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[This draft has been revised to include content from the discussion document “Health financing in the time of COVID-19 in Lao PDR”. These revisions are indicated in green.]
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[bookmark: _Toc43704451]1. Foreword

· This is a period of transition for the health sector in Lao PDR: economic, demographic, and epidemiological transition, but also climate transition and, now, a “new normal” imposed by the COVID-19 pandemic. 
· Lao PDR is preparing for graduation from LDC status by 2024, and transition from donors. Progressing from Gavi accelerated transition to a “fully self-financing” phase will demand a much higher level of domestic funding by 2025. The Health and Nutrition Service Access Project will also have implications for how TB and HIV services are financed. 
· Lao PDR is also preparing for an older population with more non-communicable diseases. These trends call for integrated health services with primary care and essential public health functions at the core, empowered people and communities, and multisectoral policy and action. 
· In the past two years it has dealt with flooding and drought, respectively, and more extreme weather events can be expected. We need to invest in the resiliency of our health system to climate change, making sure that our investments are green.
· Lao PDR has so far managed to contain the COVID-19 pandemic within its borders. The health system is preparing itself for the next phases of COVID-19 response, including the possibility of future waves of infections and renewed measures to control them. 
· The global economic downtown caused by COVID-19 will require renewed commitment to investment in health here in Lao PDR. We have shown that fast and resolute action through non-pharmaceutical public health interventions can save lives and establish the conditions for economic recovery.
· The Ministry of Finance has so far relied on contingency funds for COVID-19 response, but the next five years will probably require reprogramming of spending across the line ministries and earmarking of additional funds for those most directly involved in the response. 
· In 2019, the Ministry of Health of Lao PDR began developing a health financing strategy for this period of transition, 2021-2025, in support of a Health Sector Reform Strategy that establishes our vision of health for all by 2030. 
· The strategic objectives of the health financing strategy are even more important and urgent in the context of the COVID-19 pandemic. It is important to mobilizing resources for the COVID-19 response while maintaining other essential health services. More and better spending is needed.
· We know that government budget allocations to the health sector in Lao PDR are low relative to other countries in the region. But making the case for increased domestic funding for health starts with showing that we are accountable for using those resources efficiently. 
· Let’s be very clear: efficiency is not about reducing the budget for health but maximizing results subject to resource constraints. Allocative efficiency is about delivering the right services and in the right places and is therefore a prerequisite for equity across populations and geographies, in areas of public health priority.
· Technical efficiency is about freeing up available resources to deliver more and better services and is  very much linked to quality. We commit to sustainable financing of an essential package of services such that quality services can be accessed in Lao PDR. 
· The dok champa policy aims to strengthen the culture of quality among providers. Public providers are being strengthened through the establishment of quality standards and accreditation. Health financing must help make the shift from purchasing quantity to purchasing quality.
· The role of providers within the health sector will continue to evolve. Creating incentives for quality may mean giving hospitals greater autonomy in making decisions about staffing and investment, and some claim to surplus. However, autonomy must be earned, matched by the level of accountability for equity in service use. 
· Autonomy, if earned, is one of the catalysts that can help bring innovations, such as telemedicine, to the delivery of essential services in the face of COVID-19. Financing has a role to play in supporting innovation in service delivery at a time of disruption for the sector.
· Our public hospitals are facing competition from the rapid rise of unregulated private providers, including foreign providers. With increased regulation, accredited private providers may be invited to participate in the social health insurance scheme. Engagement with the private sector now could provide surge capacity for COVID-19 and other outbreaks in the future.
· We are pleased to present the sam thid strategy for health financing in the Lao People’s Democratic Republic. It directs us forward through our world in transition, along three dimensions: taking ownership, doing the right things (in the right places), and doing things in the right way.

Prime Minister / Minister of Health and Minister of Finance 
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[bookmark: _Toc43704453]2.1. Health system performance towards Universal Health Coverage

Since the introduction in 1986 of the New Economic Mechanism, the Lao PDR has sustained robust economic growth of between 4.0 and 8.6% per annum. This growth has coincided with increased employment and income, leading to reduced poverty. Improvements in socioeconomic living conditions have contributed to improvements in health indicators. Further improvement in these health indicators, however, has been limited by health sector performance. 
Lao PDR has developed an extensive network of health services from village health volunteer to tertiary referral level. This network has faced major governance and financial constraints, which affect the quantity and quality of health services offered.  The result is low demand for primary health care (PHC) facilities at district level and lower, making the health sector less efficient and equitable.
The Health Sector Reform Strategy and Framework of 2014 laid out the vision for Universal Health Coverage (UHC) in the Lao People’s Democratic Republic, by 2025. Financing was one of the pillars of that strategy. A draft health financing strategy developed in 2014, though not formally endorsed, identified major reforms needed to get there, including the establishment of a new health protection scheme to cover the informal sector.
In 2015, service coverage was low. The UHC Index for Lao PDR was less than 50 out of 100 (Figure 1). This result placed it last among Association of Southeast Asian Nations. Even with all this foregone care, out-of-pocket payments were relatively high, with 3% of the population having to spend more than 10% of income on health. Almost as many were being pushed below the international poverty line of USD 3.10 per day, because of their spending on health.
Figure 1. Service coverage and catastrophic health expenditure, Lao PDR relative to other ASEAN members

Health insurance coverage was only 35%, including no more than 5% through a voluntary community-based scheme. General budget transfers were needed to cover informal workers and other vulnerable populations. As in other countries that made and sustained progress towards UHC, there was a strong technical rationale for a shift in policy from a contributory to a tax-based universal system. 
In 2016-2017, with the roll out of National Health Insurance (NHI) to 17 provinces, an additional 60% of the population become entitled to health services. NHI is a tax-based system with very low co-payment at the point of care. Users pay at US$ 1-2 per outpatient consultation and US$ 4 per inpatient admission. Pregnant women, children under five years of age (CU5), and the poor are exempted from any payment. 
Utilization increased steadily to 2019 with more outpatient consultations and inpatient admissions, especially among CU5. However, many continued to pay out-of-pocket, including for services that were meant to be free, like those for the poor and for pregnant women. The quality of public health services was still perceived to be sub-standard.
In 2020, the COVID-19 global pandemic has put at risk the advances in utilization. Reports from the first quarter of 2020 show a decrease in some essential health services (Figure 2). It remains to be seen whether these reported decreases, if real, can be attributed to COVID-19, and what its long-run impact will be on the supply and demand of those services.
Figure 2. Change in utilization of essential health services, Q1 2019 to Q1 2020
 
[bookmark: _Toc43704454]2.2. The roots of this performance in health financing policy

There are many root causes for low service coverage with catastrophic expenditure in Lao PDR. Some of the roots are in how the health sector is financed. Good health financing policy can help to achieve the UHC goals of improving utilization relative to need, financial protection and quality[footnoteRef:2].  [2:  We consider that quality is goal as well as a driver of utilization sustained over time.] 

