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umerous factors and competing interests shape
‘ \ | policymaking and budget allocation for health
and health systems. In particular, the values and
outcomes prioritized by policymakers have important im-
plications for health spending and the impacts they have
on populations and countries. Based on Harvard’s Ministe-
rial Leadership Program, this article provides an overarch-
ing and integrative framework that policymakers can use
to explicitly consider the priorities shaping their decisions,
the outcomes that result from their decisions, and process-
es for making these decisions. The framework includes four
key questions: 1) What values underlie the governments
priorities for the country? 2) Based on these values, what
goals for the health care system does the government hope
to achieve? 3) Based on these goals, where should the gov-
ernment allocate its financial resources for health? 4) How
should the government allocate its financial resources for
health? The framework also takes into consideration health
system, economic, and political outcomes that result from
budget allocations.

Investments in health and health systems can create value
in two distinct but related ways: by generating “value for
money” and “value for many” [1]. Policymakers can pri-
oritize budgets to improve efficiency and effectiveness of
health expenditures, thereby generating value for money,
and target investments to improve equity and responsive-
ness to users’ needs, thereby achieving value for many.

The size and allocation of the health budget directly and
indirectly impact population health. Low— and middle—in-
come countries (LMICs) with similar per capita GDP, health
expenditures as a proportion of GDP, and per person health
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expenditure have different outcomes. Investing in health
can also bring economic benefits for countries [2—5] and
political benefits for policymakers who choose to prioritize
health (in countries where citizens have electoral power).

This article presents a framework (Figure 1) used at Har-
vard University’s Ministerial Leadership Program to intro-
duce the roles that values and goals can play in prioritizing
health programs and budgets. Based on our experience pre-
senting this framework to several dozen Ministers of Health
and Ministers of Finance, we believe it can serve two pur-
poses. First, it can help policymakers explicitly articulate
the values and principles that influence their decisions. Val-
ues and beliefs already influence decision—making; as dis-
cussed later, policymakers should make these values pub-
lic and transparent to other decision—makers and the
public in order to legitimize their decisions and to invite
productive debate. Second, the framework explicitly links
the way that different values can impact a policymakers’
priorities, which in turn can lead to different health, eco-
nomic, and political outcomes. In line with the principles
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Figure 1. Framework for aligning values and outcomes when
setting priorities for health.

of systems thinking, we believe that by explicitly stating the
“mental models” which guide decision—making, individu-
als and groups can better test their logic ex ante and evalu-
ate the impact of their decisions post hoc.

The framework includes four guiding questions:

1. What values underlie the governments priorities for

the country?

2. Based on these values, what goals for the healthcare
system does the government hope to achieve?

3. Based on these goals, where should the government
allocate its financial resources for health?

4. How should the government allocate its financial re-
sources for health?

These questions have direct relevance for all policymakers

whose decisions impact health.

1. WHAT VALUES UNDERLIE THE
GOVERNMENT’S PRIORITIES?

Although a broad range of values can drive the govern-
ment’s approach to resource allocation, these value sets
generally fall into three broad categories: utilitarian, liberal,
and communitarian [2,6].

Utilitarians typically focus on the value, or utility, that a de-
cision will have. Utilitarians generally believe “the ends jus-
tify the means” (assuming “the means” involve ethical and
legal decisions). Policy tools such as cost—effectiveness and
cost—benefit analysis reflect utilitarian concerns of generat-
ing the greatest benefits (utility) using the fewest possible
resources. Utilitarians differ in how they choose to measure
total utility. Subjective utilitarians argue that individuals
must judge happiness for themselves. Objective utilitarians
argue that individuals’ choices are not always rational and
that allocating resources to maximize objective measures
of well-being (eg, Disability—Adjusted Life Years [DALYs]
and Quality—Adjusted Life Years [QALYs]) will have the
greatest benefit.

