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All countries worldwide have signed up to the United Nations Sustainable Development Goals and have committed to the objec-
tive of achieving ‘universal health coverage, including financial risk protection, access to quality essential health-care services
and access to safe, effective, quality and affordable essential medicines and vaccines for all'. During the COVID-19 pandemic
and beyond, advancement toward universal health coverage (UHC) will become more difficult for many countries, demonstrat-
ing that locally led priority setting is urgently needed to provide health services with appropriate financial protection to all.
Because resources are limited and no national constituency can provide an unlimited number of services to their whole popu-
lation in a sustainable manner, rationing and setting priorities for the selection of interventions to be included in a defined
package of services is critical. In this Perspective, we discuss how packages of essential health services can be developed in
resource-constrained settings, and detail how experts and the public can decide on principles and criteria, use a comprehensive
array of analytical methods and choose which services to be provided free of charge. We illustrate these main steps while draw-
ing on a recently conducted exercise of revising the national essential health services package in Ethiopia, which we compare
with examples from other countries that have defined their essential benefits packages. This Perspective also provides recom-

mendations for other low- and middle-income countries on their pathway to UHC.

ith the momentum of the Millennium Development

Goals, low- and middle-income countries (LMICs) have

achieved remarkable mortality declines over the past
three decades'. Yet, for many countries, the COVID-19 pandemic
may alter this positive trend and hamper the health system’s capac-
ity to deliver essential services and expand access to new services’.
Concurrent with large reductions in the mortality of children under
5years of age’ and in communicable diseases, the global burden of
disease has largely shifted toward non-communicable diseases*. For
example, Ethiopia—a low-income country with the second largest
population of Africa"—has substantially curbed child mortality
since 1990, which has led to substantial increases in life expectancy
(from 47 years in 1990 to 66 years in 2017)'. With an aging popula-
tion, the country is now facing a steadily rising burden of cardio-
vascular diseases, cancers and injuries* and, as such, it is also more
vulnerable to COVID-19. Achieving universal health coverage
(UHC)® nevertheless remains a major goal for LMICs, and countries
need to adequately plan for this.

Many LMICs had experienced large economic growth before
COVID-19. For instance, China and India saw their economies
grow between 6 and 8% per year on average over 2000-2020’. In
sub-Saharan Africa, Ethiopia’s economy has grown between 8 and
15% per year over the same time period’. Such rapid economic
developments have been accompanied by fast urbanization” and the
rising influence of urban elites who have voiced their demands for
well-run public services including health services.

With economic development, national reforms often take place.
For example, in Latin America, several health sector reforms,
many of which targeted low-income groups, were enacted over the
past 30years, such as Seguro Popular in Mexico and Acceso
Universal con Gariantias Explicitas in Chile®. Over the 2000s, China
implemented a comprehensive health insurance reform including
three schemes that raised insurance coverage’; Thailand rolled
out its universal coverage program'’; and, recently, the Philippines

embarked on defining a list of high-priority services to be publicly
financed''. Such UHC-type reforms including pre-payment mecha-
nisms and insurance can often result in increases in health service
utilization and reductions in out-of-pocket (OOP) costs for health
care'>". In Ethiopia, a publicly financed package of essential health
services, including exempted (free) services at the point of care and
mainly addressing maternal and child health and communicable
diseases, was first introduced in 2005'*".

UHC-type reforms often come with defining a national essen-
tial benefits package (EBP) to be publicly financed and provided
to citizens free of charge. This involves a clear description of the
health interventions that are considered to be essential and is a core
element of the social contract that fundamentally connects citizens
to the elected. Based on agreed, pre-defined criteria that can include
disease burden, pro-poor prioritization, political feasibility and so
on, health services are selected (or not) for inclusion in the resulting
national EBP. As a case in point, Ethiopia has ratified the United
Nations Sustainable Development Goals, including Sustainable
Development Goal target 3.8: to ‘achieve universal health cover-
age, including financial risk protection, access to quality essential
health-care services and access to safe, effective, quality and afford-
able essential medicines and vaccines for all’. The country is com-
mitted to UHC through primary care expansion via strengthening
its Health Extension Worker program'®, and recently (in November
2019), its Federal Ministry of Health (FMOH) launched an expanded
package of essential health services as part of this commitment"’.

