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Preface

Bangladesh has made an admirable success in the health and population sector over the

last decade owing to its overall strategic development efforts including economic growth,
consistent investment in the social sector and programs and initiatives in the health
sector. It has been lar,rded throughout the world for its attainment of health related MDGs.
However, taking the successes further forward to build a health system that can render
necessary and affordable services to all the citizens has been challenged by certain
realities like the demographic transition, changes in the disease pattern and escalation of
the health care cost etc. Many of these challenges have their roots in sectoral financing
scenario, which is featured with relatively low level of spending, inefficiency in
management and huge amourrt of out-of-pocket (OOP) expenditure for the people which
generates impoverishment or refrains them from using health care.

Health Care Financing Strategy has been developed to address these difficult challenges
and to ensure the universal health coverage. The strategy targeted to cover the whole
population through a range of interventions has adopted an approach by dividing them
into three major categories:

o Population living at below poverty level

o Population working in the formal sector

o Population in the informal sector

As protecting the poor is the policy priority of the government, a health protection
scheme has been developed for the population at below poverty level (BPL) name
"Sastha Suraksa Karmosuchi (SSK) - which will be piloted in several upazilas. The poor
families in pilot areas will be selected through evidence based 'poor selection' criteria
and get a health card upon registration. The card will enable them to avail a package of
treatment facilities fbr 50 diseases free of cost at the Upazila Health Complex and in case

of necessity, at the district general hospital (including drugs, diagnosis and transport cost

:U'ffii:i:::il']n. ,., or inrervenrions ro be impremenred as pu,, or the Hearth
Care Financing Strategy which is designed to ensure universal health care through
introducing social health insurance, increasing the fund available in health care financing
and enhancing equity and efficiency in spending.

The SSK scheme and its concept, methodology and implementation manuals have been
developed through broad based consultations, discussions and experience sharing. This
document describes the concepts and processes of the scheme and we hope that the
scheme will be further developed and be made more realistic through incorporating the
practical information and experiences during the pilot implementation.

Md Ashadul Islam
Director General

Health Economics unit
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EXECUTIVE SUMMARY

SSK (Shasthyo Surokhsha Karmasuchi) is the social health protection scheme developed

by the Health Economics Unit (FIEU) of the Ministry of Health and Family Welfare
(MoHFW). SSK is designed to improve access of the poor population to hospital
services, to reduce out of pocket payments (OOP), and to improve efficiency of hospital

care.

Under the supervision of MoHFW, SSK will be managed by SSK Cell and operated by
Scheme Operator, which will be selected through competitive bidding.

SSK will charge flat rate contributions per household. For poor households fulfilling the

poverty criteria contributions will be paid by the Govemmenr of Bangladesh (GoB).

SSK members will receive necessary health care through Upazila Health Complexes
(UHC), and on a structured referral basis from District Hospitals (DH). Non-government
health facilities will be included into the SSK system in due course based on the need and

availability of accredited health care providers. The Scheme Operator will pay hospitals
for inpatient services on a per case basis following a simplified DRG (Diagnosis Related
Groups) system of about 50 positions. The prices for these payments will be set by SSK
cell in the beginning of SSK implementation. However, once all partners (SSK Cell,
Scheme Operator and providers) have become acquainted with costing, accounting and

pricing, payments shall be negotiated between hospitals and Scheme Operator. Inclusion
of outpatient services (OPD) in SSK scheme will be considered during SSK pilot
implementation and then should be remunerated on a per capita basis.

Hospitals will receive the public budget plus the extra payment from SSK. With the extra
funds they will have room to improve and expand services so they can meet the quality
criteria and avoid complaints.

SSK will be supported by an IT based infbrmation and management system in order to
generate more efficiency and ftansparency as well as to avoid fraud and misuse.

Implementation will start with a  -yearpilot phase. and it is expected that a nation-wide
implementation of SSK will require a period of 10 years.
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1 II\TRODUCTION

SSK (Shasthyo Surokhsha Karmasuchi) is the social health protectionr scheme deveiopecl

by the Health Economics Unit (HEU) of the \Iinistri' of Health and Familv Well'are
(MoHFW).

In October 2011 the Health Economics Unit fFIEUt orsanised a riorkshop to mark the

start of a new process fbr designing a \ational Health Care Financing Strategl. DLrring

this workshop the dral't concept note for the SSK scheme \\'as discussed u,ith and

distributed to developn-rent partners and experts for feedback. The development partners

took the effbrt to examine the proposal and provided comments, which have been

incorporated into the revised concept note.

Justifications for the SSK scheme have been manifold:

1. It will piiot an innovative way to improve access to inpatient care for the poor

2. SSK is designed to improve quality hospital care

3. lt has been developed to improve efficiency and effectiveness of health financing

through risk pooling and innovative payment mechanisms.

4. As tax-based funding fbr the health sector is insufficient in Bangladesh the

approach allows to pool taxpayer's money with health insurance contributions ,

which might improve the financial situation.

The scheme is designed to address the weaknesses of the current system in the area of
access and quality caused by scarcity of funds, lack <lf incentives, transparency, and

efficiency.

It was decided that it would be implemented as a pilot scheme initially at upazila level

and be gradually scaled up in all districts of Bangladesh based on the evaluation and the

Iessons learned , aiming towards Universal Coverage (UC).

Social Health Protection (SHP) is a way to organize health financing and health provision in an ecluitable
way. WHO del'ines SHP as : "A system - based ou prepaymellt and f inancial risk pooling - that ensures

equitable access to essential quality health services at af'fbldable prices, with contributions to the system
based on capacity to pay and bene['its based on need" and "A series ol'nreasures against ill health related
cost oftreatnrent, social distress, loss ofprodrLctivity, and loss ofearnings due to inability to work".
See http://www.WHO.intlprovidinglbrhealth/topics/shp_p41len/index.htrnl

!:, ti:!j ai
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SSK Scheme reflects the direction of the following documents:

The Sixth Five Year Plan (2011 -20-1.5): In rural areas IIPN sector's financing will
be raised through cost sharing by well-to-do patients when they are treated in public
hospitals. Moreover, the Govt. will encourage promotion of Health Insurance Pilots at

different levels (P: 366,Part2).

The National Health Policy-2011: Solving the problem of financing in the health

sector, it is needed to introduce health insurance in the formal sector. Br-rt in phases,

the insurance program can be extended to other sections of population. It is necessary

to ensure fiee health care for the very poor and disadvantaged population. GoB will
provide health cards for the poor in a recognized and appropriate way.

Health Care Financing Strategy : The Goal is to strengthen the financial risk
protection, and eXtend health services and population coverage, with the aim to
achieve universal coverage. The poor will be covered by the scheme and subsized by
the govt,

Vision 2021: Modern and adequate social health insurance could mitigate the health
care costs to the individual, and society.

