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ABSTRACT

Many countries and economies around the world strive for universal health
coverage, and an essential package of health services (EPHS) offers a central policy
instrument to achieve that aim. An EPHS defines the coverage of services the
country or economy makes available, the proportion of costs covered by different
financial schemes, and who can receive the services. This chapter reports on the
development of an analytical decision-making framework for EPHS revision and

a review of practices of six economies presented in this volume (Afghanistan;
Ethiopia; Pakistan; Somalia; Sudan; and Zanzibar, a semiautonomous part of
Tanzania), as well as lessons from India.

The analytical framework distinguishes the practical organization, fairness, and
institutionalization of decision-making processes. The review shows that these
economies (1) largely follow a similar practical stepwise process but differ in their
implementation of some steps, such as the choice of decision-making criteria;

(2) promote fairness in their EPHS process by involving a range of stakeholders,
which in the case of Zanzibar included patients and community members; (3) act
transparently in at least some of the steps of their decision-making process; and
(4) in terms of institutionalization, express a high degree of political will for
ongoing EPHS revision, with almost all having a designated governing institute for
EPHS revision.
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The lessons in this chapter indicate that countries and economies should organize
meaningful stakeholder involvement and foster the transparency of the decision-
making process, because those approaches are key to fairness in decision-making.
Countries and economies should also take steps toward the institutionalization of
their EPHS revision processes.

INTRODUCTION

Many countries and economies around the world strive for universal health coverage
(UHC), to provide the health services their populations need without causing
financial hardship. An essential package of health services (EPHS) offers a central
policy instrument to achieve that goal, because an EPHS defines the coverage of
services available, the proportion of costs covered under different financial schemes,
and who can receive the services. Such an EPHS can guide both the delivery of

care and the associated resource allocation, including human resources, provider
payment, procurement, and budgeting (Baltussen et al. 2016; Chalkidou et al. 2016;
Glassman, Giedion, and Smith 2017).

Traditionally, analytical work to support EPHS revision has emphasized evidence

and analysis of themes such as effectiveness, safety, cost, cost-effectiveness, burden

of disease, and budget impact of health services (Baltussen et al. 2016). Only recently
has attention been paid to the process of EPHS revision. The way a country or
economy organizes its decision-making process can have far-reaching consequences
for the content, fairness, and impact of its EPHS (Bertram, Dhaene, and Tan-Torres
Edejer 2021; Castro, Suharlim, and Kumar 2020; Glassman, Giedion, and Smith 2017;
iDSI 2018; Ottersen et al. 2014; Terwindt, Rajan, and Soucat 2016; Verguet et al. 2021).

This chapter reviews the experience of six economies (Afghanistan; Ethiopia;
Pakistan; Somalia; Sudan; and Zanzibar, in organizing their EPHS decision-
making processes and substantiates that experience with lessons from India. The
selection was based on their use of evidence from the third edition of Disease
Control Priorities (DCP3)! in EPHS revision, and subsequent involvement in the
DCP3 Country Translation Review Initiative. The review team included persons
leading and involved in the management of EPHS development and revision in

the six countries and economies during the period 2019-22, and all of whom are
listed as authors of this chapter. For the review, the team developed an analytical
framework including a country or economy information template (annex 15A)

on the decision-making process for EPHS revision. That framework was based on
intensive discussions using several review rounds among all authors, with reference
to guides relevant to EPHS revision (Bertram, Dhaene, and Tan-Torres Edejer 2021;
Castro, Suharlim, and Kumar 2020; Glassman, Giedion, and Smith 2017; Ottersen
et al. 2014; Terwindt, Rajan, and Soucat 2016). The team also developed general
recommendations on how countries and economies can improve their current
EPHS revision process, on the basis of review results, discussions among authors,
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and available sources on EPHS revision. Recognizing, however, that countries and
economies will have their own decision-making processes, this chapter does not
provide a blueprint for EPHS revision.

Because countries differ in their institutional arrangements regarding EPHS
revision, this chapter uses the term “governing body” when referring to the principal
agency governing the EPHS—often the Ministry of Health or an agency external

to it. It also refers interchangeably to “countries,” using the term also to relate to
governing bodies in countries. Whenever the chapter uses “EPHS revision,” that
term may also refer to EPHS design if a country has yet to establish its EPHS.

ANALYTICAL FRAMEWORK

The analytical framework distinguishes three interrelated topics of a country’s
decision-making process: practical organization, fairness, and institutionalization
(figure 15.1). To address practical organization, the team developed a seven-

step EPHS revision process, informed by several sources and the six economies’
experience on questions such as what evidence must be collected and for which
services, who should decide which services to include and on what basis, and how

to take the current health system into account (Bertram, Dhaene, and Tan-Torres
Edejer 2021; Castro, Suharlim, and Kumar 2020; Glassman, Giedion, and Smith 2017;
Oortwijn and Baltussen 2021; Ottersen et al. 2014; Terwindt, Rajan, and Soucat 2016).

Figure 15.1 The Stepwise EPHS Revision Process

A. Install an advisory committee
B. Map and select services for evaluation

ssaulieq

C. Define decision criteria for prioritization of services
D. Collect evidence on decision criteria for each service
E. Prioritize services

uonezijeuonnysuj

F. Integrate implementation planning into EPHS revision
G. Communicate decisions and establish an appeal mechanism

Source: Original figure developed for this publication.
Note: EPHS = essential package of health services.

The fairness of EPHS revision refers to the reasonableness of decisions as perceived
by domestic stakeholders, an important requisite for societal support for the final
EPHS (Daniels 2000; Ottersen et al. 2014). There is growing acknowledgement of
the need for decision-makers to organize fair processes and to do so in a pragmatic
manner (Daniels 2000; Ottersen et al. 2014). The team used the evidence-informed
deliberative processes framework, which distinguishes four elements that countries
can use in each step of their decision-making process to foster the fairness of

their process: meaningful stakeholder involvement, ideally operationalized
through deliberation; evidence-informed evaluation; transparency; and appeal
(Oortwijn, Jansen, and Baltussen 2022).
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Institutionalization refers to how a set of activities becomes an integral part of a
planning system and becomes embedded in ongoing practices (Bertram, Dhaene,
and Tan-Torres Edejer 2021; Machado-da-Silva, Fonseca, and Crubellate 2005).
Countries and economies may want to institutionalize the decision-making process
to facilitate any ongoing EPHS revision and realize a lasting impact on the EPHS.
The institutionalization of EPHS revision relates to issues such as legal framework,
governance, and capacity.

