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Synopsis

As health systems in developing countries are challenged to finance growing demands for services, national governments and
international donors are looking at innovative ways to protect targeted populations from the financial risks of iliness. During this
session, two innovative strategies of targeting and providing services will be discussed:

The first half of this seminar is titled, “Improving Health Care Systems Using Geographic Information Systems (GIS).” Mr. Mark
Landry will describe how integration of health-related inputs into a GIS creates a powerful tool for improving efficiency and
effectiveness of health care systems. Four state-of-the-art health GIS applications under development in Yemen will be described:
1) mapping health facilities and analyzing accessibility areas; 2) using GIS to target health care program interventions; 3) donor
mapping; and 4) plotting the spatial pattern of the 2000 Rift Valley Fever outbreak. The seminar will address how health GIS
applications provide evidence-based rationale for targeting health care system interventions.

The second half of this seminar is titled, “Community-Based Health Financing Schemes/Mutual Health Organizations (MHO) Grow
Up.” Mr. Marty Makinen will discuss the transition of MHOs from local initiatives to national programs, and the role of the
government and USAID technical assistance in facilitating the transition. Participants will be able to appreciate the complexity of
'scaling-up' community-based MHOs to national-level movements/programs. Can community-based initiatives scale up and keep
their souls? The session will look at the different scaling-up experiences of MHOs in Senegal, Rwanda, and Ghana, and at clues
for future development in Mali and Benin.

Notes

The ninth Seminar in a series of twelve, “Innovative Health Care Approaches” was organized by Bryn Sakagawa of the Global
Health Bureau. All of the presenters came from the Partners for Health Reformplus (PHRplus) Project, a five-year, one hundred
million dollar contract managed by Abt Associates, Inc and partners and that focuses on health reform in about 30 countries
around the world.

The first speaker, Mark Landry, Geographic Information Systems (GIS) Specialist, discussed health GIS applications for improving
efficiency and equity of health care interventions in developing countries. Sara Bennett, Manager of the Applied Research
Program, and Pia Schneider, Health Economist, outlined the importance of, challenges to, and lessons learned from community-
based health financing (CBHF) schemes. Bennett and Schneider discussed CBHF in Ghana, Rwanda, and the Philippines.

Geographic Information Systems (GIS)

Mark Landry defined Geographic Information Systems (GIS) as “a database with legs that allows a person to interlay and visualize
information...and to analyze trends and relationships spatially.” The health database contains a broad range of health-related
information, for example, health statistics, demographics, health care resources, and digital pictures and global positioning system
(GPS) coordinates of health facilities. GIS permits the user to examine relationships among a wide variety of factors, including
health data, population characteristics, environmental conditions, and more.

Landry specializes in GIS applications in the health sector and explained how ‘health GIS’ works. Health GIS is structured in
layers—with a foundation of base map data layers (roads, elevation data, etc.) underneath mapped demographic data, and with
the superior layer showing mapped health facilities, such as pharmacies and clinics.

Through its surveillance systems, surveys, and health information systems, GIS enables an expansive array of applications—such
as aiding in the integration of health information systems (HIS), as well as determining the availability of and access to health care
and equity and efficiency of health service delivery.



Landry gave a brief overview of ongoing health GIS efforts in Yemen, including continuous collection of health-related data, the
development of customized health GIS analyses and the implementation of HIS in pilot health centers. He showed how GIS could
map the distribution of governorate-specific projects by type and spatial patterns of outbreaks of Rift Valley Fever in 2000.
Integrating HIS with GIS has improved data collection efficiency and provided a method of evaluation and monitoring for evidence-
based health care pattern improvements.

Despite the many benefits of geographic information systems, there are some barriers to overcome. Relying on existing data
sources can often be problematic as can collecting and integrating enormous amounts of data, sometimes from various sources.
Health data cleaning and spatial rectification are important early steps to ensure appropriate use of the best available data
sources. However, GIS brings some important implications for the health industry. It reveals new relationships and trends,
illustrates evidence-based rationale, and allows for sophisticated and robust spatial analyses.

