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EXECUTIVE SUMMARY

Recognizing that a healthy population promotes economic development, resilience, and strength, many
governments have started pursuing a universal health coverage (UHC) agenda. The international
community, national governments, and private organizations and individuals are converging on the
principle that universal access to family planning is a goal worthy of increased financial investment.
Improved access to family planning is also important for a country’s economic development, and it helps
countries improve key population health outcomes for mothers, newborns, and children.

The reality of limited resources for health care has brought increased scrutiny of how health care is
financed. To reach UHC, governments are looking to pursue more and better spending mechanisms for
health care and to promote financial protection for households. While there is no single or perfect
model for financing health care, the health policy community can draw on international experience to
identify best practices.

The purpose of this report is to present findings of a landscape study of observed trends and lessons
learned from fifteen countries across multiple regions. We conducted detailed analyses of eight
countries in West Africa: Benin, Burkina Faso, Cameroon, Guinea, Mali, Niger, Senegal, and Togo (“core
countries”). We reviewed the health financing landscapes of seven additional countries at various stages
of achieving UHC to draw lessons learned and inform potential strategies: Ethiopia, Ghana, Indonesia,
Kenya, Malaysia, Nigeria, and South Africa (“reference countries”).

Parties interested in the report may include Ministries of Health or national UHC agencies, regional
governments, UHC stakeholders in the West Africa region, the United States Agency for International
Development / West Africa Regional Health Office and country Missions, and the private sector.

Chapter | of the report discusses the landscape study findings from an analysis across the fifteen
countries. Chapters 2-9 of the report present in-depth findings from the eight core countries, including
descriptions of each country’s health financing landscape and its government’s strategies for UHC and
family planning, a discussion of the country’s health financing challenges and strengths, and potential
opportunities for high-impact interventions that could improve the country’s health financing landscape
for UHC and family planning.

All fifteen governments mentioned UHC or a similar concept in major government health sector
strategies, although most countries do not intend to reach universal coverage during their strategy’s
timeframe. Instead, governments generally plan to implement measures to increase population coverage
under existing or new initiatives with a gradual scale-up. In general, countries’ UHC strategy documents
embrace the concept of progressive universalism, as described by Gwatkin and Ergo (201 1) and adopted
by the 2013 Lancet Commission on Investing in Health (Jamison et al. 2013). That is, they include
multiple strategies to improve coverage for the poor, the informal sector, and the formal sector (and
imply this will happen simultaneously). Most countries had specific strategies for engaging the private
sector under their umbrella UHC strategy. Family planning, however, was often absent from the main
policy documents and was often addressed in separate family planning or reproductive health strategy
documents. Governments with separate strategy documents for family planning appear to have more
concrete and specific action plans for family planning, whereas governments that mention family planning
in a broader health system strategic plan demonstrate less detailed plans.
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Although the fifteen countries vary in terms of coverage and use of family planning, many of the
strategies for improving access to family planning are common to all of them, such as increasing
awareness and demand through social marketing, task shifting to allow for community-based
distribution, and increasing the number of distribution points for family planning services.

Even in the least fragmented health care systems, health services are financed through a plurality of
mechanisms. Most or all of the health financing mechanisms described below are included in the health
financing landscape of all fifteen countries. Levels of service coverage, population coverage, and financial
protection varied.

These coverage levels are a key way to measure a country’s progress toward UHC and universal
access to family planning. To assess the latter, one can evaluate the degree to which health financing
mechanisms cover family planning services (i.e., seek to ensure their delivery), the percentage of the
population who can and do access those services under each mechanism, and what degree of financial
protection is provided for family planning.

Chapters 2-9 of this report elaborate on each of these mechanisms in the eight core countries; lessons
from the seven reference countries are woven into the multi-regional analysis of Chapter |.

Government-financed provision of health services exists in all study countries. Government
funding to facilities allows them to operate without charging patients the full cost of providing services.
The government often does the purchasing; in some countries, community committees are established
to have a say in how facilities spend available funds. In many low- and middle-income countries, the
purchasing mechanism employed by government purchasers is input-based financing (e.g., paying for
health worker salaries, commodities, and infrastructure). Governments often pair such direct financing
for health services with demand-side financing (e.g., paying for services on behalf of patients to reduce
financial barriers to accessing care) to improve equity of access to health services.

User fee waivers or vouchers are two examples of pro-poor financing mechanisms, reducing cost
sharing by poor and vulnerable households. Malaysia’s experience as an upper middle income country
with near-universal health coverage through the public health delivery system provides valuable lessons
for West African countries as economies grow, health systems mature, and governments face new
challenges arising from an epidemiological transition and an aging population. Governments can
implement legal frameworks now to enable health system reforms to address changing needs.

In general, at least some family planning commodities are provided free in facilities and by community
health workers who receive public financing, but these distribution systems can be improved. A voucher
scheme in Kenya provides targeted subsidies for safe motherhood, long-term family planning methods,
and gender-based violence recovery services. These subsidies benefit households as well as public and
private providers. They may be applicable in the West African context, where governments are seeking
to reduce financial barriers to priority services such as family planning, and to encourage demand and
quality improvements among public and private providers.

Social health insurance is often part of a government strategy to purchase health services for
members by mobilizing and pooling funds from public and private sources and based on members’
ability to pay. Many governments plan to implement or scale up social health insurance schemes and
have passed laws to this effect. However, mobilizing the required resources to adequately subsidize
even basic benefits for citizens with limited or no ability to contribute can be a challenging and much
longer process.
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The rollout of Indonesia’s ambitious single-payer system starting in 2014 is partly a result of a legal
action brought by citizens to hold the government accountable for the 2004 law on the National

Social Security System. Nigeria’s Basic Health Care Provision Fund needs to receive annual budget
appropriations to ensure it gets implemented. In 2012, legislation addressing Ghana’s National Health
Insurance Scheme reform required inclusion of family planning to be determined by the Minister of
Health, but three years later, the government had yet to provide the policy directive and
implementation guidelines necessary to make family planning methods part of the scheme. South Africa’s
government is in advanced preparations to scale up National Health Insurance in a multi-phased
approach that is expected to span more than a decade.

Governments need to allocate significant funding to scale up social health insurance, so many countries
focus social health insurance programs on employees in the formal sector, where administration is
most feasible. However, unequal financial protection between the formal sector (often the wealthier
households) and the rest of the population can create a cycle of inequity and higher levels of fragmen-
tation in the health system.

Community-based health insurance (CBHlI) is often included the UHC strategies of low- and
middle-income countries because of its perceived comparative advantage in targeting and enrolling
underserved, uninsured, and largely informal-sector populations into risk-pooling schemes. While
increasing the number of CBHI schemes may seem feasible for governments in the short term, the
model often leads to government-sponsored health financing mechanisms. For example, in Ghana,
community members initially volunteered to manage the schemes; however, eventually they migrated
into a more professional management arrangement, and the scheme managers became salaried
government staff.

Enrollment in CBHI schemes is often voluntary or not enforced, so schemes are often vulnerable

to adverse selection, where disproportionate enrollment by high-risk individuals accompanies
non-participation by low-risk individuals. CBHlI initiatives such as Ethiopia’s may eventually evolve
into larger risk pools once that transition is operationally feasible for the government. That transition
could be beneficial for ensuring CBHI scheme members get financial protection for health services
provided by regional or national hospitals.

Private health insurance is a health financing mechanism present in the fifteen study countries,
although its role varies from country to country. Private health insurance tends to target wealthier
households and workers in the formal sector. There are, however, a few rare examples of private
health insurers and private CBHI schemes targeting lower-income households or workers in the
informal sector. Some private companies voluntarily offer employees premium subsidies or other
health benefits for private health insurance in order to attract and retain skilled people, in Kenya and
Nigeria, for example. In general, this model does not contribute significantly to population coverage in
countries with small formal sectors.

Household out-of-pocket spending means households pay providers directly for health goods and
services at the time of service. This is the dominant financing mechanism in most of the fifteen study
countries. Households in all countries invariably pay out of pocket for some health services or
commodities, as seen even in Malaysia, where most services are provided free or at very low cost
through a strong network of public health facilities. In countries with low levels of other health care
financing and risk-pooling mechanisms, out-of-pocket spending on health care accounts for the majority
of household spending, and household spending as a proportion of total health expenditure is generally
quite high.

There is growing interest in mobilizing private financing. Because household spending is already a large
proportion of total health spending and core countries have relatively small formal sectors, this study
did not identify many examples of how to engage the private sector in health financing. However,
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governments can improve equity and increase efficiency by implementing health financing mechanisms
that spread risk among a large pool and protect households from catastrophic costs. Governments must
continually reform the health system to pursue better and more-equitable coverage for the population,
and the path to UHC needs to evolve over time as population needs and demands change.

Government-subsidized programs that lack the resources to cover all citizens will by necessity or
design cover a subset of the population. This can undermine social solidarity and equity, however, and
potentially derail the goal of progressive universalism. Smaller-scale or more-targeted health financing
mechanisms can promote more-equitable access to essential services. Additionally, ensuring universal
access to family planning through UHC initiatives is critical.

Many governments of the core countries in this study envision simultaneous interventions to improve
financial protection for health care and pursue UHC: finance health facilities with public funds, scale up
social health insurance, and encourage the establishment of CBHI schemes to contribute to population
coverage of hard-to-reach populations. With relatively small formal sectors, core countries will need to
dramatically grow the number of CBHI schemes in order to reach near-universal enrollment among
their populations. Population coverage of CBHI and other forms of insurance is low in most of them.

This study’s review of health financing landscapes in all core countries reveals several opportunities for
each to expand on, or introduce, new health care financing mechanisms that can increase coverage for
health care and family planning.
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|.  INTRODUCTION

Support for universal health coverage (UHC) is growing globally. As the international community
increasingly subscribes to the principle that all people have a right to health and well-being, many
governments are making strides on the path toward UHC. Similarly, the international community,
national governments, and private organizations and individuals are converging on the principle that
universal access to family planning is a goal worthy of increased financial investment.

On September 25, 2015, the United Nations General Assembly adopted the resolution “Transforming
Our World: The 2030 Agenda for Sustainable Development,” defining the post-2015 development
agenda. Its Sustainable Development Goal #3 states: Ensure healthy lives and promote well-being for all at all
ages (2015, p. 14). UHC and universal access to family planning are critical strategies for achieving this
goal.A

In 2013, the Lancet Commission on Investing in Health reviewed the case for investment in health

and reported that reductions in mortality account for about | 1% of recent economic growth in low-
and middle-income countries as measured in their national income accounts (Jamison et al. 201 3).
Recognizing that a healthy population promotes economic development, resilience, and strength, many
governments in West Africa and other regions have started pursuing a UHC agenda. The political and
moral imperative of UHC is gaining ground in Africa as more people recognize that progress toward
UHC promotes equity, basic rights, and human security in health (World Bank 2016).

Improving access to family planning is a critical global health imperative. The right to health includes
the right to control one’s health and body, including sexual and reproductive freedom (United Nations
2000). Improved access to family planning is also important for a country’s economic development,
and it helps countries improve key population health outcomes for mothers, newborns, and children.
Many governments have recognized the importance of including family planning services in the essential
package of health services made accessible to and promoted among their populations. Limited availability
or high cost of family planning, due to inadequate funding or inequitable financing mechanisms, can be a
prohibitive barrier. Health financing mechanisms that do not prioritize family planning services can also
create barriers among providers for delivering these services within an integrated package of services.
Improving financing for family planning can reduce unmet need among the population and help West
African governments achieve key population health milestones.

Health financing is one of the six health systems building blocks and underlies all three dimensions of
the UHC cube: population coverage, service coverage, and financial protection (Figure |). Expanding
population and service coverage and financial protection involves increasing fiscal space. The reality of
limited resources for health has brought increased scrutiny on how health is financed. To reach UHC,

A Target 3.7: “By 2030, ensure universal access to sexual and reproductive health-care services, including for family planning, information and
education, and the integration of reproductive health into national strategies and programmes.” Target 3.8: “Achieve universal health
coverage, including financial risk protection, access to quality essential health-care services and access to safe, effective, quality and affordable
essential medicines and vaccines for all.”



m WEST AFRICA REGION ‘

governments are looking to pursue more and better spending for health and promote financial
protection for households. While there is no single or perfect model for financing health care, the
healthpolicy community can draw on international experience to identify best practices.

Health financing is one of the six health systems building blocks, and underlies all three dimensions of
the UHC cube: population coverage, service coverage, and financial protection (Figure I).
Expanding population and service coverage and financial protection involves increasing fiscal space.
The reality of limited resources for health has brought increased scrutiny on how health is financed.
To reach UHC, governments are looking to pursue more and better spending for health and promote
financial protection for households. While there is no single or perfect model for financing health care,
the health policy community can draw on international experience to identify best practices.

Figure I: Universal Health Coverage (UHC) Cube
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Source: World Health Organization.

Health is financed everywhere, even in contexts where risk-pooling schemes and other financial
protection mechanisms are lacking. In these contexts, household out-of-pocket spending is the default
health financing mechanism. However, a health system that relies heavily on households to finance their
own health care deters development. These households may either forgo care or incur impoverishing
health care costs. Forgoing care can lead to morbidity, disability, mortality, or a reduction in quality

of life and productivity, creating lasting consequences for the household and for future generations.
Catastrophic health care costs may impoverish the household or cause it to divert funds from other
needs that are critical to the household and society at large, such as education and food.

How health care is purchased is also important. Every health financing system incorporates built-in
incentives and disincentives. These forces affect the behaviors and actions taken by all participants in
the system, including households, other private sector actors, government, donors, and providers, and
they can affect the systemic efficiency as well as the health outputs and outcomes that are produced.
For example, when households must purchase health services on an as-needed basis, they forgo care,
especially preventive and promotive care, when they do not perceive a tangible or immediate benefit.
Private employers might be incentivized to offer health benefits to employees to attract talent and to
enhance health and productivity. Governments might be dis-incentivized from allocating a higher
percentage of government spending to health if the donor community is willing to finance health
programs.
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The ways health services are purchased also introduce a range of behavioral incentives for providers
that affect how they provide care and what services they provide. For example, fee-for-service payments
to providers from purchasers—such as households paying user fees, an insurance scheme, or the
government—tend to incentivize providers to provide more and more-costly services, without
necessarily producing a concomitant increase in the quality of care or improved health outcomes.
Alternatively, when health services are purchased through financing the salaries of health workers, the
opposite phenomenon can occur, incentivizing the providers to provide fewer and possibly lower-quality
services. Large health purchasers such as insurers are more capable than are individuals of holding
providers accountable for quality and quantity of services through mechanisms such as strategic
purchasing, including results-based financing, and accreditation.

Kutzin (2013) argues that for health financing policy to align with the pursuit of UHC, effective reforms
must aim explicitly at improving coverage and the intermediate objectives linked to it, such as improving
efficiency, enhancing equity in health resource distribution, and increasing transparency and account-
ability. Health system financing functions of revenue collection, pooling, and purchasing should be
performed in a coordinated policy and implementation approach to ensure these objectives are met.

In this report, we focus on health financing mechanisms and how they contribute to a government’s
pursuit of UHC.

The United States Agency for International Development / West Africa Regional Health Office
(USAID/WARHO) supports strengthening country commitment and capacity to achieve UHC. The
Health Finance and Governance Project (HFG), a global project funded by USAID, was requested by
USAID/WARHO to:

Enhance general understanding of programs that countries have used to advance UHC goals,
including lessons learned and potential roles for the private sector

Increase capacity for identifying gaps and opportunities in regional and country-specific approaches
to achieve UHC

Identify lessons learned from interventions that advance UHC goals and that advance potential family
planning outcomes within UHC programs

This report presents findings of a landscape study on health financing, which include observed trends and
lessons learned from fifteen countries across multiple regions and detailed analyses of eight of those
countries in West Africa. Parties interested in the report may include Ministries of Health or national
UHC agencies, regional governments, UHC stakeholders in the West Africa region, USAID/WARHO
and country Missions, and the private sector.

In this chapter, the study team discusses the landscape study methods and findings from a multi-country
analysis. In Chapters 2-9, we present in-depth findings from eight West African countries. For each of
these countries, we describe the health financing landscape, the government’s strategies for UHC and
family planning, the health financing challenges and strengths, and potential opportunities for high-impact
interventions that could improve the health financing landscape for UHC and family planning.

HFG undertook a landscape study to identify regionally relevant strategies and policies for health
financing for UHC and family planning. Health financing specialists from HFG reviewed the health
financing landscape for UHC and family planning across eight countries in West Africa: Benin, Burkina
Faso, Cameroon, Guinea, Mali, Niger, Senegal, and Togo (“core countries”). HFG also reviewed the
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health financing landscape of seven additional countries (“reference countries”) at various stages of
achieving UHC to draw lessons learned and inform potential strategies. Table | summarizes key
characteristics across the fifteen countries.

HFG selected the fifteen study countries using a scoring system to rank potential study sites. The
selection matrix is presented in Annex A. Potential core countries comprised the twenty-one countries
in West Africa that are included in the USAID West Africa Regional Development Cooperation
Strategy. We assigned scores to four selection criteria and selected the eight countries based on

their total scores. HFG identified potential reference countries through consultation with
USAID/WARHO and the West Africa Health Organization. From thirteen candidates, we selected seven
reference countries based on further consideration of factors such as the country’s overall progress
toward UHC and the health financing mechanisms in use.

Table I: Basic Characteristics of Fifteen Countries included in the Landscape Study

Benin Low 10,879,800 326 42

9 | Burkina Faso | Low 18,105,600 24.5 35
‘5 | Cameroon Lower-middle 23,344,200 23.5 52
§ Guinea Low 12,608,600 23.7 62

8 | Mali Low 17,599,700 26.0 54
g Niger Low 19,899,100 16.0 56
O | Senegal Low 15,129,300 25.6 41
Togo Low 7,304,600 33.6 60
Ethiopia Low 99,390,800 26.3 34

o o Ghana Lower-middle 27,409,900 299 45
- g Indonesia Lower-middle 257,564,000 1.4 45
g g Kenya Lower-middle 46,050,300 17.5 32
‘@ ¢ Malaysia Upper-middle 30,331,000 15.4 48
e Nigeria Lower-middle 182,202,000 16.1 72
South Africa | Upper-middle 54,490,400 16.5 52

'World Bank. 2016. World Development Indicators Databank. Accessed August 2016 at
http://databank.worldbank.org/data/home.aspx.

“World Health Organization. Global Health Observatory. Accessed June 2016 at http://www.who.int/gho/en/.
3See Table 3 for sources.

“See Table 5 for sources.

Three HFG researchers collected qualitative, descriptive data on the health financing arrangements

in the fifteen countries using the data collection template presented in Annex B. They conducted a
desk-based review of the following key government strategies and study reports: the government’s
health sector strategic plan, UHC strategy, or equivalent; the government’s health financing policy or
equivalent; the government’s reproductive health or family planning policy or equivalent; Demographic
and Health Survey reports for the country; and National Health Accounts reports for the country.
The review also involved collecting data from additional public domain sources identified through
web-based searches, including other government strategy documents, studies and reports, peer-
reviewed journal articles, news articles, and gray literature.

Three senior health financing specialists based in West Africa traveled to each of the eight core
countries to collect additional data in person that had not been identified in the desk-based review.
They held meetings with key informants to understand each government’s commitment to UHC,
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implementing structures in place for rollout of initiatives, current challenges to implementation, and
other topics. These key informants included government policy officials and program managers,
managers of parastatal agencies or private companies, heads of national associations, development
partners, and others. Meetings were conducted in French. In these meetings, the consultants also
collected documents that were not available in the public domain. Annex C lists key contacts identified
by the consultants.

Next, the HFG research team analyzed the data from all fifteen countries to identify the following:
Themes across all countries
Innovative health financing models that may be applicable to the West African context

Potential opportunities for strengthening the health financing landscape in pursuit of UHC and
better access to family planning

Landscape study findings and analyses are presented in the following sections.

