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Key questions

What is already known?
►► Effective and sustainable primary health care 
systems are essential if the low-income and mid-
dle-income nations of the Asia-Pacific region are to 
achieve universal health coverage.

►► Financing interventions have been used across the 
world to incentivise the demand for and delivery of 
quality healthcare.

►► The role that research plays in informing policy de-
cisions is often limited by insufficient attention to 
context, policymakers’ priorities and the broader 
system-wide impacts of interventions.

What are the new findings?
►► While national primary health care stakeholders see 
an important role for financing interventions in the 
push to achieve universal health coverage in the 
Asia-Pacific region, there are key gaps in the evi-
dence needed to inform policy decisions.

►► Evidence priorities for primary health care financing 
include the role of interventions at the: (1) communi-
ty level, to improve access to services and financial 
protection of individuals; (2) provider level, to incen-
tivise appropriate care and ensure appropriate man-
agement decisions and (3) system level, to improve 
performance of primary care systems.

What do the new findings imply?
►► Filling priority evidence gaps will require robust 
partnerships between researchers and policymakers 
and the development of pragmatic methods that bal-
ance academic rigour with the practical challenges 
of implementation.

Abstract
Introduction  Interventions targeting the financing of 
primary health care (PHC) systems could accelerate 
progress towards universal health coverage; however, 
there is limited evidence to guide best-practice 
implementation of these interventions. This study aimed to 
generate a stakeholder-led research agenda in the area of 
PHC financing interventions in the Asia-Pacific region.
Methods  We adopted a two-stage process: (1) a 
systematic review of financing interventions targeting PHC 
service delivery in the Asia-Pacific region was conducted to 
develop an evidence gap map and (2) an electronic-Delphi 
(e-Delphi) exercise with key national PHC stakeholders was 
undertaken to prioritise these evidence needs.
Results  Thirty-one peer-reviewed articles (including 10 
systematic reviews) and 10 grey literature reports were 
included in the review. There was limited consistency 
in results across studies but there was evidence that 
some interventions (removal of user fees, ownership 
models of providers and contracting arrangements) could 
impact PHC service access, efficiency and out-of-pocket 
cost outcomes. The e-Delphi exercise highlighted the 
importance of contextual factors and prioritised research 
in the areas of: (1) interventions to limit out-of-pocket 
costs; (2) financing models to enhance health system 
performance and maintain PHC budgets; (3) the design 
of incentives to promote optimal care without unintended 
consequences and (4) the comparative effectiveness of 
different PHC service delivery strategies using local data.
Conclusion  The research questions which were deemed 
most important by stakeholders are not addressed in 
the literature. There is a need for more research on 
how financing interventions can be implemented at 
scale across health systems. Such research needs to be 
pragmatic and balance academic rigour with practical 
considerations.

Background
Affordable, equitable and high-quality 
primary health care (PHC) is essential for 
achieving universal health coverage (UHC). 
Financing interventions to alter the incen-
tives facing different health system actors, 

including those working in PHC systems, 
have been proposed as potential solutions to 
a range of challenges facing low-income and 
middle-income countries (LMICs). These 
challenges include improving the quality and 
appropriateness of care provided,1–5 reducing 
wasteful expenditure6 7 and overcoming work-
force shortages and the maldistribution of 
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health workers.8 However, evidence supporting the effec-
tiveness of financing interventions remains mixed, and 
many have pointed to the potential for such interven-
tions to have negative, unintended consequences when 
scaled-up, highlighting the need for financing interven-
tions to be carefully calibrated to the context in which 
they are implemented.

The Asia-Pacific region is home to two-thirds of the 
global population.9 The LMICs of the region range from 
the most populous countries of the world in South and 
East Asia, to the least across the Pacific Island nations. 
While all countries in the region are pursuing UHC, the 
policy initiatives being implemented, and the context 
and challenges of each system vary dramatically. The 
more populous countries such as India,10 China,11 
Vietnam12 and Indonesia13 are embarking on large 
programmes of reform to overcome historical underin-
vestment and provide health and financial protection for 
their citizens. High rates of economic growth in these 
countries in recent decades have stimulated an increase 
in the amount that payers (government, industry and 
consumers) are prepared to invest in health care.14 15 The 
sustainability of this growth in health care investment, 
together with how and where such funds are allocated, 
will be strong determinants of how these nations progress 
towards UHC. Pacific Island nations face very different 
challenges: here, health expenditure has been histor-
ically high relative to their income levels,15 but service 
delivery costs are also high due to small, remote, widely 
dispersed and expanding populations.16–19

