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Executive Summary

1. BACKGROUND

>

Health systems worldwide have been hit
hard by the COVID-19 pandemic. ASEAN
has particularly felt the effect of the
pandemic due to its high out-of-pocket
health spending and its health systems at
different levels of maturity.

In recent years, government health
spending in ASEAN has been on an
upward trend. This reflects the region’s
shared commitment to achieving Universal
Health Coverage (UHC) and strengthening
social health protection.

However, health financing mechanisms
are still in their developing stages in many
ASEAN countries. Fragmented financing
schemes are common across the region,
with spending divided among government
bodies, health insurers (public and
private), donors and households.

The COVID pandemic also highlighted the
need to allocate limited resources
effectively if UHC targets are to be met.
Indeed, more money alone cannot achieve
UHC. Countries can achieve good coverage
and health outcomes even with modest
spending through efficiency in their
resource allocation.

In this context, health purchasing —
identified as one of the three core pillars of
health financing by the WHO — becomes
an important tool to help governments
set priorities and use data to inform their
funding decisions. Purchasing refers to the
allocation of funds to healthcare providers
to obtain services on behalf of a
population. This process can be passive —
driven by historical averages or line-item
budgets — or strategic.

2. DEFINING STRATEGIC PURCHASING

> Strategic health purchasing features a

constant search for the most efficient,
impactful and cost-effective purchasing
decisions. It is driven by data on a country’s
health needs at the national and sub-
national level; on provider performance; and
on other information relevant to decision-
making on resource allocation.

The concept of strategic purchasing has
gained increasing international attention
through WHO publications and research
consortia. Yet, while various pilots have
been implemented across Southeast Asia,
there is little consolidated information on
the region’s health purchasing practices
and progress toward strategic purchasing.
Due to the complexity and diversity of
ASEAN health systems, there has also been
limited collaboration in knowledge-sharing
and capacity-building on the topic.

This policy report provides an overview of
the current health purchasing strategies of
the ten ASEAN member states — Brunei
Darussalam, Cambodia, Indonesia, Lao
People’s Democratic Republic, Malaysia,
Myanmar, the Philippines, Singapore,
Thailand and Vietnam — by evaluating their
progress across seven key functions:
governance, financial management, benefits
specification, contracting arrangements,
provider payment, performance monitoring.
Challenges, areas of progress and national-
level opportunities to advance strategic
purchasing are highlighted for each country.



3. COMMON NEEDS AND
RECOMMENDATIONS

4. STRENGTHENING REGIONAL
COLLABORATION FOR STRATEGIC

PURCHASING
> The report then delves into higher-level

recommendations to assist ASEAN
member states in strengthening their
health purchasing systems. These cover:
i) common national recommendations,
highlighting shared challenges and
opportunities across ASEAN countries;

ii) common recommendations on
purchasing for primary care, recognising
that primary care is the cornerstone for
UHC; iii) regional-level recommendations,
highlighting areas where the ASEAN bloc
might act collaboratively to increase
capacity for strategic purchasing.

Ultimately, countries will need a range of
tools and capabilities to implement fully-
strategic purchasing. These include:

i) data analytics and technological
capacity to assess provider performance,
identify unmet health needs and inform
future purchasing decisions;

ii) human and technical capacity for
purchasers, policymakers and other
decision-makers to understand the
benefits of strategic purchasing and
implement its key functions;

ili) governance frameworks to define the
public mandates and objectives of health
purchasers and to ensure accountability
among all stakeholders involved.

> While ASEAN countries are at different

stages along their journeys toward UHC,
strengthening strategic purchasing can be
a tool for all to make the best use of
limited resources. Some countries have
already developed expertise in strategic
purchasing; some have begun
implementing pilot programmes or raising
their capacity for specific functions; others
have only newly introduced the concept to
their health systems.

Expanding regional collaboration will
allow ASEAN governments to learn from
the best practices and challenges of their
neighbours. By working collectively to
overcome these challenges and align on
best practices, ASEAN countries can make
significant progress in strengthening their
strategic purchasing capabilities and
ensuring equitable access to quality
healthcare for their populations.
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Introduction

This report was prepared by the Southeast Asia Regional Collaborative for Health (SEARCH) at the
Saw Swee Hock School of Public Health, National University of Singapore. It examines the progress,
current status and future opportunities for strategic health purchasing in Southeast Asian countries.

Strategic purchasing is a core component of health financing, which in turn is a core function of
health systems that can improve financial protection and service coverage and quality (WHO).
Therefore, strategic purchasing and health financing are essential elements of Universal Health

Coverage (UHC) in enabling populations to receive high-quality health services when needed,

without financial hardship.

The WHO has identified three core functions of health financing. These include revenue generation
(determining sources of funds to finance a health system); pooling of funds (accumulating existing
funds on behalf of a population or group); and lastly, purchasing of services, which is the focus of
this policy report.

The purchasing of health services refers to the allocation of funds to healthcare providers to
obtain services on behalf of identified population groups (Kutzin 2001). In this context, a purchaser
is any agency within a country that finances healthcare providers. The main purchaser(s) may be the
Ministry of Health, an independent government body, sub-national government authorities or
health insurance agencies.

Effective resource allocation and strong healthcare purchasing systems can enable UHC by freeing
up fiscal space, thus increasing the cost-effectiveness of services and resulting in a larger funding
base to cover a population’s health needs. Therefore, purchasing health services strategically,
effectively and transparently is crucial to health system development.

We hope that this Report will enable more informed conversations about strategic purchasing in
Southeast Asia, and support the continuing development of strategic purchasing capacity,
capabilities and expertise in Southeast Asian health systems.




Passive and Strategic Health Purchasing

There are two types of health purchasing behaviours: passive purchasing and strategic purchasing.

PASSIVE PURCHASING occurs when healthcare providers are given a predetermined budget or
automatic reimbursement for goods and services they provide, without strategic criteria for
resource allocation. In passive purchasing, payment is independent of the performance of health
providers and the needs of the population, and does not involve efforts to minimise inefficiencies.
Passive purchasing thus disincentivizes quality service provision, because the budget allocated to a
provider remains fixed regardless of patient outcomes and efficiency metrics.

STRATEGIC PURCHASING involves an evidence-driven allocation of funds to healthcare providers in
order to achieve efficient purchasing and high quality, equitable healthcare. Purchasers set a budget
for providers based on information on population health needs, health service provider performance
and other relevant data. Strategic purchasing involves an active purchaser which uses data and
resource allocation to influence health service provision for different reasons. This is intended to cut
waste in health expenditure, to increase equity in healthcare services, to promote quality of
healthcare and other health system objectives. Due to the importance of linking payment to
information and outcomes, information management systems and performance monitoring are
important aspects of strategic purchasing.

Scope of strategic purchasing

There are three core questions at the heart of strategic purchasing:

WHAT TO BUY? This involves a critical assessment of which health services, interventions and
medicines should be purchased based on population needs and preferences. Directing funds
towards priority interventions, setting benefit package terms and deciding on appropriate cost-
sharing and referral arrangements can direct resources where they are most needed and free up
fiscal space for more targeted health expenditure.

FROM WHOM TO BUY? This involves a strategic selection of which health service providers to
buy services from. Defining contracting criteria (e.g. safety, quality, financing and information
systems criteria that a provider must meet) can ensure a minimum standard of care for patients
and efficiency for the overall health system. Selectivity can also incentivise health service
providers to perform at a higher standard and produce better outcomes with their given budget.
This reduces expenditure waste and promotes patient interests.

HOW TO BUY? This involves a series of strategic decisions on the payment methods, contract
obligations, and other mechanisms which link the actions of purchasers to the behaviour of
providers. This may involve pre-contracting considerations (e.g. provider payment mechanisms,
contract lengths and terms) and post-contracting considerations (e.g. reporting obligations,
performance monitoring, incentives and disincentives, enforcement mechanisms).




Strategic purchasing functions

The path from passive to strategic purchasing is a continuum, whereby countries may have
developed certain strategic purchasing functions but still need to develop others. Therefore, looking
at specific sub-functions of strategic purchasing to track countries’ progress is a worthwhile effort to
map their journey.

The Strategic Purchasing Africa Resource Center (SPARC) has identified elements of Strategic
Purchasing that nations can focus on to develop more effective health financing practices. SPARC is a
resource hub in sub-Saharan Africa that provides information and support for strategic purchasing
through a network of government agencies, academic institutions and NGOs. It serves the region by
assisting countries to implement better strategic purchasing practices.

The five key purchasing functions in SPARC’s proposed framework are: financial management,
benefits specification, contracting arrangements, provider payment and performance monitoring.
Governance is another consideration in SPARC’s framework which acts as an overarching
background factor.

GOVERNANCE: The systems and structures in place to provide
strategic direction, oversight, accountability mechanisms and
decision-making processes in the health system, as well as the
institutional arrangements surrounding purchasing functions.

FINANCIAL MANAGEMENT: The purchaser’s management of
revenues and expenditures that will be used to pay providers and
purchase the services in the benefit package.

BENEFITS SPECIFICATION: Defining the services and medicines to be
covered by a health protection scheme, as well as where and how
they can be accessed.

CONTRACTING ARRANGEMENTS: Decisions on how and which public
and/or private providers enter into contracts for delivering services in
the benefit package. The enforcement of the contracts, as well as the
terms and conditions in the contracts, are included in this function.

PROVIDER PAYMENT: The design and implementation of payment
systems between purchasers and providers. This includes setting the
payment rates to providers for goods and services.

PERFORMANCE MONITORING: The systems in place for assessing
provider performance, giving feedback on performance, and
analysing a provider’s utilisation rates, quality and other areas for

improvement.




Strategic purchasing in the international sphere

While still a relatively new term, strategic purchasing has been an increasing focus of international
meetings, WHO reports and research consortia.

The has published materials for strategic purchasing, such as
strategic purchasing case studies and frameworks for implementing strategic purchasing
functions in health systems. A policy brief from the WHO published in 2019, “Purchasing health
services for universal health coverage: how to make it more strategic?”, has provided direction
for countries aiming to make their purchasing more strategic. The WHO has also acted as a
global convenor for strategic purchasing capacity-building. In 2017, the organisation hosted a
conference in Geneva entitled “Strategic Purchasing for UHC: Unlocking the Potential”, where
researchers, national health authorities and health financing experts met to discuss five key
focuses within strategic purchasing: benefit design, mixed provider payment system, governance
for strategic purchasing, information management systems and payment for performance.

Since 2018, the has produced policy tools,
resources and research on strategic purchasing in Sub-Saharan Africa. This includes a strategic
purchasing progress tracking framework which will be adopted in this policy report.

The research consortium — based at the
London School of Hygiene and Tropical Medicine — produced research on health financing
(including strategic purchasing) between 2010 and 2019. RESYST published an assessment of
health purchasing functions across several countries in Africa and Asia: China, India, Indonesia,
Kenya, Nigeria, the Philippines, South Africa, Tanzania, Thailand and Vietnam. This was a
significant step in comparing purchasing practices across Low- and Middle-income countries.

The has focused its research and advocacy efforts on strategic purchasing for
primary healthcare. Its Strategic Purchasing for Public Health (SP4PHC) project investigated the
purchasing of primary health care services with a focus on family planning and maternal,

newborn and child health. Its initiatives target six core countries: Burkina Faso, Indonesia, Kenya,
Pakistan, the Philippines and Uganda.




Strategic purchasing in Southeast Asia

Despite increasing attention on strategic purchasing in such international and cross-national forums,
strategic purchasing remains a nascent field — especially in Southeast Asia.

SOUTHEAST ASIA HAS A CLEAR NEED FOR STRATEGIC PURCHASING FOLLOWING THE FINANCIAL
IMPACTS OF THE COVID-19 PANDEMIC.

As a region composed of many Low and Middle Income Countries (LMICs), Southeast Asia is feeling
the strain of limited funding for its healthcare systems. In 2020, the Southeast Asia region suffered
an almost 4% contraction of its economic growth due to the pandemic. Strategic purchasing could be
an effective tool to optimise scarce resources, but many countries in the region face significant
obstacles in implementing it.

For one, many countries in Southeast Asia have fragmented healthcare systems, making it a
challenge to implement strategic purchasing across financing mechanisms. Health financing
mechanisms are often split across out-of-pocket payments, government spending, national health
insurance schemes and personal health insurance schemes. Social health protection schemes are still
developing in many countries; these may have low population coverage or poor data collection
capabilities, making it challenging to gather data for policy change. Lack of political commitment
and, in some countries, political uncertainty also act as barriers for policymakers trying to introduce
strategic purchasing practices in their countries.

MANY COUNTRIES IN SOUTHEAST ASIA ARE TRYING TO CREATE MOMENTUM TOWARD STRATEGIC
PURCHASING, AND THERE IS A PREVAILING REGIONAL COMMITMENT TOWARD IMPROVING UHC.

A joint statement that included a commitment to building UHC was signed at the 11th ASEAN Health
Ministers Meeting in 2012. In view of this commitment, several Southeast Asian countries have
implemented health system reforms over the past decade. In 2019, the Philippines passed its UHC
Bill and shifted its efforts towards strengthening the primary healthcare system. Singapore has made
great progress in expanding its national health insurance scheme, MediShield, in order to curb its
out-of-pocket health expenditure. Indonesia established a national health insurance scheme called
Jaminan Kesehatan Nasional in 2014, and Lao PDR merged its various schemes into a National Health
Insurance scheme in 2019.

These national reforms create a promising scenario for a regional shift toward strategic purchasing.
Highlighting strategic purchasing as a high-potential and cost-effective health financing tool to
Southeast Asian policymakers could help countries further accelerate their health system reforms

and their journeys toward UHC.




The Southeast Asia Regional Collaboration for Health (SEARCH)

The Southeast Asia Regional Collaboration for Health (SEARCH) is a knowledge-sharing network
based at the Saw Swee Hock School of Public Health, National University of Singapore. SEARCH was
instituted with the aim of enhancing UHC uptake and understanding in Southeast Asia. Strategic
purchasing has been selected as a key focus area for SEARCH due to its high potential to address
Southeast Asia’s health resource constraints.

In early 2023, SEARCH launched an online registry mapping the state of health purchasing in the
ten ASEAN member states. Data on health purchasing mechanisms, public spending regulations and
other relevant aspects of healthcare financing was gathered through desk-based research and
interviews with expert policymakers and academics. This registry was the first Southeast Asia-
focused, cross-country consolidation of information on strategic purchasing. The registry will be
regularly updated as the health financing landscape in each country develops and as new strategic
purchasing initiatives are piloted and implemented.

SEARCH also actively engages policymakers and other health financing stakeholders in capacity-
building activities. This involves organising events, workshops, trainings and policy dialogues within
and across countries to promote the value of strategic purchasing. The aim of SEARCH is to become
a platform for cross-country collaboration and knowledge-sharing among stakeholders involved in
healthcare financing. Southeast Asian countries are at different stages in developing their strategic
purchasing practices, and SEARCH can act as a bridge for resource-sharing and cross-country
initiatives.

This policy report consolidates SEARCH’s
2022-2023 research on the state of strategic
purchasing in ASEAN.

It supports SEARCH’s efforts to inform
relevant stakeholders on the potential of
strategic purchasing, by demonstrating what
has already been accomplished and what
gaps remain. We aim to facilitate the
translation of knowledge into action by
making this knowledge readily available at the
regional level.

Following SPARC's strategic purchasing
progress tracking framework, our report
describes each country’s progress across the
core functions of strategic purchasing. Recent
initiatives, successes and challenges for each
ASEAN country in strategic purchasing are
also highlighted. Finally, country- and
regional-level recommendations to make
purchasing more strategic are shared at the
end of the report.




Country Briefs




Brunei Darussalam

Health Financing Schemes in Brunei

Brunei Darussalam is a high-income country located on the island
of Borneo that provides Universal Health Coverage for all citizens
and residents. Healthcare in Brunei is financed mainly through
government funding. Private health insurance and out-of-pocket
payments also contribute to the overall health expenditure in
smaller proportions.

The Ministry of Finance and Economy is responsible for
managing the country's finances, including funding for
healthcare. Through a consolidated pool, the Ministry raises
funds for healthcare in Brunei through a variety of sources,
including government revenues (taxes, customs duties, and fees)
and revenues from natural resources.

The government provides comprehensive healthcare services at
all levels of care with a strong emphasis on primary healthcare.
Most healthcare services are provided by the Ministry of Health.
Specialised care, outpatient and dental care is also provided in
private hospitals and clinics.

The main health financing schemes in Brunei are:

GOVERNMENT FUNDS: Healthcare is primarily funded by the
government through a single pool of consolidated funds
collected by the Ministry of Finance and Economy via different
revenue streams and general taxation. Government funds
account for 96% of total health expenditure. This financing

Population (2022): 0.45 million
GPD per capita (2022): US$37,152

Poverty headcount at national
poverty line: No data

Life expectancy (2021): 75 years

Infant mortality rate per 1,00 live
births (2021): 9.6

DALYs per 100,000 (2019): 27,814

Current health expenditure as % of
GPD (2020): 2.39%

Domestic government expenditure as
% of CHE (2020): 94.04%

Out-of-pocket expenditure as % of
CHE (2020): 5.96%

UHC Service Coverage Index score
(2021): 78

Physician density per 1,000 people
(2019): 1.80

scheme covers a comprehensive range of health services provided in both public and private health
facilities including consultations, laboratory tests, hospitalisation and medications for all citizens and
permanent residents in Brunei Darussalam. Expatriates and foreigners can still access public health
facilities but are charged according to a standard tariff set in the Ministry of Health Scheme of
Charges.

PRIVATE FUNDS: This includes out-of-pocket payments and private health insurance and accounts
for 4% of health expenditure. Citizens and permanent residents can opt to access care in private
facilities where OOP payments are expected. This is primarily used for specialised outpatient care
(cardiology, neurology), individual screening, dental care and outpatient care provided by private GP
clinics. For complex care at private facilities, citizens and permanent residents can receive subsidised

care through government funds by obtaining referrals from doctors in a government health facility.




The Primary Healthcare System in Brunei

Primary healthcare is provided through a network of publicly funded health centres and clinics,
private clinics and outpatient care in private hospitals. The Ministry of Health is responsible for the
planning and implementation of publicly funded primary healthcare services in the country.

Primary healthcare services in Brunei aim to provide comprehensive, accessible, and affordable
healthcare to the population. This includes preventive care, dental care, health education and
promotion, and disease surveillance and control.

Comprehensive healthcare services offered in Primary Health Centres include:

1. General medical consultations and selected specialist clinics, e.g. ophthalmology

2. Maternal and child health services, including antenatal care, child immunizations and well-
baby clinics

Chronic disease management, including diabetes and hypertension management

Dental services, including oral health education and preventive measures

Mental health services, including counselling and referrals to specialist care

Outpatient rehabilitation services including physiotherapy and occupational therapy

No vk~ w

Nurse-led health screening and health promotion activities, such as health fairs and health
talks

Diagnostic services including phlebotomy and x-ray services (selected health centres)

9. Outpatient pharmaceutical services

Publicly funded primary healthcare is mainly funded by the government, and the services are
provided free-of-charge to citizens and permanent residents. Privately funded GP clinics also provide

primary healthcare services where patients are charged fully OOP.




Purchasing Functions in Brunei’s Healthcare Schemes

% of Total CHE

Coverage

Purchaser(s)

Governance

For PHC:
Financial

Management

For PHC:

Benefits
Specification

For PHC:

Contracting
Arrangements

For PHC:

Provider
Payment

For PHC:

Performance
Monitoring

For PHC:

GOVERNMENT BUDGET SCHEME

94% (2020)

0.34 million (100% of citizens / 74.1% of the total population)

*Citizens can access public healthcare services free-of-charge. Most non-citizen residents are ineligible for subsidised rates.

Ministry of Health (MOH), Ministry of Finance and Economy (MOHE)

The purchasing of healthcare services, pharmaceuticals, medical devices and medical
consumables is centrally planned and coordinated. Decision-making rules for purchasing (budget,
priority setting, procurement processes, payment processes) are set nationally by the MOFE;
their implementation is managed by the MOH. In addition, the role of the MOH is to provide
oversight of both purchasers and providers for public facilities. The MOH’s Department of Health
Services is responsible for providing public health services for the population.

The above governance aspects apply. The MOH’s Department of Health Services is responsible for
providing public health primary care services for the population.

The MOH and Local Procurement Agency (LPA) conduct technical evaluation and financial
governance, following national financial regulations. For example, the MOH budget committee
ensures that annual budget proposals submitted to the MOFE meet the financial regulations and
reflect the public interest. The MOH also oversees programme-based budgeting and fiscal
consolidation programmes.

The above financial management aspects apply.

There is no explicit listing of the benefit package. Benefits provided in the public healthcare
system are comprehensive and cover all citizens and permanent residents. Nominal co-payment
is set to access public facilities at the point of care. Services in selected private facilities are
covered if a patient is referred by a public facility. Foreign workers employed under government
service are eligible for subsidised (though not free) services, while other foreigners can access
public facilities at a charge set by the Ministry of Health Scheme of Charges.

Public primary health centres provide comprehensive healthcare services including outpatient
services, maternal, new-born and child health (MNCH), dental care services and more.

Public facilities in Brunei do not need accreditation and automatically provide free health services
for the population. Health facilities include health centres/clinics for primary care and dental
services, hospitals for secondary and tertiary care and mobile health clinics and flying medical
teams as needed. In addition, the MOH contracts several private providers to run haemodialysis
services where the contract is managed by the Department of Renal Services, MOH. All public
facilities (including government contracted services to private providers) are funded by the
government.

Public primary care facilities do not require accreditation and are funded by the government
directly to provide free services for the population.

An annual budget is allocated to different public health facilities. This is based on historical trends
of spending and anticipated projected spending. Public facilities are therefore paid on a global
budget basis. Private facilities contracted by the government to provide referral services are paid
on a fee-for-service basis.

Public primary care facilities are paid on a global budget basis from the government.

There is no explicit system to monitor the performance of individual providers. Internally,
performance is monitored using several data sources such as customer complaints, surveys and
data extracted from electronic medical records. Overall, health system performance in Brunei is
monitored using a set of indicators recommended by the World Health Organization and is
outlined in the MOH Strategic Plan. Health system outcomes (i.e. life expectancy) are also
monitored nationally as part of the multi-agency national development planning.

The above performance monitoring aspects apply.
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Recent Progress in Strategic Purchasing

o Strategic purchasing is a nascent topic among health policy actors in Brunei. Nonetheless,
foundational components to support the implementation of strategic purchasing are in
place. For example, governance arrangements such as decision-making processes and public
interest mandates to allocate resources strategically have been applied by the MOH.

o Progress toward strategic purchasing has focused on structural reforms to enhance financial
sustainability, efficiency and quality of health service delivery. For example, processes of
international accreditation of primary healthcare centres (Joint Commission International)
and laboratories (International Organisation for Standardisation) have increased the
efficiency and quality of health services in public facilities. Through quality improvement
projects, priority areas of concern and service gaps have been identified and addressed.
However, such accreditation activities are voluntary and there are no service level
agreements between the MOH and providers.

KEY HIGHLIGHT: A NEW PURCHASER-PROVIDER SPLIT IN PROCUREMENT

A Local Procurement Agency (LPA) was established in end-2020 to strengthen the
supply chain of medical products, medicines and consumables. The LPA assists the
MOH with procurement activities by designing individual contracts with facilities and
suppliers for pharmaceuticals and consumables. These contracts are based on
technical requirements set by MOH drug advisory and procurement committees.

Challenges for Strategic Purchasing

o Governance: The centrality of structure, policies and processes is a key feature of health
governance in Brunei. Centrality offers benefits such as a clear lines of communication, a
central vision and cost control. However, such benefits can only be reaped with good data
and information to guide policy decisions, leadership and managerial capacity and effective
relations between governance actors, purchasers and other stakeholders.

o Governance: Data to support policy decisions, including strategic purchasing, is rudimentary.
Information used to identify, prioritise and plan for health needs (i.e., budget submissions) is
based on historical trends and routine statistics. Due to the recency of Brunei’s provider-
purchaser split in procurement, the respective roles and responsibilities of the MOH and LPA
are still blurred and fluid. The organisational capacities of both actors to execute purchasing
and regulatory functions are yet to be determined and planned.

o External factors: The principles of UHC are embedded in all policy and resource allocation
decisions. This ensures that quality healthcare is accessible to all. Similarly, public financial
management rules are set nationally by the Ministry of Finance and Economy. This ensures
the credibility of public finances and fiscal sustainability of healthcare. A key challenge for
Brunei is its market structure. As a centralised planned economy, it runs as a monopsony
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where there is only one buyer and very few suppliers. This limits its potential access to
markets and, with lack of competition, this allows purchasing actors to set high prices.

Opportunities to Improve Strategic Purchasing

1. Brunei could continue to develop existing health reforms which aim to enhance the quality
of service delivery, efficiency and financial sustainability.

Some successful reforms have been introduced by the MOH (regulator/purchaser) and
MOFE (payer). Their output measures are aligned to meet the national health policy of
sustaining UHC for all. Improving strategic purchasing functions and capabilities of
purchasers will further enhance this.

2. Existing initiatives to enhance the effectiveness of procurement, budgeting and priority-
setting could be consolidated under one strategic initiative to introduce a more systematic
health financing policy.

A comprehensive health financing policy reform that includes capacity-building programmes
that aim to enhance the organisational capacity of providers and purchasers (e.g., data-
informed procurement, contract management, negotiation skills, etc.) will provide better
clarity on the roles and responsibilities of purchasers and providers. This in turn will provide
an opportunity to build the trust needed for the implementation of an effective oversight
system.

3. Brunei could consider equity in strategic purchasing to assist vulnerable groups.

A potential area of improvement is the equity component of strategic purchasing where the
needs of vulnerable/high-risk populations (e.g., elderly, special needs, foreign workers not
covered under insurance / financial protection) can be identified, planned and incorporated
into the new health financing policy.

Opportunities to Improve Strategic Purchasing for Primary Care

Accessibility to primary healthcare is the strength of the Brunei health care system. As service
planning, budgeting and procurement are planned centrally, opportunities to improve strategic
purchasing in primary healthcare should follow a similar path to the enhancement of strategic
purchasing in general.
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Cambodia

Health Financing Schemes in Cambodia

The Kingdom of Cambodia is a lower-middle income country with
a population of 16.77 million. Its health system is characterised

by high out-of-pocket payments — the second highest in East Asia
Population (2022): 16.77 million

GPD per capita (2022): US$1,787

& the Pacific after Myanmar.

In recent years, Cambodia has made significant improvements to
Poverty headcount at national

its health outcomes (particularly regarding maternal and child
poverty line (2012): 17.7%

health). Cambodia also has ambitious strategies to expand its

social health protection and provide the population with Life expectancy (2021): 70 years
Universal Health Coverage. Challenges such as wealth inequality, Infant mortality rate per 1,00 live
rapid urbanisation and an increasing burden of non- births (2021): 21.3
communicable diseases will have to be overcome in order to DALYs per 100,000 (2019): 37,507

meet this target.
& Current health expenditure as % of

The main health financing schemes in Cambodia are: GPD (2020): 7.51%

HEALTH EQUITY FUND: Established in 2000, the Health Equity Domestic government expenditure as
Fund (HEF) is one of the major health financing schemes in % of CHE (2020): 27.69%

Cambodia. It is under the direction of the Ministry of Health Out-of-pocket expenditure as % of
(MOH). Its function is reduce financial barriers to health service CHE (2020): 60.60%

utilisation by the poor, and it covers about 2.5 million poor UHC Service Coverage Index score
Cambodians. Beneficiaries of the HEF can access treatment at all (2021): 58

public facilities. The HEF uses case-based payments to providers, Physician density per 1,000 people

according to the Guidelines For the Benefit Package and Provider (2014): 0.19
Payment of the Health Equity Fund for the Poor (2018). Provider

payment rates are set by the MOH. The HEF is co-funded by the

Cambodian government through taxation revenues and by overseas development partners.

NATIONAL SOCIAL SECURITY FUND: The National Social Security Fund (NSSF) implements a Social
Health Insurance (SHI) programme which includes the civil servant scheme and the private sector
scheme. The SHI is designed to provide health insurance to Cambodian citizens in the formal sector.
In 2020, SHI covered about 1.4 million formal private sector workers and 416,000 civil servants,
public pensioners, and veterans. The SHI is financed by employer contributions and uses a mix of
case-based and fee-for-service payments to providers.
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The Primary Healthcare System in Cambodia

The primary healthcare system in Cambodia is organised into Operational Districts (OD).Each OD
contains health centres, referral hospitals and health posts, which serve remote areas. This structure
is outlined in Cambodia’s Health Coverage Plan, which was adopted by the Ministry of Health (MOH)
in 1995. Health Centres form the foundation of Cambodia’s primary healthcare system and act as
gatekeepers to secondary and tertiary care. There is a large and growing private medical sector in
Cambodia, and private providers are currently delivering a major proportion of primary health care,
with Cambodia’s Strategic Health Plan 2016-2020 reporting a 1:8 ratio of public to private healthcare
providers across Cambodia. Typically, private clinics and practitioners deal with curative health
services, while preventative care, such as tuberculosis control and immunisations, are under the
public sector.

The Cambodian government has been making efforts to expand primary healthcare access and
increase equity in health financing. The government has chosen to prioritise maternal, newborn and
child health services within primary health care through an increase in funding and the expansion of

social protection mechanisms However, many health centres in remote regions currently face
shortages of quality staff, restricting their provision of health services. The government has pushed
funding towards primary healthcare and social protection programmes such as the Health Equity
Fund, and as a result, utilisation rates at health centres and referral hospitals have increased. The
World Bank found that from 2015 to 2018, the number of outpatient visits per HEF beneficiary per
year increased by 40%.




Purchasing Functions in Cambodia’s Healthcare Schemes

% of Total CHE

Coverage

Purchaser(s)

Governance

For PHC:

Financial
Management

For PHC:

Benefits
Specification

For PHC:

Contracting
Arrangements

For PHC:

Provider
Payment

For PHC:

Performance
Monitoring

For PHC:

HEALTH EQUITY FUND

1.5% (2016)

2.8 million (16.7% of the total population)

*The HEF covers households enrolled into the IDPoor system, identifying poor households.

Ministry of Health, Royal Government of Cambodia

The national HEF program is managed by the MOH. It is technically and financially supported by
the Health Equity and Quality Improvement Program phase 2 (H-EQIP Il). Within the HEF system,
Health Financing Steering Committees (HFSC) play a significant role in governance at the district
and provincial levels. They review HEF utilisation reports, finance summaries and other
documentation to identify issues and look for solutions. The Health Equity Fund Operation
Manual (2016) is used as a framework for implementing HEFs.

At the local level, Health Centre Committees provide oversight of HEF implementation at primary
care clinics.

The Ministry of Economy of Finance provides the budget for the HEF. The Department of Budget
of Finance under the MOH oversees financial management capacity at all contracted health
facilities. The department produces quarterly and annual financial management reports on
disbursement rates of government and pooled donor funds for the HEF.

The above financial management aspects apply.

The benefit package is explicitly defined in MOH’s Guidelines for the Benefit Package and
Provider Payment of the Health Equity Fund for the Poor (2018). It covers the cost of user fees for
access to services at health centres and referral hospitals, and associated costs such as transport,
food and funeral expenses.

For primary healthcare, HEF provides eligible individuals with services such as consultations,
diagnosis and treatment of common illnesses.

In the past, the HEF was managed by NGOs in Cambodia and contracts were set between
participating health facilities and the NGOs themselves. As the HEF has scaled up and is now
managed by the MOH, it automatically covers all public health facilities (including hospitals and
health centres).

The above contracting arrangements aspects apply.

The HEF uses primarily case-based provider payment. Payments are transferred directly from the
MOH to providers so that poor individuals do not have to pay fees out-of-pocket. Payment rates
are somewhat performance-based, as they are subject to change based on quality-of-care scores
determined quarterly for hospitals and semi-annually for health centres. The NPCA verifies and
approves all claims before payments are made by the MOH. While there are plans to strengthen
the NPCA’s purchasing functions, there is currently no purchaser-provider split as the NPCA does
not make payments directly.

The above provider payment aspects apply.

The HEF system has an independent monitoring process to verify that services are correctly
delivered and accurately reported by health facilities. H-EQIP Il involves an updated National
Quality Engagement Monitoring (NQEM-II) Process and Tools, Intended to improve quality
monitoring through indicator lists and accreditation standards for facilities. Ex-ante assessments
are carried out by assessor teams from different provinces and ex-post assessments are carried
out by PCA staff, both on a semi-annual basis. Provincial health departments also have rosters of
technical experts to support health facilities in achieving quality standards. Performance-based
Service Delivery Grants (SDGs) are disbursed semi-annually according to facilities’ quality
enhancement scores, as measured through the NQEM process.

The above performance monitoring aspects apply.

15




Purchasing Functions Cambodia’s Healthcare Schemes

% of Total CHE

Coverage

Purchaser(s)

Governance

For PHC:

Financial
Management

For PHC:

Benefits
Specification

For PHC:

Contracting
Arrangements

For PHC:

Provider
Payment

For PHC:

Performance
Monitoring

For PHC:

SOCIAL HEALTH INSURANCE — NATIONAL SOCIAL SECURITY FUND

2.21% (2020)

1.8 million (10.8% of the total population)

*The NSSF covers all formal sector employees, including civil servants and the private sector.

National Social Security Fund

The NSSF as a whole is governed by a tripartite Board of Directors composed of representatives
from employers, employees and the government (Ministry of Economy and Finance, Ministry of
Health, Ministry of Labour and Vocational Training). This board deals with major decisions
concerning NSSF operations. The Social Security Law (2002) and the 2019 Law on Social Security
Schemes provide a legal framework for the operation of the NSSF and its SHI.

The use of SHI for primary healthcare is overseen by the NSSF.

The NSSF prepares a budget that outlines its expected expenses and income for the year. Once it
is approved by the Ministry of Economy and Finance, the NSSF adheres to this budget and
monitors its financial performance throughout the year to submit to the MOEF. A department
under the NSSF is responsible for budget allocation, reporting finances and auditing processes
specifically for SHI.

The above financial management aspects apply.

The NSSF’s social protection scheme includes medical benefits and income replacement benefits
during absences from work due to illness or maternity. The medical benefit package is defined in
Prakas 109 on Health Care Benefit (2016) and updated in Prakas No. 184 (2018). It includes
curative services (rehabilitation, treatment), essential medicines, and some primary care services.

The SHI benefit package provides coverage for outpatient services (medications, diagnostic tests,
consultations), preventative services (vaccinations, screening for common illnesses), maternal
and child health services, emergency services, and referral services.

The NSSF signs annual contracts with healthcare providers based on a standard template outlined
in the Prakas on Health Provider Payment Methods from the MLVT (2017). All public facilities
must have a contractual arrangement with the NSSF. Health facilities under contract must
comply with the following conditions: health facilities must be licensed by the MOH; materials
and equipment used in the hospital must comply with all regulations set by the MOH; health
facilities must have appropriate qualification and number of medical staff; health facilities must
accept the provision of an NSSF agent or a service centre.

Contracting terms and provisions are laid out in the joint MOH-MLVT prakas, which allows the
NSSF to make individual contracts with health facilities according to the approval of a governing
body within the NSSF. All public facilities are required to have a contract with the NSSF.

The NSSF uses case-based and fee-for-service provider payment mechanisms. The NSSF has
established a 15-member Provider Payment Mechanism Committee to agree on proposed
provider payment rates.

Capitation is the main provider payment mechanism for services included as health insurance
benefits at the primary care level.

A quality assurance program was established by the Prakas on Health Provider Payment Methods
(2010). In accordance with sub-decree No. 01 on the Establishment of the Social Security Scheme
(2016), the service quality of health facilities will be inspected and monitored by the Medical
Committee of NSSF. The composition and roles of the Medical Committee of NSSF is regulated
jointly by the Minister of Ministry of Labour and Vocational Training and the Minister of MOH
with the proposal of the NSSF governing body.

The NSSF implements a standard quality assurance programme for all health care providers,
including primary health care providers.
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Recent Progress in Strategic Purchasing

o Cambodia has taken initiatives towards health system strengthening and strategic
purchasing. The most recent Health Strategic Plan, HSP3, set Health Development Goals for
2016-2020. Its priority areas were maternal and child health, communicable diseases and
non-communicable diseases. It covered key action items for strategic purchasing, including
strengthening health system governance, improving health information systems and
developing health infrastructure. The MOH has drafted another Health Strategic Plan (HSP4
2021-2030) providing a framework for the next ten years. The purpose of these plans is to
move towards UHC by addressing weaknesses in the health system.

o The Health Information Master Plan 2016-2020 was developed to strengthen Cambodia’s
health information systems in harmony with other health sector plans, particularly the
Health Strategic Plan 2016-2020. The Department of Planning and Health Information is
expected to ensure that all health sector players follow the Master Plan. Strategic
interventions outlined for the period 2016-2020 included developing and using data kits and
data quality assurance tools, improving the coverage of Health Management Information
System reporting and implementing standards and data sharing arrangements.

o The MOH has successfully laid out an accreditation roadmap for healthcare providers,
following its Master Plan for Quality Improvement in Health (2010-2015) and Health Facility
Accreditation System (2015). A set of 365 Cambodian hospital accreditation standards was
developed and approved by the Quality Improvement Working Group of the MOH. The
Cambodian healthcare quality monitoring system for public providers was strengthened at
the same time, considering structure, process and outcome indicators.

o The National Payment Certification Agency (NPCA, previously PCA) was established in 2017
through the Cambodia Health Equity and Quality Improvement Project (H-EQIP), a donor-
and government-funded partnership providing technical support to the Cambodian
government to improve health coverage. The NPCA is intended to gradually become an
independent purchasing verification agency. It already carries out some strategic purchasing
functions by verifying HEF benefits and monitoring the quality of health centres, hospitals
and health administrations at the provincial and district level. The role of the NPCA was
further defined and strengthened in the July 2023 “Sub-Decree on Transformation of Health
Payment Certification Agency to National Payment Certification Agency”.

o The NPCA has also taken over the Cambodian Patient Management Registration System
(PMRS) — Cambodia’s early electronic medical record (EMR) — to monitor the HEF and
other health system data, aiming to take an expanded role in strategic purchasing. The PMRS
is used by public health facilities to manage individual patient data by creating a system of
unique patient identifiers. It collects data on patient details, service utilisation and service
fee and allows for aggregate reporting of financial data by facilities.

o Service delivery grants (SDGs) have been implemented as part of H-EQIP since 2017 and
include elements of performance-based financing. Co-funded by the Cambodian
government and development partners, these grants are given to all public facilities based
on assessments of financial management, infection control, hygiene, waste disposal, client
satisfaction and HEF management. Facilities have already shown improvement across
various indicators measured.
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KEY HIGHLIGHT: PRO-POOR SOCIAL HEALTH PROTECTION

In its progress toward Universal Health Coverage, Cambodia has taken a distinctive
path by expanding its coverage primarily for the poor rather than prioritising civil
servants and private sector employees. The Health Equity Fund (HEF), Cambodia’s
largest social health protection scheme, is a pro-poor insurance scheme which covers
about 2.8 million individuals (16.7% of the total population). The HEF reimburses
public health facilities for the user fee exemptions they provide to the poor for health
services. The HEF has eased the burden of out-of-pocket expenditure and increase
health service utilisation, especially for poorer households using public providers.

