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Abstract: Despite economic progress, government efforts, and increased healthcare investments,
health deprivation continues to persist in the countries of Brazil, Russia, India, China, and South Africa
(BRICS). Hence, addressing the growing demand for health financing in a sustainable way and adopt-
ing unique approaches to healthcare provision is essential. This paper aims to review publications on
the existing health financing systems in the BRICS countries, analyze the core challenges associated
with health financing, and explore potential solutions for establishing a sustainable health financing
system. This paper adhered to the PRISMA guidelines when conducting the keyword search and
determining the criteria for article inclusion and exclusion. Relevant records were obtained from
PubMed Central using nine keyword combinations. Bibliometrics analysis was carried out using
R software (version 4.1.3), followed by a comprehensive manual narrative review of the records.
BRICS countries experienced increased health expenditure due to aging populations, noncommu-
nicable diseases, and medical advancements. The majority of this increased spending has come
from out-of-pocket payments, which often lead to impoverishment. Due to limited fiscal capabilities,
administrative difficulties, and inefficiency, providing comprehensive healthcare through public
funding alone has become exceedingly difficult for these countries. Public-private partnerships are
essential for achieving sustainable health financing and addressing challenges in healthcare provision.

Keywords: health expenditure; health spending; health financing; emerging markets; BRICS

1. Introduction

Academia believes that the social and economic changes that will occur over the next
30 years will be characterized by the ‘Rise of Emerging Markets’, driven by the BRIC
nations [1], which is the acronym for Brazil, Russia, India, and China. South Africa and
the other BRIC countries comprise the much-discussed BRICS bloc. Emerging market
economies such as the BRICS, which are the developing world’s flagship economies, have
seen significant growth in their health spending and contribute to global health spending
on a larger scale [2]. The rapid economic growth in these nations is largely responsible
for increased health expenditure [3,4], so much so that the aggregated income elasticity of
health expenditure equals that of high-income countries [5].

Government policies are one of the other reasons driving up health spending in these
nations [6]. Each of the BRICS countries has experienced a period of geopolitical stability.
Local governments have been successful in using societal welfare to increase access to and
quality of healthcare through various means. Long-term neglect of rural communities,
many of whom are poor, has now resulted in more determined policies to address these
challenges [2].
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In this context, health insurance coverage has improved significantly over the years
through government efforts. The affordability of healthcare to ordinary individuals was
expanding, but not quickly enough to keep up with the disproportionately high rise in out-
of-pocket (OOP) spending [7]. Increasing OOP expenditure jeopardized the affordability
of healthcare for impoverished people in these countries [8]. These countries face a lack
of universal insurance coverage, and, in particular, the challenge of provision of just and
equitable access to healthcare among the poor in both urban and rural communities.

A major portion of these societies’ problems may be traced to poor resource allocation
tactics in healthcare and inadequate and regressive health financing systems [9,10]. A
regressive health financing system led by rising OOP expenditure also jeopardized the
sustainability of the health financing system among BRICS. The financial sustainability
challenges that these health systems face are primarily due to population aging, prosperity
diseases or noncommunicable diseases (NCDs), and the advancement in medical treatment.

Health financing comprises much more than simply obtaining funds for health. It also
depends on who is asked to pay and how [11]. Either general or specific taxation; mandatory
or voluntary health insurance contributions; direct OOP payments; and donations can
all be used to raise funds. Yet, with the rapid pace of industrialization, urbanization,
and population aging, as well as economic development, the contradictions between
the economy’s downturn, a shortage of health resources, and the public’s rising health
requirements are becoming increasingly apparent. With COVID-19, the financial needs of
these nations’ healthcare sectors have risen [12,13]. Multinational organizations such as
the WHO and IMF have been working hard to achieve this demand. Yet, the demand for
immediate financial support in these developing nations exceeds the available funds [12,14].
Owing to their weak economic capacity to combat the health crisis, COVID-19 deaths were
especially severe for these economies [15].

A lack of a financing strategy has frequently resulted in the wastage of scarce resources.
Attempts have been made to reduce wasteful spending on overconsumption of care [16].
Health financing and related economic risk have emerged as critical concerns and strategies
in discussions about SDG 3.8, which is achieving universal health coverage (UHC). Despite
economic progress, continuous effort towards UHC, and increased healthcare spending,
health deprivation persists in these countries [17]. Socioeconomic factors also play a role in
these poor health outcomes [18–21]. While health finance demands were fast increasing,
increased OOP expenditure and the resultant financial hardship were widespread across
health systems. Nonetheless, each national health system has adopted a distinct approach to
providing and paying for healthcare. Yet, there is little information and guidance regarding
the health financing challenges that this bloc has experienced and the different alternative
health financing tactics that they have used to address existing challenges.