Health, Population, and Nutrition Sector Development Program, 2011 - 2016
(TIPNSDP)

The long-term vision is a scheme cornbining risk pooling, purchaser-provider split, and

autonomous providers with a supervision function for MoHFW. This ultimate goal

should be reached thror"rgh a step-wise implerrentation plan. Towards that end, the SSK
scheme has the following short- and medium term objectives:

i. Universalcoverage;2

2. Affordable health care.

In order to reach these objectives, the following measures have to be taken:

r Improve access of the poor to hospitai inpatient care by reducing financial
bamiers;

o Decentralized autonomous hospital activities for functional improvement in the

health sector in phases as a part of Local Level Planning (LLP) and development
(= partial financial autonomy);

o Introduce performance based financing models
(= simplified DRG type of remuneration for hospital services;

r Contracting out of the management function (= Schen-re Operator);

2 Ur-riversal coverage means that every citizen of Bangladesh is coveled by any soft of health protectiou

scheme.
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r Introduce modern Infbrmation and Communication Technologies for increased
efficiency and transparency in the health sector (e. g. claims processing,
accounting, controlling, and electronic patient records).

There are some assLtmptions associated ri'ith the scheme:

o User f-ees fbr ir-rpatient care u,ill be introduced and covered by SSK, or other ways
must be found to give SSK the possibilitl' to provide extra services to members
and cover costs that non-mentbers u'ill have to pa)' out of pocket;

o Hospitals will be authorized to mana-se and make their oun bLrd_set decisions at
local levels for expenses that support a better sen,ice:

o Effective financial control and ar.rdit mechanisms will be established;

e An appropriate system with defined standards of quality of care will be
established;

r The legal fiantework for the establishment of SSK as a health protection scheme,
with SSK Cell and Scheme Operator, will be developed further accordingly ancl
approved by the Government of Bangladesh (GoB);

o AI1 sanctioned posts will be filled-up.

o The health facilities wili be fully functional regarding equipment and
infrastructure.

It is expected that the following effects will be achieved:

l. Reduced or-,1-ei'-pocket payment (OOP) of the poor;

2. Increased access by the poor to hospitai in-patient services;

3. Experience with a third party payer agency to manage the insurance fund;

4. Defined qLrality stemdards;

5. Improved efficiency and transparency in hospital management.

The fbllowing part of the docunent outlines the key eiements of the proposed system as

well as a plan to implement the pilot project, which is supposed to precede a countrywide
implementation of the new health insurance scheme (SSK). The SSK scheme represents a

new model fbr Health Care Financing in Bangladesh, which will introduce a third party
payer. The model is open for contributions from different sources: employer-employee
contributions, social protection schemes, and voluntary contributions (e.g.through
remittances). SSI( wiil be piloted in a number of Upazilas. The SSK pilot can be further
cleveloped to serve as a r-rational social health insurance, inciLrding compulsory
membership.

5F',n'rn
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2 SALIENT FEATURES OF SSK

The scheme will have the fbllowing features:

o Under tlie supervision of MoHFW, SSK will be managed by SSI( Cell and
operated by a Scheme Operator (SO). The Scheme Operator will be selected
through international competitive bidding. This Scheme Operator will have the
main task to register members, to issue health cards, and to hanclle the claims of
the hospitals.

o SSK cell will have its office in Dhaka. The Scheme Operator will be located ar

Upazila level in UHCs. Each UHC will have a SSK-Kiosk staffed with at least
one officer.

. SSK Cell will contract, monitor, ancl coordinatethe Scheme Operator and will
reitnburse the money to the contracted Scheme Operator, which then will pay the
hospitals based on tl,e claims processed.

. SSK will charge f'lat rate contributions per household. For poor households
fulfilling the poverty criteria, conrributions will be paid by the GoB. The
contribution and the Benefit Package will be determined by SSK.

. SSK members will receive necessary inpatient care through Upazila Health
Complexes (UHC), and on a ref'erral basis from District Hospitals (DH). At a

later stage private and NGO facilities as well as outpatient services will be
included gradually following specific measure.

. SSK will consider the services as per benefit package only and will pay for the
required drugs, cliagnostics, ancl travel expenses in case of ref'erral to DH. Costs
fbr salaries, inft'astructure, and equipment in the Upazila Health complex and
district would be covered by GoB.

o Membership in SSK will have several advantages for members:
1. No co-payments at Upazlla or in District Hospitals;
2. Access to grievance authority, where it is possible to complain about

quality of services;

3. Guaranteed free access to essential drugs at UHC and DH. These
advantages are not guaranteed for non-members.

o Hospitals (UI{C, DH) will be partly funded from GoB buclget and partly fiom
SSK contributions. The funcling iesponsibilities will be split according to cost
categories: (i) Investment ancl salalies by the GoB,

(ii) The rest (especially drugs and diagnostics) by SSK contribr"rtion.

. Hospitals (UHC and DH) will need an accreditation and will have to be included
in the SSK hospital plan in ordel' to receive SSK Contribution and ro treat SSK

10
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parients. For tl-re pilot phase the selected UHCs in Kalihati, Ghatail, and

Modhupur as well as the DH in Tangail will be contracted withor"rt accreditation.

Private and NGO Health care l'acilities in the three selected trreas will be

empanelled under accreditation cliteria.

. SSK will pay contracted hospitals through the Scheme Operator lor inpatient

services on a per-case basis, foilowing a siinplified DRG type (Diagnosis Related

Gror-rps) case based remuneration system with about 50 positions. The initial

payment was calculated and together with the expected utilization rate allows for

the calculation of the initial contribution3.

e The Scheme Operator wiil obtain a fixed administration f'ee.

r Members of SSK dr-rring the pilot phase will be poor households only, which will

be identified tliroLrgh community-based poverty targeting. At a later stage above-

poverty-line (APL) households will be included.

r The mentbers will receive one health card per household, which will enable thern

to reqLlest services fiont Upazila Health Cornplexes and, on a referral basis, fiom
District l{ospitals. Titese services are based on c1-rality standards and a list of
available services.

o A grievance procedure wi1l be established based on which members will have the

right to complain, if they do not obtain the guaranteed services fiee of charge.

which will be made known to all members. The grievance authority will have the

mandate to initiate sanctions and inspections, and will be operated by SSK.

o Contractecl health care providers will receive the regular pLrblic br,rdget plus the

extra paymeut from the SSK. With the extra funds tliey will have to finance drttg

supply, maintenance, performance incentives, and other running cclsts (all except

'regLrlar' salaries and investment), and will have room to improve and expand

services so they can meet the quality criteria and avoid complairtts. Main contlol

mechanisms are the grievance procedure and the quality monitoring through

SSK.

o Cost containment will play a pivotal role in SSK in order to keep the contriblttion

low. Main elements are: monitoring and evaluation, introduction of co-payments,

it necessary filnctioning provider payment, incentives, and intormation.
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Table L: Institutional Overview
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Institution Functions Legal Status Activities
Development Partner Technical and

financial assistance

Bilateral or
multilateral
institutions

To provicle seed

funding to SSK and to
give technical inputs

CoB Supervision,
funding, legal
fiamework and
enabiing
environment

Govemment Supervision of SSK,
provision of fund
payment of
contributions ibr the
poor, legislation

lndependent
Grievance
Mechanism

Address of
complaints

Procedure under SSK Receiving complaints
from members,
investigating ar-rd

initiating sanctions o1.l

and inspection of
providers.

