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The landscape of the work has changed.
UHC cannot be achieved without the private
sector. It is essential to re-frame public and
private sector engagement as a partnership

in health for shared health outcomes

Peter Salama, former Executive Director of Universal Health Coverage,

World Health Organization

The eight studies in this volume were
commissioned by WHO to help the advisory
group to complete its work on the strategy
to facilitate a new way of governing mixed

health systems.

David Clarke, Health Systems Governance Department,

World Health Organization



Private Sector Utilisation: Insights from Standard Survey Data
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This first study looks at the role of the
private sector in 65 countries in Latin
America, Africa, Europe and Asia to
advance the understanding of the

iImportance of private-sector policies L

and facilitate the sharing of lessons |

across countries with similar public- — Inpatient Outpatient L. Figure 3b
% % !

private distributions.

Private Distribution . Pubic Distribution Informal . NGO

Acknowledgements: Dominic Montagu (Metrics for Management); Nirali Chakraborty (Metrics for Management)



The Provision of Private Healthcare Services in European Countries

Mapping OECD Europe:
Four Categories of Country
Contexts

Figure 3: National Private-Healthcare Typologies in Europe, by Hospital Ownership
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The second study concentrates on
. . § oSy 3 Mixed { Mixed | oLy
European countries which are part L Pprivate | E e L shae 4 i public |
60%) & O (20%)
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countries into four categories.
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Norway, Netherlands, Austria, France, Czechia, Estonia, Denmark, lceland,
Belgium, Germany, Italy, Luxembourg, Finland, Hungary, Ireland, Lithuania,
Switzerland Portugal, Spain Latvia, Poland Slovenia, Sweden, UK
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Measuring the Size of the Private Sector: Metrics & Recommendations

Unveiling UHC:
Leveraging Existing Data
for Private Sector

Insights.

Figure 1: UHC Cube(13) e

. Financial protection:

Include what do people have
The third study hypothesises that 3 other  : to payout-of-pocket?
. educe cost and sharing fees  * services
the key to understanding the " ' - ~
private sector’s contribution to
UHC is to build the best available :
picture using existing data. Coverage __,:
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Private health sector engagement in the journey towards Universal Health Coverage

Mapping Private Sector Health
Engagement Across 18 LMICS. Table 1 List of countries included in the

landscape analysis

WHO region ’ Countries included

AFRO Uganda, Nigeria,
Eswatini (formerly known as Swaziland)
EMRO Egypt, Pakistan, Jordan
EURO Albania, Kyrgyzstan, Armenia
PAHO Mexico, Suriname, Dominican Republic
1 SEARO Indonesia, Bangladesh, India
Study four assesses the level of private 9
. WPRO Cambodia, Philippines, Lao People's
health sector engagement in 18 LMICs Democratic Republic

with the highest overall utilisation of
private health providers across six WHO
regions.
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International Organisations and the Engagement of Private Healthcare Providers

Figure 2. Brief History of Global Health Initiatives to Engage the Private Sector

Exploring Three Waves of e e AT A D pret st gt
Global Health Engagement

Building on social marketing success of health products, DP introduce social

franchising of private providers in wide range PHC services

* BMGF entrance into global health in late ‘90s fuels proliferation of GPPPs.
2nd Wave e I

* GPPPs attract private investment to develop vaccines for neglected diseases.

* In 2005, BMGF supports new financing mechanism - AMC- to crowd in private

Study five discusses “three waves” of
private sector engagement activities in
global health.

investment. 1st pilot AMC attracts investment to develop roto-virus vaccine.

* GAVI and GF accept and widely used AMCs by 2013

* DPsalso introduced other financing mechanisms {e.g. purchase commitments,

pooled procurement, tax breaks) to attract more pharma investment

Development banks (IFC, ADB, AFDB) facilitate explosion of private investment

in health infrastructures in MICs through PPPs,

* During the 2010 decade, several DPs turned to market- based approaches

3rd Wave

* Both TMA and Market Shaping focus on leveraging markets to increase access

to commodities at the country (TMA) and global levels (market shaping).

H * In contrast, MM4H seeks to shape the systems that support specific healthcare markets.

” * Health system strengthening initiatives focus on regulatory reforms to remove
barriers to private provision of disease specific services / commodities. Or;
¢ Indirectly support the private health services through health insurance and/or

§ strategic purchasing reforms
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Private Sector Accountability for Service Delivery in the Context of Universal Health Care

‘ ‘ Enhancing Accountability in
Health Service Delivery for
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Study six considers accountability and its
arrangements for health service delivery
in the context of UHC.