The BRICS are becoming the focus of scholarly interest. Owing to their increasing
economies, many policymakers regard the BRICS as a tool for transforming the global
health scenario. A considerable amount of focus is now being paid to the bloc’s health
system and financing. Publications on these health systems have increased in the BRICS
bloc, with China at the forefront [22]. Therefore, this current paper has focused on reviewing
publications addressing the core challenges of health financing and the existing health
financing systems and looking for potential solutions to a sustainable health financing
system for the BRICS.

2. Database & Methods

PubMed Central, the biggest database for health literature and a widely used source
of literature, was used to obtain relevant records relating to health expenditure across the
BRICS nations and to conduct a corresponding bibliometric analysis of those obtained
records. Since the term ‘BRICS’ first became popular after 2010 [23], the term ‘Emerging
Markets’ was used for the record search to include research on these nations that was
published before 2010. To accommodate the variation in terminology, three versions of
the word Health Finance were utilized, such as ‘Health Expenditure’, ‘Health Spending’,



Sustainability 2023, 15, 12385 3 of 21

and ‘Health Financing’. All three terms were searched in several pairings with the phrases
‘BRICS’ and ‘Emerging Markets’. Lastly, nine distinct keyword combinations were utilized
to search documents in PMC’s advanced search tool. The combined keywords are as
follows: ‘Health Expenditure AND BRICS’, ‘Health Expenditure AND Emerging Markets’,
‘Health Expenditure AND BRICS AND Emerging Markets’, ‘Health Spending AND BRICS’,
‘Health Spending AND Emerging Markets’, ‘Health Spending AND BRICS AND Emerging
Markets’, ‘Health Financing AND BRICS’, ‘Health Financing AND Emerging Markets’,
and ‘Health Financing AND BRICS AND Emerging Markets’. Database searches identified
558 entries covering the years from 1977 to 2023. To acquire only English records, the
language filter was used for each search. The review process did not involve any filters for
selecting record types. All types of records including books and documents, clinical trials,
meta-analyses, randomized controlled trials, reviews, and systematic reviews were taken
into consideration, ensuring a comprehensive and inclusive analysis. Records identified for
each keyword search are given below in Table 1.

Table 1. Records identified and period covered per keyword search.

Sl. No. Keywords Searched Records
Identified

Period
Covered

1 Health Expenditure AND Emerging Markets 183 1977–2023

2 Health Spending AND Emerging Markets 121 1984–2023

3 Health Financing AND Emerging Markets 178 1981–2023

4 Health Expenditure AND BRICS 20 2012–2023

5 Health Spending AND BRICS 15 2010–2023

6 Health Financing AND BRICS 17 2012–2023

7 Health Expenditure AND BRICS AND Emerging Markets 7 2012–2023

8 Health Spending AND BRICS AND Emerging Markets 7 2015–2023

9 Health Financing AND BRICS AND Emerging Markets 10 2012–2023

The ‘bibliometrix’ and ‘biblioshiny’ commands in R software were used for bibliomet-
ric analysis. After auto-filtering duplicate data through bibliometric analysis, this study
identified 529 results. After bibliometric analysis of the obtained records from the database,
manual filtering and selection of records was performed through screening of record titles
and abstracts to conduct a final narrative review and write review findings. Out of the
529 records, 91 duplicate records were dropped manually. Then, a total of 438 records were
screened, and then the full text of the records was assessed for eligibility, out of which
123 records were excluded which were not related to the BRICS countries (i.e., individual
country studies outside of BRICS). Additionally, 228 records were further excluded, as they
pertained to scientific background studies, biological sciences, or other topics unrelated to
the subject under consideration. Finally, 87 records were selected for the narrative review.
The inclusion and exclusion criteria and the steps followed during the review process are
given in Figure 1. The review process starting from records identification to writing the
final draft was carried out from 30 January 2023 to 15 April 2023.
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Figure 1. Flow Chart of Inclusion and Exclusion Criteria.

3. Literature Review
3.1. Bibliometric Analysis

A bibliometric investigation was carried out to explore themes connected to health
expenditure and the BRICS using graphical visualization and data record categorization.