Across all nations of the region, the efficiency of 
existing health expenditure has been questioned7 and the 
challenges facing these health systems have been magni-
fied in recent years by the rising burden of non-com-
municable diseases.20 This has stretched resources and 
challenged the adaptability of health systems that were 
historically oriented to episodic, curative care models 
rather than the long-term care needs of those with, or at 
risk of, chronic diseases.21 The scope of reforms currently 
underway across the region provides a unique opportu-
nity to understand optimal paths to UHC across these 
different contexts. There is limited evidence on how to 
best finance and incentivise PHC systems to encourage 
appropriate, cost-effective, equitable, high quality and 
sustainable care.21 22 Identifying research questions that 
meet the needs of policymakers looking to accelerate 
progress towards UHC23 24 is therefore a priority.

In this paper, we present an iterative process to develop 
a prioritised agenda to inform future PHC financing 
research in LMICs of the Asia-Pacific, incorporating 
the perspectives of researchers, policymakers and other 
national PHC system stakeholders across the region.

Methods
This study forms part of a larger project examining 
evidence gaps in the organisation of PHC service delivery 
in LMICs of the Asia-Pacific region.25 26 We followed a 

two-phase process to identify and prioritise evidence gaps 
related to PHC financing interventions. Phase 1 was a 
systematic review of the peer-reviewed and grey literature 
to identify core knowledge gaps in the published research. 
Phase 2 involved an electronic-Delphi (e-Delphi) priori-
ty-setting exercise with key PHC stakeholders in Asia-Pa-
cific LMICs to refine and prioritise research questions 
related to PHC financing interventions.

Patient and public involvement
No patients or members of the public were involved in 
this study.

Phase 1: systematic review
A systematic review of the peer-reviewed and grey liter-
ature was carried out to identify studies of the effective-
ness of financing interventions implemented within PHC 
systems of LMICs in the Asia-Pacific region.

Inclusion criteria
The inclusion criteria for the review specified three 
criteria. First, studies had to evaluate financing inter-
ventions in relation to the key PHC outcomes of quality, 
coverage and accessibility, efficiency, responsiveness or 
equity.26 Financing interventions were defined broadly 
to include any intervention that altered the incentives 
facing PHC providers or patients, changed the owner-
ship structure of PHC services or altered the fees faced 
by patients. Health economic evaluations that assessed 
the cost-effectiveness of various PHC interventions were 
excluded if the interventions did not meet these criteria. 
Second, studies had to be published between 1 January 
2008 and February 2018. Third, studies had to have been 
conducted in the LMICs of the World Bank regions of 
South Asia and East Asia and Pacific. Studies examining 
an intervention implemented in multiple countries were 
included if country-specific results were reported or if all 
included nations were located in these regions.

Search strategy
A search of the Medline, Global Health and Cochrane 
databases was conducted in February 2018 using varia-
tions of the search terms contained in online supplemen-
tary file 1A. We also hand-searched grey literature from 
14 websites of organisations and agencies from the inter-
national development and global health sector. Refer-
ence lists of the final included publications were hand-
searched for additional articles relevant to the review, 
and further relevant articles were identified through 
expert consultation.

Data extraction
Study review, selection and data extraction were jointly 
undertaken by two authors (AP and RD). Abstracts, 
titles and keywords of the studies returned from the 
search were screened for compatibility with the inclu-
sion criteria. Once studies were identified for potential 
inclusion, full texts were reviewed to determine inclu-
sion into the review. Due to the likely heterogeneity of 
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Table 1  Country of work and professional background of the 22 Delphi expert panel members

Country Professional role Expertise

Bangladesh 1 Academic/research Not specified

Fiji 1 Government (national) Planning/management; clinical

India 1 Aid/development Budgeting/financing; planning/management; program 
management; clinical; human resources; service delivery

2 Academic/research

1 Government (national)

3 NGO/civil society

Indonesia 1 Academic/research Epidemiology; evaluation

Malaysia 2 Academic/research Clinical; service delivery; epidemiology; evaluation

Philippines 1 Government (national) Budgeting/financing; health systems; UHC

Vietnam 1 Academic/research Budgeting/financing; planning/management; programme 
management; clinical; human resources; service delivery

1 NGO/civil society

Regional 5 Aid/development Budgeting/financing; planning/management; program 
management; human resources; service delivery; 
monitoring and evaluation

1 Academic/research

1 NGO/civil society

NGO, non-government organisation; UHC, universal health coverage.

