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Abstract

Provider payment methods are traditionally examined by appraising the incentive signals inherent in individual payment mechanisms. However,
mixed payment arrangements, which result in multiple funding flows from purchasers to providers, could be better understood by applying a
systems approach that assesses the combined effects of multiple payment streams on healthcare providers. Guided by the framework developed
by Barasa et al. (2021) (Barasa E, Mathauer |, Kabia E et al. 2021. How do healthcare providers respond to multiple funding flows? A conceptual
framework and options to align them. Health Policy and Planning 36: 861-8.), this paper synthesizes the findings from six country case studies
that examined multiple funding flows and describes the potential effect of multiple payment streams on healthcare provider behaviour in low-
and middle-income countries. The qualitative findings from this study reveal the extent of undesirable provider behaviour occurring due to the
receipt of multiple funding flows and explain how certain characteristics of funding flows can drive the occurrence of undesirable behaviours.
Service and resource shifting occurred in most of the study countries; however, the occurrence of cost shifting was less evident. The perceived
adequacy of payment rates was found to be the strongest driver of provider behaviour in the countries examined. The study results indicate that
undesirable provider behaviours can have negative impacts on efficiency, equity and quality in healthcare service provision. Further empirical
studies are required to add to the evidence on this link. In addition, future research could explore how governance arrangements can be used
to coordinate multiple funding flows, mitigate unfavourable consequences and identify issues associated with the implementation of relevant
governance measures.

Keywords: Multiple funding flows, healthcare provider behaviour, strategic purchasing, healthcare financing, universal health coverage

Introduction Cashin et al., 2017). Recently, strategic purchasing, which
Universal health coverage (UHC) is high on the global deliberately introduces purchasing arrangements that encour-
health policy agenda. Achieving UHC requires more than ~ a8¢ providers to pursue equity, efficiency and quality in
a simple increase in health spending; it also requires the  service delivery (RESYST, 2014), has received increasing
efficient and equitable use of funds allocated to health  attention from researchers and policymakers (Cashin et al.,
(World Health Organization, 2010; Kutzin et al, 2016;  2017).
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Key messages

e Multiple funding flows from purchasers to providers can
be better understood by applying a systems approach
that assesses the combined effects of multiple payment
streams on healthcare providers.

e While service and resource shifting occurred in most of the
study countries, the occurrence of cost shifting was less
evident.

e Among the attributes of the funding flows, the perceived
adequacy of payment rates was found to most strongly
drive change in provider behaviour.

e Because undesirable provider behaviour can negatively
impact health system performance, future research should
examine how governance arrangements can be used to
coordinate multiple funding flows to mitigate unfavourable
consequences.

Health systems in most low- and middle-income countries
(LMICs) are financed using multiple sources, with funds chan-
nelled from health system purchasers to providers using a
variety of payment arrangements and little, if any, central
coordination (RESYST, 2016). Most analysis of provider pay-
ment focuses on the effects of individual payment mechanisms
in isolation from other mechanisms. In 2017, a World Health
Organization (WHO) global meeting on strategic purchasing
concluded that mixed payment arrangements, which result in
multiple funding flows from purchasers to providers, could be
better understood by applying a systems approach to assess
the combined effects, both complementary and antagonistic,
of multiple payment streams on healthcare providers (WHO,
2017; Mathauer and Dkhimi, 2019).

Barasa et al. (2021) developed a conceptual framework
for examining issues associated with multiple funding flows
from the perspective of healthcare providers. The frame-
work uses the term ‘funding flow’ to describe the transfer of
pooled resources from a purchaser to a healthcare provider.
A funding flow is characterized by distinct arrangements
(attributes), such as services purchased, population group
targeted, provider payment mechanisms, payment rates,
accountability mechanisms and other contractual arrange-
ments (Barasa et al., 2021). While each funding flow has its
own inherent incentives created by the arrangements made
with providers (Cashin et al., 2017b), multiple funding flows
create a combination of the incentive signals sent by each
separate funding flow.

