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Executive summary

For most of 2020 the covid-19 pandemic has
shone a stark spotlight on many health system
vulnerabilities globally, and particularly in Latin
America. These vulnerabilities, punctuated

by huge national death tolls, have catalysed
change to some extent by placing pressure

on political leaders who have otherwise been
slow to invest effectively in the health sector.

Prior to covid-19, continuous demand for
treatment of vector-borne diseases and
community-acquired infections, as well as
high rates of non-communicable diseases,
made it difficult for health systems to make
ends meet financially. When comparing health
investment designed to meet this type of
increased strain to similar investments made
in other regions, there are more examples of
investments in Latin America which a) occur
in siloes, b) receive less attention from health

policy, or c) are not widely considered effective.

To increase the region’s
ability to meet health
needs and accelerate
progress toward vital
health goals, there is an
urgent need for Latin

America to reimagine
health finance, including
identification of innovative
financing solutions.

Such regional disparities arise because
health investments largely depend on local
contexts, such as existing epidemiological
conditions, social aspirations, and how
well investments are implemented and
translate to the desired outcomes, existing
prices and competing priorities.

To increase the region’s ability to meet health
needs and accelerate progress toward vital
health goals, there is an urgent need for Latin
America to reimagine health finance, including
identification of innovative financing solutions.
Through a review of previous, current and
ongoing health investments in Latin America,
we establish a framework for understanding
which investments are likely to have the biggest
impact on health outcomes over time. The
framework has relevance for Latin America

as a whole, but in this report we take a deep
dive into the health investment landscape in
Argentina, Colombia, Brazil and Mexico.
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Through this analysis, this report outlines
several critical primary conclusions:

o Thereis an urgent need to re-think
investment strategies throughout
Latin America in order to avoid losing
years of progress toward key health
goals, especially in the face of covid-19.

o Health investment strategies need to be
informed by longer-term thinking, with
sustainable financing as a core objective.
Short-sighted health investments have
contributed to the challenges associated
with creating sustainable health systems.

o Alternative models of investment
are needed to fund health. Innovative
financing solutions include reducing
inefficiencies to unlock funds, creating
fiscal space via indirect and value-added
tax (VAT), public-private partnerships
(PPPs), and ongoing evaluation to
ensure supply meets demand.
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» Focusing on best-buy interventions
tailored to local need is the key
to effective investment and fiscal
sustainability. This also requires rigid,
well-staffed health system infrastructure,
surveillance of epidemiological trends
and long-term impact assessment.

o There needs to be better regulation
of new technologies using HTA bodies
to ensure they are both effective and
financially sustainable. Governments
could improve these conditions by, firstly,
bolstering the readiness of health systems
to assess the value of new technologies and,
secondly, improving the ability of national
HTA bodies to adjust to the challenges
of evaluating novel technologies.

Through qualitative and quantitative analysis,
thematic and country-level examples and case
studies, and new insights, this report aims to
unlock opportunities for renewed thinking and
action around investment in health, especially as
leaders seek to emerge from the covid-19 crisis.
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Introduction

Since the late 1980s and early 1990s, Latin
American countries have implemented a
series of sector reforms aiming to strengthen
health systems and improve health outcomes.?
The increasing burden of non-communicable
diseases (NCDs), coupled with infectious,
endemic and emerging diseases, are behind
many of these reforms. Equally influential

are social movements pushing for a universal
right to health, which serve as a driving force
for heath-system developments.? As such,
improvements to health coverage have been
made, either through social health insurance
plans or other tax-based financing, with
healthcare services provided by a combination
of the public and private sectors.>?

In 2015 the UN General Assembly adopted the
2030 Agenda for Sustainable Development,
encompassing the 17 Sustainable Development
Goals (SDGs), which replaced the Millennium
Development Goals. Health is a core dimension
of the SDGs, with SDG 3—"ensure healthy lives
and promote wellbeing for all at all ages”—being
the key health goal. Health also features in ten
of the other 16 goals, and thus has a strong
influence across the whole SDG framework.*

Latin America has been slow to begin work
on meeting the SDGs. By 2019 Argentina
and Brazil had shown no progress towards
meeting the goals.® The region as a whole

showed slower progress than it should, with
an overall score of 63.1 out of 100, which
does not take into account recent pressures
from the 2020 covid-19 pandemic.

The biggest hurdle in Latin America is the
quest for universal health coverage, which
the World Health Organisation (WHO)
defines as “ensuring all people have access to
needed health services of sufficient quality
to be effective while also ensuring that the
use of these services does not expose the
user to financial hardship”® Underfunding,
fragmentation, privatisation, political
instability, corruption and substandard
governance all hinder progress.’"

The increasing burden of non-
communicable diseases (NCDs),
coupled with infectious, endemic and

emerging diseases, are behind many
of the region’s healthcare reforms.
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Latin America is also facing similar challenges to
those of developed healthcare systems, related
to social, demographic and epidemiological
changes. Population ageing, decreasing fertility
rates and an increase in NCDs (the major
cause of disease burden in Latin America)

are coupled with an ongoing battle with
infectious diseases (such as dengue fever,

zika, chikungunya, malaria and drug-resistant
tuberculosis), as well as accidents and deaths
due to violence. All of these combined are

a significant threat and risk overwhelming

Latin American health systems.”*1

This report aims to highlight both the enabling
and disabling forces for improving health
systems in four Latin American countries
(Argentina, Brazil, Colombia and Mexico),
focusing specifically on those influences that
align with potential strategies for effective
investment. We also explore previous
healthcare investments and gaps, and the
influence of these on health outcomes.
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Chapter 1 sets the scene by describing the
disease burden in the region, as well as the
impact of covid-19 on the health systems in
Latin America. It dissects areas of healthcare
investment that are shown to produce positive
returns in health outcomes and require
further investment and innovative thinking
to continue setting the region on a positive
trajectory. Chapter 2 presents a best-practice
framework for health investment, both
regionally and specific to the countries of
study. In addition, we map individual country
investments and health outcomes to the SDG
3 for health, to get a sense of progress and
understand where investments are lacking.
Finally, Chapter 3 assesses how each country
is performing in our best-practice framework,
including through the use of case studies,
which enable careful examination of some

of the nuances. The report concludes with
recommendations for health investment

at the national and regional levels.
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Chapter 1: Health investments for optimal
outcomes — a critical need for Latin America

What makes investment in
healthcare effective?

In recent decades health economics and
financing literature has sought to make clear

the link between health investment and

wider economic growth. The Tallinn Charter,

a document signed by several country
representatives in 2008 at a WHO meetingin
the Estonian capital, stated that, “beyond its
intrinsic value, improved health contributes to
social well-being through its impact on economic
development, competitiveness and productivity.
High performing health systems contribute

to economic development and health””

When we think of what makes investments in
health systems effective, people often assume
that it comes down to money. Although money is
a core component, economists and researchers
alike also consider other resources (such as

time, staff and policy) that may be needed

to deliver health outcomes. It is also critical

to understand that health investments and
resulting outcomes tend to differ in the short
and long term. Short-sightedness, especially as

it relates to limited political terms and trade-

offs for short-term gains, has contributed to the
challenges faced by countries in Latin America as
they look to create sustainable health systems.

Many health costs can be avoided by a shift

in investment to prevent harm and increase
health promotion, disease prevention and

health protection, which demonstrates excellent

value for money and gains both in the short
and long term® A prime example of this is
investing in best-buy interventions.” These
interventions, which healthcare policymakers
regard as one of the most effective ways to
prioritise investments, include prevention efforts
like family planning, vaccination programmes
and public health campaigns.®® However,
best-buy interventions must be tailored to
local need and require the resources for
implementation, local data outlining demand
and co-operation from local governments,

all of which are often sticking points.

Multilaterals, finance ministries and other
budget holders must be thoughtful about
processes and resources as they manage
investments in the health sector. In a policy
brief exploring key elements of the economic
case for investing in health relating to the Tallinn
Charter, the authors put forth four primary
objectives that should be actively driving
public-sector health investment strategies:

1. demonstrating good stewardship
of resources, or showing that
governments are achieving optimal
value for the money they spend;

2. promoting macroeconomic
growth for their economies;

3. supporting societal wellbeing; and

4. ensuring fiscal sustainability.”’

© The Economist Intelligence Unit Limited 2021



In order to achieve these outcomes,
governments cannot act alone. In Latin America
in particular, governments struggle to provide
enough investment in the areas needed most
to address the burden of health challenges

in the region. This is partly due to a poor
understanding of what the exact problems in
the region are, owing to inadequate disease
surveillance. Addressing burden also requires
trust and participation from civil societies,
innovative finance mechanisms that solve key
market failures, and funding that takes into
account the disruptive nature of innovations in
health technologies and system improvements.

Many recognise that Latin America will be
hard pressed to achieve universal health
coverage (UHC) without new ways of thinking,
performing and bold commitment to progress
across the stakeholder landscape. Some of the
areas where this is needed most, which we
explore in this report, include epidemiological
surveillance and public health campaigns
through a multisector approach; greater
infrastructure for robust primary care with
specialised integration, especially leveraging
digital health to do so; reducing fragmentation
and reliance on out-of-pocket financing; and
improving quality of care and access through
prevention and access to essential medicines.
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Key focus areas for
investment in Latin America

Primary Care

While progress has been made to increase
access and improve the quality of primary

care, Argentina, Brazil, Colombia and

Mexico all struggle with equitable resource
allocation in their primary care systems. These
inequities are exacerbated by regional and
socioeconomic disparities, leading to shortages
of healthcare staff in poorer and more remote
areas. Indigenous populations are particularly
disadvantaged.?? However, primary care remains
focused on communicable diseases rather

than on NCDs, resulting in the adoption of a
more curative approach, as opposed to early
detection and prevention.?*? Primary care
therefore fails to meet the shifting health needs
resulting from the rising burden of NCDs.

The Brazilian health system, the Sistema Unico
de Saude (SUS), has made significant progress
towards universal health coverage—despite
being underfunded—through its prioritisation of
comprehensive primary healthcare. However,
in 2016 the government passed legislation

that limited federal expenditure on health for
the subsequent 20 years. The health budget is
expected to decrease by as much as R415bn
(US$81.4bn) by 2036, with primary healthcare,
epidemiological disease surveillance and the
purchase of medicines being the most likely
areas to be affected by budget cuts.?>?
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In some countries, such as Argentina, the focus
on infectious disease is perpetuated by the rise
of private insurance.”’ Approximately two-
thirds of the country’s population has social
health insurance (available for workers and
retirees) or private insurance, granting them
easier direct access to specialists. As a result, the
public system primarily serves as reinsurance.
Primary care available under the public system
largely targets poorer, marginalised groups,
among whom maternal care needs and
communicable diseases are more prevalent
than NCDs. For that reason, public primary
care in Argentina has been slow to adapt to
the shifting health needs of the region.”