the methods of included studies and the underlying 
purpose of the review to inform the e-Delphi phase of 
the study, no formal quality assessment was carried out 
of reviewed studies, nor were there any quality criteria 
for inclusion or exclusion. The full text of each included 
publication was reviewed to identify key study character-
istics (context, geographical scope, research method, 
study population, disease focus) and the PHC system 
outcomes and inputs addressed. Each of these elements 
was populated in a predefined coding framework using 
EPPI-Reviewer 4 (EPPI-Centre, Social Science Research 
Unit, Institute of Education, University College London, 
UK) to generate an ‘evidence gap map’. Studies were 
grouped according to the following themes: resource 
allocation and budgeting; revenue collection; funding 
models; provider incentives and demand-side incentives. 
These were mapped against PHC outcomes of quality of 
care, efficiency, coverage and accessibility, responsiveness 
and equity.

Phase 2: modified e-Delphi expert panel
Following the systematic review, an e-Delphi expert panel 
was convened over April–June 2018 using a web-based 
data collection tool (Research Electronic Data Capture). 
Stakeholders were identified through the authors’ 
existing networks and snowball sampling. Despite the 
authors’ strong network of China stakeholders, we discov-
ered prior to the initiation of the Delphi exercise that 
firewall restrictions precluded use of the online survey 
with China-based participants so no stakeholders from 
China were included in this study. In total, 179 email invi-
tations to join the panel were sent to stakeholders from 

15 Asia-Pacific LMICs and 15 regional bodies. While we 
endeavoured to achieve a diverse sample of professions 
in the e-Delphi process, the panel was based on the 
authors’ prior networks and, as such, we were unable to 
make further efforts to balance the countries and profes-
sions represented. The characteristics of the panel are 
summarised in table 1. This process was part of a larger 
study that also examined the organisation of PHC.25

The e-Delphi was an iterative prioritisation process 
involving three rounds of web-based surveys with the 
expert panel members. Panel members were asked to 
complete each Delphi round within 10 days and auto-
mated email reminders were sent to each prior to each 
round closing.

Round 1: topic suggestions
The first round of the e-Delphi process was based on 
the findings of the systematic review and evidence gap 
analysis. Participants were presented with a list of broad 
research gaps identified by the mapping exercise and 
asked to assign a priority score of 1–5, for each topic 
(where 1 is the lowest research priority and 5 the highest). 
Participants were also asked to identify specific research 
questions of interest that fit within their top two priority 
topics.

Round 2: prioritisation
The three highest scoring research topics from Round 
1 were identified and the research questions gener-
ated thematically grouped within these. The questions 
were then fed back to panel members who were asked 
to prioritise the research questions according to the 
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Box 1  Priority setting criteria established by the primary 
health care performance initiative

Priority tiers:
►► Tier 1: includes research gaps of high potential leverage, in which 
more evidence is likely to have a significant impact on strengthen-
ing PHC performance.

►► Tier 2: includes research gaps of moderate potential leverage, in 
which more evidence is somewhat likely to have an impact on 
strengthening PHC performance.

►► Tier 3: includes research gaps for which more evidence is unlikely 
to have an impact on strengthening PHC performance.

Priority setting criteria:
►► Available knowledge: What is the current level and quality of avail-
able knowledge? (Areas with lower available knowledge should be 
prioritised for further exploration.)

►► Leverage: What is the potential for improvements in this area to 
contribute to strengthening PHC performance? (Areas that are seen 
as key levers of improvement should be prioritised.)

►► Magnitude of need: How crosscutting is this problem in your setting?
►► Equity: How likely is research on improving the areas also likely to 
reduce disparities

►► Innovation: How likely is the research to stimulate innovation in how 
PHC is strengthened or innovation in how known interventions are 
implemented?

►► Can research address the gap?

Figure 1  Flow chart of literature search and inclusion. LMIC, low-income and middle-income countries; PHC, primary health 
care.

priority setting criteria established by the primary health 
care performance initiative (outlined in box 1).27 These 
criteria aim to prioritise research most likely to impact on 
PHC system performance.

Round 3: final selection of priority topics
Research questions that were ranked under the top two 
priority tiers were fed back to panel members, who were 
requested to assign each question a priority score of 1–5, 
as in Round 1. Responses of panel members were then 

collated and an overall median priority score (1–5) was 
calculated for each research question. Research gaps 
with a median priority score of 4 or 5 (ie, the two highest 
priority levels) were ranked to present a ‘top 10’ list of 
priority questions.

