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Abstract 

Health equity is an expected outcome of universal health coverage systems, but yet not a guaranteed one. 
A meager number of studies has addressed health equity within such systems using a political economy/ 
institutional approach in Egypt. The paper adopts this approach while applying a comparative analysis for 
Egypt with a number of countries including Germany, Turkey, and Brazil. Building on the experience of 
those countries, the paper delves in the institutional aspects to arrive at the points of weakness and strength 
in building an equitable universal health coverage system. The paper argues, following the Kingdon’s model 
and path dependence theory, that Egypt’s formal trials was not a choice but rather inevitable outcome due 
to entangled set of institutions that kept the system locked in a stagnant path. Yet, a “window of opportunity” 
has been created in the wake of January 2011 revolution that led to the final birth of a promising Universal 
Health Insurance Law. Using the Kingdon’s terminology, the “problems” have been finally correctly 
realized and priorities agreed upon across the key actors within the sector. The “politics” related to 
harmonizing the heterogonous interests of the whole set of players and interest groups succeeded in getting 
out a Law that the main actors took part in its design and formation. Such window of opportunity should be 
rightly used and consolidated by institutional pillars regarding structure, means of finance, and coverage if 
the system is to reflect a sustainable equity dimension. The paper had also found common grounds existing 
across the diverse systems in comparator countries and revealed a number of opportunities that the Egyptian 
system can leverage on as well as evitable challenges to avoid to achieve health equity. 
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Introduction 

Health equity is considered to be an expected outcome of universal health coverage (UHC) systems 
regarded as a framework that encompasses all people, guaranteeing accessibility and affordability of proper 
quality health services without being exposed to neither financial stress nor any kind of logistic restrictions. 
However, various experiences across countries have shown that such an outcome is contingent on various 
factors among which are the definition, scope, and sequence of implementing UHC policies (O’Connell et 
al., 2013). Inequity could remain ignored or even deepened if the UHC had the limited goal of only 
improving the prevailing health systems in absolute terms whereas the distributional impacts are still 
unaddressed. Affordability has been a main prerequisite to receive proper health care in many developing 
countries which clearly demonstrates a case of biasness against the poor and informal sector even if those 
countries seem to be experiencing health reforms and movements towards UHC (Alami, 2017). Thus the 
mechanism and structure of health financing within such UHC systems define their equity outcome to a 
great extent. 
 

Global databases as well as detailed empirical country evidences have revealed that in spite of the 
importance of the relative and absolute magnitude of health expenditure for defining the performance of 
the health sector and guaranteeing better health outcomes, yet it is not a sufficient condition for the equity 
dimension (SRC, not dated). Health impoverishment implications are also not related to the level of 
development nor the economic status of countries. This reveals the complexity of disentangling the 
conditions needed for having a sound equitable system and draws attention to the importance of a set of 
intangible/immeasurable factors that underlie the working of the system that includes among others; the 
enforcement of rules, accountability, the scope and sequence of implementation, the power of counter 
vested interests and the political will (O’Connell et al., 2013; Maeda et al., 2014).   
 
In 2018, a Universal Health Insurance (UHI) Law (2/2018) aiming at expanding access to health care to all 
segments in Egypt was approved by the Egyptian parliament and enacted. This occurred after explicitly 
including the right to access quality health services within the priorities of the national agenda and including 
it in the 2014 Constitution, Article 18 (WHO EMRO, 2020). The new system aims at widening the scope 
for the availability of health care to all Egyptians including 30% of those who cannot currently afford to 
pay. The system is planned to be implemented gradually in five governorates till it covers the whole nation 
in 2032 (Devi, 2018). It has started by a pilot launch in Port Said governorate directly before COVID-19 
crisis. Hence, the system was not given enough time to be tested, and in fact its ability to handle achieving 
health equity was not examined. However, many challenges are expected to be encountered on the way 
towards reaching an acceptable degree of health equity among which are the drastic differences in 
socioeconomic indicators between the different regions and social classes in the country as well as the weak 
basis of health system infrastructure (Alami, 2017).  
 
Through applying quantitative and descriptive methodologies, a number of studies have focused on 
assessing the performance of the health sector in Egypt and tackled the roots and causes of health outcome 
disparities with its socioeconomic related dimensions (see for example, Zaki and Abdel Mowla, 2011; 
Ahmed et al., 2019). Another set of studies have had the same scope yet enriched with a comparative 
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dimension (see for example, Gericke, 2005; Alami, 2017; El Gazzar et al.; 2013; Saleh et al., 2014). A very 
limited number of studies used a political economy approach to address health reform in general and in its 
link to health equity in specific in Egypt (e.g., Fouda and Paolucci, 2017; Saber and Gomaa, 2020; Ismail, 
2018). The different studies reached a general conclusion that Egypt suffers from huge health inequities 
arising mainly from socio economic disparities. These health related inequities have long persisted on 
various wealth, gender, education or place of residence clusters. The problem is extravagated due to the 
inefficiency of the institutional structure governing the health services (Rizk and Abou Ali, 2016). 
 
The institutional aspects associated with the structure, coverage, and finance of a UHC are of paramount 
importance in determining the system’s success and sustainability. Such institutional aspects have their 
origins embedded in the political system and historical evolvement of the health system in any country in 
general. As Maeda et al. (2014) noted, “The international development community has recognized in recent 
years that carefully crafted technical solutions may have little practical effect if political economy concerns 
are ignored.” (p. 3)  
 
Understanding the institutional framework and the political economy workings of the system is vital as an 
initial point for real reform, and this is the first objective of the paper. This is addressed in a comparative 
framework where a set of divergent non-homogenous countries is chosen to underpin the importance of 
political economy in explaining the UHC’s performance while focusing on equity. By following an 
institutional approach, Egypt is compared with a set of comparator countries that have adopted different 
approaches to establish their UHC. The comparator countries include Brazil, Germany, and Turkey. The 
choice of these three countries is based on having a large population, a wide geographical area, and different 
development and income status to understand the main factors framing the evolvement of equitable UHC 
irrespective of economic and/or demographic aspects. The main common aspect across the countries is that 
the UHC in all of them emerged in the wake of political transformations, though they did not follow the 
same institutional path. Since there is no blueprint for a successful institutional framework that outlines an 
equitable UHC, the diverse experiences of the selected countries would be beneficial to understand the main 
common factors that are essential to have an equitable system. The study thus follows an institutional 
approach where the focus will be on the institutions and their ability to tackle the issue of health inequity 
within the UHC system. Such institutions include the rules, regulations, and enforcement of such laws, role 
of interest groups and main key actors (see for example, Saleh et al., 2014; Maeda et al., 2014; Alami, 
2017).  
 
Within this context, the second and main objective of the paper is to arrive at the main guidelines needed 
for achieving health equity in Egypt utilizing the newly adopted health universal insurance system through 
highlighting the common grounds and the applicable dimensions with other UHC systems with different 
degrees of maturity and various institutional frameworks. Studying the financial structure proposed in the 
newly implemented UHC system in Egypt in such a comparative context is also crucial to understand the 
equity implications of the system. The comparative study would be focusing on a number of dimensions 
among which are the coverage, health financing mechanisms, and structure to underpin the points of 
strength from which lessons can be inferred. Within each dimension of comparison, the paper also aims to 
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pinpoint the main evitable cavities that could hinder the system from achieving health equity as an ultimate 
aim.  

The study is organized as follows. Section One provides the conceptual framework where the main building 
blocks of UHC systems are discussed and the importance of understanding the political economy and 
institutional background of UHC system is underpinned. Section Two starts by providing a short literature 
review for the studies that focused on analyzing health systems in Egypt while employing a political 
economy approach as a methodology. The section also reviews the evolution and development of UHC in 
the set of countries by revealing the main institutional aspects that shaped the experiences of the countries 
in terms of their universal health coverage system and their ability to achieve health equity. Section Three 
delves into the details of the, so called, three institutional pillars, namely; coverage, means of finance, and 
structure in Egypt and the comparator countries underpinning their importance in establishing and 
reforming a UHC to ensure equity. The paper finally concludes by providing some policy implications 
based on the main lessons learnt in order to ensure that the newly adopted system serves the aim of health 
equity in Egypt. 