In Mexico, where primary care is rather
inefficient, investments in a primary care
system are on the health agenda, focusing
on a shift from episodic care to continuous
care for chronic diseases; however,

these are yet to come to fruition.?

Primary care is still being consolidated in Latin
America, and huge gaps remain in the way that
it is organised, financed and delivered. Because
of this, people use emergency departments for
conditions that could be treated in the primary
care setting. NCDs now account for around

74% of deaths and 69% of disability-adjusted-
life-years in the region, with staggering costs
associated with treatment (cancers alone

cost the region up to US$150bn annually).?®
Strengthening primary care and making sure that
it is integrated with the rest of the health system
is now a priority, and a no-brainer in terms of
improving health outcomes in the region.

Integrated care

One form of innovation that
people don’t naturally think about
is integrated care. Innovation

does not have to be about drugs
and technology, it can be about
process. Improving integrated care
is hard, but it doesn’t cost a lot.

Maureen Lewis, co-founder and
CEO of Aceso Global

Adding additional funds to a health system does
not always produce better outcomes. Integrated
care helps to avoid wasteful duplication of
diagnostic testing, and can help to avoid
unnecessary polypharmacy, inappropriate
referrals and conflicting care plans.*® Integration
of care, when implemented effectively,

can greatly improve the quality of care.

In Latin America, integrated care has been
promoted in response to health system
fragmentation. It takes place in two ways:
between healthcare providers at the same
level, often referred to as horizontal integration;
and virtual integration, where healthcare
providers work between different services at
different levels.3" Argentina, Brazil, Colombia
and Mexico all have a policy, strategy or action
plan on integrated care, but this only serves

as evidence that there are aspirations from
governments to improve the connectedness of
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health services, and implementation of these
action plans varies.?3* There is evidence that
a reluctance to better integrate services can
result in poor outcomes. Rather than viewing
integrated care as an intervention, some have
suggested that it should be interpreted as a
strategy for innovating long-lasting change
across multiple parts of a health system.®

There are two main organisational factors
that influence integration of care: 1) payment
mechanisms for health professionals, and 2)
shared objectives or an organisational culture
based on collaboration. In both Colombia and
Brazil, most physicians work under temporary,
short-term contracts. This employment structure
has contributed to physicians viewing care as
an isolated act with no emphasis placed on
co-ordination or supporting care continuity.
Furthermore, these short-term contracts and
the job instability that accompanies them
have created high rates of staff rotation and
turnover, further hindering awareness, and
uptake, of co-ordination mechanisms. The
fee-for-service payment of specialists used

in the subsidised networks of Colombia and
Brazil has also discouraged co-ordination,

as specialists may resist making counter-
referrals to primary care to prevent loss of
income. Shifting towards a capitation payment
system (where the specialist is paid on a per-
person, per-time period basis) has emerged

in Colombia as one way of addressing this.*

Research has shown that inadequate training of
health professionals in both Brazil and Colombia
is also a factor behind suboptimal integration of
care.*® Inappropriate referrals are often made
to secondary care for low-complexity chronic

illnesses, owing to uncertainty on the part of
primary care providers, as well as specialists
undervaluing or not fully understanding the
role of primary care. Colombia has had some
success with improving care co-ordination
between primary and secondary care through
electronic health records (EHRs) and effective
use of clinical guidelines. Integration of care is
not likely to improve more widely until primary
care capacity increases and there is consensus
among staff that it is the right approach to take.®

Digital Health

Digital innovation and artificial intelligence

(Al) solutions, which can help to improve both
the quality and scope of health services for all
populations, could also offer specific advantages
for disadvantaged groups such as people living
in low- and middle-income countries (LMICs).3
The innovative approaches of technologies

like Al and telehealth could help to optimise
the limited resources that are available in Latin
American countries.>” For example, in resource-
poor settings where there is strong mobile
phone penetration, there is an opportunity

to improve mobile health applications. These
approaches are currently few and far between.

EHRs, other integrated information systems for
health and telehealth are among the forms of
digital innovation that have been implemented
across Latin America. In addition to improving
care for individuals, EHRs also provide data
that can be used to assess the health status of a
population and the performance of the health
system itself. As a result, implementing EHR
systems has become an objective in many LMICs.
However, according to a 2015 WHO survey on
eHealth, only 52.6% of member states in the
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Americas region have a national EHR system.
Furthermore, only about half of those countries
have legislation in place that supports the use
of their national EHR systems. Lack of funding
for implementation and support and lack of
evidence on the effectiveness of EHR systems
were cited as the two most common barriers
to adoption of EHR systems in the region.®

Telehealth technology allows patients to
receive long-distance remote care, including
diagnostic and monitoring services. All four
countries that we have focused on in this
report have implemented some type of

virtual consultation program that connects
patients in remote and underserved areas with
specialists such as cardiologists, paediatricians
and ophthalmologists, among others.

In 2012 Colombia established its National
Cancer Information System, which encourages
the uptake of new technologies, including
telehealth, for diagnosing and treating cancer.
The state of Rio Grande do Sul in southern
Brazil conducts virtual physician consultations
to improve the quality of care and streamline
the flow of users between levels of care.

Telehealth technology allows
patients to receive long-distance

remote care, including diagnostic
and monitoring services.

In addition, Brazil also uses telecommunications
technology to provide distance education

for health professionals.?® Argentina has

been a pioneer in the region, with its eHealth
Strategy and Plan of Action 2011-13—which
stimulated the development of a policy and
ethics framework covering online health—as
well as the development of infrastructure and
establishment of training programmes.*®

During the covid-19 pandemic, telehealth has
enabled people to continue accessing care
during lockdowns and protected clinicians
by reducing physical contact with infected
patients. In resource-poor regions, where
travelling from remote areas to hospitals

in urban areas is difficult, costly and time
consuming, telehealth can be fundamental
to the effective delivery of care.*

Local governments should ensure that policies
are in place that regulate emerging technologies
to ensure equal access, but in reality such policies
tend to vary from extreme regulation to none
at all. 384 Implementation has largely been
isolated and sporadic, resulting in small, local
areas achieving quick improvements in care,
rather than wide-spread national progress. A
study conducted in 2019 found that while 65%
of hospitals in Chile used telehealth, only 30%

in Mexico and 25% in Colombia did the same.*?

Many factors influence the uptake of telehealth,
including a specific health system’s organisational
characteristics, the national environment,
regulatory policies, legal frameworks and

health spending. It is therefore difficult to roll

out telehealth and maximise its impact in any
country that lacks comprehensive approaches

to address these interrelated concerns.*?
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Prevention

Prevention is one of the most cost-effective
ways to maintain the health of the population
in a sustainable manner. The WHO “best buy”
interventions for NCDs include tobacco and
alcohol legislation, reducing salt intake, and
increasing physical activity, all of which are
highly cost effective and focus on prevention.”
Preventative approaches have been shown

to contribute between 78% to the reduction
of mortality from cardiovascular disease
globally. The WHO estimates that a further
investment of 1-4% of current health spending
is needed to reduce the escalating healthcare
costs required to treat NCDs in LMICs.”®

Many of the leading causes of morbidity and
mortality in Latin America are now NCDs. To
scale up preventative measures, some countries
have created targeted programmes and

policies aimed at reducing the consumption of
junk foods, and promoting healthy eating and
leisure-time physical activities. For example, in
2013 the Mexican government implemented a
10% excise tax on non-dairy and non-alcoholic
sugar-sweetened beverages, in addition to an 8%
sales tax on non-essential, energy dense foods.
However, the tax revenue from these initiatives
was not earmarked for health, and therefore did
not contribute to the preventative care budget.?®
In Brazil, a collaborative programme between
government and academia created targets

for increasing physical activity, a model that

in turn informed new initiatives in Colombia.*®
Prevention programmes that address social

and environmental determinants are shown

to have early returns on investment.”®
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Prevention also needs to expand to self-care,

to enable patients to follow their treatment
regimes, and result in less exacerbation of health
problems, lowering the need for further medical
care. A study that looked at cardiovascular
disease patients across multiple countries in Latin
America, including Argentina, Colombia and
Mexico, found that only two-thirds of patients
with hypercholesterolemia and hypertension
who were prescribed medication were compliant
with their treatment regimen. The two main
reasons for non-adherence were forgetfulness
and lack of knowledge.** Other studies have
produced similar results for diabetes.”

Epidemiological surveillance of the balance
between NCDs and infectious diseases by
country and region are needed to target areas
for appropriate investment and intervention.*>#
To date, such surveillance is patchy, especially in
rural areas where services are needed the most.
Javier Pico of LifeSciences, a pharmaceuticals
and biotech consultancy elaborates:

In healthcare systems, it is not clear whether
there would be greater benefit in investing

in one disease over another. It's impossible

to make this distinction. From an economic
perspective, we need to create an investment
framework, because otherwise we will rely
on tools for selecting between different
treatments from a cost effectiveness point

of view based on the payer model, which
does not have population benefits.
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Access to medicines

A major challenge facing healthcare systems
in Latin America is the increased demand for
high-cost medications and technologies to treat
the rising burden from NCDs. Most countries
in the region fall into the middle-income
category but also are home to many of the
poorest populations in the Americas. Roughly
78% of all medicines in the region are paid for
out-of-pocket in retail pharmacies, presenting
serious challenges for equity.*® As countries
continue to discuss policies and programmes
for improving healthcare systems, medicines
are increasingly at the centre of debate.