Results
Phase 1: systematic review
The initial search yielded 3001 articles. Once duplicates 
were removed, the titles and abstracts of 1919 articles 
were screened plus 14 more found through reference 
list searches and expert advice. In total, 155 full texts 
were reviewed and 31 met the inclusion criteria for this 
review (figure 1).28–58 In addition, the search returned 10 
systematic reviews of relevance to our study.1 8 59–66

Study characteristics
Twenty-one original research peer-reviewed publications 
and 10 grey literature reports were included in the review. 
A summary of these studies is presented in the online 
supplementary tables S1 and S2 and an overview of the 
systematic reviews found through our search is provided 
in supplementary table S3. Reflecting the broad nature 
of our inclusion criteria, studies examined a diverse set of 
financing interventions, across a number of nations and 
included evaluations using a range of methodologies. 
Included original research studies were conducted across 
a total of eight LMICs of the Asia-Pacific region: China 
(nine articles), Vietnam (three articles), Nepal (two 
articles), Afghanistan (two articles) and Pakistan, India, 
Bangladesh, American Samoa and Timor-Leste (one 
each). One grey literature study covered three nations 
(China, Indonesia and the Philippines); there were two 
grey literature reports from Indonesia, two from India 
and one each from China, the Philippines, Vietnam, 
Papua New Guinea and Lao PDR. No studies were found 
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Table 2  Evidence gap map showing primary health care financing studies in the Asia-Pacific region examining selected 
issues

PHC Outcomes

Quality of 
care Efficiency Coverage/accessibility Responsiveness Equity

Resource allocation and budgeting 1 6 6 1 7

Revenue collection 2 1 4 0 4

Funding models (including contracting) 8 4 7 2 7

Provider incentives (including pay for 
performance)

3 4 3 0 2

Demand-side incentives 1 0 2 0 2

that linked financing interventions to improved health 
outcomes. Studies were coded against the predefined 
input and outcome categories as described above to 
identify gaps in the literature (table 2) and are examined 
below based on the type of PHC financing intervention 
studied.

Pay-for-performance interventions
Five peer-reviewed studies and one grey literature report 
investigated pay-for-performance interventions that 
aimed to incentivise health workers by paying for agreed 
indicators of service quality.34 42 43 47 48 58 The specific design 
of each intervention differed across the studies. Engineer 
and colleagues examined the impact of a pay-for-perfor-
mance scheme on maternal and child health services in 
Afghanistan using a cluster randomised controlled trial 
design.34 They found no impact on coverage and equity 
measures but some impact on indicators of quality of 
care. The authors conclude that overall the programme 
had limited impact and attribute this to communication 
difficulties between policymakers and health workers 
and failure to consider demand-side factors. Two studies 
investigated pay-for-performance schemes in conjunc-
tion with capitation payment structures in China.43 47 Sun 
used an interrupted time-series design and concluded 
that the combination of capitation and pay-for-perfor-
mance (based on financial performance of the service) 
led to an increase in primary care visits, a reduction in 
inpatient admissions and a decreased cost of outpatient 
visits. However, performance payments had no impact 
on reducing inappropriate prescribing practices which 
was a key aim of the programme.47 Powell-Jackson and 
colleagues attempted to separate out the impact of 
the pay-for-performance intervention from the capita-
tion intervention also using an interrupted time series 
conducted across two policy changes. They found that 
performance payments had no additional impact on 
health service utilisation above that associated with the 
introduction of an insurance programme.43 A World Bank 
study found paying doctors for appropriate prescribing 
had a positive effect, reporting a significant reduction 
in inappropriate prescribing using a cluster quasi-ran-
domised controlled study.48 Finally, Powell-Jackson and 
colleagues investigated the provision of incentives to 

both service providers and mothers to encourage use 
of skilled birth attendants.42 Using an interrupted time 
series design, the authors found an improvement in 
skilled birth attendance, but only in areas where women’s 
groups disseminated information about the programme. 
There was no impact on neonatal mortality across any 
site.

