4 ] 3
Q5.5 2
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(@) o e EACH QUESTION REPRESENTS

- * A MATURITY MODEL °

W

THE QUESTIONS

’

PROGRESS
LEVELS

COUNTRY APPLYING

ASSESSMENT

GUIDE RATINGS

Each progress level
reflects significant
movement towards the
desired situation: a
mini “maturity model”.
Allows change relative
to previous
assessment(s) to be

identified
4
4 .
Progressing
I Emerging

The CAS provides further Progress levels are
background and yardsticks against
explanation for each which current situation
question; why it matters, in a country is
what progress looks like, assessed. Forms the
with illustrations / “for basis of recommended
examples’ directions for policy &
implementation

Each question raises
issues about the
situation in a country
on a specific issue,
which can support
progress towards one
or more “desired
attribute(s)”

‘ Advanced
I Established
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(Question 3.3 (fragsolve): W LEVEL 1 EMERGING
There are no b address d inefficiency arising from fi
\‘!\'hut measures are in place to address problems arising from multiple fragmented pools?

vy For example, no mechanisms to address common problems arising from pool fragmentation exist, such as when
separate health coverage schemes |separate pools), have separate and unequal benefit entitlements, separate

POVEMaNCE aTangements, separate information systems, tC A common example i when schemes use
TH E H EA LTH Fl NANC I NG differant payment methods, and or different paymaent rates for the same type of services, generating incentives
I} BACKGROUND TO THE QUESTION that may contradict sach other, and which do not support progress towards UHC. In this scenario, services
provided to better-off individusls may be remunerated with attractive payment methods and o higher rates
compared with services provided to less-well off population groups.

This quastion is particularly relevant whare there iz fragmentation in the health system, in terms of multiple

coverage schemes and or health programmes; the extent should be apparent from Stage 1. The previous

guestian 1.2 i concermed with Structural anid whether make progress over time by LEVEL 2 PROGRESIING

merging or integrating differant schames, or Ftematively by g ] Sorme measures in ploce to oddress inequity and inefficency arising from frogmentation.

I comirast, this question assesses whether mterventions or mechanisms are beng used to ovencome of miigate Exampies of such measures include benefits being harmonized atross some schemes, steps taken to develop 2
Hwnqnirn ces of fray " '—-n-hn fragmentation through merping, integrating or unified or interoperable approach to information management across a few schemes, but multiple different
redistributing funds between schemes i nat taking place. forms wxist, and information is not yet managed through a common database; for axample, diffarent data forms
. . miay exist for each scheme, and schemes may wse different uncoordinated provider paymant rates for the same

Fragmentation can drive inequities in access to and use of services, a5 well as the direct financial cost 1o patients, p—
and affects coharence in the health financing data architecture. For example, data generated by different
scheme: beco difficult to collate and wibiich i i for wide i
- x.n’pmp-r-n:n mes difficult to compare, is importamt for a gystem amalysis e

progress twards Substantiol measures in ploce, though with rocm for impe L inequity ond inefficiency arising
I rEspOAGNg 1o this guestion, identify actions which compensate for the pagative sguity and efficiency from fragmentation.

COUNT Y ASSESSMENT GUIDE consequences of fragmentation, rather than actions which change the structure of pooling itself, which should Exampies of such “substantial measures® go beyond those of level 2, such as:

be captured in Question 3.2 Examples mclude pro-equity interventions e ¢ the harmenization of benefits across
schemes and pro-effickency measures such as unifying patient information systems. For palicy-makers, much of *+ harmonizing benefis for mest of the popalation
the seope for action kes in the purchasing function, although decisions about benefit design and overall health « significast of a single son platform with common for data jon and
SySem Eovernance can also mitigate fragmentation. Question 7.2 also considers this issue, but with a specific submission, imespective of a patient's scheme of insurance status. This allows 3 comprehensive picture of
focus on health programenes e.g. T8, HIV). Therefore, you do not need to go into depth on that issue here. health care activity across the heatth system to be developed, such 35 which services are being parchased,

for whom, from whom, and by whom, to inform policy analysis and development.

« payment methods and or rates for the same health service are well harmonized, although some remaining
u WHAT MATTERS AND WHAT DOES PROGRESS LOOK LIKE? ities create img incentives for prowi such that patients from certain schemes ane still

financislly more sttractive than from other schemes.