Advancing UHC-type reforms will vary from country to coun-
try, and there are no one-size-fits-all approaches. History, political
leadership, local social and ethical principles, idiosyncrasies of
national health systems and, importantly, availability of domestic
financial resources will all eventually shape how countries fund and
deliver health services in their own sequential realization of UHC'.
Since financial resources are limited, especially so in LMICs, many
countries will need to design their own health reforms via defining
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Table 1| Glossary of key terms used in defining national EBPs

Term Acronym  Definition

Essential benefits EBP Selection of essential health services

package and interventions to be publicly
financed

Cost-effectiveness CEA Economic evaluation method that

analysis compares the costs and health
benefits of two alternative scenarios
or interventions

Extended ECEA Economic evaluation method

cost-effectiveness that compares the costs and

analysis health benefits, FRP benefits and
distributional consequences of two
alternative scenarios or interventions

Financial risk FRP Prevention of medical

protection impoverishment from OOP direct
health-related expenditures

Fiscal space analysis FSA Economic analysis that estimates
the domestic financial resources
available to publicly fund an EBP

Out of pocket OOoP Qualifies health-related expenditures

that are financed privately by
individuals and households

(or revising) a realistic EBP that becomes accessible, free of charge,
to all citizens”. Choosing an explicit set of essential health ser-
vices to be publicly funded is a major stepping stone toward UHC.
Because no national constituency can provide an unlimited number
of services to their whole population in a sustainable manner, pri-
oritizing the interventions to be included in an EBP is a necessity.
As a result, countries will achieve better health for all, equitably and
without financial hardship.

This Perspective describes how EBPs can be developed in
LMIC contexts. It discusses how experts and the public can decide
on principles and criteria, use an array of analytical methods and
choose which services to be included in EBPs. We draw from
the recently completed exercise of revising the national essential
health services package in Ethiopia and from a few comparable
and well-documented illustrative country cases with defined EBPs.
This Perspective does not aim to provide a comprehensive review
of experiences from LMICs. Rather, we propose an entry point with
useful resources, demonstrating that there exist many possible paths
toward defining an EBP. We conclude with some recommendations
and lessons learned for Ethiopia and other LMICs on the way to
UHC-type reforms.

How to define a national EBP

In this section, we start by exposing some of the key principles
underlying the constitution of a national EBP. Second, we introduce
analytical methods consistent with these principles for selecting the
interventions in the EBP. Third, we describe the procedural steps
necessary to ensure a robust and participative deliberation toward
EBP finalization. A glossary of key terms is proposed in Table 1.

Key principles and decision criteria. Priorities must be made in
all health systems. Explicit objectives and decision criteria can
ensure rationality, consistency and legitimacy for these priorities.
There is a growing consensus among scholars with regard to the
major objectives of health systems: improved total health and dis-
tribution of health; fairness in health sector financing, including
financial risk protection (FRP) and its distribution; and responsive-
ness or citizen satisfaction’”**. International organizations (such
as the World Health Organization (WHO)) and global consortia
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(such as the International Decision Support Initiative (iDSI) and
Disease Control Priorities (DCP) project) have proposed similar
considerations”-*~*%. Overall, levels and distributions of population
health and FRP are outcomes that policymakers will aim to maxi-
mize under budget constraints.

After selection of key outcomes and decision criteria, two practi-
cal tasks follow: to choose indicators that can materialize (quantita-
tively or qualitatively) these criteria for each intervention considered
for inclusion in the EBP; and to populate these indicators with
appropriate data for each intervention (see Box 1). For example,
for distribution of health, several indicators are typically utilized:
socioeconomic status (for example, wealth quintile and educational
level), geographical location (for example, administrative region
and district) and special populations (for example, women and chil-
dren). For FRP, direct medical costs for health services, including
OOP payments for inpatient or outpatient care, are typical mark-
ers. Based on these OOP inputs, estimates of cases of catastrophic
expenditures (OOP costs surpassing a certain threshold of house-
hold expenditures or income) and impoverishing expenditures
(OOP costs pushing households under a defined poverty line) can
be computed'>?"->.