Ideally, the incentives generated by each funding flow are
complementary and compensatory to each other and create
an overall blend of incentives that align provider behaviour
with the objective of efficient, equitable and quality service
provision (Barnum et al., 1995; Langenbrunner et al., 2009).
However, without coordination and coherence, purchasing
arrangements for individual funding flows are developed in
isolation, and some incentives generated by the combina-
tion of multiple purchasing arrangements can neutralize, or
even contradict, those of individual flows. When healthcare
providers receive multiple funding flows, they may find certain
funding flows more favourable than others, which may cause
undesired provider behaviour that, in turn, could undermine
the achievement of the health system objectives (Mathauer
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and Dkhimi, 2019). Barasa et al. (2021) produced an ana-
lytical framework that captures how multiple funding flows
operate and how they are perceived by healthcare providers
in order to further understand the combined effects of incen-
tive signals created by multiple funding flows on healthcare
provider behaviours. Guided by the framework, this paper
synthesizes the findings from six country case studies in Africa
and Asia that examined multiple funding flows and describes
the potential effect on health provider behaviour.

Methods
Conceptual framework

The study adopted the conceptual framework developed by
Barasa et al. (2021) that hypothesizes that the presence of
multiple funding flows and the associated attributes of each
funding flow create a set of incentives that influence provider
behaviour (Figure 1). The framework looks at the arrange-
ments established between the purchasers and healthcare
providers in each funding flow and identifies the incentives
generated by the combination of funding flows by comparing
the key attributes of each funding flow to determine how and
why the mix of funding flows influences provider behaviour.
The framework suggests that providers adjust their behaviour
in response to the economic signals produced by multiple
funding flows in a complex reaction, which occurs at both
the individual (health personnel) and organizational levels.
The behavioural response is driven by factors which may
have consequences that are either positive, e.g. optimizing
use of resources, improving quality of care, etc., or nega-
tive, e.g. delivery of unnecessary treatment, financial viability
favoured over quality of care, resistance to change aimed at
improving the use of resources, etc. While the range of poten-
tial healthcare provider behaviours in response to a set of
multiple funding flows is extensive, the framework catego-
rizes behaviour according to the potential pernicious effects
on service provision (Barasa et al., 2021), using the following
categories:

(a) Resource shifting—which occurs when healthcare
providers preferentially shift resources to provide ser-
vices covered under a funding flow that is perceived to
be favourable,

(b) Service shifting—which occurs when a provider shifts
service provision from a funding flow considered to
be less favourable to a funding flow considered more
favourable and

(c) Cost shifting—which occurs when providers charge
higher rates to some funding flows to compensate for
lower rates from another funding flows.

This study focuses on the healthcare provider responses to
the receipt of multiple funding flows, more specifically inves-
tigating the relationships between multiple funding flows and
undesired provider behaviour. The framework can be further
used to examine the effects of these behavioural responses on
efficiency, equity and quality in service delivery; however, this
dimension is not included in the scope of the present study.

Methodology in the country case studies

The Resilient and Responsive Health System (RESYST) con-
sortium (www.resyst.Ishtm.ac.uk) undertook country case
studies on multiple funding flows in Kenya, Nigeria and
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Figure 1. Conceptual framework of multiple funding flows
Source: Adapted from Barasa and Mathauer et al., 2021.

Vietnam in 2017. In parallel, WHO undertook country case
studies in Burkina Faso, Morocco and Tunisia in 2017 and
2018. Table 1 summarizes the key features of the six coun-
try studies. The RESYST study was undertaken to better
understand how multiple funding sources flow to healthcare
providers and the likely implications of multiple funding flows
on overall financing system coherence. The study focused on
the issue of multiple funding flows in public healthcare facili-
ties in selected geographical settings, and each study examined
four public hospitals that receive funding from multiple fund-
ing sources (Mbau et al.,2018; Oanh et al., 2018; Onwujekwe
et al., 2018). The WHO studies were initiated as part of pol-
icy dialogue with governments planning to introduce strategic
purchasing into their health systems The studies identified
the healthcare service purchasers operating in the country,
examined the payment arrangements used by purchasers and
investigated any inefficiencies, inequities and quality concerns
resulting from misaligned provider payment methods (Appaix
et al., 2017; Dkhimi et al., 2017; WHO, 2020).