Members Card holder, and
beneficiary : payer
(APL only in the
later phase)

Registered member of
SSK

To hold health card, to
ask for care, to
contribute to monitor
quality and to give
feedback, to pay
contributions (non-
poor)

Scheme Operator Local operations of
SSK and link
between both
hospitals and the
insured with SSK

Independent body, e.g.
insurance company or
NGO.

To register members,
to issue health cards, to
provide other cLrstomer

service, including
claims management of
and payments to the

contracted hospitais.

SSK Health care
financing and
managing scheme

It is a denomination of
the scheme of the
government.

None

SSK Ce1l Coordinating and
supervising body
of SSK,
registration of
ploviders and
quality control

Institution set by govt.
order

To maintain centrai
register of members,
selecting and
monitoring Scheme

Operator, managing
fi-rnds, grievance
management

UI]C/DH
care

To provide health Government
Institutions

Providing care,
checking membership,
contract with Scheme

Operator, billing
Scheme Operator



For the proposed pilot phase, the Schenre Operator will be recruitecl through ap
international cornpetitive biclding procedure.

Figure 1: Functional structure of SSK

GOB=Government oi Bangldesh

UHC=Upazilla Health Complex
GA=Grievance Authority
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3 ELEMENTS OF SSK

3.1 Costs

The main costs related to services emerge iu inpatient care, which is off'ered by Upazila
Health Complexes (UHC; and District Hospitals (DH). At the beginning of the pilot
implementation, outpatienl care and services provided by Tertiary Hospitals and Private
I-Iospitals are not part of the SSK ber-refit package, but both elements could be integrated
upon policy decision of GoB for providing more comprehensive health care to the poor
and thus help poverty allevation.

The major cost categories in pLrblic hospitals are running costs and investment. Running
costs mainly consist of costs for staff, energy, material, maintenance, diagnostics, and
drugs. Investment costs include building ancl ecluipment.

StalT costs inclLrde salaries and in future perlormance related incentives may be added.

The fbllowin-q table shows the cost categories ancl fheir relative share in the entire health
service.

fable 2: Costs of Public I{ospitals by Funding Sources

SSK benefit package GoB Iludget Expenditures covered by SSK

StAff COSTS 100Vo of salaries Performance incentives (if any)

Energy 1004k

Material, maintenance Paltly Partly

Drugs 100c/o

Diagnostics l00o/o

Transportation 100'/o, as per prescribecl rclerral

Investment into iuf'rastructure
and medical ecluipment

t00ot,

Adrninistration, e.g. salaries
for SSK and hospitals staff

100Vc

The cost structure may not change signilicantly under SSK, except that there might be

incentive payments and better provision of dmgs. However, the level of costs may
increase due to a boost in demand, from providers as well as patients.

3.2 Financing
'fhe flnancial resoLrrces availirble under SKK are public budget and SSK contribr.rtions.

SSK is supposed to change the existing pattern of health care financing, which is
dorninatecl by or-rt-of-pocket payment (abor"rt 64Vo of the total health expenditLrre).

In future, hospitals will receive firnding li'onr puirlic buclget and ficlm SSK. Houerer.
both areas ol'f'r"rncling will be separate according to types ot'costs.

The fbllowing chart and table show the financing strlrctlu'e under SSK.

t4



Costs Financing

Figure 2: Financing Structure under SSK

Table 3: Funding by Types of Service

Main and most important f'eatLlre lbr the patients (in IPD) in the future system will be that
their or-rt of pocket spending will be reduced close to zero, through:

o Coverage of official co-payment in UHC and DH by SSK;

o Coverage of essential drugs and diagnostics by SSK fbr the definecl benefit
package.

Especially the coverage of essential drLrg will make a difl'erence, as curreut-ly oftel
patients are sellt to external pharntacies to purcrhase thcir clrLrgs on their owu acco1rut.
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Drugs lnsurance
Premium

Diagnostic
Transport

Upazilla
Health

Complex

Hospital
Costs

Public
Budget

District
Hospital

Funding has to be maintained

DP
Funding

Should be used to improve service

Outpalient Out of
Pocket No OOP in IPD

Cost item Current firnding Future firnding

a Hospitals Public budget,
development partners

Public budget, SSK,
developrnellt partners

Drugs
Public budget and out of
pocket a SSK, govemment,

clevcloprnent partners

Diagnostics
Public budget and out of
pocket

Investmeltt from public
br"rdget, rest through SSK

Outpatier.rt carc Public budget and out of
pocket

Public bLrdget (Hospitals) and
out o1' pocket

\
\
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For this DurDose several

Figure 3: Proposed Financing Scheme

lVem-
bers

ments should be elaborated:

l. A list of essential dmgs for the pilot;

2. Accreditation standards;

3. A description of patienrs' rights that will be published;

4. Referral guidelines (as integral part of clinicai treatment guidelines) with

corresponding case based f-ees.

-l;hkdGoB

DrugsSalaries

lnvest-
ment

Trans-
port

Other
Costs

Hospi-
tals

Copay
IPD

Copay
OPD

Concerning the contribution financing, a flat rate of initially BDT 1,000 per year per

household has been discussed, which corresponds roughly with the public hospital costs

for a household (MoHFW share 2011 estimate). This rate will vary in line with the price

movements of the medical costs in the facilities.

Once the scheme is in place and reimbursement for health care begins (less OOP), co-

payments for selected services may be introduced.
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3.3 SSK Membership

Initially, the SSK scheme will only enroll the Belolv-poverty-Line (BpL) populario,. I,colrrse of the pro-fect it will be decided. if the schem. .o, b. opened to compulsory
mentbership fbr the Above-poverty_Line (ApL) population.

Poverty statLrs will mainly be certified thou-gh community based targeting. under theleadership of SSK cell, Local level committees u ill "..o.ilirh the tasks of tar-eeting thepoor' Two committees were formed - one at Union and one at Upazila level - i laeruty
the BPL households.