Liberals take a rights—based approach to allocation of
health resources. Liberals believe that humans have the ca-
pacity and obligation to display mutual respect, and this
respect endows individuals with rights. Some liberals,
known as libertarians, focus on negative rights, which
guarantee individual freedom. Libertarians might focus on
the rights of the individual to buy health insurance or
choose their physician. In contrast, egalitarian liberals em-
phasize positive rights, or a minimum level of resources
and services, which guarantee an individuals ability to ex-
ercise free choice. Egalitarian liberals tend to favor redistri-
bution of resources to ensure the entire population has ac-
cess to positive rights. However, egalitarian liberals differ
in their views on whether individuals have a right to health
services (ie, provision of and access to care) or health sta-
tus (ie, attaining general well-being).

Communitarians do not focus on the level of the individ-
ual in assessing a policy, but on the level of the communi-
ty or society. They evaluate the merit of a policy based on
whether it adheres to a community’ value set and whether
the policy promotes a society consistent with those values.
Communitarians would typically oppose a policy which
achieves positive health outcomes using an intervention
that defies local norms or values. Communitarians fall into
two broad categories: those who believe in a single set of
values which would promote a better society (universal
communitarians), and those who argue that each society
should set its own values based on context—specific factors
(relativist communitarians).

These value sets are not mutually exclusive. Policymakers
might include both a utilitarian and communitarian perspec-
tive in an analysis if they prioritize health interventions based
on objective utility but exclude any that defy local norms.
Further, governments can modify their ethical values as they
learn more about a population’s needs and their ability to
meet those needs. However, it is important to maintain ad-
equate “coherence and explicitness” when articulating one’s
values to create transparency for the population [2].
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2. BASED ON THESE VALUES, WHAT
GOALS FOR THE HEALTH CARE SYSTEM
DOES THE GOVERNMENT HOPE TO
ACHIEVE?

Policymakers must consider which outputs and outcomes
to prioritize when allocating resources for health. In this
context, outputs refers to how well the health system per-
forms its functions, whereas outcomes refer to the ultimate
goals of the health system. In many cases, strong delivery
of health systems outputs is necessary but not sufficient for
strong health system outcomes.

A policymaker needs to balance four health system out-
puts [7]:
¢ Equity refers to the differences in how a policy affects
different people. “Vertical equity” evaluates differen-
tial impact across different populations, whereas “hor-
izontal equity” evaluates whether the policy treats in-
dividuals with the same status the same [2].

Efficiency has many definitions in the fields of policy
analysis. For the purposes of health systems analysis,
we draw on economic definition of technical efficien-
cy, in which society is producing the most goods and
services for the least cost [2].

Effectiveness refers to whether interventions are ev-
idence—based and safe [7]. In other words, an effec-
tive intervention will achieve the desired health out-
comes.

Responsiveness refers to whether the health system
meets the public’s legitimate non—medical expecta-
tions. Responsiveness is a highly subjective measure
and depends on the perceptions among citizens of a
health system’ functioning [8].

Policymakers’ values will influence which health system
outputs they prioritize. For example, pure utilitarians will
likely care most about efficiency and effectiveness, and they
will less likely prioritize equity. They might also disregard
the importance of responsiveness as an objective, unless
they believe that a health system’s responsiveness generates
value for the population. Liberals, who focus on individu-
als’ rights, will prioritize equity and responsiveness of the
system, with libertarians emphasizing the importance of
responsiveness (eg, choice of health service providers) and
egalitarian liberals emphasizing equity in access to positive
rights (eg, basic health services and medicines). Commu-
nitarians, who emphasize society’s values, will prioritize the
objectives most relevant for achieving the best possible so-
ciety. Accordingly, they will likely emphasize responsive-
ness and equity of the system at a societal level, although
the emphasis could vary depending on the specific values
of the society.

In addition to setting output objectives, policymakers must
also pay attention to the health systems outcomes, or the
overall goals, of a country’s health system [2,7]:

e Health status refers to the health of a population.
Measurements of population health status include life
expectancy, burden of disease, mortality rates for spe-
cific groups, and disease prevalence.

