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What is Health System
Performance Assessment (HSPA)?

,a country-specific process

of monitoring, evaluating, communicating and
reviewing

the achievement of high-level health system goals
based on health system strategies”

(WHO Regional Office for Europe, 2013)



Why do we need HSPA?

Health policy-making and reform require, first
and foremost, a sound understanding of how
a health system is performing.

Assessing the performance of a health system
effectively is the first step to improving it.



(1) “Performance” needs (a) an understanding
about systems’ objectives and (b) which elements
(e. g “functions”) contribute to achieving them

| Functions the system performs b | | Objectives of the system
l

d




As linking goal outcomes to functions (or building blocks)
directly is difficult, intermediate outcomes were added,
where results can be better attributed (and influenced)

G\ITERM EDIAT?
SYSTEM BUILDING BLOCKS GOALS OVERALL GOALS / OUTCOMES
SERVICE DELIVERY (DEL)
ACCESS
IMPROVED HEALTH (LEVEL AND
HEALTH WORKFORCE (HW) COVERAGE EQUITY)

INFORMATION RESPONSIVENESS

MEDICAL PRODUCTS (MP),
VACCINES & TECHNOLOGIES

SOCIAL AND FINANCIAL RISK
PROTECTION

FINANCING (FIN) QUALITY [ IMPROVED EFFICIENCY
SAFETY
LEADERSHIP / GOVERNANCE (GOV) \ )

Source: World Health Organization (WHO) (2007) Everybody’s business: Strengthening health systems to
improve health outcomes. WHQO'’s framework for action. Geneva: WHO Document Production Services.



(2) “Performance” needs an agreement about which activities
are part of the “health system” (and which are not)

“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

Personal medical

MNon-personal
health services

Health

MO IEOmMm< O0nN

IﬂtErS?CtﬂrH'
action “all activities whose primary purpose is
l to promote, restore or maintain health”
(WHO WHR2000)

Other factors

Source: Murray, CL. and Evans, DB. (2003) Health systems performance assessment: Debates, Methods and Empiricism. Geneva: World Health Organization. 7



Pros and Cons of different health system boundaries in HSPA

+ Closer to concept of UHC
+ Accountability + More holistic view
+ Clarity in areas of action + Accounts for interactions

"Hes Ith@care

- Exclusion of (most) - Slow change
determinants - Lack of clarity on roles
- Hard to measure effect - Hard to assign responsibility

on outcomes

Adapted from Papanicolas & Smith, 2010 8



In balance, | suggest that we need (A) HSPA, (B) health status
reporting (burden of disease) and (C) Health Impact Assessment
of non-medical determinants — separate but thought together ...
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New (2023) HSPA framework from Belgium :



While again others argue that easy-to-understand relationships
(between functions and key performance dimensions) are key
for political acceptance of benchmarking activities
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- Both population health outcomes and responsiveness are the multiplicative effect of access and quality:
High accessibility but bad quality as well as low accessibility but high quality lead, on the population level,
to inferior outcomes (but pointing to the problem is important for deciding on reform need) 0



In reality, the framework needs to be a bit more complicated, taking
(1) the burden of disease (or rather, the part which we define as
“need”), (2) need categories & (3) equity considerations into account
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Non-health care determinants of health

g

Burden of Disease (YLL + YLD = DALY)

Amenable to Need reduction through successfully addressing amenable causes
health care = <
g\é’
&
oS

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

Nees ﬁ Il

~

)/ \_ Y,

. P

PP oping with end-of-life _coping with end-of-life 4 _coping\gith end-of-ife
x O being cared ~ beingcared S - being cared —rre
B o Q&' living with chronicillness or disability living with chronicillness or disability living with chronicillness or disability
c © & getting better & a getting better Q& 2 getting better {\& >
8 8 ‘\00 staying healthy \3\’&(\3@*’ staying healthy ‘,\;@' i\"& staying healthy & k\,{a“
- E being born healthy ‘(;@"(\\Q being born healthy x‘f;@ c\\q beine born healthv \‘S;\&?\\Q
a5 s 10 - A e) .

c LS B FCPS s L
; g — & & Er & & I

Qo 3 iy . Q
0 &2 SN NP P I A
.T_) _-8._ P é}é‘f\\\‘)@ . Q,Oé‘i\‘&’b Opu atlon zo%'bq\,\\s&
5% 3 & Quality s

- = - age . O K

c:3 Access(ibility) S & == health outcomes ..
DD e (for those who o ide effecti ST
v g2 incl. financial protection | « ¢ : - £ [T | (system-wide effectiveness)
o g 5 & © receive SeerCES) < ((-\\g, <@ <
Eco ooe & &S & 5
L= &£ St R i &
D g o o esponsiveness | <
> Q @ & & &
nh c e & v
c 2 <
= =
o v
©
v 3
T =




... and adding “efficiency” again — HSPA is mainly looking at
“system efficiency” but technical efficiency is also important

Health system design, policy and context

(governance, financing, workforce, technologies,

service delivery ...)
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The access(ibility) dimension

uuuuuuuu

(denominator: population/ persons with need)

Need (burden of disease amenable to health care)

coverage (financial issues)

availability of care (Geographical factors

A Choice among available providers

Organizational barriers

Preferences

Realised
access

x Quality = Outcomes (population health & responsiveness)

uuuuuuuuuuuuuu

efficiency

13



coverage (financial
issues)

The three dimensions of decisions about the financing of services

Total health expenditure

H
/ E Cost sharing
\ /

Public expenditure
Upifisured on health
m*l TITITTITIT

Breadth: Who is insured?