In this section, we summarize government strategies to pursue UHC and universal access to family
planning, and draw cross-country comparisons of these strategies.

Many governments publicly state their strategy for progressing toward UHC in a government strategy
document. Many describe how the government aims to involve the private sector. Table 2 summarizes
government strategies for progressing toward UHC and governments’ vision for engaging private
financing agents and providers.

All fifteen governments mentioned UHC or a similar concept in their strategies, proving the pervasive-
ness of this concept in the post-2015 era. However, most countries do not intend to reach universal
coverage during the strategy timeframe. Instead, governments generally plan to implement measures to
increase population coverage under existing programs. Even so, government strategies for expanding
population coverage generally involve long-term initiatives with a gradual scale-up. Most countries had
specific strategies for engaging the private sector under their umbrella UHC strategy.

There is a trade-off between making rapid gains in population coverage versus pursuing concurrent
progress along the three main dimensions of UHC: population coverage, service coverage, and financial
protection (Figure I). The 2013 Lancet Commission argued for public financing of progressive pathways
toward UHC that are pro-poor from the outset (Jamison et al. 2013). Gwatkin and Ergo (201 1) coined
the term “progressive universalism” to mean a “determination to include people who are poor from the
beginning.” In general, countries’ UHC strategy documents embrace the concept of progressive
universalism by including multiple strategies to improve coverage for the poor, the informal sector, and
the formal sector (and imply this will happen simultaneously).

The principle of progressive universalism also applies to implementation. If the government prioritizes
efforts to achieve UHC on implementing social health insurance for civil servants and/or other formal
sector workers because they are easier to identify and enroll, the principle is not met.

Strategies to increase or attain universal access to family planning were often absent from the
higher-level UHC documents from Table 2. Family planning services are often included in governments’
essential packages of health services; policies and strategies to increase access were often stated in
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family planning or reproductive health strategy documents or costed implementation plans and
promoted through the Family Planning 2020 Movement.

Unmet need for family planning is higher in most West African countries than in most of the reference
countries in the study (Table 3). Benin and Togo have the highest rates of unmet need among study
countries at 32.6 and 33.6 percent respectively. Indonesia, Kenya, Malaysia, and South Africa—all
countries with middle-income status—have the highest rates of contraceptive use among married
women. Although the fifteen countries vary in terms of coverage and use of family planning, many of
the strategies for improving access to family planning are common ones, such as increasing awareness
and demand through social marketing, task shifting to allow for community-based distribution, and
increasing the number of distribution points for family planning services, including through the private

sector.

Table 2: Government Strategies for Pursuing UHC in the Fifteen Study Countries

Core Countries
Benin National Health Scale up social health insurance (Regime Enhance collaboration
Development d’Assurance Maladie Universelle) of public and private
Plan 2009-2018 sectors for improved
Scale up CBHI health policy
l\.latior}al Health Strengthen medical assistance to the poor and implementation
flnaGCIPg Strlategy vulnerable (0-5 years) including: Regulate and contract
or Universa .
Coverage Strengthen the capacity of facilities to include private se;tor to
2016-2022 these populations in service provision !:grdoevliev:r; ;?\;ir:ii
Decentralize the indigent health funds to all services
municipalities
Expand the indigent health fund to cover all
health areas
Burkina UHC plan Provide a standard package of services that is Continue to purchase
Faso 2015-2017 80-100% subsidized by the government services from private
) Insure the formal sector through National facilities
Law on universal Social Security Fund (including self-employed) Increase the role of
health insurance the privat tor i
adopted 2015 Insure active and retired government workers € private sector in
through the Retirement Fund for Public advocating for uptake
Servants of mutuelles by the
) population
Scale up CBHI for the rural and informal
sectors
Cameroon | National Health Establish mechanisms for risk pooling Implement a
Development . o partnership strategy
Plan 2011-2015 éugm)rt the establishment and monitoring of with private sector,
and identify public-
Set up financial mechanisms to support the private partnerships
indigent population Contract with
Identify new public-private partnerships providers
Develop procedures manual for contracting
with private providers
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o Strengthen government capacity for
contracting

Guinea National Health ¢ Provide free care for the elderly in public o Scale up coordination
Development health facilities with the private
Plan t
2015-2024 o Conduct a study on the status of UHC sector

implementation

o Establish structures for technical monitoring,
piloting, and implementing UHC

Mali Health and Social | ¢ Increase the population covered by risk- o Develop an official
Development pooling schemes, including: public-private
Plan 2014-2023 e CBHlI for informal sector workers partnership strategy
(Draft) Health
Financing Strategy e Compulsory Health Insurance scheme for
for UHC, government civil servants
2014-2023
¢ Medical Assistance Mechanism for the
indigent
Niger National Health ¢ Increase mobilization of domestic and external | ¢ Engage with private
Financing Strategy resources providers in urban
fz%rlLZJHC in Niger | . promote CBHI centers
o Promote health insurance in both public and ‘ DeveIoP a str‘ucture
private sectors for placing private
sector health
o Implement a social security fund for health, professionals in
including determination of structure, underserved areas
governance, and funding sources
Senegal National Health o Implement exemptions and assistance o Develop public-private
Development programs for vulnerable groups, such as the partnerships by:
Plan 2009-2018 Sesame Plan for people age 60 and over, Identifving ol
subsidies for indigents and for people with ‘ entifying players
Plan Emergent specific diseases, free deliveries and caesarean ¢ Defining terms of
Senegal sections (except in the Dakar region), and reference,
alternative forms of protection for persons not objectives,
Strategic Plan for covered by formal coverage options expected results,
ZP;eUE::/\;iLoa‘Tment o Reform the institutional and legal framework methodc?logy ’ jnd
of social security for workers and retirees monlto'rlng an
Health Coverage evaluation of
in Senegal o Facilitate vulnerable groups’ access to partnerships
(2013-2017) resources

¢ Developing
contracting

o Improve access to equipment for the disabled guidelines
and wards of the state

o Strengthen the social reintegration program

o Consolidate and expand social transfer
mechanisms

o Implement the UHC initiative that promotes
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CBHI

Togo National Health o Support universal access to essential health o Develop public-private
Development services through: partnerships

Plan 2012-2015 . .
* Devolution and decentralization o Contract health

services from private

e Improving health information and
sector

monitoring
* Increase private

e  Strengthening human resources for health
gt & financing for health

(scaling up community-based services;
strengthening public-public and public-
private partnerships including traditional
medicine, civil society, and community
structures; and updating the national
policy for contracting originally adopted in
2003)

¢ Improving access and quality of care

¢ Improving access to medicines, vaccines,
blood banks, and essential medical
technologies

e Strengthening health financing through
performance-based financing, resource
mobilization, optimal resource allocation,
and increasing financial protection for
vulnerable groups

e Strengthening community participation
through social networks and community
health workers

Ethiopia Health Sector * Improve equity, coverage, and use of essential | ¢ Implement the 2013
Transformation health services through: Public-Private

Plan 2016-2020 . . Partnership in Health
e Promoting community engagement Eramework

through various strategies (certificate of
competency evaluation of households; self-
reliance movements; health and health
systems literacy; rollout of the Health
Development Army; rollout of the
second-generation health extension
program)

¢ Improving efficiency and effectiveness
(financial management; transparency and
accountability development program;
regular financial and performance audits;
efficiency gain; efficient use of facility
revenues; implementation of social health
insurance and community-based health
insurance)
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National Health
Policy 2007

Reduce maternal and child mortality; prevent,
fight against disease; and improve the quality of
care

Develop human resources

Reinforce partnerships in the sector and
promote ethics generally and in medicine
specifically

Improve resource mobilization from all
domestic and international sources of funds

Improve health financing equity, including risk
pooling, assistance to the poor and vulnerable,
and lowering catastrophic cost of care

Conduct annual review of resource allocation
and purchasing mechanisms and realign them in
view of national priorities and funding sources

Strengthen harmonization and effectiveness of
aid, incentives, transparency, accountability,
and efficiency in the public sector

Reinforce sector management

FINANCING OF UNIVERSAL HEALTH COVERAGE AND
FAMILY PLANNING

e Promote private

sector investment in
health service and
health-enhancing
facilities

Indonesia

Ministry of Health
Strategic Plan
2015-2019

Improve public health
Improve disease control

Increase access to and quality of health
facilities

Increase the number, types, and quality of
providers

Improve access to pharmaceuticals and medical
devices

Increase synergy between national and sub-
national levels

Improve partnerships, planning, and monitoring
and evaluation

Increase health research
Strengthen transparent and good governance
Improve capacity of the Ministry of Health

Integrate and improve the health information
system

¢ Incorporate large and

small private
businesses and private
households into
national health
insurance scheme
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Kenya

Kenya Health
Sector Strategic

and Investment
Plan 2014-2018

FINANCING OF UNIVERSAL HEALTH COVERAGE AND
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Manage the Kenya Essential Health Service
Package

Manage the service delivery system
Oversee community services

Provide supervision and mentorship services
(integrated supportive supervision using
updated Kenya Quality Model for Health)

Provide oversight of an integrated, pluralistic
health system (e.g., conduct private sector
assessments to deepen understanding of the
role of the private sector in the health
industry)

Develop mechanisms for engaging with
stakeholders

Conduct joint development of operational and
strategic plans and review processes

Regulate standards for health services,
including quality of services, and their
assessment

Develop a comprehensive legal and regulatory
framework in the health sector

e Promote private
sector participation in
financing of health
through public-private
partnerships and other
mechanisms

Malaysia

2016-2020
Country Plan

Enhance targeted support for underserved
communities (i.e., expand mobile health care,
improve primary health care teams, and
establish domiciliary health care programs)

Improve system delivery for better health
outcomes (i.e., introducing lean management
practices in public hospitals and enforcing
health regulations)

Expand health system capacity (i.e., develop
new facilities, upgrade existing facilities,
enhance health care personnel capacity and
capabilities)

Intensify collaboration with private sector and
NGOs to increase health awareness

o Intensify collaboration
with private sector
and NGO:s to increase
health awareness

Nigeria

National Strategic
Health
Development
Plan 2010-2015

National Health
Act of 2014

Develop a basic minimum package of services

Determine how certain populations can be
exempt from payment

Establish a Basic Health Care Provision Fund

Establish new governing bodies for the health
sector at the federal level

o Contract with private
providers through the
National Health
Insurance Fund
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Africa Insurance for National Health Insurance Health Insurance,
South Africa: . . accredit private
Toward UHC ° ImpIeme'nt National Health 'Insurance in three providers and
2015 phases (includes strengthening the service purchase services

delivery platform and improving quality in the

fi h half
public health sector) rom them on beha

of enrollees

o Help private medical
schemes adjust their
role after health
sector reforms

Key: NGO=non-governmental organization.

Table 3: Family Planning Indicators in the Fifteen Study Countries

Benin 2011-12 DHS 326 7.9 35 244
Burkina Faso 2010 DHS 24.5 15.0 9.9 58.7
-g Cameroon 2011 DHS 235 14.4 39 48.0
% Guinea 2012 DHS 23.7 4.6 1.6 41.1
: Mali 2012-13 DHS 26.0 9.9 6.9 335
3 Niger 2012 DHS 16.0 12.2 2.5 39.9
Senegal 2014 DHS 25.6 20.3 14.0 51.9
Togo 2013-14 DHS 33.6 17.3 12.6 384
« | Ethiopia 2011 DHS 26.3 27.3 24.5 52.3
'g Ghana 2014 DHS 299 22.2 14.0 31.7
5| Indonesia 2012 DHS 1.4 57.9 39.1 18.8
§ Kenya 2014 DHS 17.5 53.2 39.7 60.9
§ Malaysia UN, 20152 15.4 41.7 Not available Not available
% Nigeria 2013 DHS 16.1 9.8 47 549
& South Africa 1998 DHS? 16.5 55.1 25.0 67.8

Key: DHS=Demographic and Health Survey; |lUD=intrauterine device; UN=United Nations.
'Unless stated otherwise, indicators source is ICF International. The DHS Program STATcompiler.

http://www.statcompiler.com/. Accessed June 2016.

2United Nations 201 5.

3A 2015 DHS was under way in South Africa at the time of analysis for the report.
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Strategies to finance and increase coverage of family planning are sometimes integrated into general
strategy documents covering the health sector. Sometimes these strategies are found in stand-alone
reproductive health and family planning strategy documents or costed implementation plans. Govern-
ments with separate strategy documents or costed implementation plans for family planning appear to
have more-concrete and more-specific action plans for family planning, whereas governments that roll
family planning strategies under a broader health system strategic plan demonstrate less detailed plans.
Table 4 summarizes strategies for progressing toward increased access to family planning and the

governments’ vision for the role of private financing agents and providers.t

Table 4: Government Strategies for Increasing Access to Family Planning in the Fifteen Study

Core Countries

Countries

Benin

National Multisectoral
Strategy for Sexual and
Reproductive Health of
Adolescents and Youths
2010-2020

National Budgeted Action
Plan for Repositioning
Family Planning in Benin
2014-2018

Improve the institutional, socio-
cultural, and political
development environment
around sexual reproduction of
adolescents and youth and
HIV/AIDS

Improve the level of knowledge
and skill of adolescents and
youth around sexually
transmitted infections and
HIV/AIDS, including the
provision of reproductive health
training

Improve the availability and
accessibility of quality services
for increased use by adolescents
and youth, including free
modern contraceptive methods
in public health facilities

Increase budget allocation for
contraceptive purchasing
through 2018 to 250 million
FCFA

Strengthen improvements in
reproductive health through
revisions to policies, norms, and
protocols

Increase collaboration
within family planning
framework

Leverage community
networks to ensure
nationwide availability and
accessibility of
contraceptives

B The table includes the most recent family planning strategy or costed implementation plan according to the Family Planning 2020 website
where available (http://progress.familyplanning2020.org/). For countries that had not joined the Family Planning 2020 Movement at the time
of the study, we identified the document in the public domain.
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Burkina National Family Planning o Create demand among rural ¢ National Family Planning
Faso Stimulus Plan 2013-2015 populations through outreach, Stimulus Plan mentions
and among urban populations greater emphasis on private
Strategic Plan for through mass media campaigns, sector, but no further
Reproductive Health and educate adolescents and details provided
Product Security 2009-2015 young people about FP . S
o Improve service availability
o Supply (product availability): in private sector
reduce supply shortages in )
public health facilities through | ° |MProve inter-sectoral
better monitoring and coprdlnatlon and include
management of FP commodities private sectFJr .
representatives in
o Improve access to FP services by coordination committees
improving quality of FP services,
improving coverage of sub-urban
and rural populations through
mobile units and advanced
strategies (better staffed and
equipped facilities to visit less
well-off ones one day each
month to provide services), and
improving coverage of rural
population by strengthening
community-based services.
o Create an individual budget line
for RH products and tax and
custom duty exemption for RH
products (reagents, delivery kits,
FP methods)
Cameroon | National Family Planning o Increase national and local o Define a framework for
Action Plan 2015-2020 government contributions to FP cooperation with private
. ) sector so more private
National Health * Improve ad.mlnlstratlon of facilities can offer FP
Development Plan contraceptives and treatment of services and in a way that
2011-2015 side effects through community the Ministry of Health can
mobilization, training health monitor-. Increase social
Strategic Plan for the workers in IUDs, improving franchising by 100 for each
National Multi-Sectoral supply of contraceptives year of the plan
Program for Combating o Improve post-partum, post-
Maternal, Newborn & Child abortion family planning and
Mortality in Cameroon family planning for adolescents
2014-2020
Guinea National Health ¢ Increase family planning o Integrate family planning
Development Plan contraceptive prevalence into private health facilities
2015-2024 through:
National Action Plan for ° Integrating family planning into
Repositioning Famil public and private health
P g Y i
Planning in Guinea facilities
g
2014-2018
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¢ Implementing family planning
services into community-
based health care package of
services

¢ Offering all modern
contraception methods to
women of childbearing age

¢ Providing public and private
structures with contraception
and management tools

¢ Organizing family planning
awareness campaigns

o Improve the enabling
environment for use of family
planning services

o Improve the monitoring and
coordination of family planning

services
Mali National Action Plan for ¢ Integrate FP messages in o Development of a strategy
Family Planning 2014-2018* mutuelles for involving the private

sector into FP services and
to expand social franchising
with private sector in all
regions

o Develop a policy for introducing
a third-party payer for FP
services on behalf of adolescents
and poor women

o Develop performance-based
financing strategy that will
include FP

o Mali government has committed
to financing 10% of costs of
contraceptives.

Niger Health Development Plan o Increase the availability of o Support NGOs conducting
2011-2015 contraceptives, materials, and social marketing campaigns
other family planning inputs
Family Planning in Niger:
Action Plan 2012-2020 o Promote the large-scale and

community-based distribution of

contraceptives through public
and private health facilities
including social marketing

o Integrate family planning into the
basic health care package

¢ Promote an enabling
environment for family planning
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Employ mobile and other
advanced strategies for the
provision of family planning and
reproductive health services
Senegal National Action Plan for Broaden the range of social o Establish a multi-sectoral
Family Planning, 2012- marketing products structure dedicated to
2015 Conduct effective public-private partnerships
implementation of product o Provide direct training for
delivery through the Pharmacie private actors, especially
Nationale d’Approvisionnement for administration of long-
Set up mobile units lasting methods
o Systematically integrate
Improve the regulatory .
. private data
framework and engage in better
regulation of the market
Ensure insurance support for FP
services through CBHI schemes
and social security
Establish social franchises
Increase the number of points of
service in the private sector
Togo Action Plan for Scale up community-based » Sign memoranda of
Repositioning Family distribution of family planning understanding with civil
Planning, 2013-2017 services society organizations to
. advocate for increased
Develop mobile and outreach )
; , government funding
strategies for rural populations
o Contract with private
Develop plans to secure and .
o media outlets
strengthen logistics and product
management o Integrate FP services in
private clinics
o Develop a civil society and
private sector engagement
strategy; contract with
private sector providers
Ethiopia National Reproductive Rationalize the current method | ¢ Increase distribution at
Health Strategy, 2005-2015 mix through strategic private facilities and NGOs
assessment of contraceptive
needs
Identify sources of new donor
funding for commodity
procurement
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Allocate, as part of the Federal
Ministry of Health and regional
budgets, funds for procuring no
less than half of contraceptive
stocks for public sector use

Document the costs/benefits of
eliminating import tariffs on FP
commodities procured for non-
commercial purposes

Ghana Ghana Family Planning Promote and nurture change in | » Encourage the private
Costed Implementation social and individual behavior commercial sector to
Plan 2016-2020 Increase age-appropriate and beche more involved in
rights-based information, access, family planning c.:on'Tmo.dlty
and use of contraception among procurement, dlst.rlbuuon,
young people ages 10-24 sales, and promotion
Improve availability and access ‘ Engage the S.ouety for
to a full method mix; quality of Prlvat.e. Medical and Dental
client-provider interactions with Practitioners
a particular focus on improving o Strengthen training and
counseling on delaying, spacing, supportive supervision to
and limiting for all client age and promote client rights,
population groups conduct client follow-up,
Improve distribution and ensure provide long-acting
full financing for commodity reversible contraception
security in public and private and permanent methods,
sectors and complete proper
record keeping and

Strengthen advocacy to build reporting
political will for rights-based . .
family planning amongst o Scale up Rubllc-prlvate
community leaders, religious and panner§h|p ventures as
cultural institutions, and al.ter.natl\./e supply an.d
policymakers at all levels distribution mechanisms
Strengthen provision of family
planning services and
information through
Community-Based Health
Planning and Services

Indonesia Strategic Plan for Reduce total fertility rate of 2.1 e Maintain a registry of health

Population and National
Family Planning
Development 2010-2014

births per woman and net
reproduction rate of 1.0 by 2015

Reduce the number of teenage
pregnancies through prevention
of pre-marital sex, early
marriage and abuse of drugs

facilities that provide
routine FP services and
Family Information System
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Kenya Reproductive Maternal o Address supply-side barriers for | ¢ Scale up youth-friendly

Neonatal Child and contraceptives method mix, health services and use

Adolescent Health including: long-acting reversible NGOs, community-based

Investment Framework methods, efficient distribution organizations and social
systems, and competency-based media to more effectively
training and updates using reach youth

World Health Organization
medical eligibility for
contraceptive use for nurses,
clinical officers, and doctors in
long-acting reversible methods,
FP/contraception counseling, and
follow-up

¢ Involve a wide range of
stakeholders such as
private sector, schools,
universities, and uniformed
forces to increase
availability and quality of
voluntary FP/contraceptive

o Ensure contraceptive services
commodity security and
adequate financing for
contraceptives

o Train pharmacy staff to provide
FP methods

¢ Increase/expand community-
based distribution of FP
commodities and services
through initiatives, which will
include task sharing

o Expand the output-based aid
voucher program to include a
wider range of FP services
focusing on underserved groups
and youth

¢ Increase the coverage of
postpartum FP planning services
in facilities

o Encourage long-acting and
reversible methods among
underserved groups such as
adolescents/youth

o Increase the availability of
facilities providing voluntary FP
services integrated into other
services, including services for
HIV/AIDS. Also increase
availability of voluntary FP
services in the non-health
sector, and promote dual
method use for HIV prevention.