Access to medicines is sometimes granted
through the judiciary process, often referred

to as “judicialisation.” However, court decisions
are often not based on scientific evidence

or cost-effectiveness criteria, putting the
sustainability of the healthcare system at risk.
There is an urgent need to determine value and
public-sector affordability thresholds for new
pharmaceutical products. This can be achieved
through health technology assessments (HTAs),
the systematic evaluation of medicines and
health technology, to inform policy decision
making in healthcare, and improve the uptake
of cost-effective new technologies.*

In November 2017 the Pan American Health
Organisation (PAHO) launched the Regional Base
of Health Technology Assessment Reports of
the Americas (BRISA, by its Spanish acronym).
Its main objective is to map the status of HTA
across Latin America.* At the country level,
Argentina is still in the early stages of the HTA
process, while Brazil, Colombia and Mexico
have more established agencies.*® In July

2020 the UK National Institute for Health and
Clinical Excellence (NICE) signed an agreement
with Colombia’s Instituto de Evaluacion

A major challenge facing healthcare
systems in Latin America is the

increased demand for high-cost
medications and technologies to
treat the rising burden from NCDs.

Tecnolégica en Salud to share knowledge on
developing world-leading HTA guidance.”
Collaborations like these are a promising
step, but are hindered across most of Latin
America by a lack of technical expertise.

Making medicines affordable in Latin America

is an ongoing challenge. In 2015 the WHO found
only three evaluated medicines in Argentina and
two medicines in Brazil cost less than the average
per capita income; only one medicine cost less
than the average monthly per capita income in
Argentina, Brazil, Colombia and Mexico. Four
medicines cost more than 100 times the average
monthly per capita income across the seven

Latin American countries included in this study.*

Latin America has faced significant challenges
when it comes to creating the conditions
necessary to promote innovation and, in
particular, allow for a longer-term view of
value. Governments could improve these
conditions by, firstly, bolstering the readiness
of health systems to assess the value of new
technologies and, secondly, improving the
ability of national HTA bodies to adjust to the
challenges of evaluating novel technologies.*?
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Creating fiscal space
to achieve progress

Fiscal space comes from the
realisation that not all funding

for health can come from public
sources. What is particularly
concerning about Latin America is
[that] the amount of taxes raised

as a share of GDP in many of the
countries is very low. You must solve
the financing bottlenecks around
informality and low effectiveness of
tax systems before you can solve the
availability of funds for healthcare.
The tax question is a cross sectional
issue; it’s not just about health.

Francisco Bercerra, former assistant
director, PAHO, Mexico

The WHO/PAHO sets a health spending
benchmark of 6% GDP, which the majority of
Latin American countries do not reach. The
average fiscal gap between what countries
actually spend on health as a percentage

of GDP and the benchmark spend of 6%
GDP stands at 1.9% GDP>? All of the region’s
healthcare systems claim that they offer
some kind of universal health coverage, but
in reality, only partial coverage is offered.>

Doing more with less "
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Many of the inefficiencies in the region stem
from health system fragmentation and
inequity in both the distribution of rights

and access to health services for different
segments of the population. This translates
into certain, more well-off, portions of the
population having access to innovative medical
technology, while poorer communities are
condemned to receive low-quality services.

Brazil, Colombia and Mexico have all made
closing the social and geographical health

gaps a political priority. Similarly, Argentina

has prioritised achieving universal health
coverage by outlining it in the Ministry of Health
agenda.>? For healthcare systems to endure,
the region needs to focus on creating fiscal
space by improving the efficiency of resource
allocation and utilisation, as well as finding
ways to generate revenue. Countries can
further improve efficiency by aligning payment
mechanisms with health system objectives.>

The most popular form of revenue generation
for health is through indirect taxes and VAT.
PAHO evaluated these two forms of taxation
and determined that, while both present
significant revenue-generating potential,

VAT is of greater importance for generating
additional funds. Special taxes are placed on
sugar, alcohol, and tobacco, giving them the
benefit of both promoting change in unhealthy
behaviours, as well as generating additional
revenue.”* A study determined that, based

on current VAT rates in the four countries
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included in this report, a 2% rise could be
feasible in Mexico and Brazil, while a maximum
1% increase could be possible in Argentina

and Colombia. A 2% increase in Mexico would
result in additional generation equivalent to
12% of GDP>> However, mechanisms of taxation
are only effective in generating additional
resources for healthcare systems if they are
appropriately earmarked, otherwise additional
revenue just goes into the general budget.

Public-private partnerships (PPPs) can tap
into alternative sources of funding and engage
investors as partners in the development

or financial solutions to healthcare issues

on the ground. They can be viewed as an
instrument to improve value for money rather
than an additional source of financing.

Brazil, Colombia and Mexico have had the
most experience with PPPs in terms of
legislation out of the four study countries, with
Brazil and Colombia having laws in place that
increase accountability for the government
and private partners, and Mexico passing

a law that defines a PPP framework.® In
Argentina, there are laws in place to support
PPPs, but not many projects have evolved.

A large contributing factor to the success of
PPPs is the competence of the government and
internal factors, such as transparency (which
boosts public perception), a pilot phase to
allow for project fine-tuning, effective project
management, aligned incentives and open
dialogue when managing contract terms.>**’

The impact of covid-19
on fiscal space

Prior to the pandemic, IMF had projected

1.6% economic growth for Latin America in
2020. In April, once the spread of covid-19

had firmly taken hold, this projection had
reversed to -5.2%, with an expectation that
every country in the region would enter a
recession.*® Emergency responses to covid-19
in Latin America are automatically at a
disadvantage compared to those in developed
countries, owing to inequality and a lack of
social safety nets in the region, which results
in competition over resources. Furthermore,
the large indigenous and migrant populations
of Latin America are especially vulnerable

to the pandemic, facing the highest levels of
informality and a higher prevalence of illness.*

The covid-19 crisis has helped to re-ignite
discussions about the need to increase public
healthcare budgets in Latin America, and has
also resulted in the creation of some innovative
solutions to manage the pandemic, which

if they stick, could continue to benefit Latin
American health systems. For example, in
Argentina, the “Tele-Covid” service was created,
for medical consultations at a distance, and to
promote large-scale production of tests. It is
jointly funded by the Ministry of Health and the
Ministry of Science, Technology and Innovation.

© The Economist Intelligence Unit Limited 2021



The covid-19 crisis has helped to re-
ignite discussions about the need to
increase public healthcare budgets in
Latin America, and has also resulted

in the creation of some innovative

solutions to manage the pandemic,
which if they stick, could continue to
benefit Latin American health systems.

In Brazil, the UN Development Programme
(UNDP) supported an initiative called
HACKCOVID19, which has brought together
983 different professionals such as scientists
and researchers, who have presented 82
technological solutions to covid-19. There has
also been support for women and adolescents
experiencing gender-based violence through
online activities, who have been particularly
vulnerable during lockdowns enforced

by the virus. In Colombia, the UNDP has
designed an open information system that
allows for data collection and analysis for
decision making to combat covid-19, akin to
the kind of surveillance system that is greatly
needed in mainstream health services.

All these actions are essential for managing
the pandemic, but they are also evidence

of the innovation and collaboration that is
possible when needs must. They are likely to
improve health outcomes once the pandemic
has eased—if they are maintained.

The impact of Latin America’s fiscal
woes - a high disease burden and
significant healthcare barriers

Population ageing, globalisation, urbanisation,
and the rise in obesity and physical inactivity
have dramatically increased the prevalence
of NCDs, which are now responsible for
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nearly four out of five deaths in Latin America.
Cardiovascular disease (38%), cancer (25%)),
respiratory diseases (9%) and diabetes (6%)

are the four leading causes of NCD deaths.?®
Figures 1a-1d show the number of deaths from
four highly prevalent NCDs (cardiovascular
diseases, cancers, cardio obstructive pulmonary
disease—COPD—and diabetes), two infectious
diseases (HIV and tuberculosis—TB), and deaths
in children under five years old in Argentina,
Brazil, Colombia and Mexico in 2016.

Cardiovascular diseases are the leading cause of
death across all countries, followed by cancers
in Argentina, Brazil and Colombia. In Mexico,
diabetes causes more deaths than cancer. HIV,
tuberculosis and malaria (not shown on graphs
owing to the relatively small number of deaths)
cause fewer deaths than all four NCDs, apart
from in Argentina, where HIV is responsible for
more deaths than diabetes. Deaths in children
under five years old are more common than
deaths from diabetes, HIV or TB in Colombia.

Without further investment and health
system reform, shifting demographics,
coupled with the growing burden of NCDs,
pose a significant threat to health systemsin
Latin America. This is due to the rising costs
associated with treating more complex and
chronic conditions, including those associated
with poor health behaviours and older age.
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Figures 1a-1d: Causes of death from NCDs and infectious
disease in select Latin American countries

(Causes of death 2016, both sexes, number of deaths)
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]
Table 1: Demographic and economic data

Argentina Brazil Colombia Mexico
Ueopeciancy 0 1) TSI Tlformaleine ioaeine 4l
;’:f::;jrg&e;;%g 1,083 944 461 513
zbv\;’;ﬁjDBPai pke;g%]) health 9.6% 9.5% 72% 5.4%
Out of pocket spending per 559 422 175 448

capita (PPP $; World Bank, 2018)

Out-of-pocket (OOPS) as % of
Current Health Expenditure 17% 27% 16% 41%
(CHE) (WHO, 2017)

Number of nurses per 10,000

population (WHO, 2017) 2 e [ =
Number of physicians per 1,000

population (WHO, 2017) 40 22 2 24
Number of psychiatrists

working in the mental

health sector per 100,000 2L = 18 02
population (WHO, 2016)

Number of hospital beds per

10,000 population (WHO, 2017) 4 209 171 o8
GINI coefficient

(World Bank, 2018) 414 539 50.4 454
0 .

% of the population above 1% 9% 9% 7%

65 (World Bank, 2019)

© The Economist Intelligence Unit Limited 2021



Doing more with less

Defining value in Latin American health systems

Chapter 2: A new framework for
effective health investment

Taking the key elements and issues around There are some clear themes that emerge
driving effective health investment into account, throughout this report in terms of the enablers
a new framework is needed to structure thinking or the “safe” areas for investment that are

and action around key areas specific to the known to improve health outcomes if funding
Latin American context. Health ministries and isimplemented correctly. Figure 2 presents
policymakers must prove that they are serious these themes in a best-practice framework
about achieving value for money by monitoring that includes the core constructs required from
health system performance and showing financial investments, as well as highlighting
commitment to policies that seek to minimise where strategic and operational investments
waste.?’ This involves providing each government from health ministries are required.

sector with an appropriate level of resources, as
well as ensuring that resources are used within each
sector to achieve the outputs valued by society.”

|
Figure 2: A best practice framework for ongoing health investments in Latin America
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Understanding the framework

The framework explores the concept of
ongoing investments through five broad
domains. Each of these domains work
together to define key elements that
build toward a strong health system:

« Thefirst domain, reducing health
disparities, focuses on both the evolution
and resilience of healthcare systems in Latin
America, to make sure that the quality of
healthcare does not depend on geography.