= Making progress an this issus maans putting in place and implamenting palicies which address the various
isues arising From fragmented pooling, as described above. Examples of mechanisms which support this

Explicit channels for coordination across the different schemes and Ministry of Mealth have been set up;

include: * Measure to reduce supply-side imbalances are being put in place;

» Harmonizing benefit entitlements aoom schemes (note that this mswe is considered is more detail in
Question 5.1 [benexpict]. LEVEL &: ADVANCED

# Ensuring that provider payment mechanisms are coordinated and coherent across schiemes/programmes [ fuily enabie aquity and efficiency challenges anising from poal
for example through a wnified payment system frogmentwtion to be fully oddressed.

* Building a common or wnified health information system acoss schemes/programmes. This means ol sueh ol be the ol or benefits, unified
progressively harmonizing information across purchasing agencies, which can be achieved through forms and facility-level data collection processes for all pateents regardless of scheme or insurance stafus feeding
interoperability by adopting common definitions (semantic interoperability) and terminclogies (syntactic info a single national database, single provider payment system used across schemes, and provader types
interoperability), or through the development of interoperability kayers to transform heterogenous data
nto comparable and o [vechmical interoperability].

HFPM Country Assessment Guide 43 HFPM Country Asssssment Gaide 22
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(@) Y e DASHBOARD OF QUANTITATIVE INDICATORS

L ] La

Select a cou . 1
ntry LOWER MIDDLE Tl Unversal | peakh | Pooing & e e g’@ World Health
TR INCOME economic coverage spending IHR ‘A\\ =9 A‘/ Organ|zat|on

ECONOMY & POVERTY UNIVERSAL HEALTH COVERAGE

POVERTY RATE (2019 | (| GGE % GDP (2019 | GOV.SURPLUS /DEFICIT % GDP (2021 | UHC SERVICE COVERAGE INDEX CATAS TROPHIC SPENDING (2007)
(2019) SO Cir)
0.0% T @®506 3.8.2
o '1‘
38.3% . 15.6% 10% 0% - BN - T
! ! - o L See examples
N e N : 1
roportion of population a General government expenditure High and or increasing deficit may limit future oo - " L S )
Proportion of lation below | nd SDG 3.8.1: coverage of essential SDG 3.8.2 (10% threshold): percentage Of Su Ortl n
national poverty line reflects gov. revenue-raising capacity fiscal space for health. services; a low number = high unmet of people facing financial hardship as a
\_ VAN \_ ) needs result of out-of-pocket pay ments metrics i n
st mcou o T e S S
POPULATION EMPLOYMENT STRUCTURE
INDICATOR "AL'{{EES'{‘)TEST N Avey F  TREND LINE (CLICK ONCHART) Q2.4 and Q2.5
Formally employed | In Cou ntry

16.5%

a). Population (thousands) 14,645.5 23,708.9 / - Others (outside "'40”<1f‘;3.f3c‘§2

b). GDP per capita PPP 2,705.4 5,50&4/_/_\

c). Poverty rate 383 39.7 \/

the aramoms (GoeaeDm) T e 0 156 243 /\_*/\ Informaly employ ed

e). Informal as % emploved 79.4 49.4 / Population employ ment structure affectsthe choice of financing mechanism, in
v particular where informality is high, and where the population is ageing significantly.

< > Sources: ILOSTAT, WDI and SDG

Assessment
Guide

WEB LINK TO DASHBOARD



ADDITIONAL POINTS

SUMMARIZE THE KEY
POINTS AS YOU GO ALONG, k|
TO FEED INTO THE FINAL .
REPORT

HOW MUCH TO WRITE?
SHORT, CONCISE, WITH
REFEFENCES

IDENTIFYING GAPS IN
KNOWLEDGE ARE AN
IMPORTANT PART OF THE
ASSESSMENT
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Data or Information for
HPFM assessment

(Lesson from Implementing Strategic
Purchasing in Tanzania)

Health financing

Tanzania



What is SPARC?