Malaysia None identified ¢ None identified * Not specified
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Nigeria Nigeria Family Planning Provide free commodities at ¢ Increase private sector
Blueprint (Scale-Up Plan) public facilities delivery channels, including
faith-based organizations,

o Permit injectables provision by private hospitals/clinics, and

community health extension

workers, to greatly expand the pharmacies
potential number of service
providers
South South Africa’s National ¢ Integrate family planning into ¢ Not specified
Africa Strategic Plan on HIV, STls, maternal and child health
and TB 2012-2016 services as part of preventing

new HIV, STI, and TB infections

|.6 Health Financing Mechanisms in Core and Reference
Countries, and Private Sector Engagement

In this section, we discuss mechanisms found in the health financing landscape and draw cross-country
comparisons of the study countries.

Even in the least fragmented health systems, health services are financed through a plurality of
mechanisms. Table 5 shows the breakdown of financing sources in each of the fifteen countries, as

well as the percentage of total health expenditure managed by private pre-paid plans (private insurance).
The landscape of health financing sources varies from country to country. The table demonstrates

how households must shoulder a larger proportion of the health financing “pie” in countries where
government and donors finance a smaller proportion of health care costs. Across all countries,
households shoulder the largest proportion of health spending. In general, households in West

Africa (the eight core countries plus Ghana and Nigeria) shoulder a larger proportion of total health
expenditure than do households in most countries outside the region.

To better understand the private sector’s financing role in a health system, it helps to understand

the extent to which publicly financed health services meet the health care needs of households in

that country. If public financing for health services does not fully cover the costs to facilities to deliver
services, facilities will usually mobilize private financing by charging user fees to supplement their
operating budgets. Furthermore, if the publicly financed service delivery system is under-resourced
and cannot deliver quality services, many households that can afford to will opt out of the system and
seek care in the private sector. However, without proper regulation and supervision, private providers
and private insurers often cannot meet the needs of poor and vulnerable households, or those of the
non-poor informal sector.
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Table 5: Financing Sources of Total Health Expenditure in the Fifteen Study Countries

2012 NHA
Burkina 2013 NHA 35 7 30 26 100 2
w Faso
-2 Cameroon 2011 NHA 52 | 33 14 100 |
g Guinea WHO 62 2 9 27 100 Not available
o Guinea fact
% sheet 2014
5 Mali 2013 NHA 54 6 12 28 100 <l
v Niger 2013 NHA 56 | 30 12 100 <l
Senegal 2008 NHA 41 5 37 17 100 21.1
Togo 2008 NHA 60 0 23 17 100 2
Ethiopia 2010/11 34 | 16 50 100 Not available
NHA
Ghana 2012 NHA 45 6 40 5 100 2
Indonesia 2014 NHA 47 14 39 0 100 2
Kenya 2012/13 32 Il 31 26 100 9
-~ NHA
,g Malaysia 1997-2014 48 52 0 100 7
- NHA
3| Nigeria Global 72 21 7 100 2
O Health
] Expenditure
§ Database,
9 estimate for
< year 2014
South Africa | Global 52 4 0 100 Not available
Health
Expenditure
Database,
estimate for
year 2014

Key: NGO=non-governmental organization; NHA=National Health Account report; WHO=World Health
Organization.

Note: Percentages in the table signify the percentage of total health expenditure contributed by that financing
source in that country.

Most or all of the health financing mechanisms described below are included in the health financing
landscape of all fifteen countries. Levels of service coverage, population coverage, and financial

protection vary. These coverage levels are a key way to measure a country’s progress toward UHC and
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universal access to family planning.c To assess the latter, one can evaluate the degree to which health
financing mechanisms “cover” family planning services (i.e., seek to ensure the delivery of such services),
the percentage of the population who can and do access those services under each mechanism, and
what degree of financial protection is provided for family planning.

Chapters 2-9 of this report elaborate on each of these mechanisms in each of the eight core countries
and provide a more comprehensive picture of health coverage there. Text boxes throughout this
section highlight health financing reforms implemented in reference countries, providing lessons that
could be relevant to the West African context.

|.6.1 Publicly financed health services

Government-financed provision of health services exists in all study countries. While the specifics and
degree of public subsidies vary across countries, governments recognize that health services are a public
good. Publicly provided health services are financed using general tax revenue, other public funds, or
donor funds. While the government might be considered a financing source for general tax revenue,
that money ultimately comes from private households and employers who pay taxes. Governments may
subsidize preventive, basic, secondary, and sometimes tertiary services, provided at public facilities or by
community health workers. Box | describes how Malaysia’s government has focused on financing public
facilities to reach nearly universal coverage of basic health services throughout the country. Box 2
describes how the government of Ethiopia publicly finances essential health services, including family
planning services.

Government funding to facilities allows them to operate without charging patients the full cost of
providing services, unlike in a system fully financed by household out-of-pocket spending. Public financing
tends to be directed to publicly owned and managed health facilities; increasingly, however, governments
additionally contract with private for-profit and not-for-profit facilities to increase access. Government
funding for community health workers allows citizens, particularly those in rural and underserved areas,
to receive essential public health services without incurring the full direct and indirect costs of traveling
to a facility.

Resources for financing of facilities are usually mobilized through several means: general tax revenue;
local government budgets; taxes on alcohol, tobacco, or sugar (so-called sin taxes); or cost-recovery
mechanisms such as user fees, paid by patients. Risk pooling occurs when the healthy subsidize the
sick: the cost of any given patient’s care is paid from funds available to the broader population. The
government often does the purchasing; in some countries, however, community committees are
established to have a say in how facilities spend available funds. In many low- and middle-income
countries, the purchasing mechanism employed by government purchasers is input-based financing.
This means that the government pays for inputs such as health worker salaries, commodities, and
infrastructure instead of paying for outputs such as the number of services provided or number

of patients treated (output-based financing). Togo’s government, for example, employs input-based
purchasing exclusively. Senegal’s government purchases services at public facilities using a combination
of input-based and results-based financing (which pays on the basis of outputs plus a quality assessment).

Governments often pair direct financing for health services with demand-side financing to improve
equity of access to health services. User fee waivers or vouchers are two examples of pro-poor
financing mechanisms that work by reducing cost sharing by poor and vulnerable households to access
services. Box 3 describes a voucher mechanism in Kenya that provides targeted subsidies to poor

C The World Health Organization and the World Bank published a framework for monitoring progress toward UHC with input from the
global community (WHO and World Bank 2014). Indicators include tracer measures of coverage of essential health services and measures of
financial protection. Both categories of measures include measures of equitable distribution among the population. HFG has applied the
methodology in 2 of the |5 study countries: Ethiopia and Senegal (Alebachew et al. 2014, Tine et al. 2014).
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women to access family planning and other services. With a pro-poor policy objective comes the
requirement for a government to ensure that subsidies benefit the needy. Though effective targeting
theoretically allocates scarce resources to those in need, implementing it can be administratively
challenging and therefore costly. Some governments instead provide universal subsidies for certain
priority health services such as institutional deliveries and family planning commodities.

Box I: Malaysia: Adapting health financing strategies in the face of changing demand

West African countries have demonstrated political will to adopt new—or adapt existing—health financing strategies
to expand service and population coverage and increase financial protection. Governments in these countries have
recently published health sector strategic plans or universal health coverage strategies that show a commitment to
reviewing current evidence, identifying gaps and weakness in the health financing landscape, and addressing those gaps
and weaknesses through a multi-year strategic plan.

Malaysia’s experience as an upper-middle-income country with near-universal health coverage through the public health
delivery system provides valuable lessons for West African countries as economies grow, health systems mature, and
governments face new challenges arising from an epidemiological transition and an aging population.

Malaysia does not have a publicly managed and financed health insurance scheme. Some 95% of the cost of treatment
in public facilities is financed by the government; patients pay the remainder through low user fees. The government
uses general tax revenue to purchase services on behalf of the population through input-based financing. Malaysian
public health facilities receive line-item budgets based on historical spending, and health care workers in these facilities
are salaried civil servants. Government sources state that 90% of the Malaysian population has access to some form of
care through this system (Ministry of Health Malaysia, n.d.). Use of services is reportedly high and equal across income
groups, and poor and vulnerable groups do not incur high out-of-pocket spending for health services.

However, Malaysia’s experience shows that UHC is never fully attained and governments must continue to implement
health systems reform to meet changing needs. Malaysia is experiencing an epidemiological transition, an aging
population, and increasing demand for costly and more advanced health care technology and procedures, such as

renal dialysis. The government also expresses concern that the high level of subsidy encourages overuse of health
services (Ministry of Health Malaysia). To maintain near-universal health coverage, the health system must become
more efficient. There are reports of health services rationing in the form of long waiting times and limited availability
of essential medicines at public facilities; these challenges will only worsen if resources become more constrained. Real
or perceived higher quality delivered in private facilities has created a situation where wealthier people opt out of the
public system. Though this trend can relieve pressure on public facilities if they treat fewer people, it also can have
adverse consequences, including fragmenting service delivery and reducing equity.

West African countries can anticipate some of these same challenges as they advance toward UHC and their health
systems evolve and disease burden shifts. Governments can implement legal frameworks now to enable health system
reforms to address changing needs.
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Box 2: Public financing for essential health services in Ethiopia

West African governments finance essential health services in part by providing input-based financing for
public health facilities to pay for their provision of services, with oversight and supervision from local
governments and the community. Indeed, this strategy is shared by many governments around the world.

The government of Ethiopia provides input-based financing for public health facilities across the country.
Health facilities provide essential services to the local population with oversight and supervision from local
governments and the community. The Essential Health Services Package for Ethiopia, published by the central
government in 2005, provides guidance to local governments and health facilities on the services that must be
available and provided at a minimum standard of care at public health facilities. Several family planning services
are included in the package, among them promotion and advice on family planning; information, education, and
counseling on family planning; provision of condoms, pills, combined pills and injectable contraceptives;
provision of long-term contraceptives at health centers; and provision of permanent methods at district
hospitals. The package is designed to foster an integrated service delivery approach essential for advancing

the health of the population.

Input-based public financing is transferred to facilities for the provision of the Essential Health Services Package.
Though patients pay user fees for some services, many of the services in the Essential Health Services Package,
including services for family planning, are exempted from cost-sharing requirements.

Box 3: Kenya: Vouchers for safe motherhood, family planning, and violence recovery services

A voucher scheme in Kenya provides targeted subsidies for safe motherhood, long-term family planning
methods, and gender-based violence recovery services. These subsidies benefit households as well as public
and private providers. They also may be applicable in the West African context, where governments are
seeking to reduce financial barriers to priority services such as family planning and to as encourage demand
and quality improvements among public and private providers.

The “output-based aid voucher scheme,” funded by the German Development Bank and the government
of Kenya, launched in 2006. The scheme has operated in Kisumu, Kitui, Kiambu, and Kilifi counties and in
Korogocho and Viwandani informal settlements in Nairobi. Safe motherhood and family planning vouchers
are sold through distributors to poor women in rural districts and low-income areas of Nairobi for a highly
subsidized price. The gender-based violence recovery services vouchers are provided free in accredited
facilities, regardless of the patient’s socio-economic status.

The output-based aid voucher scheme allows the government to mobilize private sector resources for delivery
of priority health services. It also strengthens the health service delivery system by encouraging demand-side
use of priority public health services with a targeted subsidy, as it provides additional revenue for providers.
This revenue can be used to cover the facility’s operating costs and improve quality of care. Managers at
private for-profit and faith-based facilities report the additional revenue as the biggest benefit from the
program. A majority reported the extra revenue improved availability of supplies, drugs, and equipment; it
enhanced client comfort through the provision of meals, accommodation, and improved cleanliness. Public
facility managers reported the revenue from the program as a benefit, but a majority expressed disappointment
with being unable to use the funds to improve public services due to restrictive guidelines from the Ministry

of Health (Njuki et al. 2015).

A secondary benefit of the output-based aid voucher scheme is that it helps the government build health sector
experience in targeting, accreditation, claims, reimbursement, and quality assessment—all useful capabilities for
the government’s National Health Insurance Fund.

The landscape study revealed that in general, at least some family planning commaodities are provided
free in facilities and by community health workers receiving public financing. Ghana, for example,
provides free family planning commodities and services through public and some private providers.
International donors often finance such commodities, which are then distributed through the health care



WEST AFRICA REGION

delivery system. These distribution systems can do better, however, as evidenced by persistent levels of
unmet need for family planning. Additionally, many government strategies acknowledge an urgent need
to improve uptake of family planning and to improve health worker skills to administer certain long-
acting and permanent family planning methods such as intrauterine devices and vasectomies (see

Table 4).

.6.2 Social health insurance

Social health insurance is an umbrella term for a health financing mechanism used by governments to
purchase health services for members by mobilizing and pooling funds from public and private sources.
Social health insurance differs from other kinds of insurance in that people contribute regular prepay-
ments (“premiums”) according to their ability to pay. As a result, wealthier people pay more into the
scheme and cross-subsidize the less wealthy, in a progressive rather than regressive financing model. In
addition, a social health insurance scheme, as with other health insurance schemes, pools health risks of
all members. This means that healthy members subsidize the costs to care for those who are sick; all
members receive the same level of financial protection against unpredictable health events, regardless of
their contributions or health status. When participation in a social health insurance scheme is mandatory
and membership is sufficiently large, adverse selection is minimized. P

Many governments plan to implement or scale up social health insurance schemes and have passed laws
to this effect. Nevertheless, mobilizing the required resources to subsidize adequately even basic
benefits for citizens with limited or no ability to contribute can be a challenging and much longer
process (see Box 4). This is particularly true for countries with a limited tax base and a small formal
sector.

For this reason, many countries focus social health insurance programs on those employed in the formal
sector. Formal sector employees and their employers have greater capacity to contribute and advocate
more effectively for government resources. Additionally, it is easier for a scheme to identify, enroll, and
collect premiums from the formally employed. Schemes often mobilize resources through employer
contributions via a payroll tax and employee contributions via mandatory payroll deductions.
Contributions from employers and employees are usually a flat percentage of the employee’s salary, so
that people with higher salaries contribute more money in absolute terms than do people with lower
salaries. However, governments that implement social health insurance first for formal sector employees
may not be adhering to the progressive universalism concept. Unequal financial protection between the
formal sector (often the wealthier households) and the rest of the population can create a cycle of
inequity and higher levels of fragmentation in the health system.

Most countries in the study offer a social health insurance scheme or are planning one, although features
of the schemes and their population coverage vary widely. For example, Togo’s scheme covers civil
servants and government retirees, Kenya’s scheme covers civil servants and retirees as well as private
sector workers, and Indonesia’s scheme aims for a “single-payer” health system that will cover the
entire population. Box 5 describes South Africa’s plan to establish social health insurance. In another
variation, the government may require certain populations to enroll in privately operated risk-pooling
schemes. For example, a law in Senegal requires large employers to enroll their employees in Institutions
de Prevoyance Maladie (Sickness Insurance Institutions). Chapter 8 covers this Senegal model in more
detail.

D Adverse selection can be defined as strategic behavior by the more informed partner in a contract against the interest of the less informed
partner(s) (Belli 2001). In this example, it refers to the tendency for the sick to enroll and the healthy to opt out of the social health
insurance scheme.
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Box 4: Ghana, Indonesia, and Nigeria: Turning commitment to UHC into reality

Enabling legislation is a first step in realizing universal health coverage. To turn political commitment into
reality, countries must determine how to finance the expansion of coverage through the annual budgeting and
appropriations process.

Across West Africa, governments are implementing health financing reforms in pursuit of UHC. The
implementation phase involves many steps, such as setting up a stream of financing for an institute like Togo’s
National Institute of Health Insurance to oversee and operationalize a social health insurance scheme, or
establishing a coordinating body like Niger’s Federation of CBHI Schemes. Below are three examples of how
governments from the study’s reference countries have taken further actions beyond publishing a health sector
strategy or law to implement a reform.

Family planning advocates in Ghana successfully lobbied national legislators to address access challenges by
covering family planning education and services under the National Health Insurance Scheme, which includes
free maternal health care. In 2012, reform legislation required inclusion of family planning services that would
be determined by the Minister of Health (Naik, Morgan, and Wright 2014). However, a legal mandate for
coverage expansion does not ensure effective coverage expansion. Three years later, the government had yet
to provide the policy directive and implementation guidelines necessary to make family planning methods part
of the National Health Insurance Scheme package in practice (IPPF 2015).

The rollout of Indonesia’s ambitious single-payer system starting in 2014 is partly a result of a legal action
brought by citizens to hold the government accountable for the 2004 law on the National Social Security
System. That law stipulated that the government must establish non-profit bodies to implement five mandatory
social insurance programs covering health care, workplace accidents, death, old-age risks, and pensions, to be
funded by beneficiary contributions. By 201 I, the government was criticized for delaying to transform the four
state-owned insurance companies into non-profit entities. Delays motivated citizen groups to file a lawsuit and
organize street protests (Hatt et al. 2015).

Nigeria’s former administration successfully lobbied the Senate to pass the National Health Act of 2014, which
legally established a Basic Health Care Provision Fund and other structures for expanding coverage to the
informal sector and the poor under the National Health Insurance Scheme. However, the Basic Health Care
Provision Fund ultimately needs to receive annual budget appropriations, which makes the Fund susceptible to
changes in government and government fiscal priorities. Civil society, indeed, voiced concerns that one year
after the National Health Act had been passed and a new government had come to power, the new
government would not fund the Act in the 2016 government budget (lkhuoria 2016).

1.6.3 Community-based health insurance

Community-based health insurance (CBHI) schemes were present in all of the study countries, although
their presence is very small in Togo, Indonesia and Malaysia. CBHI is often included in UHC strategies
in low- and middle-income countries because of its perceived comparative advantage in targeting
underserved, uninsured, and largely informal-sector populations and enrolling them into risk-pooling
schemes.

The CBHI model tends to be popular in countries where health system coordination mechanisms

(e.g., health management information systems with high-quality patient-level data) are less developed
and where social solidarity is a prominent social value. Community members volunteer to manage the
schemes and undertake most of the health financing functions, including resource mobilization (from
members), risk pooling, purchasing, and claim settlement. Regional, national, or parastatal agencies that
are not physically located in CBHI service areas are not often well positioned to assume these functions.
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Box 5: Implementing social health insurance in phases: South Africa’s experience

Most governments across West Africa are engaged in or about to start implementation of social health
insurance. Implementing a social health insurance scheme requires an enormous effort, including comple-
mentary health system strengthening to enhance success of the scheme. The introduction of social health
insurance can also disrupt other parts of the health sector. In response to this disruption, governments must
plan and manage accordingly. The government of South Africa prepared a detailed implementation plan of its
health insurance scheme which illustrates the complexity of such an effort and provides helpful lessons for
West African countries.