The RESYST and WHO teams each developed their own
study approaches, which they then shared at technical meet-
ings and conferences. The teams reviewed each other’s study
approaches with the viewing of synthesizing the study find-
ings after the individual studies were complete. Although the
RESYST and WHO country studies were undertaken sep-
arately, the aims and approaches to the studies were very
similar in that the six case studies explored the funding flows
from multiple purchasers to healthcare providers, examined
the potential effects of multiple funding flows on health-
care provider behaviour and considered the impact of these
behaviours on health system coherence and performance. The

common aims and similarity in approaches ensured that the
study findings were comparable. The RESYST and WHO
teams held a face-to-face workshop in 2018 to discuss the
findings in the respective studies with a view toward collat-
ing the findings from the analyses of different countries and
synthesizing the empirical data collected in the studies.

Using a template developed based on the conceptual frame-
work of Barasa et al. and Mathauer et al. (Barasa et al.,
2021), the country case studies were reviewed to extract
findings on (a) the characteristics of the funding flows from
all healthcare purchasers to the healthcare providers operat-
ing in a country; (b) evidence of resource shifting, service
shifting and cost shifting behaviour in healthcare providers
and (c) key attributes of the funding flows that can poten-
tially explain healthcare provider behaviours. A cross-case
synthesis, initially identifying within-case patterns and sub-
sequently examining relationships repeated across both the
WHO and RESYST case studies (Yin, 2018), was undertaken
on the information collected in the template to determine: (a)
the mix of funding flows received by healthcare providers and
(b) the behaviours observed in healthcare providers and their
perceptions of the key attributes of the multiple funding flows.
The patterns identified in the template were further verified by
the country study teams.

Findings
Description of the multiple funding flows

In all the study countries, the healthcare providers received
funding flows from multiple sources and, in most cases,
each purchaser used different payment arrangements to buy
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Table 1. Cross-country comparison in six countries
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RESYST studies WHO studies
Country Kenya Nigeria Vietnam Burkina Faso Morocco Tunisia
Data collection  Policy docu- Policy docu- Policy docu- Policy docu- Policy docu- Policy docu-
mentation mentation mentation mentation mentation mentation
review review review review review review
In-depth In-depth Review of facility ~ In-depth In-depth In-depth
interviews interviews data interviews interviews interviews
Focus group Focus group In-depth
discussion discussion interviews
Focus group
discussion
In-depth Total number: 36  Total number: 66  Total number: 10~ Total number: 67  Total number: 32 Total number: 17
interviews Participants: Participants: Participants: Participants: Participants: Participants:
County Depart- State Ministry of Department of Ministry of Ministry of Ministry of
ment of Health Health, State Health, Provin- Health, SHI Health, Ministry Health, Min-
officials, NHIF Health Board, cial Social Fund, non- of Finance, SHI istry of Finance;
branch officials, NHIS, Health Security office, government Fund (Caisse Ministry of
doctors, clin- Maintenance District Social organizations Nationale Social Affairs,
ical officers, Organizations, Security office (NGOs) and de Sécurité NHIF (Caisse
pharmacists, doctors and community- Sociale (CNSS)), Nationale
nurses, hospital nurses, hospital based health National Union d’Assur-
administrators, administrators insurance (CBHI) of Mutual ance Maladie
nursing officer in schemes run- Insurance Agen- (CNAM)), pub-
charge, medical ning community cies (Caisse lic and private
superintendents health insur- Nationale des hospitals
ance, public and Organismes
private hospitals de Prévoy-
ance Sociale
(CNOPS)), dis-
trict management
teams, public and
private hospitals
Focus group Total number: 4 Total number: 8 Total number: 12 Not applicable Total number: 1 Not applicable