Other
services

Source: Expanded from Busse, Schreyogg and Gericke 2007

Depth:
Which benefits
are covered?

free at the

point of service

Height:
What
proportion
of the costs
is covered?

comprehensive
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Percent of adults ages 19—

64
o

15t dimension/ population coverage:
the importance is known usually by U.S. data;
here: access problems due to costs

coverage (financial
issues)

M Total B Insured all year, not underinsured M Insured all year, underinsured B Uninsured anytime in the past year

60

3

56
50
2.5x
40 43
41
35
34 33
’5 26 26
5 24 23
21 19 21 20
15
14
1 12

Did not fill prescription ~ Skipped recommended test, Had a medical problem, did Didnot get needed specialist At least one of four access
treatment, or follow-up not visit doctor or clinic care problems because of cost

o

o

o

Notes: “Underinsured” refers to adults who were insured all year but experienced one of the following: out-of-pocket costs, excluding premiums, equaled 10% or more of income; out-of-pocket costs, excluding
premiums, equaled 5% or more of income if low-income (<200% of poverty); or deductibles equaled 5% or more of income. “Uninsured anytime in the past year” refers to adults who were either uninsured at the time
of the survey or spent some time uninsured in the past year.

Data: Commonwealth Fund Biennial Health Insurance Survey (2020). 15



coverage (financial
issues)

e.g. gaps in dental care

16%
15%
14% 14%
10%
9%
8%
us AUS CAN NZ SWE FRA NOR

SWIzZ
Percent of adults age 65+ who reported they did not visit the dentist
in the past year because of the cost, by country, 2020

Data: Commonwealth Fund 2021 International Health Policy Survey of Older Adults.

UK NETH

Covered in the
basic package
Complementary
coverage high

Not covered

2"d dimension/ covered benefits also matter:

2%
B =

GER

2.5x
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3" dimension/ cost-sharing: size and
protection mechanisms are important

coverage (financial
issues)

>2X
CEee——
Cap for cost-sharing Cost-sharing uncapped
35%
Experienced cost-related access 30%
| !Jroblem, | Jeos -
i.e. had a medical problem but did not .
visit doctor; 20% 17
skipped medical test or treatment 15%
recommended by doctor; or 10% 7
did not fill prescription or skipped .
doses because of cost. ° I
0%
<a~ & O & x & O



Besides access problems, coverage gaps can lead to
coverage (financial issues) households facing catastrophic spending (and risk of
impoverishment)
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Note: Catastrophic spending on health calculated as more than 40% of HH expenditures on health care after expenditures on basic needs (housing, food, electricity, gas, heating).
Source: WHO Barcelona Office for Health Financing, 2023 forthcoming
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Urban-rural discrepancies are vary
availability of care drastically between countries — with
definite scope to learn from another

Figure 8.8. Physician density, urban vs. rural areas, 2019 (or nearest year)
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1. In Korea, data for predominantly rural refer to intermediate regions (the share of the population living in rural areas is between 15-50%).
Source: OECD Regional Statistics Database 2021.
Statlink awzew https./stat.link/qt6edw
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Waiting (here: >4 weeks for a specialist
appointment) is a general problem, but some
countries see improvements and others not

W 2005

m 2008
m 2010

w2013

R &*
&

Own elaboration, data: Commonwealth Fund International Health Policy surveys, 2005-2013; from 2016, the respective question has asked for >2 months
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(Self-reported) unmet need in selected countries
(due to costs, distance, waiting), 2008-2021
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Source: Eurostat Statistics Database
Note: Self-reported unmet needs due to financial reasons, distance or transportation, waiting list.

Germany
Austria
Belgium
France
Denmark
Netherlands
Sweden
Switzerland
UK

Average
(excl. DE)
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Unmet need in selected EU countries by income quintiles
(for costs, distance, waiting), 2016
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Source: Eurostat Statistics Database
Note: Self-reported unmet needs due to financial reasons, distance or transportation, waiting list.




Health system design, policy and context

(governance, financing, workforce, technologies,

The quality dimension

(denominator

service delivery ...)