South Africa’s government is in advanced preparations for reforming the health system to implement National
Health Insurance, in line with its UHC strategy. The health system is currently fragmented: eighty-three Medical
Schemes represent relatively small risk pools that provide financial protection against catastrophic costs. These
schemes are mainly employment based. The informal sector and the poor have few options for accessing and
financing health care. The government produced a green paper in 201 |, which received many comments from
stakeholders; subsequently, it produced a revised white paper in 2015. The detailed white paper outlines a
roadmap to reform all aspects of the complex health system to align with National Health Insurance by

2025 (Department of Health 2015). The roadmap illustrates all the many moving pieces to be considered
during a health system reform effort.

In phase |, the government will establish a Transitional Fund to finance National Health Insurance start-up
activities before it can start mobilizing revenue through prepayments. It will undertake various health systems
strengthening initiatives such as scaling up quality improvement efforts in public clinics and hospitals,
implementing a Centralized Chronic Medication Dispensing and Distribution program, and amending applicable
laws. It will also develop systems and processes for a provider payment system, a patient registration system, a
provider accreditation and registration system, and a fraud and risk mitigation system.

In phase 2, the government will use the Transitional Fund to purchase primary health services on behalf of
enrollees. Later, the government will start purchasing hospital and emergency services on behalf of enrollees.
National Health Insurance will start mobilizing resources to replenish its funds by realigning public funding
that will no longer be necessary once National Health Insurance is functional, such as Compensation Funds
and state subsidies to medical schemes. The government will deploy the patient registration system in public
health facilities and start enrolling the population, focusing first on vulnerable groups.

In phase 3, the government will start collecting mandatory prepayments, accrediting private hospitals and
specialists, and purchasing those services.

The reforms may require private medical schemes to transition their role in the health system or risk going
out of business. The white paper lays out such options as creating a single virtual pooling arrangement for
the schemes, having schemes transition from providing comprehensive to supplemental coverage, and hiring
experts from the shrinking medical scheme industry to administer National Health Insurance.

In some countries, such as Ethiopia, Ghana, and Nigeria, the central agency running a large social health
insurance scheme has oversight and management responsibility over CBHI schemes, and the CBHI
schemes must operate and provide coverage according to the central agency’s standards. In Mali, the
Technical Union of Community Based Health Insurance launched a mobile money application with

Mali’s CBHI schemes, and paying premiums with mobile money is growing in popularity among enrollees
(see Chapter 6). In other countries, although governments are moving to integrate CBHI schemes

with government health financing initiatives, they remain only loosely or not at all coordinated with
government. In Benin, the government intends to incorporate existing CBHI schemes under the

Régime d’Assurance Maladie Universelle (Universal Health Insurance Plan).

Increasing the number of CBHI schemes may seem feasible for governments in the short term, but
the model often leads to government-sponsored health financing mechanisms. For example, community
members in Ghana initially volunteered to manage the schemes, but eventually they migrated into a
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more professional management arrangement and the scheme managers became salaried government
staff. Box 6 discusses how Ethiopia’s CBHI initiative is evolving.

Box 6: How Ethiopia’s CBHI initiative is evolving to incorporate regional and national risk pools

Governments across West Africa have publicly adopted CBHI as a strategy for expanding health care coverage

to the indigent and informal sector workers, but many CBHI schemes in these countries are still operating with
small risk pools. One trend observed in this study is governments seeking to consolidate these small risk pools

to improve financial stability and gain other benéefits. Ethiopia’s government is engaging in such an effort now. Its
experience may provide helpful lessons for other governments as they move in a similar direction.

Ethiopia’s government is showing how health financing mechanisms can evolve over time to improve health
coverage in pursuit of UHC. As Ethiopia’s CBHI initiative matures, the government is looking for ways to
improve the financial stability of the model and continue to improve access to services. As of June 2016,

CBHI schemes are providing services to beneficiaries in a total of 181 districts, covering over 10 million
people throughout Ethiopia (HFG 2016). Building upon the gains in coverage already achieved through rollout
of district-level schemes, Ethiopia’s government expects reforms to create larger regional- and national-level
risk pools and expanded service coverage. While district-level CBHI schemes helped the government mobilize
critical resources and target uninsured, informal sector low-income communities, these smaller schemes are
exposed to financial instability due to the small size of their risk pools. Consolidating risk pools will enhance
overall scheme viability by increasing cross-subsidization of risk, and enable CBHI schemes to expand access to
and continuity of care at secondary and tertiary facilities.

To execute this reform initiative, the Federal Ministry of Health issued a Directive for local governments to
link district-based risk pools with a regional and a national risk pool. Each region is expected to establish a
regional risk pool. The Federal pool will be formed later to incorporate experience gained from the operation
of regional risk pools. The regional CBHI risk pools will contract with secondary- and tertiary-level hospitals
in their region. CBHI members will obtain a referral from their district facilities to receive full benefits for
regional or tertiary hospital services, paid through the regional CBHI risk pool. Failure to get a proper referral
would result in reduced benefits, offset by a cost-sharing requirement for the patient. The Regional CBHI pool
is proposed to be funded by a fixed federal government subsidy and by a portion of the prepayments made by
or on behalf of paying and indigent members mobilized by district-level CBHI schemes.

Experience also shows that resource mobilization, pooling and purchasing can be administratively
challenging. Many communities struggle to fulfill these functions in a way that keeps schemes financially
viable. Schemes collect prepayments from members, pool the funds, and then use the pooled funds

to pay providers for services rendered. A CBHI scheme must therefore determine which services it
can afford to cover based on how much it collects in prepayments from the community. Often, CBHI
schemes face challenges collecting enough revenue from members to fully cover the cost of services
that members will use. Instead, some governments heavily subsidize CBHI schemes and establish a
minimum list of covered services, which the scheme must cover. Under this alternative arrangement,
CBHI schemes can still perform the administrative functions of mobilizing prepayments from the
community and paying providers, especially in remote and underserved areas which regional and national
agencies would find difficult to fulfill. CBHI enrollment tends to be voluntary (or when mandatory,
enrollment is not enforced by the CBHI administrators). CBHI schemes are therefore particularly
vulnerable to adverse selection where disproportionate enrollment by high-risk individuals accompanies
non-participation by low-risk individuals. CBHI initiatives like the one in Ethiopia may eventually evolve
into larger risk pools once that transition is operationally feasible for the government. This transition
could be beneficial for ensuring CBHI scheme members get financial protection for health services
provided by regional or national hospitals.
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|.6.4 Private health insurance

Private health insurance is a health financing mechanism present in all fifteen study countries, although its
role varies from country to country. Private health insurance tends to target wealthier households and
workers in the formal sector, although there are a few examples of private health insurers and private
CBHI schemes targeting lower-income households or workers in the informal sector.

Private insurers offering comprehensive health care benefits are likely to target younger, wealthier,

and healthier individuals and avoid people at high risk for using costly health services (a practice often
referred to as “cherry picking” or “cream skimming”). In countries with low market penetration, the
risk pools are also small and somewhat unstable, which further motivates private insurers to avoid
potentially costly enrollees. In the absence of regulation and enforcement, the private insurance market
excludes a large majority of a population.

Market penetration of private health insurance is limited across most study countries, especially the
core West African countries (see Table 5). Senegal appears as an outlier in Table 5 for private health
insurance penetration because Institutions de Prevoyance Maladie (Sickness Insurance Institutions)
technically are private insurance companies. However, the government regulates them and mandates
enrollment, so they more resemble social health insurance than voluntary private health insurance.

A few voluntary private insurance products offered in Senegal have market penetration closer to what
is observed across other study countries.

Some private companies voluntarily offer employees premium subsidies or other health benefits for
private health insurance in order to attract and retain skilled people, in Kenya and Nigeria, for example.
In general, however, the private health insurance model does not contribute significantly to population
coverage in countries with small formal sectors. Private health insurance might also offer supplemental
coverage if the formal sector is already required to contribute to a social health insurance scheme, such
as the plan under South Africa’s UHC roadmap. Private insurers might offer alternative coverage to a
social health insurance scheme, as in Kenya, where wealthier households who prefer to access care at
private facilities not covered by the mandatory social health insurance scheme purchase private health
insurance.

Private insurance products tailored to meet the needs and incomes of lower-income households are
uncommon in the health financing landscape in most study countries, but can still play a role. Some
private CBHI schemes exist in Burkina Faso and elsewhere, but information about them is very limited
in the literature. Ghana had many private CBHI schemes prior to the initiative to bring them under
the government-run National Health Insurance Scheme. In Kenya, some private insurers offer health
insurance products with limited benefits, lower-cost provider networks (e.g., faith-based hospitals or
public facilities), and correspondingly lower premiums that target non-poor informal sector workers.

Simple, affordable health insurance products can play a role in reducing burdensome costs associated
with health care (e.g., for transportation or to offset lost wages). However, unsubsidized private health
insurance plans with comprehensive benefits are usually unaffordable to all except the wealthiest
households.

1.6.5 Household out-of-pocket spending

Household out-of-pocket spending is the dominant financing mechanism in most of the study countries,
meaning households pay providers directly for health goods and services at the time of service. The
household acts as the resource mobilizer and the purchaser. Risk pooling is essentially absent, exposing
the household to catastrophic health care costs. As mentioned previously, a health system that heavily
relies on most households having to pay directly for their health care is economically inefficient,
promotes inequity, and deters development.



m WEST AFRICA REGION

Households in all countries invariably pay out of pocket for some health services or commaodities, as
seen even in Malaysia, where most health services are provided free or a very low cost through a strong
network of public health facilities. Consumer choice is important, and consumers may choose to pay
more out of pocket for services at private or non-covered providers, or for non-covered services or
supplies, such as brand-name pharmaceuticals.

Table 5 shows the percentage of total health spending borne by households in each study country. Total
spending for health comprises both out-of-pocket spending and prepayments for risk-pooling schemes.
In countries with low levels of other health financing and risk-pooling mechanisms, out-of-pocket
spending accounts for the majority of household spending, and household spending as a proportion of
total health expenditure is generally quite high. The goal of UHC is not to eliminate out-of-pocket
spending for health entirely, but to ensure households have adequate financial protection against
catastrophic costs when someone in the household experiences a health shock.

Pursuing UHC and universal access to family planning often requires major health financing reforms

to strengthen the health care system, mobilize new sources of funding, and improve efficiency.
Governments can improve equity and increase efficiency by implementing health financing mechanisms
that spread risk among a large pool and protect households from catastrophic costs. Such mechanisms
can also encourage households to seek care that lowers morbidity and can improve micro- and macro-
economic outcomes. No country can claim to have a perfectly equitable and efficient health financing
landscape. Studying how other countries have successfully made gains in equity, service coverage, and
financial protection can be illuminating. Reviewing lessons learned across countries can help a
government design reforms that anticipate future challenges and needs.

Nevertheless, governments face challenges mobilizing resources to expand equitable service coverage
and financial protection. The study identified evidence of this in the core West African countries as
well as the reference countries outside the region (Box 6 discusses the cases of Ghana, Indonesia, and
Nigeria). The World Health Organization (201 1) reported that none of the countries in the study that
had been part of the 2001 Abuja Declaration, and therefore had committed to allocate at least 5% of
government budgets to health, had reached the target |10 years later. Because governments are not
funding health care at recommended levels, and because health reforms can be costly, interest is
growing in mobilizing private financing. However, Table 5 shows that private sources (households,
employers, domestic non-governmental agencies) are already the main financiers of health care (not
to mention that government financing is mainly sourced from general tax revenue, which comes from
households and industry).

Governments have opportunities to improve the efficiency and equitability of private financing by
removing barriers to and implementing more-efficient health financing mechanisms. The reference
countries in this study did not provide many examples of how to engage the private sector in health
financing.

The path to UHC is long and evolving. Governments must continually reform the health care system
to pursue better and more equitable coverage for their populations. Population needs and demands
change, as illustrated in Malaysia, where the government is now seeking health system reform to
introduce new (or bolster less prominent) financing mechanisms to build on the system of publicly
funded health services. In South Africa, the health financing landscape that evolved under Apartheid
covers some of the population well, but leaves many out. Instead of building parallel and separate
systems for different populations, that government is now aiming to reform the health system to
introduce national health insurance that will cover everyone. In Ethiopia, the government plans to
reform the existing CBHI landscape by rolling community-level schemes into regional and national-level
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risk pools, similar to how Ghana allowed CBHls to formally become part of its National Health
Insurance Scheme.

Government-subsidized programs that lack the resources to cover all citizens will by necessity or
design cover a subset of them. This can undermine social solidarity and equity and potentially derail
the goal of progressive universalism. Unequal financial protection between the formal sector (often the
wealthier households) and the rest of the population can create a cycle of inequity and higher levels of
fragmentation in the health system. If wealthy households are excluded or are allowed to opt out, they
cannot efficiently cross-subsidize the provision of care for the poor and vulnerable. If wealthier people
obtain health services at private facilities instead of the public service delivery system, the parallel service
delivery systems may deliver unequal quality of care. Similarly, if a financing mechanism such as social
health insurance excludes the informal sector because of operational challenges with enrollment and
resource mobilization, a large proportion of the population will be left without financial protection.
Furthermore, an efficient financing approach directs limited resources for subsidies to those who need
them, but accomplishing this is operationally challenging.

Many countries have promoted CBHI as a strategy to cover the informal sector and poor and vulnerable
populations. CBHI is popular because it is more feasible to implement health financing functions
(resource mobilization, risk pooling, and purchasing) by mobilizing human resources within communities.
However, CBHI schemes often have limited benefit packages and present many administration and
financial stability challenges. As health systems mature, private CBHI schemes often consolidate and

may provide a foundation for an expanding government-sponsored insurance program, as seen in Ghana.
In another approach, Ethiopia is scaling up health insurance for rural and informal sector low-income
households with district-level schemes that operate with community-based governance. CBHI may

be a stepping-stone to higher levels of coverage—beginning by enrolling hard-to-reach populations,

and leveraging principles of community solidarity for health, and eventually transitioning into more
sustainable schemes with government oversight and subsidy. In a similar scenario, Indonesia is now
consolidating district-run social insurance schemes under a national single-payer system.

Smaller-scale or more-targeted health financing mechanisms can promote equitable access to essential
services. A voucher scheme in Kenya is benefitting both providers and patients. It provides additional
revenue for providers, and it helps patients access family planning and gender-based violence recovery
services by removing some financial barriers and encouraging them to seek care. The voucher scheme
fills a gap in Kenya’s health financing landscape and in Kenya’s ability to ensure access to family planning
services, and it complements other health financing programs such as the National Health Insurance
Fund.

Ensuring universal access to family planning through UHC initiatives is critical. Most of the study
countries did not mention family planning under the high-level UHC strategy document, although

many have separate family planning or reproductive health strategy documents. Since UHC is an enabler
of health and well-being and of economic and development gains, integration of family planning services
under UHC schemes and throughout the country’s health financing landscape is not only a moral
imperative but also a strategic one. As donor resources for family planning decline, governments will
need to replace and expand alternative financing mechanisms to reduce both unmet need and maternal,
newborn, and child deaths.

Most core West African countries in this study share commonalities. Many governments envision
simultaneous interventions to improve financial protection for health and pursue UHC: finance health
facilities with public funds, scale up social health insurance, and encourage the establishment of CBHI
schemes to contribute to population coverage of hard-to-reach populations. With relatively small formal
sectors, core countries will need to dramatically grow the number of CBHI schemes in order to reach
near-universal enrollment among their populations. Population coverage of CBHI and other forms of
insurance is low in most core countries. Out-of-pocket spending for health services is a very large
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proportion of total household spending for health, and often a large proportion of total health
expenditure in the country, while household spending for health insurance is relatively small.
Government allocations to health are still below the Abuja Declaration target. Financing for family
planning predominantly comes from donors, although the governments manage some family planning
distribution through public health facilities or other mechanisms. This study’s review of health financing
landscapes in all core countries reveals several opportunities for each country to expand on or
introduce new health financing mechanisms that will increase coverage for health care and family
planning.

The next parts of this report review in detail the health financing mechanisms and coverage of family
planning in each of the eight core West African countries. For each country, the authors identify
opportunities to expand coverage across the three coverage dimensions.
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Health financing is a core building block of a health system and a key enabler of progress toward
universal health coverage and universal access to family planning. Governments often use a plurality of
health financing mechanisms to advance toward universal health coverage. In Chapter |, we presented
trends across the health financing landscape across fifteen countries in multiple regions and drew lessons
that may be applicable in Benin and other West African countries. This chapter describes the health
financing landscape in Benin and identifies opportunities where the government and other stakeholders
can develop, strengthen, and expand the country’s health financing mechanisms to progress toward
universal health coverage and access to family planning.

Health financing specialists from USAID’s Health Finance and Governance project collected the
information presented below. HFG performed desk research and in-country data collection (key
stakeholder interviews, policy and planning document collection) to map public and private health
financing mechanisms in the country and identify potential opportunities where the government might
expand population, service, or financial coverage for health and family planning services.

Benin uses five major health financing mechanisms. Each major mechanism is described in more detail
below.

2.3.1 Government financing for health services

Government financing for health services provides financial protection from health costs to the
largest proportion of the population. According to Benin’s Plan National de Développement Sanitaire
2009-2018 (PNDS; National Health Development Plan), all Benin citizens are eligible to receive health
care at facilities funded directly through the state.

Government financing for health services shields participants from exposure to the full cost of public
health services, making it an important health financing mechanism.

Government financing for health services delivered at public health facilities does not cover the full cost
of care provision; health facilities assess Ministry of Health-established user fees based on service type
and socio-economic status of the user. User fee exemption programs exist for services that treat
priority diseases among vulnerable populations. An example of this is no-cost malaria care for pregnant
women and children under age 5. Government purchasing occurs though facility-level payments, service
subsidies for vulnerable populations, and increasingly, health worker and facility-level performance-based
incentives. Throughout the country, several results-based financing programs exist—with the support of
development partners—to supplement health worker salaries for favorable results.

2.3.2 Social health insurance

In 2012, the government of Benin issued a decree for Régime d’Assurance Maladie Universelle (RAMU;
Universal Health Insurance Plan), a mandatory social health insurance scheme that will cover all citizens.
The government began RAMU'’s first of three phases of implementation in July 2016 by covering
hospitalization, pharmaceuticals, and additional benefits for the formal sector (Center for Health Market
Innovations 2016). Once fully implemented, RAMU will operate as an umbrella of health financial
protection mechanisms that will encompass existent CBHI schemes. RAMU will establish risk pools in
the form of thirty-four geographically based health zones. In addition, RAMU will serve as a vehicle for
government financing of direct medical assistance to the poor, needy, and vulnerable (Ministére de la
Santé de Benin 2009). The mechanism for this funding was unclear at the time of this study.



RAMU is financed through tax revenues and individual contributions. Contributions are fixed for formal
and non-poor informal sector households, with annual contributions set at FCFA 12,000 per adult
and FCFA 1,000 per child (under age 18). Poor and vulnerable households will be exempt from
contributions, covered by le fonds sanitaire des indigents (the indigent health fund) (Ministry of Health,
n.d.). According to the PNDS, this fund will be decentralized at the municipality level to strengthen
access to health services for this group. At the time of the HFG study, it was unclear how RAMU
contributions would be collected. The government is also considering implementing dedicated taxes
for health, such as a value-added tax or a “sin tax” applied to alcohol or tobacco purchases, to finance
RAMU. RAMU is also slated to include cost sharing by members at the point of service. When health
care is accessed at a departmental or equivalent-level hospital, patients will pay a 10% coinsurance; at
a central- or national-level university hospital, patients will pay a 20% coinsurance.

At the time of the HFG study, it was unclear how RAMU would be governed in its entirety, but it is
thought that the L’Agence Nationale de I'Assurance Maladie (ANAM), in existence since 2012, will have
some level of oversight, at a minimum for managing premium collection.