Main analytical methods. Once key principles and decision criteria
have been outlined, the next task is to assemble the EBP or solve the
EBP optimization problem (that is, to select the interventions that
maximize total population health, reductions in health disparities
and FRP, given limited domestic financial resources).

The analytical method commonly used for global health prior-
ity setting is cost-effectiveness analysis (CEA). It aims to identify
the interventions that maximize total health benefits (without con-
sideration of distribution) per budget expenditure in the health
sector’™'. CEA focuses on comparing the incremental health ben-
efits (for example, deaths averted or disability-adjusted life years
(DALYs) averted) with the incremental costs when providing a
health intervention to a given population. As a result, the analyst
can rank interventions according to their cost per death or DALY
averted and the policymaker can choose to fund the interventions
that are most cost-effective (for example, smallest cost per DALY
averted). CEA evidence is used in health technology assessment to
inform priority setting, and several health technology assessment
strengthening exercises have been conducted in LMICs (for exam-
ple, by iDSI in Africa and Asia™™).

Yet, many have argued that CEA is limited, notably by the lack
of attention to distributional consequences of health interventions
(for example, distribution of health benefits by socioeconomic
group) and to special groups (for example, the worse off), and by
the absence of consideration to non-health benefits such as the FRP
provided by publicly financed interventions***. Therefore, CEA
should be extended to include the major health system objectives
described above. This is the primary motivation of extended CEA
(ECEA), which explicitly incorporates both distributional outcomes
(for example, health and financial gains across disaggregated popu-
lation subgroups such as socioeconomic groups) and FRP, per given
budget expenditure®. In sum, extensions of CEA to equity and FRP
are essential in defining a fair EBP.

Lastly, budget constraints need to be fully incorporated in the
selection of interventions for EBP inclusion, to ensure that health
sector finances are maintained at credible levels over time. This
comes in two ways. First, fiscal space analysis (FSA)* is necessary
to project the future financial resources that will be available to the
health sector to fund the EBP. These resources will be composed of
a mix of domestic sources, donor funds and private financing by
households from OOP payments. Given the plateauing of foreign
aid allocations in recent years™, mobilization of domestic financ-
ing will be essential for LMICs and will increase with the growth
of economies and enhanced national commitments of investing in
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Box 1| Major objectives, selected indicators and analytical
methods relevant for undertaking UHC reforms

Major objectives of health systems and UHC reforms
To improve:

o Population health

o Fair distribution of health in the population
o FRP and its distribution in the population

« Responsiveness/citizen satisfaction

Selected indicators

o Mortality, morbidity and health-adjusted life expectancy

« Indices of health disparities (for example, related to the dis-
tribution of mortality and morbidity across socioeconomic
groups)

o Prevalence of catastrophic health expenditures and impover-
ishing health expenditures

o Amount and distribution of insurance premiums and copay-
ments in the population

Selected analytical methods

e Clinical effectiveness studies and randomized controlled

trials
« CEA
« ECEA

o Budget impact analysis
o Benefit incidence analysis

the health sector (for example, increasing the share of gross domes-
tic product allocated to public health expenditures). Expansion of
domestic resources will also crowd out household private financing
of health and allow the reduction of OOP payments. Second, within
these available fiscal envelopes, one should examine the interven-
tions that can be funded while including both the intervention costs
and the opportunity costs of not funding these interventions®, until
the full available budget is exhausted.

Major steps toward a robust deliberative process. Concurrently,
a robust and transparent deliberative process should follow a num-
ber of specific steps to ensure legitimacy and eventual EBP uptake
by citizens*»***. First, professional associations, patient organiza-
tions and citizens should be involved in choosing the key principles
and decision criteria. Second, there needs to be a comprehensive
compilation of appropriate input data contextualized to local set-
tings. Besides the published literature, potential sources include, for
example, the iDSI network, the DCP project, WHO databases and
the Tufts CEA registry*>***. Therefore, large amounts of evidence
need to be triaged, synthesized and hierarchized through consulta-
tions with technical experts, national and regional decision-makers,
associations of health providers and patients, the civil society and
the public at large. Such transparent involvements will enable trans-
lation of evidence into practical policymaker choices for the inter-
ventions to be selected (or not) for EBP inclusion.