One key component to the success of the HEF is Cambodia’s Identification of Poor
Households Programme (IDPoor) System, which was launched in 2007 as a way of
identifying and confirming poor households. The identification of poor households is
led by Commune/Sengkat Working Group members. Villagers are made aware of the
IDPoor system; lists of poor households in a village are reviewed and compiled each
year, and new households wishing to register in IDPoor do so by submitting a request
for interview to the Working Group, village chief or via the IDPoor app. When
households are enrolled into the IDPoor system, they receive an equity card granting
them access to social protection schemes, including free healthcare in public facilities
covered by HEF.

IDPoor has become an invaluable tool in Cambodia’s journey towards UHC. Using
IDPoor data, HEF has been able to target its support to poorer households. The poor
are vulnerable to rising user fees and catastrophic out-of-pocket expenditures at
health facilities, and those living in rural areas even more so. While Cambodia still has
work to do in improving the reach of its HEF protection scheme, its pro-poor

programmes can be an example for other lower-middle income countries.




Challenges for Strategic Purchasing

o Thereis a lack of health insurance coverage for the “missing middle” in Cambodia —
specifically non-formal workers who are not identified as poor households by the IDPoor
programme, and are therefore ineligible for both the HEF and NSSF schemes. Currently, 54%
of the population has no legal basis for health insurance coverage. This limits the financial
protection and purchasing capacity of the schemes, as they cover relatively small segments
of the population and do not represent a majority of health expenditure. Risk-pooling
among providers is insufficient, and patients bear most of the risk where there are limited
funds. Indeed, out-of-pocket (OOP) expenditure remains high despite the expansion of social
health insurance schemes; in 2020, Cambodia’s OOP expenditure on health was at 60%.

o Cambodia’s Information and Technology infrastructure ranks low (155th out of 190) when
compared to other countries, despite efforts to integrate IT systems into the health sector.
Health outcomes between urban and rural populations remain unequal, and many remote
health centres do not have access to IT systems due to lack of access to electricity and
Internet connectivity.

o Cambodia faces low human capital and poorly trained professionals. Greater governance of
human resources for health is foundational for strategic purchasing, which seeks to respond
to patient needs. The MOH is becoming concerned with improving patient care through the
regulation of training activities rather than simply the provision of professional training.

o Even among HEF-eligible Cambodians, there is low enrolment in and low utilisation of the
scheme. This may be due to poor public awareness of scheme eligibility and low satisfaction
with public healthcare facilities. While the HEF contracts only with public facilities, as many
as 86% of HEF patients still seek care in the private sector as it is perceived to be superior to
public facilities. This limits the financial protection capabilities of the HEF and retains high
out-of-pocket spending among poor Cambodians.
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Opportunities to Improve Strategic Purchasing

1. Cambodia could consider expanding the coverage of its HEF and NSSF schemes to catch the
“missing middle” of the population.

For the HEF, this may involve extending coverage to the near-poor. The NSSF could be
expanded to include dependents of formal sector workers and specific groups of informal
workers. Challenges may arise with the expansion of both schemes — namely a need to
collect employee contributions for the NSSF, beyond current employer contributions, and a
need to ensure the financial sustainability of the HEF. These challenges should be considered
in advance and a health financing strategy should be prepared as enrolment in the
respective schemes increases.

2. The quality of public health facilities should be improved to meet greater social security
enrolment and increased utilisation.

While there has historically been low satisfaction with public healthcare facilities, new
quality and accreditation standards have been laid out. Public facilities should be supported
in achieving these quality goals — for example, ensuring sufficient cleanliness, essential
medicine availability and staff training. This might help to increase utilisation of the HEF
scheme and prevent patients bypassing to the private sector. Existing performance-linked
financing activities, such as H-EQIP’s performance-based SDG, can be further expanded as
quality standards are fully implemented.

3. Cambodia could gradually integrate, or at least harmonise, the HEF and NSSF schemes

Doing so would provide more equitable coverage and increase the purchasing power of the
national health insurer(s). Special attention could be paid to benefit package design and
claims processing (currently managed under two different systems, creating duplicate work).

Opportunities to Improve Strategic Purchasing for Primary Care

1. Cambodia could consider expanding programmes to incentivise care-seeking at the
primary level.

Some programmes incentivising primary care already exist, such as the government
midwifery incentive scheme and the HEF’s transportation allowance eligibility. While there
are no strict referral systems to ensure gatekeeping, other similar incentives could be
designed to encourage the population to seek care at primary health centres.

2. Cambodia could invest further in access to medicines and trained staff in primary care.
Specifically, the MOH may wish to monitor the availability of items from the National
Essential Drug List at local health centres — currently only 15 items from the list are
monitored for stock-out — and build up a stronger supply chain for pharmaceuticals to

reach all levels of the health system.
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Indonesia

Health Financing Schemes in Indonesia

Indonesia is an upper-middle income country with a population
of 275.50 million — the most populous in Southeast Asia and the
fourth-most populous in the world. Its large population and
archipelagic geographic features have historically made it
challenging to implement integrated health financing schemes.

Prior to 2014, various fragmented and largely ineffective social
health protection schemes existed. Since 2014, Indonesia has
centralised these into a single-payer health insurance system.
This system, known as Jaminan Kesehatan Nasional, is one of the
largest single payer systems in the world and has made

significant improvements to Indonesia’s health system efficiency.

JAMINAN KESEHATAN NASIONAL: Since 2014, Indonesia
operates a single-payer national health insurance fund called
Jaminan Kesehatan Nasional (JKN). JKN covers 92.8% of the
population, or as 257.40 million persons, and offers generous
healthcare benefits. It is managed by the National Social Security
Agency for Health (BPJS Kesehatan, or BPJSK), the government
agency whose task is to operate JKN. JKN is regulated by
stakeholders like the Ministry of Health and supervised by the
National Social Security Agency.

Financing for JKN originates from different sources, with the
majority coming from mandatory contributions and government
revenues. Government revenues are targeted towards subsidies

Population (2022): 275.50 million
GPD per capita (2022): US$4,788

Poverty headcount at national
poverty line (2022): 9.5%

Life expectancy (2021): 68 years

Infant mortality rate per 1,00 live
births (2021): 18.9

DALYs per 100,000 (2019): 33,996

Current health expenditure as % of
GPD (2020): 3.41%

Domestic government expenditure as
% of CHE (2020): 55.05%

Out-of-pocket expenditure as % of
CHE (2020): 32.5%

UHC Service Coverage Index score
(2021): 55

Physician density per 1,000 people
(2020): 0.62

for informal workers and the poor. Mandatory contributions are cut directly from employee salaries.
All funds are collected and pooled into a single source account called the Dana Jaminan Sosial (DJS).
After this pooling, BPJS is tasked with purchasing services from contracted providers.

SUPPLY-SIDE FINANCING: The supply side financing scheme is a typical top-down financing from the
central government to regional governments. It is funded from tax and general government
revenues and follows annual public cycles of budgeting and disbursement, whereby the central
government channels health funds to the Ministry of Health and Ministry of Home Affairs. The fund
is segregated into different channels: 1) the special allocation fund (Dana Alokasi Khusus), funding
public health activities and infrastructure; 2) the general allocation fund (Dana Alokasi Umum),
funding the acceleration of decentralised services and the improvement of capital and infrastructure
(with a component earmarked fund for health — the Dana Alokasi Umum Kesehatan); 3) the
deconcentration fund (Dana Dekonsentrasi, or block grant) funding public health delivery services.
This last fund is channelled from the central government to provincial government and allocated
directly for public healthcare providers, such as primary health centres.
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The Primary Healthcare System in Indonesia

Primary Health Care (PHC) has been a priority in Indonesia since the 1980s. At the time, the
government launched the Village-Based Health Services (Posyandu) and Primary Health Center
(Puskesmas) programs, which provided essential health services and education to mothers and
children under five. This program was a successful example of community-based healthcare and
significantly improved health outcomes. Following this success, Indonesia has been improving the
infrastructure development of Puskesmas and Posyandu over decades by building more community
health centres and upgrading existing facilities to meet national standards.

Currently, primary healthcare in Indonesia is more accessible than ever before. The country has
approximately 10,500 community health centres (Puskesmas) across the archipelago, providing
primary healthcare services to millions of people. The infant mortality rate has decreased from 34
deaths per 1,000 live births in 2000 to 19 deaths per 1,000 live births in 2017. Similarly, the maternal
mortality rate has decreased from 390 deaths per 100,000 live births in 1995 to 126 deaths per
100,000 live births in 2015. The JKN has played a critical role in improving access to healthcare
services, with more than 220 million Indonesians covered by the scheme as of 2021. Additionally,
the government has increased investment in digital health technologies, such as telemedicine and
health information systems, to improve the efficiency and effectiveness of primary healthcare
services.
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Purchasing Functions in Indonesia’s Health Financing Schemes

% of Total CHE

Coverage

Purchaser(s)

Governance

For PHC:
Financial

Management

For PHC:

Benefits
Specification

For PHC:

Contracting
Arrangements

Provider
Payment

For PHC:

Performance
Monitoring

For PHC:

JAMINAN KESEHATAN NASIONAL (JKN)

23.1% (2019)

257.40 million (92.8% of the total population)

*JKN enrolment is open to all citizens and the vast majority of foreigners residing in Indonesia.

BPJS Kesehatan (BPJSK)

BPJSK acts as single purchaser and reports to the President of Indonesia, while being supervised
by the National Social Security Agency. The Ministry of Health sets the tariffs, regulation and
benefit packages. The National Social Security Board (DJSN, or Dewan Jaminan Sosial Nasional)
creates policies and oversees the national social security system.

Primary healthcare is fully covered by BPJSK. Facilities report to MOH for quality of care purposes.

BPJSK collects data from multiple revenue sources, both public and private. The public revenues
come from mandatory contributions (or premium) as well as subsidies. The private contributions
come from out-of-pocket contributions from JKN users, as well as cost sharing for certain
services. The subsidies come from the MOH and are credited directly to the pooled fund.

Primary care services, either private or public, collect revenues from the public fund and the JKN
fund. Public primary care institutions are entitled to receive public health funds, channelled
through the deconcentration and physical funds from the central and regional government.

The benefit specification is conducted by the MOH. The MOH implements all benefit packages
through cost-effectiveness assessments. As JKN deals with individual health services, all benefits
are tailored to medical treatment and individual-level interventions, except for vaccination for
HPV (other mandatory vaccines fall under the preventive health population scheme).

The benefit specification for primary care under JKN includes non-communicable disease
screening as well as vaccinations (e.g., HPV).

BPJSK conducts credentialing for providers based on predetermined indicators, covering supply-
side and process readiness. MOH also conducts regular quality reviews of care in the form of
accreditation for facilities contracted under JKN, both public and private.

Contracting agreements for primary care take place similarly between public and private
facilities. Once credentialing is completed and enrolment into JKN is confirmed — both for
Puskesmas or private clinics — primary care facilities must undergo accreditation.

Provider payment follows capitation, case-mix payments and retrospective claims. Performance-
based capitation is used for primary care, alongside retrospective line-item payments for certain
services. Case-mix payments are given retrospectively in a bundled system per each diagnosis,
particularly to referral care providers. Claim payments, also retrospective, are made to special
facilities for each delivery of a specific service (e.g, maternity clinics for each normal delivery).

Capitation payments are made to accredited primary care providers monthly according to the
number of registered users under each establishment. The value of capitation payments is
subject to certain indicators being obtained each month (performance-based capitation).
Retrospective line-item payment are accepted for maternal care services (e.g. normal childbirth).

JKN implements performance monitoring and links it to provider payment. Monitoring is
generally conducted on cost and quality indicators by the Cost and Quality Control (TKMTB)
committee. In primary care, performance-based capitation is applied to incentivise providers to
increase their standards of care. At a system level, the aggregate progress of JKN is supervised
and controlled by the DJSN. An accreditation committee (KARS) as well as Hospital Supervision
Board (BPRS) carries out quality assurance. KARS regularly conducts accreditation and re-
accreditation for hospitals based on quality standards.

Performance-based capitation requires primary care providers to meet monthly targets for full
disbursement relating to 1) contact rate, 2) managed chronic care patient ratio and 3) ratio of
non-specialist referrals. A performance monitoring platform, SATUSEHAT, is also being developed
to connect all health information systems for users and providers within one digital application.
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Purchasing Functions in Indonesia’s Health Financing Schemes

% of Total CHE

Coverage

Purchaser(s)

Governance

For PHC:

Financial
Management

Benefits
Specification

For PHC:

Contracting
Arrangements

For PHC:

Provider
Payment

For PHC:

Performance
Monitoring

SUPPLY SIDE SCHEME

29% (2019)

275,500,000 individuals (100% of the total population)

*The supply-side scheme focuses on health promotion & prevention and therefore covers the entire resident population.

Ministry of Health, regional governments

The supply-side financing scheme follows the annual public budget cycle. As Indonesia practises
decentralisation, fiscal transfers are conducted from the central government to regional
governments (provincial and municipality/district) which then allocate their internal funds. The
Ministry of Finance (MOF) transfers a dedicated budget to the Ministry of Health and disburses it
through different channels.

The above governance aspects apply.

The financial management of fiscal transfers for health is conducted by the MOF. These are based
on the medium-term development plan (Renstra) prepared by the MOH, Parliament and other
stakeholders such as the Ministry of Development and Planning. Once the annual budget is
agreed upon, the MOH divides it into central and regional funds for health. The health allocation
fund is disbursed to provincial health offices, while block grants are transferred directly to the
district office and primary care system.

Funds for primary care are disbursed through the MOH or through fiscal transfers to regional
governments. Their use is based on channelling: the special allocation fund and physical
allocation fund are used for infrastructure improvement and procurement; the deconcentration
fund and non-physical allocation fund are used for public health activities.

The supply-side scheme is directed toward public health activities. These are conducted within
public health centres (Puskesmas and Posyandu) or regional health offices.

The supply-side scheme finances primary care activities including training, health promotion and
population-based screening and prevention (e.g., mandatory vaccination). Benefits include
activities conducted within Puskesmas public health centres (e.g. chronic disease management)
or outside the centres (e.g. home or school visit). Some activities are also conducted within
community centres (Posyandu), such as nutrition management programmes.

All public health providers are included in the government’s supply-side financing scheme. There
are no contracting arrangements with private providers or practices.

As all health facilities are managed directly by the government, all public primary care facilities
are included in the government’s supply-side financing scheme.

Public Financial Management processes are followed. Providers are not paid based on specific
services but receive funding allocated towards population-based public health interventions.

Payments to primary health centres are based on their operating budget, as set by provincial
health office planning. District health offices and Puskesmas create annual “plannings of activity
fund” (Rencana Kegiatan Anggaran), collated at the provincial level and submitted before the
annual budget cycle. Provincial health offices receive fund transfers from the central government
accordingly and disburse these to providers. From 2022, the MOH has assigned special incentives
for PHC public health programmes known as the Insensitif Upaya Kesehatan Masyarakat.

Performance monitoring is conducted solely by the MOH for public providers who receive
government funding. This focuses on key priority areas such as HIV/AIDS, TB and stunting.

Performance monitoring for public health activities is based on the vertical division of
programmes. Different monitoring systems are used for priority programmes (e.g. HIV/AIDS and
Tuberculosis), since different information systems are deployed for the relevant vertical
programme. The MOF often monitors the effectiveness of budget spending across different
government programs, even though this is not specifically institutionalised for the health budget.
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Recent Progress in Strategic Purchasing

Indonesia has made great progress toward strategic purchasing in recent years. Ever since the
founding of the JKN in 2014, Indonesia has established a more integrated primary care system while
linking financing decisions to outcomes (performance-based financing). Moreover, Indonesia has
also started piloting strategic purchasing in certain target areas to improve access to care.

o Performance-based financing has been introduced in Indonesia. The birth of single-payer
insurance in Indonesia has allowed innovative payment systems to emerge. Aside from the
main payment systems within JKN — capitation and case-mix payment — Indonesia has
successfully piloted global budget approaches and implemented performance-based
capitation as part of its national payment system for care providers.

o Indonesia has piloted strategic purchasing for tuberculosis and maternal care as priority
target areas. The clear design of funding flows and channels, as well as incentives for
providers for specific services, are currently being developed by the MOH.

KEY HIGHLIGHT: ESTABLISHING A NATIONAL HEALTH INSURANCE

Indonesia has been pursuing UHC to ensure equal access to healthcare. Since 2014, all
public health insurance was merged into a single-payer national health insurance
scheme, JKN. This was marked by the birth of Bylaw 40/2004 of the National Social
Security System. Subsequently, an implementing agency — BPJSK — was appointed to
manage the social health security fund and pay contracted healthcare providers under
Bylaw 24/2011 on the Social Security Agency for Health.

The arrangement of Indonesia’s health financing scheme has allowed the channelling
of resources for both health services (funded by JKN) and public health programs
(funded by the public budget). Alongside it, Indonesia also reformed its PHC system to
allow the equal distribution of access to primary care and community health centres
(Posyandu). Despite the progress, gaps have been identified, such as ensuring
monitoring practices and the sustainability of the health system.

Strategic purchasing is an important tool to alleviate health financing problems,
particularly in the JKN. This has been highlighted in Indonesia’s implementation of
innovative healthcare payment systems, such as performance-based capitation.
Progress has also been made in piloting strategic purchasing, with several areas
identified for target interventions — particularly for vertical programs such as
maternal health and tuberculosis.

25




Challenges for Strategic Purchasing

O

BPJSK is limited in its role as sole purchaser. Currently, the role of BPJSK as sole purchaser is
limited. For example, BPJSK is given the mandate to operate under certain service delivery
and quality standards but does not have the power to change or set its own quality
standards. Moreover, BPJSK does not have the flexibility to choose effective payment
systems, but must instead implement payment systems agreed upon by associations and
regulators (i.e., MOH).

Indonesia has limited cost and quality control mechanisms. Directly linked with the limited
role of BPJS as the sole purchaser, the limited cost and quality control for healthcare
utilisation might be a setback for implementing strategic purchasing. The heightened
demand for healthcare due to the existence of JKN — accelerated by COVID-19 — led to
over-utilisation of services. Since there is no cap in the benefits package (e.g., with cost-
sharing and/or utilisation controls), the quality of care may be compromised as users over-
utilize services.

There is a lack of adequate incentives for primary care providers, leading to the over-
utilisation of specialist services. Since primary care practitioners are not incentivised,
financially or otherwise, there are limited gatekeeping functions in the primary care system.
This leads to a high number of referrals, either vertical or specialist. In the long term, this
adds to the cost of healthcare.

There is limited knowledge of and capacity for strategic purchasing among health system
stakeholders. Health system practitioners, academics and policymakers need to not only
understand the concept but also the application of strategic purchasing in the health system.
Currently, there is limited evidence around strategic purchasing and its potential in global

literature and in Indonesia specifically.




Opportunities to Improve Strategic Purchasing

1. Indonesia could gradually build a strategic role for BPJSK to improve efficiency.

As BPJSK becomes the single operator of the national health insurance, it should be given
the authority to implement efficient policy options without sacrificing the quality of care.
Quality standards, alternative payment system choices and evidence-based allocation of
resources should gradually be placed under the jurisdiction of BPJSK. Healthcare regulators
such as MOH should conduct regular monitoring of the health system to keep BPJSK
accountable in the process. Moreover, over, BPJSK should be given a greater role to leverage
the private sector. Especially for curative care, BPJSK should be able to set clear roles for and
be inclusive of private providers, so that access to care for the population can be improved.
Moreover, by taking a more strategic role, BPJSK could search for alternative financing
beyond domestic or public sources (e.g., private sector or non-domestic source) to sustain
its operation. Moreover, BPJSK should be given a greater role to leverage the private sector.
Especially for curative care, BPJSK should be able to set clear roles for and be inclusive of
private providers, so that access to care for the population can be improved. Moreover, by
taking a more strategic role, BPJSK could search for alternative financing beyond domestic or
public sources (e.g., private sector or non-domestic source) to sustain its operation.

2. Indonesia could use data to enforce cost and quality controls for services to avoid wastage
and improve outcomes.

Currently, the quality and control team (Tim Kendali Mutu Kendali Biaya/TKMKB) is only
authorised to monitor cost and quality, but with little support from MOH and other
stakeholders and not in an institutionalised manner. The institutionalisation of cost and
quality will increase the accountability of the implementer (BPJSK) and limit any conflicts of
interest between the current TKMBKB and BPJSK. This is important as currently, TKMKB is
composed of stakeholders (academia, professionals and experts) operating under BPJSK,
which is prone to having conflict of interest. Moreover, BPJSK should operate quality control
beyond credentialing (the initial quality check before contracting providers). Having its own
quality of care matrix and assurance system would allow BPJSK to monitor care
independently, and without compromising quality between public and private sector
providers.

3. JKN could carefully select and monitor provider payment systems that reward efficiency.

Currently, JKN implements case-mix based group (CBG) payment, which allows hospitals to
be paid for a sum per diagnosis treated. CBG incentivises cost-control, as fixed payments are
set. However, this scheme incentivises providers to accept patients needing low-cost
treatments and to refer or reject those of high-cost. There are also multiple occasions where
CBG payment systems introduce fraud, such as upcoding (hospital submitting diagnoses with
higher claims to receive more payment). A combination of proper monitoring of the
payment system, as well as an introduction of new payment systems that reward efficiency,
can be implemented to tackle this issue. Global budget payments for hospitals, for example,
could manage volume and cost based on set prospective payments.
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Opportunities to Improve Strategic Purchasing for Primary Care

1. Indonesia could design benefit packages that prioritise a population and preventive health
approach.

The current system does not fully incentivise public health interventions. The benefit
package is designed based on primary care diagnoses (total of 144 diagnoses) and leaves out
other essential public health functions, such as screening and vaccinations. Vaccination and
screenings have a high return of investment (ROI). Currently, public health programmes such
as vaccinations are under the MOH budget rather than JKN as they target population health;
however, funding for these is limited and only mandatory vaccinations are covered. Adding
vaccinations and similar services to the JKN’s benefit package could better prioritise public
health and allow the better management of diseases which cannot be eradicated through
treatment alone. Active case finding in tuberculosis, for example, would benefit the
community once inserted in the benefit package.

2. Indonesia could consider introducing payment systems that incentivise appropriate
primary care provider behaviour, thus improving outcomes and reducing cost.

The current payment system potentially punishes primary care providers rather than
rewarding them for improvement. For example, JKN currently implements performance-
based capitation based on selected indicators that encourages better performance.
However, the implementation tends toward disincentivising, since the system punishes
providers if target indicators are not met. This may encourage the manipulation of indicator
data in order to meet capitation income targets and to avoid punishment or payment cuts.
On the other hand, at times when target indicators are already met within a month, this may
discourage providers from performing further. Incentive systems which motivate better
primary care performance and public health programmes are warranted. A payment system
should be implemented to allow for extra incentives as metrics of success for interventions
are achieved — both for clinical care and public health initiatives. For example, for
Tuberculosis, the allocation of incentives for successful Active Case Finding (ACF) should be
set.

3. Indonesia could invest in capacity building for strategic purchasing in primary healthcare.

Primary care providers are often limited in capacity and understaffed. This could be
improved by introducing an understanding of strategic purchasing principles — for example,
how to manage different information and reporting systems and how to optimise limited
resources amidst the abundant responsibilities of primary care. Building strategic purchasing
capacity for primary care implementers would enhance the potential of primary care
settings. For example, clinic managers could increase uptake if they knew how to efficiently
allocate funds for public health activities. Moreover, within each centre, incentives could be
designed to compensate allied health workers (e.g., community healthcare workers) to
accelerate public health or out-of-building activities.
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Lao PDR

Health Financing Schemes in Lao PDR

Lao PDRis a landlocked lower-middle income country. Despite
limited resources, it has made great progress toward
implementing better digital health infrastructure and merging
its social health protection schemes into one. Thanks to the
National Health Insurance scheme, social health protection
coverage increased from 10% to 94.5% in under 10 years.

However, Lao remains lagging in terms of health outcomes
globally due to low accessibility and quality of services. Its
mountainous terrain and poor supply-side readiness, among
other factors, pose challenges to further strengthening Lao
PDR’s health system and implementing strategic purchasing.

The main health financing schemes in Lao PDR are:

NATIONAL HEALTH INSURANCE: The National Health Insurance
(NHI) scheme was introduced in 2016 as a universal health
protection scheme. In 2019, the NHI successfully merged Lao’s
separate health protection schemes: the NSSF for the formal
sector, and the Health Equity Fund (HEF) and Community Based
Health Insurance (CBHI) for the poor and informal workers. The
NHI relies primarily on tax-based financing with low co-
payments and exemptions for specific groups. It is
supplemented by mandatory contributions from the formal
sector; these are channelled through the National Social

Security Fund (NSSF-SASS for civil servants and NSSF-SSO for the

Population (2022): 7.53 million
GPD per capita (2022): US$2,088

Poverty headcount at national
poverty line (2019): 18.3%

Life expectancy (2021): 68 years

Infant mortality rate per 1,00 live
births (2021): 34.2

DALYs per 100,000 (2019): 26,886

Current health expenditure as % of
GPD (2020): 2.69%

Domestic government expenditure as
% of CHE (2020): 42.85%

Out-of-pocket expenditure as % of
CHE (2020): 41.76%

UHC Service Coverage Index score
(2021): 52

Physician density per 1,000 people
(2020): 0.35

private sector). Health contributions to the NSSF are split between employers and employees. The

NSSF transfers 1.25% of its collected contributions to the NHIB.

GOVERNMENT BUDGET: Beyond contributing to NHI revenues, the government of Lao allocates
annual budgets to the health sector through the Ministry of Health. Government expenditure in Lao
made up 42.9% of health expenditure in 2020 (including NHI contributions and other MOH
spending). This was the first year that government expenditure overtook out-of-pocket payments.

The public health system in Lao is divided among three administrative levels (central, provincial, and

district) and four service provider levels (central, provincial, district, and health centre). Beyond

participating in the NHI scheme, these public facilities receive input-based financing via the MOH.

OTHER SCHEMES: Vientiane Capital is not yet included in the NHI. The CBHI (a voluntary scheme for
informal workers) still exists in the capital, covering approximately 3% of the population. Vertical

donor-funded programmes also contribute significantly to the health sector, focusing on nutrition,

infectious diseases and maternal & child health.
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The Primary Healthcare System in Lao PDR

Public healthcare services in Lao PDR are provided across three administrative levels: tertiary
(provincial and central hospitals, secondary (district hospitals) and primary (health centres). Primary
care is also available at private, military and police facilities. However, the private sector accounts
for under 10% of health spending in the country and is not included in nationally-funded
programmes such as the National Health Insurance. Services provided at primary health centres are
relatively comprehensive, and include outpatient and inpatient care with a co-payment of LAK5,000
for most citizens.

Free maternal and child health services have been provided since 2010, including primary as well as
inpatient care. This was significant in helping Lao PDR achieve improved maternal and child health
outcomes. These FMCH programmes have been merged into the consolidated NHI from 2016
onward.

The primary care system is Lao is challenged by supply-side limitations. These include an insufficient
and poorly-trained workforce; low availability of basic equipment and medicines; and delayed
reimbursement from the NHI to health centres. Since primary health centres and secondary district
hospitals especially suffer from resource limitations, patients may bypass primary care and directly
seek services at provincial or regional hospitals. This is made possible because, while referral
systems are technically in place in Lao, they are not effective due to the lack of gatekeeping
functions in primary care. Substantial investment from the government will be necessary to improve
quality and utilisation in primary care.
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Purchasing Functions in Lao PDR’s Health Financing Schemes

% of Total CHE

Coverage

Purchaser(s)
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For PHC:
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For PHC:

Benefits
Specification

For PHC:
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For PHC:

Provider
Payment

For PHC:

Performance
Monitoring

For PHC:

NATIONAL HEALTH INSURANCE

7.53% (2017 — NHI and NSSF schemes combined)

7.12 million (94.5% of the total population)

*The NHI covers the entire Lao PDR population with the exception of Vientiane capital.

National Health Insurance Bureau

The implementation of the NHI scheme is based on Decree 470/PM (2012). The scheme is
implemented by the Ministry of Health (MOH) and managed by the NHI Management Committee
and its Secretariat, the National Health Insurance Bureau (NHIB). The NHIB at the central level is a
department of the MOH and is responsible for all NHI management functions. While the Ministry
of Labour and Social Welfare (MLSW) historically ran the National Social Security Fund (NSSF)
schemes, these were integrated into the NHI in 2019 and are now managed by the NHIB.

The above governance aspects apply.

The NHIB is responsible for NHI financial management, including accounting and transfers to
Provincial and District Health Insurance Bureaus (P/DHIB). Decree 470/PM outlines the principle
of “[ensuring] the right, transparent and auditable manner concerning the transaction of the
NHIF.” However, financial management is challenging in practice due to manual record-keeping.

PHIB and DHIB receive funds from the national-level NHIB. Funds for primary care are jointly
managed by the NHIB nationally and P/DHIB for their respective jurisdictions.

The NHI covers formal sector employees and their families through NSSF enrolment, and
automatically covers the rest of the population. It includes a comprehensive benefit package
covering most public sector health services, with a low co-payment (LAK 5,000-30,000) at point of
care. The poor, expectant mothers, children under 5, monks, village heads and contributing NSSF
members are exempt from co-payments. The NHI benefit package is proposed by the NHI
Management Committee and stated in the Law on Health Insurance through a combination of
negative and positive definitions. There are differences in the benefits package for NSSF
members and other NHI beneficiaries, with the NSSF benefit package being less comprehensive.

The NHI benefit package covers comprehensive primary care services at public health centres.
There is a co-payment of LAK5,000 (inpatient and outpatient) except for exempted populations.

The NHI covers treatment at all public health facilities. These include local health centres and
district, provincial, central and specialised hospitals. One private hospital — Xaymangkorn
hospital in Udomxay — is contracted with NHIB and part of the NHI network.

All public primary care health centres are automatically contracted by the NHI.

NHI payment to service providers is in principle output-based, but performance-based formulas
are not yet developed. Capitation is used at health centres and for most outpatient services at
other facilities. Case-based payments are used for maternal and child health services and
inpatient services. Capitation payments are made in advance; case-based payments are released
80% upon receipt of a quarterly report from the facility and 20% after verification. The NHIB uses
a simple system based on ExcelView to make case-based payment calculations. Third-party
reimbursement does not apply for referrals to central hospitals; patients must pay out-of-pocket
and subsequently submit an NHI reimbursement claim.

Advance capitation payments are used to reimburse primary health centres.

The NHI has low facility monitoring capabilities due to manual record-keeping practices. At the
systems level, it collects data on utilisation and health outcomes and conducts an annual review
to inform the following year’s budget request, taking into account past spending and necessary
funds for future improvements. The Lao Expenditure and Consumption Survey has been used to
show improvements in health service accessibility and financial protection, but, this is conducted
at 5 year intervals and does not include data on quality or other relevant indicators.

Performance monitoring for individual primary care facilities is limited.
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Purchasing Functions in Lao PDR’s Health Financing Schemes
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For PHC:

GOVERNMENT BUDGET

42.85% (2020)

7.53 million (100% of the total population)

*The government budget focuses on health promotion & prevention and therefore covers the entire resident population.

Ministry of Finance, Ministry of Health

The Ministry of Finance (MOF) is responsible for all budget planning, including for health. The
Ministry of Planning and Investment (MOPI) is also involved in making capital investment
decisions and giving guidance on funding from external donors. The Ministry of Health (MOH) is
responsible for managing funds allocated to health, including the management or health services
and human resources. District and Provincial Health Offices (DHOs and PHOs) are involved in
budget planning: DHOs prepare budget plans through requests from health centres, and PHOs
consolidate these plans for submission to the MOH and MOF.

The above governance aspects apply.

The Sam-Sang decentralisation policy has made provincial governments responsible for fund
management at the provincial level. While a proposal has been submitted to prevent the
reallocation of health and education funds, this has not yet been translated into legislation.
Provincial governments have autonomy over health workforce planning, but the MOF restricts
their ability to shift their budgets to meet emerging needs (e.g. equipment repair).

DHOs and PHOs are allocated budgets to implement public health programmes. While lower-level
health centres should be consulted in budget planning, this is very limited in practice. Health
centres therefore have low autonomy in budget planning and (re)allocation.

The government budget is intended to implement public health programmes, to assist health
facilities in supply-side readiness and to complement resources generated through the NHI. While
facilities should have access to basic equipment and medicines, these are sometimes unavailable
to patients.

Primary care health centres receive government funding for human resources, amenities and
equipment and medicines. However, health centres often lack the basic medicines and
equipment necessary to treat patients.

MOF/MOH budgets for health are allocated to all levels of public facilities, including tertiary care
(provincial and central hospitals), secondary care (district hospitals) and primary care (health
centres).

The above contracting arrangement aspects apply.

Annual budget allocations are currently not based on clear formulas. Budgets are prepared based
on historic allocations or with no accounting mechanisms, and therefore vary considerably across
provinces.

The above provider payment aspects apply.

Each sector (including health) sets targets through five-year planning cycles. The National
Assembly monitors the implementation of these sector plans. The Health Sector Reform Strategy
2015-2025 has set explicit objectives for the health sector, and HSR committees are in place to
monitor the strategy’s progress. A recently-released 5 Goods and 1 Satisfaction policy outlines 5
indicators that all health facilities must meet. Nonetheless, no specific indicators to track
performance are given and performance monitoring capabilities remain limited.

All health facilities — including primary health centres — should meet Lao PDR’s 5 Goods and 1
Satisfaction requirements. However, performance monitoring is limited in practice.
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Recent Progress in Strategic Purchasing

O

The Law on Health Insurance was promulgated in 2018 as the legal framework underpinning
the NHI. In 2019, pre-existing formal sector (NSSF) schemes were merged into the NHI
following pilots in the Vientiane and Sekong provinces. This completed the successful
merging of all previous MOH and NSSF-operated social health protection schemes under the
NHI.

The National Health Insurance Strategy 2021-2025 was published as an update of the NHI
Strategy 2017-2021. This retains the general direction and aim of the NHI to provide
Universal Health Coverage, and calls for legislative changes to establish the NHIB as a semi-
autonomous body with a reserve fund for an increased purchaser-provider split.

Lao PDR is seeking to improve its public financial management across government and in the
health sector. In 2019, Lao initiated a Public Financial Management Strengthening Program
to improve the country’s budgeting, taxation, accounting, reporting, public procurement and
treasury practices. This programme is supported by partners including the Asian
Development Bank, European Union, International Monetary fund and others. Within the
health sector, an ADB-supported roadmap for financing health has been extended until
2030. This covers public financial management reforms as a collaboration between the MOH
and the Department of Finance (DOF).

Development partners are assisting Lao PDR to implement performance-based provider
payment initiatives. The Health and Nutrition Services Access project (HANSA), supported by
the World Bank and Global Fund among other partners, includes support for quality and
performance monitoring and DHIS-2 data entry. USAID is also providing assistance to Lao
PDR to expand its performance-based provider payment mechanisms. This includes
providing assistance on the design of incentives to providers and testing output-based
payment mechanisms.

Lao PDR issued a 5 Goods and 1 Satisfaction (5G1S) policy in 2016 to improve treatment &
diagnostic accuracy and increase patient satisfaction. The items include: 1) warm welcome,
2) cleanliness, 3) convenience, 4) accurate diagnosis, 5) good and quick treatment, alongside
patient satisfaction. This guidance marks a foundational effort toward quality improvement
but lacks specific indicators to track the intended areas of improvement.
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KEY HIGHLIGHT: INTEGRATING FRAGMENTED HEALTH FINANCING SCHEMES

Lao PDR has seen great success in merging its various fragmented health financing
schemes into a National Health Insurance. In 2012, Decree 470/PM was issued by the
Prime Minister to create a legal basis for a national social health insurance fund. It
also included provisions to establish an administrative body for this fund, now known
as the National Health Insurance Bureau under the MOH.

The NHI was initially implemented in 2016 by merging the voluntary Community-
Based Health Insurance (CBHI), the Health Equity Fund (HEF) for the poor and the Free
Maternal, Newborn and Child Health (FMNCH) scheme for mothers and children
under 5. In 2019, two formal sector schemes previously managed by the National
Social Security Fund — the NSSF-SASS for civil servants and NSFF-SSO for the private
sector — were successfully merged into the NHI.

This rapid progress raised social health protection coverage in Lao PDR from 10.5% in
2008 to 94.5% in 2018. Currently, only Vientiane capital is excluded from the NHI and
continues to operate smaller health protection schemes. Though coverage is high,
challenges remain in ensuring the adequate provision of benefits to reduce high out-
of-pocket payments. The merging of fragmented schemes will be an important
facilitator to expand national benefit packages.

Beyond successfully pooling internal resources, Lao PDR has focused on effectively
integrating donor aid — which accounts for 15.36% of CHE — after passing the
Vientiane Declaration on Aid Effectiveness in 2006. This aimed at the harmonisation
of donor- and government- funded plans. A health Sector-Wide Coordination (SWC)
mechanism provides a platform for the MOH and other stakeholders to effectively

plan for aid distribution across health programmes.