Health financing policy contributes to these goals through the intermediate objectives of accountability, sustainability, efficiency, and equity. It does so by performing four basic functions: defining benefits, raising revenues, pooling resources, and purchasing services.
An assessment of the performance of health financing policy in Lao PDR must consider all these objectives, and how the functions are being applied. We can summarize the roots of suboptimal performance in health financing using a problem tree (Figure 3).
Figure 3. The roots of suboptimal performance in health financing in Lao PDR, with links to COVID-19 financing
low quality coverage with catastrophic expenditure

Inadequate financial protection is in part the result of sub-optimal public financing, meant to replace out-of-pocket expenditures by individuals at the point of care. This sub-optimal public financing is driven by low flows of domestic funding, at a time when donors are transitioning out of the country. It is exacerbated by weak accountability in public financial management, including the execution and reporting of budgets. It is worsened also by inefficiency in the models of service delivery, as well as in allocations across population groups (geography, income, age, ethnicity, employment) and levels (primary, secondary, tertiary).
The inadequacy of public financing is even more acute in the presence of COVID-19. The fiscal space of the government has been further constrained by the response, including lockdown measures that have cut into its revenues. Major investment in innovation is needed just to maintain services at pre-pandemic levels. While new external sources of funding, including loans and grants, are available, fragmentation risks undermining efficiency and accountability of the use of these additional funds.
Inadequate financial protection is also driven by excessive private financing. This private financing can be explained in part by the non-compliance of public providers with co-payments and exemptions for vulnerable populations, and, in turn, by patients using unregulated private providers. Stronger accountability mechanisms are needed to ensure that public providers do not collect out-of-pocket payments beyond the co-payments allowed under the NHI Law, including from the poor, pregnant women and CU5, that are meant to be exempted. Many feel compelled to go to private providers, that are perceived to provide higher quality of care. Those with the means seek medical care abroad, often without any insurance.
Again, these performance challenges are brought to the fore by the COVID-19 pandemic. The lack of contracting with and oversight of the private sector makes surveillance more difficult and limits surge capacity for testing and treatment for COVID-19, and other essential services. Due to the fears of providers and patients alike, the quality of essential public services could deteriorate further, pushing ever more poor and vulnerable to private providers.
On the demand side, low utilization relative to need is driven in part by the limited access of the poor and vulnerable especially at higher levels of care. This is driven by inefficiencies in allocation across populations and levels. For example, there is wide variation in the allocation of resources across provinces. Within provinces, most resources go to secondary and tertiary level facilities, leaving few resources for primary care. It is also driven by the perception of low quality of public services.
In the early stages of the COVID-19 response, the priority has been on intensive care units and high-end equipment such as mechanical ventilators. A renewed focus on tertiary versus primary capacity might worsen the efficiency of health sector allocations. Testing, contact tracing and quarantining at the community level are among the most cost-effective tools to control the epidemic. Investments at this level would increase the efficiency of the overall health sector.
On the supply side, low utilization relative to need is driven by the low quality of public services, including a lack of people-centeredness in care. There are few incentives for public providers to deliver quality, or to develop the mix of skills necessary to delivering quality. This appears to be particularly true of preventive and promotive services. The lack of financial incentives may not be the main driver of poor quality, but their introduction could support the dok champa quality policy.   
COVID-19 has placed more work and risk on the shoulders of frontline health care workers. Without new incentives, the quality of essential public services could deteriorate further.
This is not a complete root cause analysis of performance challenges in Lao PDR. But these are the roots that will be the focus of the health financing strategy. Let us consider the following roots in greater detail:
· Low domestic funding in context of donor transition
· Weak accountability in public financial management
· Other health system reforms requiring a health financing response
The first two roots relate to core health financing functions, while the third group invokes broader health system functions.
[bookmark: _Toc43704455]2.2.1. Low domestic funding in context of donor transition

Health expenditure has never exceeded 3% of Gross Domestic Product (GDP) in Lao PDR (Figure 4). In 2018, government spending amounted to LAK 1 362 billion kip, including subsidies to National Health Insurance. This domestic government health expenditure amounts to about US$ 18 per capita.[footnoteRef:3] Private contributions to health insurance were negligible. Out-of-pocket expenditure exceeded domestic pooled funds, at LAK 1 662 billion, or more than 40% of Total Health Expenditure (THE).  [3:  National Health Accounts, 2018.] 

Figure 4. Total Health Expenditure (THE) by source, 2011-2018


Lao spending on health is among the lowest within ASEAN. In 2016, the ASEAN average (median) current health expenditure was a little more than 4% of GDP. Domestic government health expenditure was US$ 54 per capita. Achieving the ASEAN average would mean tripling domestic government health expenditure in Lao PDR, an increase of US$ 36 per capita. 
Lao PDR also has the lowest measure of future productivity within ASEAN.
According to the 2018 Human Capital Index of the World Bank, a Lao child born today will be only 45% as productive as would be possible with complete education and full health. If a tripling of domestic government health expenditure improved survival and stunting to the ASEAN average, the future productivity of newborns would increase to 47% and GDP per worker would be about 9% higher.[footnoteRef:4] [4:  The World Bank Human Capital Project.] 

Efforts to boost domestic government investment in health are underway. 
Since 2018, the Lao-Luxembourg Joint Participatory Mechanism (JPM) has been “multiplying” provincial government budgets for the timely provision of mother and child health services in three central provinces of Laos. The multiplier formula is based upon well-defined budget-activity plans, and timely deposits by the government to an imprest account.
This trend is set to continue, extending to more and more programmes. Take the case of co-financing for immunization (Figure 5). Lao PDR is on the list of countries that Gavi, the Vaccine Alliance, is supporting through “accelerated transition” before becoming “fully self-financing” with no access to Gavi resources for vaccine procurement or operational costs. 
Figure 5. Projected funding for immunization, by source, and gap, 2019-2023