Purchasing Functions Purchasing Capacities

Financial Management

Project and manage revenue

Know how much ‘
and expenditures

money there is and
how much is spent

Specify benefits packages,
including service delivery
standards & cost-sharing policies

Benefits Specification
Decide what to buy

2

Contracting
Decide from whom to
buy

Select providers; enter into
contracts to deliver goods and
services in the benefits package

Communication

Decide how and how provider payment systems
and calculate payment rates

much to pay providers

Strategic planning and policy development

Monitoring
Know how the money
is being used

Development, operation and effective use of IT
systems

Monitor provider
performance, service

Provider Payment ‘ Develop and implement
‘ utilization and quality




Data sources

» Government documents
» Key informant interview with program implementers

» Those implementing different elements within bigger schemes




% of Total Health

Expenditure

Main
Purchaser(s)

Governance

Financial
Management

Benefits
Specification

Contracting
Arrangements

Provider
Payment

Purchasing Functions in Tanzania’s Health Financing Schemes

Tax-Financed
Schemes

Ministry of Finance
and Planning (MOF)

National Health
Insurance Fund
(NHIF)

National Health
Insurance Fund (NHIF)

Social Health
Insurance Benefit
(SHIB)

National Social
Security Fund (NSSF)

Improved
Community Health
Fund (iCHF)

Private Insurance

Budget overruns Budget overruns Budget overruns Budget overruns Budget overruns
occur. Deficits are occur when occur. The NSSF are not allowed. occur when claims
financed through premiums collected Act allows for A budget-neutral exceed premiums
reallocation of funds are insufficient to supplementary budget capitation formula collected. Deficits are
per Section 40(1) of cover claims. Deficits by approval of the prevents deficits. covered by profits
the 2014 Budget Act. are covered using Minister of Labour from the insurance
Accounting officers reserves acc and company’s other lines
request approval for from the previous of business.
reallocation of funds years’ surpluses.
from the Minister of
Finance.
Explicit guidance Explicit benefit Explicit benefit Not explicit; uses Explicit benefit
from the National package of primary package of primary broad intervention package of primary
Package of Essential care and hospital «care and hospital categories for primary and hospital care with
Health Interventions care, with exclusions; care, with exclusions; and hospital care with exclusions; no clear
for primary care and revisions are based on | revisions are based on | no specific exclusions; process for revisions
hospital care; no enrollee feedback via enrollee feedback via no clear process for
exclusions and no public consultations public consultations revisions
defined process for
revisions
Loose agreements All public facilities Selective contracting All public facilities Selective contracting
with public providers included:; selective with public and included; selective with private providers
and some private contracting with private providers contracting with
nonprofit facilities private providers private nonprofit

providers
Line-item budgets, Fee-for-service Capi C Fee-for-service
salaries, and allocation select their preferred select their preferred
to health fadilities providers and fee-for- provider
based on a capitation service payments are
formula made for referrals




Key message concerning data for HFPM
stage one 1

» There is sufficient data at the moment when it comes to describing the
financing landscape

» i.e expenditure data like NHA or MTEF data sources which provides a good
snapshot of financing landscape

» These are useful information in showing the size of each scheme in total
financing

» WHO has also provided background indicators for each country Health Systems
Governance and Financing (who.int) for describing the landcape



https://www.who.int/teams/health-systems-governance-and-financing/health-financing/hfpm-background-indicators

Why do we have good quantitative data

» “Perhaps because initially the health economists were so much focused on
numbers only! They did not think that qualitative data can play a key role
in making assessment or measuring progress.

» Due to that they put pressure on governments to produce quantitative data to
aid assessments

» Thus why we have such data as NHA and MTEF and they have become routine
data collected by governments

» Problem arise when qualitative is data is needed for making an assessment.




Different perspectives

» Differences in definition of issues between technical people and purchasing schemes

» i.e Reviewing the benefit package

“A benefit or service package is defined, reflects health priorities, is a commitment, is well
specified, and a transparent process for revision is specified.”

» The NHIF definition of reviewing benefit package is different .

» Cost is the driver of benefit package review for sustainability of scheme and not according to
the need. So after evaluation of the sustainability of the fund, decision is then made can be
made to review benefit and whether to include a certain service or not.

» Need alignment between what assessors know and what purchasers/scheme owners think.




Areas where we found no good
information for assessing progress

» NHIF has some form of periodic assessment but we could not find any such
assessment to other schemes included in the assessment

» DHIS 2 data - shows utilisation of service but does not show which scheme or
payment modality the patients uses to enable analysis

» Health and Management Information system -some schemes have and some
does not have

» Routine analysis for making purchasing decisions - NHIF carry out Prices
assessment to inform pricing exercise

» Weak provider monitoring




What data is in what document

NHA - Tell how big is the scheme can help categorise the schemes
Data availability according to functions of Health Financing -

Benefits- Acts documents and Scheme Websites

vV v . vV

Service delivery standards - Use of Standard treatment guideline issued by th
MOH

» Medicine list - National Essential Medicine list used.