Financial risk protection refers to helping people
avoid large and unpredictable payments for health,
also known as catastrophic (or impoverishing) expen-
ditures. Mechanisms to provide financial risk protec-
tion typically involve insurance schemes or tax—fund-
ed health systems.

Citizen satisfaction refers to the degree with which
users of the health system rate the system as satisfac-

tory.

As with outputs, health systems outcomes derive directly
from values. For example, objective utilitarians might con-
cern themselves most with the population’s average health
status, whereas egalitarian liberals might focus most on the
distribution or range of health statuses in the population
(as a measure of equity). Egalitarian liberals will also em-
phasize the importance of financial risk protection as a
means for ensuring economic opportunities for all. Subjec-
tive utilitarians might place a high value on citizen satisfac-
tion, as would libertarians (in the sense that satisfaction
relates to individual choice).

3. BASED ON THESE GOALS, WHERE
SHOULD THE GOVERNMENT ALLOCATE
ITS FINANCIAL RESOURCES FOR HEALTH?

Once the government has identified its objectives for the
outputs and defined its goals for the health system, it can
invest in specific programs or interventions accordingly. A
health system has four main functions which a government
can prioritize for investment [7]:

e Governance and organization encompasses the insti-
tutions involved in delivering products and services to
citizens such as hospitals and primary care clinics [9].
Investments in this function include improving ac-
countability or transparency of decision—making, up-
dating management policies and processes at the pro-
grammatic level, or changing the system’s referral
network.

Health financing involves mobilizing, pooling, and
allocating financial resources. A government could
choose to invest in health financing by creating a new
insurance scheme, expanding coverage of existing in-
surance to new patient populations, or by expanding
the range of services covered under existing schemes.

Resource management entails overseeing the inputs,
such as human resources and labor, pharmaceuticals,
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and medical technologies that produce personal or
public health services. The government can invest in
the management of resources by purchasing these re-
sources (eg, procuring medicines), improving systems
that oversee and deliver resources (eg, budgeting
tools, supply chain management), or by investing in
infrastructure and human resources to strengthen the
health system [10].

Personal and public health services refer to the ac-
tivities involved in delivering care to patients. Strong
health systems enable delivery of these services. Gov-
ernments also invest in specific services that generate
value, such as by investing in primary health care de-
livery. Several investment cases have been made for
disease—specific “good buys” such as those identified
by the Lancet Commission on Investing in Health
[11]; UNAIDS HIV Investment Framework [12];
STOP TB Strategy [13]; the Global Strategy for Wom-
en's and Children’s Health spearheaded by the UN Sec-
retary General [14]; interventions identified in the
Global Malaria Action Plan [15]; and the Package of
Essential Noncommunicable Disease Interventions
(also known as WHO-PEN) [16].

Values will influence how policymakers invest across these
four functions. For example, a utilitarian might focus on
improving resource management to reduce wastage in the
system and improve efficiency. Utilitarians might also focus
on the “good buy” interventions described above and
choose to invest in those that improve population health
for the least cost. By contrast, egalitarian liberals might fo-
cus on ensuring equitable access to health insurance and
effective health services, especially for marginalized pa-
tients such as poor and rural populations, even if these pro-
grams are more expensive. Communitarians will focus on
implementing these functions to coincide with their soci-
ety’s values. For example, a society that emphasizes indi-
vidual responsibility for health might de—prioritize social
support for accessing services, while a society that empha-
sizes the community’ role in promoting health might im-
plement a social health insurance scheme or mobilize the
community to raise awareness about disease prevention.

4. HOW SHOULD THE GOVERNMENT
ALLOCATE ITS FINANCIAL RESOURCES
FOR HEALTH?

There is no formula for determining which health interven-
tions or areas to prioritize, and limiting analyses to compar-

isons of cost—effectiveness is insufficient for policymaking.