Because of COVID-19, timelines for this transition have been extended to the end of 2022. Any extension to 2025 would be conditional on strengthened accountability and use of Gavi funding towards increased domestic financing for health and immunisation over time. It is expected that from 2023, Gavi will no longer fund “business as usual” operational costs.
However, the increased need for domestic investment in essential health services comes at a time of reduced fiscal space. The economy had been growing at an average annual rate of about 7% over the past years, until 2019, when growth dropped to about 5%. The government’s revenues are smaller and growing more slowly than its expenditures. COVID-19 makes the fiscal context even more difficult.
The World Bank projects economic growth of between negative 1.8 and positive 1 percent in 2020. The impact will increase the fiscal deficit to more than 7.5 of GDP in 2020, from 5.1 percent of GDP in 2019. Debt levels are expected to increase to more than 65 percent of GDP in 2020, from 59 percent of GDP in 2019, generating even higher debt service obligations. 
Before COVID-19, the Ministry of Finance projected LAK 3000 billion in health spending (domestic and external sources combined) by 2022. From 2023 onwards, health spending was projected to increase about 9% per year on average. Now, the Ministry of Finance has instructed line ministries to cut their budgets for 2020 by 30% at the central level, and 10% at provincial level. It is reviewing the budget allocations for 2021. [to be confirmed with MOF]
[bookmark: _Toc43704456]2.2.2. Weak accountability in public financial management

Currently, a minority of health budget units are using the financial management system approved by the Ministry of Finance. A survey of four provinces in 2018 found that 40% of provincial hospitals and half of health centers were not using the standard financial reporting forms required of all budget units.[footnoteRef:5]  [5:  National Health Insurance: An assessment of progress in 2016-2019 and priorities for 2021-2025, Ministry of Health, 2020.] 

Growing health expenditure and decreasing external support create the need for even stronger public financial management (PFM). 
The Ministry of Finance’s “Public Finance Development Strategy 2025 and Vision to 2030” guides the reform of PFM across all sectors and levels of government.[footnoteRef:6] It has three objectives specifically for the Ministry of Health, including the following activities: 
 [6:  Vision to 2030 and Public Finance Development Strategy to 2025, Ministry of Finance, 2017.] 

1. To improve budget planning, preparation and monitoring of financing
· Strengthen the processes for budget preparation by leveraging the work on the Medium-Term Budget Framework (MTBF) led by the Ministry of Finance 
· Develop procedures for tracking donor financing and consolidated reporting of expenditure 
2. To improve financial controls, records maintenance and financial reporting
· Assist Department of Finance to develop standards and minimum criteria for financial management at health centers, based on revised financial management guidelines; this will include training, and a checklist for monitoring compliance
· Develop and implement procedures for liquidating advances
· Design and implement expenditure reporting templates for adequate reporting and audit requirements
3. To strengthen compliance with internal controls 
· Support periodic review of compliance with internal controls at the central level, selected district and provincial health administrations and as well as health facilities, in collaboration with the Gavi Fiduciary Agent
· Develop a scorecard for monitoring and follow-up
The expected outcome is a stronger public financial management system, with a supporting level of human resource capacity. This will help ensure that funds channeled by government and development partners to the health sector are used for their intended purposes.
Jointly funded by the World Bank, Global Fund and the Department of Foreign Affairs and Trade of Australia (DFAT), the Health and Nutrition Services Access Project (HANSA) seeks to strengthen accountability for results and to improve efficiency and quality of public expenditure to obtain better outputs and outcomes. 
HANSA employs a performance-based instrument, linking disbursement to verification of the achievement of agreed indicators, to achieve greater productivity and accountability and reduce fragmentation through joint financing. 
To ensure ownership, the project aims to gradually mainstream fiduciary responsibilities into government structures through capacity strengthening at both central and subnational levels, creating an environment of improved accountability and increasing autonomy in the use of these flexible resources.

[bookmark: _Toc43704457]2.2.3. Other health system reforms requiring a health financing response

The updated Health Sector Reform Strategy for 2021-2030 works backwards from long-term demographic and epidemiological trends to create a health system fit for the future. The trends include a growing and aging population, with an increasing burden of non-communicable diseases.
These trends call for integrated health services with primary care and essential public health functions at the core, empowered people and communities, and multisectoral policy and action. This is the Primary Health Care (PHC) approach. In Lao PDR, PHC operationalizes the sam sang (“three builds”) policy on decentralization, with provinces as strategic units, districts as integration units and villages as development units. 
Health financing has an important role to play in supporting PHC. To do so, it must help to address another four roots of low effective coverage and high out-of-pocket spending in Lao PDR:
· Inefficiency in allocation across populations and levels
· Inefficiency in the models of service delivery 
· Non-compliance of public providers and non-regulation of the private sector
· The lack of incentive for public providers to deliver quality care 
Currently, the level of resources available across provinces, districts and villages is not proportionate to need. In 2018, domestic government spending on PHC was US$ X per capita, accounting for only 36% of domestic government expenditure on health.[footnoteRef:7] Almost 62% of total PHC spending came from out-of-pocket spending, mostly on medicines.  [7:  National Health Accounts, 2018.] 

A 2019 costing study of X facilities in Y provinces found that the cost per consultation and admission differs by up to %X at provincial level and %Y at district level.[footnoteRef:8] At US$ X per child, immunization costs more in Lao PDR than in other countries of the region, reflecting the number of vaccines in the programme, but also the high cost of outreach to villages.[footnoteRef:9]  [8:  Forthcoming costing results.]  [9:  To be discussed whether to include and if so, using what source.] 

A 2018 survey of NHI users in four provinces suggested that as many as 71% of the poor, 55% of children under the age of five and 43% of pregnant women were still paying out-of-pocket for basic services they should have received for free.[footnoteRef:10]  [10:  National Health Insurance: An assessment of progress in 2016-2019 and priorities for 2021-2025, Ministry of Health, 2020.] 

At the time of writing, there were as yet no standards by which to assess the quality of health services provided at public (or private) facilities.    