Scaling Up Community-Based Health Financing (CBHF)

The Partners for Health Reformplus (PHRplus) Project has provided mostly small-scale technical assistance in establishing and
maintaining community-based health financing (CBHF) schemes. Though these small-scale programs have rapidly proliferated
and flourished, the problem still remains of graduating to a more comprehensive, national-level health care system that would
provide financial protection against health care cost for a broader community.

audience for the Health Care seminarThe importance of community-level insurance is evident in the relatively small numbers of
the lower-income ill who consult a health care provider. As people in higher-income brackets have higher rates of seeking
treatment when ill, Bennett and the team have deduced that user fees charged by health care providers are too high for lower-
income groups and consequently restrict healthcare access.

CBHF schemes, driven by community members or health facilities, aim to improve financial access to health care. The project has
determined that the following preconditions be present for the CBHF scheme to work: (1) willingness to pay for healthcare, (2)
trust in the CBHF scheme, and (3) availability of providers that offer quality care. Assuming that these conditions are met, the
population gains protection against the costs of illness. As a result, scheme members of a well-established CBHF scheme have a
significantly larger probability of accessing healthcare than user-fee paying individuals.

The international community has found CBHF to be an appropriate mechanism to finance health services without causing too
much pain for the population. (As an aside, Bennett remarked that there seemed to be a limited amount of data to support this
claim.) Though the number of schemes has grown over the years, scheme membership is still very low—few low-income countries
have more than one percent of their populations enrolled in schemes.

Bennett explained the process of scaling up by using an inverted triangle, the bottom of which represents low levels of
institutionalization and a small government role characterized by a dominant out-of-pocket payment system, with the top
representing high levels of institutionalization and a national policy framework typical of a universal insurance coverage system.
The major challenges to scaling up include: ensuring equity among members through government adaptation of resources,
preventing financial instability and implementing regulations to protect members from fraudulent schemes.

In August 2003, Ghana passed the National Health Insurance Act, which mandated that all districts establish CBHF schemes
funded by sales tax, formal sector worker contributions, and voluntary payments by informal sector workers. The Ghanaians faced
problems with client education and high (sometimes locally unachievable) standards of care. The major lessons learned from
Ghana’s trial with a national standard of CBHF were: ensuring that the necessary infrastructure exist prior to legislation (as many
locals lacked capacity upon nation-wide rollout) and that the government'’s level of funding be sustainable.

Pia Schneider presented two dichotomous approaches of schemes in Rwanda and the Philippines. Rwanda has chosen atwo

presenters, Bryn and Pia replication strategy whereby the government has replicated CBHF pilot schemes in other parts of the
country. At the end of the PHR Project’s first year (1999), the 54 pilot schemes had more than 88,000 members or roughly 10

percent of the population. These schemes were replicated in other districts.

Since 1999, CBHF schemes have grown from 54 to about 120. In the original three districts, more than 20 percent of the
population is now enrolled in CBHF schemes. Some replication programs are funded by USAID, while others started up on by
their own or are funded by other donors. Rwanda faces several challenges to CBHF scheme implementation, including lack of
human and institutional capacity, premium levels in excess of what the poorest can afford, and low levels of quality care (which
affect willingness to insure). The PHRplus Project found that CBHF replication requires a sound legal framework and a National
Health Financing Strategy, subsidization of premiums for the poorest households, and monitoring and evaluation of the schemes’
financial performance and providers’ delivery of quality care.

The Philippines involved the integration of CBHF into national health insurance. In 2003, 40 million people or about 50 percent of
the population were enrolled in a national health insurance plan PhilHealth. The Universal Coverage Law mandated compulsory
insurance enrollment for both formal and informal sector workers (including independent workers) and for the poor with
government subsidization.



Schneider pointed out some political interference that affected the scale-up of CBHF. First, while only 25 percent of the poor were
enrolled pre-election, more than 100 percent were enrolled post-election. Second, she brought attention to the use of the mayor’s
picture on the back of the membership card, which confused the poor as to what the card was intended for. In addition, there is a
general lack of solidarity among the populace, as the rich tend to opt-out of the universal care plan and enlist with private
insurance companies.

Lessons learned from the Philippines were similar to the Rwanda pilot project. Countries should have a sound institutional
framework, the organizational capacity to build a national health insurance system, financial sustainability and equity in financing,
and be ready to provide for monitoring and evaluation of provider and insurance performance.