Challenges for Strategic Purchasing

O

Despite the NHI’s relatively comprehensive benefit packages, high population coverage and
low co-payments amount, its financial protection capacity remains limited. This is reflected
in the continued high rate of out-of-pocket (OOP) payments in Lao PDR, as high as 41.76% in
2020. While OOP expenditure is on a downward trend, it remains a high proportion of total
health expenditure. Indirect payments also remain a significant challenge at the facility level
despite the existence of the NHI benefit package, as facilities may not feel that they receive
sufficient NHI reimbursement.

The lack of supply-side readiness among healthcare facilities hinders the effectiveness of the
NHI in providing universal health coverage. Many facilities — especially local health centres
— lack basic amenities, equipment and medicines. Funding and training for human

resources are also limited and poses a further challenge to Lao PDR’s health system capacity.

Information systems are not sufficiently developed in the Lao PDR health system. The NHI, in
particular, lacks an interoperable information management system. Some facilities
(especially at the lower level) operate with only manual record-keeping. This prevents the
NHI from carrying out effective monitoring and evaluation. The verification of claims and
reimbursement to health facilities may also be set back. Moreover, data collected in the
DHIS-2 cannot be used to inform the NHIB’s purchasing decisions as there is no sufficient
financing and patient-level data available.

Lao PDR lacks gatekeeping mechanisms in primary care, and the system is geared
disproportionately toward central rather than local levels of care. This leads to patients
bypassing local health centres in favour of central and provincial hospitals. As a result, local
and provincial facilities remain under-utilised and a higher burden is placed on the
secondary and tertiary care system. Local health facilities are also at risk of not benefitting
from national reforms, as service delivery bottlenecks can lead to national-level reforms
having a limited impact at the local level. This is a particular challenge for poor, rural and
otherwise underserved population groups who will find it challenging to access higher-level
health facilities.
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Opportunities to Improve Strategic Purchasing

1.

Lao PDR could work to establish the NHIB as a semi-autonomous body with a reserve fund,
as outlined in the NHI strategy 2021-2025.

This would grant the NHIB more independence in decision-making and budgeting. A reserve
fund would act as a financial buffer, ensuring the continuity and sustainability of the NHIB in
spite of inflationary pressures. Proper accountability mechanisms should be developed
among the NHIB, MOH and other health system stakeholders on the occasion of an
increased purchaser-provider split.

Lao PDR could consider developing National Health Accounts (NHA) on an annual basis to
generate evidence and drive decision-making on public health spending.

NHA in Lao PDR have been previously prepared by the Health Financing Policy Division of the
Department of Finance, Ministry of Health (MoH). Increasing the regularity of these
accounts will provide updated data to identify areas with greater health needs and allocate
resources accordingly. This could be achieved with support from the WHO or other relevant
partners. Policymakers and bureaucrats should also be trained to make use of NHA data in
strategic purchasing decision-making.

The NHIB could focus on improving the timeliness of its reimbursements to health
facilities.

This could be achieved through improved Information Technology or medical claims
verification systems. Reducing delays in provider payments will help raise satisfaction among
participating facilities, decrease indirect payments at the facility level and increase financial
protection for NHI beneficiaries.

Information management systems could be improved for the NHI and across the health
system.

Data quality checks should be used on a more systematic basis, and facilities relying on
manual record-keeping should be identified and supported in transiting to IT systems
through improved infrastructure and staff training. Data collected across the health system
should follow interoperability best practices. To translate these information systems gains to
health system improvements, a culture of using data to guide evidence-driven policy-making
and health purchasing should be encouraged at the MOH level.
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Opportunities to Improve Strategic Purchasing in Primary Care

1. Supply-side readiness at the primary care level could be strengthened, with a particular
focus on access to basic equipment and essential medicines.

This will ensure that health needs of poor and remote communities are well-served and that
unnecessary referrals to district or central hospitals do not take place. Improving supply-side
readiness may also include investing in training for primary care providers (including doctors,
nurses, allied health and community health workers) on medical skills, IT skills and
gatekeeping practices.

2. Lao PDR could improve its gatekeeping systems to discourage bypassing of primary care
services among patients.

This could be achieved through NHI reforms, including strengthening referral systems and
providing performance-based incentives for primary care providers to engage in gatekeeping
practices. Broader initiatives could be considered at the community level, such as public
awareness campaigns to educate the population on the importance of primary care.

3. Lao PDR should invest in improving information systems in primary care.

Currently, national health reforms may not translate at the local health centre level due to
low information capacity and service delivery bottlenecks. Helping primary care facilities
collect better-quality, digital data can ensure that health sector improvements in Lao PDR
reach all levels of care. Primary care data can also assist in identifying the varying health
needs of provinces and villages, and planning for resource allocation according to these
needs.
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VETEVAE

Health Financing Schemes in Malaysia

Malaysia is an upper-middle income country situated on the
Malaysian archipelago and the island of Borneo. The Malaysian
health system is split between the private sector (1/3) and public
providers (2/3) who providing free or high-subsidised services at
point-of-care. In 2019, almost 35% of Malaysia’s total health
expenditure came from OOP payments.

Healthcare reforms have been in the making since 1985 to
reduce the strain on the health system and to sustain universal
healthcare coverage. While there is no national health financing
scheme to date, progress has been attempted to ensure equity
in healthcare service delivery for vulnerable populations.

The main health financing schemes in Malaysia are:

TAX-FUNDED SCHEME: Health financing in Malaysia has been
mainly funded from government revenues since independence,
providing highly-subsidised healthcare services for the general
population and legal residents at public healthcare facilities.
General government revenues come from direct taxation (60%)
and indirect taxation via the Goods & Services Tax (GST).

PEKA B40: PeKa B40 is a government initiative via the Ministry of
Health to meet the healthcare needs of Malaysian citizens in the
bottom 40% of household income (the B40 group). Citizens who
receive financial aid for households in the poverty range
(Sumbangan Tunai Rahmah) and their spouses are automatically

Population (2022): 33.58 million
GPD per capita (2022): US$11,972

Poverty headcount at national
poverty line (2019): 8.4%

Life expectancy (2021): 75 years

Infant mortality rate per 1,00 live
births (2021): 6.1

DALYs per 100,000 (2019): 26,886

Current health expenditure as % of
GPD (2020): 4.21%

Domestic government expenditure as
% of CHE (2020): 52.75%

Out-of-pocket expenditure as % of
CHE (2020): 35.89%

UHC Service Coverage Index score
(2021): 76

Physician density per 1,000 people
(2020): 2.29

eligible for this programme. No prior registration is required. PeKa B40 benefits include health

screenings at MOH or registered private GP clinics; the purchase of medical equipment required in

procedures/treatments not subsidised in MOH hospitals, capped at MYR 20,000; and financial

assistance and transportation reimbursements while undergoing cancer treatment. In 2021, this
scheme benefited 101,673 participants (14.9% of the B40 group) with services provided by 2589
private GPs, 897 MOH clinics, 181 private diagnostic labs and 145 MOH hospitals.

OTHER SCHEMES: Health protection schemes for specific subgroups and voluntary/employer health

insurance schemes are available in Malaysia. The largest of these is PERKESO (Social Security

Protection), a scheme for employees and their dependents (including the self-employed and foreign

domestic workers). Medical and recovery services include care at the PERKESO Rehabilitation

Centre, Return to Work services, panel clinics providing medical treatment for employment-related

injury for insured persons, Dialysis Centres and a Health Screening programme (SEHATI).
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The Primary Healthcare System in Malaysia

Malaysia has a strong primary healthcare (PHC) network that has been in place since independence
in 1957. The country has a two-tier healthcare system, with public and private services coexisting
without formal integration. The public sector is government-funded and provides almost free
primary care, while the private sector is fee-for-service. The public PHC network is operated and
managed by the Ministry of Health (MOH) and is designed to provide comprehensive and universal
access to basic healthcare services to all citizens. The majority of Malaysians (64.3%) use the public
sector, which includes a network of health clinics and community health centres staffed by
healthcare professionals offering a range of services.

The PHC system in Malaysia incorporates a community-based approach to healthcare delivery. This
includes community participation in health promotion and disease prevention programmes, as well
as outreach services to remote and underserved communities. Studies have shown that public
primary care services were better than private providers in serving primary care-sensitive conditions,
had better informational continuity and had a better skill-mix and inter- and intra- professional
relationships. Meanwhile, the private sector was stronger in the referral decision-making process,
specialist feedback and greater out-of-hours facilities access.

The MOH has established various programs and initiatives to improve the quality and accessibility of
PHC services in Malaysia, such as:

o Increasing the availability of Family Medicine Specialists at community health centres to
guide the clinical team.
The implementation of the Family Doctor Concept, which encourages continuity of care.
The use of an Electronic Medical Record (EMR) system to facilitate the sharing of medical
information among healthcare providers within the public healthcare facilities.

However, the public PHC system still faces challenges, such as:

o Ashortage of healthcare professionals and EMR coverage, particularly in rural and remote
areas.
Limited access to specialised services for certain medical conditions.
The increasing burden of primary care’s gatekeeper role to tertiary care services (e.g., long
waiting times and shortage of drugs, especially for chronic Non-Communicable Diseases).
o Despite these challenges, Malaysia's PHC network is a vital part of the country's healthcare
system and plays an important role in improving the health of the population.
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Purchasing Functions in Malaysia’s Healthcare Schemes

% of Total CHE

Coverage

Purchaser(s)

Governance

Financial
Management

For PHC:

Benefits
Specification

For PHC:

Contracting
Arrangements

For PHC:

Provider
Payment

For PHC:

Performance
Monitoring

For PHC:

TAX-FUNDED SCHEME

46.1% (2020)

33.58 million (100% of the total population)

*Highly-subsidised public healthcare is available to all legal residents in Malaysia, citizen and non-citizen.

Ministry of Health

The Ministry of Health is the main purchaser of public healthcare services in Malaysia. Its
Procurement and Privatisation Division (PPD) is responsible for procurement, privatisation, asset
and store programmes — including for pharmaceuticals, medical equipment, services and ICT. The
MOH follows procurement guidelines set by the Ministry of Finance (MOF) for all ministries. The
Auditor General audits the financial health of the MOH annually and presents the report to the
Parliament for public scrutiny.

The public primary care system is fully covered by the MOH (accounting for 25.9% of health
expenditure in 2021). Public providers report to the MOH on quality of care indicators. Private
primary care services are privately-owned and therefore do not report to the MOH.

Public providers collect revenues from all patients (Malaysian citizens & non-citizens) based on a
standardised fee schedule. The Government Trust Fund (under section 10, Financial Procedures
Act 1957) is available to help those unable to pay finance the costs of medical treatment.

A nominal fee of MYR 1 is paid per primary care visits (including consultations, lab investigations
as and one-month supply of prescribed medications). A fee of MYR 5 is paid by patients receiving
treatment from a Family Medicine Specialist. Non-citizens are charged using different rates,
except for communicable diseases where treatment is free of charge.

Benefit specification at all public healthcare facilities is determined by MOH directly. It covers
comprehensive benefits at all levels of care (primary to tertiary), and includes medical care,
dental care and health prevention/promotion.

Benefits at the public primary care level include integrated health services such as health
promotion, disease prevention and curative, rehabilitative and supportive care.

Agreements are set between all providers (primary, secondary and tertiary) directly with the
MOH. Contracts with the National Heart Centre (IJN SB) cover patients who require specialised
cardiac management not available at tertiary public hospitals.

Public primary care clinics are financed by the MOH to provide comprehensive services for the
population.

Provider payment follows generally fee-for-service methods. Case-mix and Diagnostic-Related
Groups (DRGs) are used for several MOH tertiary centres.

Public primary care facilities are paid on line item budgeting basis from the government.

The MOH implements performance monitoring for all services across public facilities. For
hospital-based services, this is monitored by the Clinical Performance Surveillance (CPSU) of the
Medical Care Quality Section at the Medical Development Division.

Performance monitoring for primary care is conducted by the Family Health Development
Division of the MOH.
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Purchasing Functions in Malaysia’s Healthcare Schemes

% of Total CHE

Coverage

Purchaser(s)

Governance

For PHC:

Financial
Management

For PHC:

Benefits
Specification

For PHC:

Contracting
Arrangements

For PHC:

Provider
Payment

For PHC:

Performance
Monitoring

PEKA B40

0.17% (2020)

5.90 million (19.4% of citizens / 17.4% of the total population)

*PeKa B40 covers the bottom 40% of Malaysian citizen households only.

ProtectHealth Corporation, Ministry of Health

All governance aspects follow general MOH and corporate governance processes. The
ProtectHealth Corporation was established as a private company fully owned by the Malaysian
government in 2016. ProtectHealth is led by a Board of Directors comprising representatives from
the Ministry of Health, Ministry of Finance and Independent Members. It was established to play
the role of purchaser and has autonomy on choosing providers, with defined processes for
ensuring quality performance as well as measures to penalise non-performers.

As PeKA B40 is a primary care-focused scheme, all governance aspects above apply.

The financial management of PeKa B40 is conducted by the MOH via ProtectHealth. The
government and MOH allocate funding for ProtectHealth to carry out its intended activities.

As PeKa B40 is a primary care-focused scheme, all financial management aspects described above
apply.

The PeKa B40 scheme is offered to Malaysian citizens in the bottom 40% household income range
(the B40 group). Recipients of the Sumbangan Tunai Rahmah (STR) cash assistance programme
and their spouses aged 40 and above are automatically eligible. Benefits include free health
screenings (physical examination and laboratory tests) at public or registered private clinics. The
scheme does not yet include treatment or medication benefits. Recipients who require treatment
post-screening are referred to government clinics for free treatment or, if treated at a private
clinic, must bear the cost themselves. Recipients who require any non-MOH subsidised medical
equipment (e.g. intraocular lenses, intracardiac stents) are eligible for financial aid up to MYR
20,000. The PeKa B40 scheme also provides cash incentives for recipients who complete cancer
treatment (up to MYR 1,000) and transportation cost support (up to MYR 500-1,000).

As PeKa B40 is a primary care-focused scheme, all benefits specification aspects described above
apply.

ProtectHealth contracts public and private primary care clinics to provide health screening
services for beneficiaries. Screening tests at private primary care clinics are contracted to private
diagnostic laboratories, while public primary care facilities use in-house diagnostic laboratory
services. ProtectHealth selects its providers based on set criteria for primary care practitioners;
providers must be registered with the Malaysian Medical Council, clinics must have IT facilities for
patient data transfer and diagnostic laboratories must be accredited and meet industry quality
standards.

As PeKa B40 is a primary care-focused scheme, all contracting arrangement aspects described
above apply.

ProtectHealth pays providers through fee-for-service payments with set payment rates — e.g.
MYR 60 per client recruited for health screening, which includes consultation and laboratory test
fees. Capitation and other forms of provider payment mechanisms are being considered and may
be adopted in future benefit packages.

As PeKa B40 is a primary care-focused scheme, all provider payment aspects described above
apply.

Regular medical audits and performance reviews of PeKa B40 providers are conducted at both
the ProtectHealth and MOH level. Under- or non- performing providers will be issued reminders
to improve, and procedures are in place for penalties or the withdrawal of contracts.

As PeKa B40 is a primary care-focused scheme, all provider payment aspects described above
apply.
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Recent Progress in Strategic Purchasing

O

The COVID-19 pandemic highlighted gaps in health procurement practices and regulations
set by the Ministry of Finance. Strategic purchasing principles were employed to purchase
vaccines and accelerate public-private partnerships for healthcare services.

To enhance efficiency and quality, Malaysia has adopted contracting and performance-based
financing since July 2022. Contracts established between the Ministry of Health and
healthcare providers follow general Procurement Procedures set by the Ministry of Finance,
focused on service delivery targets, quality indicators and payment mechanisms.

To strengthen hospital payment systems, Malaysia introduced Diagnostic-Related Groups
(DRGs) in 2018. DRGs classified patients with similar diagnoses and treatment profiles,
enabling fairer reimbursement to hospitals. This initiative aligned financial incentives with
patient needs, promoting efficiency and cost containment. To date, ten public tertiary
hospitals under MOH have implemented case-mix payments and DRGs.

The Malaysian healthcare system has recognised the important contribution of Health
Technology Assessments (HTAs) to inform strategic purchasing decisions. Specifically, the
input of the Malaysian Health Technology Assessment Unit at the Ministry of Health was set
up in 1995 to evaluate the clinical and cost-effectiveness of healthcare technologies,
ensuring that resources are appropriately allocated to yield the greatest impact. This
evidence-based approach improved the value and appropriateness of healthcare
investments.

Malaysia has focused on strengthening its PHC in recent years. The government has
introduced initiatives to enhance primary care services, including the provision of
comprehensive care packages, capacity building for primary care providers and venturing
into public-private partnerships (PPP) with various types of provider payment mechanisms.
For example, the provider payment for the PeKa B40 scheme is based on capitation. These
efforts have aimed to improve health outcomes, reduce unnecessary hospitalizations and
contain costs. While significant progress has been made, several challenges persisted.

In June 2023, the government announced a new pilot initiative scheme for acute treatment
at private medical clinics. Eligibility includes recipients who are from households registered
for welfare aid, senior citizens (without spouses) and singles. The beneficiaries are able to
use this scheme for the treatment of minor acute conditions such as upper respiratory tract
symptoms, diarrhoea and vomiting, sprains and strains, headache and mild trauma. The
treatment is capped at a specific amount for each category: MYR 75 for singles, MYR 125 for
senior citizens to MYR 250 for households on welfare aid. This scheme does not cover health
screening or treatment for NCDs.
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KEY HIGHLIGHT: WORKING TOWARD HEALTH FINANCING REFORMS

Malaysia has been seeking to adopt healthcare reforms for some time, in particular
addressing the need for a national healthcare financing scheme. Although attempts
have been made to adopt strategic purchasing and procurement practices,
improvements are required in separating provider and purchaser roles and setting
clear mechanisms for performance monitoring and governance. Currently, there are
social assistance programmes (i.e. the PeKa B40 scheme and Skim Perubatan Madani)
which targets vulnerable populations — namely the B40 group, households who
receive social welfare aid and the unemployed.

A Health White Paper presented in the Parliament on 16th June 2023 lists plans for
major restructuring of the MOH over the next 15 years. This whitepaper targets 4
pillars: transforming healthcare service delivery, enhancing health promotion and
disease prevention at all levels; ensuring sustainable and equitable healthcare
financing; and strengthening the foundation and governance of the healthcare
system. In the initial five years, there will be two main areas of focus. Firstly,
establishing the fundamental building blocks necessary for implementing complex and
long-term systemic or structural reforms, which may involve legislative changes.
Secondly, implementing further stages of ongoing initiatives or pilot programmes to
bring about improvements that more people can directly witness, thereby generating
momentum for broader reform.

Challenges for Strategic Purchasing

o There is no national health financing scheme in Malaysia which can be a catalyst to wider
strategic purchasing practices in the healthcare system.

o Currently, the Ministry of Health plays a dual role as purchaser and provider in the pilot
social assistance scheme PeKa B40. This situation raises potential Issues of conflict of
interest in the purchasing process as well as in governance practices.

o Data on provider performance and evidence-based recommendations provided by
Malaysian Health Technology Assessment (MaHTAs) are administratively under MOH. Access
to data should not be restricted to MOH alone, but should be accessible to other parties

such as other providers, researchers and the general public upon request.




Opportunities to Improve Strategic Purchasing

1. Malaysia could gradually work to introduce a national health financing scheme as part of
the Health White Paper Reforms.

The Malaysian healthcare system faces significant challenges in implementing strategic
purchasing practices due to the absence of a national health financing scheme. Without a
comprehensive and unified funding system, the effective implementation of strategic
purchasing becomes difficult. Strategic purchasing involves procuring healthcare services
and products based on their quality, cost-effectiveness, and alignment with healthcare goals.
However, the lack of a national health financing scheme hampers the ability to allocate
resources strategically and may result in inefficient procurement practices.

2. Malaysia could gradually introduce elements of active strategic purchasing to complement
“passive procurement”.

Procurement practices in the Malaysian healthcare system are undergoing a transition from
passive purchasing to incorporating some elements of strategic purchasing. While certain
sectors have started adopting strategic purchasing, overall procurement practices remain in
flux. The Ministry of Finance (MOF) has advocated for the implementation of procurement
procedures that provide a certain level of uniformity and structure. However, there are still
areas within the procurement process that lack proper governance, such as the absence of
transparent and detailed specifications for procurement selection or rejection.

3. Malaysia could gradually build a system to collect data for efficiency and effectiveness,
and to make this data transparent.

There is a pressing need to share and consolidate data on product performance, including
drugs, devices, high-value technologies, and traditional and complementary medicine
(TC&M). Access to such data would enable purchasers to make informed decisions and guide
the implementation of strategic purchasing. To ensure the success of strategic purchasing, it
is also crucial to have a clear separation between the roles of the purchaser and provider to
enhance accountability and transparency. Furthermore, good governance would play a vital
role in instilling confidence in strategic purchasing practices, ensuring fair and efficient
allocation of resources in the healthcare system.

4. Malaysia should establish its Health Technology Assessment unit (MaHTAS) as an
independent Health Technology Assessment agency.

Overcoming the lack of data to support strategic purchasing practices could be achieved by
establishing the MaHTAS as a separate and independent entity, rather than keeping it under
the Ministry of Health (MOH). By separating MaHTAS, the agency can focus solely on
conducting rigorous assessments of health technologies and generating evidence to inform
purchasing decisions. It would provide the government with access to evidence-based
recommendations and economic evaluation for medicines, devices and healthcare services.
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Opportunities to Improve Strategic Purchasing for Primary Care

1.

Malaysia could better integrate primary healthcare with secondary care in a new national
health financing scheme.

Malaysia could work to build a national health financing scheme to ensure the sustainability
of public healthcare delivery. This new scheme should better integrate primary healthcare to
secondary care, providing comprehensive and coordinated care as patients transition
between healthcare environments. Clear gatekeeping roles and shared care initiatives after
diagnosis should be key features in the design of benefit packages.

Malaysia should gradually separate the roles of purchaser and provider by strengthening
ProtectHealth Corporation.

ProtectHealth should act as an independent third party purchaser, featuring good
governance mechanisms and employing centralised procurement practices for medicines
and vaccines, medical devices and healthcare support services for not only MOH, but also for
other providers of healthcare services (MOHE, MOD).
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Myanmar

Health Financing Schemes in Myanmar

Myanmar is a low income country with an average annual
income of USD1,210. Out-of-pocket expenditure is high, making
up 78.2% of health spending in 2020. Health financing in the
country does not yet appear to be consolidated or
comprehensive, and there are no significant health insurance
systems in place.

Unable to rely on contributions from a low-income population,
the government may need to consider funding a majority of
health financing schemes if it wishes to implement stronger
social health protection mechanisms. This will require freeing up
fiscal space to support higher spending on health.

The main health financing schemes in Myanmar are:

NATIONAL BUDGET SCHEME: The Ministry of Health (MoH) is
responsible for health expenditure in the public sector, including
providing preventive and curative health services at different
levels. The MoH distributes funds to its various departments,
including the Department of Public Health and especially, the
Department of Medical Services which are responsible for
providing public health, preventive and curative services. Annual
budgets are distributed to health facilities at the township and
district level.

SOCIAL SECURITY SCHEME: A contributory Social Security
Scheme was established in 1956 by the Ministry of Labour to

Population (2022): 54.18 million
GPD per capita (2022): US$1,096

Poverty headcount at national
poverty line (2019): 24.8%

Life expectancy (2021): 66 years

Infant mortality rate per 1,00 live
births (2021): 33.7

DALYs per 100,000 (2019): 33,863

Current health expenditure as % of
GPD (2020): 4.62%

Domestic government expenditure as
% of CHE (2020): 15.95%

Out-of-pocket expenditure as % of
CHE (2020): 78.20%

UHC Service Coverage Index score
(2021): 52

Physician density per 1,000 people
(2019): 0.74

cover formally-employed private sector employees. The scheme is managed by the Social Security

Board and provides free healthcare and income protection benefits for members. It is financed by

2% contributions from members’ monthly salaries and 3% contributions from employers. In 2018,

this scheme covered only 1,450,00 workers (approximately 2.5% of Myanmar’s population). There

appears to be no evidence of the scheme having been developed or improved over the years.




The Primary Healthcare System in Myanmar

In the past, Myanmar had focused its healthcare investment on urban areas and tertiary facilities
and granted less attention to primary healthcare and rural areas, as recognised in the government’s
National Health Plan 2017-2021. Myanmar’s primary health care system has struggled with human
resource shortages for nurses, midwives and general practitioners.

Poverty in Myanmar could be a significant limiting factor in funding services at the primary health
care level, such as antenatal care and preventative care. According to the Myanmar Health Financing
System Assessment (2018), in 2015, at least 20% of the population lived under the poverty line and
40% remained poor or extremely vulnerable to poverty. This may prevent many households in
Myanmar from being willing or able to contribute to national coverage schemes, and makes out-of-
pocket expenditure a significant barrier for patients in need of care.

The most recent National Health Plan (NHP) 2017-2021 laid out plans to invest in primary
healthcare. The NHP included plans to develop an Essential Package of Health Services (EPHS) that
prioritised primary health care and was accessible to the whole population through service delivery
at the township/village level and below. However, there appears to be no evidence on whether the
NHP’s plans were implemented amidst changing political conditions.




Purchasing Functions in Myanmar’s Healthcare Schemes
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For PHC:

NATIONAL BUDGET

15.81% (2020)

54.18 million (100% of the total population)

*Free or subsidised public healthcare services should be accessible to the whole population.

Ministry of Health

The Ministry of Health (MOH) is responsible for oversight on the entire public healthcare system.
It is divided into seven departments. The Department of Public Health is responsible for some
public health service delivery including maternal and child health. The Department of Medical
Services is responsible for all other service delivery, including preventive and curative care.

The MOH’s Department of Medical Services oversees primary care delivery in the public health
sector. However, many primary care services are provided by private clinics and Ethnic Health
Organisations (EHOs) not managed by the government.

The MOH is responsible for national health planning, financing and budgeting. It allocates funds
to its component departments and to regional and township health facilities, which are
responsible for implementing their allocated budgets. The MOH’s financial management capacity
is low and its financial management system is almost entirely paper-based. Its financial reporting
each year focuses on audit requirements and historic allocations, rather than measuring outputs
and needs to aid decision-making for the following year.

The MOH’s Department of Public Health is responsible for budget implementation for public
maternal and reproductive health services, child health services and school health services. The
Department of Medical Services is responsible for budget implementation for all other preventive
and curative services, including at the primary care level.

Since 2012, public facilities theoretically provide the whole population with free access to
emergency services, maternal and childhood illnesses and essential medicines. However,
Myanmar lacks an explicit benefit package and there are uncertainties regarding which services
are to be provided freely and which should involve cost-sharing.

The benefit package at the primary care level is not well-defined. The National Health Plan (NHP)
2017-2022 set out plans to focus an Essential Package of Health Services (EPHS) strongly on
primary care. Various services relevant to primary care (including maternal & child health,
nutrition, NCDs and minor illnesses) were listed as part of this plan. However, the EPHS was not
implemented, possibly due to changing political conditions.

All public healthcare institutions are funded by the MOH to provide free or subsidised services.
These include curative, rehabilitative, preventive and public health services at primary care
health centres, station hospitals, township hospitals, district hospitals and specialist hospitals.

Primary care health centres (including rural health centres and sub-rural health centres) are
funded by the MOH to provide primary care interventions.

Budget is allocated annually to providers without a clear formula. This may be done based on

population-to-facility ratios, number of hospital beds and bed utilisation rates from the previous
year, or sometimes, with no allocation criteria at all. Provider payment is therefore largely based
on historical averages, structured around a line-item system and not linked to population needs.

The budget for primary rural and sub-rural health centres is allocated without a clear formula.

The MOH does not gather data on provider performance. For broader systems-level analysis, a
Monitoring & Evaluation Plan for the NHP was published in 2018 listing outcomes and outputs to
be measured. The NHP Implementation Monitoring Unit (NIMU) was established as the
responsible body for monitoring implementation of the NHP. However, it is unclear whether this
performance monitoring mechanism has been implemented.

There is no performance monitoring conducted for primary care. The NHP Monitoring &
Evaluation Plan 2018 listed various primary care indicators to be measured for systems-level
analysis, but it is unclear whether this has been implemented.
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SOCIAL SECURITY SCHEME

0.85% (2020)

1.45 million (2.5% of the total population)

*All citizens and foreign residents working in the formal sector are eligible for SSS enrolment.

Social Security Board, Ministry of Labour

The Social Security Scheme is administered by the Social Security Board (SSB) according to the
Social Security Law 2012. The SSB is managed by the Ministry of Labour (MOL). Its committees
include an Executive Committee, a National Welfare Society and a Medical Advisory Council.

The SSB oversees all governance matters relating to the Social Security Scheme, including for
primary care.

Financial management is conducted by the SSB with supervision from the MOL. No financial
management is done at the facility level. The SSB releases public financial reports on a regular
basis.

The SSB oversees all financial matters relating to the Social Security Scheme, including for primary
care.

SSS members can access free treatment at SSB facilities. These medical benefits include primary
care, specialist and laboratory services, x-rays, hospitalisation, physical therapy, prostheses and
medicines. Benefits also include income security in case of sickness, maternity, death of a worker
or work-related injury. The SSB maintains a yearly-updated list of authorised benefits under the
Social Security Scheme, with the latest being released for the FY 2023-2024. The benefits extend
to all formal workers as well as others who voluntarily register, including students, informal
workers, those working abroad and other groups.

Primary care services at SSB facilities can be accessed freely by members.

SSB facilities provide the majority of care for the Social Security Scheme. These include 3
Worker’s Hospitals, 96 clinics, 58 enterprise clinics and some mobile units. A pilot project was
established to contract private facilities to supplement the work of SSB facilities. Currently, the
SSB contracts with some private clinics on a purchaser-provider split basis.

SSB facilities including clinics, enterprise clinics and mobile units are contracted to provide
primary care services.

SSB facilities are funded by the SSB in collaboration with the MOH; they receive a bi-annual line-
item budget allocation. 21 contracted private clinics are paid on a capitation basis, whereas 11
contracted private clinics are paid on a fee-for-service basis (specifically for maternity services).

Provider payment for primary care at SSB facilities is done biannually based on historical budget
estimates. Contracted private clinics providing primary care services are paid either on a
capitation basis or on a fee-for-service basis for maternity services.

The SSB relies on a largely paper-based information system, making performance monitoring
challenging. A new information system was introduced to maintain information on the
characteristics of each enrolled member. An accounting system produces information on income,
expenditures and balance sheets. Nonetheless, risk and performance monitoring systems can be
further digitised and improved.

The SSB oversees all performance monitoring matters relating to the Social Security Scheme,
including for primary care. As of now, performance monitoring capabilities are limited.
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Recent Progress in Strategic Purchasing

Since 2016, the Myanmar government has laid out some plans to improve the efficiency and
coverage of its health financing schemes. However, no information appears to be available on the
progress of these plans.

o The National Health Plan 2017-2021 was created in 2016 to target healthcare service
accessibility for geographic areas with the greatest need. It laid out a vision for increasingly
strategic purchasing of health services in the public sector. As a step towards achieving
Universal Health Coverage, the National Health Plan intended to create a Basic Essential
Health Package for the entire population and gradually scale up financial protection for
health. The National Health Plan 2017-2021 especially focused on service delivery at the
primary care level at the Township level and below. As an extension of the National Health
Plan, the Ministry of Health and Sports (MOHS) [reconstituted as the Ministry of Health in
2021] developed a Strategic Action Plan for Strengthening HIS as a guide for improving its
Health Information System and eHealth tools.

o Anpilot project to evaluate the outcomes of strategic purchasing was conducted by
Population Services International (PSI) Myanmar between 2017 to 2019. PSI Myanmar
simulated the role of purchaser, contracting 5 selected clinics through a capitation payment
scheme and performance-based incentives. These clinics provided primary care service
packages to 2,506 poor households in their designated areas. The project data indicated that
out-of-pocket expenditure for health in poor households was successfully reduced through
this health financing scheme, and that similar initiatives could be piloted across the broader
health system.

o In 2018, the government launched a Public Financial Management Reform Program Strategy.
This strategy aimed to modernise public financial management in Myanmar, distribute
expenditures equitably and increase spending and financial management capacity for the
health sector.

o Between 2017 and 2022, the International Labour Organization and Grand Duchy and
Luxemburg implemented a project to “Support the extension of Social Health Protection in
South-East Asia”, with Myanmar as a country of focus. This project sought to improve the
administration and capacity of the SSB. As part of this project, ILO experts began an actuarial
analysis to understand the feasibility of expanding the Social Security Scheme to members’
dependents.
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Challenges for Strategic Purchasing

Myanmar faces gaps in its governance and healthcare system that should be addressed before the
country can build the infrastructure necessary for strategic purchasing.

o Theissue of insufficient resources is a major barrier to accessible health service delivery and
quality care. The government’s chronically low level of public spending on health (1% of GDP
over the last 20 years, according to World Bank Data) may impact care for patients and limit

the ability to improve existing health financing systems. Fiscal space must be cleared up to
improve health purchasing and healthcare access, but this has been difficult in recent years
with military expenditure crowding out social spending.

Myanmar still lacks a clearly defined benefit package, despite recent commitments in the
NHP 2017-2021. This appears to cause widespread uncertainty on which health goods and
services are provided freely for the population and which services are not.

Myanmar faces the challenge of outdated and underdeveloped Information Technology (IT)
and Health Information System (HIS). The MoH currently lacks the technical capability to
develop and manage the more complex instruments of IT systems.




Opportunities to Improve Strategic Purchasing

1. Myanmar could revisit progress plans laid out in the National Health Plan 2017-2021.

This would first involve gathering information on progress that has been made (if any). The
government should then commit to an updated timeline and strategy to achieve UHC,
including how to improve purchasing mechanisms.

2. Myanmar could follow up on plans to implement a semi-autonomous health purchasing
agency.

This entity should have a sustainable revenue source, information management systems and
a mandate to independently allocate funds across providers. Myanmar could look to the
experiences of neighbouring countries in considering the functions of strategic purchasing.

3. The government could consider improving Public Financial Management (PFM) measures.

For health, this would include centralising budget planning cycles and setting clear,
adequately flexible guidelines on funding flows to public health facilities.

4. The government could consider expanding the coverage of the Social Security Scheme.

The SSS could operate beyond the formal employment sector, beginning with members’
dependents. A bigger pool of members would not only extend social health protection to
more vulnerable populations, but also give the SSB increased negotiating power in terms of
provider payment mechanisms and payment rates when contracting with private facilities.

Opportunities to Improve Strategic Purchasing for Primary Care

1. Myanmar could recognise primary care as the cornerstone of UHC by expanding the
primary care workforce and building up supply-side capacity, especially in remote areas.

In doing so, the country could move away from its focus on specialist and tertiary care.
Primary care would ideally be the point of focus for managing chronic diseases, common
illnesses and Non-Communicable Diseases (NCDs), among other conditions. Development
should include a wide range of healthcare providers including MOHS providers, private
clinics, Ethnic Health Organisations (EHOs) and NGOs. GPs, nurses, midwives and voluntary
health workers should be leveraged in building up capacity. This would help ensure that the
health system is ready for increased utilisation once financing reforms are implemented.
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The Philippines

Health Financing Schemes in the Philippines

The Philippines is a lower middle-income country consisting of
over 7,000 islands and islets. The Philippines recognised health
as a human right in its 1987 constitution, and significant steps
have been taken toward increasing Universal Health Coverage—
most notably the passing of the UHC Law in 2019. Funds for
health primarily come from government revenues. A national
health insurance programme covers a majority of the population,
but challenges to social health protection remain due to low
accessibility and quality of care and high out-of-pocket fees.

The main health financing schemes in the Philippines are:

DEPARTMENT OF HEALTH — NATIONAL HEALTH PROGRAMMES:
The Department of Health (DOH) was established after World
War Il. Accountability for health services was decentralised
under the Local Government Code in 1991, and the DOH’s
functions shifted primarily to standards setting, stewardship and
technical and financial assistance. However, due to the variable
financial capacity of Local Government Units (LGUs), the DOH
continues to allocate budget to financing health personnel
services, capital expenditures, supplies and commodities. The
DOH submits an annual budget for consideration and approval
by the National Government.

NATIONAL HEALTH INSURANCE PROGRAMMIE: The
establishment of the National Health Insurance Program in 1995

Population (2022): 115.56 million
GPD per capita (2022): US$3,623

Poverty headcount at national
poverty line (2021): 18.10

Life expectancy (2021): 69 years

Infant mortality rate per 1,00 live
births (2021): 20.5

DALYs per 100,000 (2019): 33,798

Current health expenditure as % of
GPD (2021): 5.61%

Domestic government expenditure as
% of CHE (2021): 44.40%

Out-of-pocket expenditure as % of
CHE (2021): 41.49%

UHC Service Coverage Index score
(2021): 58

Physician density per 1,000 people
(2021): 0.77

and the creation of the Philippine Health Insurance Corporation (PhilHealth) became an additional

mechanism to collect and pool revenues for health and to purchase services. Although these were

initially collected from premiums by the enrolled workers, the government covers the premiums of

vulnerable populations (e.g. indigents & senior citizens) from sin tax revenues and other sources.

The creation of PhilHealth diversified payment for health services from one that was purely budget-

financed and publicly delivered to one that is demand-driven including private and public providers.

LOCAL GOVERNMENT UNITS — LOCAL HEALTH SERVICES: Devolution in 1991 granted fiscal and
administrative autonomy for Local Government Units (LGU) in health matters. This included

responsibility for local health facilities and direct service provision, such as public health

programmes and promotive and preventive care. Each level of government has its own geographical

and technical scope for health. Although LGUs have the authority to generate their own resources,

most are highly dependent on their national tax allotment (NTA) to finance their spending (including

for health). The funds allocated to health are subject to variability in budgeting because the NTA

does not set specific conditions and/or allocations for programmes or expenditures.
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The Primary Healthcare System in the Philippines

The Local Government Code charges municipalities to manage rural health units (RHUs) and
barangay health stations to deliver Primary Health Care (PHC) services, including preventive and
promotive health. Primary health care delivery is intended to start with these local rural health units
and barangay health services. However, patients can choose their health service providers and may
opt to proceed directly to higher-level public or private facilities. High out-of-pocket spending ratios
(47.6% as of 2019) may be why most Filipinos defer seeking primary care services.