The following sections describe the seven steps of the EPHS decision-making
process. For each step, the sections provide review results of how the six
economies implemented the steps. The subsequent section provides review
results on the topic of institutionalization. Refer to table 15.1 for a list of the
general recommendations.

Table 15.1 Recommendations for Implementing an EPHS Decision-Making Process

Step A. Install an advisory committee

1. Have a governance structure in place that clearly describes the roles and mandates of the various
institutions and stakeholders involved.

2. Install an advisory committee whose main task is to prepare recommendations on EPHS revision
to the final decision-maker.

3. Install technical task forces that can support the advisory committee.

4. Compose the advisory committee so that it reflects the diversity of social values present in the
population and involves nonhealth professionals as well as health experts.

5. Describe the membership and recruitment process of the advisory committee in a publicly
available document.

6. Actively involve all relevant stakeholders in the decision-making process—for example, through
participation, consultation, or communication.

Step B. Map and select services for evaluation

1. Assess which model package (such as the DCP3 HPP or EUHC) is most relevant to the decision-
making context.

2. Assess the relevance of included services relative to the sociocultural and epidemiological
context, and compare the resulting list of services with the existing package.

3. Decide whether to evaluate all services in detail or to concentrate evaluation activities on a
selected set of services.

4. Involve stakeholders in the selection of services, and describe the process in a publicly available
document.

Step C. Define decision criteria for prioritization of services
1. Define decision criteria in consultation with stakeholders and consider their values.

2. Describe the decision criteria and their selection process in a publicly available document.

table continues next page
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Table 15.1 Recommendations for Implementing an EPHS Decision-Making Process
(continued)

Step D. Collect evidence on decision criteria for each service

1.
2.

Organize an independent review of quality of evidence by stakeholders and experts.

Make the used evidence available publicly.

Step E. Prioritize services

1.

Present evidence in a way that is easily accessible and understandable by the advisory
committee.

Use a structured approach to interpret the evidence and to trade off decision criteria, such as
qualitative, quantitative, or decision rules analysis.

Always include a deliberative component in this structured approach to secure the quality of the
decision.

Involve stakeholders in the prioritization of services.

Describe the prioritization process in a publicly available document and report on the
deliberations and the underlying argumentation for specific decisions.

Step F. Integrate implementation planning into EPHS revision

1.

3.

Establish a plan that describes how services are implemented in terms of various health
system aspects such as co-payments, delivery platform, health system barriers, and required
investments.

Secure an integrated service delivery—that is, include foundational services for undifferentiated
conditions in the package and coordinate services across different levels of the health system to
foster continuity of care.

Develop the implementation plan in conjunction with stakeholders and make it publicly available.

Step G. Communicate decisions and establish an appeal mechanism

1.

Ensure that EPHS coverage decisions are communicated to all relevant stakeholders, using a
variety of channels.

Establish a protocol for appeal, including the requirements regarding provision of new evidence
and clear revision rules.

Institutionalization

o o &~ w

. Institutionalize the decision-making process for ongoing EPHS revision.

Establish an explicit requirement—such as a legal framework—that ensures ongoing EPHS
revision.

Designate an institution for governing ongoing EPHS revision.
Describe the EPHS revision process in a formal document.
Secure sufficient funds for EPHS revision.

Secure sufficient technical capacity for EPHS revision and make plans to improve capacity when
insufficient.

Source: Original table developed for this publication.

Note: DCP3 = Disease Control Priorities, third edition; EPHS = essential package of health services;
EUHC = essential universal health coverage; HPP = high-priority package.
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STEP A. INSTALL AN ADVISORY COMMITTEE

Advisory committee. Countries and economies can install an advisory committee—
that is, a central decision-making committee that prepares recommendations on
EPHS revision for consideration by the final decision-maker, typically the Ministry
of Health (Bertram, Dhaene, and Tan-Torres Edejer 2021). In developing its
recommendations, the committee makes scientific and social judgments on the
coverage of services, costs, and populations in the health benefits package (Oortwijn
and Baltussen 2021). To avoid cognitive overload, the advisory committee can
receive support from subcommittees that develop preparatory recommendations

on specific disease programs. The governing body may also wish to install technical
task forces that can assist the advisory committee, for example, in terms of evidence
collection (Oortwijn and Baltussen 2021). Analysis shows that all six focus
economies had an advisory committee in place, often assisted by subcommittees and
receiving some form of technical support (table 15B.1 in annex 15B).

Stakeholder involvement. Given that the advisory committee informs public
decision-making, its members should ideally reflect the needs and interests of the
broader public (Bertram, Dhaene, and Tan-Torres Edejer 2021). The composition of
the committee should mirror the demographic and social diversity of the population
and its social values, needs, and preferences; the committee can involve both health
experts (such as clinicians, public health professionals, program managers, and
patient organizations) and nonhealth professionals (such as community members,
policy makers, politicians, researchers, development partners, and civil society)
(Kunz et al. 2012). Countries and economies often neglect the critical and valuable
practice of involving community representatives in advisory committees.

Decision-making processes can involve such stakeholders in three different ways
(Abelson et al. 2016). First, stakeholders can participate in meetings and engage

in deliberations with or without voting. Second, they can be consulted—that is,
involved in nondeliberative ways, such as through the provision of verbal comments
at meetings. Finally, stakeholders can receive communication informing them about
the processes and/or decisions. The review for this chapter shows that, in four of
the focus economies (Afghanistan, Ethiopia, Pakistan, and Zanzibar), advisory
commiittees and subcommittees involved stakeholders such as health professionals,
provincial representatives, and development partners. In Zanzibar, the committee
also involved patient representatives and people from within the community.
Stakeholders actively participated in deliberations in all countries, with stakeholders
in Pakistan also having voting rights.