After considering the two approaches, Schneider concluded that there is no single way to achieve universal health coverage—the
program must adapt to the socio-economic conditions of each country. In addition, the government must take ownership of the
scaling-up process. Schneider emphasized the need for maintained client trust in the health system if scaling-up of insurance
coverage is to be successful.

Schneider concluded her presentation with recommendations for technical assistance in the following areas: (1) individualSara
and Joe Lieberson discuss innovative health care approaches schemes, (2) institutionalization of local technical assistance
capacity, (3) development of a financing policy, (4) establishment of legal frameworks, and (5) measurement and evaluation and
documentation.

Question and Answer Session

Have you done any excavation of using GIS in Iraq?
Landry: | don't think we've used GIS in Iraq to date and | don’t know if we will.

Can you talk about the decision making that you’ve seen in Yemen based on GIS? Can you also discuss your efforts to
build the capacity of local health people to use information gathered by GIS? Do you have any suggestions for the use of
GIS (maybe through GPS noting) in regular monitoring and evaluation in health?

With respect to your first question, we have only been there for a year and we have the base of GIS ready to go and are currently
working to build up specific health GIS applications. However, the Yemeni Ministry of Health are currently using donor mapping
we provided to help them identify places where donor programs already exist and places that need donor support. In order to roll
out health GIS applications, we are building out three types of GIS analytical tools: one for USAID, one for the national level—
Ministry of Health, and another for the field (in terms of easy-to-use, standardized queries). In terms of using GPS, there are great
opportunities for all types of surveillance and monitoring.

| see GIS as a wonderful tool for post-war developing nations and putting together a comprehensive program for long-
term planning, not just for health care, but also for education or agriculture.

That is certainly on the table for next steps. USAID is very much interested in the base map data and potential cross-cutting uses.
There are a lot of integrated analyses that can be done, especially with agriculture.

First, my experience trying to use these types of applications in data poor and spatially challenged countries, we must
realize that when you have poor data, you can use them to identify where the gaps are, but you have to make sure that
you do not disempower the local people. It is important to have local people provide input and validate the data. Second,
with this technology you can show spatial and geographic inequalities. Also, we've tried to show some of the socio-
economic inequalities three-dimensionally. Have you ever tried that?

In Yemen, we already have district level health facility maps in place. The local people are involved and they get excited about
seeing the data that they have contributed. The only 3-D example of complex analyses that | can think of is choropleth mapping
that includes sliding bars and multi-variable analyses. You can have 3-axises and provide map outputs showing that type of
information. That is something that I've seen mostly in first-world countries because it requires more sophisticated data sets.

Looking on along term horizon, what is it going to take to maintain the system? What are the relative costs of this
versus another system? To what extent is the Ministry really committed to taking over this process and building
ownership of the system?

In Yemen, the Ministry of Health is very much on board. Once you've paid the start up cost, you really just need to have the
manpower and training to maintain it. | think the costs are very reasonable in comparison to maintenance other information
systems.

Q & A - Scaling Up...

Do you limit coverage for certain things so the scheme doesn’t go bust?

On the provider side, when coming up with a scheme you have to ask how much does it cost to cover the benefit package and
based on that you can calculate your premiums. On the client side, we had meetings with the community representatives and
asked them what they would like to have covered and how much they are willing to pay for premium. The benefit package was



then defined based on the costs of providers and the amount people were willing to pay for premium. In this way, the coverage
can be specific to the local context.

For sub-Saharan Africa schemes, to what extent is preventative health incorporated versus post-illness treatment.
The extent to which preventative health measures are incorporated depends upon what the individual community wants. For
example, pre-natal care is often in included.

On either side of your inverted triangle, you have government and donor roles. What about the role of the community? |
know that most communities already have their own welfare system when member of the community is sick. How can
you use that to increase the coverage of the poor?

Many of the CBHF schemes have built upon traditional risk-pooling mechanisms, such as Tontines. The reason that the
community is not more representative here is that we were thinking more about the scaling up issue, that is do you move from the
small schemes to a nation-wide health safety net? Also, these traditional safety mechanisms are not really protecting the poor.
Traditional methods are important systems to build upon and they help when it comes to teaching the locals about CBHF
schemes. We've seen faster scheme growth in West Africa, which has these traditional mechanisms, than in East Africa, which
lacks traditional safety nets.

