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Foundational Public Health Services

a ‘minimum package of services” that must be available in state
and local health departments everywhere for the health system to
work anywhere, and for which costs could be estimated
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Cost and Capacity Assessments

Collect data on 1) current implementation and spending for
foundational’ services, 2) spending and staffing associated with
‘full implementation” of ‘foundational’ services
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Rationale for Assessment

Governmental public health has been underfunded across
nearly all federal, state, and local systems; basic infrastructure is
in disrepair.

Expertise, capacity, and authority to deliver necessary
population-based services varies by location; where you live
matters.

There is a lack of understanding for service-level details and
resource needs: it is unclear what resources are needed and
where.

Different public and private partners have roles in service
delivery, and it is unclear who delivers services at the local level;
clarity on providers and optimal arrangements is needed,
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General Process for Assessment

A cost and capacity assessment aims to:

1

Discover current level of implementation (expertise and
capacity to deliver) for ‘foundational’ activities;

ldentify how ‘foundational’ responsibilities are delivered,
and by whom;

Allocate current effort and spending across ‘foundational
responsibilities; and

Estimate effort and spending needed to fully implement
‘foundational’ responsibilities.
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Examples of Data Obtained

Self-Assessed Capacity (Assessment & Surveillance)

Headline Use data to identify health priorities and share SA_cap_A_1_0 3 2 4
Responsibility results. °
- . - w 3
Program Activity  Convene public health partners, communities, SA_cap_A_1_a 3 2 B 5
and individuals, to develop a state or community § 1
[SN]

health assessment that prioritizes public health
issues, as well as their root causes and the
conditions that influence those issues, for the
population, and specifically in the jurisdiction.
Program Activity  Collaborate with partners, communities, and SA_cap_A_1 b 2 2
individuals, including those most impacted by
health disparities and underlying inequities to
understand public health issues from the
perspective of lived experience.

1 2 3 4
Capacity

. Minimally implemented
Partially implemented, Low Capacity
Partially implemented
Partially implemented, Low Expertise
Substantially implemented
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Examples of Data Obtained

Current Effort and Spending (Emergency Preparedness & Response)

- Effort allocated aCroSS — praeines and response plans
‘foundational' FY21_FTE_I-3-0 1.00 1.00
e FY21_Labor_|-3-0 $ 51,979.00 $ 34,090.00
responsibilities (labor FY21_Contract_I-3-0 s s :
. g . FY21_ODC_I-3-0 $ S 7,746.00
COStS d/Str/bUted \X/Ith FTE) FY21_Pass_I-3-0 S S
. Other expense FY21_Capital_I-3-0 S - S -
. Total $ 51,979.00 $ 41,836.00
categories allocated
‘ ' ' Labor S 761,156 $ 6,517,513
acCross foundatlonal' Contractual S 21,797 S 1,556,859
responS|b|l|tles oDCs $ 37625 § 1,353,863
Pass/Trans S - S -
Capital $ 17297 § 29,635
Total $ 837,875 $ 9,457,870
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Examples from Prior States

Agency-level Findings (Colorado example)

- Results help agencies identity:
- How FPHS is implemented,

overall:
\ &)/ OVERALL
- Which activities are more or less Sy

iImplemented, relative to one
another, and compared to peers;

- Opportunities for cross-
jurisdictional delivery; and

- Clear gaps in service delivery.

Source: Habile, 2019. 0% 25% 50% 75% 100%
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Examples from Prior States

Impacts of Assessments (Washington success story)

Washington's governmental public health needs assessment
identified a need of approximately $450 million per biennium
(approx. $30 per capita per year) to fully fund FPHS,

o Washington's Public Health System Transformation policy body
assigned responsibility for funding FPHS to state government.

Over the last several biennia, Biennium | Request Funding
Washington refined its state 2017-2019 | $60 million | $12 million
decision package to its 2019-2021 | $296 million | $28 million
legislature with varying levels of | 2021-2023 | $285 million | $175 million
SUCCeSS. 2023-2025 | -- $324 million
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Policy and Practice Implications

Obtain evidence to support advocacy efforts for investment
IN basic infrastructure.

Establish uniformity across jurisdictions to assure expertise,
capacity, and authority for a minimum set of public health
services in any location.

Obtain clarity in what resources are necessary for each
jurisdiction to fully deliver ‘foundational’ services.

ldentify optimal arrangements of public and private
partners to best deliver ‘foundational’ services.
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Discussion

What opportunities are present for cost and capacity assessments?
What barriers impede widespread participation in assessments?

What questions do the public health finance community have?
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Thank You!