Figure 2 depicts the distribution of literature by country. The deeper the shade of
blue, the greater the literature contribution. The map indicates that most of the literature is
produced in North American nations, with the United States having the greatest publishing
rate. In terms of scientific publications, Asia is second only to North America. Africa
contributes the least to the literature. The number of records appearing in the visualization
is higher than the number of records found in both the database search and the number of
final records after filtering for duplicate and irrelevant records. This is due to collaborative
work between the countries. One record can be co-produced by two countries that will be
represented in the visualization.
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Figure 3 illustrates a multi-field plot displaying the top 20 countries, keywords, and
affiliations. Countries are given on the left, keywords in the center, and affiliations on the
right-side panel of the three-field plot.
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It is evident from the plot (Figure 3) that several key keywords are highly relevant to
the topic under review. Specifically, the keywords ‘Health Expenditures’, ‘India’, ‘China’,
‘Healthcare Financing’, ‘Health Policy’, ‘Health Expenditures/Statistics & Numerical Data’,
‘Developing Countries’, ‘Developing Countries/Economies’, and ‘Health Service Accessi-
bility’ all feature prominently and hold significance in the context of this study. Notably,
the term ‘BRICS’ is noticeably absent from the represented keywords, however, the only
related member countries represented in the keywords are India and China.

Based on the data in Figure 3, the United States (USA) stands out as a significant
contributor nation to almost all of the top 20 keywords found from the records. Following
the USA, Serbia, India, Canada, Australia, and China are also noteworthy contributors to
keyword publications. Among these countries, the USA has the highest contribution to the
keyword category “human”, with other countries also making substantial contributions.
Additionally, when examining the relationship between countries and affiliations, it is
evident that the USA’s contribution to the keyword “human” is distributed quite evenly
across various affiliations. Moreover, it is worth noting that out of the BRICS countries,
only Brazil, China, and India are listed as having generated records related to the top
20 keywords identified in the dataset. Notably, Russia and South Africa, which are also
BRICS member countries, are absent from this list. To analyze the existing data records
with a diverse bibliometric approach, we used the factorial analysis presented in Figure 4.
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Figure 4 illustrates the conceptual structure map of the keywords. The map follows
multiple correspondence analysis (MCA) of the keywords. By summarising large amounts
of data with several variables in a low-dimensional space, a multiple correspondence
analysis generates a two-dimensional map. In the two-dimensional map, plane distance
is used to indicate the similarity of the keywords. Keywords towards the center suggest
that they have garnered a lot of attention in recent years, while those on the outer edges
indicate that they have been used less in this study or were incorporated into other themes.

The findings are interpreted based on the relative placements of the points and their
distribution along the dimensions; the closer words appear on the map, the more similar
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their distribution is. There are primarily two research clusters that emerge from the
MCA. Cluster 1 (red) is the most important, with 12 keywords focusing on publications
about health policy, cross-sectional studies, female, child, adult, aged, male, middle-aged,
adolescent, young-adult, data collection, and health expenditure trends. Publications in
Cluster 2 (blue) has five keywords, which include healthcare financing, Brazil, India, China,
and South Africa. Even though Russia is not included in that cluster, and BRICS as a
whole does not appear as a keyword within the cluster, the second cluster is more closely
related to the BRICS. The present review is interested in this smaller blue cluster. The term
‘Heath Expenditure’ is mentioned in the red cluster but not in the BRICS country cluster.
This implies that, while there are very few related research papers on BRICS and health
expenditure, the research community is actively exploring these themes in conjunction
with individual BRICS countries.

Figure 5 presents a thematic map of the keywords. The thematic map falls under
co-word analysis, which creates keyword clusters. They are called themes, and their density
and centrality may be used to classify and map themes in a two-dimensional diagram. A
thematic map is a simple layout that allows us to analyze topics based on the quadrant
in which they are placed: (1) the upper-right quadrant: motor themes; (2) the lower-right
quadrant: basic themes; (3) the lower-left quadrant: developing or vanishing themes; and
(4) upper-left quadrant: extremely specialized/niche themes. Figure 5 shows that healthcare
financing, China, and India are the emerging themes, indicating the significance of studying
healthcare financing in these countries, along with other emerging market economies.
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This map aids in understanding the social structures of authors as well as the countries
to which they belong.

Figure 6 illustrates the collaboration between countries in generating the records,
presented in two distinct clusters: the blue and red clusters. The blue cluster is specifically
relevant to the topic under review, indicating the collaboration among USA, Japan, Serbia,
Canada, and India in producing the records. Notably, the partnership between the USA
and Japan emerges as the most significant collaboration within this cluster.
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Figure 7 depicts the annual scientific production of records. The vertical axis on the
left represents the number of articles published, while the horizontal axis represents the
years-1977–2023. The chart shows that output has grown dramatically in recent years.
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Figure 8 shows the tree map of the keywords. Health expenditure, Healthcare Financ-
ing, Developing Countries, China, and India appear significantly in the records. However,
neither the term BRICS nor emerging markets appear on the tree map.
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Figure 9 shows the most relevant 20 sources or journals. A major contribution came
from Frontiers in Public Health, which contributed 25 records. Frontiers in Public Health
is followed by the Journal of Medical Economics contributing 20 records and Health Affairs
contributing 17 records.
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Figure 10 shows the most relevant twenty authors for the records. The majority of
the contribution came from Jakovljevic M, who authored the highest 52 records. He is
followed by Ogura S, who authored 20 records, and Chattu K is in third place by authoring
17 records.
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Figure 10. Most Relevant Authors.