Regarding monitoring and evaluation and learning doing—What have you learned about monitoring and evaluation and
what recommendations do you have?

We've learned that it's difficult and that there are different clients for monitoring and evaluation. The burden of monitoring and
evaluation typically falls upon the scheme managers and they have very different needs than those providing technical assistance
might have. We've tried over the past 2 to 3 years to establish routine monitoring systems with the schemes. The hardest part of
the issue is having different clients that have different informational needs.

People don’t do monitoring and evaluation because they see the filling in of a data sheet as additional work. Once people see the
benefits of monitoring and evaluation, they are more willing to do it.



Welcome to Session 9

Innovative Health Care
Approaches

Organizer: Bryn Sakagawa
Panel: Mark Landry, Dr. Sara Bennett, and

Dr. Pia Schneider
Tuesday, August 24, 2004




Agenda

Introductions/Overview (USAID)

Presentations

— “Improving Health Care Systems Using Geographic
Information Systems (GIS)” Mark Landry, Abt
Associates

— “Scaling Up Community-Based Health Financing”
Sara Bennett and Pia Schneider, Abt Associates

Closing Remarks
Q&As (please hold your questions to the end!)



USAID

August 24, 2004

The PHRplus Project is funded by U.S. Agency for International Development and implemented by:

Abt Associates Inc. and partners, Development Associates, Inc.; Emory University Rollins School of
Public Health; Philoxenia International Travel, Inc. Program for Appropriate Technology in Health;
SAG Corp.; Social Sectors Development Strategies, Inc.; Training Resources Group; Tulane
University School of Public Health and Tropical Medicine; University Research Co., LLC.

URL: http://www.phrplus.org




Outline of Presentation

A Why Scale up CBHE/MHO/mutuelles
A Approaches to Scaling up CBHF
A Country Experience

A Ghana
A Rwanda
A Philippines
A Key Issuesiand Recemmendations: for
SUpport




User fees restrict access to care

for low-Income groups: Rwanda
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In response, people start CBHF
schemes

Bottom-up approach:
A Driven by community or health facility
A Member governance
A Community participation in definition of benefit
package and premium
A Preconditions:
A Willingness to pay for health care
A Trust in CBHF scheme
A Providers offering quality care

A Advantages te the poepulation
A Improved financial access to care when sick
A Protection against the catastrophic costs of iliness
A Improved ability to plan household expenditures




CBHF Improves Equity in Access to Care In
Rwanda
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Also Iinternational support for CBHF
schemes

“The Commission recommends that out-of-
pocket expenditures in poor communities
should increasingly be channeled into

“community finanecing” schemes to help
cover the costs ofi community-based
health deliveny.”

Report of the Commission on
Viacreeconomics and Health, WH®), 2001,




Leading to a growing number of
CBHF schemes

*Ghana data is from ‘ 99, ‘ 01, ‘ 02




But still low membership....

A Few low Income countries have greater
than 1% of the population covered by
CBHE schemes.

Key: challenge — heWw! ter scale up such
SChemes




The process of scaling-up

GOVERNMENT  Universal Insurance Coverage DONOR
ROLES ROLES

Establish institutional TA for establishment of
capacity to regulate, Reinsurance, regulation and
manage subsidies etc. Subsidy management.

Development of national echnical assistance to development
HI1 Policy framework Of national policy

. ) Transfer TA for individual
Institutionalized Support schemes to local institutions

Enabling environment Monitoring & evaluation —
Learning from doing

Small-scale experimentation Capacity building & technical support
At scheme level

Dominance of out-of-pocket payments




Challenges in Scaling up

A To ensure equity between schemes, or regions or
Sub-groups of the population — need to adapt
government subsidy patterns

A Preventing financial instability that may arise due
to small scheme size and lack of reinsurance

A Ensuring that previders are equipped to Work
Withrsechemes and can manage shifts 1in fiornms of
payment

A Preventing the emergence of firatdulent schemes

A Viaintainime theradvantages: ol social selidamity:
Withimrcemmunities While geing te scale







The growth of CBHF schemes in Ghana

A In 2002, 159 schemes, but many still nascent,
only about 12 functional & providing benefits

A Political pressure to drop “cash and carry” led to
the National Healthi Insurance Act, August 2003

A All districts mandated to establish CBHE
schemes by September 2004, and everyone to
|GIL.