Aside from LGU and DOH funding, PhilHealth has benefit packages to purchase services and
augment funding for primary care in public facilities. The latest attempt was the rolling out of the
Konsulta package from 2020. This package aims to provide Filipinos with financial access for services
at an assigned Primary Care Provider, who will deliver basic essential services at every life stage. This
package also accredits private PHC facilities and covers diagnostic services and medicines. It is based
on an annual capitation rate of Php500 for public and Php750 for private facilities per individual (not
per household or family).

Aside from Konsulta, Sustainable Development Goals (SDG) Benefit packages also include some
primary care services. SDG coverage includes treatment for malaria, HIV/AIDS, Tuberculosis, family
planning, animal bites and maternity care. No Balance Billing policy is applied to these benefits in all
government and private facilities for TB, FP and maternity care.
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DEPARTMENT OF HEALTH — NATIONAL HEALTH PROGRAMMES

23.60% (2021)

115.56 million (100% of the total population)

*National health services cover all residents (citizen and non-citizen).

Department of Health

The National Government, through the Department of Health (DOH), is tasked with implementing
population health services and support the financing of capital investments, human resources for
health and health systems development to complement local government resources. The
government also allocates funding for DOH-retained and other public hospitals and supports the
financing of services for local governments that cannot cover their province's health expenditure.
The DOH is led by a Secretary for Health. It reports to the president and to Congress, especially
during the budget process and in deliberations of legislation for health. Centres for Health
Development (CHDs) assist the operations of provinces within their area of responsibility.

The provision of primary care is devolved to the respective local government units and
administered within their provider networks.

National budgets for all government programmes and activities, including health, are enacted
annually through legislation as general appropriations. Across all national agencies, a
Performance Informed Budgeting (PIB) approach was introduced by the Aquino Administration
(2010-2015) and implemented in 2018. The execution of DOH funds follows a standard process of
appropriation, allotment, obligation and disbursement and is subject to universal procurement
and financing policies. All public funds are subject to audit by the Commission on Audit. Budget
ceilings are determined in the annual general appropriations hearing held by Congress.

Local chief executives at the provincial level are responsible for implementing primary care
services through the National Health Insurance Programme. A sandbox implementation of
contracting public and private PHC networks, as part of the mandate of the UHC law, has also
been initiated in 7 provinces.

The DOH lacks an explicit benefit package. However, all population-based national health
interventions (including surveillance, health literacy and maternal interventions) are under its
purview. The Department also oversees the management of the rise and spread of water-borne
and communicable diseases. Patients can access secondary and tertiary DOH services without
referrals from primary care providers, but there is an intention to introduce referral systems.

The above benefits specification aspects apply. The DOH budget may be used to support LGUs
that need additional resources to implement primary care services in their provinces.

Contracting follows procedures specified by the Government Procurement Policy Board.
Providers submit bids within the purchaser’s specifications in portals provided by the agency. A
Bid and Awards Committee composed of key officers and technical person(s) reviews the bids.

The above contracting arrangement aspects apply.

Payment terms depend on the contract with the provider. Usually, this involves an initial or
tranche payment with the total amount given upon completion. Payments are based mainly on
input-based line items. Hospitals under the DOH’s purview are also paid via a line-item budget.

The above provider payment aspects apply.

The Department of Health has no set of incentives for good performance, but only punitive
provisions including blacklisting, sanctions and penalties and criminal or civil charges. LGUs are
monitored via an LGU scorecard published by the Department of Interior and Local Government
(DILG), but incentive mechanisms need to be strengthened. There is a strong drive with the newly
appointed Secretary of Health to utilise technology, digitalisation and analytics for better service
delivery and monitoring at the systems level.

LGUs are monitored by the DOH through an LGU scorecard, including for their success in
implementing primary care at the provincial level.
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NATIONAL HEALTH INSURANCE PROGRAM

12.89% (2021)

115.56 million (100% of the total population)

*All citizens and foreign residents must enrol into the NHIP.

Philippine Health Insurance Corporation (PhilHealth)

The UHC Law mandates PhilHealth’s responsibility to pay for individual health services. The
agency establishes provider networks allowing patients to benefit from primary, secondary and
tertiary care. The President of the Philippines appoints the President of PhilHealth. A Board
oversees the agency, chaired by the Secretary of the Department of Health. Board members are
elected by the President in consultation with the Chair and relevant key stakeholders.

PhilHealth is mandated by the UHC Law to provide individual health services, including PHC.

PhilHealth has more flexibility in its financial management compared with the DOH. With
revenues collected from premiums, it is allowed to have a reserve fund under certain conditions:
a) the accumulated revenues are not needed to meet the current year’s expenditures; b) the fund
does not exceed the ceiling equivalent to the amount of actuarial estimated for two years’
projected expenditures; c) if reserve funds exceed the required ceiling, the excess shall be used to
increase benefits or decrease members’ contributions; d) any unused portion of the reserve fund
shall be invested to earn an average annual income at prevailing rates of interest and shall be
referred to as the “Investment Reserve Fund”. A maximum of 7.5% of the actual total premiums
collected from member contributions can be used for administrative expenses.

The above financial management aspects apply.

Through the 2019 UHC Law, the NHIP covers all Filipinos — both direct contributors (employed
individuals who pay premiums) and indirect contributors who receive full subsidies. It has explicit
benefit packages through which PhilHealth can purchase services from providers. This includes
inpatient benefits, conditions linked to catastrophic expenditure (e.g. cancer care), primary care
and outpatient benefits (e.g. TB care, HIV/AIDS treatment, family planning, maternity care).

PhilHealth’s primary care package, Konsulta, covers initial and follow-up consultations, health
screening and assessment; 13 select diagnostics services; and 21 drugs and medicines. Currently,
outpatient primary care benefits are only available for poor beneficiaries.

PhilHealth accredits public and private facilities. These must follow rigorous standards on service
quality, co-payment/co-insurance and data submission to become part of a PhilHealth provider
network. Maternity care, anti-TB and PHC providers are accredited separately. PhilHealth is
moving to contract its provider networks through service level agreements.

PhilHealth contracts with private and public providers for PHC. Non-hospital facilities are eligible
to deliver the Konsulta benefit package, and must apply for accreditation through a local health
insurance office. Approximately 877 Konsulta providers were accredited as of August 2022.

PhilHealth pays providers through case-based payments for hospitals, including secondary and
tertiary care. It pays for primary care services through capitation. Contracted networks and apex
hospitals will be paid via performance-driven, closed-end, prospective payments based on
Diagnostic-Related Groups. Some incentives are also available to PhilHealth providers, such as the
ability to keep fund surpluses resulting from cost-efficiency.

For Konsulta, PhilHealth releases annual capitation funds based on the numbers of registered
members and performance at per capita rates of PHP500 (public) or PHP750 (private).

PhilHealth incentivises health facilities to perform well by rating them according to set standards.
Surveillance and audit mechanisms are also in place to compliance. The UHC Law mandates that
differential payment schemes be developed with consideration to service, quality, efficiency,
equity and public health outcomes. Currently, systems-level performance monitoring for
PhilHealth is limited but there are plans to implement this in the future.

The above performance monitoring aspects apply.
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For PHC:

LOCAL HEALTH SERVICES

16.68% (2021)

115.56 million (100% of the total population)

*Local health services cover all residents (citizen and non-citizen) within their jurisdiction.

Local Government Units (LGUs)

Elected Local Chief Executives (LCEs) govern each LGU. Each local government has a Local Health
Board (LHB) chaired by with representatives from the DOH’s regional offices (Centres for Health
Development). The LHB acts as an advisory board on health-related matters. The UHC Law
mandates that the DOH, Department of Interior and Local Government (DILG), PhilHealth and
LGUs integrate local health systems into province-wide health systems. A strengthened Provincial
Health Board will exercise administrative and technical supervision over health resources within
their jurisdiction (gradually starting in July 2023). It will set health policy directions, including
developing and implementing strategic and investment plans for provincial and city health
systems. It will also coordinate the integration of health services across the healthcare continuum
and manage the Special Health Fund, a pool of financial resources intended to finance
population-based and individual-based health services.

Currently, LGUs are responsible for implementing primary care in their jurisdictions, but
Provincial Health Boards are expected to take increased management responsibility to ensure
care integration. Rural health units (RHUs) are the facilities responsible for delivering public
primary care programmes. They are within the managerial accountabilities of their
city/municipality, and are not linked with any secondary/tertiary facilities in terms of governance.

Each LGU currently manages its funds for health. LGUs aggregate funds from all sources
(including Internal Revenue Allotment local revenues, DOH funds, PhilHealth payments, grants
and loans from donors) and allocate these according to prioritised programmes (determined by
legislative councils and LCEs). Priority areas for health spending are autonomously determined by
each LGU at the start of the year in consultation with its public health facilities.

The above financial management aspects apply.

LGUs have no explicit benefit packages. Per the Local Government Code of 1991 (RA 7160),
municipalities are mandated to provide primary care while provinces are mandated to provide
secondary and tertiary care. Per the UHC Law, LGUs are mandated to fund population-based
programmes for the DOH and manage local health networks for individual-based healthcare.

The above benefits specification aspects apply.

PhilHealth accreditation requirements are used to contract providers for LGU networks. These
include an assessment of their health offices, facilities and services, human resources and other
operations. Community-based healthcare facilities operated by LGUs are considered part of the
system. The private sector can participate through contractual arrangements with the province-
wide or city-wide health system.

The above contracting arrangement aspects apply.

LGUs provide input-based, line-item budgets on an annual basis to public providers under their
purview. They may also engage in selective contracting with private providers (laboratory works,
diagnostic and therapy).

Public primary care providers are paid through input-based line-item budgets.

The performance monitoring for LGU networks follows guidelines set by the DOH and PhilHealth.
Each LGU is mandated to develop audit mechanisms to ensure networks’ compliance with
contractual obligations and standards. While this should be carried out annually, it is unclear how
regularly audits are conducted at the moment.

The above performance monitoring aspects apply.
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Recent Progress in Strategic Purchasing

o The Philippines hit a significant milestone in moving toward Universal Health Coverage
(UHC) with the passage of the UHC Act in 2019. Relevant policies and operational details are
currently ongoing development. Under this Act, all citizens are automatically entitled to
PhilHealth benefits, including comprehensive outpatient services. The Act aims to
strengthen PhilHealth by transforming it into a national purchaser of individual-based health
goods and services (including all individual-based services, supplies, medicines, commaodities
and operating expenses of health facilities part of PhilHealth networks). To support this
more prominent role, premium contributions to PhilHealth will be complemented with
increased government contributions from sin taxes, annual appropriations and revenues.

o PhilHealth’s provider payment systems will be reformed towards global budgets for
contracted Health Care Provider Networks (HCPN). This will begin with a sandbox
implementation in 7 provinces starting in July 2023, whereby provinces will be contracted by
PhilHealth to provide primary care services through a network arrangement. The DOH will
maintain responsibility for population-based services and salaries for government healthcare
workers.

o The new UHC Law will impact financing at the Local Government Units level. It mandates
LGUs to establish a Special Health Fund (SHF), required by DOH and PhilHealth to contract
with a province- or city-wide health system. DOH and PhilHealth are mandated to maintain
an SHF utilisation tracking system to allow real-time collection, consolidation and analysis of
data. Guidelines for the allocation and utilisation of SHF funds will be made by DOH and
PhilHealth, with input from the Department of Budget and Management (DBM), Department
of Finance (DOF), Commission on Audit (COA), DILG and LGU. This will begin through a a
sandbox implementation in 7 provinces starting in July 2023.

KEY HIGHLIGHTS: UHC SANDBOXES AND DIGITAL TRANSFORMATION

There are now 7 provinces out of the 82 provinces who will be piloting UHC under a
sandbox implementation of the law. This will provide lessons on how best to
implement different models in the creation and management of health care provider
networks as well as the health financing side. This will provide opportunities to
improve on strategic purchasing for UHC and primary healthcare services.

In line with the Department of Health’s efforts to leverage Technology, Digitalization
and Analytics in the Universal Health Care implementation a partnership and formal
agreement is being created in order to institutionalise the private sector’s support
through the League of Corporate Foundations. This public-private partnership will
provide technical support and resources to the DOH to augment their personnel and
capacity for their digital transformation.
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Challenges for Strategic Purchasing

O

Current policies and guidelines for the DOH and PhilHealth should be reviewed and
continuously enhanced as the UHC Law is implemented. This would allow the health system
to become more responsive to the needs of patients and inclusive in the participation of
network providers.

The current requirements used to evaluate the accreditation of clinics borrow requirements
for accreditation from outpatient or emergency units of hospitals. As such, very few private
clinics qualify to become part of the PhilHealth network, leading to a loss of crucial skills.

It would be necessary to review the drugs listed in the government’s approved formulary.
The formulary is currently generic and excludes crucial drugs dealing with debilitating NCDs
like hypertension and cancer.

There are challenges relating to information systems, including limited integration. Current
systems are stand-alone, making it difficult to monitor, evaluate and identify needs for the
whole population. This is especially true with the involvement of the local governments, as
LGUs currently have individual and non-interoperable IT systems which make the
implementation of national programmes challenging.

The Philippines currently faces a limited portability of electronic medical records, limited
capability to harvest big data and limited capability to generate analytics to guide policy and

strategic purchasing.




Opportunities to Improve Strategic Purchasing

1.

The Philippines could generate a stronger evidence base to support resource allocation.

This will be particularly important in light of a high disease burden and finite healthcare
resources. A stronger evidence base would enable the systematic prioritisation of
conditions; rational benefit planning and designing; and investment planning. This could be
conducted through health technology assessments, burden of disease and cost of illness
studies, health demographic survey and other means.

The DOH’s and PhilHealth’s prioritisation frameworks for health could be harmonised.

Currently, the two entities have separate but overlapping prioritisation frameworks.
Evidence-based planning and integration would help ensure that the most relevant and
impactful health services are provided. In turn, this would contribute to improved health
outcomes, lower burdens of the top diseases and lower mortality rates.

The DOH’s governance and oversight capacity could be strengthened, and opportunities to
for continual and meaningful engagement with PhilHealth could be expanded.

The DOH will need to build a comprehensive set of health guarantees, including unified and
systematic clinical practice guidelines that would define service-level allocations. Resulting
comprehensive health guarantees will provide insight into which diagnostic and other
capacities should be increased and which capital investments should be made by the DOH.
They will also help guide the strategic purchasing of medicines, and allow for consolidation
and bulk purchasing to have better leverage in pricing negotiations.

The capacity of PhilHealth to monitor performance could be strengthened, focusing on ICT
developments to link provider payments to performance.

PhilHealth should identify collaborative arrangements for monitoring contracted providers
alongside the DOH. The application of technology, digitalisation and analytics could
facilitate the monitoring of provider performance within the Health Care Provider Network
(HCPN), and thus ensure compliance with contracts or service agreements. A stronger
performance monitoring system would be helpful in designing incentives to reward good
performance. Such a system should also be able to flag sub-par performance to the HCPN
management and ensure that issues are addressed in a timely manner.
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Opportunities to Improve Strategic Purchasing for Primary Care

1.

There have already been attempts to expand the initial Konsulta design, making it more
comprehensive in scope and increasing incentives for providers; however, these
improvements have yet to be fully implemented.

Pilot implementations would allow the capture of initial lessons on how funds are
downloaded, utilised and monitored. Based on these learnings, PhilHealth can start
improving and refining the PHC package. In a positive step, some provinces have already
been identified for this “sandbox” style implementation of the Konsulta, wherein Primary
Care Provider Network (PCPN) contracting will be done.

This may involve frontloading investments to stimulate service delivery through feasible
tranches of capitation/global fund payments. These trainings should ensure that there is
absorptive capacity within the network so that they can effectively marshal resources that
will be made available. It will also be important for PhilHealth to invest in stakeholder
engagement processes — for example, setting up local management structures that

exclusively perform governance and management for health care provider networks.




Singapore

Health Financing Schemes in Singapore

Singapore is a high-income city-state located at the Southern
tip of the Malay peninsula. Singapore’s healthcare system has
been identified as one of the most efficient in the world, and
the country enjoys excellent health outcomes alongside
relatively low spending on health. Singapore has a mixed payer
system for healthcare based on principles of personal
responsibility, market competition and government oversight.

Singapore has multiple social health protection schemes

designed to complement each other to provide affordable care.

These schemes target primarily Singapore citizens and to an
extent, Permanent Residents. Out of Singapore’s 5.64 million
population, 1.56 million foreign residents are therefore
excluded from national health protection schemes and rely on
employer or voluntary insurance or out-of-pocket payments.
Recently, some smaller health protection schemes have been
developed for low-income migrant workers in the country.

The main health financing schemes in Singapore are:

NATIONAL BUDGET: The Ministry of Health (MOH) receives an
annual budget allocation from the Ministry of Finance (MOF).
Within this budget, the MOH purchases services from three
public healthcare clusters: Singapore Health Services
(SingHealth), the National Healthcare Group (NHG) and the
National University Health System (NUHS). Each cluster is

Population (2022): 5.64 million
GPD per capita (2022): US$82,808

Poverty headcount at national
poverty line: No data

Life expectancy (2021): 83 years

Infant mortality rate per 1,00 live
births (2021): 1.7

DALYs per 100,000 (2019): 15,045

Current health expenditure as % of
GPD (2020): 6.05%

Domestic government expenditure as
% of CHE (2020): 52.41%

Out-of-pocket expenditure as % of
CHE (2019): 28.44%

UHC Service Coverage Index score
(2021): 89

Physician density per 1,000 people
(2021): 2.70

responsible for a geographical area and comprises public healthcare institutions (PHIs) including

hospitals, primary care polyclinics, rehabilitation hospitals and specialty centres. While these can be

used by all residents, subsidised services are only accessible to citizens and Permanent Residents.

Capitation rates from the MOH to the three clusters are set according to the number of eligible

residents in their geographical area.

MEDISAVE: Singaporeans and Permanent Residents participate in a mandatory personal health

savings scheme called MediSave. Participants contribute between 8 and 10.5% of their income to

their MediSave accounts. Funds from these accounts can be used to pay for inpatient treatment and

many outpatient treatments (including chronic disease treatments, preventative care, children’s

health, cancer and kidney treatment and others, within annual caps). MediSave funds can be used

for the account owner or close family members (spouse, children, parents, grandparents, siblings).
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IMIEDISHIELD LIFE: Singaporeans and Permanent Residents are enrolled in MediShield Life, a
compulsory national health insurance scheme. MediShield Life funds can be used to offset the costs
of large hospital bills and limited high-cost outpatient treatments (e.g. kidney dialysis and cancer
treatment). Premiums can be paid directly out-of-pocket or through one’s MediSave account.

MEDICAL ENDOWMENT FUND: Medifund is a government assistance fund providing support to low-
income Singaporean citizens to cover outstanding medical bills, even after MediSave and MediShield
Life avenues have been exhausted. Medifund grants are given by the government to Medifund-
approved Institutions (MFls), who have discretion over applications from patients to receive
benefits. Medifund can be used to cover most healthcare services including inpatient, specialist,
long-term, primary, antenatal and dental care.

COMMUNITY HEALTH ASSIST SCHEME: CHAS is a government scheme that subsidises private
primary and dental care services for Singaporean citizens. The value of CHAS benefits depends on
one’s household income; these cover chronic condition management for all Singaporeans and dental
care and common illnesses (e.g. flu) for the lowest-income Singaporeans.

OTHER SCHEMES: Other health financing schemes include private insurance schemes (employer or
individually-sponsored), schemes for specific Singaporean populations (e.g. ElderShield for the
elderly) and schemes for migrant workers.

__%' General Hospital TAX INVOICE (Finalised) Page 10f2
h

SingHealt

BILL REF. NO. BILL DATE LOCATION
6821289297G0011 15 SEP 2021 GXPSOC (RHI)

M“" VISITOATE » 15 SEP 2021 0231 pm

a 1. A quick summary of
TOTAL AMOUNT(BEFORE GOVT SUBSIDY) $

57.00 your bill, with
GOVT SUBSIDY s -28.50 inf s h I
TOTAL AMOUNT (BEFORE GST) s 28.50 information on the tota
7% GST 3 199 bill before and after
(GST absorbed by Govt s -1.99 ¢
TOTAL AMOUNT (AFTER GOVT SUBSIDY) 5 28.50 government subsidy,
b TOTAL AMOUNT PAYABLE s 28.50 financing schemes
Accepts: PayNow Net Payment made $ -21.55 % B
FINAL AMOUNT PAYABLE s 695 applied and the final
$6.95 amount payable.
FINAL AMOUNT PAYABLE
CHARGES

SERVICES. DESCRIPTION BEFORE GOVT SUBSIDY (¢)  AFTER GOVT SUBSIDY (5)

CONSULTATION AND LABORATORY INVESTIGATIONS

SERVICES ALANINE AMINO TRANSFERASE (ALT) (1 QTY) 13.90 695 2. The SG QR code
CREATININE (1 QTY) 1210 605 enables self-service
FULL BLOOD COUNT (1 QTY) 31.00 1550
payment towards the
TOTAL AMOUNT (BEFORE GOVT SUBSIDY) 57.00 .
GOV SUBSIDY 2850 bill.
TOTAL AMOUNT (BEFORE GST) 2850
7% GST 199
ST absorbed by Govt (for subsidised patient only) 199
TOTAL AMOUNT (AFTER GOVT SUBSIDY) 28.50
PAYMENT SUMMARY
TOTAL AMOUNT (AFTER GOVT SUBSIDY) 28.50
'SCHEMES (SCHEME ID) / PAYOR REFERENCE NO. AMOUNT PAYABLE ($)
] 50
Payment Summary to be continued on page 2
PATED ON: 120c1 20210119
Singapore General Hospital Pte Ltd | www.sgh.com.sg For bill enquiries, please contact us at
Outram Road, Singapore 169608 | Tel: +65 6222 3322 Email: payment@1fss.com.sg
Company Registration No. 1987039072 | GST Reg No. M90368910N ChatBuddy: www.sgh.com.sg/askBILLie

Source: Singapore General Hospital
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The Primary Healthcare System in Singapore

The primary healthcare system in Singapore is divided between public polyclinics and private
General Practitioner (GP) clinics. Polyclinics are part of Singapore’s public healthcare clusters; there
are currently 23 polyclinics, with plans to raise the number to 32 by 2030. Polyclinics are financed
through the relevant healthcare cluster’s budget, set by the MOH using capitation rates. While
private GPs provide 80% of primary care services in Singapore, polyclinics manage 45% of all patients
with chronic diseases.

GP clinics are financed through out-of-pocket payments and private health insurance schemes.
While they generally do not receive government funding, there are certain Public-Private financing
schemes in place whereby clinics receive a budget from the MOH to provide set services. These
include the Community Health Assist Scheme (CHAS), granting subsidies to citizens (especially the
low-income) for GP visits; the Chronic Disease Management programme (CDMP) providing chronic
disease management to citizens; the Public Health Preparedness Clinic Scheme covering primarycare
responses to health emergencies; and Healthier SG, enrolling citizens (starting with the elderly) to a
GP to provide holistic lifelong care.
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Purchasing Functions in Singapore’s Healthcare Schemes

% of Total CHE

Coverage

Purchaser(s)

Governance

For PHC:

Financial
Management

For PHC:

Benefits
Specification

For PHC:

Contracting
Arrangements

For PHC:

Provider
Payment

Performance
Monitoring

NATIONAL BUDGET

43.08% (2019)

4.07 million (100% of citizens and Permanent Residents / 72% of the total population)

*Subsidy coverage differs among citizens and PRs. Foreign residents are not eligible for subsidised public healthcare.

Ministry of Health

The public healthcare clusters operate under MOH Holdings, the holding company for Singapore’s
public healthcare assets. MOH Holdings is 100% government-owned and falls under the MOH. A
“Standing Policy Agreement” defines the roles & responsibilities of the public healthcare clusters.

Each cluster contains one ‘arm’ dedicated to primary care services: National Healthcare Group
Polyclinics, National University Polyclinics and SingHealth Polyclinics. These bodies oversee the
services provided by individual polyclinics and collaborate with other members of their respective
cluster (e.g. hospitals and specialty centres) to coordinate care. The MOH sets price caps for the
range of services provided by polyclinics; this pricing cannot change without MOH approval.

The Ministry of Finance (MOF) sets annual budgets for each Ministry (including the MOH) based
on previous year and projected data. The MOH collects data on each cluster’s operations (e.g.
clinical data, utilisation, quality, financial data) to guide annual budgeting decisions.

The financing of polyclinics is internally managed by the relevant cluster (NHG, SingHealth,
NUHS). Each cluster has the mandate and flexibility to decide on their internal resource allocation
across member institutions.

The MOH, in its Service Level Agreements with public healthcare institutions, outlines the
expected medical benefits to be provided to the population. In public institutions, 10 to 80% of
the costs of medical care are subsidised through government funding depending on a patient’s
income and residency status.

The MOH collaborates with the public healthcare clusters to define the services to be provided by
polyclinics. Service Level Agreements may be set with the MOH at either the cluster or the
individual polyclinic level.

Public healthcare institutions are managed by MOH Holdings (the holding company for public
healthcare assets). Public hospitals were corporatised (“restructured”) from 1985 and have
autonomy over their workforce, fees and funding, but they are ultimately owned by the
government.

The government and MOH, as owners of all public healthcare institutions, have the mandate to
centrally plan polyclinics (e.g. the development of new polyclinics, the allocation of polyclinics
across clusters). Each cluster must work with its allocated member polyclinics but has flexibility in
internal resource allocation.

The MOH is shifting to capitation-based payment for the healthcare clusters as of April 2023.

Capitation rates are set according to the regional boundaries of each cluster, though users can
access services across all three clusters regardless of their area of residence within Singapore.
Capitation rates are set according to historical average care costs and service utilisation rates.

The recent shift to capitation is intended to incentivise primary and preventive care across public
healthcare. However, healthcare clusters have flexibility on their internal resource allocation and
payment mechanisms, and do not need to pass on cluster-level capitation funding to their
member institutions (including polyclinics).

Healthcare Performance Offices (HPOs) within public institutions report on clinical indicators to
MOH regularly. The MOH maintains a Public Hospital Scorecard on clinical, satisfaction and other
indicators. Based on this data, the MOH’s Service Level Agreements with the public healthcare
clusters include annual performance targets which are annually reviewed.

Each cluster monitors the performance of its primary care polyclinics. The MOH also carries out
overall monitoring of its clusters and their sub-units. Annual review processes at the polyclinic
level may track clinical, patient safety, quality and other data for performance monitoring.
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Purchasing Functions in Singapores’ Healthcare Schemes

% of Total CHE
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For PHC:
Contracting

Arrangements
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MEDISAVE

4.83% (2019)

4,070,000 individuals (100% of citizens and Permanent Residents / 72% of the total population)

*MediSave applies to all citizens and PRs but excludes foreign residents.

Individuals, within the framework provided by the Central Provident Fund Board

MediSave is overseen by the Central Provident Fund (CPF) Board, a statutory board under the
Ministry of Manpower (MOM). The CPF Board includes representatives from the government,
employers and workers. It is responsible for the administration, management, stewardship and
regulation of MediSave according to the Central Provident Fund Act 1953, the Central Provident
Fund (MediSave Account Withdrawals) Regulations and related regulations.

The CPF Board is responsible for managing all MediSave contributions, accounts and
disbursements, including those relating to primary care services.

While MediSave accounts are personal health savings accounts, these are managed by the CPF
Board rather than by patients themselves. The CPF board is responsible for financial management
including interest accrual, account management, financial reporting and budgeting and reserves.

The CPF Board is responsible for the financial management of all MediSave funds, including those
relating to primary care services.

The MOH and CPF Board jointly set eligibility criteria for the utilisation of MediSave funds. These
include benefits eligible for MediSave usage, reimbursement limits and other conditions. Benefits
eligible under MediSave are outlined in the Central Provident Fund (MediSave Account
Withdrawals) Regulations and published on the CPF Board website. Benefit entitlements are
designed to complement public healthcare subsidised rates, so beneficiaries who seek care in
private facilities will pay more out-of-pocket as private facility fees are unsubsidised.

Limited primary care services are eligible under MediSave. These are jointly set by the MOH and
CPF Board, and include approved screenings, vaccinations and chronic conditions.

MediSave funds can be used at all public healthcare institutions and accredited non-public
institutions. Institutions must submit an accreditation application to the MOH; they must sign a
Deed of Indemnity (DOI), submit required documents and meet set accreditation criteria. Both
the institution where a procedure is performed and the doctor/dentist performing a procedure
must be accredited under MediSave in order for claims to be submitted.

MediSave funds can be used for all primary care at polyclinics and for chronic disease care at
accredited General Practitioner (GP) clinics. Private GPs wishing to participate in MediSave must
submit an accreditation application to the MOH through the Chronic Disease Management
Programme (CDMP), submitting required documents and meeting pre-established criteria.

Singapore does not have a single-payer system for healthcare, hence only a portion of patient’s
bills will be eligible for MediSave payment/reimbursement. Claims are reimbursed to institutions
directly through case-based and fee-for-service payments. After a patient signs a Medical Claims
Authorisation Form (MCAF), institutions will apply for MediSave payment on their behalf. The
approved amount will be deducted from the patient’s MediSave fund and transferred directly to
the institution to settle outstanding fees.

MediSave provider payment for primary care follows the same procedures as for all other
MediSave-eligible services. Specifically, fee-for-service payments are used for polyclinics.

The CPF Board collects and analyses data on MediSave contributions, withdrawals and utilisation
to monitor financial sustainability and performance. MediSave-accredited institutions are
required to report on financial and clinical data to the MOH. The MOH monitors the effectiveness
of MediSave in meeting health system objectives — particularly affordability metrics according to
the MOH’s annual Key Performance Indicators (KPIs).

Compliance and performance monitoring for primary care under MediSave is done in conjunction
with performance monitoring of the MediSave scheme as a whole.
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Purchasing Functions in Singapore’s Healthcare Schemes
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For PHC:

MEDISHIELD LIFE

8.62% (2019)

4,070,000 individuals (100% of citizens and Permanent Residents / 72% of the total population)

*MediShield Life covers all citizens and PRs but excludes foreign residents.

Central Provident Fund Board

MediShield Life is overseen by the Central Provident Fund (CPF) Board, a statutory board under
the Ministry of Manpower (MOM). The CPF Board includes representatives from the government,
employers and workers. It is responsible for the governance of MediShield Life with the support
of the MediShield Life Council. Comprising representatives from the MOH, CPF Board, healthcare
sector and insurance industry, the MediShield Life Council oversees the operations of MediShield
Life and gives recommendations to the MOH on improvements to the scheme.

Not applicable.

The MediShield Life Fund is designed to be self-sustaining and follows principles from the
Monetary Authority of Singapore’s (MAS) Risk Based Capital (RBC) Framework for private
insurers. Premiums are adjusted every 3 to 5 years by the MOH and CPF Board. Benefit
entitlements are reviewed regularly by the MOH. This is intended to ensure that premiums are
priced on a sound actuarial basis and that the Fund remains sustainable. The Inland Revenue
Authority of Singapore (IRAS) and the CPF Board are responsible for the recovery of any
outstanding premiums.

Not applicable.

The MOH is responsible for decision-making on MediShield Life benefits, with input from the
MediShield Life Council. Benefits under MediShield Life are limited to large hospital bills including
day ward, inpatient surgery and select outpatient services (e.g. cancer drug treatment,
radiotherapy, kidney dialysis). Patient co-payment levels range from 3 to 10%. Benefit
entitlements are designed to complement public healthcare subsidised rates, so beneficiaries
who seek care in private facilities will pay more out-of-pocket as private facility fees are
unsubsidised. Details on the MediShield Life benefit package are published on the MOH website.

As MediShield Life is intended to cover high-cost interventions, primary care benefits are
excluded from the scheme.

MediShield Life contracts with all public healthcare institutions and accredited non-public
institutions. Institutions must submit an accreditation application to the MOH; institutions must
sign a Deed of Indemnity (DOI), submit required documents and meet set accreditation criteria.
Both the institution where a procedure is performed and the doctor/dentist performing a
procedure must be accredited under MediSave in order for claims to be submitted.

Not applicable.

Singapore does not have a single-payer system for healthcare, and only a portion of a patient’s
bills will be eligible for MediShield Life payment/reimbursement. After patient deductibles and
co-payments are made, the remaining cost is borne by MediShield Life (within annual limits). The
MediShield Life Fund directly reimburses public and accredited institutions for the relevant bill
amount.

Not applicable.

MediShield Life institutions submit clinical and financial data to the MOH and CPF Board, which
monitor the performance of the scheme and adjust premiums/benefits accordingly to ensure its
sustainability. The MOH collects data on affordability related to MediShield Life for its annual Key
Performance Indicators (KPIs). It conducts regular revisions of MediShield Life (the latest having
taken place in 2020) with input from the CPF Board, MediShield Life Council and the public.

Not applicable.
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MEDICAL ENDOWMENT FUND (MEDIFUND)

0.61% (2019)

Varies year-by-year.
*Low-income citizens and PRs are eligible to apply for Medifund on a case-by-case basis. 1,150,985 admissions, attendances
and bed months were approved in FY2020 (may not correspond to the number of unique patients covered).

Ministry of Health

Medifund is governed according to the Medical and Elderly Care Endowment Schemes Act
(Chapter 173A). Medifund is managed by the MOH. A Medifund Advisory Council (MAC),
appointed by the Minister for Health, advises on fund administration and policy and recommends
scheme improvements. Each Medifund-approved Institution (MFI) has a Medifund Committee
(MFC) that evaluates applications and administers grants. Committee members are independent
volunteers nominated by the institutions and appointed by the Permanent Secretary for Health.

The MFC of the relevant polyclinic group (National Healthcare Group Polyclinics, SingHealth
Polyclinics) is responsible for decision-making on Medifund applications and has oversight of
internal fund management. Currently, the National University Polyclinics group falls under the Ng
Teng Fong General Hospital Medifund Committee (also a member of the NUHS health system).

The government is responsible for growing the endowment of Medifund, with an intended
endowment size of $3 billion. A separate Medifund Silver is maintained for needy elderly
patients. Top-ups to the fund are given by the MOF at the government’s discretion when budget
is available. The MOH disburses funds to MFIs annually, and MFCs conduct their own financial
management by managing internal reserves, evaluating applications and administering grants.
While each institution typically manages its own reserves, the Agency for Integrated Care
administers Medifund for over 50 smaller institutions part of the scheme.

The MFC and medical social workers of each polyclinic group oversee the internal management of
Medifund reserve,s including application outcomes, subsidy amounts and financial planning.

Medifund is intended as a safety net to cover low-income Singaporeans for outstanding medical
bills after other subsidised and schemes are used. It covers inpatient, specialist, intermediate and
long-term care and (more recently) primary, antenatal and dental care and medical consumables.
Beneficiaries must be Singapore citizens who are receiving treatment at MFls. As institutions have
discretion over the approval of Medifund applications, medical social workers lead holistic
evaluations of patients’ needs, backgrounds and bill sizes to determine eligibility. The MOH
provides guidelines to facilitate consistency in decision-making, but MFCs retain full discretion.

Patients can apply for Medifund for any service at polyclinics. Approval and fund disbursement is
at the discretion of the relevant MFC, based on the patient’s financial circumstances and bill size.

MFIs include all Public Healthcare Institutions (PHIs) — namely public hospitals, national
speciality centres and polyclinics — and selected intermediate- and long-term care facilities.

Medifund can be used at PHIs in primary care, and therefore can only be utilised at public
polyclinics (not private GP clinics). All polyclinics are automatically considered MFls.

The MOH provides MFIs with grants from the annual interest generated from the fund. The grant
value is determined by a facility’s projected needs and previous year spending/unutilised savings.

As for any MFI, polyclinics are provided an annual grant from the MOH to be used for their
Medifund accounts. Grants are operated by the relevant MFC.

Each MFC is required to maintain records of its Medifund transactions and submit financial
statements for auditing. Auditors are appointed by MOH on a yearly basis. The Medifund
Advisory Council (MAC) collects information on the performance of the fund and provides
recommendations for improvement. The MAC is re-appointed regularly and includes
representatives from the healthcare sector, eldercare and social services and legal sector.

Polyclinics’ MFCs submit financial statements to the MOH yearly for auditing.
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COMMUNITY HEALTH ASSIST SCHEME (CHAS)

0.52% (2019)

1,200,000 individuals (33.80% of citizens / 21.28% of the total population are cardholders)

*Only Singapore citizens are eligible to apply to become CHAS cardholders.

Ministry of Health

The MOH and the Agency for Integrated Care (AIC), an agency under the MOH, are responsible
for administering aspects of the CHAS scheme. These include enrolment (processing applications
against eligibility criteria, maintaining CHAS patient databases, issuing CHAS cards to
beneficiaries); contracting with healthcare providers; managing claims processing and
reimbursements.

As CHAS is a primary care-focused scheme, all governance aspects described above apply.

The MOH is responsible for the financial management of CHAS.

As CHAS is a primary care-focused scheme, all financial management aspects described above
apply.

CHAS was originally created to cover low-income Singaporeans and the elderly for primary care
services at GP clinics and dental clinics. The MOH is responsible for benefit specification for CHAS.
Benefits include consultation fees, medication and basic investigations/lab tests). In 2019, CHAS
was expanded to cover all Singaporeans, but application to be a CHAS cardholder are necessary
and benefits are tiered according to income. The amount of subsidy received will depend on
one’s household income or annual value of their home. Lower-income CHAS Blue and Orange
cardholders can use the scheme for common illnesses, selected chronic conditions and selected
dental services, whereas higher-income CHAS Green cardholders can use it for selected chronic
conditions only. Elderly patients (Pioneer Generation and Merdeka Generation) are eligible for
enhanced CHAS benefits regardless of their income status.

As CHAS is a primary care-focused scheme, all benefits specification aspects described above
apply.

GP clinics, private dental clinics and Specialist Outpatient Clinics (SOCs) at public hospitals can
participate in the CHAS scheme. To participate in CHAS, clinics and doctors providing treatment
must be accredited under MediSave’s Chronic Disease Management Programme (CDMP)
framework, fill out an application form for CHAS and complete a CHAS e-learning training.
Accredited clinics are assigned to a polyclinic administrator to sign the CHAS contract. Currently,
over 1,000 private GPs and 700 dental clinics are enrolled in CHAS.