discussions

Participants:
service users

Participants:
service users

Participants: doc-
tors and nurses,
service users

Participants:
regional hospital
staff

services from providers. Table 2 summarizes the funding
flows identified in the study countries, providing an overview
of the health financing system including (a) the financing
mechanisms operating in the study countries, (b) the orga-
nizations that purchase healthcare services (purchasers), (c)
the target populations for the financing mechanisms; (d)
provider payment methods and (e) the services purchased
by the provider payment methods. The target populations
varied between financing mechanisms, but in some settings,
a single financing mechanism targeted different populations
using multiple funding pools, i.e. there were multiple funding
flows within the one mechanism.

As indicated in Table 2, the number of funding flows
received by a healthcare provider was determined by a com-
bination of the number of healthcare financing mechanisms
operating in a country, the number of funding pools in the
financing mechanisms (e.g. sub-schemes for target popula-
tions and programmes for specific conditions/diseases) and the
provider payment arrangements.

Of the study countries, Vietnam had the smallest num-
ber of financing mechanisms due to the fact that mandatory
health insurance targets the entire population and is funded
directly by government and out-of-pocket (OOP) payments,
but has different provider payment arrangements that cover
distinct service categories. In Kenya, a number of separate pro-
grammes operate under the National Health Insurance Fund

(NHIF) to cover different sections of the population, which
results in a large number of funding flows. There are also mul-
tiple financing mechanisms operating in the country. Numer-
ous financing mechanisms operate in Burkina Faso, Morocco,
Nigeria and Tunisia, where mandatory health insurance only
covers a small proportion of the population, and there is a
mix of both private non-profit and for-profit insurance mech-
anisms, as well as government schemes to provide priority
services and support vulnerable populations. For example, in
Morocco and Tunisia, in addition to the tax-funded system
and the National Health Insurance Schemes (NHISs) cover-
ing the formal sector, large-scale medical assistance schemes
that cover a large proportion of the population are funded
through the government budget and complement free public
primary healthcare centres to provide financial protection for
the identified poor needing healthcare services.

Changes in healthcare provider behaviour in
response to multiple funding flows

Resource shifting

Resource shifting was found in nearly all the study
countries (Table 3) wherein healthcare providers allocated
more resources to the funding flows that they considered
favourable. Typically, separate care pathways were created to
allow more resources, including wards, staff, medical goods
and equipment, to be given to patients covered by favourable
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funding flows. For example, in Kenya, providers dedicated
specific wards and special clinics to patients enrolled in a
scheme operated by the NHIF that covers civil servants. The
dedicated wards and clinics were better resourced, in terms of
staffing and healthcare commodities, than general wards. In
Nigeria, hospitals established private laboratories that were
better resourced than public laboratories to provide services
for patients that paid by means other than through the public
insurer, the NHIS. In Vietnam, hospitals collaborated with pri-
vate industries to invest in more expensive and more modern
equipment for ‘on-demand’ services, which were paid OOP.
Patients receiving ‘on-demand’ services were treated in special
wards, by higher skilled specialists and using better equip-
ment than those were used for those receiving regular services
that were paid using social health insurance (SHI) or user
fees. Hospitals in Vietnam are not bound by standardized pay-
ment rates for on-demand services. Hospitals therefore charge
higher prices for the services:

There is an on-demand service area in the hospital, where
specialist doctors, skilled doctors from leading central hos-
pitals, are invited to come to provide patient care. There are
28 on-demand beds, and on-demand beds are available in
all clinical faculties (Provincial hospital manager, Vietnam).