[bookmark: _Toc43704458]3. Framework

It was decided at a meeting of the Technical Working Group on Health Planning and Financing, convened by the Ministry of Health in early 2019, to develop a strategy to address the above challenges through concrete actions to be taken during the next phase of health sector reform, in 2021 – 2025. 
The Department of Finance, as secretariat of the Working Group, oversaw the development of a draft strategy. The draft was discussed at central level at a meeting of the inter-ministerial Task Force on Health Financing, in November 2019. All departments and bureaus of the Ministry of Health were joined by representatives of the Ministry of Finance and National Assembly. Subnational consultations covering all seventeen provinces were convened in December of 2019.
The departments and bureaus of the Ministry of Health [and Ministry of Finance?] are pleased to present the sam thid health financing strategy. 
[bookmark: _Toc43704459]3.1. The vision, goals and pillars of health sector reform 

The sam thid health financing strategy is designed to support the vision and goals of the next phase of the updated Health Sector Reform Strategy for 2021 – 2030.	 
The vision of Health Sector Reform is “Health for All by All”, implying that everyone and all sectors should help to achieve the best attainable health for all citizens. The main goals of Phase 3 (2021 – 2025) are to improve PHC through sam sang and to achieve UHC. It has five pillars: health services, human resources for health, health financing, governance, and monitoring and evaluation. 
The sam thid strategy is centered on the health financing pillar of the updated Health Sector Reform, but also establishes links to the major reforms of other pillars, for example: primary health care, hospital information systems, hospital accreditation and hospital autonomy.
[bookmark: _Toc43704460]3.2. The sam thid (three directions) of the health financing strategy

This strategy has three directions (Figure 6).
Figure 6. The sam thid (three directions) of the health financing strategy

Thid 1 is about taking ownership, with strategic objectives around accountability for funds (1A) and sustainability in financing (1B). It responds to the following roots of our problem tree: weak accountability in public financial management, and low domestic funding in the context of donor transition.
Thid 2 is doing the right things in the right places, through efficiency in allocation (2A) and equity in resource use (2B). It responds to the following performance challenges: inefficiency in allocation across populations and levels, and non-compliance of public providers with exemptions for vulnerable populations.
Thid 3 is doing things in the right way, through efficiency in delivery (3A) and quality in purchasing (3B). It responds to the following performance challenges: inefficiency in the models of service delivery, and the lack of incentives for public providers to deliver quality, people-centered care.
Not all the priority actions of the sam thid strategy can be implemented at once. The first order of business is to address systemic weaknesses in accountability and structural inefficiencies in allocations and service delivery. These are the strategic objectives 1A, 2A and 3A. Achieving these will help to address strategic objectives 1B, 2B and 3B, respectively. 
In practice, of course, strategic objectives are interconnected and will overlap in time. Strategic objectives 1B, 2B and 3B can be pursued whenever there are windows of opportunities to do so. Progress towards these six strategic objectives will be measured by a limited number of performance indicators, and implementation will be focused on a set of priority actions, as described below. 
[bookmark: _Toc43704461]3.3. Strategic objectives and performance indicators 

Thid 1. Taking ownership
Strategic objective 1A “Accountability for funds” seeks transparent public financial management, connected to health information, for accountable purchasers and providers at all levels. Performance will be seen through an increased percentage of health budget units with public financial management meeting minimum criteria established by the Ministry of Finance, as well as timely fund flow. These standards are to be developed, starting with health centers, to inform disbursement-linked indicators under the responsibility of the Department of Finance and National Health Insurance Bureau.
Accountability will help make the case for more and better domestic government expenditure.
Strategic objective 1B “Sustainability in financing” aims at adequate and predictable public financing, including transition to domestic financing, primarily through general taxes. Progress will be assessed by domestic government health expenditure (GHE-D) per capita, excluding technical revenues (out-of-pocket payments). 
Thid 2. Doing the right things (in the right places)
Strategic objective 2A emphasizes efficiency in allocation of resources across provinces and districts, focused on primary health care. Advances will be measured by general government expenditure on PHC per capita. This strategy will closely track general government expenditures at the provincial and district levels, in the spirit of the sam sang decentralization policy.
Efficiency in allocation across populations and levels is a necessary condition for equity in resource use.
Strategic objective 2B targets equity in resource use, with a focus on ensuring the compliance of providers with policies to remove financial barriers for the most vulnerable. Success will be tracked using the number of poor, pregnant women, and CU5 that accessed essential services and did not pay co-payments, and the number of chronic cases that benefitted from a ceiling on co-payments. Rates of exemption for pregnant women will form the basis for disbursement-linked indicators under the responsibility of the NHIB.
Thid 3. Doing things in the right way
Strategic objective 3A pursues efficiency in health service delivery, with a focus on cross-programmatic efficiency and rational use of medicines. Tracer indicators of performance include current health expenditure per outpatient consultation, per inpatient admission and per programme intervention, namely immunization. Benchmarks for unit costs will help to flag any wastage of resources, but also skimping on quality. 
Efficiency in delivery will free resources for the pursuit of quality.
Strategic objective 3B seeks to move the health sector from passive purchaser of quantities of services to a more active purchaser of quality services, in line with the dok champa policy. Performance will be assessed using number of providers meeting clearly defined standards of quality. These standards are being determined by the Quality Health Care Committee, including for the development of disbursement-linked indicators under the responsibility of the Department of Health Care and Rehabilitation. 
The strategic objectives and performance indicators are summarized in Table 1.
Table 1. Summary of directions, strategic objectives and performance indicators 
	Thid (direction)
	Strategic objective
	Performance indicator

	1. Taking ownership
	A. Accountability for funds
	Percentage of health budget units with public financial management meeting minimum criteria established by the Ministry of Finance
Percentage of facilities receiving NHI payments on time [update with wording from DLI]

	
	B. Sustainability in financing
	Domestic government health expenditure (GHE-D) per capita, excluding technical revenues (out-of-pocket payments)

	2. Doing the right things (in the right places)
	A. Efficiency in allocation
	General government expenditure on PHC per capita

	
	B. Equity in resource use
	The number of poor, pregnant women, and CU5 that accessed essential services and did not pay out-of-pocket; the number of chronic cases that benefitted from a ceiling on payments

	3. Doing things in the right way
	A. Efficiency in delivery
	Expenditure per outpatient consultation; per inpatient admission

	
	B. Quality in purchasing
	Number of providers meeting clearly defined standards of quality



Baseline values for the abovementioned performance indicators are given in the Background of this strategy, where sources are referenced. This strategy does not establish explicit targets for the indicators but sets milestones to mark the sequencing of priority actions, as described below. Years given are indicative.

