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essential in ensuring that all

people get the healthcare they

o EN\Y need. On this International Day,
S m let us reaffirm our commitment
to a world with health for all.

UHCODERNBIT 5ND



fols U

CHUNED ?

- EREDBCEE (Out-of-pocket
expenditure : OOP) : R - &EfE
T—EXOFBDRRIC. BEHNEEE
Flc. B¥. XIL>EH

- SRELEREEDBCAE

(Catastrophic payments)

- 11 ORALHEREIZED 1 0% %A
SERERIE

- EREOBCEBICLDERL

(Impoverishment effect)
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Source: Global monitoring report on financial protection in health 2021

MILLION
43 PEOPLE
99 6 MILLION
PEOPLE
. IMPOVERISHING
=" HEALTH SPENDING

7 MILLION
PEOPLE

ushed into extreme poverty

AT LEAST 1.4 BILLION PEOPLE INCURRED FINANCIAL HARDSHIP
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1%

B Government transfers [ Social health insurance contributions [ External aid
Voluntary health insurance contributions [l Out-of-pocket spending Other

WHO Global Health Expenditure Database, 2021
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Three dimensions to consider when moving

towards universal coverage

A

iReduce
i cost sharing
iand fees

Extend to Current pooled funds
non-covered
<

Population: who is covered?

A

Direct costs:
proEortion

Incude || of the costs
otfmer covered

Services:
which services

are covered?

Source: WHO 2010
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=51 : The RESYST multi-country study on

RESYST (Resilient and
Responsive health systems)
research consortium
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NIGERIA

Publicy financed public srvices;state level
ool with contibutions from the national pool
Population coverage: Entire population
Source of finance: Government budget (State level)
Purchaser organisation: State Ministries of Health
Provider payment method: Budget llocation

Mandatory halth nsurance forformal
» Jisingle

pool
Population coverage: 3% oftota population

employers (10% of bsic salary)
Purchaser organisation: Prvate Heslth Care Organisations
i forsevice for

secondary and tetiary care

INDIA
Publicly financed public services; single pool
Population coverage: Entie State population
Source of finance: Central and State budgets

rchaser organisation: Stte Departments of Health and
Family Welfare
Provider payment method: Budget allocation

Mandatory health

insurance forstate goverment employees; one pool per tate:
Population coverage: All government employees, employees
of public sector rganizations, co-operative societies
Source of finance: ayrol contribution by employees service
tax component is borne by Government)
Purchaser organisation: Public Insurance Company (United
India Insurance)

KENYA

Voluntary schemes open to

individualschemes are usually  and owned by private, for profit

supervised by non-governmental  pools

=R

CHINA

Publc, mandatory nsurance for
the entire rural population; multple pools at the county level
Population coverage: 98% of the tota ural population

‘Source of finance: 80% from central, provincialand courty

VIET NAM
Mandatory social heaith insurance
forthe whole population;single purchaser mechanism
Population coverage: 69% o toal population
Source of finance: Multpl: fullysubsidized premium for the poor:

Purchaser organisation: County level governments

public and private employees and employers

payment system

18%of total

resources Sourceof finance: remium

12%oftotal

Source of finance: Premium (individual or corporate)

activities for new schemes are health insurance companies
subsidized by NGOs eg. marketing
Provider payment method: Fee

fermaa s forservie for outpatient care and
c

and pivate healthfailes; imited

Provider payment method:Fee-  care
for-service or inpatient care only at
contracted public heaith faciites

SOUTH AFRICA
Publicy financed public ervices;
single pool
Population coverage: Entire population
Source of finance: Government budget
Purchaser organisation: Povincial departments of health
Provider payment method: Budget for faciite,saares forstaff
Private voluntary health insurance “medical schermes’
multiple pools
Population coverage: 16.6% of total
Source of inance: remium contributions

Purchaser organisation: Medicalschemes

st are pusd ona Sy b2

group (DRG) payments for  limited number ofschemes. |

TANZANIA

Publcy financed public services;

10

COUNTREES

THAILAND
General

Provider payment method: Fee-forservice s the dominant
payment mechanism a all hesih faciites (64.5%). About 42% of
600 district hospitalsreceive capitation payments

PHILIPPINES

Mandatory health nsurance for the
whole population;single pool
Population coverage:74.9% oftotal population

Purchaser organisation: Phiippine Health Insurance Corporation

for tient cae (Z benefi-
negotiated contracts at a limited number of hosptals

INDONESIA

Publicly financed
public serices;single, national pool
Population coverage: Entir population
Source of finance: Central and local government.
budgets
Purchaser organisation: Local government

population who are nat government o private

employees

Single pool, mandatory health

insurance forstate government employees; company.
pop employees,

budget il to NationalHealth Secuity Offce
Purchaser organisation: National Health

Population coverage: 52% o total population
Source of finance: Central government budget and

with networks o primary healthcare and distrct
hospitals; Global budget for DRG for in-patient

single, national pool

Population coverage: 7.1% o total

population
population

Source of finance: Government

multipl pools

Mandatary non-contributory for government

Population coverage: 7.9% o toal

population employees and dependants

community
Purchaser orgaisation: 3715
Provider payment method: Capitation for primary

heaith care; INA-CBG (DRG type) for hospitas;providers
chaim forreferal services

support and basket funding 5
Purchaser organisation: Ministryof D= emloyee and employer

poos schemes; the objectives, benefcaries and mecharisms

contribution by households;
premium budget bill

Population coverage: N/A
General e =

Government Authorites Department; Ministy of Finance.

