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As despesas com saude superam o crescimento do P
paises OCDE, 202009
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HEALTH SPENDING RISES IN LINE WITH ECONOMIC GROWTH

Average annual growth in per capita health expenditure and GDP, 2003-16
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Source: OECD Health Statistics 2017.
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Oinvestimento no setor da saude promove ou inibe o

crescimento econdmico?
(Reeves et al., 2013)

Pre-recession fiscal multipliers, 1995 &007

Tyvpes of government spending Estimate of the fiscal multiplier [95% CIf
Defence - " - 983[-1669,-297]
Comumunity —a— 2,50 -4.13,-0.87]
Economic Affairs '—l—t 0.06[ -0.71, 0.84]
General Public Services '—-—I-—' 0.62[ -0.79, 2.02]
Social Protection e 288 194, 381]
Health e 432[ 251, 6.14]
Culfture & Recreation = . = 757] 381, 1803 ]
Education | . + 824 394,12.54]
Environment = - = 839 -3.84,20.62]
Total Government 'l 161[ 137, 1.86]
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Estimate of Multiplier
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Mantidoo mesmapadraode aumentados gastos,melhoranaeficiéncia
poderesultaremganhosdeaté R$115bi em2030

—Cenario 1 (R$ status quo) —Cenario 2 (R$ bi em ganhos de eficiéncia)
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A despesaotal comsaudeé relativamentalta, maso gasto
M Brazil ™ Structural peers = BRICS Regional peers W OECD
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Health expenditure, total (% of Health expenditure, public (% of Private Health Expenditure  Private Insurance as % of Private Out of Pocket Expenditure
GDP) total health expenditure) [PvtHE) as % of Total Health Health Expenditure (PvtHE) (DOPS) as % of Private Health
Expenditure (THE) Expenditure [PvtHE)

A IBGE (201@stimao gastototalem8% PIB3.6% pblicoe 4.4%privado
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Aumento relativo dos gastos na atercao primaria (Un&o), porém
estadose municipioggastanmaisnaMediae AltaComplexidade

Houveum crescimentanaisaceleradalos gastosmunicipaisque passoua representaB1% do gastopublicototal
(Uniao48%, Estado26%0)

Gastopor niveldegovernoas % PIB Alocacaalerecursosentre suuncoes
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A ofertade médicosé relativamentdaixa,concentradanos centros

urbanog(principalment&Ee Sul)..

Médicos por 1,000 habitantes, Brasil e pares (2013)
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Multiplo do salario do profissional da saude versus o rendimento meédio per capita do

decil mais rico da populacéao

é 0 quepodeexplicaros niveissalariais(particularmentea

atencagrimaria
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Além disso, grandes desigualdades na distribuicao dc
profissionais dentro do Pais
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Distribuicao dos Médicos da APS por UF, segun

RAIS (2014)
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SegunddevantamenteealizadpelaEPSM20132, 701% dos municipiodrasileiros
témdificuldadede contratamedicose 236% existénciale postovago

BT NN EE RN

Em média. quanto tempo o meédico fica
na ESF do municipio. em anos.

3,9

Percentual de municipios com posto de
trabalho vago para medicos da ESF do 23,6
municipio.

Percentual de municipios com dificul-
dade para o preenchimento de postos de 70,1
trabalho de médicos.

Quando um posto de trabalho da catego-
ria fica vago. em media. quanto tempo 2.3
leva para preencher, em meses.

Fonte: Girardi et. al., 2012.
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Principais razdes atribuidas pelos gestores municipais a dificuld
de contratacao de medicos para a ESF

Oferta de profissionais

Arearural/remota

Dificuldade no pagamento

Remuneracdo

Carga hordria

Inexisténcia de oportunidade de lazer e cultura
Localizacao do municipio

QOutras

Condicdao do municipio

Infraestrutura inadequada

Instabilidade no emprego

Area urbana periférica insegura e ou com...

Interferéncia politica
Equipe incompleta

Area urbana insegura

Fonte: Girardi et. al., 2012.
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Entre200420140s gastospublicosem saudetiveramaumentode 0,45
pp do PIB, impulsionadopelo crescimentarelativo das despesascom
pessoal
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Alémdisso, a produtividadeda forca de trabalnomédicaée
relativamenteaixa..

G732

Numero estimado de consultas por médico, Brasil e paises da OECD, 2013
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Fonte: OECD, 2015.