Figure 11 shows the most relevant 20 affiliations from the obtained records. The
University of Washington tops the contribution by being associated with the highest
48 publications. The second position is acquired by the University of Kragujevac, which
is associated with 42 records and the third rank is taken by the University of Toronto, by
being associated with 31 records.
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3.2. Narrative Review
3.2.1. Rising Health Spending among BRICS and the Contributing Factors

The BRICS’ proportion of global health spending has been continuously increasing.
If the current global economic trend holds, the BRICS per capita will most likely equal or
exceed the Organization for Economic Cooperation and Development (OECD) average in
the coming decades [8]. In terms of purchasing power parity, all BRICS countries show
a long-term trend of increasing per capita spending. Despite the growth in spending,
inadequate healthcare systems and cost-effective allocation of scarce resources continue to
be a major concern for these countries [24–26]. Together with rising income in these nations,
other major factors contributing to rising healthcare spending include population aging,
rising NCDs, and advances in medical treatments [22,27–31].

1. Population Aging

People began living longer as their life expectancy grew due to the bloc’s economic
prosperity. This, however, came at a cost. The BRICS major economies are now confronted
with the impending challenge of population aging. An issue that was previously exclusive
to established high-income nations has become a prominent subject in the memos of
public health policymakers in BRICS [32]. Both India and China are dealing with the
issue of population aging. While China’s population is at an advanced stage of aging,
India’s problem is still approaching because its population is still fairly young. China has
the world’s largest elderly population; attaining healthy aging is essential for China to
realize the benefits of greater longevity while also reducing possible economic and social
burdens associated with fast population aging [33]. The Chinese constitution states that
society and families have a responsibility to take care of their elderly. These laws are
enforced to implement the principles of providing older people with assistance, healthcare,
entertainment, education, and prospects for progress [34,35]. In contrast to China, India
has no such legal provision for its elderly. Family-based care is used to care for the
elderly. The social and demographic changes occurring in these countries necessitate
the development of substitutes for family-based care and the assistance of families in
caring for their elderly members; to that end, such prospects of elderly care in these
countries are dependent on the government’s commitment and ability to meet the issues
of deficient financial investment, low-quality and inadequate provision of healthcare, and
poor monitoring of healthcare standards [34,35]. Achieving such a target will put pressure
on the health financing capacities of these nations as the charitable sector for elderly care
is underdeveloped.

2. Rising Noncommunicable Diseases

The BRICS already suffer from a high disease burden [18]. In these countries, infectious
disease and injury continue to bear a huge percentage of the health burden [36]. The
socioeconomic characteristics of these countries play a major role in their poor health
outcomes [19,20,22,37,38]. Consider South Africa, which, like other African nations, faces a
massive disease burden caused in part by poverty, gender disparities, natural calamities,
wars, climate change, and inadequate health systems. In this area, the unfinished public
health agenda for mother and child health, HIV/AIDS, tuberculosis (TB), and malaria, as
well as neglected tropical diseases (NTDs), need massive health finance and promotion [29].

While the burden of infectious diseases is still challenging to handle for these countries,
the incidence and intensity of NCDs are increasing as life expectancy is increasing and the
proportion of the older population is growing [39]. NCDs have been on the rise in these
countries over the last few decades and represent a significant healthcare concern [40].
NCDs are an economic burden on these countries, increasing their health expenditure. It is
projected that NCDs will further dominate the disease profile in developing countries [41].
As a result, a major reallocation of funding is now required in the future to successfully
support the treatment and management of these chronic diseases. As a result of the
changing disease profile, chronic disease management strategy is gradually replacing
acute care in these developing nations. Such a substantial shift in healthcare demand has
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some serious economic consequences and necessitates a thorough re-configuration and
re-shaping of the health finance mechanisms in BRICS.