The existence of a variety of payment rates for the same
or similar services and the profitability associated with some
payment rates appear to be the main drivers of resource shift-
ing in the case study countries. Hospitals tend to dedicate
more resources to areas where a higher income is expected.
For example, healthcare providers consider the NHIF civil ser-
vants’ scheme in Kenya to be more favourable than the NHIF
general scheme because it pays providers at higher rates. Pub-
lic hospitals in Nigeria prefer payments to be made to their
‘private’ laboratories, and public hospitals in Vietnam pre-
fer to supply ‘on-demand’ services because patients can be
charged higher rates compared to the rates set by public health
insurers in the respective countries.

Predictability in payments also seems to be an attribute that
healthcare providers value. The regular transfer of payments
under the capitation system used by the NHIF in Kenya was
used by healthcare providers to justify a greater allocation of
resources and preferential treatment of those covered by the
NHIF:

Capitation — you can predict how much you are going to
get as a healthcare provider... (Senior hospital manager,
Kenya).

Performance-based financing (PBF) provides additional
income to health facilities that achieve a target performance.
As incentive payments for PBF aim to orient healthcare
providers to deliver certain types of services and/or influence
specific aspects of service delivery, PBF appears to drive a type
of resource shifting behaviour in healthcare providers. For
example, in Burkina Faso, health staff dedicated more time to
outreach activities than other tasks if the outreach activities
were paid through the PBE,

Some activities, like home visits by some health centres,
could reach 200 to 300 visits while in previous periods,
there would be no more than 20 to 30 home visits. It was
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well paid because it received CFA 5000 [per visit from the
PBF] (District hospital manager, Burkina Faso).

Service shifting

In several case study countries, healthcare providers shifted
services from a funding flow considered to be less favourable
to a funding flow considered more favourable in order to max-
imize their own revenue (Table 3). A range of strategies were
used to do this. In Kenya, providers encouraged uninsured
patients requiring long-term care or elective surgery to enrol
in the NHIF so that the providers could benefit from more
secure and higher payment rates for the services than if the
same patients had to pay the bill themselves:

We usually encourage people to use [NHIF] cards because
we consider them [NHIF patients] to be more important
and it is actually even more important to the hospital when
we have the cards, as we get higher returns... We usually
prefer the NHIF cards but most of our patients don’t have
them...Usually we do a lot of waivers and exemptions.
Walk to our surgical ward, you can waive up to 100000
in a day. [A person has a bill of] 20000 but can only
afford to pay 4000. We can’t keep that person in the ward
but suppose now they had the cards... [then the cost of
their treatment would be covered by the NHIF] (Hospital
accounts staff, Kenya).

In Vietnam, providers tended to encourage both SHI and
user fee—paying patients to use on-demand services if the
patients could afford to do so:

Of course, there is a tendency for an extensive prescription
of services for patients who pay user fees or use services
on demand. This is for the convenience of both sides, and
physicians can serve patients using better care... (Provincial
hospital doctor, Vietnam).

In Tunisia and Morocco, medical assistance schemes or fee
exemption schemes remove the requirement of the poor and
vulnerable from paying user fees at public healthcare facili-
ties. However, the public health facilities are not compensated
for the cost of delivering fee-exempted services and must cover
the cost of the free healthcare services using their own budgets.
As a result, public healthcare facilities often require exempted
patients to buy medicines and other consumables at private
pharmacies or undergo medical examination at private facili-
ties and pay for these OOP payments. This type of behaviour
is considered to be service shifting as healthcare providers
move services from fee-exempted schemes to OOP payments
in order to avoid a loss of revenue due to the fee exemptions
(WHO, 2020).

A perceived inadequacy in payment rates is also a common
driver of many of the service-shifting behaviours observed in
healthcare providers—when the payment rate for one service
is thought to be insufficient to cover the cost of providing
that service, providers appear to transfer the service to other
mechanisms to fund delivery. In Nigeria, case-based payments
are used to purchase healthcare services for those covered by
mandatory health insurance. However, due to a perceived low
payment rate, providers ask patients to pay for the services
OOP (Onwujekwe et al., 2018).