Family planning services are expected to be offered at RAMU-contracted facilities, but at this time,
RAMU is not expected to include the cost of these services in its insurance offering. RAMU is expected
to mostly cover curative services and to exclude preventive care and family planning.

2.3.3 Community-based health insurance

In Benin, an NGO or foreign partners typically support the financing, operations, and technical aspects
of CBHI schemes, but they are governed by the public sector health zone they cover. There are twelve
main promotors of CBHI schemes, most of which belong to the Concertation Nationale des Structures
d’Appui aux Mutuelles et Assurances de Santé (CONSAMAS; National Coordination of CBHI Schemes and
Health Insurances), a national entity that exists to harmonize efforts across public and private CBHI
schemes.

There are approximately 200 CBHI schemes in Benin. CBHI penetration is relatively low, covering
approximately 500,000 (4.7%) of the population. That said, CBHI schemes have the potential to cover an
estimated 20-38% of the population based on the geographical distribution of current health zones that
CBHI schemes operate within. The government has therefore made CBHI an important component

of providing financial risk protection to the non-formal and rural segments of the population. The
government intends to engage existing CBHI schemes and incorporate them into RAMU as part of an
umbrella structure.

Most CBHI schemes cover curative and antenatal care at the commune level, at community health
centers. Additionally, the majority of CBHI schemes cover 70-75% of the costs of generic essential
medicines, according to HFG’s in-country research.

HFG research indicates that family planning commodities and services are not currently covered under
CBHI schemes.

2.3.4 Private health insurance

Private health insurance penetration in Benin is low, at some 5.4%; coverage is concentrated

among urban, formal sector households. With the exception of NGOs and development partners,
employer-sponsored insurance is largely absent in Benin. At present, five private insurance companies
offer voluntary private health insurance products focused on curative services. In addition, among the
twelve main promoters of CBHI schemes (see the “Community-Based Health Insurance” section above),
some promoters also offer small-scale, private health insurance schemes to the informal sector. Private
health insurance schemes are regulated by ANAM.

Family planning is not covered by private health insurance products.



2.3.5 Household out-of-pocket spending

Household out-of-pocket spending comprises nearly half of all health expenditure in Benin, at approxi-
mately 42% (Ministry of Health 2013). This high level of out-of-pocket spending suggests that most
Beninese citizens lack adequate financial protection for health care costs. As more Beninese citizens gain
access to and enroll in financial protection mechanisms such as health insurance, household spending will
likely shift from out-of-pocket spending to regular premium payments to risk-pooling schemes offered
by the government, employers, the community, or private insurers.

The government of Benin is focused on the development and tri-phase implementation of its social
health insurance scheme, RAMU. In the PNDS, the government envisions RAMU as an umbrella
structure overseeing public and private health insurance schemes as well as initiatives that specifically
enhance medical assistance to the poor and vulnerable—for example, pregnant women and high-cost
prevalent disease states. Because the RAMU structure necessitates national oversight of regions, health
zones, and communes to coordinate operations and financing, the government sees RAMU
implementation as a mechanism for promoting improvements to integration, governance, partnership,
and management of resources across the health system.

The government is also employing strategies to increase efficiency across the existent health financing
landscape by mobilizing domestic resources for health, strengthening and collaborating with the private
sector, and providing additional supports to CBHI schemes to provide adequate coverage and financial
risk protection to rural, non-poor informal, and poor/indigent segments of the population. RAMU
describes the imperative to develop CBHI schemes in particular but detailed strategies for doing so
were not available at the time of HFG’s analysis.

Through key stakeholder interviews, HFG learned that Benin had recently validated and disseminated
its national health financing strategy for UHC, Stratégie Nationale de Financement de la Santé pour la
Couverture Universelle du Bénin 2016-2022. The objectives of the strategy are to use health sector
resources more efficiently, implement RAMU and integrate other financial protection mechanisms, and
ensure equitable, sustainable, and reliable health financing overall. This reinforces the fourth strategic
domain of the PNDS, which highlighted the need to improve health financing mechanisms by mobilizing
domestic resources and expanding health insurance to reduce household out-of-pocket spending on
health care.

In Benin, donors comprise the second largest source of health sector financing (29%) after household
spending. Beyond the provision of direct-to-program and directly managed resources, Benin mobilized
additional donor resources for the PNDS by joining The International Health Partnership (IHP+) in
2009. Benin also signed a country compact for donor support of the development and implementation
of the PNDS operational plan, the Triennial Health Sector Development Plan. It receives support from
the World Bank to assess infrastructural and economic challenges to RAMU implementation as well as
European Commission support on governance, infrastructure, communications, and local development
(World Health Organization 201 3).

Since 2011, the Providing 4 Health Social Health Protection Network (P4H) has supported Benin’s
advancement toward universal health coverage. First, P4H has provided technical support and
recommendations for the implementation of RAMU, including analysis of RAMU’s structure, feasibility,
and implementation plan. Second, P4H supported the development and validation of Benin’s national
health financing strategy for UHC (NHFS for UHC) (Providing for Health (P4H) 2016).



In its Politique Nationale Sanitaire (national health policy) the government of Benin acknowledged the
importance of making family planning services affordable and accessible as well as increasing use. The
government has since developed the Plan d‘Action National Budgétisé pour le Repositionnement de la
Planification Familial 2014-2018 au Benin (national action plan budgeted for repositioning family planning),
which includes objectives to address demand for and access to family planning services as well as
environmental factors and monitoring and coordination. Strategies include strategic communications

on family planning; advocacy efforts for including family planning into health services provision at
national, subnational, regional, community, and facility levels; outreach and engagement of men and
youth; strategies for rural populations; and development of plans to secure and strengthen logistics and
product management.

The Ministry of Health has stated the importance of including the private sector in its health financing
efforts in both the PNS and PNDS. Interest was specifically expressed around public-private partnership
and collaboration, regulation and contracting out of the private sector, and integrating private sector
activities into UHC efforts, though specific strategies for doing so were not elaborated. In 2015, Benin
established a public-private partnership platform, though information on its specific activities and
functioning was not available at the time of HFG’s study.

HFG’s analysis of the health financial landscape in Benin revealed several areas where the government
might focus efforts to develop, strengthen and expand health financing mechanisms to progress toward
UHC and access to family planning.

The government has the opportunity to improve efficiency of its financial risk protection efforts by
expanding the availability of health insurance schemes. Existing health financing mechanisms in Benin
provide some amount of financial protection for most Beninese citizens, but the out-of-pocket spending
rate of 42% demonstrates insufficient financial protection against health shocks. As seen with other
countries in this report, reliance on out-of-pocket spending also presents financial access barriers to a
large segment of the population given that approximately 35.2% live below the poverty line (Ministry

of Health 2013); even the nominal user fees that health facilities are permitted to charge can be cost-
prohibitive. As discussed previously, the major health insurance mechanisms in place at present—CBHI
and private health insurance—cover only a small proportion of the population. With the July 2016 start
of RAMU’s implementation, the government has the opportunity to mechanize universal health coverage
through national social health insurance.

The government also has opportunities to improve efforts to increase family planning access. Benin’s
two national family planning policy/strategy documents—Programme National de Santé de la Reproduction
2011-2015 and the Plan d’Action National Budgétisé pour le Repositionnement de la Planning Familiale
2014-2018—have been developed but not yet evaluated. Their evaluations could reveal prospects for
harmonizing initiatives and improving efficiencies. Also, at present, there does not appear to be a policy
requiring ANAM, CBHI schemes, and private insurance schemes to cover family planning services.
Family planning is excluded from all existent health insurance options in Benin on the basis of being a
preventative, not curative, service type. Given that existing policies and strategies highlight the need to
prioritize availability, accessibility, demand, and use of family planning services, developing a policy for
coverage of family planning services would facilitate effective initiatives to reduce unmet need for family
planning, at 32.6% in 201 1-2012. This also presents an opportunity to consider how RAMU will ensure
that its planned inclusion of family planning services adequately covers the population considering it will
operate through CBHI schemes, which exclude family planning.

In addition, the government may explore opportunities to identify funding needs, enhance resource
mobilization, and strategize around revenue collection. For instance, in this early stage of RAMU



implementation, the government may closely assess the sufficiency and sustainability of funds allocated to
RAMU. Related to this, the government has the opportunity to monitor the effectiveness of proposed
innovative resource mobilization strategies, such as taxation, and continue innovating accordingly.
Alongside this monitoring, the government has the opportunity to analyze whether current resource
mobilization plans for an indigent health fund—a fund primarily resourced by tax revenues and formal
sector premiums—will be sufficient to adequately and sustainably cover health services needed by
indigent and vulnerable populations. Lastly, HFG found that CBHI schemes are able to collect only about
55% of their expected revenues from participants, suggesting the need to reinforce and supplement
existing revenue collection mechanisms.

The government may seek out best practices and lessons learned in revenue collection from operational
CBHI schemes. Finally, Benin has the opportunity to use its existing platform for public-private
partnership to better engage the private health sector for more, and better-quality, health services
accessible by the population.

Benin Health Accounts and WHO GHED Macroindicators. 2012. Standard SHA 201 | Tables: Benin.
Calendar: 2012.
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BURKINA FASO

Health financing is a core building block of a health system and a key enabler of progress toward
universal health coverage and universal access to family planning. Governments often use a plurality of
health financing mechanisms to advance toward universal health coverage. In Chapter |, we presented
trends across the health financing landscape across fifteen countries in multiple regions and drew lessons
that may be applicable in Burkina Faso and other West African countries. This chapter describes the
health financing landscape in Burkina Faso and identifies opportunities where the government and other
stakeholders can develop, strengthen, and expand their health financing mechanisms to progress toward
universal health coverage and access to family planning.

Health financing specialists from USAID’s Health Finance and Governance project collected the
information presented below. HFG performed desk research and in-country data collection (key
stakeholder interviews, policy and planning document collection) to map public and private health
financing mechanisms in the country and identify potential opportunities where the government might
expand population, service, or financial coverage for health and family planning services.

Burkina Faso’s National Assembly adopted a law in September 2015 that provides a legal framework for
implementing universal health insurance. The law introduces an equitable contributory financing system
where members pay according to their ability and receive benefits based on their health status. The
indigent and poor will be fully subsidized by the state. A third-party payer (potentially the Universal
Health Insurance Management Agency) will purchase services from the formal sector and the informal
sector on behalf of all citizens. A universal health insurance technical secretariat (secrétariat technique de
I'assurance maladie universelle, ST-AMU) in the Ministry of Public Service Work and Social Security
(MPSWSS) will implement this law.

Burkina Faso aims to achieve UHC by 2025 (L’Economiste du Faso 2016). A 2015-2017 roadmap has been
developed by MPSWVSS that aims to enroll 20% of the population in CBHI by 2017. In Burkina Faso,
UHC has been defined to include:

A package of services that covers primary, secondary, and tertiary care that is 80-100% subsidized
by the government (exclusions include eyewear, chronic illnesses, and any care already provided
through other government programs)

Full subsidy for indigent people and partial subsidy for informal and rural populations

In the first phase, Burkina Faso will implement pilots in four zones to cover 10% of the rural and
informal sector and 85% of the formal sector populations by 2017.

Burkina Faso currently has three financing mechanisms that eventually will be combined into a single risk
pool to improve efficiency and risk transfer: government-financed health services, the National Social
Security Fund (Caisse Nationale de Sécurité Sociale, CNSS) for the formal sector, and CBHI for the
informal sector.

3.3.1 Government-financed health services

The government finances services in public health facilities via traditional input-based budgeting. The
local authorities also contribute funds for health services. Resource mobilization at the local level is
expected to increase as decentralization proceeds. Some services are completely free: malaria treatment
including insecticide-treated bed nets for children younger than age 5 and pregnant women; pre-natal
consultations; treatment for diarrhea, acute respiratory infections, and neonatal infections; vaccination of
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children under age 5; vitamin A supplementation; treatment for tuberculosis, leprosy, lymphatic filariasis,
and guinea worm; and provision of anti-retroviral drugs. For all other services, including those for family
planning, the government subsidizes part of the cost and patients pay user fees to cover the rest.

Burkina Faso is piloting performance-based payments through the support of US $38 million from the
World Bank (until 2018). As part of the same program, on the demand side, community-based targeting
and health insurance are also being piloted; the poor will be offered a package of free services and free
enrollment into a CBHI scheme.

3.3.2 National Social Security Fund

The National Social Security Fund (Caisse Nationale de Sécurité Sociale, CNSS) was established by law in
1972. The CNSS finances health care for work-related accidents and family care for public and private
sector employees, apprentices, and vocational students. In 2012, more than 58,000 employers covering
283,479 employees were registered with the Fund (Caisse Nationale de Sécurité Sociale 2013). Health
services for work-related accidents that are covered include emergency care (paid by employer),
medical consultations, laboratory tests, drugs and medical goods, orthopedic equipment and prosthetics,
rehabilitative treatment, and medical transportation. In addition, the CNSS provides a package of “family
care” services for members and dependents. Female members are entitled to three pre-natal
consultations, one post-natal consultation (which covers family planning consultation and prescription
for contraceptives), tetanus vaccine, and any pregnancy-related treatment. Members’ children also
receive free vaccinations.

The CNSS spent more than FCFA 117 million (US $201,000) on curative care for work-related
accidents in 2012 and approximately FCFA 163 million (US $279,000) for drugs and other medical goods
(Caisse Nationale de Sécurité Sociale 2013). The CNSS purchases services from its own network of health
facilities in all five regions (Ougadogou, Bobo-Dioulasso, Nord, Fada N’Gourma, and Dedougou).

3.3.3 Community-based health insurance

Historically, CBHI in Burkina Faso was established for specific sectors; separate CBHI existed for tax
authority staff, the army, the customs authority, the National Telecommunications Office, and the
National Society of Electricity of Burkina Faso. Not all of these CBHI schemes have generated the
expected enrollment, although that for the army, Mutuelle des Forces armées nationales, established in
2006, is considered successful.

Association Songui Manégré | Aide au Développement Endogéne is a local non-governmental organization
established in 1996 that provides technical support to forty-nine CBHI schemes and three regional
unions (Ziniaré, Ouaga et Dédougou). Since 2014, ASMADE has been piloting a CBHI scheme in Kossi
and Banwa Provinces via a World Bank—funded FCFA 5 million (US $86,000) project. The pilot has
created seventeen CBHI schemes that cover 400,000 members (World Bank et al. 2016). Any member
of the community, including formal sector workers, is eligible to join. Premiums and co-payments for the
indigent population are fully subsidized by the World Bank in this pilot.

The package of benefits includes curative consultations, ambulatory care, hospitalization (up to |5 days),
and surgery. Family planning and treatment of non-communicable and infectious diseases already are
subsidized by the government. Laboratory and radiology tests at hospitals and vision care are excluded.
Private health facilities do not participate in the pilot. Co-payments are made for the following: 30% of
costs at health centers, 10% of costs at regional hospitals, costs for days in the hospital that exceed

I5 days, and curative consultations (though the first three are exempt). The pilot incorporates a
performance-based provider payment mechanism in one district, Nouna (Kossi Province); elsewhere,
the pilot pays health providers on a fee-for-service basis.
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Since 2006, a CBHI support network, Reseau d’Appui aux Mutuelles de Santé, has supported an additional
thirty-five CBHI schemes across the country. Two Belgian organizations—Mutualité Chrétienne de Liége
(Christian Mutuelle of Liege) and I'Alliance Nationale des Mutualités Chrétiennes de Belgique (National
Alliance of Christian Mutuelles Belgium)—provide technical assistance to the network.

A 2012 study on the equity impact of community-based health insurance in Burkina Faso found that
“CBHI was ineffective at removing the distance barrier towards health care utilization. Even with CBHI,
individuals living far from health facilities were less likely to utilize health care. Distance is crucial
because many poorer households are clustered in remote areas that lack adequate health infrastructure”
(Parmar et al. 2012). Covering the financial costs of health services may not be sufficient for the rural
and poor populations to attain equitable access to health services. Population coverage of CBHI will
increase if the benefit package is attractive and responds to the population needs; CBHI will require
careful design and regular updates to remain responsive to needs.

3.3.4 Private health insurance

Revenues for the non-life insurance market in Burkina Faso grew by more than 10% in 2013. Although at
least 41% of non-life insurance revenue is for accident insurance (APSAB 2013), it is unclear what
proportion of this market is health insurance. Non-life insurance was provided through eight insurance
companies, fifty-one agents, and seventeen brokers in 2013 (APSAB 201 3). Private health insurance
companies target the formal sector and wealthier households, but because this market is limited in size,
they have begun to target the informal sector with more-affordable products.

Some employers are mandated by law to purchase private health insurance for their workers. Generally,
80% of the premium is covered by the employer and 20% by the employee. Private health insurance is
regulated by the Ministry of Finance and the professional association of private insurers (Association
Professionnelle des Societés d’Assurances du Burkina Faso). More than FCFA 5 million (US $9,000) was paid
out by insurance firms for claims expenses through health insurance in 201 3.

3.3.5 Household out-of-pocket spending

Out-of-pocket spending by households for health care is the largest source of private financing,
representing 35% of total health spending in 2013 (Ministry of Health 2015).

Burkina Faso is using free or near-free services in government facilities and CBHI to provide financial
risk protection to the majority of the population. How these schemes will be financed and be financially
sustainable is unclear, as there currently is no publicly available health financing strategy. The ST-AMU
has estimated the cost of achieving UHC (Figure 4), which highlights a growing financing gap. This
estimate assumes full premium subsidies for the indigent population; partial subsidies for rural and
informal populations; and 50% population coverage through a type of financial protection mechanism by
2020.

The level of risk pooling is still very low in Burkina Faso (1.5% of total health spending in 2013 was
through private pre-paid mechanisms). Health financing remains fragmented, with little cross-
subsidization among the risk-pooling schemes mentioned above; that is, each CBHI scheme operates
independently. The 201 | Demographic and Health Survey showed that only 0.5% of women and 1.5% of
men were covered by health insurance in 2010 (INSD and ICF International 2012).

Burkina Faso’s 2013-2015 National Family Planning Stimulus Plan (Ministry of Health 2013) will cost
US $28 million. In 2013, some 83% of family planning spending was financed by donors, and the
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2009-2015 Strategic Plan for Reproductive Health Product Security aims to reduce this to 30% by

2015 (Ministry of Health 2009). The government has maintained its budget line for contraceptives
(approximately US $1 million) since 2008, although some products such as the female condom are

still fully financed by donors (via social marketing) and households. The government will continue to
provide family planning consultations free and subsidize contraceptives. The 2013-2015 plan places
more emphasis on partnering with the private sector. It aims for 50% provision through public facilities,
6% through private facilities, 19% through community-based distribution, and 25% through mobile units.

3.5 Opportunities in Health Financing

Burkina Faso has acquired experience through pilots for CBHI and pilots that reimburse facilities based
on performance. The end of the CBHI pilot in 2017 will provide a unique opportunity to take stock

of what has and has not worked well in order to increase enrollment of CBHI. For example, existing
“regional groups” of CBHI schemes, which currently seem to serve mostly an administrative purpose,
could be integrated to increase the size of the CBHI risk pools. Benefit packages provided by CBHI
should take into consideration the existing free or near-free services already provided by government
facilities, to protect households from costlier health incidents or other financial barriers such as
transport.

The financial gap highlighted by the ST-AMU (Figure 4) provides an opportunity for the government to
clearly outline the mechanisms it will use to cover this gap. This includes how to

o finance subsidies for the large proportion of the population who cannot afford the premiums
for pre-paid schemes (approximately 46% of the population is below the poverty line)
(Zida, Ki-Ouédraogo, and Kouyaté 2012); and

o increase domestic resources for health; for example, contributions to health services by employers
for their workers through a national insurance scheme or private health insurance (over and above
social security).