As CHAS is a primary care-focused scheme, all contracting arrangement aspects described above
apply.

Participating providers can check their patient’s balance for their annual CHAS subsidy. If the
subsidy cap has not been reached, they can produce an itemised bill indicating the CHAS subsidy
amount. Clinics then have 30 days to submit a CHAS claim; claims are generally processed and
reimbursed within one month by the MOH.

As CHAS is a primary care-focused scheme, all provider payment aspects described above apply.

The AIC regularly reviews the performance and budget of the CHAS scheme, and collects
feedback to identify areas of improvement. Polyclinics administrators of CHAS or MOH-appointed
auditors also conduct regular audits on clinical and financial metrics. CHAS-participating clinics
must maintain relevant documents for such audit purposes.

As CHAS is a primary care-focused scheme, all performance monitoring aspects described above
apply.
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Recent Progress in Strategic Purchasing

O

In 2023, Singapore initiated Healthier SG, a significant healthcare redesign initiative. The
Healthier SG scheme for primary care enables citizens and Permanent Residents to enrol to
a private GP clinic for lifelong care, seeking to move the disproportionate chronic care
burden away from polyclinics and to encourage preventive care.

As part of Healthier SG, the payment of public healthcare clusters has shifted from a mixed-
payment system (DRG for inpatient and day surgery, block grants for outpatient) to
capitation funding.

The MOH implemented a Pay for Performance framework from 2021 tracking cluster data
on key priority areas and financially rewarding them for performing well. Priority areas are
still in the process of being finalised, but may reflect the annual Key Performance Indicators
of the MOH. In 2022 these included indicators on good health outcomes, quality,
accessibility and affordability.

Bundled payments were implemented starting in 2021 for specified conditions — for
example, end-to-end care including surgery, inpatient care and outpatient rehabilitation for
hip fracture patients. Through these bundled payments, a lump sum is paid for the
management of a condition even where care may span across multiple healthcare
institutions (e.g. acute hospitals and community/rehabilitation hospitals).

To reduce spending on medical devices, equipment and pharmaceuticals across the public
healthcare clusters, a joint procurement agency — ALPS Pte Ltd — was established from
2018 to centralise procurement across public institutions. ALPS is currently responsible for
65% of overall procurement for public healthcare and 90% of procurement for
pharmaceuticals for public healthcare.

In 2019, CHAS was expanded to cover Singaporeans of all incomes for selected chronic care
conditions. Higher-income Singaporeans (over 2,000 SGD household monthly income per
person) can receive limited subsidies for the management of chronic conditions at private
GPs, thus reducing the burden of care for public polyclinics.

Through the Value-Driven Care (VDC) programme launched in 2017, the MOH has identified
17 high-volume, high-cost conditions and is working with VDC workgroups across institutions
to standardise cost and outcome indicators for these.
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KEY HIGHLIGHT: HEALTHIER SG FINANCING AND IT REFORMS

Healthier SG is a comprehensive health system reform launched by the Singaporean
government in 2022, with the aim of promoting a healthier population and focusing
the nation’s healthcare system on preventive care.

Healthier SG covers 5 key features: 1) mobilising family doctors to deliver preventive
and holistic care; 2) developing holistic health plans for all residents (covering
medications, lifestyle changes and screenings) in consultation with family doctors; 3)
activating community partners to support residents in living a healthier life and
integrate with the health system through social prescriptions; 4) launching a national
enrolment exercise, whereby residents will register with one lifelong family
doctor/private GP clinic for their health plan and holistic healthcare needs; 5)
enhancing system enablers including IT, manpower development and financing to
support a national shift toward preventive care.

The planned system enablers include strengthening mobile applications to track
residents’ health plans, physical activities and diets; shifting financing of the public
healthcare system toward a capitation-based model, giving health clusters the
incentive to improve preventive and population health; and improving the IT
capabilities of private GP clinics by integrating their independent Clinic Management
Systems with Singapore’s National Electronic Health Record (NEHRS) system.

A Healthier SG whitepaper outlines short-term, medium-term and long-term aims and
indicators for progress. These include operational outcomes (e.g. resident enrolment
rates), utilisation outcomes (e.g. proportion of diabetes patients receiving appropriate
screening) and health outcomes (e.g. incidence of stroke and cancer). This will assist
the Ministry of Health in tracking the progress of Healthier SG and bridging remaining

gaps in the health system as needed.




Challenges for Strategic Purchasing

O

As users are free to access care at any of the public healthcare clusters, issues of ‘transfer
pricing’ (i.e. patients going outside of their provider network) will have to be considered
after the recent shift to capitation funding.

Implementation challenges may emerge in the initial phases of Healthier SG for primary care
at the private GP level. Sufficient enrolled GPs will be needed to ensure the success of the
scheme and empower the private sector to provide chronic disease management. To do this,
appropriate Healthier SG funding and other non-monetary benefits will have to be
considered satisfactory by GPs to incentivise them to care for medically complex patients.

Singapore’s ageing population poses a challenge to the current MediShield benefit package,
which will have to be revised continuously alongside evolving care needs and chronic
diseases.

Funding flows across Singapore’s public healthcare are complex, and there may be
challenges in ensuring that strategic purchasing practices are passed on at all levels involved.
While capitation is being implemented from MOH to the health clusters, no set payment
mechanism has been mandated from the clusters to their component institutions.

Due to the complexity of Singaporean health financing schemes, there may be challenges in
communicating the benefits and assistance schemes available to patients. Better
coordination among GPs, medical social workers, institutions and the MOH are required to

help patients navigate care seamlessly.




Opportunities to Improve Strategic Purchasing

1. Singapore’s public healthcare clusters could focus on growing their internal capacity to
implement the new capitation framework.

This should involve collecting data on service utilisation and patient outcomes to make
evidence-driven decisions (for example, determining how to allocate capitation shares
among component institutions within a cluster). Developing high-level and granular data
analytics platforms will be essential to this effort.

2. Singapore could further track data on specific vulnerable populations in terms of health
outcomes, service utilisation and financial needs.

This would help to identify the needs of vulnerable sub-groups and thus improve the equity
of the health system. In the new capitated model, tracking the health outcomes and
financial needs of vulnerable groups may also help the MOH set more data-driven capitation
rates for the public health clusters.

3. Singapore could expand on its existing public outreach and care integration efforts.

With the complex and fragmented nature of Singapore’s health financing schemes, some
patients may have poor understanding of available schemes and modes of assistance.
Vulnerable patients may also face barriers to financial support, such as onerous means-
testing processes. Greater public outreach across the different schemes (MediSave,
MediShield Life, Medifund, CHAS) could educate the public on available assistance schemes
and gather feedback on how to streamline administrative processes such as means-testing.

4. Singapore could aim to encourage residents to seek care at their designated healthcare
clusters to maximise the benefits of capitation funding.

In view of Singapore’s ongoing shift to capitation, a standardised system of incentives should
be implemented to encourage residents to seek care at their designated cluster. This would
ensure that capitation funding amounts are accurately calculated. Alternatively, the MOH
should consider gathering data on patients seeking care outside of their designated
networks in order to guide funding decisions.

5. The MOH could focus on regularly reviewing patient and financing outcomes in real time,
allowing it to implement changes quickly if needed.

This real time monitoring will be increasingly necessary while Singapore is in the midst of
implementing healthcare financing reforms. Gathering lessons from the ground rapidly and
implementing changes accordingly will help ensure the success of these reforms.
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Opportunities to Improve Strategic Purchasing for Primary Care

1. Singapore could further empower primary care to support ongoing healthcare financing

reforms.

The burden on the health system will grow alongside Singapore’s shifting burden of disease
toward NCDs and ageing-related conditions. The shift to capitation for clusters, the rollout of
Healthier SG and the enrolment of residents to a lifelong private GP clinic may be an
opportunity to ramp up manpower, including “lay extenders” in polyclinics and GP clinics to
undertake non-medical tasks. This will empower primary care to better support national
health financing efforts and preserve the sustainability of Singapore’s health system.

Fair pricing models could be developed for Healthier SG to encourage GP enrolment.

Pricing models should be developed alongside private GPs to ensure acceptability and
understand their perceptions of the Healthier SG scheme. Pricing models should be
reviewed every 3-5 years, as the patient load is expected to increase, to ensure continued
satisfaction. Developing high-level data analytics platforms and collecting more granular
data will be essential to this effort.
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Thailand

Health Financing Schemes in Thailand

Thailand is an upper-middle income country with Universal
Health Coverage (UHC) that provides access to healthcare
services for all citizens and legal residents. The Universal
Coverage Scheme (UCS), Civil Servant Medical Benefit Scheme
(CSMBS) and Social Security Scheme (SSS) collectively function as
the system of UHC in Thailand. Public expenditure (comprising
UCS, SSS, CSMBS, the Ministry of Public Health and other public
components) comprises approximately 70% of the current health
expenditure. About 10% of current health expenditure comes
from out-of-pocket (OOP) payments.

The main health financing schemes in Thailand are:

UNIVERSAL COVERAGE SCHEME: Established in 2002, the UCS
targets individuals in Thailand not covered under the SSS or the
CSMBS. It covers approximately 49.8 million people (74% of the
population). The scheme is considered a citizen's right to receive
social protection and is financed through the tax-based
government budget. Health facilities are paid on a capitation
basis for outpatient, preventive and health promotion services.
Inpatient services are paid using diagnostic-related groups with a
global budget approach. For specific high-cost procedures, a fee-
for-service method with a ceiling is applied. The annual public
budget allocated per capita was around 3,800 THB or 120 USD
per person in 2020.

Population (2022): 71.70 million
GPD per capita (2022): US$7,090

Poverty headcount at national
poverty line (2021): 6.3%

Life expectancy (2021): 79 years

Infant mortality rate per 1,00 live
births (2021): 7.1

DALYs per 100,000 (2019): 24,227

Current health expenditure as % of
GPD (2020): 4.36%

Domestic government expenditure as
% of CHE (2020): 70.36%

Out-of-pocket expenditure as % of
CHE (2020): 10.54%

UHC Service Coverage Index score
(2021): 82

Physician density per 1,000 people
(2020): 0.95

SOCIAL SECURITY SCHEME: Established in 1990, the SSS is intended for private employees in
Thailand. It covers approximately 11.2 million people (17% of the population). It is a mandatory

health insurance scheme that combines state subsidies and mandatory contributions from

employees and employers. Health facilities are paid on a capitation basis for outpatient services,

while inpatient services are paid using diagnostic-related groups within a global budget approach.

The annual public budget allocated per capita was around 7,000 THB or 220 USD per person in 2020.

CIVIL SERVANT MEDICAL BENEFIT SCHEME: Established in 1980, the CSMBS covers civil servants in
Thailand, as well as their parents, spouses and up to three children. The CSMBS covers

approximately 6 million people (9% of the population). The scheme is considered a fringe, state

welfare benefit and is financed through a tax-based, non-contributory governmental budget. Health

facilities are paid using a fee-for-service approach for outpatient services, while inpatient services

are paid using diagnostic-related groups with multiple cost bands. The annual public budget

allocated per capita was around 12,000 THB or 400 USD per person in 2020.
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The Primary Healthcare System in Thailand

Thailand has a well-developed primary healthcare system that serves as the first point of contact for
patients seeking public healthcare services. The public primary healthcare system is operated by the
Ministry of Public Health (MOPH) and covers the entire country.

The system is structured around a network of primary healthcare facilities, including health centres
and community hospitals, or so-called District Health Systems (DHS). These facilities are staffed by
trained healthcare professionals, including doctors, nurses and other medical and public health staff.
They provide a wide range of medical and public health services, including preventive care, health
promotion services, treatment of common illnesses, maternal and child health services and basic
diagnostic tests.

One of the key features of the primary healthcare system in Thailand is its emphasis on community-
based healthcare. The system places a strong emphasis on health promotion and disease
prevention, and community health volunteers are often utilised to provide health education and
basic medical care and public health services in their catchment areas.

Overall, the primary healthcare system in Thailand is a well-established and effective system that
provides basic healthcare services to all people. The system's focus on community-based healthcare
and health promotion has helped to improve equitable access to health services and the health of
the population and reduce the burden of disease on the healthcare system.
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Purchasing Functions in Thailand’s Healthcare Schemes

% of Total CHE

Coverage

Purchaser(s)

Governance

For PHC:

Financial
Management

For PHC:

Benefits
Specification

Contracting
Arrangements

For PHC:

Provider
Payment

For PHC:

Performance
Monitoring

For PHC:

UNIVERSAL COVERAGE SCHEME (UCS)

18% (2019)

49.80 million (74% of the total population)
*The UCS covers all citizens not enrolled in the SSS and CSMBS schemes.

National Health Security Office (NHSO)

The UCS is governed by the Board of UCS, with the NHSO as the Secretariat of the Board. The
NHSO is a government organisation responsible for managing the UCS. It was established in 2002
under the National Health Security Act to ensure that all Thai citizens have access to essential
health services and financial protection against catastrophic medical expenses. The NHSO is
responsible for managing the UCS budget, contracting providers and monitoring service quality.

The Ministry of Public Health (MOPHS) is the major provider of public healthcare services through
Primary Care Units (PCUs). A system of Contracting Units for Primary Care (CUP) is used, with all
MOPH facilities automatically enrolled. Other public and private providers can voluntarily register
and be approved to serve as healthcare units for UCS beneficiaries within their local networks.

The UCS is funded by government budget allocation, which is managed by the NHSO.

The NHSO plays a crucial role in the financial management of primary care by implementing the
UCS, which provides comprehensive primary care services to UCS beneficiaries and health
promotion and disease prevention services for the entire Thai population.

The UCS covers comprehensive services including preventive care, common illnesses, maternal
and child health, basic diagnostic tests, prescription drugs, medical equipment and laboratory
tests. It also covers medicines from the National List of Essential Medicines (NLEM) for UCS
beneficiaries and health promotion and disease prevention for all Thais (not only UCS members).

The benefits specification for primary care is clearly outlined by the NHSO, describing the
services, procedures, medications, and interventions which the beneficiaries are entitled to
receive. In January 2023, the NHSO upgraded the UCS benefits by including new free items for
elderly people such as free eyeglasses, adult diapers, dentures and dental implants.

The NHSO is responsible for contracting healthcare providers and monitoring the quality of care.
The contracted parties include both public and private providers. All public facilities are required
to be contracted providers, but only accredited private facilities can be enrolled. A private
hospital could be accredited either through the Joint Commission International (JCI) or Thailand
Healthcare Accreditation Institute (HAI).

District health systems (DHS) are the main contractors for primary care under the UCS.

The UCS uses a mix of capitation and Diagnostic-Related Groups (DRGs). Outpatient services and
health prevention & promotions are paid through capitation; amounts are based on patient
characteristics, provider locations and type of care provided. Inpatient services are paid under
DRGs with a global budget approach. For high-cost or specific procedures, fee-for-service is used.
Public and private providers are also eligible for performance-based payments based on quality
and patient satisfaction, under the “Quality and Outcome Framework” (QOF) payment system.

Primary care is paid through capitation, with amounts based on patient characteristics (age,
gender, health status), provider locations and type of care provided.

The NHSO is responsible for monitoring the performance of the UCS. It collects and analyses
microdata on services provided and reimbursement. The NHSO and the MOPH have used
evidence-based research and theoretical concepts to monitor and improve health system
performance. Therefore, strategic purchasing in Thailand can inform policy-making decisions by
reporting to the Parliament and Cabinet on UHC in the country.

The indicators for primary care cover interconnected and updated HMIS, standardised health
promotion, disease prevention, home visits to special care groups, laboratory diagnostic services
and comprehensive care for patients and at-risk groups with diabetes/hypertension.
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Purchasing Functions in Thailand’s Healthcare Schemes

% of Total CHE
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SOCIAL SECURITY SCHEME (SSS)

12% (2019)

11.20 million (17% of the total population)

*The SSS covers all private sector employees in Thailand (citizen and non-citizen).

Social Security Office, Ministry of Labour

The Social Security Scheme (SSS) is governed by the Board of SS and managed by the Social
Security Office (SSO). The SSO is responsible for collecting contributions from employers and
employees, contracting healthcare providers and managing the scheme's budget. Under the
overall direction of the Ministry of Labour, the SSO operates under the Social Security Act 1990
and is responsible for managing social security and welfare programmes, including healthcare
coverage for the beneficiaries. As a government agency responsible for social security and
welfare programmes of private workers, the SSO is dedicated to ensuring access to affordable
and quality healthcare services for its registered beneficiaries.

The SSS holds a relatively minor role in the governance of health purchasing for PHC, as its main
contractors are large hospitals while local health facilities function as sub-contractors.

The SSS is funded by tripartite contributions from the government, private employers and private
employees. The SSO is responsible for collecting contributions and managing the scheme's
budget.

The above financial management aspects apply.

The SSS covers common illnesses, hospitalisation and some dental services. A Medical Committee
appointed by the Minister of Labour provides guidance to the SSO Board on medical coverage
and benefits. The SSO pays main contractors through capitation. Price caps are set for private
care (4,000 baht per month for inpatient and 2,000 baht per month for outpatient). Disabled
individuals can receive ambulance/transportation coverage up to 500 baht per month. They are
also covered for rehabilitation costs when meeting specified criteria.

With its main contractors being large hospitals, SSS beneficiaries are covered for full outpatient
expenses at government hospitals, but are limited to a price cap of 2,000 baht per month for
private outpatient care.

The SSO is responsible for contracting healthcare providers on a competitive basis through its
provincial offices throughout the country as well as 12 branch offices in Bangkok. The main
contracted providers are public and private accredited hospitals with at least 100 beds and with
12 clinical specialties. The SSO allows subcontracting by these main contractors.

There is a referral system among SSO clinics within the relevant contracting unit’s network. There
are work-related clinics that perform medical diagnosis, provide treatment, offer surveillance and
preventive care, offer consultations and promote occupational health and safety among firms.

The SSS uses capitation and Diagnostic-Related Group (DRG) payments with a global budget to
reimburse providers. Fee-for-service is used for some high-cost services, based on a fee schedule
set by the SSO. The SSO pays for inpatient care at government hospitals through a DRG method.

Provider payments for primary care follows the same mechanisms as above.

The SSO conducts regular assessments and quality control audits, with the main contracting units
assessed annually. Nevertheless, it does not have a clear performance monitoring and
accountability framework. The SSO cannot regulate the quality of public and private hospitals in
its hospital networks as it has no bargaining power over private hospitals.

The SSO does not have clear structures for performance monitoring specific to primary care.
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Purchasing Functions in Thailand’s Healthcare Schemes
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CIVIL SERVANT MEDICAL BENEFITS SCHEME (CSMBS)

28% (2019)

6,000,000 individuals (9% of the total population)

*The CSMBS covers all civil servants in Thailand.

Comptroller General’s Department (CGD)

The CSMBS is managed by the Ministry of Finance (MOF)’s Comptroller General’s Department, a
major central agency responsible for monitoring, controlling and administering public
expenditure. Even without a legal mandate of strategic purchasing, the CGD is responsible for
managing the scheme's budget, contracting healthcare providers, monitoring the quality of
services and conducting reimbursement of CSMBS medical expenses. However, the CGD does not
have a legal mandate as a purchaser; it is only responsible for the reimbursement of expenses to
public and contracted private providers or directly to CSMBS beneficiaries. The CGD does not
supervise the quality of services provided.

The CGD is solely responsible for the financial management of the CSMBS, i.e. reimbursement to
beneficiaries and payment to healthcare providers (including for primary care).

The CSMBS is funded by tax-based public budget allocation. The CGD is responsible for managing
the scheme's budget.

The above financial management aspects apply.

The coverage of CSMBS is similar to that of the UCS, including outpatient and inpatient services
with price caps for private facilities. The CSMBS covers the cost of primary healthcare, specialty
care and hospitalisation. The use of non-essential medicines is usually not permitted, unless
physicians confirm that these are clinically indicated. Through evidence-based literature and cost-
effectiveness principles, a technical advisory committee decides what services should be included
in the benefit package (beyond those in the National List of Essential Medicines). The health
expenditure per capita of the CSMBS surpasses that of Thailand’s other two schemes, reaching a
value that is 3.15 times greater than the per capita expenditure of the UCS.

The CSMBS covers comprehensive primary healthcare services as part of its benefit package.

There is no legal mandate for the CGD to be responsible for contracting healthcare providers. The
CGD is only responsible for reimbursing expenses to government officials (the scheme’s intended
beneficiares) and health facilities. Specifically, the CGD is only responsible for controlling the
reimbursement process according to MOF rules and regulations.

There is no mandate for the CGD to contract primary care providers, but only to reimburse claims
to health facilities and enrolled government officials when primary care services are utilised.

Starting in 2007, the CSMBS shifted from a fee-for-service payment mechanism for
hospitalisations toward Diagnostic-Related Group (DRG)-based payments. Outpatient services are
paid to providers through direct disbursement from the CGD. Inpatient services are paid through
DRGs. Co-payment is possible for medicines not indicated on the National List of Essential
Medicines.

Primary care services are paid to providers through direct reimbursement from the CGD.

There is no explicit performance monitoring system for the CSMBS.

There is no explicit performance monitoring system for the CSMBS.
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Recent Progress in Strategic Purchasing

O

The NHSO uses a variety of purchasing strategies, including closed-ended provider payment,
gatekeeping functions at the primary care level, exercising collective purchasing power and
engaging the views of stakeholders in the decision-making. A well-established legal and
policy landscape allows the NHSO to be accountable to people, healthcare providers and the
government. The National Health Security Board (NHSB) consists of members from various
stakeholder groups, including five representatives from NGO constituencies.

The NHSB and the Health Service Standard and Quality Control Board approved the National
Health Security Office Action Plan (2018-2022), with the aim of providing every Thai citizen
with access to quality healthcare without experiencing financial difficulties. The action plan
is grounded in three fundamental principles: 1) providing accessible services; 2) ensuring
financial sustainability; and 3) upholding good governance.

There are relentless efforts to improve the quality, efficiency and accessibility of the UCS. In
2022, many new health benefits were introduced: free adult diapers, glasses for children
with vision problems, outpatient telemedicine for 42 diseases and symptoms piloted in
Bangkok, Lab Anywhere for free laboratory tests covering 24 items at medical technology
clinics, and a 'pharmacy for common illness' initiative for medicines and consultations for 16
symptoms and diseases.

There has been some progress in improving access to primary care in Bangkok. While
Bangkok is renowned for its advanced healthcare services, there remains a disparity in
primary care provision. Factors such as traffic, distance to primary care units and a
preference for pharmacies or hospitals have contributed to lower primary care utilisation in
the city compared to other provinces. The NHSO has expanded Public-Private Partnerships
(PPP) to increase primary care entry points in Bangkok. Prior to April 2023, access to primary
care was limited to registered health units based on individuals' home addresses; with the
updated system, UCS beneficiaries can decide on their health units. It is estimated that over
500 private clinics will be necessary to bridge the healthcare gap in Bangkok; these clinics
will offer free services to beneficiaries and claim the fees from the NHSO. The NHSO has
made efforts to improve its reimbursement system and claims processing times.

The NHSO is also working with the Bangkok Metropolitan Administration (BMA) to address
access gaps in primary care services. Joint efforts between the NHSO and BMA include
extending after-hour clinics and introducing health mobile vehicles.

The NHSO is working on a policy proposal that will allow the UCS beneficiaries to get primary
oral health services at any healthcare access point. This will mitigate a problem for
beneficiaries that only receive dental care at the hospitals or clinics where they are
registered, which has caused obstacles for those living far from their registered health units
or those who have relocated.

In a recent report to the Cabinet, the NHSO also improved its reimbursement system to
speed up the e-claim process, empowering hospital operators with the necessary financial
liquidity to deliver free services to Universal Health Coverage (UCS) beneficiaries.
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KEY HIGHLIGHT: HMIS DEVELOPMENT OVER THE DECADES

One of the most notable highlights of the UHC development in Thailand is the
remarkable success story of its Health Management Information Systems (HMIS) of
the Ministry of Public Health (MOPH). The HMIS plays a vital role in improving
healthcare services and outcomes in Thailand. It has been instrumental in enhancing
healthcare delivery, monitoring disease trends, improving decision-making, and
promoting public health interventions. HMIS in Thailand incorporates the use of
electronic medical records to digitise patient health information into the Electronic
Medical Records (EMRs) system which allows providers to access patient data, track
medical histories and facilitate better coordination across facilities.

HMIS facilitates the collection of health data from public health facilities. This includes
patient demographics, disease prevalence, treatment outcomes, and more. By
standardising data collection processes, HMIS enables comprehensive reporting,
analysis, and monitoring of health indicators at national, regional and local levels.

Telemedicine and remote health services are technically feasible through investing in
digital transformation and telecommunication technologies, in which HMIS can
facilitate structured and unstructured data exchange and ensures secure transmission
of medical information. While HMIS has proven beneficial in Thailand, challenges such
as interoperability, data privacy, and resource constraints may arise. It is essential to
address these challenges by implementing robust data protection measures, fostering
collaboration among stakeholders, and investing in infrastructure and human
resources.

The implementation of ICT technologies has enabled many new services in Thailand,
including Telemedicine, patient queue management, and patient information
collection using Big Data analysis. Thanks to the well-established HMIS foundation,
public hospitals could actively evolve to expand telemedicine services when the

COVID-19 epidemic situation had been a catalyst to adopt the technology. As of
December 2022, about 98 percent of the MOPH hospitals use the cloud-based Health
Information System Gateway (HIS Gateway) for data integration and exchange.




Challenges for Strategic Purchasing

o There are inequality gaps in benefits, health coverage and contributions among the three
UHC schemes in Thailand. There is currently no available information regarding strategic
purchasing for the CSMBS and SSS schemes, and no ongoing efforts to harmonise the three
schemes. Thus, Thailand could put more effort into synchronising benefit packages, financial
contributions and payment mechanisms. The three schemes could similarly harmonise their
efforts toward strategic purchasing mechanisms to improve budget efficiency for overall
strategic health purchasing in Thailand.

o Health Management Information System (HMIS) in the governmental sector faces challenges
in data integration and interoperability, data quality, human resource capacity, privacy and
security, and governance. The lack of interoperability between different healthcare systems,
inconsistent data quality and standardisation, limited advance-skilled personnel, privacy and
data breach concerns, and fragmented governance hinder the effective management of
health and financial data. Enhancing the integration and interoperability of HMIS would
establish a strong foundation for the overall efficiency of UHC's strategic healthcare
purchasing.

o Healthcare budget limitations and financial constraints can dissuade strategic purchasing
efforts. The reliance of Thailand's public healthcare system on an annual government budget
allocation poses a risk of slashed budgets during economic downturns and fiscal constraints.
This mismatch between budget allocation and a growing demand for health services, as well
as increasing costs of labour and medicine, can lead to limited quality and access of UHC.
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Opportunities to Improve Strategic Purchasing

1. Thailand could converge the legal frameworks, organisational arrangements and
institutional capacity among its three health financing schemes, potentially through
appropriate Parliamentary and legislative action.

This may involve appropriate Parliamentary and legislative action and/or the creation of a
coordinating body that oversees the operations of the three schemes. Achieving this would
require strong political will from the government. Establishing common organisational
arrangements and institutional capacity would help to streamline consistent management
across the three schemes and ensure that they are working toward the same outcomes.

2. Thailand could implement a unified performance-based payment system for all schemes to
incentivise healthcare providers to provide high-quality care and meet specific health
outcomes.

This would help to improve the overall quality of healthcare services and encourage
providers to make efficient use of resources. Payment mechanisms for the different health
schemes should be harmonised to improve the efficiency of service delivery and reduce
administrative costs. Establishing common information systems and data management tools
across the three schemes would help to improve transparency, reduce administrative
burdens and enhance monitoring and evaluation for the healthcare system's performance.

3. A national centralised procurement system for medical supplies and equipment could
bring significant benefits to Thailand.

Standardising the quality of medical supplies across facilities and streamlining supply chain
management would also enhance efficiency and effectiveness. A national centralised
procurement system could achieve cost savings and improve resource availability, though it
may also introduce bureaucratic delays, reduced competition and limited flexibility.

4. The three schemes could better work together to collectively develop and promote the
goals of "value-based healthcare".

This model aims to maximise the value of care for patients by improving health outcomes
while minimising cost. Through this approach, the success of healthcare delivery is measured
not by inputs or volume of services provided, but by health outcomes achieved per every
monetary unit spent. To achieve this, providers must prioritise patient outcomes and
satisfaction by implementing cost-effective treatments that improve the patient experience.

Opportunities to Improve Strategic Purchasing for Primary Care

The primary healthcare system in Thailand faces the same challenges as the overall healthcare
system — including fragmented healthcare delivery, limited financial resources and variability in
service quality and benefits coverage across the schemes and administrative areas. Therefore, the
above recommendations also apply to improving strategic purchasing for primary care in Thailand.
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Vietham

Health Financing Schemes in Vietham

Vietnam is a lower-middle income socialist country on the
Southeastern tip of continental Asia. Vietnam has seen
significant economic growth and poverty reduction since the
1990s, coinciding with great improvements to health outcomes
among the population. Despite Vietnam’s socialist market
orientation, it comprises a mix of public and private healthcare
facilities.

The first social health insurance law was passed in 2008,
regulating Vietnam's roadmap to universal health insurance.
However, out-of-pocket payments remain high and the country’s
ageing population risks posing a challenge to the sustainability of
the health system.

The main health financing schemes in Vietnam are:

SOCIAL HEALTH INSURANCE: The Social Health Insurance Fund
(SHI) is one of the major health financing schemes in Vietnam.
SHI coverage in Vietnam was about 91% in 2021. In general, SHI
revenues are made from contributions from i) the formal
economy sector (4.5% of employees’ income, contributed by
both employees (1.5%) and employers (3%); ii) households in the
informal economy sector (4.5% of minimum wage); iii) the social
security agency fund (primarily for citizens on monthly pensions);
and iv) government revenue subsidies in place of contributions
from the poor and ethnic minority households. The SHI benefit

Population (2022): 98.2 million
GPD per capita (2022): US$4,164

Poverty headcount at national
poverty line (2020): 4.8%

Life expectancy (2021): 74 years

Infant mortality rate per 1,00 live
births (2021): 16.4

DALYs per 100,000 (2019): 27,543

Current health expenditure as % of
GPD (2020): 4.68%

Domestic government expenditure as
% of CHE (2020): 45.11%

Out-of-pocket expenditure as % of
CHE (2020): 45.12%

UHC Service Coverage Index score
(2021): 68

Physician density per 1,000 people
(2016): 0.83

package covers curative services (including some primary healthcare services). Fee-for-service is the

dominant provider payment mechanism under the SHI scheme.

STATE BUDGET: The state budget (including the central government budget and local government

budget) for health is planned for every year and goes through a review process before funds are

channelled directly to service providers via the Ministry of Health (for central hospitals and centrally-

affiliated agencies) or provincial Departments of Health/Departments of Finance (for public

providers in the provinces). The state budget is responsible for covering preventive care, including

many primary healthcare services (e.g., vaccination, health promotion and education, and family

planning services among others). The Vietnam National Assembly passes laws on the state budget

and sets state budget estimates and central government budget allocations. Provincial People’s

Councils are responsible for local government budgets.
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The Primary Healthcare System in Vietham

The health system in Vietnam comprises four administrative levels: central, provincial, district and
commune. At each level, the organisational structure can be divided into curative care and
preventive care. The curative public health sector is structured vertically through the hospital
system, consisting of approximately 624 district hospitals, 376 provincial hospitals and 44 central
hospitals as of 2021. A number of 11,112 commune health centres (CHC) deliver primary healthcare,
including curative and preventive care.

CHCs form the foundation of Vietnam’s primary healthcare system. Each CHC comprises one general
doctor and three to five health staff, generally providing care for 2,000 to 12,000 inhabitants (with
some exceptionally large communes having a population of over 100,000 inhabitants). CHCs are
responsible for implementing priority public health programmes, organising community-level
preventative health services such as immunisations, water and sanitation and promoting various
public health campaigns as necessary. CHCs provide examination and treatment for common
diseases, health counselling, managing and distributing common medications and medications used
in priority public health programmes, referrals for patients with serious illnesses, prenatal and
postnatal care and common spontaneous vaginal deliveries. In addition to CHCs, outpatient
polyclinics (operated by district health centres) and district health centres (DHC) themselves provide
more complex curative services.

SHI members may seek health care services at their registered primary health facility, at their local
CHCs or at nearby polyclinics or district health centres. They can then be referred to higher-level
hospitals if needed. Although those with social health insurance generally have free or low-cost
access to primary care services through the CHCs, many people believe the quality to be poor and so
bypass their CHCs and choose to self-pay for services directly at private clinics or hospitals. The
recent district-level and provincial-level referral policies (regulated in the 2014 amended SHI Law,
effective since 2016 for district-level referral policies and 2021 for provincial-level referral policies)
also allow SHI members to bypass their registered primary health facilities to go to higher-level

facilities in the same districts or provinces without incurring higher co-payment expenditure.




Purchasing Functions in Vietnam’s Healthcare Schemes
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Contracting
Arrangements

For PHC:

Provider
Payment

For PHC:

Performance
Monitoring

For PHC:

SOCIAL HEALTH INSURANCE

27.95% (2020)

90,590,500 individuals (91% of the total population)

*The SHI is expanding to cover the entire population of Vietnam, including eligible non-citizens/ foreign workers.

Vietnam Social Security (VSS)

The Vietnam Social Security agency (VSS) works with social insurance agencies in 63 provinces in
revenue raising, fund management and provider reimbursement for the SHI. The SHI Law defines
the MOH'’s responsibility in setting SHI policies. The MOH oversees the scheme alongside other
agencies, health authorities and the VSS. Provincial People’s Committee are responsible for
implementing SHI policies and regulations at the provincial level; ensuring adequate funds to
subsidise premiums; and conducting inspection, supervision and complaints resolution.

The above governance aspects apply.

The VSS fund is operated as a single fund, with all provincially-raised revenues pooled centrally.
Hospitals can request payments from their social insurance agencies quarterly; these are
responsible for claims assessment and reimbursement.

All primary care fund management is conducted by the VSS. District health centres (DHCs)
consolidate claims on behalf of their subordinate commune health centres (CHCs), as CHCs
cannot directly request payments from their social insurance agencies. Health stations in schools
or companies also receive fixed funds from provincial social security agencies to cover their
expenses on essential medicines, medical supplies and other aspects of first aid and primary care.

The Law on SHI implies that the SHI fund is dedicated to curative care; the SHI benefit package
thus includes all curative services. The MOH has issued a list of non- and conditionally-
reimbursable services as a “negative” benefit package list. Importantly, reimbursement rates do
not cover full healthcare costs; a 20% co-payment policy was introduced in 1988 and has since
been frequently revised. The MOH revises a list of SHI-reimbursable medicines every 2-3 years
and issues criteria for adding or removing medicines.

An additional SHI basic health services package (via Circular 39/2017/TT-BYT) was issued in 2017
to apply in CHCs and DHCs. The package includes 76 basic services (e.g. doctor’s visit, basic first
aid, common blood test, normal birth delivery) and 241 essential medicines for PHC.

All public providers are automatically enrolled as SHI members and receive reimbursement from
the SHI Fund. First-time providers (both public and private) must grant the MOH's licence and
show the VSS their lists of health services and medicines, approved by competent authorities.

CHCs cannot directly sign contracts with social security agencies; DHCs do this on behalf of their
subordinate CHCs. Private facilities that contract with social security agencies can also provide
PHC services according to the SHI package. The SHI fund reimburses them at pre-defined rates,
similar to those for public hospitals. Any additional expenses must be covered out-of-pocket.

Though the SHI Law covers three payment methods (capitation, fee-for-service and Diagnostic-
Related Groups), fee-for-service remains dominant. The MOH aims to implement a payment
reform consisting of capitation and DRGs, but is facing governance and technical difficulties.

Capitation was the prevailing payment method for primary care in the past, but fee-for-service
has become the primary payment method at present. A novel capitation method was
implemented in April 2021 but abandoned in December the same year.

The MOH regularly releases lists of monitoring & evaluation indicators (most recently in Circular
20/201/TT-BYT in 2019) and promulgates the widely-adopted Vietnam Hospital Quality Standard
(Decision 6858/QD-BYT in 2016). However, these are not linked to VSS purchasing decisions.

Some indicators related to primary care are defined in the above list — e.g. percentage of CHCs
implementing preventive and non-communicable disease management (%), percentage of
children under 1 year old fully vaccinated, etc. CHCs regularly submit reports to higher-level
management units, and the aggregated reports are sent to the DOHs and MOH.
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Purchasing Functions in Vietnam’s Healthcare Schemes

% of Total CHE

Coverage

Purchaser(s)

Governance

For PHC:

Financial
Management

For PHC:

Contracting
Arrangements

For PHC:

Provider
Payment

For PHC:

Performance
Monitoring

For PHC:

STATE BUDGET

17.17% (2020)

98,200,00 individuals (100% of the total population)

*The government budget focuses on health promotion & prevention and therefore covers the entire resident population.

Ministry of Health

The Vietnam National Assembly passes laws on the state budget and decides budget estimates
and central government budget allocations. Provincial People’s Councils decide on and approve
the local government budget. The Ministry of Finance (MOF) manages overall state budget funds.

The above governance aspects apply.

Budgets for healthcare are planned every year. They go through a review process before being
channelled directly to service providers via the MOH (for central hospitals and centrally affiliated
agencies) or provincial Departments of Health (DOH) or Departments of Finance (DOH) (for public
providers in the provinces)

The MOH, provincial DOH and DOF are responsible for all financial management of state-funded
healthcare, including primary care.

The Vietnam Communist Party (VCP) defines the theory of development and sets major directions
for the health sector (formally written in its Resolution, with the latest being Resolution 20 in
2017). To operationalise the VCP Resolution, the government issues legal documents providing
guidance on the allocation of the government budget. However, it is unclear how the
government selects which health problems to prioritise. The MOH’s Department of Planning and
Finance is responsible for regular budget planning and allocation, but this appears to involve
primarily passive purchasing. For example, the state budget allocated for preventive healthcare
activities is based on population size and geographical conditions rather than health needs or
provider performance.