The Committee at l]nion level is responsible for preparing a list of BpL households intheir workirlg area. The committee, under the leader.ship Lf union parishad Chairman,will review, judge, ancl verify the poverty status of ttre cn hoLrseholcl list against theexisting list o1' the poor (received fiom ihe Union Parishacl), with the help of HealthAssistants (HA) ancl Family welfare Assisrants (FwA). Most of the HAs and FWAs arelocally recrr:ited fionl. the area where they work and also have been working in the samearea fbr a long perioci. In addition, they do daily clomiciliary visits at the households i,the community' HAs and FWAs therefore have knowle,tg. at out the poverty status of thepeople in their area. with their help, the Union committie will identify onip."pur.-u lir,of BPL households.

The union Committee will submit the list of BPL households to the upazila committee.The list of the BPL households will be reviewed by the lJpazlla level Committee. TheCommittee will make necessary corrections, if requiied, ano wiil finalise and approve thelist' upazila Committee wili submit the list to sSK cell for including into the database.
The poverty targeting will be closely monitored in order to avoid inclusion and exclusioneffors' Information thus collected by the HA and FWA about the poor will be compareclwith and endorsecl later by Union Parishad in the established structures and procedures atlocal Ievel.

once tire list ol beneflciaries has been ictentifiecl according to the socioeconomic categoryin the pilot area, a Heaith Card will be processed and distributed to the beneficiariei uythe Scheme operator. The micl-tertn u,rd long-terrn perspective is that the czrrd will be asmart card with the fbllowing major information:

o The card holder's name (the head of the household) :

o The name of the dependants, average household size:

' Digital l'ingerprints or photos of all entitled members of the household .

For kicking-off SSK in the fast-track mocle a simple health card will be suflicient.

\
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The validity of the card will be for 1 year and will be renewed every year. In order to
build up ownership of the system, a nominal card-fee shall be charged.

The Health Card will serve to identify SSK members by their individual insurance
number in line with the Health Information System.

3.4 Benefit Package

It was the intention not to include outpatient benefits under SSK. Initiai costing exercises

showed that the planned BDT 1.000 per household per year may have roorn for coverin.s

additional services:

(i) Outpatient care, which mostly would be drug costs, or

(ii; Increasing the target popr:lation or

(iii) Contracting NGOs and private health providers.

The costing showed that based on estimated prices for each position of the 50 case based
payments (simplified DRG system) and recorded frequencies of the diagnosis
countrywide average costs will amount to BDT 118 per household per year. This wouid
be for inpatient treatment in UHC, only. Supposing an increase of r-rtilization of 2007o, an

increase of costs though ref-erral of 1007o, and20Vo of the total administration costs, we

would end at about BDT 600. This would leave BDT 400 for covering outpatient care.

Including outpatient care to the SSK benefit package would reflect a significantly more
comprehensive benefit package for the poor population. However, considering a defined
financial envelope, much of future potential developments of SSK services depend on the

increase in utilization and whether the estimated costs of each diagnosis prove to be

realistic.

The benefit package is limited to BDT 50,000 per health card per year. The list of
rein-ibursable benefits will be basic in the begiruring and will evolve over time. It shall be

updated regularly. Ultimately, the benefit package will include:

o Free drugs and diagnostic facilities for inpatient care in UHCs and in DH r-rpon

ref'erral;

o Structured referal to the secondary level hospitals, including transportation
costs.

Hospitalized SSK members will be treated according to defined medical treatment
guidelines. The treatment guidelines will support to calculate and standardize the

reimbursement to the hospital. HEU made an attempt to price the 50 diagnosis using
elements like diagnostics, drugs, and referral expenses.

As it was documented in Bangladesh Natronal Health Accounts (NHA). the OOP cost of
the patient is 647a and the major outlet is fbr drugs (around 61Vo), SSK has been designed
to ensure all drugs for the poor are covered if admitted in hospitals. A mechanism for
improved drug supply for SSK members at health providers in terms of quantity and

quality during the project phase will be implemented. It is to note that:

l8
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. Under SSK, drugs will be provided to SSK members for inpatient care only;

o Drugs will be supplied to SSK members fiee of charge (cashless health care
provision under SSK);

o Drugs will be provided through SSK for 50 dia-enoses as per agreed clinical
protocol.

In general, additional income from contributions should be sufficient to cover the drug
costs. The treatment costs are linrited by the case based pavments (simplified DRG
system) (see later in this paper).

The costs of these treatment elements are limited by the following:

. Only structured referrals to DH, no self-referral;

. Only those servicesincluded in the 50 diagnoses (benefit package)are covered;

o Only essential and basic services, no luxury and extra services will be included.

As there exists shortage of MSR (Surgical Medical Equipment) supply, implementation

of SSK would require bridging the shortage in supplies of MSR fbr the 50 diagnoses in

the pilot UHCs.

Concerning the prices of the treatment, please see the chapter about provider payment. It
is essential to monitor the cost development and to adjust the benefit package in line with

the experiences with the demand and supply development, Currently, it is not known how

the costs will develop, though international experiences show that the introduction of free

of charge treatment leads to a boost of costs up to 3007o. Decision makers must be

prepared to take the fbllowing measures in a f'lexible way:

o Exclusion of certain services;

o Introduction of co-payments;

o Increase of contribution.

The contribution of BDT 1,000 per household, which has been inititially fixed, is the

upper limit for expected costs of care. This contribution is based on the calculation above

and also on following assumptions and experiences:

o An admission rate of less than lVa of the catchment population of UHCs;

o Average case costs according to NHA of BDT 11,000 in district hospitals and

2,000 BDT in UHCs;

o A ref'erral rate of 10%, to district hospitals;

o A nrargin for increase of demand and supply of up to 207o.
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3.5 Provider Management and Performance

The following elements will constitute the provider system for SSK

Facilities in the SSK scheme will claim reimbursement for providing free services to SSK

members based on a full and verifiable patient record, which will be maintained in the

f acility,

Reimbursement will follow a case- and-diagnosis based payment system (CDBP =
limited simplified DRG based on 50 diseases), which will be gradually refined. Claims

will be submitted to Scheme Operator monthly in a detailed format. The Scheme

Operator will reimburse the hospital within 30 days. The hospital will be obliged to keep

full hard copy records tbr each claim. The claims and supporting documents will be

audited on a regular basis (at least 70Vo of claims annually).

The CDBP revenue will be used to increase perfbrmance and to ensure quality care, to

improve the facility and to meet other revolving cost, especially for drugs. Some portion

of CDBP may be used to provide perforrirance-based incentives to staff. Exact allocation
and management of hospital earnings will be decided at local level following the

guidance of the SSK Steering committee and shall be determined during the pilot
implementation.