« Thesecond domain, health system
infrastructure, looks at whether health
systems have the infrastructure to
sustain healthcare in the future, which
includes financing systems, staffing, and
approaches to care and patient advocacy.

« The third domain, patient centricity,
training and research, seeks to
understand whether healthcare systems
are appropriately training the healthcare
workforce to remain up to date and
agile to changing health contexts.

« Thefourth domain, digital health,
investigates whether healthcare systems
have the appropriate information
technology systems to collect,
organise and manage information
about patients, as well as plan future
services based on the data collected.

« Thefinal domain, planning, prevention
and risk management, aims to find
out if countries have appropriate
surveillance systems to collect data
on and appropriately assess the future
health risks among their population, and
whether they take steps to prevent them.

The five domains are broken down into
subdomains. Chapter 3 explores the alignment
of each country to this framework.
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Understanding influential factors
and context for the framework

Innovation is not solely about new
diagnostics and new services; it’s
about how we are doing things.
How can we get to patients more
effectively, how can we better
integrate care and what kind of
re-organisation can be achieved?
It doesn’t have to be expensive.

Maureen Lewis, co-founder and
CEO of Aceso Global

We know that even the most well-planned and
monitored investments may elicit unintended
consequences and face varying levels of success
when implemented into imperfect and complex
systems. In the absence of detailed financial data
on healthcare spending and cost effectiveness
of certain interventions, Table 2 maps previous
and current health investments according

to our evidence review and interviews with
experts (as a proxy for financial investment),
and aligns them to SDG 3 for health (as a

proxy for health outputs valued by society).

Table 2 also lists the barriers and enablers

to each country achieving each part of SDG

3 for health. This exercise helps us begin to
understand what areas of healthcare countries
have previously and are currently invested in,
and provides opportunities for future action.
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Table 2: Barriers and enablers to achieving SDG 3
for health in select Latin American countries

SDG target Argentina Brazil Colombia Mexico
3 for health
Barriers Enablers Barriers Enablers Barriers Enablers Barriers Facilitators
Other Barriers/ « Highest suicide « Comprehensive  « Noexplicit « Investments « Only25% « Individual » Only35% + EMRsare
facilitators rate across all EMR system policy exists in primary of hospital Records of of hospitals mandatory
facilitating countries (9.1 (a pioneerin outlining the care (although use health Health Services use health in the public
healthcare per 100,000 EMR, according role of e-health recent austerity technology Provision technology system but data
population) to PAHO) within primary measures will o Cariiiie] aff system (RIPS) . Control of entry is poor®’.
« Poor ability health care limit progress) corruption « Sistema corruption
to store data « E-healthisnot « E-healthis = 43.75% Integral de =16.35%
. Control of implemented distributed Informacién de
corruption across all levels freeto every la Proteccién
— 476% of the SUS® primary ) Social (SISPRO)
o Caritiiel @ff healthcare unit
corruption « Improving
=36.06% health
surveillance
ison the MoH
agenda
« Improving the
regulatory
framework is
on the MoH
agenda
3.1: Reduce global « Limited older + Reduce « Maternal « Premature
mortality ratio to peoples’ care malnutrition mortality deaths from
less than 70 per (Does not (National remains high interpersonal
100,000 live births feature on School Food violence rising
the 2020 MoH Programme o Mt
budget) mortality
remains high
3.2:End « Deathsin « Plan Nacer « Deathsin « Deathsin « Mas Familias « Deathsin « Progresa-
preventable children under children children under en Accién children Oportunidades®
deaths of 5 years causing under 5 years 5years of age under 5 years
new-borns more deaths causing more cause more cause more
and children than TB deaths than deaths than deaths than
under 5 years HIVand TB diabetes, HIV HIVand TB
and TB.
3.3:End AIDS, « HIV causing « Interruption « Deaths from « Domestic « Antiretroviral « Unmet need for
TB, malaria more deaths of chagas HIV continue production of treatment for HIV treatment
and neglected than diabetes transmission torise antiretroviral individuals
tropical disease . HIV/AIDS in9out of the drugs free with HIV/
SERiEES 19 endemlc of charge AlDs is poor
reduced provinces «+ Continued « Poor tracking
o Risain investment in of malaria cases
neRIEREs vector-borne inruraland
of dengue diseases remote areas

Note: SDG 3.5, 3.6, 3.9 and 3.A omitted from table as they were not in scope of the analysis.
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SDG target Argentina Brazil Colombia Mexico
3 for health
Barriers Enablers Barriers Enablers Barriers Enablers Barriers Facilitators
3.4:Reduce « Therise « Improving « Limited health « Limited health « National « Limited health « Federal District
by one third, of private mental health education/self- education/self- Cancer education/self- Mental Health
premature insurance for services care advice/ care advice/ Information care advice/ Act established
mortality patients seeking featureson prevention prevention System prevention in2011in
from NCDs NCD service_s, 2020 health « Mostdrugs gstablished . Diabetes Mexico City
_\eavmgpubllc agenda forNGDsare in 2012 NS e
TEUENEEID « Improving paid for out deaths than
F(;;);/Aiepzeorsllces NCD services of pocket cancer
only (maternal Ezt:rz%sz%n + Primary care
care, infectious health agenda system has
diseases) limited access
« Limited health + Negligible
education/ services for
self-care advice/ chromc kidney
prevention disease
« Cardiovascular + Negligible
disease s the accessto
leading cause mental health
of death. services
« Fourcommon
NCDs cause
more deaths
than common
infectious
diseases
3.7:Ensure « Investmentsin « Increasing « Apolitical shift « Disinvestment
universal access sexual health sexual health to far-right in HIV/AIDs
to sexual and services have services populism and sexual
reproductive been reduced featureson reduced health services
health-care inrecentyears MoH agenda the funding
services programmes
for sexual and
reproductive
health
3.8: Achieve UHC « Rural/urban - Highest « Rural/urban « Achieving « Rural/urban « Mas Familias « Highest out of « 76%UHC
disparities in healthcare disparities in sustainable disparitiesin en Accién pocket spend Pro ~
’ A . gressa
healthcare spend per head healthcare financing is healthcare . Plan Vive on healthcare* oportunidades®
access (US$1,083) access on the MoH access Digital 2014- o RuEliiber
. . - . da . 2 N o « Investments
« Inequitable « Rationalising « Concentration agen « Supply-side 2018 (promote disparitiesin in primar
access to theintroduction of medium to « Family Health constraints use of ICT to healthcare cafeon tr:/e
essential of new high complexity Strategy increase improve access access MoH agenda
medicines technologies equipment (access to inequalities to marginalised « Primary care
(dependent and medicines in cities primary care) in accessing communities system has
oninsurance « Plan Nacer « Government « Partnerships healthcare « Law creating limited access
subsector) . 76% UHC austerity for Productive interoperable
« Oneof measures Development health records®:
the most further (expanding . 76% UHC
fragmented aggravated access to
healthcare underfunding medicines, + Ten-year public
systems vyith . Second highest technologies I(ﬁ;(;l;hz%\;%
3 subsections out of pocket and health -
spending on products)
healthcare* « 77%UHC
« Highest GINI
index (most
unequal
country) *

Only country
in Latin
America where
public health
expenditure
lower than
Private.

Note: SDG 3.5, 3.6, 3.9 and 3.A omitted from table as they were not in scope of the analysis.
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SDG target Argentina Brazil Colombia Mexico
3 for health
Barriers Enablers Barriers Enablers Barriers Enablers Barriers Facilitators
3.B: Support « On-going « Raw materials Established « HTAagency « Established « HTAagency « Established
research and development of remain largely HTA agency— requires a HTA agency requires a HTA agency
development aHTA process imported mandatory or budget impact budget impact
ofva_c;inesand « In-country . Research and decision making analysis analysis
medicines production of development + HTAfunding
pharmaceutical constrained by has been
accounts for government reduced in
over 50% funding recent years
« Domestic drug
producers given
competitive
advantage
through
government
benefits
« Remediar
programme
3.C:Increase « Inadequate « Policyon « Decreasein « Policyon « Lowest number « Policyon « Inadequate « Policyon
health financing training integrated care the number integrated care of nurses integrated care training integrated care
and the forheal.th « Highest of hospital + Highest per]0,0QO . Ashift towards forheal_th
recruitment, professionals number of beds (2.5to number population capitation professionals
developmgnt psychiatrists B2 1_‘000 of nurses 27 payment « 5.4% GDP
and retention of per 10,000 POPUlat'On per 10,000 « Physicians systems has spent on health
the workforce population T 208 population work under started (lowest of all
1.71)* « Physicians (97.37) temporary . Results based 4 countries)
« 9.1% of GDP work under « More Doctors MR, financing - 021
spent on health Ei?ﬁ:;i;y programme g:\:g“gs;g;:?“ loan from the psychiatrists
+ National Health working against ~ * Following and integration World Bank per1(|)0t,iOOnO
Fund created development covid-19, the of care « Taxes levied F‘OPU at Of I
to support and integration MoH granted P ) from alcoholic SR
coverage of care widespread use - Fee-forservice drinks, gaming, 4 countries)
for select, of telemedicine payment tobacco and
high-cost, ° Ina.dgquate capabilities sySFem works firearms
low-incidence training assisting staff agams_t care transferred
health forheal_th ) coordination to the health
| professionals + 9.5%of GDP |
problems. spent on health . nadgquate system.
training
for health
professionals
« 7.2% GDP spent
on health
3.D: Strengthen « 0.6% of GDP « 10.1% of « Improving « 0.9% of « 0.2% of
the capacity of spend on GDP spent health GDP spent GDP spent
all countries for covid-19 on covid-19 surveillance on covid-19 on covid-19
early warning, subsidy subsidy is on the MoH subsidy subsidy
risk reduction packages packages agenda packages packages
and management (highest of all (lowest of all
of health risks. 4 countries) 4 countries)
« During
covid-19, the
MoH changed
twice in Brazil

Note: SDG 3.5, 3.6, 3.9 and 3.A omitted from table as they were not in scope of the analysis.
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Chapter 3: Implementing effective investment
strategies - lessons from local practice

This chapter explores how each country’s Previous, current and ongoing investments are
current, previous and future aspirations for highlighted in green (darker green indicating
health investment deviate from or align to our stronger evidence of investment and lighter
best-practice framework. We use the evidence green weaker evidence of investment), and
base and official ministry of health priorities gaps and disinvestments are heighted in red

to assess the strength of current investments, (darker red indicating absence of investment
combined with the information gathered in and lighter red indicating disinvestments).
Table 2 on burden and healthcare resources We dig into the nuance of specific effective

to measure progress towards SDG 3. investments in each country using case studies.
Argentina

[ Areas of previous and current investment [l Disinvestments

Priorities for on-going health investment

|
| | |

Healthcare
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Official MoH Health priorities

« Universal health coverage There are promising signs that the Ministry

of Health aims to align its 2020 health
priorities with those that have been neglected
- ) . in the past. As the most fragmented
« Establishing a quality-accreditation system

healthcare system out of all four focus
- NCDs countries in this study, improving universal
« Mental health services*# healthcare access is also on the agenda.