Constitution of a national EBP

Combining key principles and analytical methods with a robust
deliberative process, we begin with pointing to the main compo-
nents constitutive of the EBP. We then elaborate on what would
be a desirable process for defining the EBP, describe the major
stakeholders to be involved and introduce some elements of fis-
cal space availability. Lastly, we briefly emphasize what should be
some of the future essential steps underlying EBP implementation,
monitoring and evaluation. In all three instances, we draw from the
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Ethiopian EBP exercise'”** and compare it with practice from other
countries (see Table 2).

Considering the health services to constitute the EBP. Ultimately,
an EBP is constituted of a list of services publicly financed by a gov-
ernment. Three service categorizations can be used in selecting the
interventions for inclusion: (1) the disease areas and conditions that
the intervention addresses; (2) the levels of the health system via
which the intervention will be delivered; and (3) the potential inter-
sectoral (beyond the sole health sector) features that the interven-
tion may have.

As a case in point, Ethiopia’s EBP combined interventions
addressing broad disease areas with different delivery levels of the
health system*. Several countries, including Chile and Mexico,
have chosen similar paths. For example, Mexico defined a diago-
nal approach that combined vertical programs and horizontal
health system strengthening®. In contrast, other countries, such
as Malawi and Kenya, have mostly focused on EBPs for primary
health care, and thereby explicitly linked services to community-
level delivery platforms (Table 2). Furthermore, intersectoral fea-
tures can be emphasized for environmental, water and sanitation
interventions, interventions that can be delivered via schools, and
behavioral interventions that can be disseminated via mass media
campaigns (a detailed typology and discussion is provided by the
DCP exercise®). Several countries, such as Botswana, Kenya and
Rwanda, have included intersectoral interventions in their EBP,
while others have only included clinical services (see Table 2).
This does not mean that those countries that have only included
clinical services do not have intersectoral interventions in their
national health policies; rather, they are simply not envisioned
as part of EBP. As a result, a complete list of potential interventions
for inclusion (preventive, curative and clinical, intersectoral and
public health interventions) can be assembled depending on the
specificities of the local health system (for example, see the case of
Ethiopia; Table 3).

Subsequently, each intervention listed can be ranked along key
decision criteria in utilizing analytical methods. In Ethiopia, the first
criterion that was systematically assessed across all interventions
was cost-effectiveness using CEA. For that purpose, global CEA
databases and tools**"’, as well as recent publications™*"*"*, were
sourced to rank all interventions for EBP consideration according
to cost-effectiveness®. Following these rankings, and consistent
with ECEA objectives and the ECEA dashboard, interventions were
further assigned equity (for example, favoring the poor or not) and
FRP scores. Experts were consulted to identify equity-relevant
population groups and interventions providing high FRP, which
were then given extra weight. Consistent with national policies,
equity-relevant groups included children under 5 years of age, preg-
nant women, the poor and populations living in remote areas™.
This led to the hierarchization of interventions into three classes
of priority: high-, medium- and low-priority services (see Table 3).
Other criteria (such as burden of disease to avoid poor interven-
tion relevance) were reviewed, and social and political acceptabil-
ity were discussed qualitatively during deliberations'”**. Beyond
Ethiopia, countries differed substantially in their choice of decision
criteria. Many countries (for example, Iraq, Kenya, Malawi and the
Philippines) only put forward burden of disease or cost-effectiveness,
while other countries incorporated a broader set of criteria such
as equity, FRP, budget impact, feasibility and social acceptability
(see Table 2).