20

. Upazila Health Complex (UHC) will act as a focal point for service deliverl' and

will enjoy a certain degree of autonomy (contractual. financial. and

administrative) which may require waiver frorn the existing provisiorls.

o District Hospital wiil act as secondary referal point with the UHC as -uatekeeper.

o Patients will be registered in a database and will identify themseives throu-uh a

Health Card in UHCs.

o Enlisted providers (UHCs) will be reqr-rired to register all clinical data and to
preserve it in the database for further analysis.

r Providers will Ltse a structured refenal system (gatekeeping) to rnanage the

access to district facilities. The gatekeeping fr-rnction of UHCs will be strictly
maintained (patients will not be able to approach district hospitals directly
(except fbr emergency cases)).

o Al1 facilities and providers will provide services as per structured guidelines.

o Supplies of drugs will be assured by SSK supply mechanisms.

o SSK will be expanded by contracting not only with public sector facilities, br-rt

also with private and non-governmental providers as soon as necessary

preparations will be made.

o Providers will be trained on administrative and financial procedures.
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Figure 4: UHC Budget

lnvestment

Staff Costs

Drugs

Maintenance

3.6 Health Card

It is planned by MoHFW to provide one card per household. The head of the household

will 
-be 

the card holder; and entitled members of the household would be identified

through the card (either through the card number in combination with National ID card or

through pictures stored on the card)'

The health card has sevet'al functions in the system:

o It identifies the patient as a mernber of SSK when he or she is admitted.

o It stores data abor-rt received health care services to facilitate the payment process.

o It may be used to store patient data (diagnostics).

The advantage lbr the member holcling a health card would be to get better service (less

waiting time, no co-payment, guaranteed free dn-rgs), and no out-of-pocket payment. The

card is also an integral part of the security concept. It also gives access to tlie SSK

grievance mechanism.

ICT implementation in fast track morJe would start with a simple health card, which

would have f'ewer functions as a smart card, i.e. less protection against frar"rd and less

inlbrmation on the patients.

2l
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3.7 Cost Control and Anti-Fraud

Any health insurance scheme is threatened by fraud and b1,' cost increase. SSK will have

the task to limit costs and to keep tlie financial development uithin the tiame of existing
incomes. Major sources fbr cost escalation are:

r Expansion of demand by members as well as by providers. This can be contained
thror-rgh appropriate provider payment mechanisms. carefulll' desi-ened benefit
schemes and referral mechanisms, provider monitoring. and possibly co-
payments.

o Increases of prices of drugs and supplies. This can be contained through retainer
contracts and careful negotiations with suppliers benefittin-e from economies of
scale.

Fraucl can happen in many areas like

o Utilization of SSK through non-authorized persons by-passin-u on health
cards. faking means tests and declaring non-poor indir,'idr-rals as poor.
This can be avoicled thror"rgh appropriate identificatior rl';aSr-lieS ord
through good targeting.

o Billing fbr items that have not been provided. This can be avoided
through regular sample checks.

o Over-practicing, means to provide health services that are not necessary
just in order to maximize income. This can be avoided through
monitoring by sample checks.

o Under the table payments, charging of extra fees that are not officially
foreseen. This can be avoided through grievance procedures and
sanctions.

a

All these sources of fiaud and cost escalation can be prevented through appropriate
system design (provider payment, claim processing, monitoring, IT support for increasing
transparency, exit interviews of patients, and grievance procedure).

International experience shows that often the risk of fraud and increasing costs is limited
through annual or case-based caps on reimbursements. This places the risk on the
members. The Ministry considers introducing an annual benefit maximum of BDT
50,000 per household. In case a household is burdened by a catastrophic case exceeding
this limit, it is proposed that sources for additional funds may be explored, for example
the Prime Minister's relief Fund etc.
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3.8 Administration

3.8.1 SSK Cell

ln clrder to implement the health insurauce actiYities laid down in the concept note of

Shasthyo Shuroskha Karnlasuchi (SSK), the existence of an indepetrdent organizatiotl is

necessary. The nirme of the social health it]sltrance bodl ditters frotn colttltry to cottlltry'

For example, in Thailand it is called National Health Securitv Ollice (NHSO)' iu South

Korea it is 
'amed 

Nationll Health Insurance Corporation (NHIC). Hovu'ever, in order to

conciuct health insurance activities throu-eh iusurauce companies in Ban-uladesh, too, there

should be an inclependettt body like NHSO. But HEU prelers for the pilot - as a f irst step

- to set up a cell insteacl of a big organizalioll for sLrfficient reasor-ls includin-s the

minirnizilg the aclministrative cost. The name of the proposed cell is SSK Cell' The

intenrion to establish the SSK Cel1 is to kick-off the SSK scheme on a pilot basis.

SSK Cell is ir creatign of executive orcler ancl thus cannot be a legal bocly' As a

consequence HEU/MoHFW will have strong itlfluence on SSK and the SSK Cell bears

the risk ol' littlc sr-rstainability.

ln order to establish a rrore sustainable and politically independent statuary body,

HEU/MoHFW plan for the future a National Health Seclrity Office (NHSO)' Thus'

HEU/MoHFW will develop a Roadmap "FIom SSK Cell toward NHSO"' NHSO would

be developed as soon as possible and operationalized after the clecision 1br a fully fledged

SSK implementation after the pilot phase'

In the SSK ruoclel the SSK Cell will be in the centre of entire scheme. on the one hancl'

the SSK Cell will forrnulate policy clecisior-rs in consultation with the 'SSK Working

Committee', ou tire other hancl, it r,vill be responsible fbr implementation of the SSK at

facility level through engaging a 'scheme Operator' (SO)' It is important to r-Iote here that

the Health Economics Unit IHEU) will provide the SSK Cell with policy gr-ridance A

consulting company (implementing cotrsultant) to be tendered by international

competitive bidding provicie with Technical Assistance to HEU and SSK'

SSK Cel] will be respogsible fbr conclucting the following major tasks:

i. General policy and Administrative tasks

o Cali for tender as prerequisite for contracting Scheme Operator, as and when

leqttit'ed:

r procnre services relatecl to the benefit package from the health tacilities

through Scheme OPerator (SO);

o DrLrg cost surveillance ancl supplier managemetlt fbr drtrg proctlrelnent;

. SLrpport procurement Activities of Hospitals (spend the amount receivecl

l'rom SSK Scheme).

ii,ir'i',i*l;
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ii. Finance management:

. Ensure funding of SSK;

o Payments to the Scheme Operator;

