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From the list shown this morning,
| will now mainly deal with the following ...

e the role of HSPA for UHC in Ghana,
* the scope of HSPA (“health care system” vs. broad approach),

* selection of framework and included dimensions,

e attributability
functions/ building blocks = intermediate outcomes =2 final outcomes,

* indicator selection:
availability of underlying data, data sources, validity of indicators,

e comparison with other countries (selection, availability, comparability of
indicators),

* implementation of HSPA (responsible agency, frequency ...),
and last but not least
* making HSPA useful for policy-making!
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Ad scope: most HSPA exercises go for “personal” and “non-
personal/ public health services”, i.e. exclude intersectoral action H=es

|II

“The health care system, not including public health activities or other wider issues”
(Hurst & Hughes 2001)

“combined functioning of public
health and personal health care
services” that are under the

“direct control of identifiable agents,

especially ministries of health”
(Arah, 2006)

AN

“all activities whose primary purpose is

j to promote, restore or maintain health”
(WHO WHR2000)

Personal medical

MNon-personal
health services

Health

MO IEOmMm< O0nN

Intersectoral
action

Other factors

Source: Murray, CL. and Evans, DB. (2003) Health systems performance assessment: Debates, Methods and Empiricism. Geneva: World Health Organization.
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Ad framework (or tool): less consensus, as some put more
emphasis on functions, others on intermediate and final
outcomes :
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HEALTH SYSTEM PERFORMANCE ASSESSMENT: HOW
EQUITABLE IS THE BELGIAN HEALTH SYSTEM?

Peter Berman and Ricardo Bitran

Health System
Rapid Diagnostic Tool

World Health
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Health Systems Assessment Approach FRAMEWORS OPERATIONAL GUDE MB WETRIES
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May 2011

Section 1: Introduction to the Health System —
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Section 3: Guidance on Assessment of the -
GoTosECTION
Health System and its Core Functions

"USAID . }%?é‘&iiﬂ::gg

FROM THE AMERICAN PEOPLE Bpondig Access. Iy Heokh.

2012

5TH ANNUAL
GHANA HEALTH
POLICY DIALOGUE

'VOLTA SERENE HOTEL - Ho
27TH NOVEMBER - 30TH NOVEMBER 2022

@ World Health
L #/2 Organization



It’s often a de-facto choice between detailed
indicators for (b) or focussing on results, i.e. (a)

d

| Functions the system performs b | | Objectives of the system
l
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The HSPA { [
fr Imewor k HSPA Framework for Universal Health Coverage
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Looking at the yellow boxes for functions/ dimensions in detail, gt
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reveals a set of 30 usefu

Policy and
Vision

Stakeholder
GOVERNANCE Voice

Information
and Intelligence

Legislation &
Regulation

Source: Papanicolas et al. (2022).
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assessment areas” (often qualitative)

Assessment area #1: Whether a strategic vision exists in written and traceable form (through
documents, directives, requlations, guidelines, etc.)

Assessment area #2: Whether the strategic vision is of good quality viewed in terms of implementability

Assessment area #3: Whether multisectoral collaboration exists

Assessment area #4: Quality of multisectoral collaboration: whether the collaboration leads to
improved policies

Assessment area #1: Whether national health policies, strategies, plans, guidelines, or laws are developed
with the broad participation of key stakeholders

Assessment area #2: Whether stakeholder participation is a priority for the government in general
(whether an enabling environment exists for participation)

Assessment area #1: Whether a government is committed to collecting relevant health data for
decision-making

Assessment area #2: Whether decisions are largely data-driven and evidence-based

Assessment area #1: Whether the capacity exists to develop and enforce laws and regulations to
govern the behavior of actors towards protecting and improving public health

Assessment area #2: Whether compliance with those rules, laws, and regulations is ensured



FUNCTION SUBFUNCTION ASSESSMENT AREAS

RESOURCE
GENERATION

Health
workforce

Infrastructure
and medical
equipment

Pharmaceuticals
and
consumables

Governance of
resource
generation

Source: Papanicolas et al. (2022).

Assessment area #1: Health workforce availability, i.e. health workforce stock and density

Assessment area #2: Health workforce mix/distribution, i.e. by geography, gender, facility type, age
group, etc.

Assessment area #3: Education, including pre-service and in-service training as well as continuing
education

Assesment area #1: Availability of health infrastructure and medical equipment in terms of
inventory stock

Assessment area #2: Infrastructure and medical equipment distribution/mix, i.e. by geography,
facility type, etc.