Conflict of interest and transparency. Because the advisory committee is ideally
independent and free of undue external influences, it should not include stakeholders
with interests in specific services (Oortwijn and Baltussen 2021). If potential conflicts of
interests do exist, they can be openly declared (as occurred in Pakistan), with appropriate
steps taken to resolve any conflicts identified (NICE 2019). Countries and economies
can describe the membership and recruitment process in publicly available documents,
as four of the six did (Afghanistan, Pakistan, Sudan, and Zanzibar), and typically in a
written report. In Somalia, that information was proactively sent to stakeholders.
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STEP B. MAP AND SELECT SERVICES FOR EVALUATION

Countries and economies can use model packages as a starting point for their EPHS
revision to describe a set of services typically included in an EPHS. Central to DCP3

are (1) the high-priority package, which includes 108 services and is most relevant

for low-income countries, and (2) the essential universal health coverage package,

which includes 218 services and is most applicable to lower-middle-income countries
(Oortwijn and Baltussen 2021). However, countries and economies may wish to combine
the DCP3 packages with other recommended packages or listings of services, such as the
UHC Compendium,? in order to have a more comprehensive starting point for analysis.
The review for this chapter shows that the economies used various packages as the
starting point of analysis (table 15B.2 in annex 15B). Three countries (Pakistan, Somalia,
and Sudan) used the DCP3 essential universal health coverage package, Somalia

added services from the UHC Compendium reflecting the need to cover services for
common symptomatic presentations, and Sudan added services from the World Health
Organization Eastern Mediterranean Region UHC Priority Benefit Package. Afghanistan
used the DCP3 high-priority package as a starting point for its analysis.

Countries and economies can involve stakeholders in the selection of services for
evaluation and describe the process in a publicly available document. In most cases,
stakeholder involvement occurred through membership in subcommittees. Two
countries (Afghanistan and Somalia) made information on the selection of services
public.

STEP C. DEFINE DECISION CRITERIA FOR PRIORITIZATION
OF SERVICES

Decision criteria reflect the broad goals of a country’s or economy’s health system
(for example, maximization of population health, fair distribution of health, and
financial protection) and underlying values (for example, equity, solidarity, and
access to good quality care) (Bertram, Dhaene, and Tan-Torres Edejer 2021; Tromp
and Baltussen 2012). The advisory committee can use decision criteria for the
assessment and subsequent appraisal of services; in this way, recommendations

on the inclusion or exclusion of services in the package of essential health services
are based on social preferences. Countries and economies are generally advised

to define such decision criteria in consultation with stakeholders and to consider
their different needs, interests, and values (Bertram, Dhaene, and Tan-Torres Edejer
2021). Such a consultation can be organized in various ways, for example, through a
policy document review, survey, or workshop. Countries and economies can publish
decision criteria in a publicly available document.

Analysis for this chapter shows that economies most frequently used cost-
effectiveness as a criterion (Ethiopia, Pakistan, Somalia, Sudan, and Zanzibar),
followed by financial risk protection and equity (Afghanistan, Ethiopia, Pakistan,
and Zanzibar) and budget impact (Ethiopia, Pakistan, Somalia, and Sudan) (table
15B.3 in annex 15B). Less commonly used decision criteria concerned feasibility/
health system capacity (Afghanistan, Pakistan, Somalia, and Sudan), economic
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impact (Pakistan), and social and cultural acceptability (Ethiopia and Zanzibar).
Both Somalia and Sudan used integrated service delivery as a criterion. In five
economies, stakeholders were involved in the definition of decision criteria
(Ethiopia, Pakistan, Somalia, Sudan, and Zanzibar). In Pakistan, decision criteria
were based on a policy document review, followed by a survey among stakeholders
and consultation in a workshop (annex 15C). Several economies reported on
decision criteria in publicly available documents (table 15B.3).

STEP D. COLLECT EVIDENCE ON DECISION CRITERIA FOR
EACH SERVICE

Developing an EPHS should ideally be based on explicit criteria and the most
updated local evidence available (Bertram, Dhaene, and Tan-Torres Edejer 2021;
Glassman, Giedion, and Smith 2017). As noted earlier, some of the most commonly
used criteria included burden of disease, equity, financial risk protection, and
cost-effectiveness. For illustrative purposes, annex 15D describes the use of local
evidence in Afghanistan (Blanchet et al. 2019), and annex 15E describes the use of
cost-effectiveness in the countries.

The governing body can organize a review of the quality of evidence by experts
and/or stakeholders before using that evidence to prioritize services—all six countries
and economies have such a mechanism in place. Countries and economies are
generally advised to make public the evidence used in defining the EPHS (Bertram,
Dhaene, and Tan-Torres Edejer 2021). Most in the review shared that evidence either
on a website, in a report, or in a document sent to stakeholders (table 15B.4).

STEP E. PRIORITIZE SERVICES

In the appraisal step, the advisory committee interprets the results of the assessment
in a broad perspective and then formulates recommendations for decision-

makers. Governing bodies can best present evidence to make it easily accessible

and understandable by the advisory committee (Oortwijn and Baltussen 2021).
Subsequent deliberation or discussion can offer a way of interpreting the evidence
and developing social and scientific judgments. The central challenge in such
deliberations involves trading off the different decision criteria.

A performance matrix can be a useful starting point; it simply presents the
performance of a service against the decision criteria (Baltussen et al. 2019).
Advisory committees have different options for interpreting the matrix.

First, they can undertake a qualitative approach, which simply involves deliberating
on the performance matrix using explicitly defined criteria. Second, they can adopt a
quantitative approach, typically referred to as a multicriteria decision analysis, using
scoring and weighting techniques. In practice, however, the multicriteria decision
analysis has important methodological challenges such as the neglect of the principle
of opportunity costs (Baltussen et al. 2019). Third, they can use an approach with
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decision rules, interpreting the performance matrix using a set of simple rules—for
example, first ranking services by cost-effectiveness and then using deliberations to
assess whether other criteria may affect the ranking. Irrespective of the approach,
countries and economies may always want to include a deliberative component in
their appraisal process and to report on decisions, including argumentation, in a
publicly available document (Baltussen et al. 2019). Five economies (Afghanistan,
Ethiopia, Pakistan, Somalia, and Zanzibar) used a qualitative approach, and one
(Sudan) used a combined qualitative and quantitative approach (table 15B.5).

