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Defining “universal health coverage” 

•  Not sufficient to define in terms of nominal or 
legal access or “scheme coverage” 
–  “Free” or “universal” access often not a reality 

•  Not sufficient to define in terms of health care 
treatment/outcomes or of reducing financial 
barriers 
–  Curing sickness is not the only or even most 

important health policy goal 
–  Risk protection/solidarity key motivating principle 

•  Germany 1860s - Solidarity principle/Risk protection 
•  Japan/Sri Lanka 1930s - Risk protection 
•  UK 1940s - Solidarity principle 



Operational definition of universal 
health coverage should embody: 

Access to services 
•  Arrangements for the financing and provision of 

health services such that there is: 
–  (i) at the minimum equality in actual use of health services 

by socioeconomic status/income, and  
–  (ii) equity in use in relation to need in case of higher income 

economies 

Risk protection 
•  Arrangements for the financing and provision of 

health services such that households do not make 
impoverishing payments in order to obtain a socially-
acceptable minimum level of services 



Protection against catastrophic 
expenditures feasible at low incomes 
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Equal service use by the poor 
achievable at low incomes 



What financing mechanisms 
have worked in achieving 

universal health coverage? 
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Available financing mechanisms 

Natural state 
•  Out-of-pocket payment 

Risk-pooling/pre-payment approaches 
•  Tax-funded, integrated health services 

•  Social health insurance 

•  Community health insurance 

•  Private or voluntary insurance 
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Financing mechanisms that have not 
worked 

•  Public sector user charges with exemptions for the poor 
–  Proven impossible to cheaply/reliably target the poor & has 

failed to reduce inequalities in access, e.g., Ghana, Uganda, 
Thailand, China, Indonesia 

•  Voluntary community health insurance 
–  No success in scaling-up (>10% of population), with limited 

protection because of low incomes 
–  Works least well in the poorest communities with lowest levels 

of social capital, e.g., China, India, Vietnam 
•  Contributory social health insurance w/o tax subsidies 

–  Difficult to extend coverage to poor, informal workers, owing to 
poor capacity to pay and difficulties in collection, e.g., Japan, 
Korea, China, Mongolia 

•  Private health insurance 
–  Never able to cover informal sector workers, the poor 
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What has worked: public financing 

•  Incomplete consensus exists around need for primary 
reliance on public financing/pre-payment schemes 
–  General revenue financing 
–  and/or Social health insurance 

•  Where consensus breaks down 
–  Continued advocacy of social health insurance or of tax 

financing in all settings 
•  Failure to recognize that general revenue financing can 

represent implicit insurance mechanism 
•  Failure to recognize public sector failures 

–  Lower income settings where public financing is constrained 
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Critical problems in public 
financing strategies for UHC 
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Financing strategies that have worked: 
usual consensus 

1.  Tax-financing 

2.  Social health insurance with general 
revenue subsidies 

 (+ international assistance) 
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Financing strategies that have worked: 
reality 

1.  Tax-financing with funding sufficient to 
finance most services 

2.  Tax-financing with funding sufficient to 
finance half of needed services and 
parallel, privately-financed private 
provision 

3.  Social health insurance with general 
revenue subsidies 
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1. Tax-financing with funding 
sufficient to finance most services 

•  Traditional UK NHS/Beveridge model 
»  Depends on level of tax-financing being sufficient to pay for most 

healthcare services (>80%) 
»  Equity and system stability dependent on domination by public 

financing 
»  Costs 4-8% of GDP in public expenditures 

•  Most poor countries lack sufficient budgetary 
resources to replicate UK NHS/Beveridge model 
»  Can afford only 1-2% of GDP in tax subsidies (w/o ODA) 
»  So only able to provide 40-60% of overall needs through public 

services 
»  Typical outcome is that limited public services are captured mostly 

by rich, leaving poor without services 
»  Purchaser-provider split as in UK internal market not feasible in low 

governance/capacity settings 
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2. Tax-financing with parallel, 
privately-financed private provision 

•  Where budgetary resources are insufficient to finance 
most healthcare services 
–  Usual situation in poorer economies, and sometimes in high-

income economies (e.g., Hong Kong, pre-1990s Ireland) 
–  Tax-financing prioritized to: 

»  Hospital services (insurance function) 
»  Public and preventive health (public goods, externalities) 
»  Outpatient services for poorer population 

–  Non-poor persuaded to opt out to privately finance services 

•  Success dependent on: 
–  Effective targeting of publicly financed outpatient services to 

poor 
•  Examples: 

–  Jamaica, Namibia, Cameroon, Sri Lanka, Malaysia, Hong 
Kong  
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Ability to segregate utilization by income between 
public and private sectors critical to achieving UHC 

in low expenditure settings 
Bangladesh
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3. Social health insurance with 
general revenue subsidies 

•  Contributory SHI not effective in achieving UHC 
– needs substantial subsidies: 
–  General revenue tax-subsidies 
–  Cross-subsidization within risk pool from formal sector 
–  Costa Rica, Korea, Mongolia: Social insurance linked to employment 

could not expand beyond formal sector without government tax 
subsidies for poor and informal workers 

•  History indicates not feasible in LICs 
–  Premium collection from informal sector/poor expensive and low-

yielding, requiring large subsidy to contribution ratio. Larger the ratio, 
the less implementable or politically sustainable   

–  To be affordable, government must be able to control prices paid and 
prevent excess charging, implying significant capacity 



Cross-subsidies and trends in 
insurance coverage, Mongolia 

Size, premiums and benefits of 
covered groups 

Trends in insurance coverage of 
population (%) 
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Critical questions 

•  Need for more meaningful measures of health 
coverage 

•  How can tax-financing be combined with private 
spending and provision in low government 
expenditure settings in a pro-poor manner? 

•  How do some countries ensure that tax-financed 
services are pro-poor? 

•  SHI - how much cross-subsidization and tax 
subsidies can be sustained? 

•  SHI – how can new SHI systems control prices in low 
capacity settings? 
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