Figure 4: Burkina Faso’s Cost of Providing 50% of Population Access to Health Services with
Financial Risk Protection
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4.1 Country Snapshot
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Health financing is a core building block of a health system and a key enabler of progress toward
universal health coverage and universal access to family planning. Governments often use a plurality of
health financing mechanisms to advance toward universal health coverage. In Chapter |, we presented
trends across the health financing landscape across fifteen countries in multiple regions and drew lessons
that may be applicable in Cameroon and other West African countries. This chapter describes the
health financing landscape in Cameroon and identifies opportunities where the government and other
stakeholders can develop, strengthen, and expand their health financing mechanisms to progress toward
universal health coverage and access to family planning.

Health financing specialists from USAID’s Health Finance and Governance project collected the
information presented below. HFG performed desk research and in-country data collection (key
stakeholder interviews, policy and planning document collection) to map public and private health
financing mechanisms in the country and identify potential opportunities where the government might
expand population, service, or financial coverage for health and family planning services.

Official policy documents from Cameroon that are currently available do not explicitly mention UHC
as a goal. Since 2015, the government and donors have been working together to develop an official
UHC strategy. A team of donors and government representatives is working on simplifying and
merging a number of existing financial protection mechanisms so that this strategy can be operational

in 2016 (Nchewnang-Ngassa 2015). Key informant interviews suggest that a steering committee led by
the Ministry of Health is also finalizing a UHC action plan that includes the development of a health
financing strategy, development of an institutional framework for UHC, definition of a benefit package
for UHC, and clarification of the role of CBHI. The government’s primary strategy for achieving UHC is
through CBHI, since this can help provide financial risk protection to the biggest population groups
(rural and informal sectors).

In Cameroon, the financing mechanisms that provide access to health services are government-
subsidized services, the Social Assistance Scheme (Régime d’Assistance Social), social security, CBHI,
private health insurance, and household out-of-pocket payments.

4.3.1 Government-financed health services

The Ministry of Health provides subsidized health services via a network of health centers and district
and national hospitals. In May 2016, Cameroon received US $100 million from the World Bank and
US $27 million from the Global Financing Facility (GFF) to improve reproductive, maternal, neonatal
child, and adolescent health services (World Bank 2016a). Cameroon’s GFF investment case supports
family planning services that are part of the Strategic Plan for the National Multi-Sectoral Program for
Combating Maternal, Newborn & Child Mortality in Cameroon (2014-2020).

Broadly, the GFF investment case will support “innovative high impact interventions, such as (i) a
development impact bond to attract private financing to make increased resources available immediately
to scale up Kangaroo Mother Care; (ii) cash transfers to support adolescent girls; (iii) results-based
financing to enhance girls’ education; and (iv) initiatives focused on strengthening community health
structures” (GFF 2016). Cameroon has been piloting payments to providers based on pre-defined
indicators of performance related to increasing access to, and improving quality of, maternal and child
health services. This initiative is expected to be gradually extended to all regions in the country by 2021.



CAMEROON

The Deutsche Gesellschaft fiir Internationale Zusammenarbeit (GIZ) is also helping to strengthen provision
of family planning services in public facilities (GIZ n.d.).

4.3.2 Régime d’Assistance Social for vulnerable populations

The Régime d’Assistance Social provides full subsidies for vulnerable populations (e.g., the poor and
orphans and vulnerable children) receiving care in government facilities. The scheme is funded by the
Ministry of Social Affairs, which since 2010 has transferred funds to the local authorities (Collectivités
Territoriales Décentralisées) to pay providers for health services on behalf of the indigent population.
Services covered include surgeries, prescriptions, and medical evacuations.

4.3.3 Social Security (Caisse National de Prévoyance Sociale)

Caisse National de Prévoyance Sociale (CNPS) is obligatory for formal sector workers, civil servants, and
their dependents. Premiums are paid in full by employers. CNPS covers work-related accidents (curative
care, prosthetics and orthopedic care, transport) and a basic package of maternal health services
(prenatal consultations, delivery, infant consultations until 6 months). Care is provided for free at
CNPS’s four facilities, but care through other health facilities is also reimbursed.

Many employer contributions to CNPS are overdue. In 2016, CNPS was owed nearly US $100 million in
premium contributions (Actu Cameroun 2016). Between October and December 2016, CNPS has been
cracking down on arrears from state, parastatal, and private companies.

4.3.4 Community-based health insurance

As of 2010, there were reportedly 158 CBHI schemes covering 251,062 beneficiaries, representing

1.3% of the population (PROMUSCAM 2010). A 2006-2015 Strategy for Promotion and Development
of CBHI was developed and aims to establish: a minimum benefit package for universal coverage; a
National Center for the Promotion of CBHI that will support a network of provincial centers; a steering
committee for the strategic plan that includes the Ministries of Public Health, Labor, Finance, and Social
Affairs and other partners; and a legal code and text for CBHI.

In general, the government does not subsidize premiums for CBHlI, although in some communes (Kumbo
and Bamenda) the local authorities have subsidized premiums for the indigent population. Members must
pay co-pays at the time of care of up to 25% of the cost of care. The remainder is covered by the CBHlI,
with pre-defined limits for consultations, hospitalizations, deliveries, and surgeries.

The CBHI Technical Support Cell (Cellule d’Appui aux Mutuelles de Santé, CAMS) was established by the
Ministry of Health in 2001 and is responsible for defining the strategy to support CBHI, maintaining a
national directory of the CBHI schemes, and helping CBHI to negotiate contracts with health facilities.
Plateforme des Promoteurs des Mutuelles de Santé au Cameroun, which promotes CBHI, was created in
2006 to provide technical support to CBHI schemes (e.g., facilitating information exchange, training) and
to promote CBHI nationwide.

Other challenges to increasing the population coverage of CBHI include lack of flexible payment
schedules, mistrust of CBHI and institutions that manage health insurance in general, and lack of capacity
of staff who manage CBHI. There is a real need to increase demand for CBHI by promoting its benefits.
Insurance is still seen as a product for the rich, and understanding of how insurance can help is lacking.
Many question the value of making regular premium payments for a health episode that may never occur
versus paying out later if and when it does occur. They may view their social networks as an adequate
safety net, preferable to insurance.



CAMEROON

CBHI schemes contract with public and private health providers. Development partners such as the
World Bank, GIZ, and the African Development Bank have supported CBHI, by funding initial training,
feasibility studies, operational costs, supervision, and monitoring and evaluation. Key informant
interviews highlighted that a 201 | evaluation by GIZ found that CBHI schemes it supported were not
financially viable. Following restructuring of CBHI, results have been more positive and the schemes
were extended to other communes such as Boyo and Bamenda.

4.3.5 Private health insurance

There were 190,408 health insurance policy holders in 2014, representing less than |% of the population
(Ministry of Public Health 2016). Family planning is excluded from the benefit package. Private insurance
is affordable for the wealthiest; average annual premiums cost FCFA 155,000 (US $265) per adult, versus
average annual premiums for CBHI of FCFA 15,000 (US $26) for a family of four. Most private health
insurance is purchased by private employers, on behalf of employees. In general, members must pay
co-pays at the time of care of up to 25% of the cost of care.

In 2012, sixteen companies provided health insurance products. Health insurance accounted for 25% of
total insurance revenue in Cameroon in 2012. Private health insurance companies are overseen by the
Ministry of Finance and regulated by the Inter-African Conference on Insurance Markets.

4.3.6 Household out-of-pocket

Households are the biggest contributor to health financing, with out-of-pocket spending representing
52% of total health spending.

The government of Cameroon is expanding CBHI to provide health services to rural and informal
sector households. The 201 1-2015 National Health Development Plan aimed to increase the population
coverage of CBHI to 40% by 2015, by creating at least one CBHI scheme in every district. CBHI is seen
as a key mechanism to provide financial risk protection to the informal sector, which accounts for more
than 80% of the employed population (and 40% of the population who live below the poverty line; Nkoa
and Zogo n.d.). This compares with less than 2% of the population who were covered by a financial risk
protection scheme in 2010 (PROMUSCAM 2010).

The health sector in Cameroon benefits from several public-private partnerships between the Ministry
of Public Health and companies in sectors such as telecommunications, extractive industries, and
insurance. To increase private sector financing for health care, the Employers’ Group of Cameroon
signed a public-private partnership with the Ministry of Public Health to establish a fund for anti-
retroviral drugs. This fund will be used to procure drugs from vetted suppliers (Brunner et al. 2014).

In family planning, ProFam is a network of more than 100 private and faith-based clinics that use social
franchising to provide family planning services. Clinics are admitted to PROFAM after verification that
they provide quality services and employ qualified personnel and agree to undergo regular control and
supervision. The PROFAM network conducts regular social mobilization campaigns toward targeted
populations using social marketing techniques. The Cameroon National Association for Family Welfare
(CAMNAFAW), an International Planned Parenthood Foundation (IPPF) affiliate, also provides family
planning and reproductive health services in its network of private clinics and conducts social mobili-
zation campaigns. IPPF typically supplies CAMNAFAW with family planning commodities, and the United
Nations Population Fund has provided supplies during stock outages (Brunner et al. 2014).
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The 2015-2020 National Family Planning Action Plan calls for a framework for cooperation with the
private sector so that more private facilities can offer family planning services. The government would
like to increase social franchises by 100 for each year of the plan. Tariffs for contraceptives were set by
the government in August 2014; patients typically pay for the consultation and enjoy subsidized prices
for commodities. But these subsidies are not being applied in all facilities, creating a financial barrier for
adolescents. It is unclear whether and how family planning services will be incorporated into the benefit
package for CBHI going forward. By 2021, the government is expected to support 50% of total family
planning needs (World Bank 2016b).

Premiums for CBHI still remain unaffordable for the poorest. If population coverage for CBHI is to
increase, many people will require partial, if not full, subsidies. The upcoming health financing strategy
will need to respond to this challenge. Coalition 15%, a civil society organization, has called for a

0.3% tax on all government revenues that would be earmarked for universal health coverage. Integrating
existing mechanisms into one risk pool could help the financial sustainability of these schemes by
reallocating resources from population groups who use fewer health services to those who need them
more.

As CBHI scales up, it is important to clearly outline the operational aspects. This includes understanding
utilization patterns and costs of health services in order to calculate tariffs that are financially sustainable;
collecting regular premiums from people such as agricultural workers who do not have a regular salary
(e.g., through health savings accounts); using biometric identification cards to prevent fraud; and
providing health facilities with the legal authority to sign contracts with CBHI schemes (Ministry of
Public Health 2016). Strengthening umbrella organizations such as CAMS and Plateforme des Promoteurs
des Mutuelles de Santé au Cameroun to provide technical—and financial—support will also help.
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Health financing is a core building block of a health system and a key enabler of progress toward
universal health coverage and universal access to family planning. Governments often use a plurality of
health financing mechanisms to advance toward universal health coverage. In Chapter |, we presented
trends across the health financing landscape across fifteen countries in multiple regions and drew lessons
that may be applicable in Guinea and other West African countries. This chapter describes the health
financing landscape in Guinea and identifies opportunities where the government and other stakeholders
can develop, strengthen, and expand their health financing mechanisms to progress toward universal
health coverage and access to family planning.

Health financing specialists from USAID’s Health Finance and Governance project collected the
information presented below. HFG performed desk research and in-country data collection (key
stakeholder interviews, policy and planning document collection) to map public and private health
financing mechanisms in the country and identify potential opportunities where the government might
expand population, service, or financial coverage for health and family planning services.

Guinea uses five major health financing mechanisms. Each mechanism is described in more detail below.

5.3.1 Government financing for health services

Government financing for health services provides the population some degree of financial protection
from health costs. According to the government of Guinea’s Plan National de Développement Sanitaire
2015-2024 (PNDS; National Health Development Plan), the state is constitutionally obliged to provide
free health services to all. Fiscal constraints inhibit the state’s ability to fully implement this mandate,
however. Still, government financing for health services subsidizes the cost of health services at public
health facilities; this represents the majority of facility-based service provision to Guineans, irrespective
of income level. Guineans are thereafter subject to point-of-service user fees; government employees
who access health services at public facilities are eligible for nominal reimbursement of these user fees.

The state is the main provider of health services across primary, secondary, and tertiary facilities,
though approximately 60% of public health spending is concentrated in the capital and other urban areas
(Ministry of Health 2013). Many services provided through public health facilities are often unavailable
or are too expensive for most citizens to access through private health facilities; private health facilities,
both for-profit and not-for-profit, represent a small fraction of health care provision in Guinea and are
also concentrated in the greater Conakry area (World Bank and Ministry of Health 2006).

With its National Health Financing Strategy toward Universal Health Coverage (NHFS for UHC;
Stratégie nationale de financement de la santé vers la CSU), the government aims to enhance its purchasing
capacity to more adequately subsidize health care at public health facilities for the poor, who comprise
slightly more than half of Guinea’s population. Donor-funded performance-based financing that finances
health worker salaries is currently being tested in the Mamou and Kindia regions.

Grants or loans from development partners are an important component of government financing

for health services. According to the PNDS, development partner contributions made up some

26.9% of total health expenditure in Guinea as of 2010. Such financing supports the state in managing
and distributing resources across the health care system. It also funds operation of public health
facilities, purchase of facility and community health worker public health services, and provision of more
accessible, low- or no-cost care to indigent people and vulnerable populations such as children under
age 5.



In the wake of Ebola, this public financing has focused not only on direct response and recovery but also
on strengthening the public health system as a whole (World Bank Group 2016).

5.3.2 Social health insurance

Mandatory social health insurance is available only to private and para-public sector employees under
an obligatory pension fund that includes health insurance. This scheme, the Caisse Nationale de Sécurité
Sociale (CNSS; National Social Security Fund), is overseen by the Ministére des Affaires Sociales de la
Promotion Féminine et de FEnfance (Ministry of Social Affairs for the Promotion of Women and Children).
CNSS is financed through a compulsory salary contribution of 23%, comprising 18% employer and

5% employee contributions. Of this, 6.5% goes toward health insurance; the remainder goes toward
family allowances and other, non-health insurances (CNSS 2016). Contributory payments are to be
made monthly or quarterly by the employer to CNSS; HFG research found that contribution collection
rates are low, and there is insufficient capacity to manage fraud within the CNSS system. CNSS
penetration is low, at about 3%.

Information on inclusion of family planning services was inconclusive at the time of the HFG study.

5.3.3 Community-based health insurance

In Guinea, community-based health insurance schemes are overseen by a focal point within the Ministry
of Health. As of 2015, some ninety-three schemes were recorded, fifty-five of which were operational.
Of these, several are part of CBHI scheme networks, which promote CBHI through support from state
and development partners. Benefits and contributions are constant across CBHI schemes within a
CBHI scheme network. Though the number of CBHI schemes in Guinea has grown from twenty-eight
in 2005 to nearly 100 in 2015, population coverage remains low at 0.5% (some 69,609 individuals)

(Bah 2015).

5.3.4 Private health insurance

Private health insurance penetration is very low in Guinea (0.5% of total health expenditure). There are
a total of nine private insurance companies in Guinea, though at present only four offer health insurance.
Participation in private health insurance is voluntary; the majority of enrollees are employed by private
sector entities and bilateral and multilateral cooperation agencies (Ministry of Health 2014).

According to the HFG’s in-country research, family planning coverage is not a covered service in private
health insurance policies, but including it may be negotiable.

5.3.5 Household out-of-pocket spending

Household out-of-pocket spending comprises 62.2% of total health expenditure in Guinea. This high
rate of household-level expenditure signifies the high exposure to financial risks associated with
accessing health services for most citizens; financial protection for health services is limited. At present,
penetration of public and private health insurance schemes is very low, mainly due to unaffordability

of premiums for the majority of the population given that the poverty rate is some 55.2% (Ministry

of Health 2014). As efforts to enhance financial risk protection mechanisms reach more people,
out-of-pocket spending may shift to regular premium payments to risk pooling schemes offered by

the government, employers, the community, or private insurers.



The government’s NHFS for UHC centers on achieving universal health coverage through increasing
financial risk protection for the population, reducing risks that affect health, and improving the quality
and distribution of health services across the country. However, to meet these objectives, the document
recognizes the need to first mobilize sufficient resources. The PNDS and the Stratégie de réduction de la
pauvreté 2013 (Poverty Reduction Strategy) both mention that less than 3% of the state budget was
allocated to health. The PNDS notes that the nation’s economic state, coupled with the high poverty
level, is its top health system challenge. The Ministry of Health’s resource mobilization strategies include
enhanced inter-ministerial and external advocacy, alternative financing strategies (e.g., taxation), and
better coordination within the Ministry of Health as well as with development partners. Ultimately, the
Ministry of Health aims to reach the Abuja Declaration target of 15% of the nation’s budget being
allocated to health by 2020.

Another main strategy from the NHFS for UHC is the establishment of a mandatory health insurance
scheme—/'Assurance Maladie Obligatoire (AMO; Compulsory Health Insurance)—to promote financial
risk protection. At the time of the HFG study, the AMO was not yet functional, although its governing
body, FInstitut National d’Assurance Maladie Obligatoire (National Institute of Compulsory Health
Insurance), had been established and operating since late 2014. In establishing the AMO, the Ministry

of Health plans to conduct actuarial and costing studies, define vulnerable populations and contributory
financing mechanisms, and promote risk protection through risk-pooling entities such as CBHI schemes.

Other strategies from the NHFS for UHC include studying and addressing social and environmental
determinants of health and establishing an entity to lead the coordination, monitoring, and evaluation
of UHC efforts across sectors and government ministries.

Guinea mobilized donor resources for its UHC-oriented PNDS by subscribing to the International
Health Partnership (IHP+) in 2012. The state also mobilized donor resources for the development of
the NHFS for UHC, which explicitly focuses on achieving UHC. Implementation of the NHFS for UHC
will further be supported by the Harmonization for Health in Africa collaborative of development
partners. Lastly, donors participating in post-Ebola recovery efforts are providing resources for overall
health systems strengthening.

In 2014, the government collaborated with national and international technical experts to develop

the Plan d’Action National de Repositionnement de la Planification Familiale en Guinée 2014-2018 (National
Action Plan for Repositioning Family Planning in Guinea 2014-2018). Strategies to reposition and
increase access to family planning include social and behavior change communications strategies;
education—particularly for youth and rural populations; integrating family planning services into
general and disease-specific health services; mobile health strategies; and health care provider trainings.
The plan also aims to improve both monitoring and coordinating of family planning services.

Engagement with the private sector is described as nonexistent but a priority in the PNDS. The state
seeks to coordinate with the private health sector on matters of resource mobilization, contracting out,
health services coverage, and overall public-private partnership. At the time of the PNDS publication,

the lack of public-private partnership was considered a principal problem in the state of population
health (Ministry of Health 2014).



HFG’s analysis of the health financial landscape in Guinea revealed several areas where the government
might focus efforts to develop, strengthen, and expand health financing mechanisms to progress toward
UHC and access to family planning.

The government has an opportunity to enhance financial protection for use of health services by
increasing enrollment in health insurance schemes, including its mandatory social health insurance
scheme, AMO, once that has been established. While CNSS, CBHI schemes, and private health
insurance mechanisms do exist in Guinea, they collectively cover only about 5% of the general
population; those covered are largely formal and para-public sector employees and their households.

The majority of the population, comprising informal sector and poor and vulnerable sub-populations,
have few to no insurance options. Reliance on out-of-pocket spending renders health services
inaccessible, as even the nominal user fees that public health facilities are allowed to charge are
prohibitive. All citizens, even those covered by health insurance schemes, are exposed to financial risk
through benefit exclusions and user fees (Essentiel International, 2016). The government is in the process
of determining how to increase its budget allocation for health—approximately 3% at present—toward
the Abuija target of 15% in order to implement and establish AMO.