All reviewed economies used deliberation in their approaches.

Other Aspects of Prioritization

Stakeholders involved in the prioritization of services need to have the necessary
capacity and sufficient training for the task at hand (Surgey, Mori, and Baltussen
2022). All six focus economies involved a wide range of stakeholders in prioritizing
services. In addition, it is generally recommended that countries and economies
consider the available fiscal space in the prioritization of services (Glassman,
Giedion, and Smith 2017).

Although, for the sake of fairness, reimbursement decisions are ideally reached

by consensus, in some cases stakeholders may, for a variety of reasons, continue

to disagree. The advisory committee can also reach a decision by majority voting
when consensus is not otherwise achievable (Oortwijn and Baltussen 2021). All six
reviewed economies aimed to reach consensus, and Pakistan used majority voting
when stakeholders could not reach consensus.

No economy conducted its committee meetings in public. Only Afghanistan made
the recordings/proceedings of the committee meetings available to the public. In all
countries, publicly available documents described the prioritization process.

STEP F. INTEGRATE IMPLEMENTATION PLANNING INTO
EPHS REVISION

Countries and economies can establish a plan that describes implementation of
services in terms of various health system aspects, such as co-payments, delivery
platform, health system barriers, and required investments. They may want to
make special efforts to secure integrated service delivery—that is, to include
foundational services in the package for undifferentiated conditions such as
cough or fever, and to coordinate services across different levels of the health
system to foster continuity of care. Such a plan can be developed in conjunction
with stakeholders and described in a publicly available document. Four
reviewed economies (Ethiopia, Pakistan, Somalia, and Zanzibar) established an
implementation plan as an integral part of their EPHS revision (table 15B.6 and
annex 15F). Most considered co-payments, delivery platforms, health systems
barriers, and investments; and five also involved stakeholders. Five economies
made the implementation plan publicly available.
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STEP G. COMMUNICATE DECISIONS AND ESTABLISH AN
APPEAL MECHANISM

Communication and appeal are important features that enhance the legitimacy
of decision-making by making the decision and underlying argumentation
public. Countries and economies should strive to ensure that they communicate
EPHS coverage decisions to all relevant stakeholders, using a variety of channels
(Bertram, Dhaene, and Tan-Torres Edejer 2021). All reviewed economies had
communication strategies in place to inform stakeholders.

Appeal refers to the need for a mechanism that gives stakeholders the possibility to
apply for a revision of a decision, or to provide (new) arguments or evidence and
receive a reasoned response (Daniels 2000). Countries and economies can establish a
protocol for appeal, including the requirements regarding provision of new evidence
and clear revision rules. Various focus countries had appeal mechanisms in place
(table 15B.7).

INSTITUTIONALIZATION

The economies had varying experiences regarding institutionalization of their
decision-making process (refer to table 15B.8 and annex 15G for an example

on Sudan). Although most demonstrated a high political will for ongoing EPHS
revision, only Ethiopia established that will through regulation. Most economies
designated a governing institute for EPHS revision. In addition, countries had
recently revised their EPHSs, and most countries therefore had a good description
of the decision-making process. That process nevertheless needs to be endorsed
as an established procedure in the health system and described in a formal
document.

CONCLUSION

This chapter reviews the experiences of six economies in terms of their decision-
making processes for EPHS revision. The analytical framework on the practical
organization distinguished several distinct steps, finding that all the economies
appear to have applied those steps. This finding confirms the relevance and validity
of the framework: economies embarking on a similar exercise should follow the
same stepwise approach in shaping their decision-making process.

The steps, however, should not be considered as prescriptive or formulaic. Countries
and economies are encouraged to adapt the number, order, and contents of steps to
fit their own decision-making context. The reviewed economies indeed differed in
their implementation of various steps—for example, on the use of subcommittees to
support the central advisory committee. Countries and economies can learn from
each other and select best practices accordingly. Not all countries and economies
necessarily design or revise their health benefits package following the stepwise
decision-making process described in this chapter. For example, box 15.1 illustrates
the case of India.
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Box 15.1

The Process of Health Benefits Package Revision in India

India has in recent years designed its benefits package for two flagship federal
programs under the Ayushman Bharat reforms. One program expands the
package of comprehensive primary care services to include noncommunicable
diseases; ophthalmic and ear, nose, and throat care; oral health care; elderly and
palliative care; emergency care; and mental health services at frontline public
facilities across India through upgrading existing frontline primary health
infrastructure into health and wellness centers. The other program, Pradhan
Mantri Jan Arogya Yojana, provides tax-financed health insurance coverage for
a package of inpatient secondary and tertiary hospital care to 100 million poor
and near-poor families at both public and empaneled private facilities. In both
programs, specialist committees were established to determine the inclusion

of services, considering evidence on burden of disease, comprehensiveness,
financial risk protection, equity, and cost-effectiveness. On the latter, the
government also commissioned studies to assess the cost-effectiveness of some
of the interventions including screening for cervical cancer, diabetes, and
hypertension under the health and wellness center reforms.

Source: Refer to chapter 10 in this volume.

As with their practical organization, the economies shared many characteristics

on how they promoted the fairness of their decision-making process. For example,
all organized some form of stakeholder involvement, although its implementation
differed in terms of (1) number of stakeholders involved (Ethiopia involved no
fewer than 80 stakeholders), (2) type of stakeholders involved (Zanzibar sets a nice
example on patient and community involvement), and (3) mode of involvement
(Pakistan allowed all stakeholders to fully participate in meetings, with voting
power). Meaningful stakeholder involvement is key to fair decision-making
processes, and countries and economies are advised to prioritize it when revising
their EPHS development or revision process. In addition, all were transparent in
terms of at least some of the steps of their decision-making process, for example,
on the governance structure or on the decision criteria. Countries and economies
should be attentive to the need for transparency in all steps and describe those steps
in publicly available documents. When necessary, informing stakeholders on the
decision-making process may require proactive efforts.