[bookmark: _Toc43704462]3.4. Priority activities and their milestones

Thid 1. Taking ownership
Under strategic objective 1A, one of the first activities in support of accountability will be to establish a medium-term budget framework (MTBF), with budgetary ceilings for continuing programmes and sub-programmes, as well as for new cross-cutting policies around PHC and quality, as laid out in the Health Sector Reform Strategy. 
This first activity will be conducted in line with the Public Finance Development Strategy 2025 and Vision to 2030, in close collaboration with the Ministry of Finance. The Ministry of Health will begin to announce hard ceilings to departments and centers early in the budget process, so that they can develop realistic plans for which they can be held accountable.
The Ministry of Health will follow new, harmonized guidelines and system for financial management, and a harmonized accounting system, linked from central to district level. It will continue rolling out a digital platform for insurance management information (i.e., the “ATD” system). Future developments in insurance management information systems will be aligned with the broader strategy on hospital information systems, including introduction of e-billing at provincial and district hospitals. These will facilitate monitoring and audit to ensure compliance of budget units with the minimum standards of the Ministry of Finance. 
Early in 2021, it will be important to agree with other departments on a plan for convergence in hospital information systems, towards full interoperability down the road. Eventually, the financial and insurance management information systems will need to be linked to electronic medical records and supply chain management. 
Only in those central and provincial facilities with adequate financial information systems, including e-billing, ideally linked to electronic medical records, the Ministry may begin to pilot hospital autonomy. This earned autonomy will be over decision rights in staffing, supplies, equipment, and over use of technical revenues. Importantly, the decision rights should not extend to service mix or pricing. 
The pilots should start by leveraging autonomy under existing laws (e.g. Decree 349 on the use of technical revenues), then proceed to block grants for Chapter 62 activities, followed by other chapters of the chart of accounts. They must assign clear responsibilities for line items within Chapters. The pilots will be monitored and evaluated after two years, in 2023, to assess the impact on the accountability and social functions of hospitals. 
For the sustainability of hospitals, the flow of funds from NHI must be predictable. The National Health Insurance Bureau (NHIB) will progressively remove unnecessary decision gates that disrupt this flow. In 2021, for example, it will begin to transfer funds from the national bureau to provincial bureaus according to quarterly budget plans, without need for reports from facilities. As progress is made in improving financial management at lower levels, it will consider transferring funds directly to facilities.
As progress is made on accountability, activities can be broadened under strategic objective 1B, towards greater sustainability in financing. MOH will support MOF in introducing and implementing new taxes on tobacco, alcohol, sugar, and petrol. Some share of these taxes could be earmarked towards NHI, if it helps to offset any regressive effects on the poor, or otherwise increase the acceptability of new taxes to the general population.
The Ministry of Health can start by reporting on the cost to NHI of low levels of tax on these products, in terms of payments for lung and cardiovascular diseases, diabetes, road traffic accidents, and diseases attributed to air pollution. To maintain sovereignty over its tax policy, the Ministry of Finance will not renew any agreement with tobacco companies that limits its ability to increase tobacco taxes. [to be confirmed with MOF that this language is acceptable]
To facilitate transition from Gavi, Global Fund and other donors, the NHI benefit package and budget will be adjusted to include all essential services provided at fixed facilities. The provider payments and patient enablers will be calibrated to adequately incentivize common goods for health, such as immunization, and accommodate longer term care for TB and HIV. Integrated financing will help to improve cross-programmatic efficiencies, as described under thid 3.
Having demonstrated accountability for on-time payment to facilities, including for fixed facility services previously funded by external sources, the NHIB will exercise greater autonomy from the Ministry of Health, beginning with a separate budget and reserve fund by 2025. Thereafter, it will transition towards a semi-autonomous agency.
Throughout, the Ministry of Health will support the Ministry of Labour and Social Welfare (MOLSW), Ministry of Finance, Ministry of Commerce, Customs Office, Trade Unions, and private sector to increase contributions to the National Social Security Fund. A whole-of-government effort should focus on increasing compliance among existing formal sector employers, as it is unlikely that informal sector participation can be substantially increased in the short or medium term. The principle remains that the right to financial health protection will be independent of employment status. 
The Ministry of Finance may impose fines for non-compliance of formal sector employers, but non-compliance of employers will not negate the right of employees to financial access to health services. It is important to note that the main role of the Ministry of Health in increasing compliance with the formal sector scheme is to improve equity of financing and the quality of services, as laid out under thid 1 and 3.
[bookmark: _Hlk42154827]Moving from contingency funding to systems financing for health emergencies
In 2020, the COVID-19 response was financed in part using continency funds at the Ministry of Finance. In January of 2020, the executive released a total of LAK 10 billion (USD 1.1 million), with between LAK 500 million and LAK 1 billion going to each of the provinces, depending on size. Most funding, however, came from new external sources, including concessional loans from the World Bank and Asian Development Bank. 
The Ministry of Health will work closely with the Ministry of Finance and other line ministries so that reallocated funds are drawn selectively from non-urgent activities rather than generated through cuts across the board. The Ministry of Health will provide sound estimates of what is needed for the ongoing COVID-19 response, and for maintaining essential services. 
In the event of widespread community transmission in Laos, COVID-19 financing will shift from emergency budgets under the Ministry of Finance to regular budgets under the Ministry of Health. However, the current health budget cannot simply be re-allocated to accommodate COVID-19. In order the deliver an effective COVID-19 response while maintaining other essential health services, a supplementary budget will be needed.
Decisions will need to be made about the supplementary budget for COVID-19, and other emergency responses: who will fund whom, for what, and how. What will be the basis and rate for payment? This will first require the establishment of a coordination body, including the Ministry of Finance, Department of Finance, National Health Insurance Bureau, Ministry of Labor and Social Welfares, as well as major funders. 
The Department of Finance will accelerate COVID-19 purchasing through delegation of authority for some cash advances, with ex-post or risk-based controls. The usual controls will be limited to high costs such as large purchases or infrastructure upgrades that are more susceptible to fraud. It may be necessary to create a temporary lump sum or programme-type line in the supplementary budget to facilitate its execution. 
While accelerating the release of funds and softening spending procedures for COVID-19, accountability will be maintained. The Department of Finance will track and report publicly on the use of resources for the response. With a lag of not more than a year, the National Health Accounts will report on COVID-19 financing and its impact on financing of other essential health services. 
The Ministry of Finance will track all donor funding coming in for COVID-19, for health and other sectors. All development partners will commit to be on plan and on budget, to ensure that domestic and external sources of funding are complementary. Ensuring complementarity in financial, human and physical resources may require introduction of new, fit-for-purpose coordination mechanism.
Thid 2. Doing the right things (in the right places)
Under strategic objective 2A, allocative efficiency, a priority activity is to develop budget and staff norms to reduce inefficiency in allocation across provinces and districts. Both budget and staff allocations will be increasingly informed by these benchmarks, using a common and transparent formula that considers facility level, population, and information about population needs, such as utilization. Once allocations are fully rationalized, the ringfencing of health spending at provincial level can be better enforced. 
In 2021, based on costing of the Essential Health Service Package (EHSP), the Ministry of Health will review and revise, as required, budget and staff allocations for PHC. Financing will support other measures to address human resource for health distribution and retention. A formal strategy will be developed for community engagement in health, and this strategy will include appropriate funding modalities for community health workers on the frontlines of the PHC response.
Similarly, based on the costing its Health Insurance Benefit Package (HIBP), the NHIB will re-align provider payment mechanisms with sector priorities, increasing payment weights to prioritize primary services. For well-defined services, the same weights should in principle apply regardless of the level at which they are delivered, or else adjustments should be made explicit. 
The MOH and National Assembly have requested to adjust NHI system to be more financially sustainable (less costly and financially affordable by the Government) and to increase contributions from those segments of the population that can afford them. There are several policy options available, with different benefits and risks.[footnoteRef:11] [11:  These will be described in the forthcoming NHI Strategy for 2021-2025. ] 