Sourceof finance: Local government budget
Purchaser organisation: Some district/provincial

alocation service.

overnment (ot al
through g
intoservice
methods o transfe esources to heslth care sevice
theysetle the cims
2 basis hocpitals providersto obtin sevice for beneficiries
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RESYST KEY FINDINGS SHEE®

WHAT FACILITATES STRATEGIC PURCHASING FOR
HEALTH SYSTEM IMPROVEMENT?

Background

A core function of health care financing is purchasing - the process by which funds are allocated to providers to obtain
health services on behalf of a population. If designed and undertaken strategically, purchasing can improve health systems
performance by promoting quality, efficiency, equity and responsiveness of health service provision and, in doing so, facilitate

progress towards Universal Health Coverage.

Despite the important role of purchasing in health systems performance, global debates tend to focus on how to generate
more money for health, and there remains considerable confusion about what purchasing entails. There is an even greater lack
of understanding, and empirical work, about what is required for strategic or active purchasing.

About the research

This research project critically assessed how selected purchasing mechanisms performed in
arange of low and middle-income countries from the strategic purchasing perspective and
identified factors influencing that performance.

The countries included in the study are: Kenya, India, Nigeria, South Africa, Tanzania,
Thailand and Vietnam. The research examined the relationships between purchasers and
other groups of actors involved in purchasing mechanisms including the government,
healthcare providers and citizens.

Purchasing is an undervalued function of healthcare
financing in the public integrated system.

Public purchaser(s) are often unaware of effective

use of available levers, e.g. payment, monitoring and
accountability mechanisms, to improve efficiency and
quality in health service provision.

@ The capacity of purchasers is important in the
effective implementation of strategic purchasing
actions.

Effective implementation of strategic purchasing requires
purchasers to have:

1. Resource capacity, with adequate financial and
human resources.

2. Technical capacity, including skills to undertake
clinical quality audits and design benefit entitlements,
provider payment mechanisms and determine
payment rates.

3. System capacity, through a supporting regulatory
framework and information system.

4. Network capacity, with broad networks that engage
various actors throughout the health system.

@ The implementation of strategic purchasing in the
public contract system is constrained by the
absence of a shared understanding of the purchasing
function.

This has resulted in a lack of clarity in the roles and
responsibilities of the government, central purchasers
and purchasing administrators and incongruity between
purchasing and other public policies and regulations.

@ Parallel purchasing mechanisms, unless designed as
part of an integrated system, can undermine the
ability of purchasers to undertake strategic purchasing.

Where multiple purchasing mechanisms operate in a
health system, the signals sent by the various mechanisms
and funding flows are shaped by the relative size of

the funding, the payment mechanism, the services and
population covered, accountability requirements, etc.

@ All case studies revealed poor accountability to
citizens.

Policy should pay more attention to purchasing
arrangements so that purchasers are required to perform
their roles to fulfil their responsibilities to the people that
they represent.

RESOURCES

«+ Purchasing project webpage for full list of resources at http://resyst.Ishtm.ac.uk
« Topic overview: What is strategic purchasing for health?

The RESYST multi-country
study Strategic Purchasin

1. Providers

2. Citizens

3. Government

10
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*World Development Indicator (2018, 2019)
**Zurn P, Codjia L, Sall FL, Braichet JM (2010)



For more than money: willingness of gsringes © A 4 (OIS
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Table 3 Conditional Logit model iﬁd }E’E) 8 I)\l\l —C\'\j_—‘\_ 9

Physician Non-physician

Coefficient SE? P value Coefficient SE? P value ”R% % %ﬁ,‘rﬁ
1. Model parameters e —
Current job condition -0.093 0.124 0454 —0442 0.066 <0001 /.LA\lL Eyﬁ% F;g —C‘\ Eb?% _g- %
Period -0.195 0026 <0.001 -0172 0016 <0001 E Efﬁ ( 5 5 % ) E%Eﬂj
Allowance 0.382 0.125 0.002 0.267 0.060 <0001 N o2
Equipment 0732 0166 <0001 0577 0066 <0001 ( 247 % ) % S5V 9‘\ I\

health professionals to stay in
remote Senegal

Accommodation 0274 0.149 0.065 0.180 0.061 <0001 _
Temporary with MoH -1.071 0.182 <0.001 -0754 0.086 0.003 ‘(.. j:$ || | J
Contract with health facility -1.849 0259 <0.001 -1.520 0.097 <0001

Contract with local authorities -1873 0202 <0.001 —1459 0.113 <0001 Iﬁi@ /r \J 9 t\\ j. 7 = ((_.-_ J:
Training 0.955 0.137 <0.001 0346 0.064 <0001 5 )-T-gﬁ'— Fﬂﬁ % %% L \ 7—: i\j»@ 4/

Managerial support - - - 0306 0.079 <0001

Professional support - - - 0043 0.071 0.542 \J 9 t\\ j_ —_— %{f i’ 5
2. Model statistics

Respondents 55 246

Observations 3909 17 961

Log likelihood -905.98 -505337

Bayesian info criterion 1 886. 40 10 214. 49

*Robust standard errors adjusted for clustering on individual participants




=l 3 : Eliciting patient preferences for the

management of sexually transmitted infections
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of-Care Testing : POCT)
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