Access(ibility)

incl. financial protection

. patients/ persons receiving services)
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A major patient-relevant indicator of ambulatory care effectiveness: not being
hospitalised in case of chronic conditions (“avoidable hospital admissions”) —
here: here: chronic heart failure (left) and hypertension (right), as main diagnosis

450

o Germany e SWWEdEDN
400 o a ® @
—— \ Belgium w——— Switzerland
350 (] Denmark |

4x UK

300 France

=== Average (excl. DE)
Netherlands

250 )
Austria

200 fl ccceeea,_

- _
150 — e S 300 °

250 \ .\...———-'"\
50

0 . . . ; : . . 200 ®
N “ o A N N ]
Sy N & Sy NG & A%
S $ > > > S S 15x
150

100

Age-sex standardized hospital
admissions per 100 000 population

50




Assessing the effectiveness of inpatient care:
AMI case-fatality ... during hospitalision only
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Unlinked data

Linked data

... and looking at the first 30 days after AMI

02009 e 2019
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Extending the time horizon to 5 years for cancer patients

6.34. Breast cancer five-year net survival, 2000-2004 and 2010-2014

0 Confidence Interval 2010-14 O 2000-04 ® 2010-14
Age-standardised net survival (%)
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e intervals have been calculated for all countries, represented by grey areas. Expected updates in the data malf reduce the survival

dica.

Note: 95% confiden
estimate for Costa
1. Data with 100% foverage of the national population.

Source: CONCORD pProgramme, London School of Hygiene and Tropical Medicine.

10.9% die 26.5% die

within 5 years within 5 years
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Figure 6.8. Doctor involving patient in decisions about care and treatment, 2010 and 2020 (or nearest year)

A short look at ) = it - 20 oL SE:
patient a0

80 F
experience Dt
50 F
(responsiveness)® |
. 20 |
in ambulatory
i3 g b 3 g L) % i3
© s & & F P ¢ & & S
care ¢ SHIFOF S P PE
& & & & 8 R
S & R
Dﬂr Q‘Q*
Figure 6.7. Doctor providing easy-to-understand explanations, 2010 and 2020 (or nearest year)
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The population/system-wide

outcomes
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How can we calculate the health system
contribution to health?

Environment

Lifestyle
y ~

~

~
Socio-economic ———"<".

status/ education etc. — =

Health care 4

Medical errors
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The concept of avoidable mortality

e Deaths from certain causes that should not occur in the presence of
timely and effective health care

* Introduced by David Rutstein in the 1970s (originally for quality
assurance purposes)

» Walter Holland published European Community Atlas of ‘Avoidable
Deaths’ in 1988; intends to provide warning signals of potential
shortcomings in health care delivery

* Mackenbach et al. argue that associations between avoidable
mortality and health care services are rather weak and inconsistent.
Most health care measures only reflect quantity and not quality. Many
studies use insufficient set of covariates.

* Nolte and McKee (2002) reviewed list of amenable causes of death



Dividing avoidable into “preventable” +
“treatable/ amenable” mortality (45 causes)

Short distinction (joint Eurostat/OECD approach since 2019):

Treatable (amenable) mortality: in the light of medical knowledge and
technology at the time of death, all or most deaths from that cause
(subject to age limits if appropriate) could be avoided through good
quality healthcare.

+ Preventable mortality: in the light of understanding the determinants
of health at the time of death, all or most deaths from that cause
(subject to age limits if appropriate) could be avoided by public health
interventions in the broadest sense.

= Avoidable mortality: all deaths defined as preventable, treatable
(amenable), or both, where each death is counted only once.
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Cyprus
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Preventable causes of mortality
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I 326 Latvia
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Ischaemic heart disease

m Chronic lower respiratory diseases
m Accidents (road and others)

m Others

Treatable causes of mortality

0 50 100 150 200 250

Age-standardised mortality rates per 100 000 population

m Ischaemic heart disease
m Colorectal cancer
Breast cancer
MW Cerebrovascular disease
B Pneumonia 33
m Others

Source: OECD/European Observatory on Health Systems and Policies (2021); data for 2018
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Applying the concept
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95

Applying the concept
of treatable mortality ~ \ A Germany
longitudinally (2011-
2020) and adding
expenditure to get
“system efficiency”
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Efficiency — of high
political relevance
but few accepted

indicators: here an
example from the
German HSPA

90
Germany

85

80

Denmark
75

70

65

ortality cases per 100 000 population

Similar starting point,
but very different development:

need to look into structural differences/
reforms during that time

45
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Health expenditure per capita in USS PPP



Take-home messages:

1. There is a good agreement of what a good (high-performing)
health system should achieve: accessibility, quality, population-
wide outcomes and efficiency (value-for-money).

2. For many dimensions, there is also agreement on indicators,
and data to fill them. But especially patient-reported data are
not available in a coherent manner ... and for some dimensions
(e.g. efficiency) conceptual issues are still debated.

3. However, for any kind of data to be used for improving
performance requires (a) that we realize we may not be the
best, (b) look at international data, (c) acknowledge scope for
improvement, and (d) are willing to learn from others.