. Ensure pl'oper accounting at hospitals;

o Monitorin-e of SSK related financial activities of hospitals and Scheme
Operator;

o Coordination of auditins.

iii. Targeting:

. Prepare list of BPL hor-rseholds with support from the local level committees
(see targeting manual);

o Maintain centralized member database:

o Review the list of target popr"rlation every two years.

iv. Clinical and Facility managemenr:

. Prepare and update benefit package for card holders;

o Facilitypreparation.

r Supervise Quality Management;

. Update treatment guidelines.

v. Grievance :

o Establish grievance procedure;

o Define appropriate channels of incoming complaints;

o Establish efficient distribution of the incoming complaints to responsible
persons at SSK;

o Establish grievance software;

o Follow-up of grievances, including feedback mechanisms to complainer.

vi. Expansion of the scheme:

o Provide required training and orientation to the relevant ofticials and
committee menlbers;

o Organize workshops and seminars at national and local ler,el.

o Provide feedback and policy input to the Working Committee and
Interministerial Steering Committee through HEU:

o Implementation though outsonrced provider.
:
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o Link with HEU, DGHS, and other government offices and units;
c Disseminateprograminformation;

' The health facilities will receive some liberty of using the contributions ro
their needs. However, SSK should support them, ensure that best practises
are developed and shared between UHCs and DH. Especially fbr thi area of
procllrement, specific legal know-how may be required; also a coordinated
approach may help to get good prices.

. .ii. Accreditation of health facilities:

' SSK will develop both criteria fbr and a plan of accreditation of hospitals and
execute its implementation;

. SSK will approve contracts between hospitals and SO;

o SSK will be responsible to assure medical quality (including accreditation)
and will ensure that payments are only made for treatments which satisfy
approved standards of care;

' SSK can issue a contract for technical and financial audits of hospitals to
keep the SSK"structure small and efficient at the beginning. As,the volsme of
claims grows, SSK can emproy additional staff and take over.

ir. InformationTechnology:

o Data management support;

o Software and data base support;

o Testingl

o Trainingi

. Others.

x. Monitoring and Evaluation

r Routine controls:

o Monitoring of SO;

o Coliect monthiy reports from SO;

o Monitoring of enlisted health facilities.
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o Regular sample checks:

o Examine 107o of all Claims. Reports from the data u,arehoLrse will
help to identify claims to be examined in detail;

o These will then be examined during visits to the facilities. Special
fbcus could be, for example, to:

. Avoid over-billing: Billing for items that ha'e not been
provided;

. Avoid over-practicing: Unnecessary health services to
maximize income.

3.8.2 Scheme Operator

The scheme operator of the SSK can be an insurance company or an eligible NGO to
which the task to administer SSK will be outsourced. The main goal to which the SO will
be bound is to the SSK objective "to reduce OoP payment ancl io improve access fbr thepoor through a new financing mechanism". The p.,ipor. of the Scheme Operator is to
support smooth, corruption free, and client oriented seivice throughout the pilot areas.

The Scheme operator will prof'essionally conduct core SSK operations in the following
areas:

l. SSK membership and health card managemenr;

2. SSK claims and financing management;

3. Provider management and contractiug.

Scheme Operator will have the following tasks:

o Register the beneficiaries and issue the health card using corresponding hard-and
software. The cards will be provided and clesigneo by s5r and the So will :

o Follow the list of Targer population provided by SSK;
o Structure the list, prepare Mobile Tearn activities;
o Register SSK members, issue cards to members;
o Send Members data to SSK database / Hospital database;
o Update.Membership data (through Permanent Scheme Operator Desk at

hospital or is its office in town) Database & Cards.
o Target for registration and management of SSK members, and this number should

be used fbr calculating the financial offer (increasing numbers mav be possible):

o Year 1: 20.000 households;
o Year 2:60.000 householcls;

o Year 3: 95.000 households;
o Year 4:95.000 households.
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r Renewal of SSK membership;

r Process claims ibrm UHC and DH in a standard format. The billing will be based
on case payments (cases of inpatient care) based on approx. 50 diagnoses :

o Receive Claims data from Hospital (hard copies);

o Make plausibility checks and consolidate data;

o Create monthly invoices (soft- and hardcopies) and forward to SSK;

o Calculate invoice amount based on member numbers / claiming;

o Invoice to SSK;

o Receive SSK payment;

o Pay the providers;

o Perform Financial Accounting.
Monthly reports to SSK management including a list of beneficiaries, a claims
report as well as a narrative report about experiences made;

Provide personai service to beneficiaries in terms of giving support, collecting
complaints;

r Provide support to providers in terms of billing procedures;

r Run intbrmation campaigns in the pilot areas in order to boost registration;

o SLrpport SSK with Data Qr,rality Management;

o Support SSK with Fraud detection activities;

o Report to SSK.

The Scheme Operator has to cooperate closely with SSK, and providers in the field,
which in practice means to have a representative in the UHC and/or DH.

3.9 IT
The SSK scheme will sr"rpport implementation of information technology in the following
AIEAS:

e Health card;

r Individual electronic medical record;

. Claims processing and accounting;

. Monitoring systems.

The project will equip the participating hospitals and the Scheme Operator with the
necessary soft and hardware. Information technology will facilitate access to GoB-
subsidized health care, monitoring quality of care, and efficient financial and patient
management.
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SSK needs an IT system that responds to the requirements of diff'erent Llsers and stake

' The system should provide a reliable and stable cover.age of basic patient-flow rcentred Hospitar Management functions; va,vrrL-rr( 
:

o The system should produce operational and analytical reports, includingperformance reports' that shouid contribute to a continuous process ofimprovement, thus helping to prevent fraud and misuse;
o The system should be scalable from an initial simple system into a fullyintegrated system as part of the established Health Information. Infrastructure,namely the existing DHIS2 Data Warehouse.

conceptually and at the centrar lever, the Bangradeshi Hearth MIS (DGHS MIS) wasgreatly improved o.ver-the Iast years. However, at hospitar revel basic pcs a.d Internetare not always available and data entry discipri* imii-y.i-suniclent at all levels. TheGovernmenr srraregy for the Hearth nrrs rr^ f""u;i"g-;;-op., ,ou."e and web_basedtechnology.

within MoHFW' the DGHS-MIS unit is responsible for mosr of the infbrmation sysrems.In the context of the ssK scheme, DGHS-MiS is offering irs services to DG HEU tosupport furure sysrem ser-up. Arso, in order to ud"il;;;il"rrppon the ambitious HMISinitiatives in a sustainable way, MoTIFW and Grzt ou" t.u."d up to create a proper non-profit company called HISP dangladesh (Health Information svrr.,r program). InvolvingHISP Bangradesh inro the SSK-progra;;;;i;'u. ,rrrrrr; beneficial for providingreliable technical and HR support.