Assessment area #3: Infrastructure and medical equipment maintenance and repair

Assessment area #1: Pharmaceutical & other consumable availability, i.e. availability of unexpired
drugs or consumables available for ready use

Assessment area #2: Pharmaceutical & other consumable distribution/mix in terms of treatment
sites receiving pharmaceutical & other consumable orders in full and on time

Assessment area #1: Setting quality standards: whether realistic and effective quality standards for
health workforce, infrastructure & medical equipment, and pharmaceuticals & consumables are in place

Assessment area #2: Resource planning: whether forward planning and projections for the health work-
force, infrastructure & medical equipment, and pharmaceuticals & consumables is undertaken reqularly

Assessment area #3: Assessing quality standards: whether functional monitoring & evaluation processes
check existing quality of resources against standards

L4
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FINANCING

Revenue raising

Pooling of
resources

Purchasing
goods and
services

Governance of
Financing

Assessment area #1: Whether funds are sufficient to achieve policy objectives

Assessment area #2: Whether funding flows are stable and predictable

Assessment area #3: Whether revenue raising is equitable in terms of distribution of revenue sources
among different population groups

Assessment area #1: Whether pooling is equitable in terms of the distribution of financial risk across
population groups

Assessment area #2: Whether administrative efficiency is in place in terms of limiting fragmentation of
funding pools

Assessment area #1: Whether resources are allocated according to health need

Assessment area #2: Whether purchasing is strategic and creates efficiency incentives

Assessment area #1: Whether coverage is comprehensive in terms of benefit packages

Assessment area #2: Whether public financial management is of quality in terms of PFM processes and
mechanisms enabling effective health spending

5TH ANNUAL
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ouree Fpencdl e G222 But is a system doing will in all assessment areas
really achieving good intermediate and final outcomes?



Other frameworks are thus based on the notion that
it’s best to look at intermediate and final outcomes
(and the German one developed by us is one of them)
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Dimensions should not only be assessed for the average of the population,
but explicitly for equity considerations, e.g. urban vs. rural
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For each dimension, a clear understanding of influencing

factors (which should be measured as indicators) is required
Need (by socio-economic status, ethnicity/ migration status etc.)

¥

coverage (financial issues)

AL
 AarranmMomonto
v 1) AR-1RIOICIERICINISI0S
e

availability of care Geographical factors

\ Choice among available providers
A\

\ Organizational barriers

Preferences

Realised A

access 4
A

x Quality = Outcomes



The ultimate indicator for
Access(ibility): unmet need

(going without medical care):
Ghana doing comparatively well ...

Women
Men

Mo lived poverty

Low lived poverty
Moderate lived poverty
High lived poverty

No formal education
Primary

Secondary
Post-secondary

Rural
Urban

18-25 years
26-35 years
36-45 years
446-55 years
Over 55 years

e 24
T
[ < s B
34-counfry average =—3238 23
[ I -
e 19
e 200
e 220

=.

Average

8

0% 20% 40% 0%

mWent without medical care at least once BNever went without medical care

... but with huge socio-economic differences I T R

Guinea
Liberia
Siera Lecne
Gabon
Zambia
Benin

Togo
Uganda
Angola
Senegal
Sudan
MNiger
Cameroon
Gambia
Zimbabwe
Nigeria
Cote dlvoire
Malawi
Eswatini
Ethiopia
Mozambique

Burkina Faso
Kenya
Mamibia
Mali
Botswana SN 7
Tanzania IEE 190
Lesotho IEEEERTNT2N 18 sy e
Tunisia  [ITENEY
Morocco 210
South Afica SN 120 14 s
Cabo Verde BBl 120

Ghana BT 14 ey

Mauritius 2787 ¢ s a—

m Always/Many times  mSeveral times Once or twice mNever

5TH ANNUAL
GHANA HEALTH
POLICY DIALOGUE

Afrobarometer Policy Paper No. 80 |

Rising concern, falling performance, July 2022
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improved health” is difficult to measure as the

GHANA HEALTH
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The goa
counterfactual (health without a health system) does not exist ... Kaa
important to disentangle “outcomes” from “health status”

Behavioural/ Metabolic/ Environmental
Non-health care determinants of health

Not (yet) amenable to health care but affecting life expectancy and all-cause YLL, YLD, DALY

Health status I Burden of Disease (YLL + YLD = DALY) I|
Amenable to Need reduction through successfully addressing amenable causes
health care = <
“Need”