Removal of user fees and public insurance
Seven peer reviewed studies and four grey literature 
reports examined the impact of removing user fees for 
care or the provision of publicly funded insurance (on 
top of the interventions combined with pay-for-per-
formance described above).28 30 32 33 39 41 45 49 52 53 57 The 
context and form of these interventions differed greatly 
across the included studies; however, there were relatively 
consistent results that these schemes reduced costs for 
users and increased PHC utilisation. Two studies from 
China showed that removing fees (while also compen-
sating providers by increasing their reimbursement) led 
to significant increases in the use of outpatient care.43 47 
Similarly, Thanh and colleagues conducted an assessment 
of the impact of removing user fees in Vietnam through 
propensity-matched cohort study using household panel 
data and also found that the removal of user fees for the 
poor led to an increased utilisation of PHC services and 
reduced out-of-pocket health care expenditure.52

The other included studies, however, reported chal-
lenges in implementing or expanding similar interven-
tions that often diluted their overall impact. A study in 
Nepal examining the removal of user fees using paired 
case studies and qualitative research found beneficial, 
pro-poor impacts on utilisation in some facilities but 
no impact in others. The authors argued that this was 
a result of weak organisational capacity (in some facil-
ities) to implement the reform.45 Nguyen found that 
a poverty reduction policy that made basic curative 
and preventative health services free of charge did 
not impact healthcare utilisation in remote regions 
of Vietnam.41 Rather, even for the poor, uptake was 
dependent on the perceived quality of care regardless 
of cost. Similarly, four World Bank studies examined 
the impact of expanded insurance programme and all 
found contextual factors had a large impact on their 
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effectiveness. In Indonesia, a pre–post study found that 
Jampersal, an insurance programme to cover maternal 
services, was effective in reaching women particularly 
those who were least educated, poor and resided in 
rural areas.28 Barroy and colleagues found that while 
the Vietnamese national insurance programme had 
reached relatively high coverage (60%) and there had 
been accompanying quality and equity improvements, 
out-of-pocket expenditures remained high and the 
programme was limited by ineffective risk-pooling and 
capitation.30

Weak governance arrangements between central and 
provincial governments in Papua New Guinea were found 
to limit frontline PHC service provision in the expen-
diture analysis conducted by Cairns and Hou.33 While 
noting that public programmes had increased coverage 
across the Philippines, Bredenkamp and Buisman high-
lighted the challenges that remained with regard to the 
financial protection of the population, noting that the 
poor still experienced significantly higher levels of cata-
strophic expenditure.32 Finally, Mahmood highlighted 
shortcomings in a social insurance scheme in rural 
China, finding that the scheme’s gap payment acted as a 
significant barrier to care.39

Contracting out PHC services
Six studies assessed the impact of contracting out 
PHC service provision to private and non-government 
providers or alterations to the ownership structure of 
PHC services.29 36–38 55 56 A number of these found posi-
tive impacts in terms of coverage, efficiency and equity 
outcomes. In Afghanistan, Alonge and colleagues found 
that contracts that allowed providers freedom to allocate 
a fixed lump sum payment, combined with non-nego-
tiable deliverables, were effective in improving equity 
of health services provision.29 In Bangladesh, Heard 
and colleagues found that contracting out urban PHC 
services to a non-government organisation (NGO) led to 
improvements in the coverage of basic services, equity, 
quality of care and efficiency.36 In Pakistan, it was found 
that contracting out PHC services in one poor and rural 
district to a local NGO resulted in increased coverage, 
community satisfaction and efficiency.38

Potential negative impacts of contracting services were 
related to quality control, highlighted by two studies in 
China comparing different models of ownership of health-
care centres. One study found that private providers had 
the lowest quality of care and the least educated staff.54 
Similarly, another study found that government and 
hospital managed centres provided better quality care in 
terms of appropriate prescribing practices and optimal 
blood pressure control for patients with hypertension.61 
A report by the WHO found that expanding social health 
insurance via outsourcing services can impact negatively 
on equity outcomes, especially when schemes are rapidly 
scaled up.37

Incentives for patients
Three peer reviewed studies and two grey literature 
reports examined the impact of incentives for to 
encourage patients’ use of PHC services.35 40 42 46 53 Once 
again contextual factors were often found to play a vital 
role in the impact of such programmes. As highlighted 
above, patient incentives (as well as provider incentives) 
were only effective in improving skilled birth attendance 
in places with women’s groups, suggesting social networks 
are critical to the success of such programmes. In addi-
tion, the authors found that benefits accrued dispropor-
tionately to wealthier households. In American Samoa, 
a slight improvement in the attendance of adequate 
prenatal care services was found following the introduc-
tion of an incentive programme for expectant mothers; 
however, these effects were not able to overcome system 
limitations that made care inaccessible for many women 
in the study.35

