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There is an enormous 
payoff from 

improvements in health. 

A ‘grand convergence’ in 
health is achievable 
within our lifetime. 

Fiscal policies are a 
powerful and underused 

lever for curbing  non-
communicable diseases 

and injuries. 

Progressive pathways to 
universal health 

coverage are an efficient 
way to achieve health 

and financial protection. 



Three health challenges of the next 20 years 

• Health challenges of vulnerable groups in 
L&MIC-But NB The poor and vulnerable 
are found more in the MIC 

• The demographic transition-shift in 
disease burden to NCDs 

• Inadequate financial arrangements- 

     Impoverishing effects of medical  

     expenditure in L&MIC 
( NB 150 million suffer financial catastrophe yearly because 
of medical spending) 



Universal health coverage 

Coverage with services of good quality 
  (promotion, prevention, curative, rehabilitation, 

     palliative) 

Financial risk protection 

Health security 

UHC is the end state of universal population coverage with 

a comprehensive set of interventions and zero or close to 

zero out-of pocket expenses for all those interventions. 

 

                                                                   (WHO World Health Report 2010) 



SDG # 3 Health* 

NCDs MDGs Other 

Universal health coverage 

Human 

Rights 

Equity Proportionality 

Instrumental 

Principles 

*Ensure healthy lives & promote wellbeing for all at all ages 

Sustainable Development Goals 



“Access to services alone, without 

protection from financial ruin, 

provides an empty promise. 

Similarly there is little insurance 

value or peace of mind in providing 

financial risk protection without 

access to quality services.” 



Three essential elements to 
improving financial protection; 
 

1) Expansion of prepayment and risk 
pooling over time to cover everyone 

2) Elimination of user fees  for the poor 
for high value health interventions 

3) Provision of a more comprehensive 
benefit package as resources grow. 



Key components of a well 

functioning health system (WHO) 

• Leadership and governance 

• Health financing 

• Human resources 

• Health information systems 

• Essential medical products and technologies 

• Service delivery-PHC services 

                                   A package of benefits 

                                   Standards and norms 

                                   Accountability measures 



Progressive Universalist Pathways to UHC 
Protect the Poor from the Outset 

Pathways toward universal universal health coverage 
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Progressive universalism- two routes 

• 1) Insurance covers all-targets the poor by ensuring 
availability of health interventions for conditions that 
disproportionately affect them (essential highly CE 
interventions for inf. diseases, RMNCH and essential NCD 
interventions. ( financed from taxes) 

 

• 2)Larger package of interventions to all with some patient 
copayment from which the poor would be exempt ( taxes 
plus mandatory insurance and copayments but poor 
exempt) 

      Note high administrative costs 



Progressive Universalism: Features 

1. The poor and vulnerable should be covered from 
the start – do not start with insurance for the formal 
sector and civil servants with the intention of 
bringing in the poor and informal sector later 

2. Start by covering interventions against infectious 
diseases, targeting RNMCH, expanding to NCDs 
rapidly – the most highly cost-effective 
interventions 

3. Elimination of user fees for the poor 

4. Expand health services as rapidly as possible – 
prevention, promotion, treatment, rehabilitation, 
palliation. 



“The biggest global health crisis in low and 
middle income countries is not the one you 
might think. It is not the exotic parasites, 
bacterial blights or obscure tropical viruses 
that have long occupied international health 
initiatives and media attention. It is cancer, 
cardiovascular disease, diabetes and other 
non-communicable diseases (NCDs) which 
killed more than eight million people before 
their sixtieth birthday in LMIC in 2013 alone.” 

 
                         The Emerging Global Health Crisis-NCDs in LMIC 

                                                     Council on Foreign Relations, 2014 



• NCDs currently cause more deaths than all 

other causes combined and NCD deaths are 

projected to increase from 38 million in 2012 

to 52 million by 2030. ¾ occur in LMIC 

• Four major NCDs (CVD, cancer, chronic 

respiratory disease  and diabetes) are 

responsible for 82% of NCD deaths 

• Approximately 42 % of all NCD deaths 

globally occurred before the age of 70 years; 

48% of NCD deaths in LMIC and 28% in HIC 

were in individuals aged under 70 years. 

WHO: Global status report on NCDs. 2014 



Deaths From Selected Diseases Across Different 

Income Levels, 2011 
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Financing the package 

• Should governments pay for all or only for the poor? 

•  In OECD countries governments finance the 

package for all 

• Community financing options-user fees retained and 

managed locally. 

 

“Introduction of user fees at levels that do not 

discourage the poor is likely to be more useful for 

improving technical efficiency than for raising 

substantial revenues on a nationwide basis”. 

In my view user fees are retrogressive! 



“ no country can achieve UHC on 

the basis of voluntary purchase of 

private health insurance: some of 

the population who could afford it 

will not join and some will not be 

able to join because of affordability. 

Achievement of UHC requires 

compulsory enrolment or automatic 

entitlement” 



Where will the money come from 

 Economic growth 

        Projections 2011-2015-real GDP growth per year 

        4.5% LIC; 4.3% LMIC; 4.2% UMIC 

 Increased mobilization of domestic resources 

        Taxation 

 Intersectoral reallocation and efficiency gains  

 Eliminating subsidies;improved efficiency in health 

 External resources 



Achieving UHC in low income settings 

 
(Sachs JD, Lancet 2012;380: 944-947) 

Minimum package PHC services…………$50-60 

GDP percapita………………………………...$300 

Public revenues(20%GDP)………..………...$60 

Health budget (15%public revenue(Abuja)$15 

Funding gap…………………………………...$40-50 



Conclusions 

• UHC “is a journey, not a destination”. 

                        (Minister of Health, Jamaica) 

• Most countries will fall short on one or other 

of the three dimensions-(Population covered, 

costs prepaid, Interventions covered by 

prepaid schemes) 

• Resources are always limited 

• Health policy and politics will often 

determine if movement proceeds in a 

balanced way or privileges one or other 

dimension. 