» Governance - Data from legal documents like acts which defines mandate of
the scheme what it can and what it cannot




Design of schemes matters to aid future
assessments

» The monitoring and evaluation mechanisms of purchasing schemes should be
embedded in during design

» Periodic reporting should improve within the system with action points well
clearly defined to enable implementers to take action

» It is important to understand what design feature lead to outcome and
maximise efforts

» The progress assessment should be used as feedback tool to implementers in
communicating what works and what does not work during the
implementation cycle of program so that they keep refining things as they
continue implementation

» So the HPFM should be implemented as a cycle




Reflections for policy makers

» How do we make the HPFM tool used by policy makers as something for them
to see areas where they can improve implementation of different programes
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PHASE 4 PHASE 1

REPORT PREPARATION
FINALIZATION &

PUBLICATION

PHASE 2

CONDUCTING
THE ASSESSMENT

PHASE 3
EXTERNAL REVIEW




—,-‘\,—’\—l-

(@\3 World Health
WY o

& Organization
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PHASE 1
REPORT

FINALIZATION PREPARATION
&
PUBLICATION

PHASE 3 NGy
EXTERNAL CONDUCTING

THE
REVIEW ASSESSMENT

1.2 13 1.4

1.1

|dentification of Training and in- Timeline &
Initial briefings & Pl and core depth briefing of milestones
HFPM overview team. Pl & core team. de\ll'elope'ghto
. align wi
with MoH Also Oversight Training course 9

country

Team. developed processes



PHASE 4

REPORT
FINALIZATION
&
PUBLICATION

PHASE 3

EXTERNAL
REVIEW

PHASE 1
PREPARATION

Explicit capacity-

building objective

PHASE 2

CONDUCTING
THE
ASSESSMENT

2.2 23 2.4
2.1 , :
Data / info Review / Assessment
HFPM compilation and e considered ready

for external

template
review

completion

Launch Event Oversight Team




y"@ World Health

&89 Organization

PHASE 4

REPORT
FINALIZATION
&
PUBLICATION

PHASE 3

EXTERNAL
REVIEW

3.1

Two experts 3.2 3.3 34
independently External reviewer Final adjustments :
review and comments to assessment Cross-country

discuss areas of
divergence on
rating scale

discussed with PI
and country team

based on validation review

consensus score

PHASE 1
PREPARATION

PHASE 2

CONDUCTING
THE
ASSESSMENT
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4.1

Draft report
prepared: key
findings &
recommendat-
ions

4.2

Final report
prepared
following review &
agreement

4.3

Publication of
HFPM report

(at least three
options)

PHASE 4

REPORT
FINALIZATION
&
PUBLICATION

PHASE 3

EXTERNAL
REVIEW

4.4

Event to
disseminate
findings with key
stakeholders

PHASE 1
PREPARATION

PHASE 2

CONDUCTING
THE
ASSESSMENT




ountry assessment report — SIERRA LEONE
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MAKING PROGRESS
TOWARDS UNIVERSAL
HEALTH COVERAGE THROUGH
HEALTH FINANCING REFORMS

SIERRA LEONE
2021
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FOREWORD

The Health Financing Progress Matrix is a tool developed by the WHO Department of Health Systerms Governance
E Finanding. It assesses the country’s health financing system against a set of evidence-based benchmarks that
were identified s being key in order to make progress towards Universal Health Care {UHC). The matrix signals the
direction in which the various aspects of health financing system need to develop.

Sierra Leane has launched the UHC roadmap at the end of 2019, which outlines the next few years of work. In order
to setup the health financing systern as a solid foundation for progress towands Universal Health Care, the Ministry
of Health and Sanitation set out to assess progress so far with the Health Financing Progress Matrix. This made
Sierra Leane only the second country in West Africa to finalize this process, and the first to do so without external
consultants. The process was fully led and guided by the Principal Health Economise, drawing on a team of health
financing experts and enthusiasts within the country. The report was drafted using a consultative approach, and
the recommendations were reviewed by several cutside experts from both within and outside of the country: This
assures a solid evidence-based, while customization to owr Sierra Leonean needs is guaranteed.

The findings of d port are dear: thene i space to grow. The matrix helped us identify where cur biggest growth
areas are — in pooling resources and how we purchase services from providers and pay them for it The MoHS is
cognizant that the health finanding landscape is a fragmented one, with several pools. The Government remains
the biggest pooling agency and aims to build wpon that strength and prepare for a Socdial Health Insurance
Scheme. Together with our development partners, we are also looking at how to strengthening provider payment
mechanisms, within the current legal framework.