@ WORLD BANKGROUP



Atencao Primaria a Saude e a
Eficiéncia do SUS
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Modelo DEA Orientado a Output considerando retornc
variaveis de escala (ViR$

OUTPUTS
INPUTS INTERMEDIARIOS . OUTPUTS FINAIS

»

Servicos

Prestados

Qualidade

\ariaveis nao discricionarias
(Controle)

Eficienciaé a combinacadinearde outputsdivididospela
combinacadineardeinputs
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ModeldDEA:Atencaoprimaria VRSO (ND)

Insumos GastmublicdotahaAtencagrimarigsubfuncédo301) SIOPS
Numeralemorteporcausagvitaveisd4 anogfora dos SIMi" Sistema dmformacdes
hospitajs sobreMortalidade

Numeralemorteporcausagvitaveiss-75anogfora dos SIM- Information System of

hospitajs Mortality
Produtos Numerale doseadministradassvacinasetra or pentavalenSF PNIi Sistema diformacoe
doProgramBlacional de
Imunizacdes
CoberturdaAtencagrimarignumeraepessoasobertas
SIAB
NumeraleconsultasaAtencagrimarig¢odoosprofissionais
excetanedicos) SIASUS
NumeraeconsultasaAtencagrimarigpormedicos) SIASUS
Variaveigde P!Bper capita IBGE Census 2010
discricionarias :
Taxa de analfabetismo IBGE Census 2010
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Naatencao primaria eficiénciaestadiretamenteassociadaao tamanho
do municipioe inversamentaogastopercapita

Escore Medio Desvio-padrao  Cobertura PSF(%) Gastoper capita (R$)
Brasil 0.63 0.20 64.6 205.3
Sul 0.53 0.14 69.0 283.7
Centro-Oeste 0.58 0.14 60.9 253.2
Sudeste 0.58 0.11 60.5 214.3
Norte 0.69 0.17 o4.7 145.6
Nordeste 0.75 0.15 72.5 153.1
<5,000 0.54 0.16 91.9 4 546.4
[5,000 - 10,000] 0.59 0.16 85.9 338.4
[10,000 - 20,000] 0.65 0.15 83.2 280.2
[20,00 - 50,000] 0.69 0.16 78.0 230.0
[50,000 - 100,000] 0.71 0.17 69.2 189.2
>=100,000 0.80 v 0.16 45.7 1635 ¥
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Potencialparaaumentamo nimerode consultaspor professionalde
saude, principalment@asregidesCentreOestee Sul

Projecdesparaalcancam eficiéncianaxima
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Distribuicao dos Resultados
(escores deficiencia
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A eficieénciaesta diretament@ssociadaa escala(tamanhado munidpio)
e aotamanhaloshospitais(nimerodeleitoy

Eficiéncigportamanhalo muricipio
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Naatencagrimariaa maioriados munidpios € caracterizadpor altaprodutividade
baixodesempenhcenquantague na MACa maioriatem baixaprodutividades baixo
desempenho

MAC DEAmédio = 0.29 AtencaoPrimaria DEAmédio = 0.63
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DEA de segundo estagio (analise multivariada para ex[
variacbes em DMUMunicipios)

AAndlise Regressio(Multivariada) foi aplicada para controlar pela
variacaodascaracteristicaslos municipios

AA abordagemeconométricapadrdo para analisar os escoresde DEAé
um modelo Tobit de dois limites com limite em zero e um (Simare
Wilson 2007)

é um vetor de variaveis S & Lif& Og¥efvagadpaia DMU k que
afetam seuescorede eficiénciaatravésdo vetor de parametros!

A Proxiespara demandapor cuidados, Proxies para oferta, proxies de
qualidade dos cuidados (admissdes evitaveis), e outras
variaveis S a Litadsptdriaisidodernancagtc.)