1. UHC and Health Equity 

1.1. The Conceptual Framework 

Universal Health Coverage has received the attention of the global political community as has been 
emphasized in several United Nations (UN) General Assemblies, the latest being in 2019. Like the previous 
Assemblies, a political affirmation on the importance of achieving health-related SDGs in general and UHC 
in specific has been declared (ILO, 2020). Among the nine sub-goals of the third health-related sustainable 
development goal (SDG), goal 3.8 explicitly articulates the aim of implementing UHC: “Achieve universal 
health coverage, including financial risk protection, access to quality essential health-care services and 
access to safe, effective, quality and affordable essential medicines and vaccines for all”1(UNDP, 2019).  
SDG 3.8 outlines the broad goal of achieving UHC without explicitly emphasizing the importance of neither 
an equitable distribution of outcomes nor burdens of the system. As O’Connell et al. (2013) mentioned, this 
focus on achieving macro aggregates, as stated in the context of the Millennium Development Goals 
(MDGs) and subsequently in the SDGs, can conceal the implications on health disparities and can even end 
up with widening such gaps. 

Equity is a wider definition of equality, adding the dimension of fairness of benefits’ distribution that would 
transform the pragmatic notion of equality to the normative concept of equity. This implies that health 
inequities exist when there are persistent systematic disparities in one or more of the health indicators across 
social, demographic, income, and /or geographic groups of the population. The reasons behind such 
disparities are quite heterogeneous related to variables within the health sector per se as well as non-health 
related variables like economic, political, and institutional rigidities (Marmot, 2007; Zaki and Abdel-
Mowla, 2011). 

 

 
1 https://www.who.int/sdg/targets/en/ 

https://www.who.int/sdg/targets/en/
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Upgrading health systems to achieve better aggregate health outcomes is not usually associated with a better 
equitable UHC system.  As Pande et al. (2017) noted, the system needs to focus on various angles among 
which are widening the set of priority services (service coverage), enlarging coverage to include all 
disadvantaged groups (population coverage), and reducing financial unequal distress (financial protection). 
This is concisely presented in Figure 1 where the threefold objective of UHC of expanding service and 
population coverage at minimum attainable level of cost is illustrated. This was first presented in what has 
come to be known as the coverage cube (WHO and World Bank, 2015). A crucial part of the cube that 
forms the basis of the system is the pooled funds. A main target of the system should be working on 
expanding this pool horizontally to cover a larger section of the population and a wider and diverse set of 
essential health services and vertically to have a cost efficient system that is able to sustain. Pooling funds 
represents a case of social solidarity that allows for diversifying risk and facilitates the real implementation 
of the term “universal” where all groups of the society are financially covered (Alami, 2017).  
 
Financial protection is commonly achieved through three main channels: contributory, non-contributory 
schemes, and risk-gauged private health insurance (PHI). Contributory schemes depend on income-based 
contributions in the form of payroll tax that is shared among the employee and the employer. They are 
usually applied on the formal sector and had formed the classic initial stage for health finance. Non-
contributory schemes depend mainly on general taxes (direct, indirect, earmarked or not). This forms the 
main channel through which disadvantaged and vulnerable groups can be covered. Commonly, a mix of the 
three schemes prevails (Scheil-Adlung, 2014; Alami, 2017). Households not covered by the above 
categories have to endure out of pocket payments (OOPP) to satisfy their health needs (Alami, 2017). OOPP 
are thus a measure of the system’s financial equity; when exceeding a certain threshold, they can jeopardize 
the poverty level of households and entail a high opportunity cost that a very small segment can bear. 
However, in some cases low OOPP are not sufficient indicators for equity, as the system could include 
other non-measurable OOPP like the informal ones. The same applies when households reach an extreme 
of totally forgoing the health care service due to prohibitive monetary barriers that hinder them from 
attaining the service, like the case of the dominance of private sector insurance. In all cases OOPP are 
regarded as a regressive source of finance constituting a higher percentage of lower income households. A 
threshold of OOPP representing 35% of total health expenditure (THE) was put by the International Labor 
Organization (ILO) to classify countries as highly vulnerable (Scheil-Adlung, 2014).  
 
Within each dimension, population coverage, services coverage, and financial protection, an equity 
dimension exists. For the financial protection, the financial burden should be progressive, meaning that it 
should be proportional to the income level and all population should have unconditional equal accessibility 
as well as provision to health services. Financial mechanism and structure, service provision, and coverage 
all work within a complex institutional framework that includes the political will, rules, regulations, and 
their enforcement, the power of vested interests, involvement of stake holders and key actors in the sector, 
accountability, and other aspects that define the working and sustainability of the whole system (O’Connell 
et al., 2013; Maeda et al., 2014). The current study adds this other dimension, the institutional and political 
economy, as the understanding of which is crucial for an equitable UHC. 
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Figure 1: Dimensions of UHC (The UHC Cube): Service and Population Coverage, Financial 
Protection, and Institutional Framework 

 
 

Source: Maeda et al. (2014); WHO and World Bank (2015) 
 
1.2. Variables Defining UHC Performance and Its Equity Implications 
 
Published data on health expenditure, health outcomes, and UHC-related indicators have challenged many 
mainstream prepositions revealing no conclusive criteria that could identify the main variables associated 
with having comprehensive UHC systems or distinguishing equitable ones. For example, higher GDP does 
not necessarily mean having higher health expenditure where countries with relatively high GDP like UAE, 
Saudi Arabia, Qatar, Singapore, Brunei, and other countries, still allocate a small share to health expenditure 
(see Figure 1A in Appendix). Likewise, the higher the economic status of the country does not necessarily 
lead to higher UHC. Although Figure 2A in Appendix illustrates a general positive relationship between 
universal health population coverage and GDP per capita, a lot of outliers exit drawing doubts on an exact 
affirmative relationship2. Further, in 2017 health expenditure (as % of GDP) in the low income group 
reached 6.3% whereas in lower middle income group was 5.4%, again a counterintuitive observation 
(WHO, 2020). Adding more to the paradox, catastrophic spending reached 14.2% and 15% in 2017 in lower 
and upper middle income countries, respectively, whereas it was only 6.9% in low income ones in the same 
year (WHO, 2020)3. Additionally, as cited in other studies, health disparities are found to exist across all 
income country groups and not only limited to lower income categories. For example, health disparities by 
wealth and education were substantially large in a number of health indicators among Arab Gulf countries 
(SRC, not dated). Thus, it appears that economic status, as measured by GDP or GDP per capita, is not the 
deterministic variable for embarking on major initiatives towards applying UHC nor for prioritizing health 
among main developmental goal (Maeda et al., 2014). This draws the attention to the necessity of 

 
2 Gambia, Uzbekistan and Rwanda have relatively low GDP per capita and yet nearly full population coverage 
(https://ourworldindata.org/grapher/health-coverage-vs-gdp-per-capita-simple) 
. 
3 This indicator denotes the percentage of total population with household expenditures on health greater than 10% of total 
household expenditure or income (WHO, 2020), 
https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en 
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understanding the role of the institutional factors, as previously mentioned, in explaining the performance 
of UHC systems and their equity implications.  
 
2. Institutional Aspects and Political Economy Origins 

2.1. Health Related Studies in Egypt with Political Economy Dimensions  
 

Political or socio-political incidents have proved at many instances to be the driving force allowing for 
concrete steps to be undertaken towards effective social policies, among which is the UHC. In fact, health 
systems’ evolvement, which embedded UHC as an ultimate goal, has usually progressed as an intentionally 
designed project of the prevailing political system. Such project has been either reflecting a genuine social 
equity goal or a political leadership goal seconded by strong public support. Empirical evidence on the 
transformation of the social policies including health policies aiming at achieving health equity came in the 
wake of a major political system change followed by dramatic institutional changes has been observed in 
Europe, Asia, South America, Latin America and recently the Middle East (Saleh et al, 2014). Major 
changes in the political systems that create a new social, and subsequently health, order have a paramount 
role in embarking on an equitable UHC. Further, empirical evidence points out that the prevailing UHC 
systems which were created in the wake of political transformations did not follow the same institutional 
path or shape (Maeda et al, 2014). In other words, there is no fit-for-all design for a successful institutional 
framework that provides an equitable UHC. For example, Cuba, which has a highly centralized system, is 
considered a success story in achieving health equity compared to Germany, which is more decentralized 
yet considered as well a success story (Gericke, 2005).  
 