The review on institutionalization shows that all six economies had a high degree

of political will, an institution to pursue the work, the required capacity, and an
explicit prioritization process. In addition, the economies secured financial resources,
either from domestic sources or development aid. In most cases, however, the work
was considered a project and not an ongoing activity embedded in the respective
health systems. Countries and economies are strongly advised to foster the
institutionalization of their EPHS development/revision process (Verguet et al. 2021).
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All six economies provide successful examples of EPHS development and revision.

In other countries, despite initial intentions, the process of defining or revising the

EPHS has not yet started or, if it has begun, has not led to the final list of services

as a package. This chapter reviews only successful experiences and does not cover

lessons learned from possible failures.

ANNEX 15A. COUNTRY AND ECONOMY INFORMATION TEMPLATE

A. Install an advisory committee.

L.

Have advisory committees, program area advisory committees, and/or
Technical Working Groups been established? Describe membership in terms
of number and affiliation.

How were members selected?

Do members need to sign a conflict-of-interest form before they are
installed?

How were stakeholders involved? Describe their involvement in terms of
communication/consultation, participation without voting, participation with
voting, and how the process was organized in practice.

Did committee members and stakeholders receive training on the EPHS
process? Describe.

Is the membership and recruitment process described in a publicly available
document?

Has a link been established with the Ministry of Health and Ministry of
Finance? Describe.

B. Map and select services for evaluation.

1.

How did the country select services for evaluation—that is, for detailed
evidence-based assessment (for example, compare existing package to DCP
high-priority package)? Describe.

How many services were evaluated? Describe if evaluation was limited to
certain DCP program areas and/or delivery platforms.

Were stakeholders involved in selecting services for evaluation? If so, describe
which stakeholder groups and how.

Is the selection of services for evaluation described in a publicly available
document?

C. Define decision criteria for prioritization of services.

1.

How were decision criteria defined? Please describe if definition was based
on a survey, identification of social values through document analysis, or a
combination.

Were stakeholders involved in the definition of decision criteria? If so,
describe which stakeholder groups and how.

Which decision criteria were identified?

. Were decision criteria operationalized in a way that allows evidence

collection on these criteria?
Are defined decision criteria described in a publicly available document?
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D. Collect evidence on decision criteria for each service (note that, following

the scope of the chapter, this step does not make an inventory of sources and

methods of data collection, except for cost-effectiveness).

1. How was evidence on cost-effectiveness collected? Describe, for example,
review and contextualization processes.

2. Was the quality of evidence reviewed by experts and/or stakeholders? If so,
describe which experts/stakeholder groups and how.

3. Is the collected evidence available in a public document?

E. Prioritize services.

1. How was evidence presented to the advisory committee or Technical
Working Groups (for example, through color-coded evidence briefs and/or
summary tables)?

2. Did committee members deliberate on the prioritization of services? If so,
describe whether they followed a structured process to interpret the evidence
and trade-off criteria (for example, weighing and scoring, or first ranking on
cost-effectiveness and then modifying rankings in deliberations).

3. How was reference made to the overall available fiscal space? (Were costs of
prioritized services added up to a total budget, and was an explicit budget
constraint used?)

Were feasibility concerns included in the prioritization of services?

5. Were stakeholders involved in the prioritization of services? If so, which
stakeholder groups and how? (communication/consultation/participation
without voting/participation with voting)

6. What is the mandate of the committee—to develop recommendations or
to make decisions? If it is to develop recommendations, to whom was it
presented for endorsement?

7. How did the committee come to a decision/recommendation? (for example,
consensus or voting)

8. Are the committee meetings public, and/or are recordings/proceedings
available to the public?

9. Is the prioritization process described in a publicly available document?

E Integrate implementation planning into benefit package design
1. Was an implementation plan established in terms of, for example, co-payments
(user fees), delivery platform, health system barriers, and required health system
investments? Describe which health systems aspects were taken into account.
2. Were stakeholders involved in the development of the implementation plan?
If so, which stakeholder groups and how?
3. Is the implementation plan described in a publicly available document?

G. Communication and appeal
1. What mode of communication was used to inform stakeholders (including
the broad public) of the outcomes of the EPHS decision-making, if any?
2. Are appeal options available for stakeholders wishing to revise decisions, and
are these options proactively communicated to stakeholders?
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Table 15B.2 Summary of Country and Economy Experiences in Mapping and Selecting Services for Evaluation (Step B)

Indicator Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar
Which model package DCP3 HPP DCP3, WHO- DCP3 EUHC DCP3 EUHC DCP3 EUHC DCP3 EUHC
was used as a starting CHOICE expanded with expanded with
point? service listing in WHO-EMRO

UHC Compendium UHC-Priority

Benefit Package

Was this model package — Yes, to the 2005  Yes, it was Yes Yes EHCP
compared to the existing EHSP compared to the
package? existing packages
Were all services All services All services All services All services All services All services
evaluated or only a
selection?
Were services assessed  Yes, based on BoD  Yes, based on Yes Yes, based on Yes Yes
on their relevance? BoD the common

undifferentiated

problems and BoD
Were stakeholders Yes, national Yes, committees  Yes, TWGs Yes, experts, donors,  Yes, 13 expert Yes, 6 TWGs
involved in the selection  advisory group and  involved involved and providers from  clinical committees  involved
of services? Expert Committee the public and involved

members involved private sectors

involved
Is information on Yes Yes Yes, publicly Not publicly Yes? Report
selection of services available on accessible
publicly available? website

If yes, how (report,
website)?

Source: Original table developed for this publication.