Without universal consensus on the principles for prioriti-
zation, governments need to adopt an approach to allocate
resources and justify their policies. Accordingly, ethicists

have proposed a framework known as “accountability for
reasonableness” (A4R) to guide this decision—making pro-
cess. A4R, a process grounded in democratic principles

aimed at legitimizing decision—making among “ ‘fair—mind-
ed’ people who seek mutually justifiable terms of coopera-

tion,” has four conditions [17]:

1. Publicity: Decisions that establish priorities in meet-
ing health needs and their rationales must be pub-
licly accessible.

2. Relevance: Policymakers should provide reasonable
rationales which appeal to evidence, reasons, and
principles accepted as relevant by fair-minded peo-
ple when justifying their decisions. Rationales should
be relevant for a broad range of stakeholders in deci-
sion—making.

3. Revision and appeals: There must be mechanisms for
challenge and dispute and, more broadly, opportuni-
ties for revision and improvement of policies in light

of new evidence or arguments.

4. Regulative: There must be public regulation of the
process to ensure that conditions 1, 2, and 3 are met.

A4R does not identify the priorities for government invest-
ments; it establishes a transparent process for publicly and
legitimately determining these priorities in order to guide
investment decisions. These principles have relevance for
policymakers and societies that subscribe to all value sets.
Indeed, A4R does not promote a specific value set, but
rather advocates for explicitly articulating and linking val-
ues and principles to decisions and outcomes, which our
framework can help put into practice.

The principles of A4R have influenced health priority—set-
ting in several places: UK, where the National Institute for
Health and Clinical Excellence (NICE) takes social value
judgments into account when recommending coverage for
new treatments [18]; Mexico, where decisions about which
diseases the public catastrophic insurance should cover in-
volve working groups that evaluate clinical, economic, eth-
ical, and social considerations [19]; and Oregon, where, in
2008, a Health Fund Board made a plan to insure all legal
residents of the state involving a wide group of stakehold-
ers and extremely transparent decision—making / informa-

tion—sharing [20].

OUTCOMES FROM HEALTH SPENDING

The decisions described above can have at least three sets
of outcomes.

Health system outcomes

Changes in government health spending can directly im-
pact cause—specific mortality. For example, in low—income
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countries a 1% decrease in government health spending is
associated with an increase of 18 neonatal deaths for every
100000 live births and 98 deaths before the age of five
[21]. From 1999-2004, a 10% increase in per capita total
health expenditure was associated with a 22% reduction in
infant mortality rate and 10% increase in per capita public
health expenditure was associated with a 219% reduction in
infant mortality rate [22]. Globally, a 1% increase in gov-
ernment health spending is also associated with a signifi-
cant decrease in cerebrovascular deaths [23].

However, simply increasing government (or any) spending
on health will not necessarily improve health outcomes,
especially if funds are not spent efficiently. Evidence sug-
gests that increasing the efficiency of government health
spending, without increasing total budget expenditure,
could improve population health outcomes [5]. Increasing
health spending efficiency among nations below the re-
gional average to the regional average would result in an
increase in health—adjusted life expectancy (HALE) by 1.5
years in Africa, 1 year in Asia/Pacific, and 1.3 years in Mid-
dle East / Central Asia. In the most extreme example, in-
creasing health spending efficiency in Sierra Leone to the
average for Africa could improve HALE by 5.3 years.

Achieving the health systems goal of financial risk protec-
tion through universal health coverage (UHC) can also im-
prove population health status. Countries that currently do
not have UHC can improve coverage either by increasing
budget allocation to health, or by improving spending effi-
ciency in order to redirect spending to UHC. Cross—country
analysis of the influence of insurance coverage on health
outcomes suggests that financial coverage has a causal in-
fluence on health, especially for low—income individuals,
who gain better access to necessary care when they receive
coverage [24]. Individual countries’ experiences imple-
menting UHC, including Thailand, Turkey, and several
countries in Latin America, supports this finding [7,25-27].

Economic outcomes

Evidence strongly suggests that improved population
health has positive economic impacts for a country. Achiev-
ing better population health provides a sound “return on
investment” in the form of stronger economic output and
growth. Evidence for the linkage between health and eco-
nomic output exists at both the microeconomic and mac-

roeconomic levels.