There is a growing body of literature arguing that health equity, as part of the social equity, is highly 
associated with political transformations. Within such scope the studies that tackled the issue of employing 
a political economy approach on the Egyptian case, in spite of its importance, were handful (Nandakumar 
et al., 2000; Fouda and Paolucci, 2017; Ismail, 2018; Maeda et al., 2014; Saber and Gomaa, 2020; Saleh et 
al., 2014). Some of those studies have either focused on the political economy aspects associated with the 
evolvement of UHC tracing the related policies and legal framework development, whereas others have 
been devoted to the formation and implementation stages. Understanding the political-economy-related 
reasons behind the failure of all reform trials and the stagnation which remained for more than half a century 
was a main focus of the majority of the aforementioned studies. Most of reform trials in the health sector in 
general and the specific ones pushing for tangible steps towards UHC faced the same destiny of stagnation. 
This has resulted in deepening and strengthening the inefficient system with all its complex networks of 
vested interests, interest groups, and beneficiaries who worked on –without coordination- to preserve the 
status quo.  
 
The two main political economy models applied to understand the reasons of failure were the Kingdon’s 
model (Ismail, 2018) and the path dependence theory (Fouda and Paolucci, 2017).  Kingdon’s theory is 
based on identifying three features (or the three P’s) that outline the policy agenda: problems, policies and 
politics. When applied on the health system, the “problems” stream describes the range of issues and 
restrictions affecting it and hindering it from reaching its utmost. The “policies” stream represents the policy 
recommendations put ahead to address the problems identified in the first stage. Finally, the “politics” 

https://www.sciencedirect.com/science/article/abs/pii/S0168851099000731?via%3Dihub#!
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stream incorporates the roles of political leadership, conflict between stakeholders, the counter force of 
vested interests, and political transitions, among other factors, in determining the progress of policy 
proposals towards being implemented. The model suggests that the whole system might stay paralyzed if 
the “politics” didn’t succeed to address the “problems” and implement the right “policies” and will thus 
stay in a kind of vicious circle leading to stagnation and preservation of the status quo. Optimistically, 
Kingdon identified a “window” or space for a positive policy change, or a new system to evolve, that can 
occur if the conditions within each element or feature are simultaneously favorable or due to exogenous 
shocks to the system that can lead to a shift in the variables within each P element (Ismail, 2018).  

Path dependence theory explains the performance and structure of the current system by linking it to the 
decisions and policies undertook in previous periods. This school of thought has been introduced to the 
field of health policy to explain the current state of some health policy reforms and to shed light on the 
institutional settings in healthcare that have been existing in the past. It gives higher weight to the role of 
past socio-political policies and frameworks in explaining the current deeply rooted problems. This model 
incorporates the possibility of following a static or a dynamic path. A static, deterministic one is the path 
which is rigid and where past events solely define the shape of the road to follow in which the system is 
almost trapped. This classic deterministic version of the theory thus adopts a pessimistic view which regards 
the possibility of getting out of the path (or trap) of a set of ill policies and inefficient institutions as minimal. 
On the other hand, a dynamic stochastic one offers a more flexible scenario which does not only build on 
past events but also on other unpredicted random effects that can provide this “window” for deviating from 
the original expected one (Fouda and Paolucci, 2017). A view that was adopted by Saleh et al. (2014) in 
regarding the Arab upheavals, as a form of a crisis, to be a “window” that could allow a deviation from the 
rigid stagnant path that have buried those societies for years in inefficient health systems. They still stressed 
on the major challenges within the course of sociopolitical changes among which is establishing real 
democracy and highlighted the importance of social inclusion as an integral part to avoid previous fallacies 
and to guarantee a relatively smooth way towards UHC (Saleh et al, 2014). 
  
Fouda and Paolucci (2017) applied the path dependence theory in trying to understand the performance, 
evolvement, and limitations surrounding the health system in Egypt. Their analysis revealed that there was 
strong evidence identifying that the path dependence theory was applied in the case of the Egyptian health 
system. As argued by Fouda and Paolucci (2017) the historical socio-political incidences and policies have 
significantly influenced the institutional structure and the shaping of health policies that limited the 
outcomes of a number of reform endeavors in the sector. The health finance weakness and fragmentation, 
and the fragility of the system which hindered the system from achieving effective coverage and resulted 
in waste of resources, can be explained by the historical socio-political path Egypt has been captivated into. 
Based on this theory, they showed that most of the reform attempts till the date of the study followed the 
same previous top-down approach which locked the whole health system in this ill-structure and thus had 
reached its frontiers where any other trial that still sticks to the same norm will just result in similar or even 
worse outcomes. The study emphasized that the way out of this persistent path is through democratic 
systems based on on-going inclusion and engagement of stakeholders in the design of policies and reaching 
compromising situations with interest groups that can shift the “locked-in” static retrospective path into a 
dynamic prospective “evolutionary” one that finds a “window” for a new path to thrive and sustain upon.  
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Nandakumar et al. (2000) focused on analyzing the policy process of introducing Law 99 of expanding 
health insurance to cover all school children. The study adopted a political economy approach through 
which it stressed on the importance of the role of strong political commitment and the consistency of 
proposed policies with the interests of key stakeholders. Maeda et al. (2014) have also followed a political 
economy approach in trying to understand the deterministic factors of the success and sustainability of UHC 
systems by applying a comparative study across 11 diverse countries. Through country experiences, they 
have highlighted that the initiative towards having a UHC system came at many instances as a response to 
major domestic and external global crises. They also emphasized the importance of the role of the coherent 
political will that enforces accountability and rearranges the existing institutional framework to serve the 
UHC goal as a support for the political system per se. The role of social movements and civil society in 
achieving inclusion of all stakeholders in shaping the policies outlining the UHC system and the 
disadvantaged groups as equal beneficiaries has been highly underpinned. Sequencing, incremental 
expansion of coverage as well as learning from historical previous mistakes was shown to of high 
importance in all countries covered in the study. Coverage of informal and hidden groups of the society 
remains the major challenge in all countries regardless of their developmental level. In line with 
Nandakumar et al. (2000), Maeda et al. (2014) emphasized that the engagement of stakeholders during the 
setting of the law or the system governing UHC in general is of crucial importance. According to their 
recommendations, also the role of vested interests should never be overlooked, on the contrary 
understanding their situation and reaching a point of conciliation through negotiations is crucial to reach an 
equitable sustainable system. 
 
Ismail (2018) and Saber and Gomaa (2020) analyzed the efforts of expanding health insurance coverage 
and formulating comprehensive policy for health insurance in Egypt within the context of studying the role 
of public policies. Following the Kingdon’s model, Ismail (2018) found out that the disagreement between 
key actors over the goals as well as divergent views on the priorities setting, proposals and political process 
for a change was the main reason of continuous failure of a number of reform attempts in the health sector 
in Egypt. This was the main feature haunting the “problem” elements and has been consequently reflected 
on the “policies” stage. For example, at the pre-revolution stage many reform steps were opposed by some 
segments as they regarded them as another form of disguised privatization that will put financial protection 
in health for many at risk. National and international actors as well as interest groups compromise those 
key actors affecting the design of public policy and were referred to by Saber and Gomaa (2020) as the 
“social policy network”. Saber and Gomaa (2020) focused on analyzing their role in the various stages of 
pre-formulating, formulating, and beginning of implementation of the latest UHI Law (2/ 2018) in Egypt. 
The study emphasized the importance of the role of policy network which has influenced the different stages 
of policymaking through several tools and strategies. Moreover, the roles of different actors varied within 
the network; international organizations were the primary influencer in the early stages of policymaking, 
while syndicates dominated the formative stage, and the public sector has been playing the leading role in 
the implementation and evaluation stages. More importantly, the study implicitly pointed out the probability 
of the existence of a potential “window” for a change that could possibly divert the health sector from its 
long stagnant persisting path. The authors attributed this to the recent changes in public policymaking in 
Egypt that have showed signals of being formed in a more democratic way that tried to include and respond 
to various key actors within the sector. Having a structure of informative, interactive policy networks and 

https://www.sciencedirect.com/science/article/abs/pii/S0168851099000731?via%3Dihub#!
https://www.sciencedirect.com/science/article/abs/pii/S0168851099000731?via%3Dihub#!
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responsive policy making would open up another potential positive path that the whole sector will leverage 
from. They further stressed that the most challenging phase is the implementation one as the policy network 
of key actors are kind of isolated from this stage as well as the assessment phase (Saber and Gomaa, 2020).  
 