In this context, significant challenges are anticipated for these countries as healthcare
infrastructure is still predominantly driven by the communicable disease model, and
long-term continued healthcare is required for the treatment and management of NCDs,
which is at odds with the OOP payment models common in these low–middle income
countries (LMICs), posing serious challenges. This shift in healthcare demand is likely
to push these emerging countries deeper into poverty. Given the major determinants
underpinning NCDs, such as insecure employment and income inequality, unhealthy
commercial industries (UCI) providing alcohol, tobacco, and low-nutrient foods require
special attention. NCDs must be reframed as the result of a complicated system that
includes UCIs. Tobacco-related morbidity and death will have a terrible impact not just on
health, but also on the development and economic progress of these countries. In addition
to the misery and loss of life, there are far-reaching social and financial consequences as
breadwinners succumb to tobacco-related ailments, continuing the poverty cycle. Health
expenditure for many illnesses, especially prolonged and expensive treatment, quickly
deplete household finances and force families into poverty in low-resource settings [42].
Yet, because of changing health systems and a focus on acute disease, tackling NCDs in
these LMICs is difficult [43].

3. Advancement in Medical Treatment

Medical treatment has evolved to be technologically advanced in developing countries
through the growth of information, communication technology (ICT), and health tech-
nology assessment research [44,45]. The pharmaceutical sector deserves much credit for
the advancements in medical treatment in BRICS [2]. Throughout the last few decades,
governmental policies, global trends, and local economic growth have fostered innovation
and expansion within the domestic biopharmaceutical firms in Brazil, India, China, and
South Africa (BICS) [27,46]. As a result of this expansion and innovation, several emerging-
market firms are now able to participate and compete successfully in world markets rather
than serving solely as vendors, suppliers, and outsourcers to multinational pharmaceutical
corporations from developed countries. Growth in the pharmaceutical sector of these four
emerging nations continues to surpass that of developed countries, and a major credit of
this growth can be attributed to government policies. Thus far, the public policies related
to the pharmaceutical industry in both Brazil and South Africa have mostly concentrated
on import substitution and cutting the cost of healthcare supplies for the residents. In
contrast, both India and China intend to foster an innovative environment and a flourishing
bio-economy, with bigger goals for sector exporting.

While the rise of the BRICS pharmaceutical industry has given a worldwide reputation
and economic success, it has also raised healthcare costs, which has contributed to the
inability of the poor in these nations to get necessary medications [47]. Goal 3.8 of the
Sustainable Development Goals, which consists of the UHC target, also includes providing
a consistent and resilient supply of vital medicines and vaccines. This necessitates a long-
term health financing system as well as measures to promote equal and universal access for
vulnerable and underserved groups in society [48]. Various national reforms have aimed
at improving access to these vital medicines and vaccines through cost containment [49].
Drug reform in China includes specialized tactics to ensure access to, the quality of, and
affordability of the most commonly used medicines at primary healthcare centers. The
focus on critical medicines has been extended through the categorized pricing strategy,
which has established distinct methods for various products [50,51]. Countries are currently
attempting to standardize their traditional medication system, which is inexpensive, to
address the unaffordability of medical treatment resulting from buying modern medicine.
With the efforts of the government and biotech companies, China is standardizing its
Traditional Chinese Medicine (TCM) for contemporary usage [27,52]. India, like China, has
various traditional medication systems, including Ayurveda, Yoga and Naturopathy, Unani,
Siddha, and Homeopathy (AYUSH). The present government is attempting to standardize
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its usage and tackle drug price-driven medical unaffordability, and a separate ministry has
been established for this purpose.

3.2.2. Existing Health Financing System

SDG 3.8 aspires to achieve universal health coverage (UHC) by 2030. The major-
ity of developing nations are attempting to attain UHC through various means. The
establishment of institutions for UHC implementation was primarily based on available
infrastructure, with components of the infrastructure requiring accommodation in the total
health expenditure for incremental progress toward UHC [53]. Existing health financing
systems, such as federal systems, user fees, and pre-existing insurance schemes are a
significant part of the infrastructure required to implement UHC [54].

Developing UHC in these low-resource contexts is concerned with an adequate health
financing system or strategic spending. Health financing entails far more than simply
obtaining funds for health. It is also a question of who is expected to pay and how.
Figure 12 depicts a general health finance structure. Funds can be raised from the general
government, non-governmental organizations (NGOs), private companies, households,
and from donor financing. Government finance, which gathers resources by imposing taxes
(either general or specific); either mandatory or voluntary health insurance contributions
towards social security; and direct OOP payments towards pay for service are the major
means of financing [11].
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However, in most Western countries, general taxes and social security are used to
finance healthcare. The United Kingdom and some Northern European nations, such
as Sweden, Finland, and Norway, use general taxation as the primary source of health
financing; Germany, France, and Belgium use social insurance as the primary source of
health financing. Nevertheless, direct OOP payment for healthcare cannot be neglected
in health financing in the BRICS. Increasing OOP expenditures across the BRICS nations
are jeopardizing the affordability of medical treatment for poor populations, as is a low
public expenditure in healthcare as a percentage of GDP [17,22,29]. Furthermore, paying
for these services OOP increases the risk of economic distress and could drive concerned
households into poverty [55].