+ Developing an agency for health
technology assessment
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Similarly, a previously weak HTA body is
set to receive further funding in 2020, as
isimproving care for people with NCDs
and expanding mental health services.

There are also some barriers outlined in Table

2 that are not being remedied by current or
previous health investments. Older peoples
services are limited, and the Argentinian
population is ageing faster than those of

other countries in this study (Table 1), with

11% of the population aged 65 and above in
2019.5* A rapid revision of social protection
systems with active state interventions are
needed to guarantee economic security for
older people Increasing the availability of
healthcare staff and ensuring that health workers
receive adequate training and professional
development is reliant on urgent improvements,
as reflected by the heterogeneous distribution
of medical personnel in the country.®®

A further cause for concern is disinvestment in
HIV/AIDS services, even as the number of deaths
from HIV/ AIDS is higher than diabetes. Similarly,
arise in the incidence of dengue emphasises the
risk of drastically reallocating resources from
infectious diseases to other areas, and the need
to consider monitoring epidemiological trends.

A previously weak HTA body is set to
receive further funding in 2020, as is

improving care for people with NCDs
and expanding mental health services.

Case study 1: Argentina’s domestic production
for ensuring access to essential medicines

I think PAHO could work on improving
the production of pharmaceuticals

in the region, to be consumed in the
region, which will have money in the
long term. Latin America can be very
competitive, creating opportunity for
the region. But this is currently not
happening, and we need to work out why.

Francisco Becerra, former
assistant director, PAHO

Argentina has made significant efforts to scale
up domestic production of pharmaceuticals
to improve access to essential medicines. As
aresult, in 2017 Argentina’s pharmaceutical
sector comprised of 210 laboratories and
190 manufacturing plants, and employed
43,000 people. Production yielded a total
revenue of US$5.8bn, of which US$5.4bn
was from the domestic market.®® Currently,
in-country production accounts for over
half of the Argentinian market and includes
key manufacturers such as Roemmers

and Bago. External pharmaceutical giants
also operate within the country; however,
domestic producers are given a competitive
advantage through government benefits
such as favourable tariff production.®’

The effort to scale up domestic production is
driven in part through the Remediar programme.
The programme operates within the framework
of the National Drug Policy and is overseen by
the Ministry of Health. Rememdiar supports

the four phases of the pharmaceutical
management cycle: selection, procurement,
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distribution and use of drugs, to guarantee
access to essential medicines for the public
health system.®® Through this programme, the
Ministry of Health is able to guarantee access

to drugs for the 16m people who rely on the
public health system for care.’® The current
government, in power since December 2019, has
discussed plans for expanding public coverage
of medical costs. However, financial pressures
due to the covid-19 crisis are likely to limit this.

Medicines manufacturing capabilities in most
industries have been heavily restricted owing
to lockdown measures associated with the
covid-19 pandemic. However, key industries
have thus far been protected. Production of
chemicals, pharmaceuticals and food products
in Argentina were up in March 2020, both in year-
on-year terms and compared with December
2019, reflecting commitment to keeping supply
chains open for essential items during the

early outbreak of the pandemic.’® Conversely,
challenges within the global supply chain are
also creating an opportunity for Argentina as
other markets seek to diversify supply away
from China.%® One positive to the pandemic,

is that it has created a shift in thinking around
collaboration. Rafael Andrés Diaz-Granados,
executive director of FIFARMA, adds:

One thing that you are seeing is collaboration
between pharmaceutical companies

that often compete, and collaboration
between pharmaceutical companies and
academia, like we are seeing with the

Oxford vaccine for covid-19. You are seeing
collaboration very closely with multilateral
organisations and governments, so the
access to a vaccine is accelerated.

A similar opportunity has also been created
through the WHO 2030 immunisation
agenda, encourages establishing and building

Doing more with less
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upon partnerships to create immunisations,
including with civil society organisations,
the private sector and other sectors.”®

Looking forward

Strengthening the domestic pharmaceutical
industry is in Argentina’s best interest, as it
guarantees access to lower-cost essential
medicines. Although Argentina has achieved
significant success in expanding access to
essential medicines through supporting
domestic production of pharmaceuticals, several
challenges remain. While domestic production
has been scaled up, most raw materials and
inputs are still imported. This leaves Argentina
vulnerable to any supply-chain or pricing
challenges associated with procurement. In
addition, there is minimal government funding
for investment and production, which has put
constraints on research and development (R&D)
efforts. As a result, Argentina is still reliant

on outside pharmaceutical companies for
newer medications. Argentina should continue
to capitalise on collaborative opportunities
and make additional investment in R&D to
improve its pharmaceutical industry.

Strengthening the domestic
pharmaceutical industry is in Argentina’s

best interest, as it guarantees access
to lower-cost essential medicines.
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Brazil
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Priorities for on-going health investment
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Official health priorities

+ Expanding access to health
services and medicines

+ Improving the regulatory framework
and system management

+ Achieving sustainable financing

« Health surveillance

In Brazil, the Ministry of Health 2020 agenda
outlines a list of priorities that is fairly consistent
with previous investments, which include
access to medicines, improving regulatory
frameworks, achieving sustainable financing
and improving health surveillance (Table

2). However, there are barriers to achieving
SDG 3 that have not received attention.

For instance, preventative healthcare
services have consistently been subject to
underinvestment; obesity services have
also received less attention than they
require. Better understanding of (and
services that help to prevent) common risk
factors for NCDs, such as obesity, should
develop as NCD services advance.

Brazil has an established HTA system, yet
many people still pay out of pocket for drugs.
Training and staff development remains an
area of underinvestment and even though
an EMR system exists in primary care, it

is largely not linked to secondary care,

which makes continuity of care difficult.
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The evidence suggests that rare diseases

have also received limited investment in the
past and do not appear on the 2020 health
agenda. On paper, Brazil has designed a
policy for dealing with rare diseases, which
aims to bring medical genetics into the public
system. However, budget cuts, which are set
to worsen throughout covid-19, mean that any
implementation of this policy will be delayed.”

Case study 2: Improving access to
medicines and technologies via public
private partnerships in Brazil

I think one of the best examples

of PPP success is in the state of Sao
Paulo, where they have 30 hospitals
that are under a PPP arrangement,
and the success factors are very
clear: there is clarity on what is
expected, there is a minimum of
control and independence for the
individual hospitals to function,
there is data, there is reporting and
there is accountability—and those
are absolutely fundamental to make
it work. But most governments
care more about who is in charge
or what they want to control.

Maureen Lewis; co-founder and CEO
of Aceso Global, a healthcare NGO.

A PPP is a co-operative arrangement between
two or more public and private sectors, meaning
that governments and businesses work together
to complete a project or provide services to a
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population.”? Another type of PPP specific to
Brazil, called The Partnerships for Productive
Development (PDP) has been described by

Ms Lewis as “a shift in healthcare policy [that]
constitutes the main instrument of public action
on the part of the healthcare development policy
community. PDPs aim to combine economic
competitiveness and social inclusion.””? The PDP
programme was implemented in 2009 and is
overseen by Brazil's Ministry of Health and the
National Health Surveillance Agency (Anvisa).
The programme seeks to expand access to
medicines, health products and technologies
that are considered strategic to the SUS, through
strengthening the country’s industrial complex.
The primary goal is to facilitate and encourage
national development of these pharmaceuticals
at a reduced cost compared with what is paid
for medicines and health products imported for
use in the SUS. Partnerships are made between
two or more public institutions or between
publicinstitutions and private companies.”®

The PDP programme has been successful

in its goal of expanding access to medicines
and health products. Between 2009 and
2014, the period between the programme’s
inception and its first framework evaluation,
105 partnership proposals were approved,
involving a total of 19 public and 50 private
laboratories. This resulted in the domestic
production of 61 medicines, six vaccines, 19
health products and five pieces of equipment.
This equated to R2.7bn (US$0.5bn), or
approximately one-third (31%) of total Ministry
of Health expenditure on pharmaceuticals.

In addition, between 2011 and 2014, public
purchases through the PDP generated
R$9.1bn in revenue for public producers.

In 2014 the programme was expanded to
incorporate more actors into the process.”
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The PDP programme has
been successful in its goal of

expanding access to medicines
and health products.

Despite its success, the PDP still faces myriad
challenges that prevent it from achieving its
maximum impact. Between 2009 and 2014, at
least 25 proposals were terminated or suspended
by the Ministry of Health. This was primarily

due to withdrawals of private partners and
inadequate public laboratory infrastructure.’*
Public producers are also restricted by challenges
with their management capacity and financial
constraints to making investments in production
capabilities.”* In the light of such challenges, there
have been two targeted interventions aimed at
strengthening and modernising the infrastructure
of public laboratories, first through PROFARMA-
Produtores Publicos and, subsequently, through
the creation of the PROCIS-Development
Programme for the Industrial Health Complex.”

PDPs largely reflect the priorities of the SUS,
and focus almost entirely on the technology
transfer process for off-patent medicines and
products. This has resulted in most proposals
focusing on medications and vaccines. PDPs
currently do nothing to improve access to high-
cost brand products that are still under patent
protection, which include pharmaceuticals

for orphan diseases, neglected diseases, and
medical equipment and technology.”®
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Looking forward

Despite the progress made through the

PDP, further investment is required for the
Brazilian health system to fully benefit from the
programme. Specifically, the government should
prioritise strengthening infrastructure and staff
qualification in public laboratories to better
support manufacturing capabilities and prevent
future termination or suspension of contracts.