T
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GQ' being cared being cared being cared
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I getting better & getting better & getting better & A
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Diagnoses where health policy/ care can make a
difference: “avoidable mortality”

Environment,
e.g., occupational work, traffic

Lifestyle,

risk factor prevalence Overall mortality/Deaths

Life expectancy

health literacy

/7
Health care delivery /

Avoidable/Amenable

mortality




Diagnoses where health policy/ care can make a
difference: “avoidable mortality”

Environment,
e.g., occupational work, traffic

Lifestyle, \

risk factor prevalence N
~ \
~
~

Socio-economic status/

health literacy -~ - Avoidable/Amenable
mortality =
health outcome

Health care delivery




Data on avoidable mortality are regularly available
from GBD study (“Healthcare Access & Quality Index”)
the list of included conditions and age groups

Communicable, maternal, neonatal, and nutritional diseases
Tuberculosis®
Diarrhoea, lower & upper respiratory, and vaccine-preventable diseases
Diarrheal diseases”
Lower respiratory infections
Upper respiratory infections
Diphtheria
Whooping cough®
Tetanus
Measles
Maternal disorders
Meonatal disorders
Non-communicable diseases
Meoplasms
Colon and recturn cancer*
Non-melanoma skin cancer (sguamous-cell carcinoma)*
Breast cancer®
Cervical cancer®
Uterine cancer*
Testicular cancer*
Hodgkin lymphoma*®
Leukemia®

Amenable age
ranges (years)

0-14, 15-64, 65-74

0-14

0-14, 15-64, 65-74
0-14, 15-64, 65-74
0-14, 15-64

0-14

0-14, 15-64, 65-74
0-14

0-14, 15-64

0-14

0-14, 15-64, 65-74
15-64, 65-74
15-64, 65-74
15-64, 65-74
15-64

0-14, 15-64, 65-74
0-14, 15-64, 65-74
0-14, 15-64

Cardiovascular diseases
Rheumatic heart disease
Ischemic heart disease
Stroke
Hypertensive heart disease

Chronic respiratory diseases

Digestive diseases
Peptic ulcer disease
Appendicitis
Inguinal, femoral, and abdominal hernia
Gallbladder and biliary diseases

Neurological disorders
Idiopathic epilepsy

Diabetes, urogenital, blood, and endocrine diseases

Diabetes mellitus
Chronic kidney disease
Other non-communicable diseases
Congenital heart anomalies
Injuries
Unintentional injuries
Adverse effects of medical treatment®
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0-14, 15-64, 65-T4
1564, 65-74
0-14, 15-64, 65-74
15464, 65-74

0-14

0-14, 15-64, 65-T4
0-14, 15-64, 65-T4
0-14, 15-64, 65-T4
0-14, 15-64, 65-T4
0-14, 15-64, 65-T4

0-14, 15-64
0-14, 15-B4, B5-74

0-14, 15-64, 65-T4

0-14, 15-64, 65-74

Although O (at birth) to 1 are listed as the lower bound of age ranges, age restrictions are applied for many causes such
that mortality estimates are not produced before a given age group (eg, 15-19 years for many non-communicable

diseases). Causes are ordered on the basis of the GBD cause list and comesponding group hierarchies.
GBD=Global Burden of Disease. *Mortality incidence ratio used instead of risk-standardized deathrate.

GBD 2019 Healthcare Access and Quality Collaborators | Assessing performance of the Healthcare Access and Quality Index, overall and by select age groups, for

204 countries and territories, 1990—-2019: a systematic analysis from the Global Burden of Disease Study 2019. Lancet Glob Health 2022; 10: e1715-43




2019 HAQ Index (95% UI)

Absolute change 1990-2019 (95% UI)

