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 Key messages 
•	Prior to the COVID-19 pandemic, global progress towards 

UHC was mixed.

•	Deteriorating levels of financial protection is observed in 
many countries.

•	Persistent inequalities remain in terms of access to essential 
health services.

•	Health inequalities will be compounded by the currently 
constrained fiscal situation and limits on public spending on 
health in the near term.

•	Fragmented, poorly designed health financing and coverage 
policies, and inadequate budgeting processes still dominate 
many health systems.

•	Phasing out fossil fuel subsidies would support climate 
resilience with savings supporting UHC.

Since 2015, the United 
Nations Sustainable 
Development Goals (SDGs) 
have driven efforts to improve 
health protection and care 
across the world. But while 
the health sector has made 
steady progress on increasing 
the coverage of essential 
health services until 2015 
(SDG indicator 3.8.1), while 
at the same time financial 
protection worsened as 
tracked by SDG indicator 
3.8.2 for catastrophic health 
spending. Tackling these 
problems is therefore a 
defining challenge for current 
efforts to achieving universal 
health coverage (UHC) 
following the COVID-19 
pandemic and in a time of 
economic contraction (1). 
The priority is to substantively 
reorient health systems 
towards primary health care 
(PHC) and to strengthen 
universality while focusing on 
policies which protect the 
poor and vulnerable.

Addressing persistent inequalities in 
service coverage and deteriorating 
financial protection in health
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Background and challenges
Progress towards UHC means both improved service 
coverage i.e. use of needed services, and improved 
financial protection for patients. However, the trend 
globally is movement towards steady gains in service 
coverage but with worsening financial protection (1). 
In addition, a slowdown in service coverage has been 
observed since 2015, with persistent inequalities in 
coverage. In addition, disruptions to service coverage 
due to COVID-19 have been observed (2).

The trend of increasing service coverage but 
deteriorating financial protection prior to COVID-19 
is largely explained by a greater reliance on private 
out-of-pocket payments (OOPs): such payments deter 
some people on other basic needs, in some cases 
pushing many households into precarious financial 
circumstances and (further) into poverty. In 2019, 
about one billion people faced catastrophic health 
spending due to OOPs as they spent more than 10% of 
their household budget on health out-of-pocket, slightly 
above the 2017 global number. In addition, those 
unable to pay themselves forego necessary treatment, 
increasing unmet health needs (1). This trend 
highlights the critical role of public funding for UHC.

The increased reliance on OOPs noted above is highly 
regressive, disproportionately impacting the poor and 
those with the greatest health needs, especially 
those with chronic conditions. Within overall 
increases in service coverage, which projections 
show are now slowing, inequalities are reducing but 
not quickly enough. 

Since 2019, economic growth has slowed 
dramatically, largely because of the COVID-19 
pandemic. And while many countries are now 
recovering, increased levels of debt mean that public 
funding for health will remain limited in the near 
term. Indeed, around one in four countries will see 
government spending remain lower than before 
COVID-19. This situation is projected to last until 
2027, with many countries facing rising interest 
payments on debts incurred, which will reduce their 
overall government spending capacity by between 
15% and 30% (3).

Another problem is that too many health systems in 
low- and middle-income countries rely on a disjointed 
patchwork of different benefit packages, which 
leads to overly complex health financing policies. 
Fragmentation undermines a health system’s ability to 
respond rapidly to crises, and multiple uncoordinated 
and inadequate coverage policies leave many people 
exposed to high OOPs. Health budgets rarely direct 
funds to priority population groups or services, and 
in many countries budget execution is chronically 
below expected levels.

Key actions and policy 
recommendations
Safeguard access to services and 
financial protection despite constrained 
fiscal capacity by:
•	Mitigating expected increases in debt servicing. 

This is critical as the expected growth in public 
debt servicing will severely constrain efforts to 
invest in the critical foundations of health 
systems, address coverage gaps, and protect the 
poor and vulnerable.

•	Reviewing fiscal policies to support UHC and 
climate resilience. Introducing or increasing taxes 
on the consumption of unhealthy products is a 
cost-effective way of promoting better health and 
raising additional public revenues; for example, 
phasing out fossil fuel subsidies can support 
climate resilience, and savings can be redirected to 
support UHC or other government priorities.

•	Putting in place pro-UHC health financing and 
coverage policies. Evidence from previous crises 
shows this is possible if there is the necessary 
political will (4). Measures include establishing 
universal packages of essential health services, 
prioritizing interventions which ensure that the poor 
and vulnerable can access services, and putting 
explicit limits on OOPs.

•	Making health budgets work more effectively. 
Countries can align budgets with priority interventions 
such as PHC to drive UHC and protect the poor 
and vulnerable. Measures include introducing 
programme- or output-based budgeting (5). 
Similarly, countries should address any significant 
underspending in their health budgets.

Transform health systems to focus 
on PHC, build resilience and address 
inequalities by:
•	Increasing budget allocations for PHC. While 

90% of essential health services can be delivered 
through PHC, most health spending focuses on 
secondary and tertiary care; furthermore, almost 
half of all countries faced persistent disruption to 
PHC services during the COVID-19 pandemic (2). 
Making PHC universal, ideally with no (or very 
limited) user charges, and backing this up with 
adequate budget allocations, could prevent more 
than 60 million deaths over the next decade (6).

•	Correcting the widespread inefficiencies which 
plague many health systems. Fragmented health 
systems, especially those with multiple stand-alone 
programmes, lead to poorly integrated health services. 
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This in turn leads to other problems such as 
foregone care when health problems are missed, 
and more expensive care due to inadequate 
prevention and early treatment.

Figures
Figure 1. A mixed global performance on universal health coverage (UHC)

•	Intensify monitoring of service coverage and 
financial protection with a focus on inequalities. 
Critical for this is the availability of disaggregated 
estimates – on a range of criteria such as income or 
gender – for which greater investment is required.

Note: SDG = Sustainable Development Goal. The vertical axis corresponds to the global population-weighted incidence rate of 
catastrophic health spending *defined as the proportion of the population with household out-of-pocket health expenditure exceeding 
10% of household budget. The horizontal axis corresponds to the global population-weighted average UHC service coverage index.

Source: Figure ES.1 (1) SDG indicator 3.8.1: WHO global service coverage database, 2021 update; SDG indicator 3.8.2: WHO and 
World Bank global financial protection database, 2021 update.
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