Appendix A





FRAMEWORK FOR ASSESSMENT OF 


HEALTH CARE SYSTEM PERFORMANCE





Health care financing and organization systems were established to achieve certain societal purposes. One school argues that the principal goal of a health system is to improve the health status of the population.  Nonetheless, many systems were organized to prevent illness and to relieve pain, anxiety, and suffering, which may not improve measurable health status. Another school argues that the principal goal of organized health financing schemes was to pool catastrophic medical costs in order to prevent bankruptcy and poverty.  Over time, most experts seem to use several common goals in assessing the performance of health care systems and guide the design of health systems.





Despite the observation that no two health care systems are exactly alike among the approximately 180 countries in the world, we can analyze and compare the performance of a country’s current health system using certain universal measures.  They include the cost-effectiveness of the system, equity, risk pooling, efficiency, sustainability and quality.  We provide a brief summary of these goals as to the steps in assessing the performance of a health system and designing reform options.    





Cost-effectiveness:  A system can be partially evaluated by examining its cost-effectiveness in improving the health status of the population.  This criteria requires two or more sets of data -- one is the data on the health status of the population and the other on the health expenditures. 





Equity:  Universal and equal access to reasonable health care and fair distribution of the financial burden in financing health care among different income classes.





Cost Containment:  The structure of the system that enables the society to manage the health expenditure inflation at an acceptable level.  


  


Allocative efficiency:  The extent to which the use of resources results in greatest benefits.





Technical efficiency:  The choice of a combination of input resources that can produce a specific service at the lowest cost.  Alternatively, technical efficiency can be defined as a maximum output for a given level of input.





Risk-pooling:  The protection against the risk of large financial losses due to the catastrophic costs of medical care.   





Sustainability:  The availability of financial and capital resources as well as political support for long-term provision of health care.





Quality:  The provision of a reasonably high standard of technical services, with adequate access, and doctor/patient relations satisfying to the patients.  





* A briefing note prepared by William C. Hsiao for discussion purposes in Hong Kong.  





The goals listed above cannot be optimized simultaneously because there are significant trade-offs among the different goals.  The trade-offs that are acceptable to a nation is determined by the ethical values (e.g., utilitarianism, liberalism, communitarianism) and politics that prevail in a society.  For example, provision of health care (as a positive right) based on need and financed according to ability to pay reflect an egalitarian ideology with a strong emphasis on equity, whereas health care rationed by price with people insured voluntarily through private insurance reflects a libertarian ideology with an emphasis on individual choice.





Performance Criteria





The performance of a health system needs to be evaluated so that policymakers know how well the system works and, also, what changes are needed.  Such an evaluation should be based on empirical evidence, preferably quantifiable data.  Some of the goals can be quantified while others are difficult to do.  We offer a list of the data and measurements that have been used in measuring the different aspects of performance.  This is not an exhaustive list.  Each policy analyst needs to ascertain what data are feasible to collect in her own country to represent a particular performance criteria.   





Performance Criteria	Data and Measurements





Cost-effectiveness	Health status (life expectancy, mortality, infant mortality, rate, morbidity, DALYs, QALYs)


 


				National health expenditure





Cost Containment	The rate of health expenditure inflation per person compared with personal income growth rate, GDP and other nations





Efficiency--allocative	National Health Accounts (resource allocation and financing)





Prevalence rates for immunization, prenatal and postnatal care, attending delivery, etc.





Financing for prevention, Expanded Program on Immunization 	(EPI), Maternal and child health, primary care





 	--technical	Number of visits rendered per physician per week in public clinics, number of nurses per physician, number of nurses or physicians per hospital bed, average length of stay, hospital occupancy rate, etc.





Production function studies, stochastic production frontier, data-envelope analysis, etc.





Risk pooling	Catastrophic burden (patients’ cost per visit or hospital day as a percentage of monthly wage or assets held by households)





Equity		--health	Health status by income, region, urban/rural, race etc.	





		--access	Distribution of facilities and human resources by region, 


				urban/rural, etc.





--use	Utilization rates per capita by income, region, urban/rural etc.





		--quality	Quality of care by income, region, urban/rural, gender





Quality				Licensing requirements and continuing education rules


				


Standards for health care facilities


			


	Autopsy, surgical and complication rates





				Waiting time (access)





Portions of patients choosing to go to private sector when free care is available through the public sector facilities.


				


Patient satisfaction studies


				


Time physician spends with the patient





Sustainability			Capital costs as a percentage of recurrent costs





Percentage of GDP or personal income on health care
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