Using a randomised controlled trial, Martins and 
colleagues found limited impact in terms of adherence 
or the outcome of treatment from providing food incen-
tives to patients with tuberculosis in East Timor.40 By 
contrast, a study in India found the greatest reduction in 
inequities from social insurance occurred in states with 
a concurrent programme of conditional cash transfers 
to encourage attendance at maternal health services.53 
Similarly, a study in Lao PDR examined the impact of a 
community nutrition programme, comprising commu-
nity education and conditional cash transfers, to deter-
mine impact on health-seeking behaviours among 
mothers who were pregnant or had a child under 
2 years.51 The intervention was found to improve the 
rate of diphtheria, pertussis and tetanus vaccinations 
and child-caring practices such as breastfeeding within 
3 hours of birth and treatment-seeking for diarrhoea. 
Finally, an Indonesian study found that child healthcards 
(which entitled them to a price subsidy) had a protective 
effect during the Asian financial crisis, with public outpa-
tient service utilisation declining less steeply compared 
with non-subsidised services.46

Key evidence gaps
The systematic review and mapping exercise identified 
a number of key gaps in the existing literature. Notably, 
there were very few studies from Pacific Island coun-
tries and, conversely, much of the literature was domi-
nated by studies from China. No studies examined the 
impact of financing interventions on health outcomes 
and there was limited work examining the efficiency and 
responsiveness of PHC systems, pointing to the need 
for further research on the appropriate role that health 
system incentives can play in these areas. This reflects the 
findings of reviews in similar areas across other LMICs 
as summarised in the online supplementary table S3. 
Further, the generalisability of the literature that was 
found for this review was hampered by the diversity of 
interventions studied, health systems and methodolo-
gies used. One of the most consistent results of included 
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Table 3  Consensus on Asia-Pacific research priorities in financing of primary health care, in rank order

Priority rank Level of incentive Research question*

1 Community-focused interventions How can the poor be protected from impoverishing payments for 
catastrophic health events, including the purchase of medicines?

2 Provider-focused financing models How can service administrators best identify inefficient health 
expenditure? What strategies can be used to optimise financial 
efficiency?

3 System-level funding policies How do different primary health care financing models impact health 
outcomes?

4 Provider-focussed financing models How can we protect the budget allocation for primary health care and 
ensure it is not consumed by tertiary care?

5 Community-focused interventions What financial incentives are effective in encouraging people to 
preferentially use primary health care?

6 System-level funding policies In predominantly public systems, where and how can contracting with 
private providers improve the efficiency of primary care?

7 Provider-focused financing models What incentives are effective in improving the performance of primary 
care service providers?

8 Provider-focussed financing models/
system level funding policies

What is the relative cost-effectiveness of different models of primary 
health care, including health workforce skill mix?

9 Provider-focussed financing models What organisational capacity is required by health centres to manage 
finances at the primary health care level?

10 System-level funding policies What are sustainable alternative sources of funds for primary health 
care, at local and national level (beyond the ministry of health budget)?

*The top eight research questions received a median priority score of 4 or 5 (ie, two highest priority levels).

studies was the importance of contextual factors that were 
found to impede or otherwise affect implementation or 
scale-up of these interventions and subsequently impact 
on the outcomes of policy interventions. These identified 
evidence gaps were used to formulate five broad areas for 
potential further research, which were presented to the 
Delphi panel in the first round of the e-Delphi process, 
as described below:
1.	 Mobilising resources to pay for PHC.
2.	 Contracting models to ‘purchase’ PHC.
3.	 Optimising efficiency and cost-effectiveness of PHC.
4.	 Financial incentives to improve demand for PHC ser-

vices.
5.	 Financial management at PHC level.

Phase 2: e-Delphi results
In Round 1 of the e-Delphi exercise, 22 panel members 
(n=22) ranked the five topics above and identified 34 
related research questions relevant to PHC financing 
in the countries in which they worked. Following the 
removal of duplicate questions and the thematic anal-
ysis outlined above, a final set of 18 research questions 
were derived for presentation in Round 2. Fourteen of 
the original 22 expert panel members completed Round 
2 of the e-Delphi exercise. Non-respondents included 
panel members from Fiji and Bangladesh (one from 
each country), two panel members representing regional 
programmes of the aid/development sector and two 
stakeholders from India (from academic and aid/devel-
opment sectors). Of these 18 research questions, 14 
received an aggregate ranking within the top two priority 

tiers (ie, Tiers 1 and 2) and were collated for final priori-
tisation in Round 3.