2.2. Egypt and Comparator Countries: Evolution of UHC Systems 

A divergent non-homogenous choice of countries is followed in the study to underpin the importance of 
political economy as a mean to understand the main factors framing the evolvement of equitable UHC 
irrespective of economic and/or demographic aspects (Table 1A in Appendix). The set of comparator 
countries includes countries with various economic statuses from lower middle income (Egypt), the focus 
country, and upper middle (Turkey and Brazil) to higher upper income countries (Germany) as benchmark 
countries. All countries are characterized by being populous, however they differ regarding population age 
composition. Whereas Germany suffers from an aged population with high dependency rate among the old 
population, Egypt suffers from a relatively high dependency rate among the young. Egypt experiences a 
relatively high growth rate for GDP and GNI per capita among the set of countries, however, suffers from 
the highest poverty rates where in 2017 a quarter of the population lied below the poverty line of $3.20 a 
day and almost three quarters (70%) below the poverty line of $5.50 a day (World Bank, 2020). With the 
exception of Germany, high unemployment is a problem the other three countries have in common.  
 
Regarding main health outcome indicators, Egypt comes as best performer regarding fertility rates yet falls 
behind in all other indicators as shown in Table 1A in Appendix. According to available data, Brazil and 
Germany have experienced positive trends in all indicators4. Egypt and Turkey have signaled deterioration 
in wasting and severe wasting in 2015 compared to the earlier point available (2003 for Egypt and 2008 for 
Turkey). On the other hand, Egypt has been undergoing significant health improvements as measured by 
life expectancy and health care index as well as stunting in children below five. Stunting in the country 
shows better levels compared to lower middle income countries and the world average but still worse than 
the average of the MENA region (World Bank, 2020). Turkey suffers, like Egypt, from unequal distribution 
of health outcome rates across various strata of the population classified by region (urban/ rural) or income 
quintiles where relatively modest performance is concentrated in rural areas and lower income quintiles as 
revealed in Figures 3A and 4A in Appendix (WHO, 2020).  
 
The age and maturity of the UHC system differs extensively across the countries. While Egypt has been 
struggling since 1952 revolution to reformulate the national policy agenda for moving toward UHC, a 
country like Germany has the oldest system in history established since 1883 (Ismail, 2018; Daw, 2019). 
All countries face the on-going challenge to adapt national policies to meet the dynamic demographic and 
economic conditions. Turkey and Brazil have recently achieved a number of UHC policy goals but still face 
new challenges in deepening and sustaining coverage. Following the classification of Maeda et al. (2014), 
the four countries show high degree of commitment to the implementation of an equitable UHC system 
where Egypt would be at an initial adopting stage, Brazil and Turkey are at an achieving one, while 
Germany has entered the sustainability phase.   
 

 
4 This applies when comparing the latest two data points available, 1996 and 2007 for Brazil and 2004 and 2016 for Germany 
(WHO, 2020). 
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Focusing on basic UHC-related indicators as depicted in Table 1, Brazil and Germany have full population 
health coverage whereas barely more than half of the population is covered in Egypt. Germany is a pioneer 
in this regard as it reached full population coverage in 1988 at the time when only half of the Brazilians had 
health coverage and just 4% in Egypt (Fouda and Paolucci, 2017). Table 1 is an additional illustration for 
non-deterministic effect of health expenditure as a percentage of GDP on the performance of the UHC. The 
Table shows the Egypt and Turkey had the lowest, but increasing, values for such indicator (both still lower 
than average global levels), yet Turkey has been performing relatively well regarding population and service 
coverage as well as the low levels of financing THE through OOP compared to Egypt. Further, Egypt is the 
only country (among the four) to suffer from coverage gaps in access to health services due to financial 
protection insufficiency. As shown in the table, this coverage gap indicator reached in 2011 76% in Egypt, 
a value that surpasses the world level of 47.4 in the same year. This is highly illustrated in the extreme 
percent of health expenditure covered by OOPP surpassing 60%, almost double the tolerable threshold set 
by the ILO and the average on the world level (Table 1). However, none of the countries suffer from 
coverage gaps due to shortages in health professional staff5. Turkey and Brazil have achieved considerable 
steps on improving financial protection and quality of services which is evident from the considerable 
degree of shrinkage in OOPP rates that brought them to lower levels than the global average and the 
maximum acceptable benchmark defined by the ILO. Germany reached an optimum state of universal 
coverage with comprehensive access to health services and effective financial protection. The divergence 
across countries diminishes if the service coverage was the point of focus, but still Egypt has got the lowest 
score that is nevertheless higher than the global average.  ILO classifies countries according to the degree 
of vulnerability based on their existing extent of poverty, weight of informal economy, as well as the extent 
of OOPP used for financing health care (Scheil-Adlung, 2014)6.  According to this classification, Germany 
is regarded to be of very low vulnerability whereas the other three countries of low vulnerability. 
 

  

 
5 To understand the method of estimating coverage gap indicators see (Scheil-Adlung, 2014). 
6 ILO classifies countries according to vulnerability levels based on a composite set of indicators; incidence of poverty, non-
waged employment as a proxy indicator of informal economy and health expenditure not financed by out-of-pocket payments 
to a level above 40 % of total health (Scheil-Adlung, 2014). 
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Table 1: Basic UHC-related Indicators in Brazil, Egypt, Germany and Turkey 

 Brazil Egypt 
 

Germany Turkey Global 

Total current health 
expenditure as % of 
GDP 

8.3 (2000) 
7.9 (2010) 
9.5 (2017) 

4.9 (2000) 
4.2 (2010) 
5.3 (2017) 

9.8 (2000) 
11 (2010) 
11.2 (2017) 

4.6 (2000) 
5.1(2010) 
4.2 (2017) 

5.4 (2000) 
5.9 (2010) 
6.3 (2017) 

Current health 
expenditure per 
capita in PPP int$ 
(2017) 

1472.2 
 

613.8 
 

5922.6 
 

1180.6 
 

1290.6 

UHC index of 
service coverage 

79 (2017) 
78 (2015) 

68 (2017) 
65 (2015) 

83 (2017) 
82 (2015) 

74 (2017) 
71 (2015) 

66 (2017) 
64 (2015) 

% of population 
covered by health 
insurance* 

100 (2009) 51.1 (2008) 
59 (2011)** 

100 (2010) 86 (2011)  

OOPP % of current 
THE 

27.5 (2017) 
29.3 (2011) 
36.6 (2000) 

60.1 (2017) 
60.5 (2011) 
62.5 (2000) 

12.7 (2017) 
14.1 (2011) 
12.3 (2000) 
 

17.4 (2017) 
15.9 (2011) 
28.6 (2000) 

33.1 
(2017) 
34.4 
(2011) 
38.4 
(2000) 
 

Coverage gap due 
to financial 
resources 
Deficit* 

0 76.1  0 0 0 

Coverage gap due 
to health 
professional 
staff deficit * 

0 0  0 0 0 

Driving forces that 
pushed towards 
formation of or 
turning points in 
UHC *** 

End of military 
dictatorship 
1960.   

1952 revolution: 
birth of UHC 
orientation. 
 2011 revolution and 
economic downturn 
led to first concrete 
steps for reform. 

As a tool for 
social stability 
and political 
power (since 
Bismarck era 
1883). 

Military coup (1960). 
Economic pressures and the 
need for public support and 
political strength (2003). 
 

 

Current stage of 
UHC**** 

achieving Adopting achieving sustaining  

Description of the 
UHC*** 

Decentralized, 
duplicative 
public/private  

Fragmented 
pluralistic system. 

 

Decentralized, 
higher share for 
public sector 

Decentralized, relatively high 
share for public sector 

 

Sources: Unless otherwise indicated, WHO (2020); * Scheil-Adlung (2014), **Fouda and Paolucci (2017), *** Insights from: 
Maeda et al. (2014), Ismail (2018),  Fouda and Paolucci (2017), Altenstetter (2003), Busse and Blümel (2014), Massuda et 
al. (2018), Saleh et al. (2014), Marten et al. (2014) and Atun et al. (2013). **** Following the classification of Maeda et al. 
(2014). 
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All four countries experienced socio-political events that tilted their development and political agenda 
towards UHC as a main goal within the health spectrum. Strong adaptive political will and leadership is the 
main common aspect that characterized the three benchmark countries. 
 