As it plans AMO implementation, the government has a few opportunities to incorporate lessons
learned from the current health financing landscape. It might determine, for instance, whether and how
it will absorb, govern, and/or coordinate with the CNSS, private health insurance, and CBHI schemes.
Further, the government may also have the opportunity to address fragmentation within and across
these three schemes to ensure adequate financial protection irrespective of which health insurance
scheme an individual enrolls in. Moreover, in anticipation of similar issues with AMO, the government
has an opportunity to better understand why CNSS is contending with low contribution collection rates
and barriers to increasing its fraud management capacity, especially because the government will need to
identify, enroll, and collect contributions from a far larger, more difficult to reach population than the
CNSS covers.

The government also has an opportunity to harmonize its policy plans around family planning, contained
in two main documents: the Plan d’Action National de Repositionnement de la Planification Familiale en Guinée
2014-2018 (National Action Plan for Repositioning Family Planning in Guinea 2014-2018), which details
several strategies for improving family planning coverage, and the PNDS, which sets aggressive targets
for increasing the national contraceptive prevalence rate to 51% by 2024 (it was 19% in 2015).

Lastly, the government has an opportunity to define public-private engagement initiatives and engage the
private health sector in its health system reform plans.

Bah, Thierno Hady (Consultant). 2015. Etat des lieux des Textes Régissant la Protection Sociale et les
Mutuelles de Santé en République de Guinée: Rapport final. Plateforme des Promoteurs de la Protection
Sociale en Guinée et Solidarité Mondiale/ Mutualité Wredlssolidariteit. Conakry, Guinea.

Caisse Nationale de Sécurité Sociale en Guinée. 2012. Caisse Nationale de Sécurité Sociale: Ressources.
Accessed October 2016 at http://www.cnssguinee.org/content_manager.asp!CategorylD=118.

Essentiel International. 2016. Guinée: Projet Santé Pour Tous: santé, protection sociale et dynamique concertée.
Accessed July 2016 at http://essentiel-international.org/nos-actions/guinee/.



http://www.cnssguinee.org/content_manager.asp?CategoryID=118
http://essentiel-international.org/nos-actions/guinee/

Ministére d’Etat chargé de I'Economie et des Finances, Secrétariat Permanent de la Stratégie de
Réduction de la Pauvreté (SP-SRP). 2013. Document de Stratégie de réduction de la pauvreté DSRP |lI
(2013-2015).

Ministry of Health, Guinea. 2014. Plan National de Développement Sanitaire 2015-2024. Conakry,
Guinea.

Ministry of Health, Guinea, World Health Organization, UNICEF, UNFPA, European Union, and USAID.
2014. Stratégie de financement de la santé vers la couverture sanitaire universelle en Guinée. Conakry, Guinea.

World Bank and Ministry of Health of Guinea. 2006. Guinea: A Country Status Report on Health and Poverty.
African Region Human Development Working Paper Series No. 45. Accessed July 2016 at
http://siteresources.worldbank.org/INTAFRREGTOPEDUCATION/Resources/444659-
121216576643 1/H_CSR_Guinea.pdf.

World Bank Group. 2016. “World Bank Group Ebola Response Fact Sheet.” Accessed July 2016 at
http://www.worldbank.org/en/topic/health/brief/world-bank-group-ebola-fact-sheet.



http://siteresources.worldbank.org/INTAFRREGTOPEDUCATION/Resources/444659-1212165766431/H_CSR_Guinea.pdf
http://siteresources.worldbank.org/INTAFRREGTOPEDUCATION/Resources/444659-1212165766431/H_CSR_Guinea.pdf
http://www.worldbank.org/en/topic/health/brief/world-bank-group-ebola-fact-sheet




FINANCING OF UNIVERSAL HEALTH COVERAGE AND
MALI FAMILY PLANNING

6. MALI

6.1 Country Snapshot






Bl "SNCIRY UNESH €] 0F '§ 107 3UREAH and pUE Y Jo Ansiuly £
WS PUBIAIELY "€ 10Z+Z 10T 1fEl Me 33Ues 8 38 anbiydeifoura sxgnbug | 07 ‘[euonewsaiul 40198 1v1$-O4NI

(a]
w
(G) “(d Lvdl/ 1L SNI) anbnsneg e ap [euonen amnsu) (J4sass/sd0) anbusneg sp 18 UonEsYUELd 8p BINNED T 110T S00T
A 1[eL Juawd oA [BIZ0S PUT YIESH JOk UT] [B1UUS230] £7-#| OF 1[EL JO WSWUISACS) | SALMDVA
o SYONOQ ¥OLD3S DIand
“ *S1SOD SA[JEJISIUILIPE 9DNP3J PUE s|jood sl 3|gElS DJOW PUE JIBJE| 91B3.43 0} 9107 35Ny TYNOLLVNYALNI A3 HONOUHL
. Passa0y eouI|IdwonIes mamsdny wepdwod [y § _—
o SBLIBYDS B3URINSU| L[EaY Paseq-AUNWILLOD pajuswBe.y 51.J393u) 01 upjom . ] 7 AR B < 1
O SI JUBLIUIBA0S B | "SBLISYDS SDUB.INSU| 01 3INGLIUOD 03 AYpeded [eloueul. SO RS H €107 G107 & v h
T PaMLI| SBY [|NS JOI3DS [BLUIOJUI BY | "SYDOUS YI|EDY JO SSI [BDUBULY BU) 91EBNnIw OHM VNN ‘2U3EA 219N PUE eat J0 KnSI - e .
9107 N[ Passasdy UR/OYS AU CUM ALY J3IDONVNI4 [eEL-EF\RELe]
T m 03 DUBINSUL JO SIY2UDQ BLj JO SSOUDEME m:_umeU ut mww:w__m_._u S0 e “KIOIBAIISAO) LP[E3 H [BqO|D) UCPEZIURRIO) YIBSH PHOAA 5 XINIVI ATHVINIEL : Dmmmoxo
- — 1TYIW NI ONINNY1d
uondsaeJ3uod Jo poypew ATIWY4 ¥Od @33N LIWNN
M m s3I _F—sﬂ.‘_ogn‘o v:.ﬂ wou:o:.ﬂ—.—u el €1-2102) wispow Aue Buisn Apusiina
H %S EE USLIOM PILIIEWIUN 3ANDE AJ[ENXS
: Bulpuads yyeay d

.| m ¢E£10T ul sulp Y (siuejdwi o
g o w JUDLIND JO % /-0 Bunuasatdad 'moj sl Buipuads Buluueid Ajiwed 9a9] AuUnwio suonasfu‘gny) saandsoenuos (suoNOQ)

<) . 9|qis4243. Bunoe Buo) Buisn TTHOM 40 1534
“ w £ 2y3 Je ssa00e Jood s| 249y3 ySnouyy e Yeyoas ognd ay3 y2no.yl saapdeseyuod Sy et
w = m SSODDE S9SN POYIDLL UIDPOLW Jo sJa3enb 2oyl AueaN "poyiaw r

uonaedel U0l

w M ] 2AndaorIIuoD uJapoW B asn 238 9ANONPOJda. JO Uauom Jo JusdJad Jey werl€12102) 19 PN W A B
72 i % PUE BUIN ,'|*9 & 'S93.. A)|1343) 359Y3IY S,P|1OM DY) JO DBUO SBY ||B) "POPIACID %66 APUBLIND USWIOM PILLIE}
=) 590|495 JO a3wyded ai) o) uonelapIsuoD 4| & aq ||Im Bujuueld Ajwuey

w wed€1-2102) | Buwueid Aurey Jop pasu 1w
(18 m ‘waLy Joj saoinosad Bujsies pue SuBeuew u) sjos 4a881g %9
o = e Ae|d 01 po)oadxa 9q ||IM SBIDIIOILS] SAIAIIAYOD BL) BJSUM ‘UOIIEZ||BIUSIDP JO Uk e

(o) . . o7 aJ4n3lpuadxa [e303 jo a8eIusdad
(G) 1X3JUOD 33 U} INO-P3||04 Bulaq BB SALLIBYDS 33 3s3Y | (%07 O3 % | Wol w=%T0 e s sueid predosd oroaisg
4 v 9SBADU| 0] IDUEBINSUI )[EDY PAsEg-A)UNWILLIOD PUBIYG O] %47°( WO 9SEaUDU - -
q = ©) QWYY ‘%9 | O3 %p'§ WOy 3sea.dul 0) Oy 4© 98210403 uonendod *wmw_%%v epde Jad Buipuads yieay esol
Z > 5393483 d(ISH 243 ‘Al[eaypads "£707 A9 Sawayds asay) jo a8eJaa00 uonendod
g . a3 95B.DU| 03 52ARDDIGO snofIgIE saUIpNO (dASH) Ue|d uswdolaasg EUBENERS BanelERel

~ ' e i ' S A E10T) 1UBWLLISA0S [e303 Jo aBeaumd.ad
m ) [elp0g puUE Y BaH £7-4 | 0T 2YL SP|oy@snoy 1saiood ay) 01 souRINSUl Y3 [eaY %1Tl ® se yIEay uo aunupuadxa
[TH W paseq-ANuNWWoD 4o} 53IpIsgns wniwaad sapiacid JUsLIUIBAE Y | "S48%J0M WIUWILIBAOE [E.IRD

8o [eamynoLiBe pue J0)0SS [BLUIOJUI B} J0) UoNo3Y0.d [eIdUBLY BSESIDUl O} *ﬁm_omv weEdley LNIWNYIAOD

TR SWIE pUE 70Q7 20UIS a3k|d Ul US3Q SBY ‘SDUBRINSU| L)|EDY Paseq-A)unuLod 00£°665'L1

‘LUSIUBUDALW PUIY) BY | "6007 Ul ME| AQ SILLDUDS OM) 353L) paysi[qe)sa ao3e1pU]

JuaWUIRA08 2y | "suaBipul Joj uonsajoud [eidueul |y sapiacad 1eY) (YY)
QLUDLDS DDUBINSU] YI[BIH Y3 S| PUODDS DY | "SJqUUBLL AjIWe) 19y} pue
'$90.11394 ‘ALUIE *A|qUIDSSY [BUOIIEN] PUB JUDLLIBIIEA JO SJOQLUDLL ‘SIUBAIDS |IAID
549403 181 (OWY) 2LWaYds 9dUBINSU| Y eaH A401EBNqQO U S| WSIUBYDaLW

Busueul 1541 BY | 'UONSANC.I] [BI30S JO ANSIUlL] B3 Aq paBeuew pue paduo.d SaDIAIDS YI|eoH JO O.WNLO>OU M=_>O.._A—E_ A0j mO_MOHﬂ-_UW sIleW
-99J1) SI ‘7007 2ouls Juawido@aap ul *DHN 404 ABarens Bupueuy s|fepy i ° ° °

ONINNVId ATIWVH OL SS300V ANV IDOVHIAOD HL1VIH
TVSYIAINN DNIATIHOV HO4 S3IDILVHLS ONIDNVNIL

L7 s

aolreuly YyEsH




a
Z
<
L
s
w
>
0
0
I
T
-l
<
w
I
-l
<
("]
oc
w
2
z
5
L
o)
0
p
3
P
<
p
('8

FAMILY PLANNING

Buipuads
1pped-jo-Ino

FIEVENINA
AOOd
NOLD3S
TYWHOANI

YOOd-NON
HOLDAS
TVLHOANI

adurInsul P[Eay
aearsd Auejunjop

YOLO3S
IVWEOA

*LNIWD3IS NOLLYINdOd

Aieunjop

Blasp
punoy ji suonduaxa
jusuwked-co pue
WL B[Rl
3DUEISISSY,P SWiSTy)

2

duUBINSUL Y3[EIY
Jerpos Asejunjop

{auciedgo
31peE].) 3ouBInssy)
@ |e10s A103EpUEl

2dueJNSsUl I3EaY

‘®

FIAVENINA
AOOd
HOLDIS
TVNNOANI

HOOd-NON
HOLDAS
TVINOANI

SDIAIIS Lp|ESY
@ paoueuy-A|a1qng

™OLD3IS
VOS]

*LNIWD3IS NOLLYINdOd

HOL1D3s DIand

:KJeA ||Im syuawBas uonendod o1
9|qe|leAE swsiueydaw Suisueul yjeaH

juswdag uonendod Aq
swisiueya3p] Sunueulq yjesH

‘Ba0123loadBjymmm e 1iodoa AUBLWILINS B PUE S9119s S MBIA 8813400 [eaYy [estaAlun yoeaa o1 sued Anunod 1ioddns 1ey seoiales
yareay pue Sutuueld Ajwrey Joy sweaSoud Suisueuy s1ealid pue o1gnd ue uoneuwlcp sumdes syoysdeus ay | 199(0u4 SDUBWISACK) % S2UBULY Y BaH 243 £q pesnpodd §| Jo sSlI3s B ul suo si Joysdeus £qunod siy |

$99|0.IU3 JO
J|BYaq Uo S3DIAJDS U3[eay 3seyddnd SJNsul 3IBALI] «

SIDIAIDS YI|EY JO
sJaseya.nd 103295 93'ALId URW SYI 4 SP|OYISNOH »

ONIDNVYNId HLTVIH N

a|npayas 29} pereao3au & 03 SUlp.JoIde
‘sausuiAed 921A195-10)-99) Suisn $82|AJSS 9sBYD.Nd
SaWBYDIS 3DURINSU| Y1[E3Y Paseq-A|unwwo)

uo|8au
041INoY Ul s4aplaoud yajeay d1jgnd o3 sauswAed
paseg-acuewliopad Sunojid st juswuisacd ay]

sJeak § Japun uaJpiiyd
pu® uswom aueu3add 4oy suondwaxa 3y Jasn «

{AAIVYH PYE QWY +0}) s3|npayds a9} paaenodau
03 3u|p.aodde syuawiAed 931AI95-10}-90] «

syuawAed paseg-indu) paxiq «

y2nodys sap3i|19e) yajeay 21qnd e uopendod aya
01 Pa.3AI|SP S33IAJSS SaseY2.Ind JUSWIUIBA0S 3Y] o

ONIDNVYNI4 HLTY3H NI 3704 SHO1D3S Jindnd IHL

ONISVHOdNd *G

€10T Ul %70

ueyl $s3| 01 pajunowe

puE MO S| 1|l Ul

uone.nauad yBnoyye |aa3|

awayds 3y e st jood
sdaJdnsu| 3eAlId AIeIUN|OA

S31Y3S IHL 1NOaY

@AHLs0 %z10)
suonNglIuod preda.d
AJBIUN|CA P|OYISNOH «

(3HLJ0 % S) swawided
13>20d JO INO P|OYISNOH «

1 370 SAHOLD3S ALVAINd IHL

|9A9] Ajunwiwod

a3 Je dsi afeurw
S3WSYds IdUBINSUI

YIeay paseq-A3unwwoD «
uonendod JuaBipul ays
sso.de sl sjood VY
siaquiawl A|iuwiey Jiayy pue
*s39.1394 AUlIe K|quiassy
[EUONEN] PUE JUSWIEIL.IE]
JO SIIQUIDW ‘SIUBAIDS |IA]
IIe Jo st 5j00d QWY

yafeay 211qnd Supueuly Aq
|9A3| [RUOIIBU B3 3B S|4
5|00d JUBIUIDAOS BY] »

ONITOOd @
NS

@HLP %5 1)

IouensUl

yaeay [e120s .10} suakojdwa
21|qnd W0y SaXE] |[04Aed

(QHLs0 %87)
sJaul.ed auswdojaasp

WO SUBO| 4O SIURIE) »

(FHLIo %T1)
2NUIAD] XE) [BABUDT) o

NOILVZITIGOW -wm

3DdNOSIY @

:suonduny SUDUBUY YI[EAY UL 9341 O) 9INGIIIUCD S40109s 21eAld pue diignd ay |

Supueuly YfesH ul s3]0y 403235 JBAlLIJ pPUe d1|qnd




MALI

Health financing is a core building block of a health system and a key enabler of progress toward
universal health coverage and universal access to family planning. Governments often use a plurality of
health financing mechanisms to advance toward universal health coverage. In Chapter |, we presented
trends across the health financing landscape across fifteen countries in multiple regions and drew lessons
that may be applicable in Mali and other West African countries. This chapter describes the health
financing landscape in Mali and identifies opportunities where the government and other stakeholders
can develop, strengthen, and expand their health financing mechanisms to progress toward universal
health coverage and access to family planning.

Health financing specialists from USAID’s Health Finance and Governance project collected the
information presented below. HFG performed desk research and in-country data collection (key
stakeholder interviews, policy and planning document collection) to map public and private health
financing mechanisms in the country and identify potential opportunities where the government might
expand population, service, or financial coverage for health and family planning services.

Mali’s path to universal health coverage is integrated in social protection. The 2002 National Social
Protection Policy expresses the right of all citizens to social protection, which the Ministry of Solidarity
and Humanitarian Action (MSHA) will implement. Two key health financing schemes—the Compulsory
Health Insurance scheme (Assurance Maladie Obligatoire, AMO) for government civil servants, including
the army and security agents, and the Medical Assistance Mechanism (Régime d'Assistance Médicale,
RAMED) for the indigent population—were established as part of this policy. Mali also has a strong
history with community-based health insurance, which is regulated by law since 1996. Mali has ambitious
plans to (i) increase population coverage of RAMED and CBHI, and, eventually, (ii) expand the benefit
package covered by CBHI to harmonize with those of AMO and RAMED.

These schemes represent the primary avenues through which Mali aims to achieve UHC. More details
on these, and other health financing mechanisms that currently exist, are described below.

6.3.1 Government-financed health services

The government provides health services to the population via a network of 1,204 community health
centers, sixty-three referral health centers, eight secondary hospitals, and five tertiary hospitals. These
services are funded by the government through input-based budgets to facilities. Performance- or
output-based financing was piloted in Koulikoro—five districts in 2015 and ten in 201 6—with some
positive results. Some services are free to all; for example, caesarean sections and tuberculosis and
leprosy services. All services for the indigent population are free, as is malaria treatment for children
under age 5. These free services are provided alongside AMO, RAMED and CBHI. For all other services,
users are expected to pay a consultation fee.

Family planning services form part of the minimum package of services available at public facilities. Family
planning is a significant area of need: Mali’s population is growing by 3% every year, with a fertility rate of
more than six births per woman (World Bank 2016). Some 26% of the population of reproductive age
has an unmet need for family planning (ICF International 2012). The 2014-2018 National Action Plan

for Family Planning aims to increase the contraceptive prevalence rate from 9.9% (in 2013) to 15% in
2018 (MPHH 2014). The 2014-2023 Health and Social Development Plan (HSDP) highlights inequitable
access to family planning services across the country. HSDP aims to ensure the availability of services at
the health facility and community levels; extend contracting with private providers; increase demand for



m MALI

family planning services by men, women, and adolescents; and increase the availability of long-acting
contraceptive methods.

6.3.2 Compulsory health insurance (AMO) for government workers

AMO was established by law in 2009. It covers civil servants, members of Parliament (National
Assembly), the army, retirees, and their family members. The scheme is financed by employee/retiree
contributions and employer contributions. In 2014, AMO covered 3.4% of the population, compared
with its target of 17% (Joint Learning Network 2016). AMO covers ambulatory care (including diagnostic
tests and imaging), inpatient care, deliveries, and drugs. It does not reimburse for care that is already
free in government facilities (see above), overseas treatment, non-essential care such as cosmetic
surgery, and eyeglasses. AMO subsidizes 80% of hospitalization costs and 70% of ambulatory care

costs across a network of 1,529 facilities, and members pay the remainder at the time of care.

It is managed by the National Health Insurance Fund (Caisse Nationale d’Assurance Maladie, CANAM),
which is responsible for verifying that services are covered and that tariffs do not exceed pre-agreed
rates, determining the payment amount, and paying the provider. CANAM reports to the Ministry of
Solidarity and Humanitarian Action, which is based at the central level. Due to all verification taking
place at the central level, reimbursement is often delayed.