Case Study 3: Telemedicine
development in Brazil

Telemedicine in Brazil was officially permitted
by the Federal Council of Medicine in 2002;
however, its use has been restricted to instances
where physicians are present on both ends of the
communication.” Since its inception, a number
of telehealth initiatives have been implemented
in order to provide better access to high-quality
care and enable referrals to be made more easily
within the system.”®”” The majority of these
programmes centre on secondary consultations
between physicians, where a physician receives
input or a second opinion from a specialist
off-site. Telehealth initiatives have also been
used as a means for improving educational
opportunities for medical professionals in more
remote areas that lack training opportunities.
The use of telecoms technology in healthcare

to support and improve the diagnosis and
management of conditions at the primary

care level is essential to the development

of a more effective and equitable health

system. Several key telehealth programmes in
Brazil are outlined in the table on page 30.
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Table 3: Telehealth initiatives in Brazil
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Program Name Telemedicine Location Description

Model
Teleconsultation Teleconsultation Brazil Used to clarify questions (clinical
hot-line (all-country: and administrative) in real time

26 statesand 1
federal district)

Available to all primary health care doctors
and other health professionals in Brazil

RegulaSUS Teleconsultation Rio Grande do Sul Organisation of outpatient access to
(Ambulatory specialised services through the creation of
regulation service) referral protocols, classification of clinical
priorities and discussion in real time of
clinical cases of patients on the waiting list
TelessalideRS- Telediagnosis Rio Grande do Sul Allows the interpretation of clinical

UFRGS (respiratory,
ophthalmology,
dermatology,
stomatology)

Telemedicine
University Network
(Rede Universitaria
de Telemedicine
-RUTE)

Tele-education and
teleconsultation

19 university
hospitals in the
major cities of
the country

investigations through a digital platform.
This includes the following:

DERMATONET and ESTOMATONET
(dermatology and stomatology): report based
on uploaded images generated within 72 hours

RESPIRANET (respiratory): examinations
carried out in remote rooms, and the
interpretation is conducted remotely

TELEOFTALMO (ophthalmology): remote
ophthalmologic assessments for patients
older than 8 years, including visual acuity
measurement and ocular pressure
measurement. External appearance of
the eye and can be digitally captured

The project goal is to allow all the participating
hospitals to use RNP network to run
telemedicine and telehealth applications,
including videoconferencing for information
exchange, second opinion, continuous
education and web conferencing®4’

30

These programmes have achieved a certain telehealth. Several of these key challenges
degree of success, particularly those established
in Rio Grande do Sul. For example. the

Ambulatory Regulation Service (RegulaSUS) has

include inadequate response to teleconsultation
requests, infrastructure problems, difficulty

) ) o in incorporating programmes into the
had a considerable effect on patient wait times

. . . organisational culture and lack of managerial
for consultation with specialists.”” However, 8 8

despite the dearth of programmes, Brazil support. Furthermore, changes in management
faces several challenges that have prevented

the country from realising the full benefits of

organisation have inhibited the full use and

adoption of teleconsultation systems.”®
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The result is a fragmented system in which
certain areas achieve rapid results while
others experience little to no improvement.

In addition, the use of telehealth services

was restricted to physicians and had failed to
realise the additional benefits of expansion

to consultations between physicians and
patients. However, covid-19 changed this,

and Brazil's Ministry of Health temporarily
allowed more widespread use of telemedicine
capabilities through Ordinance No. 467, which
was issued on March 23rd 2020. Under this
new ordinance, telemedicine is allowed in both
public and private health systems throughout
the duration of the public health emergency
declaration. Consultations between patients
and doctors can now be conducted virtually.
Reimbursement for these services is only
available for services offered under the SUS.”

In addition to the widespread adoption of
telemedicine, the covid-19 pandemic has

also facilitated the temporary adoption of an
electronic prescription platform. This platform is
a product of joint actions between the Federal
Council of Medicine (CFM), the Federal Pharmacy
Council and the National Institute of Information
Technology, which allows for the handling of
secure digital documents, such as prescriptions
and medical certificates. Through this platform,
physicians can maintain and file documents

for patient appointments. Patients also have
online access and can request appointments.”

Doing more with less
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Looking to the future

Upon the official conclusion of the covid-19 public
health emergency, Brazil does not have any
general regulation for telemedicine. There is hope
that the broader use of telehealth services during
the covid-19 pandemic may pave the way for
greater use in the future, particularly regarding
physician—patient communication. However, this
would require a shift in policy from the Federal
Council of Medicine (CFM). Larger uptake of
telemedicine may require advocacy on the part
of providers and politicians. Telemedicine, if
expanded, has the potential to reduce several
barriers for both patients and providers

through remote monitoring, consultation,
conferencing and diagnostic services.

There is hope that
the broader use of
telehealth services
during the covid-19

pandemic may pave the
way for greater use in
the future, particularly
regarding physician-
patient communication.
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the availability of evidence outlining ongoing
improvements to the primary care system.

Official health priorities

« Achieving greater equity in health
Other tailwinds that are absent from the 2020

health agenda but have received investments
in the past include rare diseases and cancer
surveillance. Colombia has made the most
progress of all countries in this study in terms
of rare diseases. A rare diseases policy exists,
and Colombia has attempted to implement
this via clinical care networks while other

+ Improving the living conditions
of the population

« Zerotolerance for avoidable morbidity

+ Reducing mortality and disability

Colombia’s Ministry of Health and Social
Protection has earmarked greater equity,
improving living conditions, and reducing
avoidable mortality and disability as key health
goals for 2020. In some respects, these aims
are reflected in previous investments in health,
such as ongoing efforts to provide healthcare

countries are still grappling with an accurate
registration process for rare diseases.®
Colombia also has a national cancer information
system, which was established in 2012.

to hard-to-reach and indigenous populations,
improve universal healthcare, and increase
healthcare resources, all considerable tailwinds
towards meeting SDG 3 for health. A low
out-of-pocket spend on healthcare could be

an indicator that improvements in accessing
universal healthcare have been made (Table

1), butis not apparent in other ways, such as

Barriers to SDG 3 include the need for urgent
reinforcement of the technological infrastructure,
which is absent from current health priorities

and is greatly needed to improve tracking

of infectious diseases in remote areas. Equal
provision of healthcare services to older people
is not guaranteed under the current health
insurance system, and it requires resource
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allocation.®' Similarly to Argentina and Brazil,

a shift away from maternal services and HIV/
AIDS reflects the epidemiological transition, but
this requires ongoing monitoring. Poor staffing

is a reoccurring theme in Latin America, and the
health workforce lacks investment in Colombia,
with a particularly low number of nurses per
10,000 population, limited professional incentives
for physicians and poor staff development.

Case study 4: Reaching indigenous populations
and marginalised communities in Colombia

What happens with insurance
schemes like the one in Colombia,
in which you only have integrated
healthcare if you're employed?

If you're not employed, you do
not have integrated healthcare,
because of the country’s system.
What is going to happen when

an increment of unemployment
hits Colombia? What’s going to
happen to its population?

Francisco Bercerra, former
assistant director, PAHO

Elimination of health inequalities only becomes
feasible when governments recognise the
importance of bringing opportunities to

the worst-off populations. Inequality in
accessing healthcare services is inherent in

all Latin American healthcare systems. Yet
the responsibility of governments to protect
the health of marginalised populations

is almost universally recognised. Not
surprisingly, rural populations with little
health infrastructure are being hit the hardest
in Colombia during the covid-19 pandemic.

Doing more with less o
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The country is attempting to address this
through a whole host of initiatives that aim
to increase healthcare access to marginalised
populations. Some of these are at state level,
but many are provided by international

aid organisations and NGOs, such as:

« The Patrulla Aérea Civil Colombiana, a private
non-profit that uses a fleet of volunteer pilots
who carry doctors and nurses to remote
areas to provide treatment, as well as training
local communities in public health basics.®

« Sinergias, an advocacy and healthcare
group that has been working with
rural and indigenous communities to
tackle ongoing issues such as mental
health and food insecurity.®

At the state level, one example is Familias en
Accién, a programme implemented by the
Department for Social Prosperity and aimed at
the most financially vulnerable families. It seeks
to improve the health, nutrition and attendance
of families in poor communities at healthcare
outlets.®* More recently, the health ministry has
created the National Rural Health Plan, which
aims to ensure that those in rural areas receive
appropriate healthcare access and outcomes.
This programme, which is scheduled to be in
place until 2031, holds great promise in terms
of reducing inequalities in healthcare outcomes
across rural and urban geographies in Colombia.®

Indigenous populations

While indigenous peoples make up only

5% of the world’s population, they account
for 15% of the extreme poor.?® The UN
Declaration on the Rights of Indigenous
Peoples highlights that indigenous peoples
often experience major structural barriersin
accessing healthcare, including geographical
isolation, poverty, discrimination, racism
and a lack of cultural understanding and
sensitivity on the part of others.®’
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In recent years Colombia has been investing
in indigenous-led primary healthcare services
that could serve as a role model to other Latin
American countries. One such example is
Anas Wayu, a not-for-profit health insurance
company created in 2001 by two indigenous
associations, representing 120 Indigenous
communities and 118,000 people. Anas Waytlu
provides both primary and secondary care
and has access to services in two specialist
centres providing care for cancer, HIV/AIDS
and severe burns, alongside renal care, cardiac
care, and intensive care.® Most of the health
workers are bilingual, speaking Wayuunaiki,
and indigenous language, and Spanish, and
the service seeks to complement traditional
medical practices, improve trust and enhance
outreach to indigenous populations.