The origins of UHC in Germany dates back to the Bismarck era by the end of the 19th century and started 
as an attempt to contain social unrest among German workers during the industrial revolution and to gain 
political power against the Social Democratic Party. Even before Bismarck actions, through the power and 
pressure of key actors at that time, namely labor unions and workers business leaders were driven to 
establish the “sickness fund” to protect their own interests (Altenstetter, 2003). The fund had mandatory 
enrollment and initially covered industrial employees and workers that represented 10% of the population 
and incrementally widened to cover the whole population. Bismarck’s program that is built on social health 
insurance principle was regarded as an innovative practice aiming at specifying a mechanism that ensures 
and guarantees financing and defining benefits (Bump, 2015). Since then, solidarity and decentralization 
outlined the German national health insurance system and together with its structure have not changed, yet 
showed a clear case of a dynamic “path dependence” that was complemented by adaptive practices opening 
up “windows” of change that allowed for its sustainability throughout time. In this context, various 
stakeholders and key actors have played an important role to preserve this path across time. As Altenstetter 
(2003) mentions “health care in Germany is above all a story of conservative forces in society” (p. 38); 
those conservative forces include: public and private employers, churches, and trade unions all kept 
committed to the preservation of equitable access to quality medical services. Germany was not the sole 
example in Europe to adopt such a health policy for political reasons. The majority of European countries 
followed suit where the formation of their social and health security systems was a reflection of their socio-
political developments after World War II. In France, the social system in general and the health system in 
specific are reflections of the governing regime trials to control the strike waves and mass demonstrations 
during critical times of its history.    
 
The experience of several Latin American countries in developing UHC policies reflects the response of 
their governments to societal demands for social and health equities which took place in many incidents as 
a result of drastic political change such as change of regime, revolutions, or strong opposition movements. 
This has been the case in Argentina, Brazil, and Chile. In Brazil, the vision entitled “health for all” emerged 
during the years of political opposition and at the end of the military dictatorship which started in 1964. 
The real impetus for the adoption of UHC happened during opting for democracy while the country was 
economically struggling, hence the political will was a key in Brazil’s narrative (Reich et al., 2015). One 
major channel of effect was the policy network, that Saber and Gomaa (2020) referred to, as represented by 
the role of physicians and public health professionals. Those key actors exerted continuous effective 
pressure on politicians to adopt equitable universal coverage during the phase of democratic change that 
took place in 1985. This so-called sanitarista (public health) social movement played a critical role in 
institutionalizing principles of the universal coverage in the 1988 Federal Constitution (Maeda et al., 2014). 
The constitution resulted in founding the Unified Health System (Sistema Único de Saúde, SUS) which is 
a complex decentralized public system whose principles are free and universal access to health care, 
comprehensiveness, and public financing. It is mainly funded by federal government through taxes and 
social contributions. The constitution has also opened participation for private institutions which represents 
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a “duplicative” system as it provides similar services to the public sector (Marten et al., 2014; Rosenn, 
2020; Ugá and Santos, 2007). Thus, Brazil provides an illustrative case where social movements played a 
catalytic role in putting UHC high on the political agenda and driving the political leadership and the 
executive government to adopt and implement those reforms (Scheil-Adlung, 2014).  
 
In Turkey, the road towards UHC dates back to 1945 with the establishment of the Social Insurance 
Organization for blue collar workers. However, the turning point in Turkey’s health care system has been 
highly associated with the military coup of 1960 which represented a major political change (Atun et al., 
2013). Like in many cases, social protection came within the umbrella of the political change which 
incorporated the introduction of major laws associated with health care system. Such legislative framework 
provided the basis for an equitable health care system. It included, among others, the Law on the 
Nationalization of Health Care Delivery of 1961 which aimed at providing free or partially free health care 
to all citizens, whereas the sources of finance are the government budget as well as contributions from 
citizens. However, the Law and what followed from policies and related laws failed in achieving the aim of 
nationalization of health policy. Piecemeal reforms of introducing several dispatched organizations, 
expanding coverage, attracting private sector were included over the years till the 1990s as a way to address 
the failure of the Law in providing good health care system that encompasses all the population (Savas et 
al., 2002).  Yet, another “window” for change opened up when Turkey experienced major economic crisis 
in early 2000s which triggered the urgent need for economic reform in general, among which and as an 
integral part was the reform of the health care system in specific (Maeda et al., 2014). Economic pressures 
and the need for public support and political strength were the main reasons that triggered the birth of crucial 
milestone in the trajectory of health reform in the country, namely the kickoff of the Health Transformation 
Program (HTP) in 2003. Equity was a main pillar of the reform initiative that aimed at providing universal 
access to health services for all citizens according to their ability to pay and their needs (Giovanis and 
Ozdama, 2017). The wide support provided by the governing Justice and Development party added strong 
political stimulus to the reform of health care system in Turkey. The “window” for the change though 
triggered by economic extreme pressures, addressing institutional constraints in a strategic manner was the 
way for an effective implementation. 
 
Using the Kingdon’s model terms, Turkey is an outstanding example for clearly understanding the 
“problem” and effectively setting the “politics” and “policies” addressing them. The reform team worked 
on two stances: first, on having instant tangible positive effects to gain immediate respond, political support 
and consequently sound ground for the governing party, and second, on addressing the institutional 
restrictions through a tactical innovative way (Atun et al., 2013). The first was implemented through a so 
called “quick-win” approach which focused on widening population as well as service coverage by focusing 
on the very visible outcomes like giving higher priority for areas with the least services (most deprived), 
expanding the coverage of Green Card7 program to include outpatient services, ending the unacceptable act 
of conditioning patient release (even bodies of deceased) to payments fulfillment, expanding the number of 
facilities for primary health care and significantly increasing number of emergency transportation facilities. 

 
7 This program was established in 1992 to provide health coverage to the poor who had not been covered by formal sector 
health insurance mechanisms and who have a household income per capita of less than one-third of the minimum wage thresh-
old (Giovanis and Ozdamar, 2017). 
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All such instant visible actions have resulted in creating a large number of beneficiaries who provided 
support for the reform team in confronting any opposition for the new reform act. In the second stance, 
Turkey reform team followed a “know thy enemy” approach by clearly identifying their set of opponents 
and breaking up their ties to effectively move forward (Aran and Rokx, 2014; Atun et al., 2013). A 
stakeholder analysis was commissioned in 2003 to identify the possible counter reform initiative groups 
and evaluating the cost and threat of each interest group. Outlining the proper respective means and policies 
to address and limit the opposing power of each group emerged accordingly (Maeda et al., 2014). The 
approach varied from a long patient “convincing/persuasive” approach by unfolding the potential benefits 
that a group of opponents could gain from the new system, to a “preserving” approach by applying the new 
rules only on the newly hired. In addition, an “incentive” based approach like that applying a pay-for-
performance system was also adopted8. The latter system overcame the problem of discouraging low 
payments for physicians providing services in the public sector. However, when the opponent group did not 
represent a threat to the system, a sanctioning approach was followed, such as ending respective association 
membership and even deviating public opinion against the leadership of such groups as a way to diminish 
their power as experienced by the Turkish Medical Association, the Turkish Nurses Association, and YÖK 
(the higher education council) who asked for applying the new payment system for health workers but their 
demand could not be tolerated by the reform team due to its high cost (Aran and Rokx, 2014). In Kingdon’s 
terminology, Turkey is a remarkable example for a system that clearly understood the “problems” and 
agreed on the priorities, worked on controlling and fine tuning the “politics” and implemented the right set 
of “policies” accordingly. 
 