In addition to the perception of payment rates by providers,
the complexity of the accountability mechanisms associated
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with provider payments is an important factor in service shift-
ing. In Vietnam, hospital managers noted that SHI requires
hospitals to undertake a series of reporting and auditing activ-
ities, causing the workload for hospital administrative staff to
increase (Oanh et al., 2018).

On top of the increased workload caused by the manda-
tory reporting requirements of the health insurance scheme,
provider claims for reimbursement can be rejected after audit-
ing, which can be demotivating for healthcare providers:

Hospitals are always under high risk of rejected reimburse-
ment for any carelessness. For instance, in 2016, provincial
general hospital X was denied reimbursement of claims
worth VND 1-2 billion [USD 44000-88000] for the year.
Moreover, patients with health insurance have more diffi-
culties than fee-for-service patients in terms of long wait-
ing times for the documentation of payment procedures
(Provincial hospital manager, Vietnam).

Increased workload resulting from accountability mecha-
nisms can be an issue, particularly when hospitals suffer from
scarce human resources. In Morocco, public hospitals favour
budgetary allocations over payments involving billing and
reimbursement processes because a lack of adequately trained
administrative personnel and low compliance with reporting
requirements by medical professionals make billing difficult
resulting in services provided to SHI patients, which should
be paid through fee-for-service by the SHI, being shifted to
the hospital’s budget allocation:

Often, when we send our bills to the National Health Insur-
ance Scheme, the time-limit to submit them has already
past, mainly because we lack administrative personnel to
complete the claims, but also because doctors do not fill
in the medical records as per requirements (Public hospital
accountant, Morocco).

Cost shifting

Different payment rates were often observed to be used for the
same service under different funding flows. In Kenya, NHIF
has higher payment rates for inpatient and specialized services
(rebates, case-based payments, etc.) than rates applied under
the user fee schedule:

We have actually costed the surgical fees in this hospital.
For minor surgery, in terms of time, resources, manpower,
IV fluids, etc., it is about 5000 Shillings, while major
surgery is about 10000 Shillings. NHIF gives [us] 30000
Shillings for minor surgery and 80000 for major surgery
(Senior-level hospital Manager, Kenya).

In Nigeria, fees for patients paying OOP are higher than
those applied to mandatory health insurance members for the
same service:

Yes... for example, the hospital that normally does cae-
sarean section for 150000 Naira (for OOP patients) but the
NHIS tariff rate is 55000 (HMO representative, Nigeria).

While the difference in rates further explains why providers
are tempted to encourage patients to be covered by funding
flows with higher payment rates and to shift services to that
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funding flow, there is no clear evidence on whether the dif-
ference in payment rates occurred as a result of cost shifting
and there is no clear indication that the price difference was
used to cross-subsidize services offered under a lower paying
scheme.

Discussion

In many health systems in LMICs, more than one healthcare
purchaser operates within the health system, which results in
multiple funding flows reaching healthcare providers. Recent
healthcare financing reforms seeking to progress towards
UHC can also result in the creation of additional funding
flows on top of those that already exist. Guided by the
conceptual framework developed by Barasa er al. (2021),
this study explored the extent to which numerous fund-
ing flows in multiple purchaser settings can affect health-
care provider behaviours in Burkina Faso, Kenya, Morocco,
Nigeria, Tunisia and Vietnam.