Looking forward

Evidence shows that indigenous-led healthcare
services are often effective at addressing health
inequities. Further developments are needed to
ensure that sustainable funding and supportive
policy frameworks can be applied across the
country at both a national and local level ®

Case study 5: Funding collaborations
in health in Colombia

People with breast cancer and health problems
related to violence suffer from poor outcomes
in Colombia and require preventative efforts.
Arecent study in The Lancet Global Health
investigated the effect of improved screening
and treatment for breast cancer, predicting
that it would reduce mortality by 7-25%, or

up to 105 lives saved per 100,000 women over
a ten year time period.® Intimate partner
violence is highly prevalent in Colombia,

with 49,699 cases reported in 2018. Yet

only a couple of preventative programmes
exist that are aimed at adolescents.®

On March 19th 2020 the World Bank granted

a US$150m loan to improve the quality of the
Colombian healthcare system. This loan is part of
a “results-based financing” approach in Colombia,
which links disbursements to the achievement

of results agreed between Colombia and the
World Bank. Among the expected outcomes

of this programme are increased early

detection of breast cancer, through increased
access to mammograms; improved technical
capacity of healthcare workers; and increased
awareness and detection of gender violence

and health problems related to violence.®®

How might results-based financing help? And
how does it actually work? Such agreements
use a system of bonuses to motivate health
facilities to improve the efficiency and quality
of their services. A matrix of indicators is
generally used to conduct regular assessments
of the quality of services provided by a health
centre, and progress against these indicators
is tracked. Results-based financing is not only
used in developing healthcare markets, it is
used across the globe, including in schemes
such as the NHS Quality and Outcomes
Framework in the UK (Payment by Results
was also included) and Medicare Pay for
Performance (P4P) initiatives in the US.

Despite the widespread use of results-based
financing, it faces a great deal of scepticism.”!
Some people think that health systems should
be producing results regardless, so it is difficult
to understand why they should be financially
rewarded for doing a job that they should be
doing anyway. Others believe that healthcare
organisations should only receive funding if
they can prove that they are saving lives.

While some experts are convinced that
financing and political will are the key influential
factors to improving healthcare systems, the
results-based financing debate presents an
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alternative viewpoint. Throwing money at a
health system will not automatically improve
health outcomes; there must be improvements
across multiple layers of the health system.

A health system’s performance is reliant on
access, incentives for health workers, good
management, and data collection to monitor
and evaluate progress, among other things.

Results-based financing therefore must

support a health system holistically if it is

to be successful. It must also motivate staff

and managers to improve outcomes by only
providing funding when outcomes improve.
Careful planning is needed to ensure that the
funding provided does not increase inequity and
that it can be used to replicate cost-effective
outcomes elsewhere and on a larger scale.®>

Can paying by results help to achieve the
SDGs? A recent review of results-based
financing studies found limited evidence that
these are in fact generally effective or cost-
effective. But this does not mean that they do
not work—instead, it might not be possible

to measure their effectiveness in numbers.

As alluded to in the discussion on integrated
carein Chapter 1, healthcare professionals
tend to see complex interventions as key to
improving efficiency, a belief that is supported
by decades of national policy across the world.
However, evidence of the cost effectiveness
of complex interventions is limited. Given

that results-based financing often relies on
integrated care to achieve its specific goals,

it too is a form of complex intervention.

By nature, complex interventions are very
difficult to measure, owing to the multiple
interconnecting parts involved. Measuring

the quality of these interconnections requires
careful thought. A barrier to the success of
results-based financing probably lies in the
measurement of it, as quantitative data is not
always the answer. The qualitative insights
from professionals and patients are invaluable
in this context to ascertain quality of care. But
it is also worth noting that quality is a complex
and subjective concept that depends on whose
perspective you are viewing quality through. A
patient and doctor’s perspectives are likely to
be different.’’ Healthcare organisations ideally
need to measure performance based on both.
This will entail using a combination of patient-
and clinician-reported outcomes, qualitative
insights and epidemiological surveillance data.

Looking forward

Results-based financing should be focused on
aspects of healthcare where low compliance is
causing poor outcomes, and on interventions
that can improve compliance or uptake. The
financial sustainability of such programmes
beyond pilot phase is largely unknown.
However, it is likely that success is only possible
if investments are focused on system changes
that require an initial injection of cash to support
reorganisation and re-education linked to
long-term improvements in practice, and that
can continue without additional funding.®
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Official health priorities

« Health protection and disease prevention

+ Access to quality health services and closing
social and geographical health gaps

« Generation and effective use
of health resources

+ Creation of a universal health system

Although financial investments are still lacking,
the Ministry of Health in Mexico has started
to prioritise much-needed policies which
endorse universal healthcare and healthcare
resources. These have been notably deficient
areas in the past, partly reflected by the low
healthcare spend per head, and the highest
out-of-pocket spend and lowest number of
hospital beds across the four countries in

this study (Table 1). Indeed, the primary care
system in Mexico is also the least developed,
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which has trickle-down effects to all areas of
healthcare practice and is a significant barrier
to achieving SDG 3 for health. Without primary
care, Mexico will not be able to close the social
and geographical health gaps, improve disease
prevention or effectively use health resources.

Despite struggling to provide the more basic
concepts of healthcare, Mexico is a regional
leader in the HTA process, but may struggle
to make further progress in this area without
continued investment in research, training of
healthcare professionals and improvements
to digital healthcare.®® Obesity is also a huge
concern in Mexico, especially in deprived
areas, and it should be an integral part of
Mexico’'s NCD plan.?® Further barriers include
a rising number of deaths from premature
violence, and negligible access to mental
health services (see Case study 6).
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Case study 6: Poor access to mental
health services access in Mexico

Mental health services in Latin
America are a relegated agenda. It
has a lot to do with stigma; people
do not go out and talk about mental
health. And it has a lot do with

the stakeholders and the political
pressure that some disease groups
and patients have. Also, politicians
are not listening, which means that
when you have to choose between
[building] a hospital for cancer care
and a hospital for the mentally ill,
you would choose the former one as
you respond to political incentives.

Eduardo Gonzélez-Pier, team lead,
Better Health Programme Mexico

There needs to be greater awareness in

Latin America as a whole around the positive
impact of interventions that affect health
behaviours and improve resilience. These
include improving mental health and reducing
violence, which can have longer-term returns
on investment and improved social benefits.”®
Interpersonal violence was the main cause of
premature death in Mexico in 2017, reflecting

a 218.6% increase compared with 2007, when
it was ranked seventh.”” This has been widely
attributed to gang violence and the drug trade;
however, expert insights have portrayed a
more complicated picture, citing poor access to
mental health services as a contributing factor.

Doing more with less -
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Mental health is widely recognised as a major
unsolved issue within Mexico’s health policy
agenda. The topic has been gaining recognition
in recent years owing to the increased
prevalence of mental health disorders. Between
2008 and 2014, the number of deaths due

to mental health and behavioural disorders
increased by 33%.%¢ Health experts and policy
makers have also recognised the correlation
between mental health disorders and increased
prevalence of other issues within the country,
such as violence, inequality and poverty.
Furthermore, research has demonstrated that
mental health disorders increase the risk for
both communicable and non-communicable
diseases, and are strongly associated with

the incidence of chronic diseases. Despite the
impact of mental health disorders, however,
treatment gaps continue to be significant.*®

Primary care in Mexico is just beginning to
have a role in the delivery of mental health
services. As a result, only 30% of primary care
centres report having protocols for detecting
and treating mental health disorders, while less
than 15% of primary care staff report receiving
any training around the topic of mental
health.°® |n addition, mental health services
are consistently understaffed, underfunded,
and poorly integrated with other publicly
funded health programmes. There are also
significant shortages of multidisciplinary teams
(MDTs; composed of psychologists, physicians,
social workers and other non-specialists) for
treating mental health. Furthermore, most
mental health service facilities are located

in metropolitan areas, making them difficult

to access for individuals living in rural areas,
including indigenous communities.'®°
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Improving access to
mental health services

Mental health is something that
has been ignored—it’s like an
elephant in the room. We do not
have many methods to measure
prevalence of mental health
conditions in Mexico. Perhaps this
also impinges on interpersonal
violence. These types of problems
are left to the family to resolve.”

Mariana Barraza-Lloréns, former advisor
to the undersecretary for integration and
development of the health sector, Mexico

To improve access to mental health services,
the Federal District Mental Health Act was
established in 2011 in the capital, Mexico City.
It stipulated that all community-based primary
care clinics in the district should target mental
health and provide referrals to individuals

who are considered high-risk. However,

this initiative has not had the desired effect,
owing to a lack of financial resources and
infrastructure, among other issues. Moreover,
there have been challenges associated with lack
of organisation and co-ordination among the
various actors responsible for implementing
the policy, further impeding its adoption®”.

More recently, there has been an emphasis
on health promotion and prevention of
mental disorders, with the goal of increasing
early diagnosis, improving quality of care and
reducing the overall cost of care. This was
previously reflected in the Specific Action
Programme for Mental Health 2013-18, which
was aligned with the National Development
Plan 2013-18 and the Health Sector Plan.

(The strategy was often referred to as Hidalgo’s
Model for Mental Health.) The primary actions
of this plan included increasing mental health
promotion, implementing ambulatory care

in primary care clinics (Centros de Salud) and
specialised public clinics with MDTs (Centros
Integrales de Salud Mental), the creation of
psychiatric units in general hospitals, and
improving rehabilitation and social reinsertion.

The latter is achieved through workshops
where patients can cultivate skills needed to
relate to others, reintegrate themselves into
their community and participate in social
activities, all while receiving a wage!® As

part of this momentum, new policy has been
implemented that assigns the task of screening
for depression to general practitioners, who
are also responsible for promoting the use of

a psychological assistance telephone line®2

Looking forward

Despite these efforts, Mexico still faces significant
challenges with improving mental health care
and outcomes, as well as addressing stigma,
discrimination and low public awareness.
Furthermore, the country lacks sufficient
funding owing to general budget restrictions
on healthcare initiatives and the specialised
workforce needed for the implementation of
a large-scale programme for the treatment of
mental health disorders.®*° |n October 2020,
the Commission for Addictions and Mental
Health Care was created, an indication of
more recent progress. This brings together
the former addiction council and the General
Directorate of Psychiatry Services, however
itis currently not functional as they need to
gain approval of the Federal Secretariat of
Health. In order to improve care and outcomes,
further investment is needed to strengthen
prevention, establish primary care as the
primary entry point for mental health services,
improve the training of health workers, and
improve patient rehabilitation and reinsertion.
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Case study 7: Mexico’s Better
Health programme

The main causes of mortality in Mexico

include diabetes, ischaemic heart disease,
cerebrovascular disease, cirrhosis and other
chronic liver diseases, and COPD. The burden

of these diseases has been compounded by the
significant rise in risk factors, such as obesity;
physical inactivity; consumption of energy-
dense, high-caloric foods; tobacco and illicit drug
use; and unhealthy consumption of alcohol%

Better Health Programme Mexico (BHPMx), part
of the UK’s £79.3m Global Prosperity Fund Better
Health Programme, aims to address the growing
burden of NCDs in Mexico, specifically focusing
on heart disease and diabetes by supporting and
facilitating research collaborations and lasting
partnerships between the two countries.