Note: BoD = Burden of Disease; DCP3 = Disease Control Priorities, third edition; HPP = highest-priority package; EHCP = Essential Health Care Package;
EMRO = Eastern Mediterranean Regional Office; EHSP = essential health services package; EUHC = Essential Universal Health Coverage package;
TWG = Technical Working Group; WHO = World Health Organization; — = not available.

a. Refer to Sudan, “Essential Health Benefits Package,” https://sudan-ehbp.com/essential-health-benefits-package.
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Table 15B.3 Summary of Country and Economy Experiences in Defining Decision Criteria for Prioritization of Services (Step C)

Indicator Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar
Selected Burden of v v v’ (Meets health need) v/
criterion®  disease
Effectiveness v/ v (Avoidable v
burden)
Quality of v v
evidence
Financial risk v (Affordability) v/ v v
protection
Equity v v v v
Cost- v v v v v
effectiveness (Health gain for (Likely value for (Likely value for
money spent) money) money)
Budget impact v v v’ (Affordability) v/ v
Integrated v v
service delivery
Feasibility v v v v/ (To inform potential
timing)
Socioeconomic v
impact
Public and v v/ (Political v
political acceptability)
acceptability
How were decision criteria National Literature review, Policy document Proposed by Decision process, Proposal from
defined and by whom? advisory followed by review, followed expert group criteria and deliberative
group and deliberation by survey among followed by weighting selected meetings
international among MoH stakeholders and  stakeholder in a workshop with discussed
expert group leadership and consultation in consultation (MoH  the TWG and other and final list
all stakeholders  workshop staff, program ministry stakeholders  decided by
(final list of managers and the executive
criteria based on service providers, committee of
decision by MoH) international the MoH
partners)
Were stakeholders involved ~ No Yes Yes Yes Yes Yes
in this step?
Is information on process Yes (how?) Yes, in report Yes, in report The process of YesP —

and criteria definitions
publicly available? If yes,
how (report, website)?

work published
and endorsed by
the MoH

Source: Original table developed for this publication.

Note: MoH = Ministry of Health; TWG = Technical Working Group; — = not available.

a. The names of the criteria used by the countries were interpreted in terms of common criteria definitions. The countries’ original naming of the criterion is
provided in parentheses.

b. Refer to Sudan, “Essential Health Benefits Package,” https://sudan-ehbp.com/essential-health-benefits-package.
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Table 15B.4 Summary of Country and Economy Experiences in Evidence Collection (Step D)

Indicator Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar
Was evidence Yes Yes Yes Evidence collected Yes Yes
reviewed before it from trusted global
was used for decision- sources so considered
making? reliable
Were stakeholders Yes, international  Yes, committees  Yes, TWG members  Yes, all relevant Yes, 13 expert Yes, all TWGs
involved in the expert groupand  and TWGs engaged in review of  stakeholders including  groups engaged  engaged in
collection and review  national working  established at service descriptions ~ MoH and partners/ to review all reviewing the
of evidence? groups involved different levels and evidence donors involved services evidence
involved collection
Is information on Yes, on MoPH Yes, report No Document shared Not yet, but to be  Yes, report
this step publicly website with stakeholders published upon
available? If yes, how elaborates data completion of the
(report, website)? sources and criteria final selection
used

Source: Original table developed for this publication.

Note: MoH = Ministry of Health; MoPH = Ministry of Public Health; TWG = Technical Working Group.

Table 15B.5 Summary of Country and Economy Experiences in Prioritization of Services (Step E)
Indicator Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar
Did the committee use  Qualitative Qualitative Qualitative Qualitative Combined qualitative  Qualitative

a structured approach
to prioritize services?

approach using
deliberations
based on explicit
criteria

approach using
deliberations
based on explicit
scored criteria

approach using
deliberations
based on explicit
scored criteria

approach using
deliberations
based on explicit
criteria

and guantitative
approach, including
scoring and weighing
as starting point for

approach using
deliberations based
on explicit criteria

deliberation
Did the committee Yes Yes Yes Yes Yes Yes
deliberate to prioritize
services?
Did the committee The required Yes, in fiscal Yes, both The required The required budget  Projection for
consider the required budget estimated  space required budget  budget estimated  estimated but not the coming 10
budget and available but not the fiscal and available but not the fiscal  the fiscal space years made and
budget (fiscal space) space fiscal space space fiscal space to be
when prioritizing done using the
services? FairChoices tool
Did the committee Yes Yes Yes Yes Yes, in relation to Yes
consider feasibility timing
concerns when
prioritizing services?
Were stakeholders Yes, through all  Yes Yes, through all  Yes, through all  Yes, through all Yes, through all

involved in prioritizing
services?

committees as
mentioned in
table 15B.1

committees as
mentioned in
table 15B.1

committees as
mentioned in
table 15B.1

committees as
mentioned in
table 15B.1

committees as
mentioned in
table 15B.1
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Table 15B.5 Summary of Country and Economy Experiences in Prioritization of Services (Step E) (continued)

Indicator Afghanistan

Ethiopia

Pakistan

Somalia

Sudan

Zanzibar

How did the committee  Consensus

come to a decision?

Consensus

TWG members
voted on
classification

of services as
low, medium, or
high priority. If
cONsensus was
not achieved,
majority vote was
used. In NAC and
SC consensus
was used.

Consensus Consensus

Consensus

How was evidence
presented to the

Analysis reports
with summaries

Draft report and
interactive Excel

Evidence sheets
with color-coded

Results from the  Excel sheet

Somalia Health

FairChoices model
used to present

committee? and Excel sheet  sheet evidence onthe  and Demographic evidence on cost-
criteria burden of ~ Survey 2020, effectiveness,
disease, budget  color-coded budget impact,
impact, and cost-  matrix of the and health benefit
effectiveness burden of gains in low,
disease analysis, moderate, and
and resources high performance
mapping and for each delivery
expenditure platform
tracking analysis
Are the committee No No No No No No
meetings public?
Are recordings and/ Yes No No No No No

or proceedings of the
committee meetings
available to the public?

Is the prioritization Yes
process described in

a publicly available
document? If yes, how
(report, website)?

Yes, on a website

Yes, in a report

Yes, in a report Yes?
available online
(prioritization not

yet finalized)

Yes, well described
in the report

Source: Original table developed for this publication.