This presentation brought to you by:
The Center for Public Health Systems

Learn more: sph.umn.edu
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Background

m Total spending on health in LMICs is low

- In 2019, total per-capita healthcare spending was ~$40 on average in low-income
countries, $135 in lower-middle-income countries, and $477 in upper-middle-income
countries, compared to $3,135 in high-income countries

m Health spending in LMICs is funded by a variety of sources
- public (local and national governments)
- private (out-of-pocket payments)
- external health aid (e.g., bilateral and multilateral aid and grants)




Background

m Health funding and disease burden are mismatched

- NCDs cause the majority of the disease burden in LMICs, but their share of health spending in
2018 was only 13% in low-income countries and 29% in middle-income countries

— Share of overall NCD spending that occurs out of pocket is ~50% in LICs and 40% in MICs

m Health funding in LMICs, especially external aid, tends to be siloed across diseases
— Mostly vertical funding dedicated for infectious diseases, reflecting donor priorities

— Horizontal funding for health system strengthening (e.g., improving healthcare access,
infrastructure, or workforce capacity) has a much smaller share, approximately 10% of
external health aid

— Vertical aid for NCDs in LMICs is more effective in improving NCD burden in the short term, but
horizontal aid may be better aligned with longer-term UHC objectives




Health financing mechanisms

Tax revenues

Insurance schemes

User fees

Domestic budget reallocation
External grants

Guarantee loans

Health system bonds

Health development index bonds
Public-private partnerships

World Bank health intervention loans




Tax revenues

- The main source of funding for national health systems
- Depends on tax base and administration capacity

-  Tax revenues for the health sector can be raised from taxes on
iIncome, or from sales taxes on specific goods

Example: in 2019 cigarette taxes brought in nearly $1.3 billion in
revenues in Brazil and over $2.8 billion in the Philippines




Insurance schemes

- The pooling of health risks and payments across a population

- Funded by tax revenues, insurance premiums, and/or mandatory payroll
contributions

Example: In 2003, Ghana instituted a National Health Insurance Scheme,
planning to fund it through a combination of a sales tax levy, payroll contributions
by formal sector workers, and premium payments. However, because of high
premium exemption rates and low formal employment in the country, the scheme
was mostly tax-funded, with 76% of financing obtained from tax revenues, 24%
from formal worker contributions, and nearly zero from premiums.



User fees

m AKA cost-sharing

m User fees need to be applied thoughtfully to balance their conflicting roles
as an income stream and a barrier to use

m Can help to cover variable costs for primary care facilities

Example: Namibia, which has relatively well-funded government health
spending among countries in Sub-Saharan Africa, recovered approximately
2% of costs from user fees in public health facilities.




Domestic budget reallocation

m This approach involves intragovernmental negotiation between ministries of
health and ministries of finance for reallocation of public spending

Example: In 2018, Panama realigned the national budget to strengthen primary
care by introducing a national program for cardiovascular disease prevention. The
program covered tens of thousands of patients across 37 public health facilities
and subsequently nearly doubled the hypertension control rate.




External aid/grants

m AKA development assistance for health or foreign health aid
m Can be skewed toward a vertical focus on specific infectious diseases

m Slowly emerging transition toward primary care/NCDs

Example: UN Catalytic Fund for NCDs and Mental Health was launched in 2021 to
support country-led initiatives for NCD healthcare integration; it will disburse
$250 million in funding over a 5-year period to national or regional governments
in 25 LMICs. Private philanthropy (e.8. Bloomberg Philanthropies, RTSL) award
grants for hypertension control, salt reduction and trans-fat elimination.



Guarantee loans

m T[raditional private loans for health initiatives may not be readily available in
LMICs due to risk rating

m Health partner institutions (e.g. USAID) can serve as credit guarantors to loans
taken by public or private sector healthcare entities

m Such loans can increase healthcare providers’ access to capital, increasing
their ability to provide more health products and services

Example: The USAID Development Credit Authority provided a $3 million
guarantee to Centenary Bank in Uganda to expand access to credit for private
health providers in the country.




Health system bonds

m A mechanism through which local governments can raise funds for the
health sector

m A government entity issues and sells a bond to investors, using the
resulting funds to strengthen the health sector while paying interest to
the investors according to predetermined terms and conditions

m Most feasible in areas where the local tax revenue is stable and
sufficiently high to pay back the bond debt




Health development impact bonds

m Loans conditional on fulfilling a set of preestablished health outcome targets

m The implementing partner (e.g. a health sector entity) raises private capital to
finance a health program by selling a development impact bond to private
investors

m If program targets are achieved, external development donors reimburse the
Implementing partner, who in turn reimburses the investors

Example: In 2018, the Utkrisht impact bond was established in Rajastan, India,
aimed at improving maternal and newborn health outcomes. It raised private
capital to contract local health facilities to achieve rigorous quality accreditation
standards. Once accreditation standards are achieved, USAID pays back the
private investors.