For example, the NHIB will consider increasing the co-payment for higher levels of care, or a limited list of specialized services not included inthe EHSP or HIBP and consider removing exemptions for curative care for CU5. These should not be considered as measures to increase revenues. They are primarily motivated by allocative efficiency and, with enforcement of the policy of exemptions for the poor and vulnerable, equity in resource use.
Only when government health expenditures per capita, by area and level, reflect the stated priorities of the government, can it begin in earnest to deliver on the promise of the EHSP and HIBP. This begins the work under strategic objective 2B, for equity in resource use.
The Ministry of Health will collaborate with the Ministry of Agriculture and Forestry to ensure an effective system to identify the poor is in place and is being regularly updated. NHIB can then increase awareness about entitlements and obligations by issuing NHI membership cards, beginning with the poor. 
NHIB will then further invest in the 24-hour hotline number (1509) to encourage users to report out-of-pocket payments for services. It will strengthen its verification process, including patient follow-up calls, to document non-compliance of providers with exemptions for the poor. 
Once the number of poor, pregnant women and CU5 that accessed essential services and did not pay out-of-pocket reflects the need for such exemptions, NHIB may consider extending its focus to the chronically ill. If the insurance management information is sufficiently well developed, it could introduce an individual annual ceiling on co-payments.
Throughout the above activities, technical capacities will be developed towards evidence-based priority setting. These capacities will be institutionalized, in a first instance, within a unit responsible for PHC, operating at all levels of the Ministry of Health. By 2025, the Ministry of Health may also establish a unit, possibly within the University of Health Sciences or the Lao Tropical and Public Health Institute, for health technology assessment.
When the process of priority-setting has been institutionalized, the Ministry of Health will be in a better position to define the role of the private sector. It can then improve regulation of private service and insurance providers, such that they operate in complementarity with public providers and schemes. They will be given a clear mandate to deliver services not included in the essential service package, or services that are not available locally at accredited public providers.
[bookmark: _Hlk42154847]Removing barriers to access among the vulnerable during health emergencies
The COVID-19 response demands enhanced effort to remove barriers to access among the vulnerable. In 2020, COVID-19 patients did not have to pay for their COVID-19 related diagnosis or treatment duration isolation. Financing for this has come outside of the regular Ministry of Health budget.
From 2021, the Ministry of Health will cover the costs of those suspected or confirmed to have COVID-19. It will extend the benefit package (and budget) of the NHI to guarantee the provision of services linked to a public health emergency, at any level. 
All user charges (including co-payments) will be suspended for services delivered during isolation or quarantine at designated facilities, at both health and non-health facilities. This includes treatment of any co-morbidities. These facilities will be reimbursed by NHIB, with a supplementary budget for this purpose.
During periods of lockdown, the NHI will extend entitlement to free health services to everyone regardless of place of residence. This is especially important given the restrictions on population movement that are part of the public health measures that may be re-introduced. 
In the longer-term, NHI will remove all user charges for remote essential service consultations, first in the context of pandemics. The goal is to encourage home care and tele-consultation where feasible. At a minimum this will include the mild cases receiving home care. With time, it will be extended to as many primary care services as possible, perhaps even outside of health emergencies.
NHI will reimburse facilities for providing food or food allowances to all people, including the non-poor, in isolation at health facilities. It must coordinate closely with local authorities for the provision of enablers during quarantine or isolation at non-health facilities. Other sectors will provide income support (cash or voucher assistance), as required, to enable people to comply with physical distancing and other public health measures.
Thid 3. Doing things in the right way
Under strategic objective 3A, efficiency in delivery, and in the context of donor transition, the focus will be on improving the efficiency of donor funded programs by reducing fragmentation, duplication, and misalignment. 
In the context of disease elimination, the National Strategic Plan for Malaria Elimination in Lao PDR, 2021-2025, prioritizes:
· An integrated Emergency Operations Center (EOC) at national level, and communicable disease rapid response teams at province and district levels
· Integrated health education packages led by the Centre for Information, Education and Health (CIEH) [Centre for Communication, Education and Health?]
The first ever TB/HIV joint programme review (October 2019) recommended progressive movement in 2021-2025 towards:
· Joint TB/HIV planning and budgeting
· Joint TB/HIV training and supervision
· Integrated TB/HIV laboratory services, including sample transport
· Joint procurement and supply management for tests, drugs and other commodities
Building on progress in the integration of maternal and child health (MCH) and immunization strategies, discussions during the Gavi Joint Appraisal (November 2019) considered:
· Pooled procurement mechanisms at the regional level
· Joint eLMIS-mSupply implementation
The Joint Appraisal emphasized alignment in all immunization objectives, strategies and activities between all MCH and immunization plans, including the Annual Operational Plan and comprehensive Multi-Year Plan (cMYP), as well as plans for Health Systems Strengthening (HSS) support, and the Cold Chain Equipment Optimization Platform (CCEOP). 
There will need to be clear roles and responsibilities of all stakeholders and partners in planning and budgeting, not just the individual programmes with the Department of Planning and Coordination and Department of Finance. All departments and centers will need to be engaged. 
Indeed, a Ministry-wide workshop on cross-programmatic efficiency (November 2020) highlighted the need for more coordinated planning and budgeting across all departments and centers. The Ministry will start at the district level, with one integrated plan and budget for health. This district plan will be backed up by a block grant to facilitate implementation.
For NHI, the focus on efficiency will begin with strengthening verification, making better use of data from ATD and DHIS2. It will develop capacity and algorithms to identify anomalies in reimbursement claims, starting with the service mix. It can then target facilities for more in-depth audits and apply penalties for inaccurate reporting. Good practices from high performing facilities will be shared.
While there is not yet NHI in Vientiane Capital, the Ministry of Health will seek the reliance of public providers on user charges for medicines by replacing them with charges for consultations and admissions. Insofar as dual practice is allowed, there must be enforcement of regulations on medicine prices (including the newly reduced mark-up) in the private sector. This effort will start with antimicrobials.
As progress is made towards reducing technical inefficiencies, total health expenditure per programme intervention (e.g. per child immunized), per OPD consultation, per IPD admission, should start to converge across provinces, districts and facilities. Savings can then be deployed towards improving quality.
Under strategic objective 3B, quality in service delivery, an immediate priority will be the development of guidelines for the implementation of Decree 349, linking payment of staff incentives to quality improvement. This is also the first step in piloting hospital autonomy under thid 1.
Gradually over time, and only once it has established a system for quality improvement, the Ministry of Health may incorporate licensing and accreditation of public providers into financing arrangements. Accreditation will include, as a matter of priority, robust systems for financial management and rational use of medicines. The process can then start by granting greater flexibility in the use of technical revenues to accredited providers.
The number of public providers meeting dok champa standards of quality will at some point hit a plateau. At this stage, there can be some accreditation of private providers, with contracting of accredited private providers at same payment rates as public providers, for essential services that are not available locally from accredited public providers.
[bookmark: _Hlk42154870]Getting provider incentives right for responding to health emergencies
Incentives, coupled with autonomy, will help providers to adapt to shortages in inputs or disruptions in processes during the COVID-19 pandemic. This flexibility in response will require stabilizing revenues when these are affected by a decrease in utilization of essential services due to COVID-19.
Incentives will be paid to health care workers on the frontlines of the COVID-19 response, compensating them adequately for high-risk work and long shifts. The “additional agreement” of the Ministry of Finance (0991/MOF) makes provisions for per diems of between LAK 50 000-100 000 per person per day technical staff, including retirees, LAK 40 000 for cleaning staff, and LAK 30 000-50 000 for medical students. These will be funded by transfers to provincial governors.
The next step will be to provide incentives to village health volunteers, who are on the frontlines also of the primary health care policy. 
[bookmark: _Hlk42800631][bookmark: _Hlk42801064]At the start of the outbreak in Lao PDR, the government shut down private clinics. They were soon allowed to reopen but were expressly prohibited from providing diagnostic or treatment services for COVID-19. In the event of future outbreaks with wider, more protracted community transmission, a different strategy of engagement will be necessary. Preparedness for this will begin as soon as possible.
[bookmark: _Hlk42800610]Private sector engagement on COVID-19 will serve as a pilot for public-private partnership in the health sector. By 2023, as part of the broader health sector reform, the Ministry of Health will consider contracting with private facilities for the provision of some essential services to NHI members, or for surge capacity in COVID-19 testing and treatment and, eventually perhaps, in immunization. 
As provider payment is based in part on case-based payment, reductions in the delivery of essential health services during COVID-19 may lead to a sudden fall in provider revenue. When required, budgets and capitation payments will be front-loaded, or else payments that would otherwise come through retrospective reimbursement of claims will be pre-funded. 
In the longer run, payment will incentivize innovation in service delivery, including for home-based care, tele-consultation and other forms of e-health. Using apps for triage or teleconsultation during home care for COVID-19 will be a good place to start. A budget will be given to health facilities to facilitate remote consultations and NHI will begin to reimburse them. 
These innovations will aim to minimize the risk of COVID-19 transmission and maintain the demand for and supply of other essential health services. Providers will be given sufficient autonomy to be able to adapt delivery to local context and needs. 
The response to COVID-19 also presents an opportunity to improve the environmental efficiency of the sector, reducing its footprint by de-linking the payment of per diems to the convening of physical meetings. These can be replaced by virtual meetings, with an incentive payment for environmental efficiency.
The sam thid, including strategic objectives, performance indicators and priority actions, are summarized in the tables of the Annex. These tables were endorsed during provincial consultations on the strategy, convened in December of 2019. They do not include activities specific to COVID-19 financing. 
[bookmark: _Toc43704463]4. Governance