This is the first study to systematically explore the poten-
tial for multiple funding flows in multiple purchaser settings
in LMICs to affect healthcare provider behaviour. Healthcare
purchasing issues associated with the existence of multiple
payers have been examined in high-income settings, partic-
ularly in the USA where individuals are eligible for public
and/or private health insurance and individuals can choose
from a very large number of for-profit and not-for-profit insur-
ance companies (Frogner et al., 2011). Mcguire and Pauly
(1991) modelled healthcare providers’ responses to payment
rate changes in a multiple payer context and found that if
physicians value maximum profit, when one payer reduces
the payment rate for a service, there will be a reduction in
the volume of that service and an increase in volume of ser-
vices that do not have reduced payment rates, whereas if
providers pursue a target income, they are likely to increase
the volume of both services, even if one service has expe-
rienced a payment reduction. Tai-Seale et al. (1998) tested
the McGuire and Pauly model with empirical data from the
USA and showed that not all providers respond to payment
reductions in the same way or in the way predicted by eco-
nomic models. The authors argued that, in a multi-payer
context, payment reductions by a single payer such as Medi-
care (a means-tested health and medical services programme
for low-income households) are, at best, a partial solution to
containing costs in the health system as providers respond to
changes in payment methods or rates in various ways to align
the changes with their own interests. While there is debate
on cost shifting in the USA, where multiple private purchasers
and Medicaid operate (Morrisey, 2003), empirical studies pro-
vide mixed evidence on the existence and size of cost shifting
in US hospitals (Frakt, 2011), noting that cost shifting is
often confused with price discrimination, where healthcare
providers charge different purchasers different payment rates
for the same services (Morrisey, 2014).

In this study, cost shifting occurred less frequently than
resource shifting and service shifting. Cost shifting often
occurs when highly autonomous providers negotiate pay-
ment rates with multiple purchasers (Barros and Olivella,
2011). Public providers with high levels of autonomy are
less common in LMICs, which may explain why cost shifting
behaviour was not often seen in this study. The case stud-
ies revealed that different payment rates are applied to the
beneficiaries of mandatory health insurance and those paying
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user fees. In most of the study countries, no clear evidence
was found that payment rates varied to subsidize the cost of
providing healthcare services to those paying lower rates. Fur-
ther investigation on the process of setting payment rates in
the study countries is necessary to determine whether the price
differences result from cost shifting, i.e. actor groups inten-
tionally charging one purchaser higher rates to compensate
for lower payment rates made by another purchaser.

Resource and service shifting was found to occur in most
study countries. As suggested by the conceptual framework,
these behaviours were incentivized by the attributes of mul-
tiple funding flows and can undermine the health system
objectives of efficiency, equity and quality in healthcare ser-
vice delivery. Although exploratory and qualitative in nature,
the synthesis of the country experiences in this study revealed
the risks for negative consequences for equity, efficiency and
quality in healthcare service delivery due to the behaviour of
healthcare providers receiving multiple funding flows. Further
study, using both qualitative and quantitative approaches,
will be useful to add to the body of evidence on the effects
of resource shifting, service shifting and cost shifting on
efficiency, equity and quality in service delivery in LMIC
settings.

Of the attributes of funding flows considered in the ana-
lytical framework, the perceived adequacy of payment rates
was reported to be the strongest driver of provider behaviour
in multiple country settings. The predictability of payments
and simplicity of accountability mechanisms are also impor-
tant determinants of provider behaviour. These findings are
consistent with previous literature reviews that showed that
payment rates, predictability of payments and accountability
mechanisms are the main determinants of provider behaviour
(Kazungu et al., 2018; Singh et al., 2021). These are key ele-
ments to consider in the design and evaluation of payment
methods as they determine the precise incentive(s) that a pay-
ment method sends to healthcare providers and may provide
greater insight on how payment methods operate, beyond
their descriptive label, e.g. fee-for-service, capitation, etc. For
example, a performance reward does not trigger the same
response from a provider when disbursement is delayed as
when paid in a timely manner, as seen in Burkina Faso (Bodson
et al., 2018). In Nigeria, delays in payment to providers
by the mandatory health insurance operators, together with
provider dissatisfaction with payment rates, appear to have
discouraged healthcare providers from treating members of
the insurance programme (Etiaba et al., 2018).