The Health Financing Progress Matrix also showed that we have already done substantive work in Public Financizl
Maragement. Our budget information are available online, an annual execution statements are ako published. We
are in the middle of migrating the internal payment system from paper-based to online, which will further direct us
towards Universal Health Care.

Thi Ministry of Health and Sanitation is thankful to its staff, development partners and other health stakeholders,
especially in the health financing space, that contributed to various efforts in shaping this report. The Government
of Sierra Leone is fully committed realization of recommendations coming out of this assessment and we lock
forward ta working across the health sector with our partners and stakehalders to ensure every Sierra Leonean will
be berefitting from Universal Health Care a& soon 2= possible.

Austin Demby

Dr Austin Demby
Minister of Health and Sanitation
Derermiber 2071

MAKING PROCRESS TOWARDS UNN ERSAL HEALTH OOV
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https://portal.mohs.gov.sl/download/33/publications/1652/sierra-leone-health-financing-progress-matrix-report web.pdf
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Bangladesh has not been able to reduce financial hardship
due to weak implementation of health financing policies

Financial Hardship (SDG 3.8.2 at 10% threshold)
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I Improving service coverage but worsening financial hardship I

Service Coverage Index (SDG 3.8.1)
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HFPM ASSESSMENT 2020 FINDINGS

Strategies outlined to expand population coverage risk
creating greater fragmentation and inequity in the health
system

Poor predictability of budget allocations and low budget
execution

Essential Service Package exists but funds do not flow to
ensure delivery

Reconsider plans to establish new, separate insurance
schemes for specific groups eg. garment workers
Establish budgetary mechanisms to ensure flow of
adequate funds to frontline providers focused on ESP
Address low budget execution and link improvements with
increased budget allocations
D
% A
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REMINDER OF KEY CONSIDERATIONS

HOW FREQUENTLY SHOULD IT 4 e e

BE CONDUCTED?

ul HFPM ASSESSMENT:
driven by local timing and processes

IMPLEMENTING STARTING OFF ON THE

AN HFPM :
5 11l f. RIGHT FOOT:
SO COUNTRY explain process at the onset; high

ASSESSMENT level buy-in

PROCESS ISSUES DURING
IMPLEMENTATION:
regular check-ins with backup team;
draft ratings and key messages

o WHO COMPLETES THE ASSESSMENT?
o :Q Flexibility. Individuals versus teams.
Requires health financing expertise.



World Health
Organization

Thank You



Implementation
of the Health Financing
Progress Matrix

Experience from Ethiopia
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@ Overview of the HFPM implementation in Ethiopia

SHYTF M5 Y7L NAR79!

Purpose Implementation
® Support progress towards UHC ® The work led by the Ministry of
through systematic assessment of Health’s Partnership and
the health financing system over time Cooperation Directorate (PCD) with

the support from WHO and partners.
® To build consensus around the

health financing situation. ® One of the pilot countries for the first

version of the HFPM
® |dentify strengths and weaknesses,

inform revised Health Care ® Piloted the second version of the
Financing Strategy and future HFPM Q2-3 2021
policy dialogues.

World Health
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& Results of the HFPM assessment

mS MINEC - hTPRE

MINISTRY OF HEALTH-ETHIOPIA

- Stage 1 and 2

Main coverage arrangements

Cost-sharing, cost-recovery and
exempted services

Fee-waiver for indigent
households

Community Based Health
Insurance (CBHI)

Social Health Insurance,
Private insurance
Government health budget

RATING : 1=Emerging, 2=Progressing 3=Established 4=Advanced
2.3

Over average HFPM

7. Public health functions and programmes

[

w
o
=

6. Public financial management
5. Benefits and conditions of access
4, Purchasing and provider payment

2. Revenue raising

1. Health financing policy, process &
governance

o

05 1 15 2 2.5 3
HLlow Income group average M Regional average (Africa) M Ethiopia

orld Health
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@ Results of the HFPM assessment — Stage 2

Revenue raising Pooling revenues Purchasing
K—Iﬂ % OO
= Limited move towards = High level of - Inadequate incentives to

reliance on public fragmentation and limited improve quality and

revenue sources. risk pooling between efficiency.
Community Based Health * Predominantly passive
Insurance (CBHI) rather than active or
schemes. strategic purchasing.