A EUunded by (1) sales;tax, (l)rfermall Sector Wolker

contrvutions and (MHveluntary: payments oy,
Infermall SeEctor Workers




Challenges to Implementation

A Lack of prior local institutional capacity to
support nationwide roll out — fraudulent
consultants

A Break neck speed of implementation

A Lack of clarity about many aspects of
Implementation and coammunities concerned that
“thei™ ownership off schemes willl be taken away.

A ACt reguires;accreditation o providers,
establishment of relnsurance functions ete. that
chiallenge local capacity

A Act mandates standardized national henefit
package anel premiums — that denrt respond te
differences between leocalities




. essons from Ghana

A Institutional Framework
A Established via Act very early — prematurely?

A Organizational Sustainability:

A Scale up places heavy institutional burden —establish
local institutional capacity prior to legislating.

A Importance of ongoing M&E — will the government be
sufficiently flexibility to alter course if need be?
A Einancial Suistaimaniliby

A Substantial government investment to launch
schemes distorts incentives

A Is this level of funding sustainable?
A Provider performance

A Provider concern about prompt payment, and
iIncreased demand.




Rwanda




Replication Strategy inf Rwanda:

Eindings frrom CBHI pilot-test

lead VIOH terreplicate: CBlHE TR
other areas




SITUATION AS OF MARCH 2004: 122 MHO

22 MS

Viugonero:
\/

10 MS
\/ Kabgayi
17 MS

Kabutare:




Challenges to Implementation

A Lack of institutional capacity (legal
framework, national health strategy)

A Lack of human capacity amoeng
community members te manage CBHE

A Premium levels tooe high fer poerest

A Low levelsi of guality el care alfect
Willingness ter imsure




L essons from Rwanda

Support needed when replicating CBHF

A Institutional Framework
A Legal framework
A National Health Financing Strategy

A Organizatienal Sustainability: of CBHE
A Continuous human capacity building

A Einanciall Sustamaniity: o CBIHE
A Subsidize premium of poor households

A Proevider Perfermance
A M&E and improve quality of care




Philippines




PhilHealth Philippines

A Universal Coverage Law
A Formal sector workers

A Poor enroll in PhilHealth: Indigent Plan (1P);
subsidized by Gevernmment

A Independent workers (e.g. dentists, street
Venadors) pay: same fixed premium: per
year, Independent of Income




Results from the Philippines

A Formal sector
A 100% enrolled

A Poor households (subsidized)
A > 100% enrolled following elections
A Mayor’s picture on back of PhilHealth membership
card sends confusing message to members
A Independent wWorkers
A Low enrollment rates
A Unaffordable premium for low-income groups
A Rich insure in private insurance companies




Sup

port needed when integrating

CB

F iInto national insurance

A Institutional Framework

A Organizational Capacity Building ofi Natienal
IHealth Insurance
A Financiall Sustainability: and Equity in Einancing

A Income dependent premium levels for independent
workers (includes dentists and street vendors)

A Some solidarity enforcement between rich and poor

A Proevider Performance
A M&E and improve quality of care




Conclusions and Remaining
guestions

A There is no defined path from individual CBHE
schemes to universal coverage — processes are
iterative and not always logical

A The role of government in developing a national
nealth financing policy: s critical In scale-up

A Distinction between replication and integrating
Inte Secial health imsurance strategy

A In-coeuntry capacity te: manage CBHE ana@i scale
P 1S ma|er Barrier
A Lack of human, organizational, financial capacity

A What happens te) trust i CBHE T scheme
goVernance s meVving up?




Recommendations

A There are TA needs throughout the process of
scale-up — these vary according to stage of scale
up and locall capacity but include:-

A Assistance to individual schemes

A Assistance with institutionalization of local TA
capacity

A Assistance with development of financing policy

A Assistance with the establishment of legal
frameworks, reinsurance functions, subsidy systems,
billing systems etc.

A M&E and documentation throughout
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m \WEBBoard:
—http://[forums.info.usaid.gov/~USAIDSummerSeminars
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Overview

A Why use GIS? How
It works?