Dimensao

Proxies para procura de
cuidados de saude

Variaveis de prestacao de
servicos (oferta)

Qualidade

Caracteristicas do Municipio

Variaveis de politica de saude

Modelo APS

Variavel Fonte e Ano

Expectativade vida 2010

Razao de dependéncia 2008-2012
Total recursoshumanospor 1000 habitantes 2008-2013
Médicospor 1000 habitantes 2008-2013
Proporcaode RHS quesdomeédicos 2008-2013
Unidadesde APSoor 1000 habitantes 2008-2013
Times de AP$or 1000 habitantes 2008-2013

Admissbesevitaveis, proporcao 2011

PIB per capita IBGE 2008-2013

Populacéao IBGE 2008-2013
Lixo coletadopelo ServigoPublico 2010
CoefficienteGini 2010
Propqrgaodasdespesasorlundas derecursos SIOPS, 2002013
proprios

Dummy parUF
Dummy para Capital deJF

Municpio tem MAC 2008-2013

Salariomédio de RHS SIOPS$S2008-2013

Proporcaoda populagcdocom seguroprivado ANS 20082013



Maiseficientea atencaqorimariamaiseficienteseraa media
e altacomplexidade

Relagacentreeficienciaaatencaoprimari eficiénciaamediae altacomplexidade
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A melhormaneirade aumentan eficienciada APSée aumentap numero
de equipesde APS (particularmentgara os municipioscom baixa
concentracadeequipesde APS)
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Entretanto, a produtividade é um desafio:

Potenciaparaaumentanumerade consultas médicas e ndo medicas por
habitante na atencao basica

consultas médicas/hab consultas ndo médicas/hab
. 8,36
Brasil 1,71 7,98 7,83
8,81
SE 2,17
5,86
5,43
S 12,28
2,08 4,83
4,14
5,79
NE 1,15
5,27
N 1,17
$ 53 0,98 0,94 0,89 0,99 0,92
, 0,58
- Il I INEND
0,00 2,00 4,00 6,00 8,00 10,00 12,00 14,00 CcoO N NE S SE Brasil
m Projecdo Consultas Médicas/ Habitante m Consultas Nao- Médicas/Hab (2015)
m Consultas Médicas/Hab (2015) Projecdo Consultas N&o- Médicas/ Habitante
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Na Costa Rica, observamos uma queda na produtividade combi
com um aumento significativo na compensacao

Aumentou do custo total da prestacao de servicos de saude na CCSS

Crude Productivity Ratio, Areas de Salud - Average Staff Cost per Consultation, selected
2005-2011 cadres - 2005-2011

Consults per Health Worker

T T T T
2005 2007 2009 2011

year
! U U U ——— Nurses —o— GPs
2005 AL year AL A —&— Specialists —@—— Denists

Source: World Bank, 2013.



Modo Predominante do Pagamento e Contratacao dc
Medicos na APS

Predominant/
Country Primary care Inpatient specialist | secondary mode of

physician payments payments provision of primary
care

AUSTRALIA FEE FOR SERVICE SALARY PRIVATE GROUP
PRACTICE
BRAZIL SALARY SALARY PUBLIC HEALTH CEN
CANADA FEE FOR SERVICE FEE FOR SERVICE PRIVATE GROUP/SO
PRACTICE
TURKEY CAPITATION PFP/SALARY PRIVATE GROUP/SO
UNIT
UNITED KINGDOM CAPITATION/FFS/ SALARY PRIVATE GROUP
SALARY PRACTICE

Source: Paris, 2010



Determinantegasineficencias

Fragmentacao dos
servicos através de
unidades geograficas

BN

/

ContratosFormagle Pagamentaos

Provedores

N\

pacientey

(custos preco9

AAuséncia de Incentivos
(provedores profissionaise

AO  mix  publicoprivado

Arranjos
Institucionaisio
SUS

A Recursodisicos
A Demandapor servicos (pacientes

habilidadeseducacéo
A DeterminanteSociaisdaSaide

ASubstitugdodetarefas
AEscal#volumenadequados
ASobreutilizacéo

N

Organizacao
daPrestacaodosServicos

/

Insumosao Sistema dsaude
A Recursoshumanos

ALimitacbesiaofertade macde-obra

Aincorporacédetecnologiasaddhoc

Aludicializacdo

Alneficiénciasna aquisicdoe uso de
drogas




Desafios para integracao e a coordenac&iu®

winternacBeshospitalaresevitaveis wAcompanhamento inadequado para
Cuidados o tratamento de internacdoaguda

H OSpitaIareS uDuragéoda estadiaque excedeo que
€ clinicamentenecessario

winternaceshospitalaresde emergéncia
evitaveis

uDuplicacdo de servigos de diagnostico

Cuidado ambulatériais
e Especialista

ONursing Care 0

oReferénciagvitaveis

wServicos de atendimento  de

emergénciaevitaveis

wFalta de continuidade dos cuidados

AtencaoPrimaria

7%
oPrestacao limitada de educacéao
emsaude
0A incapacidade de autgerir 0s
¥ cuidados pelo doente e/ou familia