As illustrated by Fouda and Paolucci (2017), Egypt provides another classical case of path dependence in 
its national health system and its goal towards achieving UHC where the sociopolitical environment framed 
and stagnated its development since the mid of the twentieth century. Although the establishment of 
Ministry of Health dates back to 1936, the origin of Egypt’s health system is embedded in the 1962 National 
Charter, which reflected the 1952 revolution principals. Based on the socialism ideology, overwhelmed by 
the Soviet model at that time, the government aimed at achieving universal coverage by providing free 
access to basic health services in public hospitals and clinics for all citizens. Yet, the increasing challenges 
associated with population rapid growth and difficulties in finance accompanied by inflexibility of the 
system implied that system failed to achieve its objectives (Fouda and Paolucci, 2017). However, the status 
quo of the system prevailed in spite of the change of the ruling and political leadership with different 
economic and political views and the many legislative trials to reform the system. The main outcomes were 
seen in minimal increases in population coverage from 1975 onwards and covering a variety of population 
subgroups.9 For example, in 1992 Law 99 stipulated extending insurance coverage to schoolchildren in a 
new program referred to as the School Health Insurance Program which resulted in increasing population 
coverage from 8% in 1990 to 36% in 1995 (Fouda and Paolucci, 2017).  
As identified by several studies, the main point of weakness of the Egyptian system arose from the fragility 
of its financial means suffering from complexity, lack of sustainability, fragmentation, pluralism, 
underfunding, and low quality of services (Ahmed et al., 2019; Gericke, 2005;  EL Gazzar et al., 2010).  

 
8 First approach was followed with trade unions, whereas the second was adopted with white-collar civil servants. The 
“incentive” based approach was applied with public health workers (Aran and Rokx, 2014). 
9 In 1975 Law 32 stipulated government employees to the mandatory health insurance and Law 79 that stipulated government, 
public and private sector employees, pensioners, and widows (Fouda and Paolucci, 2017).  



15 
 

Most of the endeavors did not devote serious steps to free the system from its entangled institutional ties 
nor financial structure fragmentation that have resulted in almost complete lockage in one ill performing 
path. Being locked in this path of adopting a socialist system prevented any serious means of reforms, 
especially that the change of political regimes and governing political ideology in subsequent years were 
not strong enough to embark on a serious reform plan. The resulting system created its own internal drivers 
to stay and survive. The lack of political will, accompanied with vested interests of groups benefiting from 
the prevailing fragmented system, implied that path dependence continued (Saleh et al., 2014; Ismail, 2018). 
Health inequity was found to be persistent in Egypt. In spite of the gradual increase in health expenditure, 
yet the majority of financing came increasingly from OOPP.  Zaki and Abdel-Mowla (2011) found that 
health disparities in population coverage, health outcomes perspectives were significant in Egypt especially 
when focusing on the geographical, employment, and educational status dimensions.  
 
Piecemeal reforms were the norm, an example of which was the Health Sector Reform Program initiated in 
1997 that was backed up by international donors. The program was unable to tackle the deeply rooted 
problems of equity, quality, and efficiency, and it was only in 2007 when a draft Law based on such program 
was circulated (Ahmed et al, 2019). The draft Law gained momentum at that time due to the political 
pressure coming from the National Democratic Party, and its desire to speed up reforms on several fronts, 
among which was the health sector. In 2009, The New Health Insurance Law was another attempt to reform 
the health insurance system. Analogously, the draft was never implemented for several reasons among 
which are the incoordination and disagreements, ironically, between the key players in the reform process 
per se (Ministry of Finance and Ministry of Health over the proposed cost of the program where the first 
refused two proposed drafts). The intrusion of international organization has long been regarded with 
skepticism by civil society groups and political opponents as another disguised mean of privatization that 
would lead to more expensive services and higher degree of catastrophic spending and impoverishment 
(Ismail, 2018). This partly explains the failure of such trials in addition to other problems associated with 
means of finance, extent of coverage besides the legal and vested interests’ problems (Ismail, 2018; Fouda 
and Paolucci, 2017). 
 
Although the social upheaval in 2011 resulted in considerable political instability and macroeconomic 
downturns, the new community-wide revolution carried social justice, health rights within, as a main slogan. 
This provided another chance for an open “window” for a change and getting out of the persistent path. 
Three years later this was explicitly translated in the “Right to Health” provision of the 2014 Constitution 
which placed health as a national priority while stressing the right to access quality health care services and 
committing to increase public spending on health to 3% of GDP with the ultimate aim of reaching UHC. In 
August 2014, the Ministry of Health and Population (MOHP) adopted the White Paper entitled “Framing 
National Health Policy” aiming at developing the “Right to Health” provision of the Constitution into policy 
(WHO EMRO, 2020).  
 
Using Kingdon’s metaphor, the “problems” were embedded in the reasons which led to the 2011 revolution. 
Improvements in “politics” elements were evident on two main grounds: the strong political will and the 
avoidance of the previous coordination problems across various stakeholders in addition to giving more 
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space of mutual interaction and effective roles for various interest groups. This situation comes at odds with 
the previous status where the government was the sole key player in policy design.   
 
Political leadership showed great interest and tangible efforts through nation-wide screening campaigns like 
the “100 Million Health Lives” encouraging, or even sometimes nudging, people to undertake the necessary 
general check-ups focusing mainly on detecting hepatitis C virus and non-communicable diseases along 
with providing free treatment (World Bank, 2019). Another campaign was mainly dedicated for the health 
of women under the slogan “Egypt’s Women are Egypt’s health” (Egypt Independent, 2019). Such 
initiatives revealed real interest of the political leadership to promote awareness and enhance health 
conditions for Egyptians in general. The climax of this direction was evident when the new UHI Law 
(2/2018) was approved by the parliament and promulgated by the President in January 2018. The law is 
considered an unprecedented attempt to establish rigorous reform in the health system and finally establish 
a UHC that caters for all segments of the society while paying due attention to equity issues (Hassan, 2019). 
The new universal health care system that entered its gradual implementation phase in 2019 and should be 
accomplished by 2032 follows a geographical sequence that aims at covering the whole population. The 
law will expand population coverage to include about 30% of Egyptians who cannot afford to pay within 
the on-going system including workers in the informal sector, and disadvantaged strata of the society. 
Enrolment in the new system is mandatory, and financial means’ adequacy and sustainability are ensured 
by seeking new sources of finance like taxes on tobacco as well as surcharges on driving and cars’ licenses, 
besides the traditional means of finance as direct and indirect taxes (Devi, 2018).  
 
The Law was enacted four months before the second presidential election which could draw some reasons 
for public support intentions. Yet the steps taken afterwards showed more of a sincere attempt to learn from 
previous mistakes and undertake a real reform of the system. The “politics” existed also during the 
preparation phase of the new Law. A group of key actors decided to work collectively to avoid previous 
coordination and communication problems. This was evident in the new orientation of the government by 
following a collaborative/democratic approach during drafting and preparing the Law. All related 
stakeholders including services providers, private sector, beneficiaries, etc. were consulted. Based on such 
consultations, a number of the Law provisions were amended in response to objections, reservations from 
some interest groups.10 The interest groups worked within a formal structure where a national joint 
committee11 was established, through which they mutually and fruitfully interacted to draft the Law. This 
is a major change, where previously the Law has been drafted mainly by the government (Saber and Gomaa, 
2020). 
 
The “policies” were announced and reinforced, as aforementioned, by the White Paper of the MOHP, and 
the new Law for UHI 2/2018, aiming at gradually expanding health coverage to all citizens (Ahmed et al., 
2019). The success or failure of the new Law hinges on the institutional pillars, among other factors. 
However, the institutional aspects of how the system is to be implemented are still not fully ready. In other 
words, in theory the system is impressive, but implementation is yet to be tested.  

 
10 An example for this was the objections that were raised by the division of pharmacy owners during the discussion of the 
draft which were positively contained and responded to by relevant amendments in the Bill (Saber and Gomaa, 2020). 
11 National Committee on the Comprehensive Health Insurance Law (Saber and Gomaa, 2020). 
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It thus can be argued that based on Kingdon’s theory and path dependence approach there is a window of 
opportunity to create a UHC in Egypt that addresses health equity after the major political changes Egypt 
passed by in the wake of 2011 and 2013 changes of regimes and after the callings for social equity as a 
main slogan of the 2011 revolution. However, in order to achieve health equity within UHC, three main 
institutional pillars, namely coverage, finance, and structure need to be rightly set, an issue which is 
discussed further in Section Three.  
 