DGHS MIS offers generar support to the projecr, e.g. the possibility to hosr the SSKserver free of charqe i, the ocHs MIS server room. In additior, ricrrs rrr, ,:L."rtrydefined a hospital softwa.e stra,.*, *ir[r, aro .or!rr'uncrl"a DHs. SSK can beneflrfrom rheir approach, if it aligns irr"initiuiiu" into , join, a;;;;;
The consultants suggest a two-phase approach fbr the implementation of a system tosupport the SSK operations. ftri system archirecture *iri ilar. three main componenrs.

ll!,.ff1"n 
carcl' the SSK cell nLuo oiti.e ,oftru.",--urJ'in. hospital manigemert

Regarding card management, a baseline survey team will collect beneficiary data; onthis basis the sSK cett witt prepare me.nt ersnlp cards. o.toii, or card clistribution to thebeneficiaries are defined in'the so"lo-".lnomic Study. The project shourd introduce ahousehold smart card that serves t*o- pu.pores: Identificaiion of beneficiaries andveriflcation of available budget fo. t..ut,r,i,it.^AIl purtl.lprri, *ilt ther"fore be equippedwith devices that can botf, reacl anJ write on the'sma.t' caros. under fast-trackimplementation no smart cards would be neccled. 
uarus' unoer last-tr

This hospital managemtlt.tgfjygl. approach should be in line with other HospitalManagement Initiatiies. of MoHFW, 
-irii.t 

or. uur.J on a customized openMRSconfiguration, covering ,lr. Tgll of patient registration, discharge, craims invoicing, andautomated reporring to the DMI!._n.go.oi,rg"i,orpi;i'r;;;#ir.rt, in a,first step, rrreUHCs should receive one or two pcs, f6cr-rsrng on member management and IpD.

lfi



In a later step, more PCs would be installed at one UHC, covering Registration/SSK HeLp

desk (including Emergency, Referral), the OPD Dispensary, and the MIS room
(Claiming). Hospital statistics (aggregated patient data) will be exported electronically to
DHIS2. Claims are sent electronically to the SSK Cell software. Patient flow procedures
and related fbrms and tbrmats should be standardized and it should be ensured that
electricity sr"rpply and technical support of devices and network are available at all tiines.
The training plan foresees month 12-30.

The implementation of the second step of the hospital management step witl be
coordinated with the roli-out plans of DGHS-MIS. It should be built on the experiences
from the first phase.

Refemals will be supported on the basis of print-outs and treatment data written to the
card. The ref'enal Hospital will have the same set-up of one or two PCs and card reading
devices.

For the SSK Cell head offices, a centralized SSK data warehouse should be established,
which could be hosted in the DGHS-MIS server room but would be under control of the
SSK Cell.

This centralized system (Data Warehouse and Reporting Systern) serves to provide
benefit cost codes and values to the different hospital and card systems. Also, this data
warehouse receives electronic copies of all member and claims data from hospitals. The
main function of the data warehouse is to provide reports based on this data, both
automated standard reports and ad-hoc analytical reports. For monitoring purposes, the
SSK software will have automatic routines for claims verification, monitoring of the
hospitals efficiently, disease patterns, and of possible fraudulent activities.

Suggestions fbr the procurement of hardware and software as well as a training plan and
training cost estimations have been created and are annexed to the IT study in order to
provide MoHFW with the necessary basis for the successful implementation.

Finally, it shor-rld be mentioned that the IT system has to pay attention to issues of
protection of personal data.

3.10 Quality Improvement & Patient Safety

It is intended to establish an appropriate system for quality of care & patient safety dLrring
the pilot period of the project. Total Quality Management (TQM) approach witll be
introduced in SSK pilot facilities step wise (5S-CQI-TQM) Incentives for following the
quality Improvement procedures will have to be defined. if incentive payments are part of
the SSK scheme, these should only stafi afier ensuring the standard of quality services in
the facility. The participating facilities should be guided through quality standard
operating producere (SOP) and clinical management protocol.

Quality Assurance is not a task for SSK (alone). Quality Assurance is a general task for
the health system. HEU is working on this issue and Quality Management in general is
reflected in the SSK concept. The clinical treatment guidelines and protocols are one tool
of Quality Assurance sr-rpported by HEU and to be implemented by SSK Cell. For details
we kindly ref'er to annexes 2 SSK Cell manual and 12 Clinical Guideiines.
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3.11 Long Term perspective

As a mediurn-term goal it is expected that the SSK scheme will be successful inincreasing access ro care for the ptor and in raising uril;;i;; rares, which are row inBangladesh in comparison to other countries. It is likery that better hearth care for thepoor will increase hearrh expenditures, which onry can;" ii;;;;;;;##:;;"_public budger and from SSK.

ln thl,first.phase only the porr will be covered. In the Iong run paying members need tobe included' However, the iombination of the SSK with vo]untary health insurance is notsustainable, because it must be expected that only the ,.bad ,irtr,, will be interested toregister fbr SSK membership (adverse risk seleltior). il, tt, p..f"o"d option is tointroduce compulsory health lr*.ur.. (firstly for the iormal ,L.,o.) during the pilot toovercome the problem of adverse risk selection. Additional revenue wil be generatedincluding above-poverty-rine members (ApL) in the ,"r,.*". The combinat_ion withcompulsory health insurance appears much 
.more 

pro,,ird'I, ;;il;ffi;;";"ilr,cross-subsidizi,g, and also in ..r.rr" generation toirrtrr"..?le up and susta;;rability.

f.lllas t h:gh responsibility of using all possible measures for cosr conrainmenr. Mainrnstrument of cost containment will be:

o A list of essential 'tlrugs.

o Prescription anci treatment guiclelines;
c Regular audits;
o Co-payments for patients.

The SSK scheme, as mentioned above, in the long run will operate through anautonomous and independent public corporation, the Nirso, under the oversight of theGovernment' This will ensure efficiency in the system, *iri"r, is needed to split thefunctions of purchaser-provider mechanism. The proposed setup of the NHSo is to bedeterrn ined.