Cuidados pessoais
(pacientes /familias)




Diseconomies of scalblost of Brazilian hospitals are too small to
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Escopo para ganhos de eficiencia com melhor coordenacéaoe
Integracaalo Sistemag maiseficienteAPS(R$1.2 bi CVD)

Repassedederaisparapagamentale hospitalizacéepor condicbessensiveisa atencagprimaria(HCSPespecificas
paradoencasardiovascularef@CVD)porregidodo pais,Brasil,2015

R$1.400.000.000 60,0%

51,3%
R$1.200.000.000 ’ [VALUE]

5% 50,0%

6%
R$1.000.000.000 . 45,5% 4%
40,0%
39,9%

R$800.000.000
30,0%

R$600.000.000

R$484.574.641
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THE NEXT PHASE OF PHC REFORM
PURCHASING WITHIN A COMPREHENSIVE APPROAC

Integration of FFS or P4P Introduction of demand
measures in capitation side incentives to
payments to strengthen strengthen adherence to

detection and disease treatment
management

Stronger focus on

core interventions
that link to health
outcomes

Revision of drug benerits
to ensure full access to IT solutions to improve
medicines for these performance management
conditions

Source: Jakab/OMS.




EXAMPLE OF MIXED PAYMENT

ESTONIA

Capitation

Share of different
payments in PHC budget
(2011)

Performance payment

Source: Jakab/OMS.

m Basic allowance m Distance allowance
m Capitation = FFS for diagnostics
P4P ®m GP advisory line

PHC reserve




Os gastos publicos com saude beneficiam proporcionalmenteos mais
pobre® tanto na atencaoprimaria (relativamentemaig como na atencao
hospitalar

Poorest Poorer Middle Richer Richest
B Primary care = Public hospital care unit/ Emergency room
s Private hospital care unit/ Emergency room —e—Have health insurance
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ABOUT PHCPI

The Primary Health Care Performance Initiative  (PHCPI) brings together country
policymakers, health system managers, practitioners, advocates and other
development partners to support stronger, resilient, efficient, and equitable primary
health care (PHC) systems that help countries achieve universal health coverage
(UHC).

Launched in 2015, PHCPI is a partnership between the Bill & Melinda Gates
Foundation, World Bank Group, and the World Health Organization with Ariadne Labs
and Results for Development (R4D) as technical partners. We work to catalyze
improvements to PHC systems in low - and middle -income countries through better

measurement and knowledge - sharing.
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PHC CORE INDICATORS

H- " u®™ @d"~ Ox Emovidei Enap&iotwkp@mary health care (PHC)
erformance.

>Is PHC prioritized in the countryds hyealth s

Inouts Does the PHC system offer sufficient facilities, health care professionals,
P and supplies?
. : Are services accessible and effectively organized, managed, and
Service Delivery . . . i
coordinated to deliver high quality care?
outbuts Does the PHC system provide the essential services you need
P throughout each phase of life?
Does the PHC system efficiently deliver better outcomes and greater
Outcomes equity?
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Conceptual Framework

= == e e e e e mm e e Em o e e o e e o e e e o e

A. System B. Inputs C. Service Delivery

Al. Governance &
Leadership

Al.a Primary health
care policies

Al.b Quality
management
infrastructure

Al.c Social
accountahilitvy

A2. Health
Financing
A2.a Payment systems

A2.b Spending on
primary health care

A2.c Financial

A3. Adjustment to
Population Health
Needs

A3.a Surveillance
A3.b Priority setting

A3.c Innovation and
learning

B1. Drugs &
Supplies

B2. Facility
Infrastructure

B3. Information
Systems

B4. Workforce

B5. Funds

CL1. Population
Health Management

Cl.a Local priority
Setting

C1.b Community
engagement

C1.c Empanelment

C1.d Proactive
population outreach

C2. Facility
Organization and
Management

C2.a Team-based care
organization

C2.b Facility
management capability
and leadership

C2.c Information
systems

C2.d Performance
measurement and
management

C3. Access

C3.a Financial
C3.b Geographic

C3.c Timeliness

C4. Availabilit y
of Effective PHC
Services

C4.a Provider
availability

C4.b Provider
competence

C4.c Provider
motivation

C4.d Patient-
provider respect
and trust

C4.e Safety

C5. High-Quality
Primary Health Care

C5.a First Contact
Accessibility

C5.b Continuity

C5.c
Comprehensiveness

C5.d Coordination

C5.e Person-Centered
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D1. Effective
Service Coverage