Public-private partnerships

m Integrate the private sector in fundraising, or in the provision of some
government health services with the goal of lowering costs

m May benefit service delivery, facilities management, and logistics and
distribution

Example: UNITAID is a health fundraising consortium of the governments of Brazil,
Chile, France, Norway and the United Kingdom. UNITAID uses an airline-ticket tax
in participating countries to promote health services for cervical cancer,
tuberculosis, HIV and malaria.




World Bank health intervention loans

m Subsidies to health insurance schemes

m Results-based purchasing support to government health institutions

Example: In 2015, Argentina received $350 million in World Bank loans to improve
the integration of NCD healthcare services through the Protecting Vulnerable
People Against NCDs project. In Tajikistan, the World Bank provides performance-
based financing for the government to contract 450 rural health centers in scaling
up NCD services, expanding access to services for 15% of the country’s
population.
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Disclaimer

The opinions expressed in this presentation are the author’s own and do not reflect
the view of the U.S. Centers for Disease Control and Prevention.




Reliable Financial Data for Public Health

* Drives
o Financial analysis
o Financial transparency

o Accountability

* Promotes
O Program quality improvement
o Evidence-based decision making

o Sustainability of the public health system and
institutions

Photo by Owen Beard on Unsplash
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System of Health Accounts (SHA)

Framework for reporting data on health expenditures

O Meant to be comprehensive and internationally comparable

Follows the International Classification of Health Accounts and links the pathway of
health expenditures

Developed in 2000 and updated in 2011 by OECD, Eurostat, and WHO
O Reclassified preventive care
O More policy relevant

o Stronger emphasis on the purpose to determine if an activity falls within the prevention

Published supplemental guidance in 2017
o Guidance on distinguishing between prevention and other health expenditures

O Address ambiguities that remained in the updated 2011 version



SHA: Total Health Spending

Health consumption
HC.1 Curative care
HC.2 Rehabilitative care
HC.3 Long-term care
HC.4 Ancillary services
HC.5 Medicatgoods™
H/C,6/ Preventive care
HC.6.1 Information, education, and counselling programs
HC.6.2 Immunization programs
HC.6.3 Early disease detection programs
HC.6.4 Healthy condition monitoring programs
HC.6.5 Epidemiological surveillance and risk and disease control programs
6.6 Preparing for disaster and emergency response
HC.7 "Governance and health system and financing administration
HC.O Other health care services not elsewhere classified




Purpose

Use the SHA framework to examine preventive
care expenditures to better understand the
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Countries in the Organization of Economic Co-operation and
Development (OECD)

LA

* Established in 1961 to stimulate .\3

economic progress and world trade P
rrd

* Members consist of 38 mostly high- '4~

income countries

* Represent 80% of the world’s trade
and investment



Descriptive Analysis

* Growth rate of GDP and preventive and
total health spending

* Prevention expenditure by country

O Per capita 4

O As a share of total health expenditure OECD Health Working Papers No. 101

How much do OECD Michael Gmeinder,
countries spend David Morgan,
on prevention? Michael Mueller

https://dx.doi.org/10.1787/f19e803¢c-en



Growth rate of GDP, Total Health and Preventive Care Spending
Among 23 OECD Countries




Preventive Care Expenditures Per Capita and Share of Total
Health Spending Among 32 OECD Countries, 2019
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Distribution of Preventive Care Funds by Category Among 6 OECD Countries, 2019
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Photo by Afif Ramdhasuma on Unsplash
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. / | * From 2000 to 2019 out of 38 OECD countries,

O 23 countries consistently reported total preventive care

expenditures
o0 30 countries reported any amount during the time period

* In 2019, 21 countries reported an amount for any

subcategory
o 6 countries reported in each subcategory in preventive care
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Reliable and Credible Data

* Boundary of preventive care expenditures
O Restricted to traditional public health practice
o Excludes fiscal and regulatory measures
o Undervalues epidemiological surveillance

O Underestimates emergency preparedness and response

* Does not distinguish differences in health financing
mechanisms

O Public health sector and public health services
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Available and Accessible Data

* Analysis of expenditures are mainly on high-
income countries

* LMIC data are currently not easily accessible or
outdated

o Difficult to examine trends overtime or cross-country
comparisons
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Implications

* SHA provides a foundation to initiate
discussions to account for public health

expenditures
* More research is needed to understand
patterns and nuances of public health
spending
* Grow the evidence base to promote
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Staffing Up Public Health:
Methodological, Financial, and Practical Considerations

Project Background & Goals

* Phase |: Provide local and state staffing
estimates that are needed to implement
the Foundational Public Health Services

* Phase Il: Create a public health
workforce calculator that will allow
health departments to determine the
number and type of staff to provide
sufficient levels of public health services




Project Partners

e de Beaumont Foundation

e Public Health National Center for Innovations at PHAB

e Quantitative and qualitative research experts

e Center for State, Tribal, Local and Territorial Support at the
Centers for Disease Control and Prevention (since July 2021)

e University of Washington (since July 2021)

Guidance provided by a Steering Committee and Research Advisory Committee.
Qualitative interviews and focus groups also informed the work.