Risk-pooling systems, such as a tax-financed national healthcare service system, com-
pulsory social health insurance schemes, for-profit voluntary private insurance schemes,
community-based health insurance schemes, and prepayment schemes, are intended to
equalize and smoothen the costs of obtaining healthcare. Financial techniques correspond-
ing to risk-pooling nature are frequently recommended in efforts to establish affordable
UHC because they provide more inclusive access to necessary healthcare than OOP pay-
ments. Evolving health financing systems in developing countries lag in terms of providing
access to all healthcare services such as maternal care [56]. Including the financial coverage
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of those healthcare services in the healthcare package requires the government’s attention,
including government monitoring and necessary restrictions. These enabling factors men-
tioned can contribute to the continuing discussion over UHC. The primary goal of a health
financing scheme is to reduce economic barriers that individuals experience at the time of
healthcare service delivery to reduce any risk in the context of unforeseen health crises. In
this framework, financial risk protection against unforeseeable health-related emergencies
is a major policy concern.

3.2.3. Public Financing of the Health System

The BRICS have varying levels of economic growth. The Russian Federation, for
example, has a per capita GDP that is nearly seven times that of India. Although the
BRICS’ health reforms are distinct, particularly in terms of the health system concerns that
they have sought to address, they had a major and shared goal in their earlier reforms:
strengthening the government’s role in health and, in particular, in financing healthcare [57].
The BRICS’ history of healthcare reform has always emphasized the role of government in
healthcare provision, equitable access to services, and financial security [58,59], believing
that a market-oriented approach to a social welfare sector like health would increase
inequality [58]. The government serves the following tasks in these nations’ contemporary
healthcare systems: (i) coordination, management-coordination and management of the
overall health system requires sufficient resources, including financial, manpower, time,
and space; (ii) implementing innovative health financing policy opportunities to warrant
that health-promoting activities have sufficient funding to attain UHC; (iii) using pieces
of evidence from the health promotion research outcomes to advise health policies and
strategies; and (iv) encouraging community participation during healthcare program
development [29,60,61]. In an emergency, the government can also act as a regulator, as
governments around the world did during COVID-19 by allocating essential medicines,
carrying out mass vaccination, and in an emergency response to the pandemic, some
countries rapidly bolstered their workforce by training community-based outreach workers,
contact tracers, and paramedics, allowing new graduates to begin direct practice while
encouraging retired health workers to return to practice [61].

The role of the government in financing healthcare in these countries is critical, and
the national governments of the respective countries are increasing their health spending
to tackle diseases and improve health outcomes [62]. Rao et al. [57] discussed the role of
government in health financing and available public health financing systems across BRICS.

Brazil: The Unified Health System, or Sistema Unico de Suade in Brazil, is a single
publicly sponsored system that serves the whole population and is financed through
general taxes. Healthcare is provided at no cost at the point of use. Each level of the
government is required by the constitution to earmark a minimum share of its resources
for health.

Russia: In the Russian Federation, reforms established a compulsory health insurance
system. Under this system, payroll taxation is utilized as a supplementary source to a
healthcare system that is primarily funded by general taxes. Subnational insurance schemes
pool payroll tax funds and healthcare services are purchased through insurance companies.

India: The Indian reforms increased the government’s participation in health by
expanding public sector funding—through the National Rural Health Mission, with a
focus on primary care—and by providing government-sponsored insurance for the poor.
For the poor, government insurance policies finance hospital care at empaneled private as
well as public facilities.

China: The health reforms in China constituted a significant departure from the
traditional system of healthcare by establishing a prominent role for the government in the
health sector. One goal was to transition away from using patients as a source of funding.
The changes aimed to improve primary care services and expand insurance coverage.

South Africa: South Africa’s National Health Insurance Fund is supported by taxes
and should ensure that high-quality healthcare is provided to all residents through active
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purchases. The purchasing power of the fund should allow the government to tap into
human resources in both the public and private health sectors.