BHPMx also seeks to strengthen local health
system structures by creating systems to
improve quality of care. Specifically, this will be
achieved through granting the Mexican health
system unique access to NHS experience
related to primary healthcare, best practice
for training the health workforce, high-quality
and innovative treatments, and expertise

in health systems management.410>

Integrated care

One of the primary approaches for improving
NCD outcomes and local health system
strengthening is through facilitating better
integrated care. Dr Eduardo Gonzalez-Pier,
an expert involved in BHPMx, describes

how the programme approaches this and
outlines key considerations for diabetes

in the context of primary care:

We do health system strengthening aligned to
all the interventions that are health responses
to diabetes. So, how do you prescribe the
drugs? What kind of equipment do you need?
What kind of clinical records do you need?
How much outreach and how does the
primary healthcare setting link to the hospital?
How do they do outreach and community
care? How about long-term care for diabetic
patients and what do you do for the families?

BHPMx documents provide a more
specific example, looking this time at
obesity. They propose conducting further
research around the relationships between
violence, depression and obesity in order
to develop an integrated approach, most
likely involving mental health services.**

Lessons learnt from developed
healthcare systems

As part of BHPMx, the Mexican health system
has access to UK best practice. One of the
concepts that has been adopted through this
is around the theory of change, which helps
to articulate to and inform the programme
team and other stakeholders about the
logical pathways to delivering objectives.®

“You have to work [through] a step-by-step
process by which what you do creates impact,
according to a chain or set-ups to get results.
We did the theory of change across diabetes,
in primary care settings,” says Mr Gonzalez-
Pier.“What is good about these things is that
the UK and Mexico share a lot of common
problems across these issues. The UK is one
of the countries with the worst problems with
diabetes and obesity in Europe, as Mexico
isin Latin America. But what the UK does is
they have much better outcomes, despite
still having lots of obesity problems.”
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The theory of change can help to guide training
for providers on the most effective ways to
engage with patients around NCD care, such as
by promoting better treatment compliance or
lifestyle changes aimed at reducing risk factors.

Preventative care

BHPMx tackles the rising burden of NCDs
though preventative care, primarily through
health promotion activities around risk factors.

“What we do is we have a strand which works
on risk factors. What you do to strengthen
interventions around risk factors, which is
mostly promotion, which means habits and
prevention, which means preventing people
from getting sick in primary care settings,” says
Mr Gonzalez-Pier. “We chose obesity as the
tracing risk factor to work around strengthening
interventions. So when you work on health
system strengthening, you have to think

about it as a horizontal approach to things,
meaning more of a system approach, without
working on any disease in particular”

Programme documents expand on this,
espousing the need to consider this
through an equity lens, emphasising the
need to build nuanced understanding
of the cultural, political and economic
context that drives current behaviour**

Primary care

Primary care is a very important
part of the equation in health
investments. But it must be
framed as primary care for NCDs
to meet the SDGs. So it is primary
care to strengthen preventative
care, to meet SDG targets.”

Eduardo Gonzélez-Pier, team lead,
Better Health Programme Mexico

The areas raised through this case study,
including better integrated care, applying

best practices from elsewhere and improving
preventative care, require a strong primary
care foundation. Currently, this is absent in
Mexico. There is severe fragmentation, resulting
in primary care being delivered by institution-
certified family physicians, GPs, or even non-
certified family physicians or social service
interns, depending on the funder. Patient visits
are short (an average of around 12 minutes)
and adopt a curative approach, with only a
fraction of care spent on prevention.® The
lack of primary care and prevention has caused
an influx of disease, which has progressed

to stages that are very difficult to cure.

“Patients are mistreated or misdiagnosed. So
when the system gets them, they are just too
il says Mariana Barraza-Lloréns, a former
advisor to the undersecretary for integration
and development of the health sector. “We

are still living in a country where people skip
primary care and go straight to hospital. We are
still living with a lot of inertia in Mexico. People
still think that big hospitals are the answer.”
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The lack of a formal, state-driven and funded
primary care system has led to citizens and
healthcare workers creating one themselves.
During the swine flu epidemic of 2009, to
prescribe medication rapidly to people who
needed it, the government passed a law to
allow written prescriptions for antibiotics
which encouraged pharmacies in Mexico to
hire doctors, so that medications could be
prescribed and purchased quickly under one
roof. After the flu epidemic resolved, pharmacies
started their own private facilities, continuing
to hire doctors to work in pharmacies,
creating a makeshift primary care service.

Mr Gonzalez-Pier suggests that these centres
might now be the second-largest primary

care contact for most of the population, albeit
while only providing care for simple issues and
acute health problems. “[They are] not working

Doing more with less g

Defining value in Latin American health systems

for NCDs, especially the more complicated
ones,” he says. “The doctors that work in these
clinics are straight out of school and have not
had any specialty training, so they cannot
really diagnose the complicated problems

or [provide] cancer care, for example. [The
clinics are] not integrated with hospitalisation
in any way, which is a big concern.”

While acknowledging their limitations, Ms
Barraza-Lloréns points to the popularity of
such services: “These services were packed
[during the swine flu pandemic]. It was easy to
get a quick consultation and it was relatively
cheap. It's not primary care but it’s close.”

Regardless of what other measures
have been adopted, however, definitive
state moves to plug the gaps in primary
care provision are long overdue.
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Key takeaways & the way forward

This report aimed to provide a best-practice
framework for health investment in Latin
America, which simultaneously guides progress
towards SDG 3 for health. This ensures that
health investments are considered through
the lens of urgent development issues that
already have buy in and ownership from
local governments.'”” Clarity on valuable
health investments remains an even

more pressing need for the region as the
covid-19 pandemic places further pressure
on social, economic and health goals.

This report arrives at the following key
objectives in relation to optimising long-
term health investments that foster the
sustainability of health systems:

+ Thereisan urgent need to rethink investment
strategies throughout Latin America in order
to avoid losing years of progress toward key
health goals, especially in the face of covid-19.

« Health investment strategies need to be
informed by longer-term thinking, with
sustainable financing as a core objective.
Short-sighted health investments have
contributed to the challenges facing the
efforts of the region’s governments to
create sustainable health systems.

Alternative models of investment are
needed to fund healthcare. Innovative
financing solutions include reducing
inefficiencies, creating fiscal space via
indirect taxes and VAT, public-private
partnerships, and ongoing evaluation to
ensure that supply meets demand.

Focusing on best-buy interventions

tailored to local need is the key to effective
investment and fiscal sustainability. This also
requires a rigid, well-staffed health system
infrastructure, surveillance of epidemiological
trends and long-term impact assessment.

There needs to be better regulation of new
technologies using HTA bodies to ensure they
are both effective and financially sustainable.
Governments could improve these conditions
by, firstly, bolstering the readiness of

health systems to assess the value of new
technologies and, secondly, improving the
ability of national HTA bodies to adjust to the
challenges of evaluating novel technologies.
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Appendix 1: About this report

This is a report produced by The Economist Intelligence Unit (EIU)
and commissioned by Sanofi Pasteur Ltd. Our approach to this research
programme comprised of the following components:

In concert with interviews of leading researchers, clinicians, financiers,
and other stakeholders in the field, we performed a structured literature
search based around factors related to health investment in Latin
America. We supplemented our search results with grey literature such
as health ministry policy documents, reports from the public health
community and data on epidemiological trends. We limited our search to
studies relating to health investment within the past ten years (2010-20)
to account for the changing nature of consumer and treatment costs and
new policy guidelines at the national and international level.

To explore key gaps and questions, and add to the narrative richness of
existing data, we conducted approximately 12 expert interviews with
researchers, advocates, financiers and other stakeholders. We also
conducted a half-day expert panel meeting in June 2020 with ten experts
to discuss priorities for health investment in Latin America. The meeting
was held under Chatham House rules, meaning that discussions can be
reported but not attributed. Those experts who are cited in this report
gave us their permission to do so.
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The findings and views expressed in this report are those of the EIU and do not necessarily reflect
the views of expert panel members, interviewees, or project sponsors.

Our thanks go to many people for both their time and contributions to our work as members of our
expert panel or interview participants (in alphabetical order):

Rafael Andrés Diaz-Granados - executive
director, FIFARMA (Regional)

Mariana Barraza-Lloréns - public health lead/
deputy team leader, Better Health Programme
Mexico (UK)

Francisco Becerra Posada - former assistant
director, PAHO (Mexico)

Guillaume Corpart - founder and CEQO, Global
Intelligence Health

Eduardo Gonzalez-Pier - team lead, Better
Health Programme Mexico, UK Prosperity Fund
(Mexico)

Maureen Lewis — co-founder and CEO, Aceso
Global (Regional)

Maria Luiza Levi - Department of Regulation,
Evaluation and Systems Control, Ministry of
Health (Brazil)

Adriano Massuda - professor, Sdo Paulo
School of Business Administration, Fundagéo
Getulio Vargas (Brazil)

Ana Maria Malik - professor, Sdo Paulo School
of Business Administration, Fundacdo Getulio
Vargas

Enrique Pefaloza Quintero - director,
Institute of Public Health, Pontificia Universidad
Javeriana (Colombia)

Javier Picé - partner, LifeSciences Consultants
(Regional)

Adolfo Rubinstein - former secretary of
health (Argentina)

This report was researched, written and edited by Dr Chrissy Bishop and Amanda Stucke, with

further input from Bettina Redway, and language support and local expertise from Giulia Garcia and
Lorena Perez. While every effort has been taken to verify the accuracy of this information, the EIU
cannot accept any responsibility or liability for reliance by any person on this report or any of the
information, opinions or conclusions set out in this report.
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12 Taikoo Wan Road
Taikoo Shing

Hong Kong

Tel: (852) 2585 3888

Fax: (852) 2802 7638
Email: asia@eiu.com

GENEVA

Rue de 'Athénée 32
1206 Geneva
Switzerland

Tel: (41) 22 566 2470
Fax: (41) 22 346 93 47
Email: geneva@eiu.com

DUBAI

Office 1301a

Aurora Tower
Dubai Media City
Dubai

Tel: (971) 4 433 4202

Fax: (971) 4 438 0224
Email: dubai@eiu.com

SINGAPORE

8 Cross Street

#23-01 Manulife Tower
Singapore

048424

Tel: (65) 6534 5177

Fax: (65) 6534 5077
Email: asia@eiu.com