The extension of the sSK scheme to lower levels of hearth care is desirable to provide acomprehensive benefit package and strengrhen ref'erral ,tr;;;r. As long as ourpatientservices zu'e fiee, it does not make sense to introduce claims ,"1-uurr.*ent systems atIower levels' If user fees for outpatient carc are introduced during the course of theproject' the sSK scheme can be expanded to cover those fels in lower level heaithfacilities' although the logistic challenges of instaring reimbursement mechanisms inhundreds of facilities, some of which may- not have electricity, are considerable. Alsointroduction of the electronic patient ,ecord coulcl be considerld in those facilities at alater stage of the scheme.

r*** :$htt su*t[ntrt-**im,a*
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4 TMPLE,MENTATION
4.1 EstablishmentofSSKCellandSchemeOperator

During the kick-off of the pilot phase there rvili be a temporary shape of SSK and the

following steps will be implemented:

r The institr-rtional setup for SSK Cell and later on NHSO must be created;

o Procedures and structures must be developed;

r Personnel must be nominated, which should be comprised of experiencecl

members of GoB and Civil SocietY;

t Capacity building is needed;

. A legal and/or contractual and statutory framework must be created and approved

by GoB.

The roles of SSK and the Scheme Operator will include the followings:

. SSK Cell:

o Act as fund-holder for contributions and manage the health insurance
- fund;

o selection and accreditation of appropriate service providers;

o Monitoring and Evaluation;

o Finance and administration.

. Scheme Operator:

o Enrolnent of Lreneficiaries - mainly poor; issuance Health Cards with

local administrative support.

o Contracting with approved providers;

o Claims processing and provider payment;

o Revenue(contribution)coliectiorl;

o Creation of clata base and receiving electronic reporting fi'om Scheme

Operator of insurance services for monitoring purposes;

. Scaiing-up by GoB:

o Development of tools/ mechanism for impiementation and scale-up;

o Setting-r:p the insurance fund country-wide within 5 years;

o Implementation and operationalization of Capacity building;

o Monitoring and evaluation of the implementation;

o Contract private hospitals at some stages under PPP.

+
+iriGEI';

.ii!j 'r,,nd

t\
r;:rl;;ii{.,=

,j"rffr++ii

+t'a'i'i'

h,

#ffif,f;;r

,r,!,F.{s#

;.i1.i-#,.1

#+IEtfrl*sii

,riil: 'l
qfE$Il:

,t tl.

\,-s.#,

,'XP,fF

i'.sTr,4

.l\lin++.
1'.
+,Hufl'

-f!' -:,
itqq#

31

$$ailt:liii,snrCIffi,f m;$ermrlrnthiitfi $
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4.2 Inter-ministerial Steering Committee (IMSC)

It is important to ensure that the project has a forum for raising and resolving issues that
will inevitably arise during the long process of implementation. For better cooidination of
pilot activities, an Inter-ministerial Steering Comminee uuder the Chairmanship of the
Honourable Minister, MoHFW was established as per 4 January 2012.

This Inter-ministerial Committee should meet at 3-month intervals to guide and inform
pilot activities. It is intended that this Committee will provide directions and advice to the
Working Committee as well as feedback to the Honourable Minister to keep him
informed about progress of this very important initiative.

4.3 Working Committee (WC)

The Working Committee was established as per 3 January 2012, and, is headed by the
Sect'etary, MoHFW. This Committee shall provide some advisory service to the boih the
HEU and the SSK Cell fbr implernenring the project.

4.4 ParticipatingHospitals

Hospitals in the pilot areas will be contracted by SSK and later on by NHSO. These
hospitals mLrst:

o Sign a contract with SSK Cell, which lays downthe services to beproyided and
the payments dr_re;

e E'nsttre availability of medicines and medical consumables fbr the target group
either from the MoHFW and DGHS supply chain or by local purchase;

r Ensure a wornen and child friendly environment;
o Introduce separate auditabie bank accounts fbr receiving SSK payments,
o Introduce computerized accounting systems allowing to trace SSK revenues;
o Introduce (electronic) claiming and invoicing;
r Follow medical treatment guidelines, which will be stipLrlated by MoHFW and/or

o Maintain full patient records, both in hard copy and as electronic patient record
fbr auditing purposes;

r Produce electronic activity reports, which shall be Iinked with SSK systems as
needed.
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5. Monitoring & Evaluation

Monitoring wiil shows us how the SSK is doing on an ongoing basis by tracking inputs
and outputs to assess whether the scheme is peiforming uJ.oriing to plan. A functional
MIS is essential to do effective monitoring. Itls used on"a day-to-day basis and facilitates
regular follow-up of activities and finances during implemlntation. The MIS data can
also be used to evaluate the performance of the SSk bythe management team as well as
through internal and external audits.

,rir

illrrEitjl;l

lti'i"F!:

=-..,'"# rsFri!

4i;iii'lll",:1+

:l l:.rnjit,i:

= i.,
l,r
iia.:liEiiit,:

Key Monitoring indicators can be classified into three categories:
E ssK Targeting / BpL identification/ claim related performance
ll Financial perfbrmance,

L Facility Management

5.1 SSK Monitoring and Evaluation framework
A well thought out monitoring and evaluation framework for SSK can assist greatly withthinking through SSK programmatic strategies, objectives and planned u.rjuli"l, -awhether they are indeed the most appropriate ones to implement.

- Monitoring and evaluation frameworks:

o Assist in understanding and analysing a programme

' HelP to develop sound monitoring and evaluation plans and implementation of
monitoring and evaluation activities

' Define relationships among inputs, activities, outputs, outcomes and impacts

' Clarify the relationship between programme activities and external factors.

' Demonstrate how activities will lead to desired outcomes and impacts, especially
when resources are not available to conduct rigorous impact evaluations. They
often display relationships graphicaily.

Deveioping a coffesponding monitoring and evaluation plan that acts as a monitoring toolby defining how information from the programme will be tracked. Developin! theframework and plan before activities are implernented.

5.2 steps in Developing Monitoring and Evaluation Frameworks

1. Determine the purposes of the monitoring and evaluation mechanisms and
assess the information needs of each actor.

2' Ensure prevention and response interventions have clearly defined objectives,
outputs and indicators;

3. Establish coordinated and common reporting tools;
Determine methods for obtaining information on indicators;
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4. Assign responsibilities for information gathering, determine time frame andfrequency ofdata collection, and allocate resources; and
5' Establish mechanisms for sharing information and incorporating results intoprevention and response planning.

Evaluating impacts 
?f fss in terms of equity, efficiency, and effectiveness requires rheuse of analytical methodology that cannot te iully rorn-uiir"i in this brief document.Briefly, a complete picture oi the scheme's impact can be obtaineo through measurementof changes in health status, financial risk protectior, u"""r. to health care, servicedelivery efficiency, and quality of care.

Public satisfaction is another important dimension. A comprehensive evaluation of SSKcannot be conducted in a short time frame becaur" rorn" i*pucts, such as changes inhealth status, will only be observed in the long term.

List of indicators by type of impact are listed below
I. Health status change
2. Financial risk protection
3. Client satisfacrion
4. Change in access bamiers
5. Efficiency gains or losses in service delivery
6. Non Health Areas
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Figure 5: Conceptual framework
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