World Health
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@ Stakeholder involvement

® \Workshop organized to validate
preliminary result and discuss their
implication in Ethiopia.

® Bringing together different institutions:
Ministry of Health, Ministry of Finance, the
Health Insurance Agency, local universities,
donors and implementing partners.

® Split into groups to discuss Stage 1 and
Stage 2.

World Health
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@ Challenges and lessons learnt

| R 84

.“*b The different levels can be a distraction — facilitators need to manage discussion

[ R4

8

Importance of involving stakeholders — given the complex nature health financing issues

D)

conclusions

‘ For large & decentralized countries — difficult to arrive at overall, system-level

World Health
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@ Way forward

® Publication/dissemination of the
HFPM based on Version 2 for the
public.

® MOH wants to institutionalize the .
HFPM process and use it to inform
future Health Sector Strategic Plans.

® Continue involving stakeholders in
the process.

A/"'

World Health
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Using the HFPM:
Experiences from Ugandao




'Experiences &
lessons learnt

Intro &
implementation
of HFPM
assessment

‘Conclusions



Background

» Uganda is currently evaluating its HFS |

2015 - 2020)
» Update the HF

°M tfor Uganda

» Objectives of 1

‘he HFS




Background - Objectives of the HFS

To enable equitable, efficient and sustainable mobilization of
adequate resources

To establish and roll out a Social Health Protection system

To increase effective pooling and strengthen strategic purchasing
mechanisms that ensure the attainment of equitable and efficient
resource allocation and delivery of quality health services by 2025.

To develop new and strengthen existing institutional arrangements
that will ensure effective accountability and transparency in
resource management and use.

To strengthen mechanisms for harmonized and effective
partnerships in financing and delivery of health services.

To strengthen systems for timely generation and production of
health financing and expendifure information to guide policy and
decision making.



Resource mobilization interventions

Increasing government allocation to health

Improving efficiency for existing resources

Improving the predictability of exiernal
resources

Increasing the contribution of prepayment to
the health sector

Innovative health financing mechanisms




Interventions - Pooling

Harmonization and alignment of DAH to
sector priorities

Pooling DAH and government resources

Establishment of the Health Fund (for pooling
JAF & NHIS)

Pooling of health insurance schemes




Interventions - Purchasing

Building capacity for purchasing in the health sector

Results-based financing

Input-based payment

Process-based provider payments (such as
coniracting, reimbursements, etc.)

Delivery of the benefit package




Introduction

»HFS strategy has been implemented by
diff stakeholders.

» What progress has been madee
» What are the obstacles/ challengese

» What strategies are required to achieve
key health financing goals




Introduction

Implementation

» Initial completion of the HFPM by a technical
team from academia, MOH and WHO.

» Obtain consensus - with a team of diverse
stakeholders.

» Validate - External review team.
» Currently maftrix completed by technical team.



Experiences and lessons learnt

1.HFPM provides in depth outline of key areas that
are of importance in advancing health financing .

2. Enables you identify gaps in the strategy eg -
Public financial management, policy and
governance process, benefits & conditions of acess

3. Enables you to develop relevant
milestones/assess achievement of key milestones...

poorly identiflied milestones do not allow you to
assess progress satisfactorily



Experiences and lessons learnt

4.HFPM ranking process - stepwise progress- Qssess
progress more objectively and present progress in o
simple clear manner.

5.The HFPM tool and findings are only as useful as the
information enftered — “gabbage in gabbage out”

6. When completed well and regularly - allows you to
make a good assessment of the progress made over
time - if initial findings were not assessed

appropriately , you cant assess progress adequately.




Experiences and lessons learnt

7.HFPI\/\ process should also collect qualitative data that can
enable you to explain the findings observed.

8.HFPM process allows you to identify specific relevant strategic
actions that need to be taken by the country to make progress
iIn HF based on the findings

? HFPM findings makes it easier for you to advocate for required
clhanges because it makes progress achieved and the gaps
clear

10. A few sections focus mainly on countries with insurance and
does not have adequate provision for countries which do nof
predominantly use insurance.. Benefits& conditions of access No
4- user fees.. Informal fees . Pooling section- Govt funding




Conclusion

<+ HFPM assessment allows you to appreciate key
actions that need 1o be taken to advance health
financing functions - more effective
Implementation and evaluation of HF

<+ The assessment needs to be done by a
technically competent team.

<+ The HFPM can inform development,
implementation and evaluation of HFS.