Fourteen expert panel members completed Round 3. 
Eight questions received a median priority score of 4 or 
5 (ie, two highest priority levels). We aimed to achieve a 
minimum of 80% agreement for those research questions 
of highest priority; however, we achieved 60% for six of 
the top questions only. Reasons for this might include 
the small panel size (only 14 of 22 (64%) original panel 
members completed Rounds 2 and 3 of the e-Delphi 
exercise), evidence priorities differing between countries 
within the region and the less obvious link between some 
of the evidence gaps and implementation research (eg, 
use of essential medicines and technologies to improve 
responsiveness).

The final list of priority questions are presented in 
table 3. They represent an array of evidence needs that 
overlap in some areas with those identified through 
the literature but differ in others. Research questions 
focussed on interventions targeting different actors in 
the system—the community, service providers and poli-
cymakers themselves. The top-ranked question identified 
by the panel was: how can the poor be protected from impover-
ishing payments for catastrophic health expenditure, including 
the purchase of medicines? Interest coalesced around a set 
of questions related to efficiency and cost-effectiveness, 
with five of the top 10 research questions prioritised 
by this panel relating to these issues. Another key area 
of interest prioritised by the e-Delphi panel related to 
mobilising resources for PHC.
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Notably, the financial management of PHC resources 
was identified as a key knowledge gap, with research ques-
tions on the organisational capacity of health centres to 
manage PHC finances, and the optimal use of financial 
resources emerging as priorities. This issue is a critical 
element of PHC governance and relates to the capacity 
of health systems to manage, distribute and account for 
financial resources. No peer-reviewed study (and only 
one piece of grey literature) was identified on this issue, 
suggesting a major gap in evidence.

Discussion
This evidence review and stakeholder consultation 
process identified the need for more research on the 
optimal design(s) of PHC financing interventions at 
the system, provider or community level in LMICS of 
the Asia-Pacific region. We also identified the need for 
research into how to best implement these interven-
tions and the critical need to understand contextual 
constraints and opportunities.

In order to be of use to policymakers in the UHC era, 
health systems research needs to answer questions that 
matter for population health, offer contextually appro-
priate results in a form that can be used by policymakers 
and be methodologically innovative to balance rigorous 
assessment of causality of outcomes with practical consid-
erations of policy implementation.23 This study suggests 
that the current evidence base may not meet these 
requirements. There is a need for more research across 
a broader number of LMICs. Developmental and impact 
evaluations are needed that report on service utilisation, 
efficiency, provider and patient behaviour, financial 
risk protection and the health outcomes of popula-
tions. Where feasible, comparative effectiveness studies 
that examine the relative impacts of different financing 
models on different outcomes are likely to be of interest 
to policymakers.

To help address these issues, we have proposed a list 
of priorities for research to drive progress towards UHC 
in the Asia-Pacific region. Although there were studies 
that partially address some of the gaps raised by the 
e-Delphi participants (eg, patient incentives to improve 
PHC utilisation), most of the questions deemed most 
important by stakeholders could not be adequately 
addressed by existing evidence and did not align with 
the gaps we initially identified. At the community level, 
the top priority area was the need for more research 
around models that promote financial protection for 
the poor. While a growing body of global literature has 
documented the economic burden and impoverishment 
associated with healthcare costs,67–69 the literature exam-
ining interventions to overcome these is not well devel-
oped. While there was existing evidence that removing 
or reducing user fees or expansion of publicly funded 
services increased PHC utilisation, there was limited focus 
on specific interventions to limit out-of-pocket payments, 
catastrophic health expenditure and medical-related 

impoverishment. Further, there was variation across the 
results of included studies reflecting the complexity of 
interventions, the context in which they were imple-
mented and the scale at which they were implemented.

Across included studies, interventions often resulted in 
diluted impacts when rapidly scaled, casting more doubt 
on the usefulness of such research for policymakers and 
highlighting the need for pragmatic methods to assess the 
impact of financing interventions. Studies using methods 
such as natural experiments in a wide range of countries 
and contexts, at different scales of implementation and 
altering different levers in the design of financing inter-
ventions will be vital to tease out the best strategies for 
protecting populations from financial stress.

Stakeholders highlighted a range of provider-level 
research questions around factors such as managing 
budgets and identifying inefficient expenditure that 
were not considered in the studies included in the review. 
Provider-level issues such as how to best incentivise quality 
services (both financially and non-financially) were the 
second major category for future research highlighted 
in this study. There are opportunities for considerable 
innovation in both developing these incentives and the 
research methodologies needed to assess them.70–72 
Consideration of the trade-offs within health systems, for 
example, between patient choice, quality of care, effi-
ciency and the relative investment in primary as opposed 
to other levels of care, and how to appropriately incen-
tivise provider behaviours in light of these needs to form 
the basis for future research in the area. To be applicable 
to the different contexts of the LMICs of the Asia-Pacific 
region, such work needs to account for local preferences 
and community values, again opening up avenues for 
methodological innovation.