Overall Young Working Post-working Overall Young Working Post-working
(0-74 years) (0-14 years) (15-64 years)  (65-74 years) (0-74 years) (0-14 years) (15-64 years) (65-74 years)
Global 54-4 64-5 559 512 19-6 22.5 17-2 151
(53-1t055:7) | (629t066-0) (54-3to57-5) (49-6t052-8) | (17-9t021-3) | (19-9t0247) (15-2t019-1) (13-2t017-0)
High SDI 834 89.0 82.8 791 151 11-4 15-0 16-7
(824t0843) | (8821089-8) (81.6t0837) (777t0802) [ (143t0159) | (108t0121) (140t016:0) (15-6t017-8)
High-middle 70-0 793 69-6 64-7 17-8 177 16-4 151
SDI (688t0712) | (782t080-4) (68-0t071:0) (630t0662) f(165t0191) | (163t0191) (14910178) (136t016:6)
Middle SDI 60-9 682 627 59.9 259 284 229 22-0
(587t063-0) | (665t069-9) (60-0t065-4) (56-4t0635) [(23210288) | (262t0303) (190t0267) (17210 26.4)
Low-middle 39-0 501 410 37-8 175 20-8 15.0 13-2
SDi (36-4t0417) | (472t0531) (37-7t044-5) (34-2to 41-6) (141t0207) | (152t0249) (111t0192) (9-4t017-5)
Low SDI 307 40-4 338 304 11-8 159 9.7 6-8
(28-6t033-0) | (371t044-0) (31.0t036:6) (278t0330) J(91t0143) | (1021t0206) (68t012:6) (43t09-5)
Western sub- 29.7 305 37-0 322 10-3 11-2 10-5 72
Saharan Africa | (263t0335) | (263t0349) (326t0417) (2841t0364) [(61t0149) | (54t0169) (53t0158)  (31to1l5)
Benin 314 345 365 320 113 145 90 73
(26-4t036:0) | (282t041.4) (312t041.9) (27-4t036-8) (5-Bt016-4) (7-2t022-1) (2.9t0 15-2) (1-Bto12.6)
Burkina Faso | 285 305 332 293 7.6 85 5:0 35
(249t032:4) | (25:0t036-1) (29-0t038-0) (25-0t033.9) (3-4t011-8) (2-0t0 15-0) (-0-6to 10.9) (-1.7t0 8-7)
Cote d'Ivoire 34-3 40-8 373 334 11-3 141 87 72
(30-4t039-4) ) (34910 48-2) (32-4to42-8) (29-0to 38-5) (6-2t016-7) (6-6t0 21-9) (2.7t0 15.3) (22t012-8)
The Gambia 347 476 368 317 74 173 4-3 29
(314t039:0) | (415t0537) (323t0419) (27/3to37-2) (1-8t013-2) (8-9t0261) (-3-8t0123) (-4-2 10 10-0)
Ghana 361 47-4 386 35.2 10-0 131 7-8 76
(32-8t040-0) | (413t0539) (350t042-9) (31-5t038.9) (5-5t014-9) (5-8t0207) (2-4t013-6) (2-21t013-3)
Nigeria 316 30-8 401 34-8 111 109 11-8 83
(26.0t038.0) | (25-:8t0364) (321t049.0) (28-0to42-4) (4-3t018-2) (3-9to017-8) (1-7t0 21.5) (0-4t016-3)
Sierra Leone 30-9 305 34-8 322 9-9 15.0 39 4.8
(26:1t035-9) | (23-5t038-3) (29-8t039:9) (27-4t037-3) (3-6t015.9) (7-2t022.8) (-2-5t011-1) (-1-7t011-3)
Togo 335 45-5 353 312 88 17-2 56 4.5
(29-9t0373) | (397t0o51-0) (30-8t0401) (27-0t0352) (4-0t013-4) (106t0234) (-0-4t011.9) (-0-9t09-8)

HAQ=Healthcare Access and Quality. SDI=Socio-demographic Index. Ul=uncertainty interval.

Table: HAQ Index estimates, by location, in 2019 and absolute change from 1990 to 2019, overall and by select age group
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Age- and usually
risk-adjusted data
show that Ghana
scores below lower-
middle SDI
countries, both on
level but especially
change since 1990
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Another dimension requiring thought is efficiency,
both “technical efficiency” (outputs per GHC) and
“system efficiency” (outcomes per GHC)
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(i

Sy/S

1. Regional and district hospitals providing traditional
and alternate medicine

2. Proportion of hospitals (public and private) with

functional emergency department

Per capita expenditure on health (all sources) - (USD)

GoG budget execution rate for goods and services

GoG budget execution rate (total)

Proportion of Agencies with functional audit

conmunittees

6 had maximum score: +2

WA

na

Proportion of encounters with an antibiotic prescribed

GoG allocation to health (%)

6. Percentage change in annual revenue mobilized from
all sources (real and nominal)

7. Proportion of NHIF receivable funds released to NHIA
by MOF

8. Proportion of total health budget allocated to health

research activities

=

10 scored: -2




Another framework, not
from left to right, not
from right to left, but
from outside (left) to
the center (right)
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