6.3.3 Régime d'Assistance Médicale (RAMED) for indigent population

RAMED, also established by law in 2009, provides fully subsidized health care to the poorest population.
It provides full financial risk protection; members do not make a contribution, and there are no
co-payments. Members need to be certified with indigent status by their mayor. RAMED also covers
the member’ spouse, children under age |4, students ages 14-21, and handicapped children, prisoners,
and residents of charitable institutes and orphanages. In 2014, just 0.5% of the population was covered
by RAMED, compared with a target of 5% (Joint Learning Network 2016).

RAMED is accepted in a network of public, private, and faith-based health facilities. It is financed by

the government (approximately 65%) and local authorities (35%), although the latter’s contribution is
expected to increase as the country is fully decentralized. Despite the scheme’s being free for members,
population coverage is still low. Possible causes are that potential beneficiaries do not know they are
eligible and do not know how to enroll. Unwillingness of local authorities to issue indigent cards,
because they worry the community will have to pay any unpaid bills, has also been cited as a challenge.
The National Agency for Medical Assistance (Agence Nationale d’Assistance Médicale) manages RAMED
and reports to the Ministry of Solidarity and Humanitarian Action. The National Agency for Medical
Assistance is responsible for collecting revenue, registering members, ensuring provider compliance,
verifying reimbursement requests, and processing provider payments.

6.3.4 Community-based health insurance

Historically, CBHI schemes in Mali were developed for civil servants in the education sector, railway
staff, military, and police. These still exist, but the government is now using the schemes to provide
financial risk protection to informal sector households, too (those not covered by AMO or RAMED).
This group represents 78% of the population. In 2014, only an estimated 4.1% of the total population
was covered by CBHI (Joint Learning Network 2016).

Benefits offered by CBHI are less generous than those of AMO or RAMED; they cover basic services
such as preventive care, essential curative care, and patient transportation. CBHI schemes contract
with public and private health providers (mainly community health centers). At the end of 2014, some
186 CBHI schemes had enrolled 308,354 members (Joint Learning Network 2016). CBHI schemes are
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financed by member contributions and (for some members) government subsidies. The government
pays 60% of outpatient care costs and 75% of inpatient care costs for all members; members pay the
remainder at the time of care. CBHI schemes collect contributions from members at CBHI office
locations. This in-person collection process is cumbersome and costly, particularly for members in
remote rural areas. The CBHI Technical Unit in Mali (Union Technique de la Mutualité Malienne, UTM)
launched a mobile money application for Mali’s CBHI schemes in 2013. As of June 2014, more than
300 CBHI members across the country had paid premiums via mobile money.

There are challenges to enrolling in a CBHI scheme. Making regular premium payments can be difficult
for informal, rural workers with seasonal incomes. CBHI schemes have a 3-month waiting period during
which members are ineligible to claim benefits. While a waiting period reduces adverse selection (the
tendency for people to enroll when they expect to use services), it also can deter potential members
who are healthy from enrolling. For some CBHI schemes, new members have to travel to a health
facility that accepts the CBHI in order to sign up and pay membership fees: this poses a burden for
some households and transportation is an additional cost they associate with CBHI.

6.3.5 Household out-of-pocket

Households paying out of pocket are the biggest source of financing for the health sector; in 2013, some
54% of total health spending came from household out-of-pocket spending. This is one of the highest
rates of out-of-pocket spending in West Africa. According to the World Health Organization, rates
higher than 50% contribute to catastrophic spending or impoverishment for 5% of households (Ke et al.
2010).

The 2014-2023 HSDP developed by the Ministries of Public Health and Hygiene (MPHH), Labor,
Solidarity and Humanitarian Action (MSHA), and Women, Child and Family Promotion (MWCFP)

sets out a vision to provide universal access to quality services. The objectives of universal population
coverage, access to a package of services, and financial risk protection are spelled out. For example,
the plan aims to increase the population covered by CBHI from 4.1% to 20%; by AMO from 3.4% to
16%; and by RAMED from 0.2% to 5%, all by 2023 (Government of Mali 2015a). Collectively, these
schemes should guarantee at least 45% of the population access to a basic package of services by 2023.

Most recently, the third Programme for Social and Health Development (2014-2018, PRODESS Ill)
explicitly states UHC as a goal and establishes AMO, RAMED, and CBHI as the key mechanisms

to achieve this. These schemes are the responsibility of MSHA. The Planning and Statistics Unit

(Cellule de Planification et de Statistique, CPS), shared by MPHH, MWCFP, and MSHA, is expected to
play an important role in linking MPHH with MSHA for coordinating the rollout of CBHI, and both are
expected to be actively engaged in the CBHI development.

A draft of Mali’s 2014-2023 Health Financing Strategy for UHC has been developed and is being finalized.
Broadly, it aims to increase government (central and decentralized levels) contributions to health and
link households’ contributions to their ability to pay. That means automatic pre-payment for the formal
sector, full subsidy for the neediest and limited contributions for the informal worker non-poor sector-.
A challenge is to reduce the dependency on donor spending (accounting for 28% of health spending in
2013) and the rate of households paying out of pocket (MPHH 2015). The government aims to reduce
financing from these two sources by expanding CBHI across the country. PRODESS Ill initially planned
for sixty new CBHI schemes per year during its period of implementation, but has subsequently reduced
this target to ten per year.
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Mali’s UHC strategy aims to increase risk pooling by unifying fragmented risk pools. Currently, each
CBHI scheme operates and pools risk independently, as do AMO and RAMED. The strategy also calls
for more strategic purchasing mechanisms to improve efficiency. Decentralization, for health financing
and health service delivery, is a key part of health sector reform in Mali. Local authorities will be
expected to contribute more financial resources to make health services for their communities more
affordable.

The 2014-2018 National Action Plan for Family Planning highlights the challenges faced in providing
universal access to family planning services. On the supply side, the rural population has low levels

of access to family planning services (37% of health workers are in rural areas to serve 78% of the
population). Family planning is part of the essential package of health services in government facilities.
But in 2012, only 82% of facilities offered basic family planning services (pills, injectables, condoms) and
less than 10% of facilities offered the full range of contraceptives.

Family planning spending represented 0.7% of health spending in 2013 (Government of Mali 2015b).
The 2013 National Health Account report does not break down spending for family planning, but
reproductive health was predominantly financed by external donors (75%), government (4%), and other
domestic sources such as households and NGOs (20%). The 2014-2018 National Action Plan for Family
Planning aims to increase the role of the private sector by developing a strategy for greater involvement
of the private sector in family planning service provision and to expand social franchising with the private
sector in all regions. Family planning is not included in AMO’s benefit package, so the 2014-2018 plan
also proposes to develop a policy for introducing a third-party payer for family planning services on
behalf of adolescents and poor women. The 2014-2018 plan will cost US $33 million to implement.

The Mali government has committed to supporting 10% of the total costs of contraceptives in its
facilities. This contribution, with donor commitments, will cover 76% of the plan’s total costs.

As highlighted above, there are many ministries involved in strengthening the health sector and pushing
toward UHC. While this multi-sectoral approach is laudable, it requires strong coordination to ensure
an effective response. The 2015 Health Sector Assessment highlights that the Ministry of Public Health
and Hygiene struggles to coordinate activities of all actors within the health sector (technical and
financial partners, private sector providers, insurance companies, CBHI). This is further complicated

by the need to coordinate with other ministries. However, Mali is further advanced than some

other West African countries in that numerous multi-stakeholder coordination mechanisms already
exist at the national and sub-national level to plan, coordinate, and monitor the implementation of
PRODESS Ill and UHC more broadly. These mechanisms provide an excellent opportunity to further
the UHC agenda.

Technical and organizational capacity-building to help technical working groups to design and expand
CBHI schemes and to plan the expansion of CBHI in more detail will help to accelerate reforms.
Technical capacity-building may focus on defining and refining the benefit package, improving processes
to determine member eligibility for subsidy, consolidating CBHI schemes into regional (and eventually
national) risk pools, and involving community-level actors to advocate for CBHI.

Despite more than 20 years of CBHI in Mali, population coverage is very low with a long way to go

to achieve the government’s target of 78%. Mali’s strong culture of solidarity has cultivated informal
financial risk protection mechanisms, such as donations or loans from social networks that include
family and friends. Currently, CBHI schemes are not widely publicized, and many informal workers are
not aware of or do not understand how CBHI can help with health costs and reduce risk of financial
hardship due to a health shock. A culture of social solidarity provides a common basis to introduce
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CBHI by educating the population about the benefits that insurance, a more formal risk-management
mechanism, provides.

Technology offers exciting new opportunities to make CBHI more attractive to members and

health facilities; for example, by using mobile phones to facilitate enrollment and registration, premium
payment, and provider payment. Improving the operations of CBHI and making them user-friendly will
also help recruit and retain members and reduce administrative costs of the scheme.

Discussions around the 2015 Health Sector Assessment highlighted insufficient representation of the
private sector in Mali’s institutional frameworks that govern the health sector at the national and
sub-national levels (including faith-based organizations, civil-society organizations, and other private
sector actors). This may be partly due to the long-running perception of the private sector as focused
on profits over the health and well-being of the population. PRODESS I calls for government resources
dedicated to developing an official public-private partnership strategy; this effort will be important to
ensure that the government takes advantage of the strengths of the private sector to achieve UHC.

Cellule de Planification et de Statistique (CPS/SSDSPF), Institut National de la Statistique
(INSTAT/MPATP), INFO-STAT et ICF International. 2014. Enquéte Démographique et de Santé au Mali
2012-2013. Maryland, USA.

Government of Mali. 2015a. 2014-23 Decennial Plan for Health and Social Development. Bamako, Mali.

Government of Mali. 2015b. 2013 Health Accounts. Bamako, Mali.

ICF International. 2012. “The DHS Program STATcompiler.” Web based database. Accessed August
2016 at http://www.statcompiler.com/.

Joint Learning Network. 2016. “Mali: Mutuelles.” Accessed July 2016 at
http://programs.jointlearningnetwork.org/content/mutuelles.

Ministry of Public Health and Hygiene (MPHH). 2014. Plan d’Action National de Planification Familiale du
Mali 2014-2018: Draft. Bamako, Mali.

World Bank. 2016. “Population growth (annual %).” Accessed August 2016 at
http://data.worldbank.org/indicator/ SP.POP.GROWV.
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Background Paper, No. 19). Geneva, Switzerland: World Health Organization.
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Health financing is a core building block of a health system and a key enabler of progress toward
universal health coverage and universal access to family planning. Governments often use a plurality of
health financing mechanisms to advance toward universal health coverage. In Chapter |, we presented
trends across the health financing landscape across fifteen countries in multiple regions and drew lessons
that may be applicable in Niger and other West African countries. This chapter describes the health
financing landscape in Niger and identifies opportunities where the government and other stakeholders
can develop, strengthen, and expand their health financing mechanisms to progress toward universal
health coverage and access to family planning.

Health financing specialists from USAID’s Health Finance & Governance project collected the
information presented below. HFG performed desk research and in-country data collection (key
stakeholder interviews, policy and planning document collection) to map public and private health
financing mechanisms in the country and identify potential opportunities where the government might
expand population, service, or financial coverage for health and family planning services.

Niger uses four major health financing mechanisms. Each major mechanism is described in more detail
below.

7.3.1 Government financing for health services

Government financing for health services is an important health financing mechanism because it has the
potential to provide some degree of financial protection from health costs for Nigerien citizens who
access care at public health facilities. However, the government faces considerable health financing
challenges because of the nation’s economic state. According to the government of Niger’s Plan de
Développement Sanitaire 201 1-2015 (PDS; Health Development Plan), the high level of poverty limits
access to and use of health services. Some 62% of the population lives below the poverty line, including
66% of the rural and 52% of the urban population.

Public health services currently employ user fees, exposing individuals to a high level of financial risk.
Moreover, the government is exposed to poor cost recovery when individuals are unable to pay these
user fees (MSP 201 1). There are some user fee exemptions for treatment of specific priority diseases
(e.g., HIV/AIDS), to support vulnerable population segments (e.g., indigent people accessing hospital
care, rural poor), and to address priority health concerns (e.g., free family planning services). The
government purchases services based on inputs as well as outputs, largely focused on infrastructure,
direct financing for health services, and performance incentives. Health workers are salaried, and there
are no results-based financing programs for providers.

7.3.2 Community-based health insurance

In Niger, most active CBHI schemes are organized by sector (e.g., Société Nigérienne des Produits
Pétroliers (Nigerien Petroleum Products Company) for petroleum, Société Nigérienne d’Electricité (Nigerien
Electricity Society) for electricity); there are also geographically based CBHI schemes, but HFG research
found these to be low-functioning. As of 2015, the Federation des mutuelles de santé (Federation of CBHI
Schemes) was established to improve coordination and penetration of CBHI schemes nationwide. CBHI
schemes in Niger subscribe to regulations from the multinational government-affiliated entity 'Union
Economique et Monétaire Ouest Africaine (UEMOA; West African Economic and Monetary Union).



Benefits and contributions vary across CBHI schemes. Subscribers present with identification at the
point of service.

Family planning services in public health facilities are free of charge.

7.3.3 Private health insurance

Private health insurance penetration is well under 3% in Niger. Indeed, private health insurance
accounts for just 0.3% of all health spending (Niger Health Accounts 2013). Participation in private
health insurance is voluntary and is dominated by private sector, employer-based health coverage. Only
a few private insurance companies exist; they are centrally operated and reimburse health services that
may be accessed in public or private facilities as policy terms dictate.

7.3.4 Household out-of-pocket spending

Household out-of-pocket spending is high, at 56% of health expenditure, signaling that most Nigerien
citizens have poor financial protection for health services. As more Nigerien citizens gain access to and
enroll in financial protection mechanisms such as health insurance, some household spending will likely
shift from out-of-pocket spending to regular premium payments to risk-pooling schemes offered by the
government, employers, the community, or private insurers.

The government of Niger’s Plan de Développement Sanitaire 201 1-2015 included several strategies to
enhance the government’s financial capacity to meet population health demands and reduce household
out-of-pocket payments. Two notable financing strategies revolve around enhancing internal and
external resource mobilization efforts and developing innovative risk-pooling mechanisms. Resource
mobilization is a critical strategy for the Nigerien government because a large proportion of the
population that lives below the poverty line can access only no- or low-cost health services. Resource
mobilization strategies include enhancing intragovernmental advocacy efforts to reach the Abuja
Declaration target of 15% of the state’s budget allocation for health, as well as advocating for donor
support for strategic plan development for UHC.

The PDS expected that supporting the development and expansion of risk-pooling mechanisms such
as CBHI schemes would complement the government’s efforts to provide free, or at least highly
subsidized, services and expand financial risk protection to the population. HFG learned that the
Ministry of Health is commissioning several department-level personnel to explore issues with and
potential strategies for achieving UHC under the next PDS, for 2016-2020. These managers will advise
the Prime Minister accordingly. This suggests high-level, intragovernmental interest in addressing
population health needs through UHC.

Other strategies from the PDS 2011-2015 included determining how to more efficiently use existing
resources and developing a social fund to cover health services for indigent people. The PDS also
identified the development and adoption of a sector-wide CBHI strategic plan as a priority intervention.
This plan would elaborate on the structure of CBHI schemes and how they would contract with
facilities for health service provision, though details were not provided on when this plan would be
developed.

Aside from the PDS, the government worked with development partners to finalize its Stratégie
Nationale de Financement de la Santé en vue de la Couverture Universelle en Santé au Niger (National Health
Financing Strategy for Universal Health Coverage in Niger) in 2012. The strategy re-emphasizes the PDS



201 1-2015 financing strategies of increasing resource mobilization and using resources more efficiently.
The health financing strategy also explicitly lists universal health coverage as a strategic aim. At the time
of this HFG study, implementation of this 2012 strategy had not yet begun.

Niger mobilized donor support through the International Health Partnership (IHP+) in 2009. It signed
a country compact with eleven development partners plus civil society organizations in 201 | to
support the development of the PDS 2011-2015, as well as a roadmap for strengthening monitoring
and evaluating and a national health plan. Niger has remained engaged with IHP+ through participation
in multiple rounds of IHP+ results monitoring. Niger has also mobilized resources through USAID’s
family planning access initiatives and with support from the Ouagadougou Partnership to advance family
planning in francophone West Africa for the development of Planification Familiale au Niger: Plan d’Action
2012-2020 (National Family Planning Action Plan) (USAID 2016).

The PDS includes explicit aims to integrate family planning services at large into Niger’s package of
essential services and to promote nationwide, community-level distribution of contraceptives at public
and private health facilities. It outlines six priority strategies including community-based distribution of
contraceptives, mobile and outreach strategies, and provision of contraceptives free of charge at all
public services.

The PDS highlights several aims for private provider engagement through developing public-private
partnerships, improving pharmaceutical regulation, and promoting private health insurance.

HFG’s analysis of the health financial landscape in Niger revealed several areas where the government
might focus efforts to develop, strengthen, and expand health financing mechanisms to progress toward
UHC and access to family planning.

Overall, the government has the opportunity to improve efficiency of its financial risk protection efforts
by expanding the availability of health insurance schemes. While existing health financing mechanisms
provide some degree of protection from financial risk, their concentration among the formal sector
subpopulation, combined with high (56%) out-of-pocket spending nationwide, suggests financial
protection against health shocks is poor or absent for many. Niger is the lowest-ranking country

on the 2013 Human Development Index. High poverty levels and high fertility rates contribute to a
low-performing health system. Dependence on out-of-pocket spending negatively affects both access

to and use of health services in Niger. Even the smallest user fees can be prohibitive, presenting an
opportunity to expand coverage and efficiencies of existent health insurance schemes—CBH]I and
private health insurance.

The government has opportunities to shape its policy efforts around UHC. First, the new PDS
2016-2020 has been developed, but the validation process began only in July 2016. With validation

and subsequent implementation of that plan, Niger may choose to strategize on efficiently achieving

its PDS priorities for UHC. Second, this could be an opportune time for Niger to re-energize health
financing strategy efforts, given that only a relatively small share of Niger’s budget (5.8%) is allocated

to health and the implementation of its 2012 health financing strategy has been delayed for reasons
unknown. Moreover, given limited social protection mechanisms Niger could use this time of PDS
validation to determine how to develop and coordinate technical research, planning, strategy, and
advocacy efforts dedicated to promoting UHC. This could include plans to include the private sector in
health sector development, which was considered important in the PDS. The above-listed opportunities
could be realized through the establishment of a concrete policy and strategy to progress toward UHC.

The government also has opportunity to increase financial protection for informal, rural, and indigent
populations. HFG found evidence of wide variation in processes for identifying indigent people in



communities. This could be an important gap to understand and address given the significant implications
for financial risk protection of individuals. Exploring this further could lead to reduced incidence of

fraud at the point of care and more-efficient government financing of health services for indigent people.
Moreover, the government may have the opportunity to address limitations to CBHI. Not only is
enrollment in CBHI schemes very low (less than 3%), but it is often largely limited to the formal sector.
Also, HFG analysis found that management and oversight of CBHI schemes is poor despite the 2015
creation of a national agency to regulate them. This suggests gaps in effective strategy, implementation
planning, and capacity to reinforce and regulate CBHI schemes.

Last, the government has the opportunity to improve access to family planning across public and private
sectors. Family planning commodities are free only in the public sector, with the exception of private
providers that are part of a donor or NGO’s procurement network. As the private health sector
develops in Niger, the government can explore potential implications for how, where, and at what

cost (if any) family planning commodities are provided across the health system.

Ministére de la Santé Publique (MSP), Secrétariat General. 201 |. Plan de Développement Sanitaire (PDS)
2011-2015. Niamey, Niger.

Niger Health Accounts and WHO GHED Macroindicators. 2013. “Standard SHA 201 | Tables: Niger.
Calendar: 2013.”

United States Agency for International Development (USAID). 2016. Niger: Global Health. Accessed
July 2016 at https://www.usaid.gov/niger/health.
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FINANCING OF UNIVERSAL HEALTH COVERAGE AND
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8. SENEGAL

8.1  Country Snapshot
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