Research on system-wide policy reforms were also iden-
tified as a priority area. Interaction between primary and 
other levels of the healthcare systems was consistently 
highlighted as an issue for financing reform. Ensuring 
that resources could be directed to primary care and 
not diverted to latter stage care, using incentives to 
encourage patients to make greater use of primary care 
services, and removing barriers to care were key prior-
ities to emerge from this study. Traditional ‘gold-stan-
dard’ approaches such as randomised controlled trials 
may be unsuitable to assess the impact of such interven-
tions. Included studies show that while all health systems 
are complex, they are complex in different ways, and 
this context determines the impacts of interventions and 
the likely success of scale-up. This suggests the need for 
research and evaluation methods that address the chan-
nels through which financing interventions impact on 
actor behaviour and health system performance. Some 
promising developments have been identified in the 
existing literature based on methods such as difference 
in difference, time series analyses and propensity score 
matching often using routinely collected data.73 74 Other 
pragmatic designs such as stepped-wedge randomised 
controlled trials may be needed to tease out the impacts 
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of system-wide interventions across complex health 
systems.75

There were some limitations to this study. Our focus was 
PHC; it is possible that in some studies PHC is described in 
different ways to the search strategy laid out in the online 
supplementary appendix A, which may have led to them 
not being included in our review. Our search was limited 
to English language studies, which may again miss some 
work that has been done in the field. Further, our search 
of the grey literature focused on specific preidentified 
websites and as such was not comprehensive. We were 
limited by the small Delphi panel size (only 22/179 (13%) 
invited participants agreed to join and 14/22 (64%) orig-
inal panel members completed rounds 2 and 3). While 
the initial response rate is reflective of response rates 
previously achieved by web-based Delphi research,76 it is 
a notable drawback of this virtual method of engagement 
that needs to be considered alongside benefits of efficiency 
and geographical reach. The panel did not reach a clear 
consensus on the research priorities and we were unable 
to analyse regional variation in priority evidence needs. 
Because of the limited panel sample size, we urge caution 
in interpreting the degree of concordance between 
the literature-informed evidence gaps and stakeholder 
research priorities. The exclusion of China stakeholders, 
in particular, was a limitation given the predominance 
of research evidence from China PHC systems. Alterna-
tive approaches to engaging China PHC stakeholders in 
priority setting activities, including roundtable discussions 
or the face-to-face nominal group technique, are recom-
mended in future. Lack of expert panel representation 
from Pacific Island countries in the latter stages of the 
Delphi process also restricts the geographic relevance 
of identified research priorities. Further work involving 
both deeper engagement with panel members (perhaps 
through in-depth interviews) and broader engagement 
with a larger number of stakeholders from across the 
region could corroborate the findings presented here.

In addition, the inability to include China stakeholders, 
in particular, represents a significant limitation given the 
predominance of evidence from China PHC systems. 
Alternative approaches to engaging China PHC stake-
holders in priority setting activities, including roundtable 
discussions or the face-to-face nominal group technique, 
are recommended in future. Lack of expert panel repre-
sentation from Pacific Island countries in the latter stages 
of the Delphi process also weakens the geographic rele-
vance of identified research priorities. Clearly, the findings 
would need to be corroborated with both deeper engage-
ment with panel members (perhaps through in-depth 
interviews) and broader engagement with a larger number 
of stakeholders from across the region. Future studies may 
wish to use this work to develop similar prioritised research 
agendas at subregional, national or subnational level.

Conclusion
The impact of research on policy implementation and 
progress towards global targets such as UHC is too 

often limited by a lack of consideration of policymaker’s 
perspectives and local context. By involving policymakers 
and other key stakeholders, we have produced a prior-
itised research agenda that provides insights into the 
key needs of policymakers as they implement policies 
pursuant to UHC. The key priorities to emerge covered 
three levels of intervention: (1) community-level inter-
ventions to promote access and financial protection; 
(2) service-level financing models and (3) system-level 
funding policies. More research is needed which exam-
ines PHC systems and providers through an economic 
lens and there is substantial room for methodological 
innovation in health systems research across the Asia-Pa-
cific region.
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