3. The Institutional Pillars of Equitable UHC Systems 

3.1. Coverage and Equity 

Coverage within the context of universal health amounts to defining the percentage of population benefiting 
from the system (population coverage), and the type of health services that the system encompasses (service 
coverage). Concerning population coverage, Germany, Turkey, and Brazil followed an occupational 
approach which is the classical way of coverage extension in the majority of countries whether developed 
or developing. Coverage usually starts by employees in formal sector and civil servants as those are the 
easily reachable “seen” category and the most influential society groups having the highest “voice”. On the 
other end of the spectrum, informal workers, unemployed, self-employed, refugees, and disadvantaged 
marginalized groups represent those with weaker political power, lower negligible “voice”, and above all 
are difficult to be reached or “seen”. The latter group formed a major challenge in the equity coverage 
perspective that many UHC systems failed to equally treat.  
 
Regarding service coverage, not all health services need to be covered to reach an equitable state of UHC. 
The system should focus on urgent needed services that set the priority for any UHC. The prioritization and 
sequencing are of special importance in order to achieve UHC while attaining health equity (Pande et al., 
2017). In most countries, the system usually expands coverage from a defined set of essential health services 
accessible to public and private sector employees to a wider set of services (O’Connelle et al., 2013). Yet, 
such process of expanding coverage in itself entails a process of widening inequality, both on the general 
social front and the specific health front. The case becomes evident when there is a wide pool of 
marginalized groups or segments of the society including refugees, stateless people, informal sector 
workers, etc. Hence, scaling up services without widening the population coverage might in fact increase 
health and social inequity (O’Connelle et al., 2013). As emphasized by Maeda et al. (2014), the incremental 
approach of widening population coverage, if not prudently handled, is likely to lead to establishing multiple 
risk pools for different segments of the population with different levels and schemes of coverage, especially 
if services coverage is taking place in tandem. The existence of such multiple risk pools makes it politically 
difficult to integrate the left-out segments of the population not covered due to the embedded vested interests 
that made use of such risk pools, and any change would imply redistribution of resources which might not 
benefit the vested interest groups. Addressing such resource re-distribution process within such institutional 
context is of a paramount importance to effectively tackle inequity initially characterizing population or 
service coverage.  
From 1995 till 2014 Egypt has experienced an increasing trend in services’ coverage level as measured by 
the composite UHC index with considerable diminishing gaps between urban and rural areas (Figure 2).  
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Similar data was not available for other countries except for the 1990s where two countries, Brazil and 
Turkey, as well as Egypt were experiencing unequal service coverage across regions with biasness against 
rural areas, interestingly with very similar gaps (Figure 5A in Appendix). In Egypt, similar positive trends 
were experienced for the distribution of service coverage by income quintiles as depicted in Figure 2, a 
higher and flatter curve was foreseen along the years from 1995 till 2014, approaching equal distribution 
across various income quintiles.  

Figure 2: Composite Service Coverage Index by Region and Wealth Quintiles in Egypt 1995-2014 
(%) 
 
 

 
 

 

 

 

 

 

 

 

 
Source: WHO (2020), https://apps.who.int/gho/data/node.main.nHE-1581?lang=en 
 

Egypt has been suffering from a deteriorating situation regarding population coverage levels and disparities. 
For example, comparing 2014 to 2008, Demographic and Health Survey Data showed a general declining 
percentage of population covered by any health insurance scheme for households irrespective of levels of 
education, income, or place of residence. Compared to coverage gaps in services, population disparities are 
much wider showing a higher degree of inequality across various strata of the society whether on regional, 
income, or educational basis, as shown in Figure 3 and Figures 6A and 7A in Appendix  (similar data was 
not available for other comparator countries). A general bias towards urban, and higher educational and 
income levels were observed. Coverage gaps also existed on gender basis, where 38.1% of males were 
covered opposed to only 18% of females in 2008 (El-Zanaty and Way, 2009). According to Scheil-Adlung 
(2014), gender inequities in insurance coverage were amongst the highest in Egypt.  Health insurance 
coverage is worse for Upper Egypt compared to Lower Egypt, again while favoring urban areas within each 
region (Figure 6A in Appendix). Data showed also that disparities continued to persist across time, yet the 
magnitude of gaps diminished on regional and wealth quintiles basis, while widened in favor of upper 
educational levels as depicted in Figures 3, 6A and 7A in Appendix.  
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Figure 3:  Health Insurance Population Coverage in Egypt by Wealth Quintile and Region (%) 

 

 

 

 

 

 

 

 

Sources: El-Zanaty and Way (2009); MOHP and El-Zanaty Associates (2015) 

The very slow pace of incremental increase in population coverage was almost the only achievement 
associated with shifts in the legal framework throughout the years as previously mentioned (Figure 4). Still, 
there is a large discrepancy between “de jure” coverage, as defined by Law, and the “de facto” one where 
latest figures showed a coverage of 59% while, as Hassan (2019) mentioned, “only an estimated 6% actually 
use the services” (Fouda and Paolucci (2017); Hassan, 2019).  

Thus, it can be safely argued that population coverage in Egypt is diminishing in scale and increasing in 
inequity, where it has always been biased whether on geographical, income quintile, or educational basis 
whereas service coverage shows better equity prospects. Hence, it can be concluded that health insurance 
coverage is weaker for poor people who reside in Upper Egypt, and less educated hinting towards that the 
health system in Egypt is biased against the marginalized segments, mainly the poor, and aggravates health 
inequity. 
 

 
 
 
 
 
 
Figure 4: Population Health Coverage and Legal/political Framework in Egypt (%) 
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Source:  Based on Fouda and Paolucci (2017) 

The new UHI Law (2/2018) in Egypt has tried to overcome such loopholes and has clearly signaled out the 
sequencing procedures for population coverage. It indicated explicitly that the UHC will take place on 
geographical basis to take place gradually in six phases over a period of 15 years (2018-2032). The first 
phase includes three out the four urban governorates in Egypt (Port –Said, Alexandria, and Suez), whereas 
the capital comes in the final stage (Hassan, 2019; Devi, 2018). The geographical widening coverage 
approach is similar to the one that has been adopted by Japan and ensured equity as all segments of the 
society were included (Maeda et al., 2014). The geographical approach adopted by the Law ensures equality 
in a pragmatic manner, as it avoided the occupational discriminatory approach conventionally adopted, 
which leads to leaving out the marginalized groups, at least at earlier stages of implementation. However, 
the choice of governorates did not give higher priority to the most disadvantaged areas in rural areas in 
Upper Egypt. The criteria adopted to identify the order of implementation in specific governorates is not 
explicitly stated but could be related to lower transaction and information cost or logistics’ aspects 
associated with implementation, rather than equity considerations.  

The new Law extends mandatory coverage to all Egyptians whether living in the country or residing abroad 
and their families, an optional scheme. However, the Law explicitly excludes those working in the Armed 
Forces (military) from being under the same scheme. Hence, we have a point of enhancing equality by 
embracing all the population and an element of disturbing equality by excluding the Armed Forces. Within 
this context, the Egyptian case is not an exception. Other countries, like Germany, apply special schemes 
for specific sectors of the population, among which is the military (Busse and Blümel, 2014). Still, the 
aspect of the inequality arises due to the different quality of services provided under the Armed Forces 
operated hospitals and the civil ones. The inequality not only arises because the facilities and services 
provided differ, but as well in terms of waiting time and logistics for accessing the service. Though the Law 
is still not implemented and the accreditation authority is supposed to ensure the quality of service, such 
element of inequality is likely to remain for a substantial amount of time that could be a potential source of 
inequity. 
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Regarding service coverage, the covered packages are very wide-ranging and generous. The Law basically 
covers all health services, with the exception of specific services such as general health services, emergency 
services, and family planning services that are covered by other laws (Saber and Gomaa, 2020). Though 
from health equity perspective the Law is paying due attention to equity, at least in theory, there is a fear 
that embarking on such a universal coverage for all services might face financial constraints in practice. 
Moreover, such systems of having very broad benefit packages can result in implicit rationing in the form 
of waiting lists or shortages, an outcome that could result in inefficient system regarding equity of service 
coverage. Adding to the problem, there is no clear entity responsible for designing and revising the benefit 
packages, a structural-related problem that needs to be seriously addressed (Mathauer et al., 2019).  
 
The Law allows beneficiaries, in case of emergencies and in case the service needed not provided by the 
authorized service providers, to seek the service outside the system. The system in that case is obliged to 
reimburse the beneficiary for the cost of the service, yet is not responsible for any complications arising 
from obtaining the service out of the system (The Official Journal, 2018). This is a positive element of 
extending equity beyond the system if its capacities or capabilities do not ensure the ability to provide the 
service and hence ensures the equity element of not leaving anyone behind due to long waiting lists, in case 
of emergency, or unavailability of needed facilities. 
 