Governance of the sam thid strategy depends on the following five conditions:
· Collaboration between the Ministry of Health and other Ministries
· Coherence across departments of the Ministry of Health
· Coordination across all levels, from central to health centers
· Alignment by donors
· Engagement with the private sector
These five conditions will be created using existing governance structures and tools for monitoring and evaluation.
[bookmark: _Toc43704464]4.1. Roles and responsibilities

[What is to be the role of Health Financing Task Force?]
The Technical Working Group (TWG) on Health Financing and Planning will enhance coordination between departments and engagement with other line Ministries, especially the Ministry of Finance. Historically is has focussed on the activities of the Department of Finance, National Health Insurance Bureau and Department of Planning and Coordination. 
The membership and mandate of the TWG will be expanded towards full implementation of the sam thid strategy. Sub-groups will be assigned responsibility for individual strategic objectives or priority actions and report back to the TWG on a regular basis.  
The Health Insurance Management Committee will help to enhance this coordination at provincial and district levels for actions related to NHI. 
The Health Sector Working Group (SWG) will enhance coordination across levels, alignment by donors and engagement with the private sector. Implementation of the sam thid strategy should be a standing item on the agenda of the SWG. 
The sam thid strategy is entirely aligned with the Health Sector Reform Strategy and is cross-cutting in its support to all pillars of that strategy, not just the health financing pillar.  
[bookmark: _Toc43704465]4.2. Monitoring and evaluation

The TWG will monitor the quantitative performance indicators described in section 3.2 and summarized in Table 1, comparing them to the baseline values reported in section 2.2. These are available with a lag of one to two years. 
A yearly qualitative assessment of health financing policy will be made using the WHO’s Progress Matrix.[footnoteRef:12] A baseline assessment has already been conducted and has helped to inform the priority activities described in the sam thid. [12:  https://www.who.int/activities/assessing-progress-in-health-financing-for-uhc] 
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[bookmark: _Toc43704466]5. Annex 
[The text should be edited, and the sequencing of activities clarified, as in the narrative above.]

[bookmark: _Toc43704467]Thid 1. Taking ownership
	Strategic objective 
	1.A. Accountability for funds: Transparent public financial management, connected to health information, for accountable payers and providers at all levels.
	1.B. Sustainability in financing: Adequate and predictable public financing, including transition to domestic financing, primarily through general taxes.