The Ministry of Health promulgated the list of essential services for primary healthcare, health
prevention and promotion to be funded by the state in Circular 39/2017/TT-BYT in 2017.
Essential primary care services funded by the state budget include consultation, health
promotion and education, vaccination, family planning and more.

Public facilities receive funding from the state budget channelled through MOH/DOH and
therefore, no contracting process is required.

CHCs receive funding from the local state budget and therefore, no contracting process is
required. A social contract model between CDCs and community health workers is being piloted
to provide HIV/AID primary healthcare services such as testing.

Public health facilities receive subsidies from the state budget using global budget or line-item
budget methods.

The above provider payment aspects apply.

The MOH regularly releases lists of monitoring & evaluation indicators (most recently in Circular
20/201/TT-BYT in 2019). However, these are not linked to purchasing or funding decisions.
Prioritised public health programmes such as HIV/AIDS and tuberculosis control have some
mechanisms to collect and analyse performance indicators for service providers, but these are
not closely linked to purchasing or funding decisions.

Similar to SHI scheme, some specific indicators related to primary health care are also defined in
the above list, such as percentage of CHCs implementing preventive and non-communicable
disease management (%), percentage of children under 1 year old fully vaccinated, etc. CHCs and
DHCs implementing prioritised public health programmes (e.g., HIV/AIDS, tuberculosis control)
also report on requested indicators (e.g., number of cases referred for HIV testing and treatment)
to higher-level management units. The MOH also promulgated the National Benchmark for
Commune Healthcare to monitor the performance of the commune healthcare system.
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Recent Progress in Strategic Purchasing

o The most recent health strategic plan was approved by the Prime Minister in 2013 and

includes a vision toward 2030. The Plan established the SHI and state budget as the primary
financial sources for healthcare. It also set priorities for reforming the health financing
system toward UHC, including: (1) to increase the annual budget allocation for healthcare;
(2) to increase the coverage of social health insurance and enhance the use of information
technology in health insurance management; (3) to strengthen the financial autonomy of
public hospitals; (4) to reform provider payment methods; (5) to integrate financial
indicators into a national Monitoring & Evaluation system.

The SHI benefit package has been developed by the MOH toward a more explicit approach.
The MOH revises the list of SHI reimbursable medicines once every two to three years. The
MOH also issued a set of criteria (including criteria on effectiveness, safety, cost-
effectiveness and budget-impact) for adding a specific medicine from the list in 2018.
Additionally, the MOH issued a list of non-reimbursable and conditionally-reimbursable
services by the SHI to limit the reimbursement of high-technology and expensive services to
higher-level providers. The list was first introduced in 2016, updated in 2017 and 2020.

The MOH prepared for the reform of the provider payment system in 2020 with the pilot of
a new capitation method for outpatient services and DRG for inpatient services. These
efforts aimed to replace the sole provider payment method of FFS with other suitable
methods, intending to minimize the current level of out-of-pocket expenses for patients and
encourage providers to restrain the use of resources while increasing the quality of care.

Under the state budget, some prioritised public health programmes (e.g., the national
HIV/AIDS control programme) have been utilising Monitoring & Evaluation information to
make strategic budgets for the long- and medium-term as well as to advocate for the
approval of local government budgets. Some output-based criteria were also applied to
finance HIV/AIDS services. The national HIV/AIDS control programme has successfully
transitioned its financing sources from heavily depending on external funding to more stable
and predictable internal funding, in the form of the SHI and state budget.
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Challenges for Strategic Purchasing

o Although some functions of strategic purchasing can be observed, there is no particular unit
dedicated to oversee strategic purchasing functions. The issues to be overcome include the
quality of important policies, such as the health benefit packages specification, lack of well-
defined processes, criteria and evidence generation. Significant gaps also exist relating to
health information systems. These include the absence of recording and reporting
mechanisms for public spending on health at the provincial level; a lack of timely updates on
the status of the SHI fund; a lack of information on hospital performance; and the fact that
health information has not been regularly utilised to support resource allocation.

o Although alternative provider payment methods have been previously used (i.e., capitation)
and piloted (i.e., DRGs), health services are still primarily purchased through line-item
budgeting and fee-for-service payments. The enforcement of hospital autonomy policy (that
allow autonomous hospitals to gain more control over their financial management), paired
with the predominant fee-for-service provider payment methods, have resulted in various
revenue-maximising practices (e.g., the provision of “patient-requested” services, the
provider-induced supply of unnecessary services, the excessive use of high-tech services, the
inappropriate prescription of drugs). Thus, out-of-pocket expenditure remains a high
percentage of total healthcare expenditure (over 40%).

o Several challenges in the health service delivery system must be overcome to achieve
efficiency gains in the health sector. One of the biggest challenges is the overuse of hospital-
based care, which may stem from lower levels of care being insufficiently equipped (in terms
of financing, infrastructure, equipment and human resources) to tackle people’s health
needs among a transitioning burden of diseases.

KEY HIGHLIGHT: VIETNAM’S NATIONAL STRATEGY TOWARD UHC

The most recent health strategic plan, known as the ‘National Strategy for the
Protection, Care, and Improvement of People’s Health during the period 2011-2020’,
includes a vision toward 2030 and sets priorities for reforming the health financing
system. The overall objective is to more Vietham toward Universal Health Coverage.
The state budget and social health insurance are considered the two primary financial
sources for healthcare, creating a favourable foundation to progress toward the goal
of strategic purchasing in upcoming years. Recent progress in strategic purchasing has
been made under both schemes, including the formulation of a social health
insurance benefit package and state-funded essential primary health care services, as
well as the pilot of Diagnostic-Related Group (DRG) as a new provider payment
method for inpatient services.
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Opportunities to Improve Strategic Purchasing

1. The government could establish a mechanism to coordinate between healthcare financing
organisations.

This may involve issuing legal documents to encourage the functions of strategic purchasing
for both the SHI scheme and state budget. A coordination mechanism should emphasise
funding for not only curative care, but especially for preventive and primary healthcare.

2. Vietnam could work to establish a comprehensive electronic health information system.

This system would collect data on health outcomes, service quality, etc. at local and national
levels. It would ideally function within clear processes to use evidence for purchasing.

3. The government could seek to enhance capacity for strategic purchasing among relevant
individuals and organisations involved through knowledge-sharing and participation.

First, the government should develop mechanisms to enable the effective participation of
stakeholders in strategic purchasing (including the state budget and SHI). Capacity-building
would then raise an appreciation for strategic purchasing among stakeholders, including its
functions of priority setting, benefit package design and service pricing.

4. The government could tailor benefit package design and provider payment methods
toward strategic purchasing.

It should establish mechanisms for developing and regularly reviewing an explicit benefit
package. It should also extend provider payment reforms toward greater efficiency.

Opportunities to Improve Strategic Purchasing for Primary Care

1. Advocating to systematically reform lower-level health facilities in terms of financing,
infrastructure, equipment and human resources could greatly benefit Vietham.

This may help address the is the excessive reliance on hospital-based care, partly due to

lower-level healthcare facilities being inadequately equipped to address people's health
needs in the context of a changing disease burden.

2. The government could further invest in primary health care, as per existing commitments.

Clearer criteria for state budget allocation for primary health care should be developed to
guide the budgeting processes toward a more strategic approach.

3. Vietnam could work to create more appropriate provider payment systems and incentives.
In the reform of the provider payment system, the government should identify and
implement appropriate provider payment methods to create suitable incentive mechanisms

for healthcare facilities providing primary healthcare services.
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Recommendations




OBIJECTIVE
Countries have integrated different parts of national
health systems in ASEAN at the national level, with

strong coordination between strategic purchasing
agencies.

The lack of integration between different parts of national health systems in ASEAN
countries contributes to poor coordination among different purchasing agencies.
This fragmentation results in suboptimal resource allocation and limited
coordination across public and private sectors, primary and secondary care, curative
and preventive services, payers and donors.

In Thailand, the three main health financing schemes (Universal Coverage Scheme,
Civil Servant Medical Benefits Scheme, Social Security Scheme) provide universal
health coverage to the entire population, yet purchasing mechanisms among the
three are not integrated. Other countries, like Malaysia and Singapore, have a
significant private healthcare sector yet low public-private integration in terms of
purchasing, financing and procurement.

RECOMMENDATION

Countries should consider establishing either a
centralised agency for strategic purchasing, or a
coordinating mechanism across existing agencies, based
on the current degree of centralisation and division of
duties among their healthcare services and purchasing
agencies.

Countries with a more centralised healthcare system may consider establishing a
dedicated agency responsible for strategic purchasing. This agency should have the
authority to harmonise purchasing policies and practices across elements of the
health system. It could promote collaboration among different purchasers,
streamline purchasing processes and drive efficient resource allocation.

Countries with a more decentralised healthcare system — e.g. those comprising a
variety of healthcare financing schemes — could instead establish a coordinating
mechanism among relevant agencies. This mechanism should facilitate integration
among the purchasers for different schemes, sectors and levels of care. Areas of
focus may include data sharing for performance monitoring across schemes; benefit
package standardisation; strategic purchasing capacity building initiatives for
healthcare professionals and policymakers; and stakeholder engagement with
providers and patients to design integrated purchasing policies.
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OBJECTIVE
Countries have clear legal, fiscal and administrative

frameworks that specify clear roles, rights and
accountability for healthcare purchasing agencies.

Most ASEAN countries lack regulation empowering purchasers to carry out
purchasing strategically and to operate independently through a purchaser-provider
split. This hinders the implementation of strategic purchasing and may lead to the
duplication of efforts among health financing agencies.

Indonesia’s BPJS Kesehatan does not have full power as an autonomous purchaser,
limiting its intended role as strategic purchaser. Similarly, while Malaysia’s

ProtectHealth Corporation was established in 2016 to provide strategic purchasing
services, its roles continue to evolve depending on events and leadership changes.

RECOMMENDATION

Countries should consider passing relevant legislation to

empower strategic purchasing agencies that govern their
roles, rights, accountability and relationships with other

agencies.

Appropriate legislation should clearly define the rights and responsibilities of
purchasing agencies and lay out their relationships with other agencies in the
healthcare financing ecosystem. These may include Health Technology Assessment
agencies, health financing planning departments or other. Defining the mandate of
healthcare purchasers through legislation could assist them in taking on an
increasingly strategic, independent role and prevent duplicate efforts across
agencies involved in healthcare financing and/or resource allocation.

93




OBIJECTIVE
Countries have systematic structures for engagement

between health purchasing agencies and clinicians,
policymakers, payers and patients.

Formal engagement mechanisms among different health financing stakeholders are
currently lacking in ASEAN. This may hinder effective decision-making and equity in
health financing policy at the national or subnational level. Without regular
engagement mechanisms, the level of transparency of health purchasing decisions
will also be diminished.

RECOMMENDATION

Countries should build systematic structures for
engagement between agencies and individuals relevant
to health purchasing.

Countries could set up common platforms for dialogue among purchasers,
providers, insurers, policymakers and donors to discuss resource allocation priorities
and share best practices on strategic purchasing. This may involve regular discussion
sessions or formal budgetary and administrative processes. Where appropriate,
setting up these engagement mechanisms may require local laws, regulations or
administrative processes to be gradually changed to accommodate the involvement
of different stakeholders in decision-making.
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OBJECTIVE
Countries have systematic data collection mechanisms

for priority setting and performance monitoring in
healthcare purchasing.

Whilst some ASEAN countries have better-developed health information systems
than others, in most cases, these are not used to inform purchasing decisions or
may not be adopted by all purchasers/health financing schemes in a country.
Collecting provincial- and national-level data could assist purchasers in setting
priorities for the future and monitoring the performance of providers to inform
future financing decisions. Such data will facilitate priority setting (national and
subnational), performance monitoring and other forms of data-driven decision-
making.

Lao PDR is a country that has made significant progress in its health information
technology, with the adoption of the DHIS-2 from 2014 onward; yet the data
collected is not always relevant to strategic purchasing and hence not often used to
inform purchasing decisions. Myanmar, Cambodia and Malaysia are among other
countries lacking proper data infrastructure or systematic, national-level data
collection practices.

RECOMMENDATION

Countries should consider investing in strong data
collection systems to enable strategic purchasing and to
monitor its performance.

Integrated Electronic Health Records (EHRs) and other systematic data collection
systems would allow countries to maximise the benefits of strategic purchasing and
to monitor its performance. This data would ideally be collected at the national and
subnational level, according to health systems’ levels of decentralisation. Relevant
data to guide strategic purchasing decisions would include clinical, financial and
quality aspects as well as efficiency outcomes.
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OBIJECTIVE
Countries have strong capacity for strategic purchasing
at the national level, and relevant healthcare financing

stakeholders have adequate understanding of strategic
purchasing processes.

Whilst some ASEAN countries have better-developed health information systems
than others, in most cases, these are not used to inform purchasing decisions or
may not be adopted by all purchasers/health financing schemes in a country.
Collecting provincial- and national-level data could assist purchasers in setting
priorities for the future and monitoring the performance of providers to inform
future financing decisions. Such data will facilitate priority setting (national and
subnational), performance monitoring and other forms of data-driven decision-
making.

Lao PDR is a country that has made significant progress in its health information
technology, with the adoption of the DHIS-2 from 2014 onward; yet the data
collected is not always relevant to strategic purchasing and hence not often used to
inform purchasing decisions. Myanmar, Cambodia and Malaysia are among other
countries lacking proper data infrastructure or systematic, national-level data
collection practices.

RECOMMENDATION

Countries should initiate or expand capacity-building
efforts for strategic purchasing agencies or
professionals.

Comprehensive training programmes should cover negotiation skills, contract
management, quality control analysis, performance monitoring and legal and
regulatory aspects of health purchasing. Capacity-building efforts may also include
encouraging pilot initiatives in specific districts or disease areas; supporting local
‘champions’ to share their knowledge at dedicated forums; and establishing cross-
country learning programmes with experts across ASEAN.
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OBIJECTIVE
Countries have well-developed, explicitly-defined and

regularly-reviewed benefit packages for health.

The development and implementation of benefits packages is relevant to countries
that have a social health insurance component in its payer mix. Therefore, benefits
packages are still in their early stages in many ASEAN countries. This contributes to
inconsistencies in healthcare coverage, limited access to essential services and
inefficiencies in resource allocation. Moreover, countries with explicitly-defined
benefit packages may still lack formal processes for their development and revision.

For example, Myanmar lacks an explicit benefit package, contributing to confusion
among healthcare staff and patients at point-of-care. Malaysia also lacks a clearly-
defined benefit package, though its national health plan states an intention to
define one in the future. Vietnam, among other countries, instead has an explicit
benefit package but lacks formal processes to revise it or well-defined criteria for
service inclusion or exclusion under the package.

RECOMMENDATION

Countries should create explicit benefit packages, if
lacking, or expand on and revise existing benefit
packages as appropriate.

Countries should implement a clear strategy for defining and revising benefit
packages; this may involve stakeholder engagement, health system performance
analysis, cost-effectiveness assessments or other processes. Benefit packages should
be explicitly-defined and communicated to patients and healthcare providers.
Countries revising their existing benefit packages should consider increasing their
depth of coverage to provide more services and/or breadth of coverage to reach
more beneficiaries.
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PRIMARY CARE RECOMMENDATIONS

OBIJECTIVE
Benefit packages are designed to incentivise cost-
effective preventive interventions and primary care.

ASEAN countries lack a strong emphasis on primary care or gatekeeping
mechanisms to ensure that patients do not bypass primary care. As the necessity of
primary care to achieve Universal Health Coverage (UHC) is increasingly recognised,
ASEAN countries are investing in strengthening their primary care services. Yet,
benefit packages in many countries are not strong or effective enough to incentivise
cost-effective preventive and promotive care. Benefit packages may also be
designed in favour of secondary- and tertiary-level interventions rather than
promoting primary care as the gatekeeper of health systems.

RECOMMENDATION
Countries should consider building an Action Plan for
benefit specification at the primary care level.

National Action Plans for benefit specification should consider decision-making
processes, key decision-makers, governance processes and benefit specification or
revision timelines. Such Plans should be designed to incentivize cost-effective,
preventive interventions and primary care.
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PRIMARY CARE RECOMMENDATIONS

OBIJECTIVE
Appropriate provider payment methods incentivise and
empower primary care systems in ASEAN.

Many ASEAN countries have health systems that historically prioritise secondary-
and tertiary-level care. Although primary care has been found to be cost-effective in
managing common illnesses and chronic diseases, primary care systems continue to
suffer from historical underinvestment in various ASEAN countries. The role of
primary care should be foregrounded through a selection of appropriate provider
payment methods to incentivise preventive, promotive and primary-level
interventions.

RECOMMENDATION

Countries should identify the most appropriate provider
payment methods for primary care to incentivise health
prevention and promotion.

Countries should begin by studying their current provider payment methods at the
primary and tertiary level. They should then identify the most appropriate provider
payment methods to be used in primary care to incentivize health prevention,
health promotion and primary care. Options may include capitation, fee-for-service
or Diagnostic-Related Groups/case-mix payments, with appropriate methods to be
selected based on the individual country’s health system and the experiences and
best practices of regional neighbours.
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PRIMARY CARE RECOMMENDATIONS

OBJECTIVE

Countries have strong data systems for benefits
specification and performance monitoring for all levels
of healthcare service delivery (from primary to tertiary
care).

While ASEAN countries are working to improve their health data systems, primary
care settings risk lagging behind larger hospitals or speciality centres due to their
limited funding, lesser-trained staff and/or rural geographic locations. While
hospitals may have digitised Electronic Health Records (EHRs) and other data
systems to enable strategic resource allocations, primary care clinics in several
countries still rely on paper-based systems. This makes it challenging to integrate
primary care-level data into national purchasing decisions or regional health budget
allocation processes.

RECOMMENDATION

Countries should specifically invest in infrastructure and
capacity-building for information systems in primary
care.

Countries should ensure that information system improvements are carried out at
the primary care level, particularly focusing on IT infrastructure and data systems of
rural clinics. Healthcare professionals at the primary care level and in rural settings
should be trained in data collection and reporting mechanisms, and data generated
from primary care providers should be used to inform national resource allocation
and strategic purchasing decisions.
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OBJECTIVE
ASEAN member states have implemented a regional

coordination mechanism for strategic purchasing at the
Ministerial and technical level.

There is currently a lack of regional coordination for strategic purchasing in ASEAN,
both at the Ministerial and technical levels. Despite shared ASEAN commitments to
Universal Health Coverage (UHC) and goals of improving healthcare access and
quality, member states demonstrate limited collaboration and alignment on
strategic purchasing practices. This impedes the exchange of best practices, joint
learning and resource optimisation across countries. Countries with recent
successes in strategic purchasing, such as Thailand, therefore lack avenues to
support other ASEAN states and share their knowledge.

RECOMMENDATION

ASEAN countries and the ASEAN Secretariat should
consider organising a strategic purchasing side-meeting
on the occasion of the next ASEAN Health Ministers’
meeting.

ASEAN would be the ideal convening body for cross-country, regional meetings on
strategic purchasing. The next ASEAN Health Ministers’ meeting may provide an
avenue for countries to begin aligning on strategic purchasing goals and best
practices, and to raise the profile of strategic purchasing as a high-potential health
financing tool in the region.

Broadly, ASEAN countries should establish mechanisms for regular engagement and
information sharing among health policymakers and relevant technical working
groups. This will help countries capitalise on collective expertise and potentially pool
resources for purchasing as needed.
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OBIJECTIVE
ASEAN has implemented systematic, regional capacity-

building initiatives for strategic purchasing.

While some countries are independently implementing capacity-building initiatives
for strategic purchasing, there is a lack of such initiatives at the regional level.
ASEAN countries should aim to raise their collective skills and capabilities for
strategic purchasing functions.

RECOMMENDATION

Countries should conduct regional capacity-building via
existing networks in Southeast Asia, primarily the ASEAN
University Network and its partners.

The ASEAN University Network and its partners, or similar already-existing networks,
could provide a politically-neutral platform for capacity-building on strategic
purchasing. This capacity-building should be targeted at policymakers, healthcare
providers, insurers, diplomats or other relevant stakeholders. It may include support
from international strategic purchasing networks or research centres, international
procurement agencies or industry-specific procurement centres of excellence
(health or non-health).
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Summary & Conclusion
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Strategic purchasing and healthcare financing are vital pillars of health systems.

They are essential for achieving UHC and ensuring access to high-quality healthcare for all without
financial hardship. Strategic purchasing plays a crucial role by efficiently allocating resources,
promoting cost-effectiveness and improving service delivery and quality.

This policy report has highlighted the importance of strategic purchasing and its potential to improve
health systems in Southeast Asia. It assesses ASEAN countries’ current health purchasing practices in
across several strategic purchasing key functions: governance, financial management, benefits
specification, contracting arrangements, provider payment and performance monitoring.

As countries may be more effective in some aspects of strategic purchasing than others, focusing on
specific sub-functions will enable them to track their progress systematically.

ASEAN’s regional commitment to improving UHC — as demonstrated by various healthcare
reforms in member states — is a promising step toward enabling strategic purchasing.

The COVID-19 pandemic has challenged health
systems in the region, but also provided an
opportunity to re-orient toward greater efficiency.
The need for resilient health systems and sustainable
financing policies may encourage governments to
make the most of their resources. Transparent,
evidence-driven and equitable health purchasing
practices will be key to achieving this.

However, while the concept of strategic purchasing
gains increasing attention globally, it remains
nascent in Southeast Asia. The region faces
challenges due to fragmented health systems,
limited data infrastructure and varying levels of
political commitment. ASEAN health systems also
operate independently of one another due to their
diversity and values of non-interference.

COVID-19 has highlighted the importance of
cooperation in global health. ASEAN could leverage
this opportunity to take a greater role in health
policymaking and to support member countries in

their health system transitions.

Importantly, strengthening ASEAN health systems as a whole will be a crucial enabler of — and
prerequisite for — stronger strategic purchasing.

This may include reforming health financing schemes to cover a larger share of the population;
increasing transparency and multi-stakeholder engagement in decision-making; building up
healthcare infrastructure and human resources; and establishing strong IT systems to support
relevant data collection across all health facilities. These essential governance and infrastructural
building blocks will facilitate countries’ journeys from passive to strategic purchasing.
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SUMMARY OF RECOMMENDATIONS

This report has provided specific recommendations that ASEAN countries could adopt to make their
purchasing more strategic. These cover 1) individual, national-level recommendations given within
each country chapter; 2) shared national-level recommendations highlighting common challenges
across all or most ASEAN countries; 3) shared national-level recommendations with a specific focus
on strengthening primary care and strategic purchasing; 4) regional-level recommendations where
the ASEAN bloc, or other governing bodies and institutions, could play a role in strengthening
strategic purchasing capacity.

Shared national-level recommendations

1. Countries should consider establishing either a centralised agency for strategic purchasing,
or a coordinating mechanism across existing agencies, based on the current degree of
centralisation and division of duties among their healthcare services and purchasing
agencies.

2. Countries should consider passing relevant legislation to empower strategic purchasing
agencies that govern their roles, rights, accountability and relationships with other agencies.

3. Countries should build systematic structures for engagement between agencies and
individuals relevant to health purchasing.

4. Countries should consider investing in strong data collection systems to enable strategic
purchasing and to monitor its performance.

5. Countries should initiate or expand capacity-building efforts for strategic purchasing
agencies or professionals.

6. Countries should create explicit benefit packages, if lacking, or expand on and revise existing
benefit packages as appropriate.

Primary care recommendations

1. Countries should consider building an Action Plan for benefit specification at the primary
care level.

2. Countries should identify the most appropriate provider payment methods for primary care
to incentivise health prevention and promotion.

3. Countries should specifically invest in infrastructure and capacity-building for information
systems in primary care.

Regional recommendations

1. ASEAN countries and the ASEAN Secretariat should consider organising a strategic
purchasing side-meeting on the occasion of the next ASEAN Health Ministers’ meeting.

2. Countries should conduct regional capacity-building via existing networks in Southeast Asia,
primarily the ASEAN University Network and its partners.
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Our national and regional recommendations emphasise the need for coordination and
collaboration in purchasing for health.

Individually, countries should consider establishing a centralised agency or coordinating mechanism
for healthcare financing and strategic purchasing. Clear legal frameworks should specify the roles
and responsibilities of purchasers and define their relationships with other health financing bodies.
Regular engagement mechanisms should take place among relevant stakeholders, helping to align
best practices and enhance transparency in policymaking.

Regionally, coordination and capacity-building initiatives will be essential to develop strategic
purchasing. ASEAN, the ASEAN University Network and similar bodies can provide platforms for
cross-country collaboration and knowledge-sharing at the technical and policy level. Governments
will be able to share best practices with their neighbours, learn lessons from similar health systems

and build expertise in strategic purchasing practices among decision-makers.

By working collectively to overcome challenges and align on best practices,
ASEAN countries can make significant progress in strengthening their
strategic purchasing capabilities and ensuring equitable access to quality
healthcare for their populations.

106



hy

iograp

ibli

-
ORI AAAARARS

AN NN

-

R

o
- .
—- —




Introduction

ASEAN. (2012). Joint Statement — 11th ASEAN Health
Minister Meeting. https://asean.org/wp-
content/uploads/images/2012/Economic/AH
MM/11th%20AHMM%20Joint%20Statement%
20Final.pdf

Barcellona, C., Khor, S. K., & Lim, J. (2023). Challenges
and opportunities for regional collaboration
for strategic purchasing in Southeast Asia. The
Lancet Regional Health - Southeast Asia, 15,
100227.
https://doi.org/https://doi.org/10.1016/j.lanse
2.2023.100227

Cashin, C., & Gatome-Munyua, A. (2022). The Strategic
Health Purchasing Progress Tracking
Framework: A Practical Approach to
Describing, Assessing, and Improving Strategic
Purchasing for Universal Health Coverage.
Health Systems & Reform, 8(2), €2051794.
https://doi.org/10.1080/23288604.2022.2051
794

Hanson, K. (2018, March 22). RESYST research on
Strategic Purchasing. Resilient & Responsive
Health Systems (RESYST).
https://resyst.Ishtm.ac.uk/sites/resyst/files/cont
ent/attachments/2018-08-
21/RESYST%20research%200n%20Strategic%20P
urchasing%20.pdf

Kutzin J. (2001) A descriptive framework for country-
level analysis of health care financing
arrangements. Health Policy 56(3): 171-204

Mathauer I., Dale E., Jowett M., & Kutzin J. (2019,
March 22) . Purchasing health services for
universal health coverage: how to make it
more strategic? World Health Organization.
https://www.who.int/publications/i/item/WH
O-UCH-HGF-PolicyBrief-19.6

Maude, R. (2020, November 10). COVID-19 and
Southeast Asia’s Long Road to Economic
Recovery [web log]. Retrieved from
https://southeastasiacovid.asiasociety.org/cov
id-19-and-southeast-asias-long-road-to-
economic-recovery/.

National University Singapore. (n.d.). Registry by
country. SEARCH Strategic Purchasing.
https://blog.nus.edu.sg/searchsp/registry-by-
country/

Resilient & Responsive Health Systems (RESYST). (2016).
What facilitates strategic purchasing for health
system improvement?
https://resyst.Ishtm.ac.uk/sites/resyst/files/cont
ent/attachments/2018-08-
22/Purchasing%20key%20findings.pdf

Resilient & Responsive Health Systems (RESYST). (2014).
What is strategic purchasing for health?
https://resyst.Ishtm.ac.uk/sites/resyst/files/cont
ent/attachments/2018-08-
22/What%20is%20strategic%20purchasing%20fo
r%20health.pdf

ThinkWell. (2020). Strategic Purchasing for Primary
Health Care (SP4PHC).
https://thinkwell.global/wp-
content/uploads/2019/11/SP4PHC-One-Pager-
Nov-2022.pdf

World Health Organization. (n.d.). Health financing.
World Health Organization.
https://www.who.int/health-topics/health-
financing#tab=tab_1

World Health Organization. (2017). Strategic purchasing
for Universal Health Coverage: Unlocking the
Potential. World Health Organization.
https://cdn.who.int/media/docs/default-
source/health-financing/strategic-
purchasing/strategic-purchasing-meeting-2017-
report.pdf

World Health Organization. (2016). Strategic Purchasing

for UHC: Unlocking the Potential. World
Health Organization.
https://cdn.who.int/media/docs/default-
source/health-financing/strategic-
purchasing/d1-introduction-mathauer-
who.pdf?sfvrsn=84f2d5d9_2

Brunei Darussalam

Admabh, S. (2020, December 22). Official Contract Signing
Ceremony Between Royal Brunei Technical
Services and Ministry of Health For the ‘Supply
Chain Management Services of Medicinal
Products, Critical Medicine and Medical
Consumables’. Royal Brunei Technical Services.
https://rbts.com.bn/2020/12/22/official-
contract-signing-ceremony-between-royal-
brunei-technical-services-and-ministry-of-
health-for-the-supply-chain-management-
services-of-medicinal-products-critical-medicine-
and-medical/

Department of Policy and Planning (2019). Strategic Plan
2019-2023. Ministry of Health.
https://www.moh.gov.bn/Shared%20Document
s/Strategic%20Plan%20MOH%202019-
2023/FINAL%20MOH%20Strategic%20Book%20
2019-compressed%20(5MB).pdf

Ministry of Health. (n.d.). Bru-HIMS: Brunei Darussalam
Healthcare Information and Management
Systems.
https://www.moh.gov.bn/SitePages/Bru-
HIMS%20Introduction.aspx

108



https://www.who.int/publications/i/item/WHO-UCH-HGF-PolicyBrief-19.6
https://www.who.int/publications/i/item/WHO-UCH-HGF-PolicyBrief-19.6
https://blog.nus.edu.sg/searchsp/registry-by-country/
https://blog.nus.edu.sg/searchsp/registry-by-country/
https://thinkwell.global/wp-content/uploads/2019/11/SP4PHC-One-Pager-Nov-2022.pdf
https://thinkwell.global/wp-content/uploads/2019/11/SP4PHC-One-Pager-Nov-2022.pdf
https://thinkwell.global/wp-content/uploads/2019/11/SP4PHC-One-Pager-Nov-2022.pdf
https://www.who.int/health-topics/health-financing#tab=tab_1
https://www.who.int/health-topics/health-financing#tab=tab_1
https://cdn.who.int/media/docs/default-source/health-financing/strategic-purchasing/strategic-purchasing-meeting-2017-report.pdf
https://cdn.who.int/media/docs/default-source/health-financing/strategic-purchasing/strategic-purchasing-meeting-2017-report.pdf
https://cdn.who.int/media/docs/default-source/health-financing/strategic-purchasing/strategic-purchasing-meeting-2017-report.pdf
https://cdn.who.int/media/docs/default-source/health-financing/strategic-purchasing/strategic-purchasing-meeting-2017-report.pdf
https://cdn.who.int/media/docs/default-source/health-financing/strategic-purchasing/d1-introduction-mathauer-who.pdf?sfvrsn=84f2d5d9_2
https://cdn.who.int/media/docs/default-source/health-financing/strategic-purchasing/d1-introduction-mathauer-who.pdf?sfvrsn=84f2d5d9_2
https://cdn.who.int/media/docs/default-source/health-financing/strategic-purchasing/d1-introduction-mathauer-who.pdf?sfvrsn=84f2d5d9_2
https://cdn.who.int/media/docs/default-source/health-financing/strategic-purchasing/d1-introduction-mathauer-who.pdf?sfvrsn=84f2d5d9_2

Ministry of Health. (2015, May 5). Health System and
Infrastructure Master Plan for Brunei
Darussalam — Framework.
https://www.moh.gov.bn/SiteCollectionDocume
nts/HSIMP/HSI%20MP%20Framework.pdf

Ministry of Health. (1998). Scheme of Charges for the
Ministry of Health. Ministry of Health.
https://www.moh.gov.bn/SiteCollectionDocume
nts/Medical%20Charges/chargesformoh.pdf

World Health Organization. (2020). Country Fact Sheet
Public Health Data at a Glance.
https://www.who.int/docs/default-
source/wpro---documents/countries/brunei-
darussalam/fact-sheet-brunei-
darussalam.pdf?sfvrsn=b91eddf4_5

World Health Organization. (2020). Joint external
evaluation of IHR core capacities of Brunei
Darussalam: mission report, 28 October-1
November 2019. World Health
Organization. https://apps.who.int/iris/handle/1
0665/332937.

World Health Organization Western Pacific Region.
(2018). UHC and SDG Country Profile 2018
Brunei Darussalam. World Health Organization.

Cambodia

Asante, A. D., Ir, P., Jacobs, B., Supon, L., Liverani, M.,
Hayen, A., Jan, S., & Wiseman, V. (2019). Who
benefits from healthcare spending in Cambodia?
Evidence for a universal health coverage policy.
Health Policy and Planning, 34(Supplement_1),
i4-i13. https://doi.org/10.1093/heapol/czz011

Asian Development Bank. (2021). Sector Assessment
(Summary): Health. Greater Mekong Subregion
Health Security Project (Additional Financing):
Report and Recommendation of the President.
https://www.adb.org/sites/default/files/linked-
documents/48118-005-ssa.pdf

Department of Planning & Health Information. 2016.
Health Strategic Plan 2016-2020.
http://hismohcambodia.org/public/fileupload/ca
rousel/HSP3-(2016-2020).pdf

GIZ Cambodia (June 2022). Improving Social Protection
and Health. eutsche Gesellschaft fiir
Internationale Zusammenarbeit (GIZ) GmbH.
https://www.giz.de/en/downloads/giz2022-en-
improving-social-protection-and-health.pdf

GRET. (2019, March 11). In Cambodia, Health Coverage
is Being Extended to Some Stakeholders in the
Informal Sector. GRET. https://gret.org/en/in-
cambodia-health-coverage-is-being-extended-
to-some-stakeholders-in-the-informal-sector/

Health Policy Project (May 2016). Health Financing
Profile: Cambodia. Health Policy Project.
https://www.healthpolicyproject.com/pubs/788
7/Cambodia_HFP.pdf

Hennicot, J.-C., & Jacobs, B. (2020). Toward strategic
purchasing: management of multiple schemes
and purchasing decisions by the Cambodian
National Social Security Fund.
https://doi.org/10.13140/RG.2.2.33690.47040

International Monetary Fund. (2022, December).
Cambodia — 2022 Article VI Consultation — Press
Release; Staff Report; and Statement by the
Executive Director for Cambodia. IMF Country
Report No. 22/371.

Ir, P., Korachais, C., Chheng, K., Horemans, D., Van
Damme, W., & Meessen, B. (2015). Boosting
facility deliveries with results-based financing: a
mixed-methods evaluation of the government
midwifery incentive scheme in Cambodia. BMC
Pregnancy and Childbirth, 15(1), 170.
https://doi.org/10.1186/s12884-015-0589-x

Jithitikulchai T., Feldhaus I., Bauhoff S., & Nagpal S.
(2021). Health equity funds as the pathway to
universal coverage in Cambodia: care seeking
and financial risk protection. Health Policy Plan.
36(1), 26-34.
https://doi.org/10.1093/heapol/czaal51. PMID:
33332527.

Khim, K., Ir, P., & Annear, P. L. (2017). Factors Driving
Changes in the Design, Implementation, and
Scaling-Up of the Contracting of Health Services
in Rural Cambodia, 1997-2015. Health Systems
& Reform, 3(2), 105-116.
https://doi.org/10.1080/23288604.2017.129121
7

Kolesar, R., (2019). Comparing Social Health Protection
Schemes in Cambodia. Health Policy Plus.
http://www.healthpolicyplus.com/ns/pubs/1128
1-
11502_SidebySideComparisonofSocialHealthinsu
rance.pdf

Kolesar, R. J., Bogetoft, P., Chea, V., Erreygers, G., &
Pheakdey, S. (2022). Advancing universal health
coverage in the COVID-19 era: an assessment of
public health services technical efficiency and
applied cost allocation in Cambodia. Health
Economics Review, 12(1), 10.
https://doi.org/10.1186/s13561-021-00354-8

Kolesar, R. J., Pheakdey, S., Jacobs, B., & Phay, S. (2021).
Decision time: Cost estimations and policy
implications to advance Universal Health
Coverage in Cambodia. Journal of Policy
Modeling, 43(1), 127-145.
https://doi.org/https://doi.org/10.1016/j.jpolmo
d.2020.04.009

109


https://doi.org/10.1093/heapol/czz011
http://hismohcambodia.org/public/fileupload/carousel/HSP3-(2016-2020).pdf
http://hismohcambodia.org/public/fileupload/carousel/HSP3-(2016-2020).pdf
https://www.giz.de/en/downloads/giz2022-en-improving-social-protection-and-health.pdf
https://www.giz.de/en/downloads/giz2022-en-improving-social-protection-and-health.pdf
https://doi.org/10.1186/s12884-015-0589-x
https://doi.org/10.1080/23288604.2017.1291217
https://doi.org/10.1080/23288604.2017.1291217
https://doi.org/https:/doi.org/10.1016/j.jpolmod.2020.04.009
https://doi.org/https:/doi.org/10.1016/j.jpolmod.2020.04.009

Kunthear, M. (2022, June 8). Health ministry drafts
minimum standards for all private facilities. The
Phnom Penh Post.
https://www.phnompenhpost.com/national/hea
[th-ministry-drafts-minimum-standards-all-
private-facilities.

Kvanthai, I. (2023, March). Analysis of Public Health
Expenditure and the Socioeconomic Impacts of
NonCommunicable Diseases in Cambodia.
Commission 8 on Public Health, Social Work,
Veterans, Youth, Rehabilitation, Labor,
Vocational Training and Women’s Affairs, of the
National Assembly of Cambodia. Parliamentary
Centre of Asia. https://pcasia.org/wp-
content/uploads/2023/04/20230331_Main-
Resesarch-Report-on-Analysis-on-Health-
Expenditure-of-NCD_Eng.pdf

Ministry of Economy and Finance. (2017). National
Social Protection Policy Framework 2016-2025.
https://www.rcrc-resilience-
southeastasia.org/wp-
content/uploads/2018/01/2017-National-Social-
Protection-Policy-Framework-2016-2025-
NSPPF.pdf

Ministry of Health. (2018). Guidelines For the Benefit
Package and Provider Payment Of the Health
Equity Fund for the Poor.
http://moh.gov.kh/content/uploads/2017/05/G
uideline-BP-English.pdf

Ministry of Health. (2016). Health Equity Fund Operation
Manual.