Staffing Up Quant Team

Annie Sieger
Principal, Sieger
Consulting

Jason Orr, PhD(c)
Researcher, Center for
Public Health Systems

University of Minnesota
School of Public Health

JP Leider, PhD
Director, Center for
Public Health Systems
University of Minnesota
School of Public Health

Moriah Robins, MPH
Senior Research
Associate, de Beaumont
Foundation

Simone Singh, PhD
Associate Professor
University of Michigan
School of Public Health
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Staffing Estimate

e How many FTEs are needed in state and local health departments to
perform the Foundational Public Health Services (FPHS)

e Generate totals and ratios based on the number of staff needed per
100,000 people

e Recommendations are intended to provide an infrastructure that you can
surge on during a crisis (e.g., a pandemic), but not inclusive of that surge

The Findings

State and local governmental public health agencies need an 80%
increase in workforce to provide minimum public health services to the
nation.*

« Local health departments need 54,000 of these additional FTEs
« State health departments need 26,000 of these additional FTEs

*This estimate does not account for additional workforce needs beyond core infrastructure and programs.
Also does not account for COVID-related workforce (or other emergencies to come)




Phase | Findings & Methods

* Full report:
* https://phnci.org/national-
frameworks/staffing-up
* JPHMP manuscript:

e https://journals.lww.com/jphmp/F
ulltext/9900/Staffing Up and Sus
taining the Public Health.60.aspx

Short link: https://z.umn.edu/SU2022

11/6/2022



Phase Il: Public Health Workforce Calculator

o New tool for health departments to estimate their
own workforce needs

e Plan for the type and number of staff needed to
provide the FPHS in their communities

e Support advancing equity among health
departments by ensuring adequate staff to provide
the FPHS

https://phnci.org/transformation/workforce-
calculator

11/6/2022
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Models used best available data sources
o ASTHO and NACCHO Profiles, PH WINS, 21C full-implementation data
o Only recently available/possible

o Best performing model: fit a power curve to log of FTEs and population size, by FPHS
Data sources naturally limited

o Full-implementation estimates are estimates

o No full-implementation estimates in ASTHO NACCHO Profiles

o 21C state generalizability? (n=170 locals in CO, OH, OR, WA)

o Upper/lower population cap & Decentralized governance

Accounting for FPHS




Accounting vs. Accounting for FPHS

4004 Public Health Personal Services
4004 Public Health Contractual
4005 Family

4006 Disease Control

4007 Community Health

4008 Health Education

4054 Public Health CWSN
4059 Early Intervention

4082 Public Health WIC

4189 Other Public Health

4320 Mental Health

11/6/2022



Rough Estimate: $4 Billion
80,000 FTEs x $50,000 per year

Too much?
S3 billion in ARPA to “create a new grant program that will facilitate federal
investment in the people and expertise needed at the state and local levels to
expand, train, and modernize the public health workforce for the future.”

11/6/2022
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True Costs Not Linear

If capacity begets capacity,
infrastructure requires infrastructure

True costs =
Money + Money? + Money? + Uncertainty

True Costs Not Linear

Money Money? Money?3

S for 80,000 FTEs Who supervises? Supervisor supervisors?
Who interviews? HR, IT capacity?
Where do they work? New efficiencies?
Using what supplies? Unforeseen challenges?

11
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True Costs Not Linear

Money Money? Money3

S for 80,000 FTEs Who supervises? Supervisor supervisors?
Who interviews? HR, IT capacity?
Where do they work? New efficiencies?
Using what supplies? Unforeseen challenges?

What about those results?

12



End results may be the beginning

Results are what you make of them

Easy to agree with things that reinforce our beliefs.

Easy to dismiss things that don’t

Calculator is not “right” if it says you need more FTE than you have and “wrong” if it doesn’t
Think deep:

e How is your department or jurisdiction structured?

e What do you know about your community that the calculator does not?

® Are there some calculator scenarios or sub-estimates that align and others that don’t? Why?
e Interrelationships between FPHS & your community-specific services

11/6/2022
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