Client-provider
interaction
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Figure 2: Accountability forces (author's depiction)
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Principles for Engaging the Private Sector in Universal Health Coverage

Lessons in Effective
Governance: Analyzing Mixed
Health Systems.

We identified four principles of effective
PSE that should underpin such efforts:

Study eight analyses lessons learnt
from countries which have been able to
Implement effective governance of
mixed health systems.

Well-functioning mixed health
systems rely on strong governance

Effective PSE approaches are
defined by “problems” not “solutions”

Successful governance of the
private sector requires good data

The private sector needs to be
engaged in a meaningful dialogue
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Timeline of EMRO’s work on PSE
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Role In service provision
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Utilization by refugees in the EMR

* Egypt ; Jordan

of Syrian of Syrians who  24% of Syrian
64%> refu_gees _ 58%) sought medical trﬁ;”g*f;rg;if‘s’;‘i?:ruse
reQIStered with care went to a and pay an average of

UNHCR seek private facility  uss 59 per visit (9% of
care in the for- first monthly family

profit private income).
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Scale of the private health »
sector in the EMR ‘(/

In Pakistan,

/5 000 private clinics

40 000 private pharmacies

+50% of the diagnostic facilities are

In the PHS




Scale of the private health A
sector in the EMR D

In [.R. Iran,

1 7% of all active facilities at the PHC level
41.5% of health posts
82.4% of rehabilitation centres

62.6% nuclear medicine diagnostic

facilities (only in cities with populations greater than 20 000).
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© In 2016, the private sector owned

81%

of CT of MRI of cardiac
scanners devices _ catheterization
] | rooms
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= Curative rather than promotive/ preventive services
= Secondary and tertiary rather than primary care

, Limited Second to the
o) Higher : : : :
[__|'h€3 involvement in public sector in
rates of C- g 2 e
) Emergency immunization
section :
care services

* High risk Trust in public immunization
* SIX/SEVEN countries services

noted that ambulance
dispatch systems were
disjointed

World Health

¥ Organization



i\

Urban bias is due to:

1. low purchasing power of the population in
rural areas

2. Limited revenues for private providers in
rural areas

3. Lack of policies to incentivize PHS
investments in rural areas or underserved
areas

4. Under-developed infrastructure

Distribution of the

Private Health Sector In
the EMR

concentrated in urban

For-profit  areas with relatively

facilities higher purchasing
power.
Not-for-
. in rural and hard-to-
profit

e reach areas
facilities



The private sector employs

\x Jordan Leb

Dual
70%  practice
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Private Health SectorGovernance

EASONS
Fragmentation of regulatory authorities

Poor coordination among regulatory agencies

Government leniency in enforcing the laws and regulations

Weak institutional structure and capacity

Corruption

Wea kly Lack of financial and human resources
Poor management
regulated

Bureaucratic bottlenecks
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Generally excluded or lack of data on the size Little information-
minimally represented and characteristics of sharing between the
in assessments and the PHS in the Region PHS and the public

evaluations of the HS

sector

Barriers to information-sharing include

* Fear of heavy taxation by the government

* Modest infrastructure and paper-based reporting
* Loss of data

* Lack of reporting accountability.
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Private Health Sector Financin g

Countries that don’t have , _ ’
el T o at the point of care is the main revenue stream for

PR S — private providers in most EMR countries.
. Countries having pricing Private facilities in Qatar, however, mainly

schemes but not fully E generate profit through private health
enforced insurance.

P ®

= Countries having set prices
() that are enforced

In Lebanon, public agencies (public
' insurance) are major contributors to

revenue generation in private hospitals.




In 2021, the regional average of the
Universal Health Coverage Service Index
stood at 57 out of 100, compared to a
global average of 68.

Domestic private expenditure on health
has been estimated at 61.4% of current
health expenditure, with stark variations
between EMR countries depending on
income levels.

In 2021, the average OOP expenditure in
the Region’s low-income countries was
67%*, compared to 11% in high-income
countries.
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Dispgrities in the | Engagements are Policy, legal & Lack of information
readiness for PSE \ ad?hoc rather than l institutional restricted our
being systematically frameworks & ability to draw
planned & managed DI IIE. solid conclusions
structures are and deduce

either absent or
poorly developed

lessons learnt




OPPORTUNITIES

Recognition of the importance of engaging the private sector in
national health visions, backed by strong political will

g
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The pandemic has inspired many new initiatives by the private
sector which can be leveraged and built upon

— '1. Successful models for engaging with the private health sector in -
different areas across the region
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THANK YOU!

For more information:

Nikki Charman
Partner | Impact for Health

Aya Thabet
Consultant | WHO
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