Deliberations toward selecting the interventions. The EBP con-
sultation process needs to be fully participative and to include all
relevant stakeholders®*. In Ethiopia, for that purpose, a roadmap
was developed by the leadership of the FMOH. The consultation
process brought on board a large variety of stakeholders from
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Table 2 | Experience of defining EBPs from selected low-, middle- and high-income countries

Country (year)

Criteria

Process and user involvement

Health services

Intersectoral policies

Ethiopia (2019)"

Disease burden,
cost-effectiveness, equity,

Participation of internal and
external stakeholders of the

Comprehensive list of
interventions from all major

Intersectoral interventions
included.

health sector. User involvement
through associations and public
representatives. Limited direct
consultation with citizens.

FRP, budget impact
and public and political
acceptability.

programs: RMNCH, NCD, injury
and surgical interventions.
Linked to delivery platforms.

Ethiopia (2005)"™ Cost-effectiveness, Developed by the Essential Health  Selective and general. Few NCD Intersectoral collaboration

affordability, equity, Service Package Task Force, services included. Not costed. encouraged.
necessity, capacity and FMOH departments and Regional  Linked to delivery platforms.
accessibility. Health Bureaus. User involvement
not described.
Liberia (2011)*’ Burden of disease, Representatives from Mainly focused on primary Not described.
availability of interventions communities, districts and health care: RMNCH, some
and feasibility. national and international NCDs and surgical and
organizations involved in multisectoral interventions.
determining priority services. Detailed description of
interventions not provided.
Malawi (2016)°%>° Cost-effectiveness, equity, Consultative process with Mainly focused on primary Not described.

health care: RMNCH and some
NCDs.

stakeholders to consider a wider
set of political, ethical and health
system considerations. No
detailed description of process.

continuum of care and
complementarity of services.

Potential contribution in
reducing the burden of
disease, high impact, safe
and effective, feasibility and
sustainability.

Rwanda
(2017/2019)¢0-¢2

Ministry of Health responsible for
defining package with insurance
agency. Consultation with the
government cabinet. Published
in an official Ministry of Health
gazette available to the public
and key stakeholders.

Additions to the package

made later (that is, changes to
the essential medicines list). No
process described.

Strategies include engaging
in intersectoral activities.

Selective (detailed description
of interventions not provided).

Burden of disease and Not described.

cost-effectiveness.

Philippines (2018)" Selective (includes services
for 48 conditions). A primary
care package is described,
but not all interventions are
clearly linked to delivery

platforms.

Mainly focused on RMNCH,
some community-based
interventions, NCD screening
and WASH. A primary care
package is described.

Mainly focused on RMNCH and
primary care.

Based on data analysis. No user
involvement described.

Not described. Intersectoral health
promotion and preventive
interventions to address
injuries and violence

included.
Not described.

Burden of disease and
cost-effectiveness

Kenya (2015)%

Eswatini (2017)%4 Burden of disease, service
availability and public

participation.

Consultations with Ministry of
Health departments, including a
workshop with clinical advisors
(health personnel and private/
public hospitals) and development
partners.

Botswana (2010)%° Burden of disease,
cost-effectiveness and equity

(urban/rural and pro-poor).

Consultative process involving
several stakeholders within and
outside the health sector.

Most major program areas Explicitly mentioned.
included but details within each
program area are limited. Linked

to delivery platforms.

Chile (2005/2013)°° AUGE Consultative Committee Not described.
in Ministry of Health defined and
revised the package. No detailed

description of process.

Burden of disease, share

of the population suffering
from the disease, expected
cost per beneficiary, supply
capacity of the health
system and effectiveness of
interventions.

Priority interventions
guaranteed in the law to prevent
and treat 69 priority health
problems. Linked to delivery
platforms through clinical
practice guidelines.

Continued
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Table 2 | Experience of defining EBPs from selected low-, middle- and high-income countries (Continued)

Country (year) Criteria Process and user involvement Health services Intersectoral policies
Mexico (2012/ Cost-effectiveness, A commission (Comisién Linked to delivery platforms Not described.
2018)°%8 affordability, FRP and Nacional de Proteccién Social en  through diagonal programs.
scientific community Salud) proposed primary- and First- and second-level care:
opinion. secondary-level services to be 275 interventions.
included. The General Health Catastrophic health fund
Council (Consejo de Salubridad (high-cost treatment): 58
General) identified diseases of interventions.
catastrophic nature. Insurance for children: 128
A committee assessing social interventions.
acceptability gave general advice.
Irag (2009)*° Cost-effectiveness and Technical exercise. No detailed Comprehensive package Not described.

budget impact.