At the microeconomic level, better health can improve the
financial prospects of individuals and households [3]. Mal-
nutrition, frequent illness, and unstimulating home envi-
ronments can limit the physical and cognitive development
of children. Conversely, proper nutrition and health sup-
ports adequate physical development and school perfor-
mance [3]. Interventions targeting specific diseases, such
as deworming, nutrition supplements, and malaria preven-

tion can lead to improved education or income outcomes
for individuals [4]. Among working individuals, illness can
negatively impact income due to impoverishing health ex-
penditures, reduced education opportunities, decreased
productivity at work, long—term separation from the work
force, and disengagement from other economic activities.

Macroeconomic evidence also supports the idea that invest-
ing in health generates positive economic returns [4]. First,
ceteris paribus, a healthy workforce will have higher labor
productivity than an unhealthy workforce due to increased
energy and reduced illness—related absenteeism. Second, a
healthy population has increased educational opportunities,
and education levels have a direct impact on a country’s in-
come growth. Third, populations with high life expectan-
cies tend to save more for the future and likely will have
more working years. These increased savings can lead to
increased investable capital, an important driver of growth.
Fourth, health investments that change mortality and fertil-
ity can lead to a “demographic dividend,” in which the ratio
of working—age to non—-working—age people in the country
increases and productive capacity increases on a per capita
basis. (This demographic dividend accounts for up to one—
third of the economic boom that many East Asian countries
experienced between 1965 and 1990.)

Political outcomes

Formulating health policy and allocating resources to
health depends on and also impacts a country’s politics. For
example, the transition toward universal health coverage
(UHQ) has had distinct positive political benefits in many
countries [28]. In addition, health policy in countries such
as Turkey, the UK and Brazil has influenced the political
landscape and political outcomes.

In Turkey, after a regime change in 2002, the government
implemented a Health Transformation Program (HTP) with
significant commitment from political leadership. This
transformation led to increased levels of public satisfaction
with the government [7] and influenced voter intentions
in favor of the government [29].

Photo: Ministers of Health participating in a Roundtable Meeting hosted
by the Harvard Ministerial Leadership Program. Photo courtesy of the
Harvard Ministerial Program.
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After the re—democratization of the Brazilian government,
the 1988 constitution formally defined health as a “citizens
right and obligation of the state” and established the Unified
Health System (SUS), which sought to unify the fragmented
care delivery network into a national health system under
the MoH [30]. Today, 75% of Brazil’s population, or 195 mil-
lion people, receive services and coverage from SUS [31].

In the UK, the National Health Service (NHS) receives
broad public support, with 89% of the public agreeing with
the idea of a tax—funded national health system, which is
managed by the government. However, projections show
that by 2030, the NHS will have a £65 billion funding gap.
Therefore, UK policymakers will have to balance the com-
peting health, financial, and social demands placed on the
NHS in order to maintain its relevance going forward.

FRAMEWORK LIMITATIONS

Although we believe that this framework can help policy-
makers make their values more explicit and link values to
decisions and outcomes, it has several limitations. First, it
presents decision—making as a linear process, whereas de-
cision—making occurs in the context of complicated pro-

cesses subject to outside forces. Second, the framework
does not incorporate decision analysis tools into its ap-
proach and cannot and cannot provide a clear—cut answer
when making a tradeoff between two different investments.
We believe that linking analysis of value—based decision—
making with quantitative decision tools is an important
next step for study. Finally, because this framework focus-
es by design on the level of health systems, clinicians can-
not use it to make individual care decisions.

CONCLUSION

This article introduces a framework for policymakers to con-
sider how their values influence priority—setting for health
and the impacts that these priorities can have on health sys-
tems, economic, and political outcomes. By clearly articulat-
ing values and priorities, policymakers can develop a trans-
parent and deliberative process to better discuss and engage
their constituents in health systems decisions and to set pri-
orities. These priorities, in turn, can generate value for mon-
ey by improving efficiency and effectiveness of budget allo-
cation decisions and value for many by enhancing equity
and responsiveness in the health system.
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