Earlier, it was believed that a predominance of public finance was an essential re-
quirement for achieving UHC. To minimize medical illness-induced poverty, various
government-sponsored micro health insurance (MHI) schemes have evolved as health
financing mechanisms [63]. However, government financing of healthcare is not with-
out constraints. A significant result of this arrangement is a lack of understanding of
equitable resource allocation/equal access to coverage [64,65], resource implications of
allocation and consumption decisions, and a failure to use explicit efficiency criteria in
making such decisions [66]. Evidence of wasteful healthcare consumption and expense has
been observed under publicly sponsored health coverage schemes [16]. Another limitation
associated with government finance is excessive fragmentation of financing—within the
health sector, between sectors, and across levels of government—which is a barrier to the
effective delivery of timely healthcare to people. Responding to fragmentation necessitates
the development of a delivery strategy, followed by the alignment of budgetary procedures,
and the development of consistent priorities across sectors and levels of government [67].
It should also be highlighted that the formulation and implementation of health-promoting
initiatives and healthy public policies in government monopolies occur within the context
of a highly disintegrated and bureaucratic state administration with a largely competitive
attitude across divisions. A strategic policy addressing social determinants is also lacking.

Developing healthy multi-sectoral public health policy necessitates political decisions
at the highest levels of government [68]. The BRICS leaders reaffirmed at the 2011 summit
in Beijing, China, that public health is an integral component of social and economic
growth and should be reflected in national and international policy. They also decided to
create and promote a global health agenda to provide universal availability of affordable
medicines and health necessities [69]. Yet, health issues were conspicuously excluded from
intra-BRICS discussions and communiqués, except for the Delhi communiqué in January,
which specified numerous priority areas for the nations, including noncommunicable
diseases, mental disorders, multidrug-resistant tuberculosis, malaria, and HIV/AIDS.
Unfortunately, the communiqué has been missing from intra-BRICS engagements. This
absence is unfortunate given the enormous health concerns that these emerging nations
face [70].

3.2.4. Private Financing of the Health System

Health system researchers are divided on whether government financing of health
in developing countries is suitable. However, there is an almost universal consensus that
competitive and private provision of healthcare may be impractical in developing countries
due to a lack of resources as well as health necessities [71]. However, in recent years, the
importance of the private sector in healthcare has grown, both in terms of demand for
services [72] and delivery of care, and the size of government financing of health has been
exceeded by private spending. The decline in the grants from the central governments
to the states for disease control and overall public health programs has been felt as a
result of structural and organizational adjustments in the Indian healthcare sector. This
decrease in central grants to states has had a bigger impact on the poorer states, which
are finding it challenging to mobilize their local resources to make up for the revenue
loss. Considering the current and continuous pace of reforms, the probability of increased
government spending on healthcare is limited shortly. As a result, increased investment
in the hospital industry by non-resident citizens and private multinational companies
is fueling corporatization in BRICS’s health systems and attempting to capitalize on the
commercial potential of their health insurance markets.

The government’s readiness to embrace private participation in this bloc is reflected
in policy reactions to private initiatives, which include measures and strategies to draw
private sector participation and manage inputs into primary healthcare centers (PHCs),
privatization or semi-privatization of the public healthcare facilities such as the provision
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of non-clinical services in public facilities, innovative ways to finance public healthcare
facilities through tax incentives, and other non-budgetary measures [73,74].

Despite the potential newly developing atmosphere, market forces have limitations;
suitable modification in the government’s role should be undertaken to minimize un-
wanted results such as rising costs, increased discrimination and inequity, and consumer
exploitation [75,76]. The increasing dominance of the private sector has also raised the cost
of health education and training, making it inaccessible and unaffordable, limiting the avail-
ability of the health workforce [77]. In a resource-constrained environment, expenditure
in the health sector should better reflect needs, particularly during and after events such
as COVID-19, and might be increased by leveraging synergies across sectors [78]. Faced
with such resource constraints, LMICs, notably the BRICS, are poised to build a new, more
resource-effective model of innovation that holds enormous promise for tackling global
health needs [79].

3.2.5. PPP as a Potential Solution

Several researchers have provided varying perspectives on the best health financing
strategy for LMICs. Chernichovsky [71] proposed public funding, while other studies
were inconclusive on the suitability of either public or private financing of health [80]. In
notable LMICs such as BRICS, the role of private players in reaching health targets has long
been contested, beginning with contracting out healthcare services to integrating public
and private funding [81]. Financing healthcare entirely through the private sector can be
regressive and have a detrimental influence on healthcare access.

Public-private partnerships (PPP) can play an important role in decreasing the public
sector’s financial burden and lead to creative and sustainable financing [82,83]. Evidence of
such good and effective PPP practices is already in place [84]. Recently, increased attempts
have been made to carry out effective PPPs in the healthcare sector, particularly in the
provision of insurance coverage. Various state governments in India have collaborated
with the private sector to increase people’s access to hospital treatment through a variety of
government-sponsored health insurance programs with varying specifications and appear
to have benefited in terms of improved access to and affordability of care [85].