Ministry of Planning, General Directorate of Planning,
Department for Identification of Poor
Households. (2022). Manual for the
Identification of Poor Households Procedure.

Nakamura, H., Amimo, F., Yi, S., Tuot, S., Yoshida, T.,
Tobe, M., & Nomura, S. (2020). Implementing a
sustainable health insurance system in
Cambodia: a study protocol for developing and
validating an efficient household income-level
assessment model for equitable premium
collection. International Journal for Equity in
Health, 19(1). https://doi.org/10.1186/s12939-
020-1126-8

National Social Protection Council. (2021). Social
Protection Monitoring and Evaluation
Mechanism.
https://nspc.gov.kh/Images/Manual_for_the_So
cial_Protection_Monitoring_and_Evaluation_Me
chanism_2021_07_28 15_13 39.pdf

National Social Security Fund. Report on Annual 2022
and Action Plans. (2022).
https://www.nssf.gov.kh/wp-
content/uploads/2023/04/NSSF-Annual-Report-
2022.pdf

Royal Government of Cambodia. (2019). Law on Social
Security Schemes. https://www.nssf.gov.kh/wp-
content/uploads/2023/02/5.-Law-on-Social-
Security-Schemes-EN-1.pdf

The World Bank. (2022). International Development
Association Project Appraisal Document —
Report No. PAD4341.
https://www.gtai.de/resource/blob/816036/33f
1dbc0eb0d6c052bff595926d7609f/PRO2020021
75000.pdf

United States Agency for International Development
(USAID). (2021, July). Mid-term Evaluation of
USAID Enhancing Quality of Healthcare Activity
(EQHA) and Promoting Healthy Behavior (PHB)
Activity.
https://pdf.usaid.gov/pdf_docs/PAOOXS6QR.pdf

World Health Organization. Regional Office for the
Western Pacific. (2019). Cambodia national
health accounts (2012-2016): health expenditure
report. WHO Regional Office for the Western
Pacific. https://apps.who.int/iris/handle/10665/
325903.

World Health Organization. Regional Office for the
Western Pacific. (2015). The Kingdom of
Cambodia Health System Review.
https://apps.who.int/iris/bitstream/handle/1066
5/208213/9789290616917_eng.pdf?sequence=1
&isAllowed=y

Indonesia

Antara. (2023, June 30). UHC Provides Comprehensive
Health Guarantee to the Indonesian People.
https://en.antaranews.com/news/286719/uhc
-provides-comprehensive-health-guarantee-
to-the-indonesian-people

Asante, A., Cheng, Q., Susilo, D., Satrya, A., Haemmerli,
M., et al. (2023, May). The benefits and
burden of health financing in Indonesia:
analyses of nationally representative cross-
sectional data. Lancet Global Health, 11.
https://doi.org/ 10.1016/52214-
109X(23)00064-5

Bhakti Pratiwi, A., Setiyaningsih, H., Kok, M.O., Hoekstra,
T., Mukti, A.G., & Pisani, E. (2021). Is Indonesia
achieving universal health coverage?
Secondary analysis of national data on
insurance coverage, health spending and
service availability. BMJ Open, 11(10),
e050565. https://doi.org/10.1136/bmjopen-
2021-050565

110


https://www.phnompenhpost.com/national/health-ministry-drafts-minimum-standards-all-private-facilities
https://www.phnompenhpost.com/national/health-ministry-drafts-minimum-standards-all-private-facilities
https://www.phnompenhpost.com/national/health-ministry-drafts-minimum-standards-all-private-facilities
https://www.rcrc-resilience-southeastasia.org/wp-content/uploads/2018/01/2017-National-Social-Protection-Policy-Framework-2016-2025-NSPPF.pdf
https://www.rcrc-resilience-southeastasia.org/wp-content/uploads/2018/01/2017-National-Social-Protection-Policy-Framework-2016-2025-NSPPF.pdf
https://www.rcrc-resilience-southeastasia.org/wp-content/uploads/2018/01/2017-National-Social-Protection-Policy-Framework-2016-2025-NSPPF.pdf
https://www.rcrc-resilience-southeastasia.org/wp-content/uploads/2018/01/2017-National-Social-Protection-Policy-Framework-2016-2025-NSPPF.pdf
https://www.rcrc-resilience-southeastasia.org/wp-content/uploads/2018/01/2017-National-Social-Protection-Policy-Framework-2016-2025-NSPPF.pdf
http://moh.gov.kh/content/uploads/2017/05/Guideline-BP-English.pdf
http://moh.gov.kh/content/uploads/2017/05/Guideline-BP-English.pdf
https://doi.org/10.1186/s12939-020-1126-8
https://doi.org/10.1186/s12939-020-1126-8
https://nspc.gov.kh/Images/Manual_for_the_Social_Protection_Monitoring_and_Evaluation_Mechanism_2021_07_28_15_13_39.pdf
https://nspc.gov.kh/Images/Manual_for_the_Social_Protection_Monitoring_and_Evaluation_Mechanism_2021_07_28_15_13_39.pdf
https://nspc.gov.kh/Images/Manual_for_the_Social_Protection_Monitoring_and_Evaluation_Mechanism_2021_07_28_15_13_39.pdf
https://nspc.gov.kh/Images/Manual_for_the_Social_Protection_Monitoring_and_Evaluation_Mechanism_2021_07_28_15_13_39.pdf
https://www.nssf.gov.kh/wp-content/uploads/2023/04/NSSF-Annual-Report-2022.pdf
https://www.nssf.gov.kh/wp-content/uploads/2023/04/NSSF-Annual-Report-2022.pdf
https://www.nssf.gov.kh/wp-content/uploads/2023/04/NSSF-Annual-Report-2022.pdf
https://apps.who.int/iris/handle/10665/325903
https://apps.who.int/iris/handle/10665/325903
https://apps.who.int/iris/bitstream/handle/10665/208213/9789290616917_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/208213/9789290616917_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/208213/9789290616917_eng.pdf?sequence=1&isAllowed=y
https://doi.org/10.1136/bmjopen-2021-050565
https://doi.org/10.1136/bmjopen-2021-050565

Hendrartini, Y. (2015, July 14). A critical analysis of
purchasing arrangements under BPJS in
Indonesia. Resilient & Responsive Health
Systems. https://www.slideshare.net/resyst/a-
critical-analysis-of-purchasing-arrangements-
under-bpjs-in-indonesia

Honda, A., MclIntyre, D., Hanson, K., &
Tangcharoensathien, V. (2016). Strategic
purchasing in China, Indonesia and the
Philippines. Comparative Country Studies,
2(1).https://apps.who.int/iris/bitstream/handl
e/10665/252763/9789290617686-
eng.pdf?sequence=1&isAllowed=y

International Budget Partnership Indonesia Core Team.
(2013, November 19). JAMKESMAS and
District Health Care Insurance Schemes:
Assessment Reports from 8
Districts/Municipalities and 2 Provinces.
International Budget Partnership.
https://internationalbudget.org/wp-
content/uploads/jamkesda_english-2.pdf

Ministry of Health, Government of Indonesia (MoH Gol).
(2019). National Health Accounts Indonesia
2019. Kementerian Kesehatan RI.

Obermann, K., Jowett, M., & Kwon, S. (2018). The role of
national health insurance for achieving UHC in
the Philippines: a mixed methods analysis.
Global Health Action, 11(1), 1483638.
https://doi.org/10.1080/16549716.2018.1483
638

Peabody, J., Tran, M., Paculdo, D., Sato, A. and Ramesh,
K. (2019, July). ADBI Working Paper Series:
Quality of Healthcare in the Lao People’s
Democratic Republic. Asian Development Bank
Institute.
https://www.adb.org/sites/default/files/public
ation/515076/adbi-wp981.pdf

Regional Office for the Western Pacific, World Health
Organization. (2016). Strategic purchasing in
China, Indonesia and the Philippines. WHO
Regional Office for the Western Pacific.
https://apps.who.int/iris/handle/10665/25276
3

Results for Development. (n.d.). Strengthening
Tuberculosis and Maternal Child Health
Services through Strategic Purchasing.
https://r4d.org/projects/strengthening-
tuberculosis-and-maternal-child-health-
services-through-strategic-purchasing/

Sambodo, N. P., Bonfrer, I., Sparrow, R., Pradhan, M., &
van Doorslaer, E. (2023). Effects of
performance-based capitation payment on the
use of public primary health care services in
Indonesia. Social Science & Medicine, 327,
115921.
https://doi.org/https://doi.org/10.1016/j.socsc
imed.2023.11592

Soewondo, P. (2015). National Health Account
Indonesia: Achievements and Challenges.
United States Agency for International
Development (USAID).
https://pdf.usaid.gov/pdf_docs/PAO0T4ID.pdf

The World Bank. (2018). Functional and Regulatory
Review of Strategic Health Purchasing Under
JKN: Overview of Strategic Purchasing
Functions Under JKN.
https://documentsl.worldbank.org/curated/e
n/328701534744931433/pdf/129507-
REVISED-PurchasingOverview-
PolicyNotes1.pdf

ThinkWell. (2022, September). Indonesia Health
Purchasing Profile. ThinkWell.
https://thinkwell.global/wp-
content/uploads/2022/09/Health-Financing-
Fact-Sheet_-Indonesia_September_2022.pdf

United Nations Economic and Social Commission for Asia
and the Pacific (UNESCAP). (2019, April). Roles
of Social Health Protection in achieving UHC in
Lao PDR. United Nations Economic and Social
Commission for Asia and the Pacific
(UNESCAP).
https://www.unescap.org/sites/default/files/S
ession_5a_2_ LaoPDR_0.pdf

United States Agency for International Development
(USAID). (2021). 2021. Belanja Kesehatan
Strategis: Konsep dan Praktik Terbaik di
Indonesia.
https://repository.unair.ac.id/124860/3/C.02%
20COVER-
ARTIKEL_Belanja%20Kesehatan%20Strategis.p
df

World Bank Group. (2022, June). Indonesia’s Progress
Towards UHC: A Single Payer’s Perspective on
the JKN Program. World Bank Group.
https://thedocs.worldbank.org/en/doc/a900e
bb6b3caabh3823d75724e0673ed-
0200022022 /related/AHFF-Lunch-session-
Deep-Dive-Indonesia.pdf

World Health Organization. Regional Office for the
Western Pacific. (2017). The Republic of
Indonesia health system review.
https://apps.who.int/iris/bitstream/handle/10
665/254716/9789290225164-
eng.pdf?sequence=1&isAllowed=y

Lao PDR
ASEAN Social Security Association. Lao PDR. Lao Social
Security Organisation. https://www.asean-

ssa.org/files/Organisation%20Profiles/Lao%20
LSSO%20Revised%202020.pdf

111


https://www.slideshare.net/resyst/a-critical-analysis-of-purchasing-arrangements-under-bpjs-in-indonesia
https://www.slideshare.net/resyst/a-critical-analysis-of-purchasing-arrangements-under-bpjs-in-indonesia
https://www.slideshare.net/resyst/a-critical-analysis-of-purchasing-arrangements-under-bpjs-in-indonesia
https://internationalbudget.org/wp-content/uploads/jamkesda_english-2.pdf
https://internationalbudget.org/wp-content/uploads/jamkesda_english-2.pdf
https://apps.who.int/iris/handle/10665/252763
https://apps.who.int/iris/handle/10665/252763
https://documents1.worldbank.org/curated/en/328701534744931433/pdf/129507-REVISED-PurchasingOverview-PolicyNotes1.pdf
https://documents1.worldbank.org/curated/en/328701534744931433/pdf/129507-REVISED-PurchasingOverview-PolicyNotes1.pdf
https://documents1.worldbank.org/curated/en/328701534744931433/pdf/129507-REVISED-PurchasingOverview-PolicyNotes1.pdf
https://documents1.worldbank.org/curated/en/328701534744931433/pdf/129507-REVISED-PurchasingOverview-PolicyNotes1.pdf
https://thedocs.worldbank.org/en/doc/a900ebb6b3caa6b3823d75724e0673ed-0200022022/related/AHFF-Lunch-session-Deep-Dive-Indonesia.pdf
https://thedocs.worldbank.org/en/doc/a900ebb6b3caa6b3823d75724e0673ed-0200022022/related/AHFF-Lunch-session-Deep-Dive-Indonesia.pdf
https://thedocs.worldbank.org/en/doc/a900ebb6b3caa6b3823d75724e0673ed-0200022022/related/AHFF-Lunch-session-Deep-Dive-Indonesia.pdf
https://thedocs.worldbank.org/en/doc/a900ebb6b3caa6b3823d75724e0673ed-0200022022/related/AHFF-Lunch-session-Deep-Dive-Indonesia.pdf
https://apps.who.int/iris/bitstream/handle/10665/254716/9789290225164-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/254716/9789290225164-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/254716/9789290225164-eng.pdf?sequence=1&isAllowed=y

Asian Development Bank. (2021, August). Lao People’s
Democratic Republic: Health Sector
Governance Program (Subprograms 1 and 2).
ADB Completion Report.
https://www.adb.org/sites/default/files/proje
ct-documents/47137/47137-003-47137-006-
pcr-en.pdf

Asian Development Bank. (2018). Lao People’s
Democratic Republic: Strengthening Capacity
for Health Sector Governance Reforms
(Financed by the Japan Fund for Poverty
Reduction). ADB Technical Assistance
Consultant’s Report.
https://www.adb.org/sites/default/files/proje
ct-documents/47137/47137-004-tacr-en.pdf

Asian Development Bank. (2018). Summary Assessment
of Policy Actions Under Subprogram 2.
https://www.adb.org/sites/default/files/linked
-documents/47137-006-sd-02.pdf

Chu, A., Kwon, S., & Cowley, P. (2019). Health Financing
Reforms for Moving towards Universal Health
Coverage in the Western Pacific Region. Health
Systems & Reform, 5(1), 32-47.
https://doi.org/10.1080/23288604.2018.1544
029

International Labour Organization. (2021, December).
Social Protection in Action: Building social
protection floors for all. Country Brief: Lao
People’s Democratic Republic.
https://www.social-
protection.org/gimi/RessourcePDF.action?id=5
7657

Lao People’s Democratic Republic. (2021). 9t Five-Year
National Socio-Economic Development Plan
(2021-2025).
https://nipn.Isb.gov.la/document/the-9th-
national-socio-economic-development-plan-
2021-
2025/#:~:text=The%209th%20Five%2DYear%2
ONational,2030%200f%20the%20La0%20PDR.

Lao People’s Democratic Republic. (2017). National
Health Accounts Report Fiscal Years 2012-
2013, 2013-2014, 2014-2015, and 2015-2016.
https://thinkwell.global/wp-
content/uploads/2018/04/Lao-NHA-2013-
2016-report-_Final-Eng.pdf

Lao People’s Democratic Republic. (2016). 8t Five-Year
National Socio-Economic Development Plan
(2016-2020). https://laopdr.un.org/en/13284-
8th-national-socio-economic-development-
plan-2016-
2020#:~:text=The%208th%20NSEDP%20paves
%20the,2030%20Agenda%20for%20Sustainabl
€%20Development.

Lao People’s Democratic Republic. (2016). Health Sector
Reform Strategy and Framework Till 2025.

Lao People’s Democratic Republic. (2012). Decree on
National Health Insurance Fund. International
Labour Organization. https://www.social-
protection.org/gimi/gess/ShowRessource.acti
on?ressource.ressourceld=45117

Lao People’s Democratic Republic. (2006). Vientiane
Declaration on Aid Effectiveness.
https://www.undp.org/sites/g/files/zskgke326
/files/migration/la/UNDP_LA_Vientiane-
Declaration_finalJune07.pdf

Mailfert, M. & Goursat, M.P. (n.d.). Moving towards
universal social health protection Lao People’s
Democratic Republic (PDR). ILO Social
Protection Department. https://www.social-
protection.org/gimi/RessourcePDF.action;jsess
ionid=70g8]IPI28IsPx7SgNOUQ5Ke7JabxYxPqd
mjOvuOp-iQ40e-CD5t!1539423187?id=55648

Nagpal, S., Masaki, E., Pambudi, E. S., & Jacobs, B.
(2019). Financial protection and equity of
access to health services with the free
maternal and child health initiative in Lao PDR.
Health Policy and Planning, 34(Supplement_1),
i14-i25.
https://doi.org/10.1093/heapol/czz077

Peabody, J., Tran, M., Paculdo, D., Sato, A., & Ramesh, K.
Quality of Health care in the Lao People’s
Democratic Republic. Asian Development Bank
Institute. ADBI Working Paper Series.
https://www.adb.org/sites/default/files/public
ation/515076/adbi-wp981.pdf

Seal, W. (2022, October 6). Updated National Health
Insurance Strategy aims to better protect
people, ensure financial sustainability. World
Health Organization.
https://www.who.int/laos/news/detail/06-10-
2022-updated-national-health-insurance-
strategy-aims-to-better-protect-people--
ensure-financial-sustainability

Socieux+. (2018) The role of a national health insurance
institution in ensuring quality of services. Lao
PDR Systematization Report.
https://socieux.eu/wp-
content/uploads/2019/05/Systematization-
Laos-NHIB.pdf

112



https://www.adb.org/sites/default/files/project-documents/47137/47137-004-tacr-en.pdf
https://www.adb.org/sites/default/files/project-documents/47137/47137-004-tacr-en.pdf
https://nipn.lsb.gov.la/document/the-9th-national-socio-economic-development-plan-2021-2025/#:~:text=The%209th%20Five%2DYear%20National,2030%20of%20the%20Lao%20PDR
https://nipn.lsb.gov.la/document/the-9th-national-socio-economic-development-plan-2021-2025/#:~:text=The%209th%20Five%2DYear%20National,2030%20of%20the%20Lao%20PDR
https://nipn.lsb.gov.la/document/the-9th-national-socio-economic-development-plan-2021-2025/#:~:text=The%209th%20Five%2DYear%20National,2030%20of%20the%20Lao%20PDR
https://nipn.lsb.gov.la/document/the-9th-national-socio-economic-development-plan-2021-2025/#:~:text=The%209th%20Five%2DYear%20National,2030%20of%20the%20Lao%20PDR
https://nipn.lsb.gov.la/document/the-9th-national-socio-economic-development-plan-2021-2025/#:~:text=The%209th%20Five%2DYear%20National,2030%20of%20the%20Lao%20PDR
https://thinkwell.global/wp-content/uploads/2018/04/Lao-NHA-2013-2016-report-_Final-Eng.pdf
https://thinkwell.global/wp-content/uploads/2018/04/Lao-NHA-2013-2016-report-_Final-Eng.pdf
https://thinkwell.global/wp-content/uploads/2018/04/Lao-NHA-2013-2016-report-_Final-Eng.pdf
https://laopdr.un.org/en/13284-8th-national-socio-economic-development-plan-2016-2020#:~:text=The%208th%20NSEDP%20paves%20the,2030%20Agenda%20for%20Sustainable%20Development
https://laopdr.un.org/en/13284-8th-national-socio-economic-development-plan-2016-2020#:~:text=The%208th%20NSEDP%20paves%20the,2030%20Agenda%20for%20Sustainable%20Development
https://laopdr.un.org/en/13284-8th-national-socio-economic-development-plan-2016-2020#:~:text=The%208th%20NSEDP%20paves%20the,2030%20Agenda%20for%20Sustainable%20Development
https://laopdr.un.org/en/13284-8th-national-socio-economic-development-plan-2016-2020#:~:text=The%208th%20NSEDP%20paves%20the,2030%20Agenda%20for%20Sustainable%20Development
https://laopdr.un.org/en/13284-8th-national-socio-economic-development-plan-2016-2020#:~:text=The%208th%20NSEDP%20paves%20the,2030%20Agenda%20for%20Sustainable%20Development
https://laopdr.un.org/en/13284-8th-national-socio-economic-development-plan-2016-2020#:~:text=The%208th%20NSEDP%20paves%20the,2030%20Agenda%20for%20Sustainable%20Development
https://www.social-protection.org/gimi/gess/ShowRessource.action?ressource.ressourceId=45117
https://www.social-protection.org/gimi/gess/ShowRessource.action?ressource.ressourceId=45117
https://www.social-protection.org/gimi/gess/ShowRessource.action?ressource.ressourceId=45117
https://www.social-protection.org/gimi/RessourcePDF.action;jsessionid=70g8jlPl28lsPx7SqNOUQ5Ke7JabxYxPqdmj0vu0p-iQ40e-CD5t!539423187?id=55648
https://www.social-protection.org/gimi/RessourcePDF.action;jsessionid=70g8jlPl28lsPx7SqNOUQ5Ke7JabxYxPqdmj0vu0p-iQ40e-CD5t!539423187?id=55648
https://www.social-protection.org/gimi/RessourcePDF.action;jsessionid=70g8jlPl28lsPx7SqNOUQ5Ke7JabxYxPqdmj0vu0p-iQ40e-CD5t!539423187?id=55648
https://www.social-protection.org/gimi/RessourcePDF.action;jsessionid=70g8jlPl28lsPx7SqNOUQ5Ke7JabxYxPqdmj0vu0p-iQ40e-CD5t!539423187?id=55648
https://www.who.int/laos/news/detail/06-10-2022-updated-national-health-insurance-strategy-aims-to-better-protect-people--ensure-financial-sustainability
https://www.who.int/laos/news/detail/06-10-2022-updated-national-health-insurance-strategy-aims-to-better-protect-people--ensure-financial-sustainability
https://www.who.int/laos/news/detail/06-10-2022-updated-national-health-insurance-strategy-aims-to-better-protect-people--ensure-financial-sustainability
https://www.who.int/laos/news/detail/06-10-2022-updated-national-health-insurance-strategy-aims-to-better-protect-people--ensure-financial-sustainability
https://socieux.eu/wp-content/uploads/2019/05/Systematization-Laos-NHIB.pdf
https://socieux.eu/wp-content/uploads/2019/05/Systematization-Laos-NHIB.pdf
https://socieux.eu/wp-content/uploads/2019/05/Systematization-Laos-NHIB.pdf

Sorensen, B.H., Masaki, E., Panyanouvong, T.,
Vongsonephet, T., Sophavanh, T., et al. (2017).
Managing transitions: reaching the vulnerable
while pursuing Universal Helath Coverage (Vol.
2): health financing system assessment in Lao
PDR. The World Bank.
https://documents.worldbank.org/en/publicat
ion/documents-
reports/documentdetail/86198151214915508
1/health-financing-system-assessment-in-lao-
pdr

United Nations Economic and Social Commission for Asia
and the Pacific (UNESCAP). (2019, April). Roles
of Social Health Protection in Achieving UHC in
Lao PDR. Inclusive Social Protection Systems in
Asia and the Pacific: An expert group meeting.
https://www.unescap.org/sites/default/files/S
ession_5a_2_LaoPDR_0.pdf

United States Agency for International Development.
(2019, March). Laos Health Strategy 2019-
2021.
https://www.usaid.gov/sites/default/files/202
2-05/USAID_Laos_Health_Strategy_2019-
2023.pdf

World Health Organization Regional Office for the
Western Pacific. (2023). Progress towards
Universal Health Coverage in the Lao People’s
Democratic Republic: Monitoring financial
protection 2007-2019.

World Health Organization Western Pacific Region.
(2018). Overview of Lao Health System
Development 2009-2017.
https://apps.who.int/iris/bitstream/handle/10
665/274721/9789290618621-
eng.pdf?sequence=1&isAllowed=y

World Health Organization Western Pacific Region.
(2017). Lao People’s Democratic Republic-
WHO Country Cooperation Strategy 2017-
2021.
https://www.who.int/publications/i/item/WP
RO-2017-DPM-001

Malaysia

Ahmad, D. (2019). Enhancing Sustainability in Healthcare
Delivery-A Challenge to the New Malaysia.
Malays J Med Sci, 26(1), 1-4.
https://doi.org/10.21315/mjms2019.26.1.1

Aljunid, S.M. (2022). Malaysian Health System: Current
Scenaril and Future Challenges. APAC Health
Financing Forum.
https://www.apec.org/docs/default-
source/projects/resources/project/enhancing-
innovative-healthcare-financing-in-pursuit-of-
sustainable-healthcare-slides-
final.pdf?sfvrsn=fc82f8c3_0

Azimatun Noor, A., Saperi, S., & Aljunid, S. M. (2019).
The Malaysian community's acceptance and
willingness to pay for a National Health
Financing Scheme. Public Health, 175, 129-
137.
https://doi.org/https://doi.org/10.1016/j.puhe
.2019.07.008

CodeBlue. (2023, June 14). Health White Paper Touts
MOH Gradually Dropping Service Provider
Role.
https://codeblue.galencentre.org/2023/06/14
/health-white-paper-touts-moh-gradually-
dropping-service-provider-role/

CodeBlue. (2023, June 6). Madani Medical Scheme Set
For Launch This Month.
https://codeblue.galencentre.org/2023/06/06
/madani-medical-scheme-set-for-launch-this-
month/

Croke, K., Mohd Yusoff, M. B., Abdullah, Z., Mohd
Hanafiah, A. N., Mokhtaruddin, K., Ramli, E. S.,
Borhan, N. F., Almodovar-Diaz, Y., Atun, R., &
Virk, A. K. (2019). The political economy of
health financing reform in Malaysia. Health
Policy and Planning, 34(10), 732-739.
https://doi.org/10.1093/heapol/czz089

Ministry of Health, Malaysia. (2023). Health White Paper
for Malaysia: Strengthening people’s health,
future-proofing the nation’s health system.

Ministry of Health, Malaysia. (2021). Health Expenditure
Report 1997-2019.
https://www.moh.gov.my/moh/resources/Pe
nerbitan/Penerbitan%20Utama/MNHA/MNHA
_Health_Expenditure_Report_1997-
2019_02092021.pdf

Mohammad, H.J. (2021). PEKA B40: A Public-Private
Integration model for NCD Screening &
Management. Malaysian Family Physician,
16(3).

Mukhriz, I., Teoh, A.N, & Marjan, P. (2022, November
10). Increase Financing to Strengthen
malaysia’s Public Healthcare System. Views
11/22. Khazanah Research Institute.
https://www.krinstitute.org/assets/contentMS
/img/template/editor/Views%20-
%20Increase%20Financing%20t0%20Strengthe
n%20Malaysia%27s%20Public%20Healthcare%
20System.pdf

Mohd-Zuki, A.H., Isa, M.R., & Suddin, L.S. (2022). A
review on the Cost-Utility Analysis for the
FELDA Residents in Malaysia with “Health Care
Scheme (Skim Peduli Kesihatan) for the B40
Group” (PeKa B40) Coverage. Journal of Public
Health Issues and Practices, 6(1).
https://doi.org/10.33790/jphip1100202

113



https://documents.worldbank.org/en/publication/documents-reports/documentdetail/861981512149155081/health-financing-system-assessment-in-lao-pdr
https://documents.worldbank.org/en/publication/documents-reports/documentdetail/861981512149155081/health-financing-system-assessment-in-lao-pdr
https://documents.worldbank.org/en/publication/documents-reports/documentdetail/861981512149155081/health-financing-system-assessment-in-lao-pdr
https://documents.worldbank.org/en/publication/documents-reports/documentdetail/861981512149155081/health-financing-system-assessment-in-lao-pdr
https://documents.worldbank.org/en/publication/documents-reports/documentdetail/861981512149155081/health-financing-system-assessment-in-lao-pdr
https://www.usaid.gov/sites/default/files/2022-05/USAID_Laos_Health_Strategy_2019-2023.pdf
https://www.usaid.gov/sites/default/files/2022-05/USAID_Laos_Health_Strategy_2019-2023.pdf
https://www.usaid.gov/sites/default/files/2022-05/USAID_Laos_Health_Strategy_2019-2023.pdf
https://apps.who.int/iris/bitstream/handle/10665/274721/9789290618621-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/274721/9789290618621-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/274721/9789290618621-eng.pdf?sequence=1&isAllowed=y
https://www.who.int/publications/i/item/WPRO-2017-DPM-001
https://www.who.int/publications/i/item/WPRO-2017-DPM-001
https://www.apec.org/docs/default-source/projects/resources/project/enhancing-innovative-healthcare-financing-in-pursuit-of-sustainable-healthcare-slides-final.pdf?sfvrsn=fc82f8c3_0
https://www.apec.org/docs/default-source/projects/resources/project/enhancing-innovative-healthcare-financing-in-pursuit-of-sustainable-healthcare-slides-final.pdf?sfvrsn=fc82f8c3_0
https://www.apec.org/docs/default-source/projects/resources/project/enhancing-innovative-healthcare-financing-in-pursuit-of-sustainable-healthcare-slides-final.pdf?sfvrsn=fc82f8c3_0
https://www.apec.org/docs/default-source/projects/resources/project/enhancing-innovative-healthcare-financing-in-pursuit-of-sustainable-healthcare-slides-final.pdf?sfvrsn=fc82f8c3_0
https://www.apec.org/docs/default-source/projects/resources/project/enhancing-innovative-healthcare-financing-in-pursuit-of-sustainable-healthcare-slides-final.pdf?sfvrsn=fc82f8c3_0
https://codeblue.galencentre.org/2023/06/14/health-white-paper-touts-moh-gradually-dropping-service-provider-role/
https://codeblue.galencentre.org/2023/06/14/health-white-paper-touts-moh-gradually-dropping-service-provider-role/
https://codeblue.galencentre.org/2023/06/14/health-white-paper-touts-moh-gradually-dropping-service-provider-role/
https://codeblue.galencentre.org/2023/06/06/madani-medical-scheme-set-for-launch-this-month/
https://codeblue.galencentre.org/2023/06/06/madani-medical-scheme-set-for-launch-this-month/
https://codeblue.galencentre.org/2023/06/06/madani-medical-scheme-set-for-launch-this-month/
https://doi.org/10.33790/jphip1100202

ProtectHealth. (2020). PeKa B40 Report 2019-2020.
https://protecthealth.com.my/wp-
content/uploads/2021/10/PeKaB40_Report_2
019-2020.pdf

World Health Organization. Regional Office for the
Western Pacific. (2012). Malaysia health
system review.
https://apps.who.int/iris/bitstream/handle/10
665/206911/9789290615842_eng.pdf?sequen
ce=1&isAllowed=y

Zariyawati, M.A., Hirnissa, M.T., Nurul-Farhanim, M..S.,
& Soh, W.N. 2021. Determinant Factors of
Health Financing Among Public and Private
Sector in Malaysia. International Businesss
Research, 14(12).
https://doi.org/10.5539/ibr.v14n12p113

Myanmar

Aung, HW. (2022). Awareness and Utilization of Health
Services under Social Security Scheme among
Insured Persons in Yangon Region, 2018.
Health System and Policy Research, 9(11:156).
https://www.itmedicalteam.pl/articles/awaren
ess-and-utilization-of-health-services-under-
social-security-scheme-among-insured-
persons-in-yangon-region-2018.pdf

Crapper, D., Htat, H. W., Ergo, A., & Aung, P. (2017).
Myanmar Strategic Purchasing Brief Series— No.
1, Package of Services.

Ergo, A., Htoo, T. S., Badiani-Magnusson, R., & Royono,
R. (2019). A new hope: from neglect of the
health sector to aspirations for Universal Health
Coverage in Myanmar. Health Policy Plan,
34(Supplement_1), i38-i46.
https://doi.org/10.1093/heapol/czy110

Htat, H.W. (n.d.). Strateguc purchasing of quality health
services from private providers in Myanmar.
Population Services International Myanmar.
https://shopsplusproject.org/sites/default/files/
upload/Han%20Win%20Htat%20Myanmar%20P
Sl.pdf

Latt, N.N., Cho, S.M., Htun, N.M., Saw, Y.M., Myint, M.N
et al. (2016, May). Healthcare in Myanmar.
Nagoya Journal of Medical Science, 78(2), 123-
134.

Ministry of Health and Sports. (2019). National
Medicines Policy: Strategy and Implementation
Plan (2018-2021).
http://www.doms.gov.mm/wp-
content/uploads/2019/12/National-Medicines-
Policy-Strategy-and-Implementation-Plan.pdf

Ministry of Health and Sports. (2017). Strategic Action
Plan for Strengthening Health Information.
https://www.mohs.gov.mm/ckfinder/connector
?command=Proxy&lang=en&type=Main&curren
tFolder=/Publications/HMIS/&hash=abalc31942
9b7abc0a8e21dc137ab33930842cf5&fileName=
HIS+STRATEGIC+PLAN_2017-
2021_Final+24July+2017+Book.pdf

Ministry of Health and Sports. (2016). Myanmar
National Health Plan 2017-2021.
https://themimu.info/sites/themimu.info/files/d
ocuments/Core_Doc_National_Health_Plan_201
7-2021_Dec2016_ENG.pdf

Myint, C. Y., Pavlova, M., & Groot, W. (2019). Health
insurance in Myanmar: Knowledge, perceptions,
and preferences of Social Security Scheme
members and general adult population. Int J
Health Plann Manage, 34(1), 346-369.
https://doi.org/10.1002/hpm.2643

Myint, C.-Y., Pavlova, M., & Groot, W. (2019). Patterns of
health care use and out-of-pocket payments
among general population and social security
beneficiaries in Myanmar. BMC Health Services
Research, 19(1), 258.
https://doi.org/10.1186/s12913-019-4071-8

Nikoloski, Z., McGuire, A., & Mossialos, E. (2021).
Evaluation of progress toward universal health
coverage in Myanmar: A national and
subnational analysis. PLOS Medicine, 18(10),
e1003811.
https://doi.org/10.1371/journal.pmed.1003811

Teo, H.S & Cain, J.S. (2018, October). Myanmar Health
Financing System Assessment. Health, Nutrition
and Population(HNP) Discussion Paper. World
Bank Group.
https://openknowledge.worldbank.org/server/a
pi/core/bitstreams/ff39bcle-aaOb-5a30-951f-
be6e50bc8c13/content

Tessier, L. & Guillebert, J. (2015). Extending the network
of health care facilities of the Social Security
Board Technical report on the feasibility of a
Purchaser Provider Split. International Labour
Organization. https://www.social-
protection.org/gimi/RessourcePDF.action;jsessio
nid=naONIol56MC39_pcfbb9IMNS5E0SsfuDLVIjb_
8JnJVA4jTBoz_35P!-32886377?id=52058

Thein, S. T., Thet, M. M., & Aung, Y. K. (2021). Effects of
a new health financing scheme on out-of-pocket
health expenditure: findings from a longitudinal
household study in Yangon, Myanmar. Health
Policy Plan, 36(Supplement_1), i33-i45.
https://doi.org/10.1093/heapol/czab083

114



https://protecthealth.com.my/wp-content/uploads/2021/10/PeKaB40_Report_2019-2020.pdf
https://protecthealth.com.my/wp-content/uploads/2021/10/PeKaB40_Report_2019-2020.pdf
https://protecthealth.com.my/wp-content/uploads/2021/10/PeKaB40_Report_2019-2020.pdf
https://apps.who.int/iris/bitstream/handle/10665/206911/9789290615842_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/206911/9789290615842_eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/206911/9789290615842_eng.pdf?sequence=1&isAllowed=y
https://doi.org/10.5539/ibr.v14n12p113
https://www.itmedicalteam.pl/articles/awareness-and-utilization-of-health-services-under-social-security-scheme-among-insured-persons-in-yangon-region-2018.pdf
https://www.itmedicalteam.pl/articles/awareness-and-utilization-of-health-services-under-social-security-scheme-among-insured-persons-in-yangon-region-2018.pdf
https://www.itmedicalteam.pl/articles/awareness-and-utilization-of-health-services-under-social-security-scheme-among-insured-persons-in-yangon-region-2018.pdf
https://www.itmedicalteam.pl/articles/awareness-and-utilization-of-health-services-under-social-security-scheme-among-insured-persons-in-yangon-region-2018.pdf
https://doi.org/10.1093/heapol/czy110
https://www.mohs.gov.mm/ckfinder/connector?command=Proxy&lang=en&type=Main&currentFolder=/Publications/HMIS/&hash=a6a1c319429b7abc0a8e21dc137ab33930842cf5&fileName=HIS+STRATEGIC+PLAN_2017-2021_Final+24July+2017+Book.pdf
https://www.mohs.gov.mm/ckfinder/connector?command=Proxy&lang=en&type=Main&currentFolder=/Publications/HMIS/&hash=a6a1c319429b7abc0a8e21dc137ab33930842cf5&fileName=HIS+STRATEGIC+PLAN_2017-2021_Final+24July+2017+Book.pdf
https://www.mohs.gov.mm/ckfinder/connector?command=Proxy&lang=en&type=Main&currentFolder=/Publications/HMIS/&hash=a6a1c319429b7abc0a8e21dc137ab33930842cf5&fileName=HIS+STRATEGIC+PLAN_2017-2021_Final+24July+2017+Book.pdf
https://www.mohs.gov.mm/ckfinder/connector?command=Proxy&lang=en&type=Main&currentFolder=/Publications/HMIS/&hash=a6a1c319429b7abc0a8e21dc137ab33930842cf5&fileName=HIS+STRATEGIC+PLAN_2017-2021_Final+24July+2017+Book.pdf
https://www.mohs.gov.mm/ckfinder/connector?command=Proxy&lang=en&type=Main&currentFolder=/Publications/HMIS/&hash=a6a1c319429b7abc0a8e21dc137ab33930842cf5&fileName=HIS+STRATEGIC+PLAN_2017-2021_Final+24July+2017+Book.pdf
https://www.mohs.gov.mm/ckfinder/connector?command=Proxy&lang=en&type=Main&currentFolder=/Publications/HMIS/&hash=a6a1c319429b7abc0a8e21dc137ab33930842cf5&fileName=HIS+STRATEGIC+PLAN_2017-2021_Final+24July+2017+Book.pdf
https://themimu.info/sites/themimu.info/files/documents/Core_Doc_National_Health_Plan_2017-2021_Dec2016_ENG.pdf
https://themimu.info/sites/themimu.info/files/documents/Core_Doc_National_Health_Plan_2017-2021_Dec2016_ENG.pdf
https://themimu.info/sites/themimu.info/files/documents/Core_Doc_National_Health_Plan_2017-2021_Dec2016_ENG.pdf
https://doi.org/10.1186/s12913-019-4071-8
https://openknowledge.worldbank.org/server/api/core/bitstreams/ff39bc1e-aa0b-5a30-951f-be6e50bc8c13/content
https://openknowledge.worldbank.org/server/api/core/bitstreams/ff39bc1e-aa0b-5a30-951f-be6e50bc8c13/content
https://openknowledge.worldbank.org/server/api/core/bitstreams/ff39bc1e-aa0b-5a30-951f-be6e50bc8c13/content
https://www.social-protection.org/gimi/RessourcePDF.action;jsessionid=na0NIol56MC39_pcfbb9MN5EoSsfuDLVljb_8JnJVA4jTBoz_35P!-32886377?id=52058
https://www.social-protection.org/gimi/RessourcePDF.action;jsessionid=na0NIol56MC39_pcfbb9MN5EoSsfuDLVljb_8JnJVA4jTBoz_35P!-32886377?id=52058
https://www.social-protection.org/gimi/RessourcePDF.action;jsessionid=na0NIol56MC39_pcfbb9MN5EoSsfuDLVljb_8JnJVA4jTBoz_35P!-32886377?id=52058
https://www.social-protection.org/gimi/RessourcePDF.action;jsessionid=na0NIol56MC39_pcfbb9MN5EoSsfuDLVljb_8JnJVA4jTBoz_35P!-32886377?id=52058
https://doi.org/10.1093/heapol/czab083