Bangladesh (2015)’°  Burden of disease,

cost-effectiveness and FRP.

description of process.

linked to service provision in

four layers of health facilities,
starting from community health
up to district hospital level.

No detailed description of process.

clearly specified.

Comprehensive. Links to delivery Not described.
platforms discussed but not

AUGE, Acceso Universal con Gariantias Explicitas; NCD, non-communicable diseases; RMNCH, reproductive, maternal and child health; WASH, water, sanitation and health.

Table 3 | Selected interventions for inclusion in the essential health services package of Ethiopia, corresponding disease or condition
area, health system delivery platform and level of priority assigned in the latest EBP revision (2019)

Disease area Intervention Health system delivery platform Priority level
Reproductive, maternal, child health and Family planning counseling All levels High
nutrition
Major communicable diseases Tuberculosis diagnosis and treatment Primary, general and tertiary hospitals  High
Non-communicable diseases Tobacco taxes Intersectoral High
Non-communicable diseases Primary prevention for those with an Health centers and primary, general High
absolute 10-year risk of CVD of >20% and tertiary hospitals
Non-communicable diseases Treatment of patients with myocardial Tertiary hospitals Low
infarction with percutaneous coronary
intervention
Non-communicable diseases Cervical cancer treatment: stage | Primary, general and tertiary hospitals ~ High
Non-communicable diseases Breast cancer treatment: stage IV Tertiary hospitals Medium
Surgical care Modified radical mastectomy General and tertiary hospitals Medium
Emergency care Advanced management of sepsis Primary, general and tertiary hospitals  High
Multisectoral environmental health and hygiene Promote proper water management at Health posts and centers High
household level, per water safety plan
Multisectoral environmental health and hygiene Social marketing and education on hygiene Health posts and centers Low
alone
Health education and promotion Promote use of fortified products Health centers and posts, primary High

hospitals and intersectoral

CVD, cardiovascular disease.

health professional associations, members of the public, citizens,
policymakers and politicians (Fig. 1). Over one and a half years
(2018-2019), the EBP process included a core team of analysts who
met regularly with a technical working group appointed by the
FMOH and a larger group of stakeholders*. Beyond Ethiopia, coun-
tries differed with respect to how inclusive the EBP process was.
Some countries, such as Bangladesh, Iraq, Kenya and the Philippines,
defined EBPs essentially through technical analyses (or they did not
describe the process), while other countries involved key stakehold-
ers within and outside the Ministry of Health, and a few countries
involved the general public (see Table 2).
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As for financing, in Ethiopia, the total cost of the EBP was esti-
mated for different combinations of interventions™. Consistent
with this intervention costing exercise, an FSA was conducted for
the years 2020-2030. The FSA projected the financial resources that
would probably be available to the health sector to fund the EBP
in future years, under different sets of aspirational assumptions.
The EBP implementation plan included realistic coverage targets
that were adjusted in response to available economic and human
resources. Comparison of the intervention costing exercise with
the FSA chiefly highlighted the urgent need for resource mobili-
zation. This would be realized with increased domestic resources
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National experts

1

Technical working group

National and regional health professionals and providers
National and regional health planners

National experts

T

Technical working group

Civil society and patient and professional associations
National and regional health professionals and providers

National and regional health planners

T

Technical working group

1

Decision science experts

National experts

1

)

Technical working group

National and regional health planners
Civil society and patient and professional associations

Technical working group

L |

Political decision-makers

Fig. 1| Involvement of experts and the public in defining Ethiopia’s essential health services package. Ethiopia's essential health services package” was
developed through consultation with a core team of stakeholders who determined the burden of disease, identified the required interventions, selected
decision criteria, gathered and assessed evidence and ranked the required interventions.

via expanding the political commitment toward the health sector
and growing the national taxation base, concurrently with enabling
intersectoral measures for raising excise health taxes on harmful
products such as tobacco, alcohol and sugary drinks**.