D1.a Health
promotion

D1.b Disease
prevention

D1.c RMNCH
D1.d Childhood iliness

D1.e Infectious
disease

D1.f NCDs & mental
health

D1.g Palliative care

Social Determinants & Context (Political, Social, Demographic, Socioeconomic)

E1. Health Status

E2. Responsiveness
to People

E3. Equity

E4. Efficiency

E5. Resilience of
Health Systems




PHCPI CORE INDICATORS

Domain SubDomain Indicators Data Sources
A. System A2. Health Financing Percent of current government health spending dedicated to F WHO
SHA2011
Per capita PHC current expenditure WHO
SHA2011
Current govt PHC expenditure as % of current PHC expenditu WHO
SHA2011
Current OOP PHC expenditure as % of current PHC expenditt WHO
SHA2011
B. Inputs B1. Drugs & Supplies Basic equipment availability SDI, SARA,
SPA
Essential drug availability SARA, SPA
Vaccine availability SDI
B2. Facility Infrastructure Health center and health post density GHO
Facilities with clean water, electricity, sanitation SDI, SARA,
SPA
B4. Workforce CHW, nurse, and midwife density GHO
Physician density GHO

C. Service Delivery C3. Access Access barriers due to treatment cost
Access barriers due to distance
C4. Availability of Effective PHC Services Provider absence rate
Diagnostic accuracy
Adherence to clinical guidelines

Caseload per provider (daily)

C5. High Quality PHC Continuity of care: DTP dropout rate
Treatment completion rate for new TB cases
Careseeking for symptoms of pneumonia




PHCPI CORE INDICATORS, CONTINUED

Domain SubDomain Indicators Data Sourceg

D. Outputs D1. Effective Service Coverage Antenatal care coverage (4+) WHO/UNICE
Demand for family planning satisfied with modern method DHS
Children with diarrhea receiving appropriate treatment GHO
DTP3 coverage UNICEF
Skilled birth attendant GHO
TB cases detected and treated WHO
People living with HIV receiving ART GHO
ITN coverage for malaria protection DHS
Cervical cancer screening rate DHS
Hypertension control DHS/STEPS
Diabetes mellitus control STEPS

E. Outcomes EL1. Health Status Maternal mortality ratio GHO
Adult mortality from noacommunicable diseases GHO
Underfive mortality rate GHO, MICS
Neonatal mortality rate GHO

E3. Equity Underfive mortality wealth differential GHO




PROMISING PRACTICES: A COMMUNITY -BASED APPRC
COMPREHENSIVE PRIMARY HEALTH CARE

Context: Since mid - 80s, Brazll has focused on Pop: 206 M
strengthening primary health care as a mean of Rural: 15 %
promoting and ensuring access to health services for
its entire population FHOPT Framework

PHC reform objective : Reorienting the health care

system with the creation of the Family Health Program
(FHP)

Intervention proposed :

The FHP redistributed the responsibility of ensuring
effective care delivery to municipalities instead of )
states. oo phepi

Creation of Multidisciplinary teams (Physician, nurse, 4 -6
community health agents. Responsible of up to 1,000

families. A Results:
CHA live in the same communities where they work; i Model has been effective in addressing health
strong relationship with families disparities particularly in the poorest municipalities.
; ; ; i Itis consider a successful and cost - effective
Tr?grlﬁiﬁedsunng 3 months / assigned to approx. 150 intervention (31 - 51 USD) per person / per year).
. : : : A Challenges :
Monthly visits provide basic preventative care and collect - _g o

vital data. I The impact is still limited in large urban centers.

; ; ; i i The program has to increase the number of well - trained
High risk patients are refer to the clinical team. health care workers and irq%z'?ve the communication
CHAs connects families to conditional cash transfer and referral system among primary, secondary and

programs, welfare organization and other social 1ary :

services for issues such as housing or domestic
violence.



PHCPI WEBSITE

Strong primanyhealth care is the
foundation offhealthy communities.

HOW CAN WE IMPROVE PRIMARY HEALTH CARE?

www.PHCperformanceinitiative.orq

For more information, please contact Beth Tritter, PHCPI Executive Director, at
btritter@phcperformanceinitiative.org


http://www.phcperformanceinitiative.org/

MonitoramentHC (BM, OMS)