World Bank Group. (2017). Moving toward UHC:
Myanmar — national initiatives, key challenges,
and the role of collaborative activities.
http://documents.worldbank.org/curated/en/99
1991513148339321/Moving-toward-UHC-
Myanmar-national-initiatives-key-challenges-
and-the-role-of-collaborative-activities

World Health Organization. Regional Office for the
Western Pacific. (2104). The Republic of the
Union of Myanmar health system review.
https://apps.who.int/iris/handle/10665/208211

The Philippines

Bautista, M. C. G. (2020). The PhilHealth Case—Health
Care Contracts and Social Contract in Social
Health Insurance. In R. Schuhmann & B. Eichhorn
(Eds.), Contractual Management: Managing
Through Contracts (pp. 337-364). Springer Berlin
Heidelberg. https://doi.org/10.1007/978-3-662-
58482-8_11

Bautista, M. C. G., Acacio-Claro, P. J., Mendoza, N. B.,
Pulmano, C., Estuar, M. R. J., Dayrit, M. M.,
Festin, V. E., Valera, M., Sugon, Q., Jr., &
Villamor, D. A. (2022). The 2019 Philippine UHC
Act, Pandemic Management and
Implementation Implications in a Post-COVID-19
World: A Content Analysis. Int J Environ Res
Public Health, 19(15).
https://doi.org/10.3390/ijerph19159567

de Claro, V. (2018). Rapid Assessment of Strategic
Purchasing in the Philippines: A Country Case
Study. ZBW — Leibniz Information Centre for
Economics.
https://www.econstor.eu/bitstream/10419/238
680/1/SHP-in-the-Philippines.pdf

Dredge, R., Nuevo, C.E., & Paterno, A.R. (2021, June).
Policy and Implementation Insights on Provider
Payment Reforms of the Philippine Health
Insurance Corporation. SP4PHC — Strategic
Purchasing for Primary Health Care. ThinkWell.
https://thinkwell.global/wp-
content/uploads/2021/07/Learning-
Sessions_Monograph-Final-12-July-2021.pdf

Haw, N. J. L., Uy, J., & Ho, B. L. (2019). Association of SHI
coverage and level of healthcare utilization and
costs in the Philippines: a 10-year pooled
analysis. Journal of Public Health, 42(4), e496-
e505. https://doi.org/10.1093/pubmed/fdz142

Honda, A., MclIntyre, D., Hanson, K., &
Tangcharoensathien, V. (2016). Strategic
purchasing in China, Indonesia and the
Philippines. Comparative Country Studies,
2(1).https://apps.who.int/iris/bitstream/handle/
10665/252763/9789290617686-
eng.pdf?sequence=1&isAllowed=y

Javier, X., Crosby, P., Ranchez-Vila, M.E., Ross, R., &
Santos, M.S. (2021). Philippines National Health
Expenditure Survey: Round 1 Analytical Report.
Health Policy Plus.
http://www.healthpolicyplus.com/ns/pubs/1865
3-19123_NHESAnalyticalReport.pdf

Obin, M.J., Iduyan, S., Santiago, N., Garcia-Vigonte, F.,
Malang, B., Abante, M.V. (2023). Satisfaction
with the Service Quality of the Philippine Health
Insurance Corporation: The Mediating Role of
Awareness and Trust.
https://papers.ssrn.com/sol3/papers.cfm?abstra
ct_id=4265648

Philippine Health Insurance Corporation. (n.d.).
PhilHealth to healthcare facilities: Be accredited
for Konsulta package. PhilHealth.
https://www.philhealth.gov.ph/news/2022/kons
ulta_accredited.pdf

Philippine Health Insurance Corporation. (2020).
Changing Gears: Moving PhilHealth on High
Speed — The 2021-2023 PhilHealth Strategic
Plan.
https://www.philhealth.gov.ph/about_us/transp
arency/PhilHealthStratplan2021-23.pdf

ThinkWell. (n.d.) Ensuring Equitable Population
Coverage: Immediate Eligibility to PhilHealth
Benefits. The Philippine UHC Law Series: Brief 4.
SP4PHC — Strategic Purchasing for Primary
Health Care. https://thinkwell.global/wp-
content/uploads/2021/03/PH-UHC-Law-Series_-
Immediate-Eligibility_Brief-4_final.pdf

ThinkWell. (2021) The Philippines: Strategic purchasing
strategies and emerging results. SP4APHC —
Strategic Purchasing for Primary Health Care.
https://thinkwell.global/wp-
content/uploads/2020/02/SP4PHC-Philippines-
overview-March-2021-final.pdf

Uy, J., Casas, L.D., Nuevo, C.E., Bagas, J., & Ulep, V.G.
(2023). Assessing PhilHealth’s State of Financing
and Role as the National Purchaser of Healthcare
Services. Philippine Journal of Development,
47(1), 31-56.

Uy, J., Nuevo, C.E., Casas, L.D., & Ulep, V.G. (2021). The
financial health of select Philippine hospitals and
the role of the Philippine Health Insurance
Corporation as the national strategic purchaser
of health services. PIDS Discussion paper Series,
2021-36. Philippine Institute for Development
Studies. http://hdl.handle.net/10419/256871

115


http://documents.worldbank.org/curated/en/991991513148339321/Moving-toward-UHC-Myanmar-national-initiatives-key-challenges-and-the-role-of-collaborative-activities
http://documents.worldbank.org/curated/en/991991513148339321/Moving-toward-UHC-Myanmar-national-initiatives-key-challenges-and-the-role-of-collaborative-activities
http://documents.worldbank.org/curated/en/991991513148339321/Moving-toward-UHC-Myanmar-national-initiatives-key-challenges-and-the-role-of-collaborative-activities
http://documents.worldbank.org/curated/en/991991513148339321/Moving-toward-UHC-Myanmar-national-initiatives-key-challenges-and-the-role-of-collaborative-activities
https://www.econstor.eu/bitstream/10419/238680/1/SHP-in-the-Philippines.pdf
https://www.econstor.eu/bitstream/10419/238680/1/SHP-in-the-Philippines.pdf
http://www.healthpolicyplus.com/ns/pubs/18653-19123_NHESAnalyticalReport.pdf
http://www.healthpolicyplus.com/ns/pubs/18653-19123_NHESAnalyticalReport.pdf
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=4265648
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=4265648
https://www.philhealth.gov.ph/news/2022/konsulta_accredited.pdf
https://www.philhealth.gov.ph/news/2022/konsulta_accredited.pdf
https://www.philhealth.gov.ph/about_us/transparency/PhilHealthStratplan2021-23.pdf
https://www.philhealth.gov.ph/about_us/transparency/PhilHealthStratplan2021-23.pdf
https://thinkwell.global/wp-content/uploads/2021/03/PH-UHC-Law-Series_-Immediate-Eligibility_Brief-4_final.pdf
https://thinkwell.global/wp-content/uploads/2021/03/PH-UHC-Law-Series_-Immediate-Eligibility_Brief-4_final.pdf
https://thinkwell.global/wp-content/uploads/2021/03/PH-UHC-Law-Series_-Immediate-Eligibility_Brief-4_final.pdf
https://thinkwell.global/wp-content/uploads/2020/02/SP4PHC-Philippines-overview-March-2021-final.pdf
https://thinkwell.global/wp-content/uploads/2020/02/SP4PHC-Philippines-overview-March-2021-final.pdf
https://thinkwell.global/wp-content/uploads/2020/02/SP4PHC-Philippines-overview-March-2021-final.pdf
http://hdl.handle.net/10419/256871

Singapore

Central Provident Fund Act. (2007, May 15). Central
Provident Fund (Medisave Account Withdrawals)
Regulations. Singapore Statutes Online.
https://sso.agc.gov.sg/SL/CPFA1953-
RG17?Timeline=0On

Central Provident Fund Board (CPF). (n.d.). Protect
Yourself from Large Medical Bills with
MediShield Life. Central Provident Fund Board
(CPF).
https://www.cpf.gov.sg/member/healthcare-
financing/medishield-life

Central Provident Fund Board (CPF). (n.d.). Using your
MediSave Savings for Yourself and Loved Ones.
Central Provident Fund Board (CPF).
https://www.cpf.gov.sg/member/healthcare-
financing/using-your-medisave-savings

Chan, Y. K. (2022, Jan 26). Medical and Elderly Care
Endowment Schemes (Medifund Committees)
(Amendment) Order 2022. Singapore Statutes
Online. https://sso.agc.gov.sg/SL-Supp/S51-
2022/Published/20220126?DocDate=20220126

Community Health Assistance Scheme (CHAS). (n.d.).
About the Scheme. Community Health
Assistance Scheme (CHAS).
https://www.chas.sg/about-the-scheme

En-Howe, I. T., Quang, N. D., Yi, A. S. X., Yonghui, C., Har,
M. A. K., Hock, M. O. E., Sean, L. S. W. (2021).
Developing an Algorithm to Identify
Opportunities for Bundled Payment in
Singapore. Singapore Healthcare Management.

ForwardSG. (2022, September). White Paper on
Healthier SG. https://file.go.gov.sg/healthiersg-
whitepaper-pdf.pdf

Haseltine, W. A. (2013). Affordable Excellence: The
Singapore Healthcare Story. Brookings
Institution Press Washington D.C.
https://www.brookings.edu/wp-
content/uploads/2016/07/AffordableExcellence
PDF.pdf

Health Services and Outcomes Research @ National
Healthcare Group (HSOR@NHG). (2021). Health
Services and Outcomes Research Annual Report.
National Health Group.
https://corp.nhg.com.sg/HSOR/Documents/AR2
021.pdf

Healthier SG. (n.d.). Healthier SG. Ministry of Health
(MOH). https://www.healthiersg.gov.sg/

Lee, C. E. A. S., K. (2016). Singapore's Health Care
System. https://doi.org/10.1142/9648

Lim, J. (2017). Sustainable Health Care Financing: The
Singapore Experience. Global Policy, 8(S2), 103-
109.
https://doi.org/https://doi.org/10.1111/1758-
5899.12247

Lim, J., & Kuhanesh, J. Managing Healthcare Costs in
Singapore. In Social Context, Policies, and
Changes in Singapore (pp. 331-343).
https://doi.org/10.1142/9789811247750_0019

Matchar, D. B., Lai, W. X., Kumar, A., Ansah, J. P., & Ng,
Y. F. (2023). A Causal View of the Role and
Potential Limitations of Capitation in Promoting
Whole Health System Performance. Int J Environ
Res Public Health, 20(5).
https://doi.org/10.3390/ijerph20054581

Ministry of Finance (MOF). (2022). The Revenue and
Expenditure Estimates for the Financial Year
2022/2023. Ministry of Finance (MOF).
https://www.mof.gov.sg/docs/librariesprovider3
/budget2022/download/pdf/revenue-and-
expenditure-estimates-for-fy2022-fy2023.pdf

Ministry of Health (MOH). (n.d.). MediFund. Ministry of
Health (MOH).
https://www.moh.gov.sg/healthcare-schemes-
subsidies/medifund

Ministry of Health (MOH). (2022, November 30). More
than $164 Million Disbursed to Needy
Singaporeans Through MediFund in FY2021.
Ministry of Health (MOH).
https://www.moh.gov.sg/news-
highlights/details/more-than-164-million-
disbursed-to-needy-singaporeans-through-
medifund-in-fy2021

Ministry of Health (MOH). (2021). Medical Endowment
Scheme Annual Report 2020/2021. Ministry of
Health (MOH).
https://www.moh.gov.sg/docs/librariesprovider
5/pressroom/press-releases/medical-
endowment-scheme-annual-report-2020-
2021.pdf

Ministry of Health (MOH). (2020). Medical Endowment
Scheme Annual Report 2019/2020. Ministry of
Health (MOH).
https://www.moh.gov.sg/docs/librariesprovider
5/default-document-library/medical-
endowment-scheme-annual-report-fy2019-
2020#:~:text=5.1%20In%20FY19%2C%2099.7%2
5%200f,FY18%20(see%20Exhibit%203).

Ministry of Health (MOH). (2019). Medical Endowment
Scheme Annual Report 2018/2019. Ministry of
Health (MOH).
https://www.nas.gov.sg/archivesonline/govern
ment_records/docs/3c34968b-59a4-11ea-aldb-
001a4a5ba61b/S.5150f2019.pdf

116


https://sso.agc.gov.sg/SL/CPFA1953-RG17?Timeline=On
https://sso.agc.gov.sg/SL/CPFA1953-RG17?Timeline=On
https://www.cpf.gov.sg/member/healthcare-financing/using-your-medisave-savings
https://www.cpf.gov.sg/member/healthcare-financing/using-your-medisave-savings
https://www.healthiersg.gov.sg/
https://doi.org/10.3390/ijerph20054581
https://www.mof.gov.sg/docs/librariesprovider3/budget2022/download/pdf/revenue-and-expenditure-estimates-for-fy2022-fy2023.pdf
https://www.mof.gov.sg/docs/librariesprovider3/budget2022/download/pdf/revenue-and-expenditure-estimates-for-fy2022-fy2023.pdf
https://www.mof.gov.sg/docs/librariesprovider3/budget2022/download/pdf/revenue-and-expenditure-estimates-for-fy2022-fy2023.pdf
https://www.moh.gov.sg/healthcare-schemes-subsidies/medifund
https://www.moh.gov.sg/healthcare-schemes-subsidies/medifund
https://www.moh.gov.sg/docs/librariesprovider5/pressroom/press-releases/medical-endowment-scheme-annual-report-2020-2021.pdf
https://www.moh.gov.sg/docs/librariesprovider5/pressroom/press-releases/medical-endowment-scheme-annual-report-2020-2021.pdf
https://www.moh.gov.sg/docs/librariesprovider5/pressroom/press-releases/medical-endowment-scheme-annual-report-2020-2021.pdf
https://www.moh.gov.sg/docs/librariesprovider5/pressroom/press-releases/medical-endowment-scheme-annual-report-2020-2021.pdf

Ministry of Health (MOH). (2020, October 28). Global
Burden of Disease 2019 Study Findings. Ministry
of Health (MOH).
https://www.moh.gov.sg/news-
highlights/details/global-burden-of-disease-
2019-study-findings/

Phua, K. H. Innovations in Healthcare Financing. In Social
Context, Policies, and Changes in Singapore (pp.
345-358).
https://doi.org/10.1142/9789811247750_0020

Ramesh, M. & Bali, A. S. (n.d.). The healthcare system in
Singapore. Lee Kuan Yew School of Public Policy.
https://Ikyspp.nus.edu.sg/docs/default-
source/gia-documents/the-healthcare-system-
in-singapore-with-
graphics.pdf?sfvrsn=f0446c0a_2

Singapore Actuarial Society (SAS). (2022). SAS Virtual
Afternoon Forum Healthier SG: The ABCs -
Capitation, its Benefits and How Actuaries can
participate. Singapore Actuarial Society (SAS).
https://www.actuaries.org.sg/sites/default/files/
2022-
05/20220512_SAS_AfternoonForum_HealthierS
G_Capitation.pdf

Tan, C. C.,, Lam, C. S. P., Matchar, D. B., Zee, Y. K., &
Wong, J. E. L. (2021). Singapore's health-care
system: key features, challenges, and shifts. The
Lancet, 398(10305), 1091-1104.
https://doi.org/10.1016/s0140-6736(21)00252-x

Tan, T. K. Y. (2015). MediShield Life Scheme Act 2015.
Singapore Statutes Online.
https://sso.agc.gov.sg/Act/MLSA2015?ValidDate
=20220401

Tay, V. (2023, February 14). Budget 2023: Top-ups to
ElderCare, MediFund to support lower-income
individuals, seniors. The Business Times.
https://www.businesstimes.com.sg/singapore/b
udget-2023-top-ups-eldercare-medifund-
support-lower-income-individuals-seniors

Tikkanen, R., Osborn, R., Mossialos, E., Djordjevic, A.,
Wharton, G. A. (2020, June 5). International
Health Care System Profiles: Singapore. The
Commonwealth Fund.
https://www.commonwealthfund.org/internatio
nal-health-policy-center/countries/singapore

Wong, G., & Ulbinaite, A. (2014). Health insurance in
Singapore: health protection vs. healthcare
costs.

Yip, H. W. (2023, May 10). Capitation. Ministry of Health
(MOH). https://www.moh.gov.sg/news-
highlights/details/capitation

Zulkifli, M. (2021, August 3). Opening Address by Mr.

Masagos Zulkifli, 2" Minister for Health, at the
Singapore Healthcare Management Congress,
2021. Ministry of Health (MOH).
https://www.moh.gov.sg/news-
highlights/details/opening-address-by-mr-
masagos-zulkifli-2nd-minister-for-health-at-the-
singapore-healthcare-management-congress-
2021

Thailand

National Communicable Disease Committee (NCDC).

(2022). Universal Health Preparedness Review
(UHPR). Ministry of Public Health (MOPH) and
World Health Organization (WHO).
https://cdn.who.int/media/docs/default-
source/documents/emergencies/universal-
health---preparedness-
review/uhpr_thailand.pdf?sfvrsn=7bb79e9%e_1&
download=true

Patcharanarumol, W., Panichkriangkrai, W.,

Sommanuttaweechai, A., Hanson, K., Wanwong,
Y. & Tangcharoensathien, V. (2018). Strategic
Purchasing and Health System Efficiency: A
Comparison of Two Financing Schemes in
Thailand. PloS one, 13(4), p.e0195179.
https://doi.org/10.1371/journal.pone.0195179

Patcharanarumol, W., Tangcharoensathien, V.,

Panichkraingkrai, W., Sommanuttaweechai, A.,&
Wanwong, Y., (2016). Strategic Purchasing For
Universal Health Coverage: A Critical
Assessment. RESYST Research Brief.
International Health Policy Program (IHPP) and
UK Aid.
https://resyst.Ishtm.ac.uk/sites/resyst/files/cont
ent/attachments/2018-08-
22/Thailand%20purchasing%20brief.pdf

Pham Le Tuan, Vu Thanh Nam, Tham Chi Dung, Cao

Ngoc Anh, Nguyen Thi Huong, Nguyen Nam Lien,
Chairoj Zungsontiporn, Orathai Khioacharoen,
Supasit Pannarunothai (2015). Adopting Thai
Diagnosis Related Group for Vietnam Universal
Health Coverage: a case of Ba Vi district hospital.
Siriraj Medical Journal, 67:227-234.

Tangcharoensathien, V., Limwattananon, S.,

Patcharanarumol, W., Thammatacharee, J.,
Jongudomsuk, P. & Sirilak, S. (2015). Achieving
Universal Health Coverage Goals in Thailand: the
Vital Role of Strategic Purchasing. Health Policy
and Planning, 30(9), pp.1152-1161.

117



https://www.moh.gov.sg/news-highlights/details/global-burden-of-disease-2019-study-findings/
https://www.moh.gov.sg/news-highlights/details/global-burden-of-disease-2019-study-findings/
https://www.moh.gov.sg/news-highlights/details/global-burden-of-disease-2019-study-findings/
https://lkyspp.nus.edu.sg/docs/default-source/gia-documents/the-healthcare-system-in-singapore-with-graphics.pdf?sfvrsn=f0446c0a_2
https://lkyspp.nus.edu.sg/docs/default-source/gia-documents/the-healthcare-system-in-singapore-with-graphics.pdf?sfvrsn=f0446c0a_2
https://lkyspp.nus.edu.sg/docs/default-source/gia-documents/the-healthcare-system-in-singapore-with-graphics.pdf?sfvrsn=f0446c0a_2
https://lkyspp.nus.edu.sg/docs/default-source/gia-documents/the-healthcare-system-in-singapore-with-graphics.pdf?sfvrsn=f0446c0a_2
https://www.actuaries.org.sg/sites/default/files/2022-05/20220512_SAS_AfternoonForum_HealthierSG_Capitation.pdf
https://www.actuaries.org.sg/sites/default/files/2022-05/20220512_SAS_AfternoonForum_HealthierSG_Capitation.pdf
https://www.actuaries.org.sg/sites/default/files/2022-05/20220512_SAS_AfternoonForum_HealthierSG_Capitation.pdf
https://www.actuaries.org.sg/sites/default/files/2022-05/20220512_SAS_AfternoonForum_HealthierSG_Capitation.pdf
https://sso.agc.gov.sg/Act/MLSA2015?ValidDate=20220401
https://sso.agc.gov.sg/Act/MLSA2015?ValidDate=20220401
https://www.businesstimes.com.sg/singapore/budget-2023-top-ups-eldercare-medifund-support-lower-income-individuals-seniors
https://www.businesstimes.com.sg/singapore/budget-2023-top-ups-eldercare-medifund-support-lower-income-individuals-seniors
https://www.businesstimes.com.sg/singapore/budget-2023-top-ups-eldercare-medifund-support-lower-income-individuals-seniors
https://cdn.who.int/media/docs/default-source/documents/emergencies/universal-health---preparedness-review/uhpr_thailand.pdf?sfvrsn=7bb79e9e_1&download=true
https://cdn.who.int/media/docs/default-source/documents/emergencies/universal-health---preparedness-review/uhpr_thailand.pdf?sfvrsn=7bb79e9e_1&download=true
https://cdn.who.int/media/docs/default-source/documents/emergencies/universal-health---preparedness-review/uhpr_thailand.pdf?sfvrsn=7bb79e9e_1&download=true
https://cdn.who.int/media/docs/default-source/documents/emergencies/universal-health---preparedness-review/uhpr_thailand.pdf?sfvrsn=7bb79e9e_1&download=true
https://cdn.who.int/media/docs/default-source/documents/emergencies/universal-health---preparedness-review/uhpr_thailand.pdf?sfvrsn=7bb79e9e_1&download=true
https://doi.org/10.1371/journal.pone.0195179

Tangcharoensathien, V., Patcharanarumol, W.,
Greetong, T., Suwanwela, W., Kesthom, N.,
Viriyathorn, S., Rajatanavin, N., &
Witthayapipopsakul, W. (n.d.) Case study:
Thailand Universal Coverage Scheme.
https://extranet.who.int/kobe_centre/sites/defa
ult/files/pdf/2_8_Case%20study_Thailand.pdf

Tangcharoensathien, V., Patcharanarumol, W.,
Suwanwela, W., Supangul, S., Panichkriangkrai,
W., Kosiyaporn, H., & Witthayapipopsakul, W.
(2019). Defining the Benefit Package of Thailand
Universal Coverage Scheme: From Pragmatism
to Sophistication. International Journal of Health
Policy and Management. https://doi.org/
10.15171/ijhpm.2019.96

Teerawattananon, Y., Eames, J., & Dabak, S., (2018).
Designing the Health Benefit Package: The
Essential Component of A Successful Universal
Health Coverage Program. Policy Brief Issue#10
November 2018. Health Intervention and
Technology Assessment Program (HITAP).
https://www.hitap.net/wp-
content/uploads/2018/11/PB-India-Designing-
HBP-for-web.pdf

Vietnam

General Statistics Office. (2022). Population. General
Statistics Office. https://www.gso.gov.vn/dan-
so/

JLN DRM Collaborative. (2021). Public Expenditure on
Health in Vietnam: A Narrative Summary.
Domestic Resource Mobilization Collaborative.
Joint Learning Network for Universal Health
Coverage.
https://www.jointlearningnetwork.org/wp-
content/uploads/2021/12/Vietnam-JLN-Health-
Spending-01092021.pdf

Le, Q. N., Blizzard, L., Si, L., Giang, L. T., & Neil, A. L.
(2020). The evolution of social health insurance
in Vietnam and its role towards achieving
universal health coverage. Health Policy OPEN,
1,100011.
https://doi.org/https://doi.org/10.1016/j.hpope
n.2020.100011

Mitra, S., Palmer, M., Mont, D., & Groce, N. (2016). Can
Households Cope with Health Shocks in
Vietnam? Health Economics, 25(7), 888-907.
https://doi.org/https://doi.org/10.1002/hec.319
6

Oanh, T. T. M. & Phuong, H. T.. (2020). Strategic
Purchasing for Universal Health Coverage: A
Critical Assessment. Resilient and Responsive
Health Systems (RESYST).
https://resyst.Ishtm.ac.uk/sites/resyst/files/cont
ent/attachments/2018-08-
22/Vietnam%20purchasing%20brief.pdf

Oanh, T., T., M., Phuong, N. K. & Tuan, K. A. (2021,
March). Sustainability and Resilience in the
Vietnamese Health System. The London School
of Economics and Political Science.
https://www3.weforum.org/docs/WEF_PHSSR_
Vietnam_Report.pdf

Takashima, K., Wada, K., Tra, T. T., & Smith, D. R. (2017).
A review of Vietnam'’s healthcare reform
through the Direction of Healthcare Activities
(DOHA). Environmental Health and Preventive
Medicine, 22(1), 74.
https://doi.org/10.1186/s12199-017-0682-z

Teo, H. S., Bales, S., Bredenkamp, C., Cain, & Jewelwayne
S. (2019). The Future of Health Financing in
Vietnam: Ensuring Sufficiency, Efficiency, and
Sustainability. World Bank, Washington,

DC. http://hdl.handle.net/10986/32187

Vo, M. T. H., & Lofgren, K. (2019). An institutional
analysis of the fiscal autonomy of public
hospitals in Vietnam. Asia & the Pacific Policy
Studies, 6(1), 90-107.
https://doi.org/https://doi.org/10.1002/app5.26
8

World Health Organization Global Health Expenditure
Database. (2023, April 7). Domestic general
government health expenditure (% of current
health expenditure) — Vietnam. World Bank.
https://data.worldbank.org/indicator/SH.XPD.G
HED.CH.ZS?locations=VN

General

Busse, R., Figueras, J., Robinson, R., & Jakubowski, E.
(2007). Strategic purchasing to improve health
system performance: key issues and
international trends. Healthc Pap, 8 Spec No, 62-
76. https://doi.org/10.12927/hcpap.2007.19221

Cashin C., Bloom D., Sparkes S., Barroy H., Kutzin J.,
O’Dougherty S. Aligning public financial
management and health financing: sustaining
progress toward universal health coverage.
Geneva: World Health Organization; 2017
(Health Financing Working Paper No. 17.4).
https://apps.who.int/iris/bitstream/handle/1066
5/254680/9789241512039-eng.pdf

118



https://www.hitap.net/wp-content/uploads/2018/11/PB-India-Designing-HBP-for-web.pdf
https://www.hitap.net/wp-content/uploads/2018/11/PB-India-Designing-HBP-for-web.pdf
https://www.hitap.net/wp-content/uploads/2018/11/PB-India-Designing-HBP-for-web.pdf
https://www.hitap.net/wp-content/uploads/2018/11/PB-India-Designing-HBP-for-web.pdf
https://www.gso.gov.vn/dan-so/
https://www.gso.gov.vn/dan-so/
http://hdl.handle.net/10986/32187
https://doi.org/10.12927/hcpap.2007.19221
https://apps.who.int/iris/bitstream/handle/10665/254680/9789241512039-eng.pdf
https://apps.who.int/iris/bitstream/handle/10665/254680/9789241512039-eng.pdf

Hanson, K. (n.d.). Moving Towards a Purchasing Model
in Low and Middle Income Countries? Resilient
and Responsive Health Systems (RESYST).
https://resyst.Ishtm.ac.uk/sites/resyst/files/cont
ent/attachments/2018-08-
22/Towards%20strategic%20purchasing%20in%
20LMICs.pdf

Hanson, K., Barasa, E., Honda, A., Panichkriangkrai, W. &
Patcharanarumol, W. (2019). Strategic
Purchasing: The Neglected Health Financing
Function for Pursuing Universal Health Coverage
in Low-and Middle-Income Countries: Comment
on" What’s Needed to Develop Strategic
Purchasing in Healthcare? Policy Lessons from a
Realist Review". International Journal of Health
Policy and Management, 8(8), 501.

Hawkins, L., Mathauer, |. & Klein, A. (2019). Governance
for strategic purchasing: an analytical framework
to guide a country assessment. Geneva: World
Health Organization.
https://www.who.int/publications/i/item/97892
40000025

Honda, A., Munge, K., Ezumah, N., Hendrartini, Y.,
Vuong, L. M., Oanh, T.T. M. &
Sommanustaweechai, A. (n.d.). How can
strategic purchasing improve healthcare service
quality? Lessons learnt from the experience of
six countries in Asia and Africa. Resilient and
Responsive Health Systems (RESYST).
https://resyst.Ishtm.ac.uk/sites/resyst/files/cont
ent/attachments/2018-08-
22/How%20can%20strategic%20purchasing%20i
mprove%20healthcare%20service%20quality_.p
df

Honda, A., & Obse, A. (2020). Payment Arrangements
for Private Healthcare Purchasing Under Publicly
Funded Systems in Low- and Middle-Income
Countries: Issues and Implications. Appl Health
Econ Health Policy, 18(6), 811-823.
https://doi.org/10.1007/s40258-019-00550-y

International Labour Organization (ILO). (2021).
Extending social health protection: Accelerating
progress towards Universal Health Coverage in
Asia and the Pacific. International Labour
Organization (ILO).
https://www.ilo.org/wcmsp5/groups/public/---

asia/---ro-
bangkok/documents/publication/wcms_831137.
pdf

Jowett, M., Kutzin, J., Kwon, S., Hsu, J., Sallaku, J. &
Solano, J. G. (2020). Assessing country health
financing systems: the health financing progress
matrix. Geneva: World Health Organization.
https://www.who.int/publications/i/item/97892
40017405

Kaiser, A. H., Rotigliano, N., Flessa, S., Ekman, B., &

Sundewall, J. (2023). Extending universal health
coverage to informal workers: A systematic
review of health financing schemes in low- and
middle-income countries in Southeast Asia. PLoS
One, 18(7), e0288269.
https://doi.org/10.1371/journal.pone.0288269

Legido-Quigley, H. & Asgari-Jirhandeh, N. (2018).

Resilient and people-centred health systems:
progress, challenges and future directions in
Asia. World Health Organization Regional Office
for South-East Asia.
https://apps.who.int/iris/handle/10665/276045

Myint, C.-Y., Pavlova, M., Thein, K.-N.-N., & Groot, W.

(2019). A systematic review of the health-
financing mechanisms in the Association of
Southeast Asian Nations countries and the
People’s Republic of China: Lessons for the move
towards universal health coverage. PLoS One,
14(6), e0217278.
https://doi.org/10.1371/journal.pone.0217278

Rahman, M. M., Khanam, R., & Rahman, M. (2018).

Health care expenditure and health outcome
nexus: new evidence from the SAARC-ASEAN
region. Globalization and Health, 14(1), 113.
https://doi.org/10.1186/s12992-018-0430-1

Strategic Purchasing Africa Resources Centre (SPARC),

Joint Learning Network for Universal Health
Coverage & Resilient and Responsive Health
Systems Research Consortium (RESYST). (2019).
2019 Policy and Research Brief: Making Provider
Payment Mechanisms More Strategic.
https://resyst.Ishtm.ac.uk/sites/resyst/files/cont
ent/attachments/2019-06-25/PPM_brief.pdf

The ASEAN Secretariat. (2023, January). Situational

Analysis and Feasibility of Regional Collaboration
to Improve ASEAN Drug Security and Self-
Reliance (ADSSR). The Association of Southeast
Asian Nations (ASEAN). https://asean.org/wp-
content/uploads/2023/02/Situational-Analysis-
and-Feasibility-of-Regional-Collaboration-to-
Improve-ASEAN-Drug-Security-and-Self-
Reliance-ADSSR_Final_Jan-2023.pdf

The ASEAN Secretariat. (2019, December).

Strengthening Health Systems and Access to
Care: Best Practises in ASEAN. The Association
of Southeast Asian Nations (ASEAN).
https://asean.org/wp-
content/uploads/2017/02/FINAL-PRINTED_-
STRENGTHENING-HEALTH-SYSTEMS-AND-
ACCESS-TO-CARE.pdf

World Health Organization Global Health Expenditure

Database. (2023, June 30).
https://apps.who.int/nha/database

119



https://www.who.int/publications/i/item/9789240000025
https://www.who.int/publications/i/item/9789240000025
https://doi.org/10.1007/s40258-019-00550-y
https://www.ilo.org/wcmsp5/groups/public/---asia/---ro-bangkok/documents/publication/wcms_831137.pdf
https://www.ilo.org/wcmsp5/groups/public/---asia/---ro-bangkok/documents/publication/wcms_831137.pdf
https://www.ilo.org/wcmsp5/groups/public/---asia/---ro-bangkok/documents/publication/wcms_831137.pdf
https://www.ilo.org/wcmsp5/groups/public/---asia/---ro-bangkok/documents/publication/wcms_831137.pdf
https://www.who.int/publications/i/item/9789240017405
https://www.who.int/publications/i/item/9789240017405
https://doi.org/10.1371/journal.pone.0288269
https://apps.who.int/iris/handle/10665/276045
https://doi.org/10.1371/journal.pone.0217278
https://resyst.lshtm.ac.uk/sites/resyst/files/content/attachments/2019-06-25/PPM_brief.pdf
https://resyst.lshtm.ac.uk/sites/resyst/files/content/attachments/2019-06-25/PPM_brief.pdf
https://asean.org/wp-content/uploads/2023/02/Situational-Analysis-and-Feasibility-of-Regional-Collaboration-to-Improve-ASEAN-Drug-Security-and-Self-Reliance-ADSSR_Final_Jan-2023.pdf
https://asean.org/wp-content/uploads/2023/02/Situational-Analysis-and-Feasibility-of-Regional-Collaboration-to-Improve-ASEAN-Drug-Security-and-Self-Reliance-ADSSR_Final_Jan-2023.pdf
https://asean.org/wp-content/uploads/2023/02/Situational-Analysis-and-Feasibility-of-Regional-Collaboration-to-Improve-ASEAN-Drug-Security-and-Self-Reliance-ADSSR_Final_Jan-2023.pdf
https://asean.org/wp-content/uploads/2023/02/Situational-Analysis-and-Feasibility-of-Regional-Collaboration-to-Improve-ASEAN-Drug-Security-and-Self-Reliance-ADSSR_Final_Jan-2023.pdf
https://asean.org/wp-content/uploads/2023/02/Situational-Analysis-and-Feasibility-of-Regional-Collaboration-to-Improve-ASEAN-Drug-Security-and-Self-Reliance-ADSSR_Final_Jan-2023.pdf
https://asean.org/wp-content/uploads/2017/02/FINAL-PRINTED_-STRENGTHENING-HEALTH-SYSTEMS-AND-ACCESS-TO-CARE.pdf
https://asean.org/wp-content/uploads/2017/02/FINAL-PRINTED_-STRENGTHENING-HEALTH-SYSTEMS-AND-ACCESS-TO-CARE.pdf
https://asean.org/wp-content/uploads/2017/02/FINAL-PRINTED_-STRENGTHENING-HEALTH-SYSTEMS-AND-ACCESS-TO-CARE.pdf
https://asean.org/wp-content/uploads/2017/02/FINAL-PRINTED_-STRENGTHENING-HEALTH-SYSTEMS-AND-ACCESS-TO-CARE.pdf

World Health Organization, Yip, W. & Hafez,. (2015).
Improving health system efficiency: reforms for
improving the efficiency of health systems:
lessons from 10 country cases. World Health
Organization.
https://apps.who.int/iris/handle/10665/185989

Image Credits

. Evan Krause — Unsplash (2017)

. Katy Hardman — Unsplash (2021)

. Anne Lin — Unsplash (2018)

Merah Lee — Unsplash (2022)

. Humphrey Muleba — Unsplash (2018)
Vicky T— Unsplash (2019)

. Fadhelife Photography — Unsplash (2017)
. Carlos Rabada — Unsplash (2018)

. Molydar Souama — Unsplash (2020)
10. Pascal Miiller — Unsplash (2019)

11. David Suaza — Unsplash (2020)

12. Job Savelsberg — Unsplash (2022)

13. Luiz Cent — Unsplash (2019)

14. Alejandro Rugama — Unsplash (2021)
15. Z - Unsplash (2017)

16. Manh Tuan Nguyen — Unsplash (2023)
17. Michael Buillerey — Unsplash (2019)
18. Michael Rivera — Unsplash (2020)

19. Stephanie Ecate — Unsplash (2019)
20. Singapore General Hospital

21. Cris Tagupa — Unsplash (2018)

22. Mark Stoop — Unsplash (2020)

23. John T — Unsplash (2018)

24. Aleksandar Popvski — Unsplash (2018)
25. Frida Aguilar Estrada — Unsplash (2017)
26. Wanaporn Yangsiri — Unsplash (2018)
27. Thong Vo — Unsplash (2020)

28. Silver Ringvee — Unsplash (2019)

29. René DeAnda — Unsplash (2017)

30. Huyen Pham — Unsplash (2023)

31. Ashkan Forouzani — Unsplash (2020)

LNV DWNPR

120




Saw Swee Hock School of Public Health, National University of Singapore

MD1 — Tahir Foundation Building, 12 Science Drive 2

Singapore 117549