Note: NAC = National Advisory Committee; SC = steering committee; TWG = Technical Working Group.

a. Refer to Sudan, “Essential Health Benefits Package,” https://sudan-ehbp.com/essential-health-benefits-package.
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Table 15B.6 Summary of Country and Economy Experiences in Development of Implementation Planning (Step F)

Indicator Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar
Was an implementation No, due to Yes Yes Yes, developed as part of  No clear Yes
plan developed? the arrival of the EPHS implementation
Taliban plan (though
recommendations
are in place)
Were levels of Yes Yes No The rollout of the Not yet Currently Zanzibar
co-payment considered? package to be done offers health care
incrementally depending services free of
on the available charge
resources and capacity
Were delivery platforms  Yes Yes Yes Yes, package targeted to  Yes, package Yes
considered? offer services at all levels  explicitly includes
delivery platform
Were health system Yes Yes Yes Yes, including Yes, in terms of Yes
barriers considered? consideration of nomadic  current coverage
populations, IDPs, and
insecure areas of the
country
Were health system Were supposed  Yes Yes, as a Yes, and the investment ~ Not yet Yes
investments considered?  to be calculated percentage case for the health
of costs of sector was developed
the package  to focus mainly on
service delivery and
prioritized health system
strengthening provisions.
Were stakeholders Yes Yes Yes, through  Yes, through their Not yet Yes, plan developed
involved in developing the their membership in the task by the core team
implementation plan? membership  force and shared with
in the TWGs experts and
program managers
for their input
Is the implementation No Yes, inreport  Yes, on Yes, in report Yes? Yes, in report
plan (becoming) available website

in a public document?
If yes, how (report,
website)?

Source: Original table developed for this publication.

Note: EPHS = Essential Package of Health Services; IDPs = internally displaced persons; TWG = Technical Working Group.

a. Refer to Sudan, “Essential Health Benefits Package,” https://sudan-ehbp.com/essential-health-benefits-package.
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Table 15B.7 Summary of Country and Economy Experiences in Communication and Appeal (Step G)

Indicator Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar
What mode of Consultation Official letter, email,  Official letter, email, ~ Through health EHBP not yet  Through
communication was used public launching, steering committee sector coordination finalized or  consultative
to inform stakeholders on media release, and meeting/inter- meetings, formal approved meetings
the outcomes of the EPHS press release ministerial forum, launching with
decision-making? public report, press stakeholders and
release media participation,
emails and reports
shared directly and
through MoH website
Were appeal options Through two Yes, appeal can be Yes, provinces were  \Was not part of the Not yet No
available for stakeholders  consultation made to the Executive given opportunity to  process
wishing to revise rounds in 2021 Committee of the revise the decisions
decisions? MoH at the national level
Were appeal options Yes Yes Yes No Not yet No
proactively communicated
to stakeholders?
Source: Original table developed for this publication.
Note: EHBP = Essential Health Benefits Package; EPHS = essential package of health services; MoH = Ministry of Health.
Table 15B.8 Summary of Country and Economy Experiences in Institutionalization
Indicator Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar
s there an explicit The political will Yes, there is a The concept Yes, although it~ This is stated by ~ There is no specific

existed, evident

from a president’s
letter, but revision
not enforced as an
explicit obligation.

requirement (for
example, legal
framework) in place
that ensures the use of
ongoing EPHS revision in
the country?

resolution and
legal framework
in place.

is elaborated
in upstream
documents as
policy but not
as an explicit
requirement.

is a decision by
the Minister of
Health, it is still
not a written
requirement.

directorates of
the MoH, but not
yet translated
into a formal
requirement.

explicit requirement
for the package.

Is an institution Yes
designated for governing
ongoing EPHS revision in

the country?

Yes, the FMoH
is solely
designated.

Responsibilities
were clear at the
federal level. At

the provincial level,

local institutions

will be designated.

The MoH is
responsible for
guiding and
overseeing the
revision through
a participatory

A governing
structure has
been proposed
but is not yet
established.

The process is led
by the MoH with
technical support.
Strengthening of
existing bodies has
already started,

process. such as establishing
a financing unit in
the MoH.
s the ongoing EPHS No Yes, the process  The process is The MoH The process is Yes, the process
revision process is described well defined but developed a well defined but  is described ina
described in a formal in a national not described ina  concept note not described report.
document? document. formal document.  describing the in a formal
revision process.  document.
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Table 15B.8 Summary of Country and Economy Experiences in Institutionalization (continued)

Indicator Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar
Does this institution No The FMoH No No Itis stated as It relies on
have sufficient funds for allocates some an activity in development
ongoing EPHS revision funding, but that the upcoming partners.
activities? funding is not plan that can
sufficient. guarantee
sufficient
resources.
Are there plans to build ~ No Yes, training The federal Thereis no plan  Itis proposedin  Yes, a team of
the required technical on health ministry envisages  yet. the plan. 12 members has
capacity? economics at the  the provinces; been established
master and PhD  however, further and trained, and
level is ongoing.  technical capacity PhD opportunities
is needed at the obtained.
federal level.

Source: Original table prepared for this publication.

Note: EPHS = essential package of health services; FMoH = Federal Ministry of Health; MoH = Ministry of Health.

ANNEX 15C. IN THE SPOTLIGHT: DEFINING DECISION CRITERIA
IN PAKISTAN

The selection and definition of decision criteria involved several steps.

1. The project team, with representatives from the Ministry of National Health
Services Regulations and Coordination and academic institutes, carried out a
review of national health policy documents to identify relevant criteria.

2. The team matched identified criteria to the criteria proposed in the international
literature, taken from a recent published review.

3. The team further specified the criteria and their definitions for feedback
and approval by members of the Technical Working Groups, which led to
the preselection of eight criteria (effectiveness, health gain for money spent,
avoidable burden of disease by the intervention, budget impact, feasibility, equity,
financial risk protection, and social and economic impact).

4. The Ministry of National Health Services Regulations and Coordination
conducted a Likert scale survey that asked members of the Technical Working
Groups to indicate the importance they attached to these criteria, whether they
believed any criteria were missing, and to provide any additional comments
or suggestions. A total of 52 Technical Working Group members responded
(a response rate of 52 percent).

Using the survey results, and feedback following the first appraisal workshop, several
of the criteria were redefined (mainly phrased more in less technical language).
Because the cost-effectiveness criterion proved difficult for participants to grasp, it
was rephrased as “health gain for money spent” No additional criteria were suggested.
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Although effectiveness was one of the eight original criteria, it was not used during the
prioritization exercise because the services subjected to deliberation and prioritization
were all considered effective, a requirement for their inclusion in the DCP3 list of

recommended interventions.