	Performance Indicator
	% of health budget units with public financial management meeting minimum criteria 
(e.g. % using the financial management system approved by the Ministry of Finance)
	Domestic government health expenditure per capita, excluding technical revenues

	Priority Actions
	· Develop a sector medium-term budget framework (MTBF); announce hard ceilings to departments / centers early in the budget process.
· Improve financial management capacity at all levels, rolling out digital platform for financial and insurance information management system(s); develop processes/tools for monitoring/audit to enforce legislation on financial management
· Remove unnecessary decision points in the process of fund approval for the health sector, to implement activities on time based on the plan identified in each quarter (e.g., transfer funds from NHIB to PHIB according to quarterly budget plans, without need for report from facilities).
· Increase autonomy (separate budget and reserve fund) for National Health Insurance, towards status as a semi-autonomous agency, with accountability for on-time payment to facilities (i.e. capitation at start of quarter, case-based within the quarter).
· Pilot earned autonomy of hospitals over decision rights in staffing, supplies, equipment, and use of technical revenues (but not over service mix or pricing), contingent on management capacity and systems in place to ensure accountability; start by building capacity under existing laws, then with block grants for Chapter 62 activities, and then assigning clear responsibility for government/hospital by line items within Chapters.

	· Work with MOF to increase taxes on tobacco, alcohol, sugar and petrol, demonstrating the current and future cost to NHI of low levels of tax on these products (e.g. lung disease, road traffic accidents, diabetes).
· Work with the Ministry of Labour and Social Welfare (MOLSW), Ministry of Finance, Ministry of Commerce, Customs Office, Trade Unions, and private sector to increase membership in the formal sector social insurance scheme, collect contributions, and impose fines for non-compliance. 
· To facilitate transition from Gavi and Global Fund, adjust the NHI budget to include all essential services provided at fixed facilities within the health insurance benefit package.




[bookmark: _Toc43704468]Thid 2. Doing the right things (in the right places)
	Strategic objective 
	2.A. Efficiency in allocation: Efficiency in allocation of resources across provinces and districts, focused on primary health care.
	2.B. Equity in financing & resource use: Equity in resource use, with a focus on the poor, pregnant women, children under 5, and those with chronic conditions

	Performance Indicator
	[bookmark: _Hlk40874804]Government health expenditure per capita: 
· by province and district
· for primary health care

	· # of poor/pregnant women/CU5 that accessed essential services and did not pay out-of-pocket
· # of chronic cases that benefitted from a ceiling on co-payments

	Priority Actions
	· Introduce budget and staff norms to reduce inefficiency in allocation across provinces and districts; inform both budget and staff allocations with formula that considers facility level, population, and information about population needs; improve alignment of payments for fixed costs with variable costs (e.g. tying budgets norms to capitation payments).
· Establish institutional mechanisms and capacity for the prioritization of essential services; create a unit responsible for PHC at central to sub-national levels.
· Review social health protection entitlements and obligations in the context of PHC: increase the co-payment for higher levels of care (or a limited list of specialized services not included in the essential service package) and consider removing exemptions for curative care for CU5, while enforcing the policy of exemptions for the poor and vulnerable.
· Align provider payment mechanisms with sector priorities, increasing payment weights to prioritize primary care; making explicit the adjustments for equity / reasons for differences across levels.
	· Increase awareness/compliance on entitlements and obligations (e.g. documents) by issuing NHI membership cards, beginning with the poor, deploying 24-hour hotline number 1509 to encourage users to report out-of-pocket payments for services
· Strengthen the NHIB’s verification process, including patient follow-up calls, to document non-compliance of providers with exemptions for the poor, and introduce penalties for non-compliance and/or rewards for compliance. 
· Introduce an individual annual ceiling on co-payments; chronic cases can apply for reimbursement from NHI; once electronic medical records are established, individuals can be exempted once ceiling is reached. 
· Improve regulation of private (insurance) providers such that they operate in complementarity with public schemes (covering services that are not included in the essential service package or that are not available locally at accredited public providers).





[bookmark: _Toc43704469]Thid 3. Doing things in the right way
	Strategic objective 
	3.A. Efficiency in delivery: Efficiency in health service delivery, with a focus on cross-programme efficiency improvement and rational use of medicines.

	3.B. Quality in purchasing: Purchasing for dok champa quality of services, not just quantity of services.

	Performance Indicator
	Current health expenditure:  
· per OPD consultation
· per IPD admission
· per programme intervention (e.g. immunization)
	# of providers meeting clearly defined dok champa standards of quality (as determined by the QHC Committee)


	Priority Actions
	· Improve efficiency of programmes by reducing duplication and misalignment in human resource development, planning and budgeting, financial management and service organization, and procurement of medicines, other supplies, maintenance of equipment. 
· Strengthen verification and payment under the NHIB, making better use of ATD and DHIS2 and other data from interoperable systems, to identify anomalies in case/service mix and, as appropriate, apply penalties. 
· Starting with antimicrobials, enforce regulation on medicine prices (including the newly reduced mark-up) in the private sector, in Vientiane Capital, and everywhere else for medicines not covered by NHI; reduce reliance of providers on user charges for medicines by replacing them with charges for consultations / admissions.

	· Incorporate licensing/accreditation of public providers as a condition for contracting, payment, higher payment, or earned autonomy; accreditation should include, as a matter of priority, robust systems for financial management/reporting and rational use of medicines, including electronic medical records; reward performance in terms of nationally agreed outcome measures of clinical effectiveness, patient safety and patient experience. 
· To encourage accreditation of private providers, contract licensed/accredited private providers at same payment rates as public providers, for essential services that are not available locally from accredited public providers.
· Provide guidelines for the implementation of Decree 349, linking payment of staff incentives to quality improvement




Public providers are not complying with exemptions for vulnerable populations
Excessive private financing among poor and vulnerable


Inefficiency in the models of service delivery
Low domestic funding in the context of transition
Sub-optimal public financing




Inadequate financial protection






Low utilization relative to need


Low quality of public services


Lack of incentive to develop the right skills for quality care


Limited access of poor and vulnerable


Inefficiency in allocation across populations/levels


Weak accountability in public financial management


A focus on tertiary versus primary capacity risks making  inefficiencies worse 


With COVID-19, quality of essential public services could deteriorate


Fiscal space is affected by COVID-19 response and impact


Significant but fragmented donor funding for COVID-19 response


Lack of contracting with / oversight of the private sector limits surge capacity


Lack of incentives for Innovation in delivery, needed to maintain essential services



1. Taking ownership


A. Accountability for funds


2. Doing the right things (in the right places)


A. Efficiency in allocation


3. Doing things in the right way


A. Efficiency in delivery


B. Quality in purchasing


B. Equity in resource use


B. Sustainability in financing
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