A Data Requirements

A Example Health GIS
Applications

A Analytical
Considerations

A Potential
Implications




Why Use GIS in Developing Countries?

A Important role in public health — strengthening
health systems

A Variation in health care needs are influenced by a
variety of factors

A Ability ter analyze health data in a clear,
convenient, and easy to comprehend fiorm

A Abllity ter cenvey infermation visually:

A Ability te geographically link health data with
pPEPUIALIeR; chiaracterstics, envirenmenital
conaitions, and healtlh care cendrtiens




How Health GIS Works

A Includes survelllance systems, surveys, and
health information systems

A Common refierence points are geographic
locations such as health facilities, settlements,
districts, road networks, streams, and other
spatial refierences.

A GIS tools enable punlic healthr prefessionals te
eVveray thelr health iiermaticn o a map. o
Visualizatienrand analy/sis,




Integrating GIS Data

Facilities
Health
Health Incidents +
Statistics ]
Demographics
Populations
Roads
Base Map
Water

Elevation




Base Data Reguirements

A Base Map Data Layers
A Administrative boundaries
A Road network
A Elevation data
A Hydrography
A Land Use
A Population and Demoegraphics

A Critical information for developing health indicators and all
types of analyses

A 2005 Census




Base Data Reguirements (continued)

A Health Facilities

A Status and location of ALL
health facilities is unknown

A Implement 2004 Health Facility
Survey

A Supplement survey data with
use of digital photographs &
GPS coordinates

A Healthr Infermation; Systems
(HIS)

A Consistency begins with
developing data standards

A Determination of essential
elements or indicators




Sample Health GIS Applications

A Availability and access to health care
A Targeting resources

A Analyze program interventions

A Registry mapping

A Disease Sunvelllance

A Promote awareness

A Evaluate pepulation groups at rsk

A ASSEss equity and efficiency: of health Service
deliveny

A Integrate:withr iHealth Infermatien: Systems o
SUppPort evidence-hased decisien making




Health GIS Efforts in Yemen

A Held workshop in February 2004 to bring together
the Yemeni GIS user community

A Ongoing collection of health-related data
A Built base Health GIS

A Providing support to the MOPHP with health
SEector donoeli mapping

A Develeping custemized health GIS analy/ses

A Assist the Mimistry el Healthrwithiimplementing
the Health Eaciliny: Sunvey,

A Deliver technical support te select GoVernoliates
A Desigming new Minrstny: off IHealthrWelsite
A Implementing HIS A pilet healthr centers




Health Care Accessibility Areas
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Donor Mapping

Distribution of Governorate-specific
Projects by Type

Project Type:

1 Facility/Infrastructure Support

M Health Education

[ Reproductive Health/Family Planning
[ Training

M Disease Control

B Health Policy/Program Management
B Technical Assistance




Relative Levels of Donor Contributions
to USAID Governorates of Interest
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Integrating Health Information
Systems (HIS) with GIS

A Standardization of facility-level health
statistics data collection

A Simplify process and provide adeguate
training
A Improve data cellection efficiency.

A Previde a - fieedback intervention™ foxr
clieating continuoeus Process oiff evidence-
Pasead health care patterin ImpreVenents




Targeting Program Interventions
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Health Facility Inventory

What is the source of electricity at the Health Facility?
(multiple answers permitted)

Source of electricity
Main network

Cooperative network
Private network
Generator

5 | No electricity

28 | What is the source of clean water at the H alth F cilit ? Wl&dgl IAlRJe
Health Cen

A~AlWIN]EF-







Overcoming Barriers

A Data collection
can be an
enormous
Undertaking

A Relying on
existing data
SOUrCces can e
preplematic

A Integrating data firen a Vvarety ol SeuUrces often
flequires; extensive effonts ter clean and convert the
data e a useanle fermat:




Potential Implications of Using
Health GIS

A Reveals relationships and trends that might not
be evident when the data is viewed in tabular
flormat

A Innovative framework for accessing,, Integrating,
visualizing| and utilizing health data te inform
decisions

A lllustrates evidence-based rationale

A Vieves heyend hasic mapping capanilities; teware
sephisticated), rebust spatial analy/ses
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