Implementation, monitoring and evaluation. Defining the EBP
must come hand in hand with delivery to the population via the
different levels of the health system and across the health and other
sectors (for example, education and transport). The major parts of
the EBP will be delivered across all of the regional administrations
of a country at the primary health care level, with others delivered in
secondary and tertiary hospitals (see the case of Ethiopia'”**). This
will involve consideration of local health system constraints, includ-
ing human resources requirements (for example, increased num-
bers of skilled health workers) and facility and infrastructure needs
(for example, the need for additional clinics and road construction
or upgrading). EBP implementation must be coordinated, locally
and nationally, with the appropriate financing mechanisms, includ-
ing pooling of resources from local users. For example, EBPs could
be provided via social health insurance or community-based health
insurance as in Ethiopia.

Lastly, a robust monitoring and evaluation framework should be
put in place with EBP rollout. This means tracking, before, during
and after its introduction, the potential increases and/or decreases
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in utilization of health services, the possible improvements in health
outcomes (for example, reduction in mortality and morbidity) and the
possible improvements in FRP, by tracking potential decreases in OOP
expenditures and associated catastrophic and impoverishing health
expenditures.

Conclusions

A well-designed EBP will save lives, reduce health disparities and
protect against impoverishment®. A publicly funded EBP is a major
stepping stone toward UHC, and countries can learn from each
other on how to best define essential services.

Major lessons learned. The most important driver for the
successful development of EBPs is strong political commitment.
In Ethiopia, leadership was demonstrated by the FMOH, which
included the involvement of a large number of contributors, from
the office of the minister to all technical departments and agen-
cies of the FMOH. Such high-level commitment was well observed
during workshops and technical consultations that often balanced
participation from senior civil servants with input from technical
advisers. This strong momentum was also reinforced by the par-
ticipation of local decision-makers, especially from Ethiopias
Regional Health Bureaus. Similarly, in other countries (for example,
Chile, Mexico and Rwanda), strong political leadership was crucial
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(Table 2). Local participation and engagement can foster buy-in and
a sense of ownership that will be critical in the EBP implementa-
tion phase, via community-based health insurance programs for
example. However, one major challenge observed in Ethiopia and
many other countries was incomplete information and poor data,
along with a lack of available human resources adequately prepared
for the conduct of the technical analyses.

Another lesson learned is that countries can vary in the choice of
criteria for service inclusion in their EBP (Table 2). This variation
in the relative weight of priority criteria may be explained by local
values and policy objectives, access to data and evidence, but also
by occasional competing technical advice from national and inter-
national experts. Historically, there has been little consensus on the
appropriate set of criteria, while more recently we have observed a
convergence around criteria directly underpinning the definition of
UHC (for example, cost-effectiveness, equity and FRP).

Finally, a comment on COVID-19 and UHC. In responding
to the pandemic, Ethiopia decided early on to maintain essential
health services as a key component of its COVID-19 response: the
FMOH prepared the Implementation Guide for Non-COVID-19
Essential Health Services in Ethiopia During COVID-19 Pandemic in
April 2020, using the discussed EBP' as a guide for the protection
of priority interventions during the pandemic.

Recommendations for defining EBPs in LMICs. First, one major
outcome from the Ethiopian exercise was the substantial subject
matter expertise developed (that is, the use of key principles and
decision criteria; analytical methods; and implementation of a
deliberative process). Such procedures could be replicated to other
future priority-setting exercises and to other countries while adapt-
ing to the specificities of the local contexts. Second, strong political
commitment at the highest levels of the government, and relayed via
technical experts and local decision-makers, was essential: defining
an EBP will require involving a large number of disparate stakehold-
ers and ensuring that their voices are heard while sustaining sup-
port from senior officials. Finally, EBP contextualization is critical.
While global data from international databases (for example, the
WHO) are useful inputs, and examples of already established EBPs
in other countries (for example, Ghana, the Philippines, Rwanda
and Thailand) are aspirational, adapting such knowledge to local
realities and constraints is essential to ensure relevance of the EBP, a
sense of local ownership and, eventually, EBP uptake.
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