ANNEX 15D. IN THE SPOTLIGHT: VERNACULAR EVIDENCE
IN AFGHANISTAN

The revision of Afghanistan’s health priority package in 2018-21 generated a
particular mix of knowledge sharing and information use, creating a bank of
evidence in a way unique to this particular development process. Contexts and
processes really shape “vernacular evidence” produced in a specific place and

at a specific time.* Analysis, interpretation, and discussion of evidence lead to
debates bringing new understandings and parameters to light. Experts applied
keen and careful judgment, taking the micro and macro levels of the health

system into account, guided by their experience and the dynamics within the
group. In humanitarian response in particular, decision-makers will have to

use their professional judgment “amidst the uncertainty of whether the existing
research evidence can be applied to their unique setting” (Khalid et al. 2020). The
Integrated Package of Essential Health Services development is a good illustration
of production of vernacular evidence, with decision-making surrounding available
evidence often coming down to discussions and experience, rather than published
material. At times vernacular evidence was a compromise considering absence of
specific evidence and shaped by consensus building, shared ethics, and morality.

It is not less robust than other evidence; in fact, one could suggest that through its
adaptations it is more explicit and tailored to the situation at hand. However, despite
the “social” vetting of vernacular evidence, it is still at the mercy of the authority of
those at the table with the most power.

ANNEX 15E. USING COST-EFFECTIVENESS ANALYSES FOR
PRIORITIZATION AND BENEFIT PACKAGE DESIGN

Cost-effectiveness analysis (CEA) is a popular approach because it provides a useful
way of health gains within a budget constraint; however, generating local CEA

data can be extremely resource-intensive, especially for low- and middle-income
countries (Glassman et al. 2016). Review of the experiences of six low- and middle-
income countries in developing evidence for CEA using a short questionnaire
finds that, given the lack of context-specific CEA studies, countries used one of
three approaches to estimate CEA: (1) using existing tools and software to generate
CEA estimates, (2) transferring existing evidence on CEA from similar health
systems or global databases, and (3) using expert opinion to estimate value for
money. For the first approach, some of the tools used predominantly in Ethiopia,
Somalia, and Zanzibar include the WHO-CHOICE tool, the UHC Compendium,
and the FairChoices tool, respectively (Eregata et al. 2021). Other countries such
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as Afghanistan and Pakistan used the second approach, transferring evidence

on incremental cost-effectiveness ratios from global databases like DCP3, or
evidence from countries with the most similar health systems. Expert opinion and
contextualization of published CEA evidence applied in the Ethiopian case (Hailu

et al. 2021). Sudan employed the third approach, with local and international experts
providing a rating for each intervention based on its expected value for money.

Opverall, all countries clearly considered CEA an important criterion, but none
had an institutionalized process for generating local CEA data. Of the different
approaches countries used to incorporate CEA, each approach has its own
strengths and limitations; for instance, using tools to generate local values for
CEA helped provide local and updated estimates, but developing these estimates
still involved a resource-intensive process, made more challenging by the limited
availability of primary data. Although potentially less time consuming, the second
approach to transfer evidence on CEA raises questions about the generalizability
of the incremental cost-effectiveness ratios used. The third approach using expert
opinion, although likely the quickest, has the obvious limitation of relying on the
judgment of individuals. Given the variation of approaches, further work comparing
these methodologies and tools to generate local evidence on CEA will provide
useful guidance for low- and middle-income countries and economies looking to
incorporate CEA in their prioritization process.

ANNEX 15F. IN THE SPOTLIGHT: INTEGRATED SERVICE
DELIVERY APPROACH IN THE REVISION OF SOMALIA'S
HEALTH SERVICE PACKAGE

Frontline health workers deliver care across a range of conditions according to the
demand of people. People seek health care for undifferentiated conditions, such as
cough or fever, rather than complaining about a specific disease like pneumonia or
tuberculosis. Therefore, listing interventions based on diseases (even if they have a
high burden) might lead to a discrete package that is not responsive to demand. On
the contrary, the health system should clearly specify what it does for each common
demand, such as a simple intervention providing analgesics to relieve pain due to a
particular cancer. Moreover, services should be coordinated across different levels
of the health care system and lower- and higher-level services aligned. For example,
mechanisms should be in place to refer patients from peripheral health centers to
hospitals in case of complications.

These two elements (health system responsiveness to common demands and
continuity of care across levels of service) constitute the main components of the
integrated service delivery approach used in the revision of the health service
package in Somalia. The country’s approach provides a foundation for providing
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people-centered services and has the following characteristics: it addresses the way
people present, includes all high-burden conditions, makes it easier for the user to
understand what services are covered and where they are delivered, and ensures
people’s movement across the health system and the coordination of referral with
higher-level services.

ANNEX 15G. IN THE SPOTLIGHT: ARRANGEMENTS FOR
INSTITUTIONALIZATION OF SUDAN'S SERVICE PACKAGE

In Sudan, a specific document was prepared for institutionalization alongside the
development of the Essential Health Benefits Package (EHBP). The document
suggested a set of governance conventions, management actions, and resources
needed to “institutionalize” the EHBP and related financial mechanisms from 2020
to 2025. The distinctive feature of the document is that it will ultimately make the
EHBP compatible with the broader governance of Sudan’s health system.

In developing this document, (1) all essential functions and activities needed
through the five-year period were identified, (2) the governance arrangements
required for those functions and activities were mapped, and (3) advisory groups
and technical panels were defined, as required. The result was a board of national
health care (chaired by the Federal Minister of Health and cochaired by the Federal
Minister of Labour and Social Development) for governance and three subordinate
boards for delivery, financing, and policy issues. In addition, a dedicated EHBP
program team will coordinate EHBP activities using inputs from expert panels.
The panels cover various EHBP development areas such as education and training
or monitoring and evaluation.

The process also defined the bodies responsible for implementation. The National
Health Insurance Fund will hold and disburse pooled health care funds. Federal
and state Ministries of Health will cover the sustainable delivery of the EHBP by
government-owned health resources, and/or in partnership with the private or third
sector, and meeting standards and targets for efficacy, safety and values.
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1. For more on DCP3, refer to University of Washington, Department of Global Health,
DCP3, Economic Evaluation Methods, https://www.dcp-3.org/economic-evaluations.

2. University of Washington, Department of Global Health, “DCP3 Country Translation
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4. Annex 15D is adapted from Lange et al. (2022).
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