Despite instances of PPP good practices, the conflict for bureaucratic control and
authority over resources between insurance companies, insurance funds, and local health
administrators is probably one of the causes for the complexity and uncertain legality
surrounding various insurance programs in these nations.

(i) Given their nature as commercial and profitmaking entities, insurance companies
are concerned with maintaining a consistent financing source from insurance funds,
lowering the magnitude of pay-outs to healthcare institutions and physicians, and,
as a result, exerting strong control over the type and volume of healthcare services
delivered by their contracted providers.

(ii) Local funds and their affiliates want to raise the amounts set aside for payment
purposes to insurers (or to the providers, in cases where these funds act as the direct
insurers). As a result, in many cases, the funds kept a considerable amount of the
money they received and invested it in various financial instruments such as stocks.

(iii) Both the central and provincial health administrations lost a significant amount of
bureaucratic turf when resources and responsibility for health finance were moved
to insurance companies and funds. Government health authorities have frequently
sought (sometimes successfully) to withhold employees’ insurance funds and utilize
them to meet the shortfall in the state budget areas wholly distinct and unrelated to
healthcare [86].

To provide appropriate and sustainable health finance in these developing countries,
risk equalization schemes such as health insurance programs in a PPP mode are required.
Risk-equalizing financing through cooperation between public and private entities pro-
vides the following advantages: (i) revenue collection: income-related contributions and
tax-funded revenue might be integrated into one stream and characterized as a National
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Health Insurance Contribution system; (ii) pooling of resources: because such schemes
would act as a central pool reducing fragmentation of health financing and insurance
coverage as risk-adjusted amounts would flow to each healthcare scheme and there would
be residual pooling within each scheme, the pooling function of all healthcare schemes
would be decreased; (iii) strategic purchasing: implementing risk equalization through
PPP should have an impact on the purchasing functions since schemes will be incentivized
to compete more based on cost-effective healthcare service delivery and less on risk se-
lection. Healthcare schemes would be facilitated to become more strategic consumers
of healthcare, i.e., need-based purchasing of healthcare services to prevent wastage in
low-resource contexts [87,88]. Nevertheless, these strategies will be successful only if out-
comes are continuously monitored through benchmarking and the identification of best
practices [89,90].

This present study holds noteworthy implications for policy-making as it offers valu-
able insights into the state and extent of the health financing system within BRICS. As a
group of emerging economies with constrained fiscal capacities, this study proposes PPP
as a potential and cost-effective solution to the health financing challenges in BRICS.

3.3. Conclusions

While the concept of sustainability primarily originated from Western countries, its sig-
nificance has been steadily gaining momentum in the developing world in recent times [91].
In light of the limited fiscal capacity and prevailing public health challenges in developing
countries, the current review attempted to identify the major challenges of health financ-
ing, and the existing health financing systems, and discussed potential solutions for a
sustainable health financing system for the BRICS. In conclusion, this paper emphasizes the
significance of collaborative efforts, particularly through PPPs, to overcome the complexi-
ties surrounding health financing and ensure a more equitable and sustainable healthcare
system for the BRICS nations.

The rise in health expenditure within the BRICS countries, primarily driven by out-of-
pocket expenses, has raised concerns due to its impoverishing nature. Addressing this issue
requires a multifaceted approach, involving a complex set of initiatives that necessitate
cooperation among various sectors and divisions of the healthcare system. While increasing
health spending as a percentage of GDP is a crucial step towards tackling health inequity
and achieving SDG 3, it alone is not sufficient. The challenges of limited fiscal capabilities,
administrative complexities, and inefficiencies make it extremely difficult to rely solely
on public financing for comprehensive healthcare. In the context of LMICs, a privately
financed health system is not recommended as it tends to overlook equity and social welfare
considerations. Hence, to achieve a more equitable and sustainable healthcare system in
the BRICS nations, it is essential to explore strategic alternatives, including PPPs and other
innovative financing mechanisms. These approaches can provide an opportunity to bridge
the gaps in health financing and ensure better access to quality healthcare services for
all citizens.

From the review of records, it is evident that to achieve the goal of adequate and
sustainable health financing, these nations must engage in strategic PPPs. Special attention
should be placed on developing a national risk-equalizing insurance system through the
PPP mechanism.

3.4. Limitations

Despite its significance, the present study is not without limitations. It focused on a
specific set of keywords relevant to the paper’s scope during the record search process. As
a result, future research in this field could expand by incorporating additional keywords
such as “healthcare cost” and “healthcare governance” for a more comprehensive review.
Furthermore, the present study did not conduct a meta-analysis of the gathered records,
suggesting that future reviews should prioritize performing a meta-analysis of the identified
keywords to gain deeper insights.
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