Policy responses are required to address concerns about the
negative influence of healthcare provider behaviours result-
ing from multiple funding flows. Barasa et al. (2021) suggest
that there are three broad approaches to the governance of
healthcare purchasing in contexts where multiple funding
flows occur: (a) reducing fragmentation in health financing
to decrease the number of funding flows; (b) harmonizing
the attributes of, and hence the signals sent by, multiple
funding flows and (c) using legislative arrangements (e.g.
the use of a regulatory framework) to constrain healthcare
providers from responding in undesirable ways. Countries
with a large number of financing mechanisms (such as Burkina
Faso, Morocco and Nigeria) could expand the coverage of the
publicly financed system (such as mandatory health insurance)
and consolidate other financing mechanisms to reduce the
number of funding flows and address issues associated with
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fragmentation. In countries where several programmes oper-
ate within a single financing mechanism, healthcare providers
could receive multiple funding flows from that mechanism
(such as NHIF in Kenya) and the coordination of purchas-
ing arrangements should be considered by purchasers if each
programme creates different purchasing arrangements with
healthcare providers: standardization of purchasing arrange-
ments across programmes would help to harmonize the incen-
tives created by multiple funding flows. In countries where
different types of funding flows exist (e.g. a large number
of financing mechanisms and different payment arrangements
between and within financing mechanisms), a combination of
governance approaches (i.e. consolidation of funding mecha-
nisms and standardization of purchasing arrangements) may
be required. Several studies have provided further insights
into how governance arrangements can improve the purchas-
ing function, and a conceptual framework is available to
assess purchasing governance arrangements (Mathauer et al.,
2019; World Health Organization, 2019; 2020; Organi-
sation Mondiale de la Santé, 2020), but further empirical
study is necessary to examine issues occurring in the pro-
cess of managing multiple funding flows using governance
approaches.

Health systems with multiple funding flows have a number
of advantages, including the presence of alternative sources of
funding for providers. The ‘resource shifting” example of PBF
provided in the Findings section can be an intended positive
effect of multiple funding flows, encouraging more attention
and resources to move to specific services and/or performance
targets. However, balance needs to be found to avoid situ-
ations where providers shift resources to maximize income
from PBF programmes at the expense of other service needs.
The current study focuses on three behavioural changes by
healthcare providers that result from the presence of multiple
funding flows (i.e. resource shifting, service shifting and cost
shifting), but the study lacks evidence that explicitly relates
to the positive aspects of multiple funding flows. Thus, it is
necessary to further investigate the benefits of multiple fund-
ing flows and articulate the benefits relative to the potential
negative effects.

The findings from this study, mostly qualitative observa-
tions, reveal the potential for undesirable provider behaviours
to occur as a result of the receipt of multiple funding flows
and explain how certain characteristics of funding flows can
drive the occurrence of such behaviours. Further investigation
using robust quantitative evidence and/or mixed methods can
deepen understanding of the links between multiple funding
flows and the healthcare provider behaviours described in the
analytical framework. Health system organization and insti-
tutional arrangements are equally important determinants of
provider behaviour. Future studies should explore how differ-
ent aspects of institutional and organizational environments,
including the nature of healthcare purchasers, can influence
the behaviours of healthcare providers operating under the
context of multiple funding flows.

Conclusion

This study reveals that undesirable provider behaviour can
occur when providers receive multiple funding flows and
explains how certain characteristics of funding flows can
drive the occurrence of unwanted behaviours. To our
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knowledge, this is the first cross-country study to examine the
links between multiple funding flows and healthcare provider
behaviour in LMIC settings. Using the conceptual frame-
work, countries wishing to further develop their purchasing
mechanism could start by undertaking a detailed study of
the multiple funding flows operating in their health system
and describing the attributes of the funding flows and the
effects on provider behaviour and, ultimately, on health sys-
tem objectives, in order to understand the challenges and
identify potential entry points for improvement. The coun-
try studies do not include a detailed examination of the
effect of provider behaviours on equity, efficiency and qual-
ity, but indicate the negative consequences of the behaviours
on health system performance. Further empirical studies are
required to examine this link. In addition, future research
could empirically explore how governance arrangements can
improve the coordination of multiple funding flows to miti-
gate unfavourable consequences and identify issues associated
with implementing suitable governance measures.
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