A cornerstone of the new UHI Law (2/2018) is that it explicitly states for the first time the coverage of 
marginalized groups including the unemployed and the seasonally employed and exempts those earning 
below minimum wage from any contribution. In addition, the Law covers as well foreigners and refugees 
living in Egypt. In this regard, and with such geographical approach combined by being an inclusive system 
for all people residing in Egypt with all segments of the society the element of equity is ensured to a large 
extent in theory (The Official Journal, 2018; Hassan, 2019). Problems in practice are expected to arise for 
a large number of marginalized people who lack the necessary official documents (e.g. birth certificate or 
identity card).  

Germany followed a gradually expanding occupational population coverage approach to cover all 
population categories, a process that lasted almost a century. It started by industrial workers, agricultural 
workers, civil workers, unemployed, non-working wives, primary dependents, the physically disabled and 
finally regular immigrants (Bump, 2015). By the mandate of a Law issued in 2009, health insurance became 
compulsory and hence provides de facto universal coverage (99.9%), with 85% of the population being 
covered by public insurance or social health insurance (SHI), 11% by private health insurance (PHI), and 
the rest 4% enjoys a special governmental scheme (WHO, 2014). According to specific income thresholds, 
employees are allocated across SHI and PHI systems. 
 
In spite of being one of the most equitable health systems, some very minor coverage gaps in population as 
well as in service coverage were noticed. In 2015 an estimated 0.1% of the population was not insured for 
administrative, financial, or cultural related reasons. Undocumented migrants, refugees, and asylum seekers 
having language obstacles or fear from legal consequences were the main disadvantaged categories facing 
coverage gaps in Germany. Self-employed being obliged to pay a fixed amount regardless of their actual 
income, puts them within the same category, yet for financial limitations. Recent legislations addressed 
such cavities illustrating the adaptive nature of the system. Reducing the minimum contributions for self-
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employed people on low income groups, simplifying coverage for migrants, abolishing insurance 
contributions that the uninsured should pay retrospectively are examples for such dynamic responsive 
legislative system (OECD and WHO, 2019).  
 
Very minimal, almost negligible equity concerns appear to exist in the health system in Germany. For 
example in 2015 only 0.5% of the population reported not receiving needed care out of which only 1% and 
0.1% of the lowest and highest income quintile respectively. Discriminative practices, rather than financial 
restrictions, were registered among the potential causes for such gaps like those arising from shorter waiting 
time for PHI holders for example. Regarding service coverage, again refugees, asylum seekers and irregular 
migrants face coverage gaps being only entitled to emergency, maternal and preventive care. Also SHI does 
not fully cover dental care, where the proportion of those facing unmet needs in 2014 was much greater 
among low-income groups (18 %) compared to high-income groups (5 %), thus signaling equity concerns 
(OECD and WHO, 2017 and 2019). 
 

Brazil adopted an occupational approach to ensure universal coverage. SUS was introduced in 1990 by 
including formal sector workers and then was extended to the whole population, covering around 75% of 
the population (Scheil-Adlung, 2014). The decentralized system aimed at universal comprehensive free 
provision of health coverage. SUS was then complemented by a fast growing private insurance coverage 
system where it increased from 18% in 2000 to around 25% of the population in 2014. Between 2002 and 
2013, with expansion of SUS, there was near universal access to essential health services accompanied by 
improved health outcomes. Family Health Strategy, which started as a federal program in 1994 to provide 
integrated primary care within the SUS, led to significant increase in primary service coverage at reasonable 
cost especially for the disadvantaged section of the population. Between 2000 and 2016, population 
coverage within this strategy increased from 7.8% to 58.5%. Another positive approach was illustrated in 
trials of addressing limited resources problems by expanding health care provision at emergency services, 
health centers and emergency clinics to lessen the over demand on hospitals (Massuda et al., 2018). 

The Brazilian system, however, suffers from wide degree of coverage disparities where many disadvantaged 
populations still lack access to high-quality care and even proper primary care through the Family Health 
Strategy (Massuda et al., 2018). The lower middle income class was left with limited ability to join private 
health insurance ending up by paying proportionally higher OOPP. Unlike in the German case, Brazil is 
tending towards overuse of the private sector which resulted in a crowding out phenomenon that withdrew 
financial and human resources from SUS resulting in higher degrees of inequity and more deviation away 
from the public sector (Marten et al., 2014). The existence of the private sector has significantly contributed 
to health inequities where its population coverage has been unequal, leaning towards the rich quintiles. 
Moreover, the Brazilian system covers different types of health services, as the Egyptian new system, but 
as indicated by Scheil-Adlung (2014), there is wide disparity in the coverage of different categories of 
services provided by region.  
 
Institutional achievements in the Turkish case had a direct impact on population health coverage. The 
reform team worked on adjusting a prevailing system (Green Card program) to expand coverage of low 
income groups along with widening benefit packages, rather than having a new system with additional 



23 
 

institutional costs that would require the approval of the parliament. Such efforts together while accounting 
for the power of new system opponents, as previously mentioned, accelerated population coverage from 64 
to 99 percent between 2002 and 2013. The reform made good use of the existing program in reaching out 
to marginalized societal groups, as they were already registered, and focused on the least advantaged 
categories and areas in an attempt to minimize coverage gaps (Aran and Rokx, 2014; Akdağ, 2016).  

The program also widened the scope of service coverage where in addition to the previously covered 
treatment costs, it also covered both inpatient and outpatient services. The significant improvement of health 
coverage and decline in health disparities among social segments of the society were brought up by a 
number of factors including: widening of the Green Card program; allowing for free health coverage for 
those below 18 (regardless of the parents’ social security status); initiation and expansion of the Family 
Medicine program; and the improvement of transportation infrastructure in rural areas.  Although such 
efforts fed into better health equity, where for example the gap between OOPP paid by Green Card holders 
and the employees registered in the formal public insurance scheme shrank considerably (Giovanis and 
Ozdamar, 2017), non-monetary payments and informal OOPP formed a major challenge for low income 
groups (Burçay and Aktakke, 2010). Burçay and Aktakke (2010) have also indicated a positive trend of 
increasing ratio of households with null OOPP, yet wealthier groups benefited more from such a positive 
impact. However, health outcomes still vary by income and geographical regions which has resulted in 
health inequities, though with some signals of improvement compared to the situation before implementing 
the program (OECD, 2016). Still, health coverage shortages are highly evident and challenging for those in 
the informal sector as well as those not eligible for the Green Card program and not covered by the social 
security system (Tatar et al., 2011).  

 

3.2. Finance and Equity 

Public health expenditure is an indicator that reveals the weight given by the government to health as a 
priority within on its developmental agenda (Table 2A in Appendix). Public resources include tax revenue 
as well as compulsory prepayment and social health insurance contributions. Figure 5 shows the high 
priority given by Turkey to increasing the share of public health expenditure at the beginning of the reform 
program in 2003 (Alami, 2017). The weak commitment of the Government of Egypt (GOE) in putting 
health as a main priority within its outlays is reflected in the meager share of health expenditure within its 
budget where the share experienced a declining trend in the 2000s and reached 5.6% in 2014. The same 
applies in Brazil where the government allocated only 6.8% of its total budget to health expenditures in 
2014 with an average of almost the same value during the previous decade. The situation comes at odds 
with a country like Germany giving a high priority to health considerations where around one fifth of the 
government budget is allocated to serve such objective, more than triple the shares in Brazil and Egypt. The 
same picture is confirmed knowing that more than three-quarters (77%) of THE came from public sources 
in Germany and Turkey in 2017 whereas only the third and less than half prevail in Egypt and Brazil 
respectively in the same year. Although the four countries recorded a range of 4-11% of GDP devoted to 
THE in 2017 with Egypt and Turkey at the lowest scale, the discrepancy is far wider if health expenditure 
per capita is compared. The share of a person in Germany is tenfold the one in Egypt and almost fivefold 
that in Turkey and Brazil as shown in Table 2A in Appendix.  
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Figure 5: Domestic General Government Health Expenditure as a Percentage of Total Government 
Expenditure in Brazil, Egypt, Germany and Turkey (%) 

 
Source: WHO (2020); https://apps.who.int/gho/data/node.main.HEALTHFINANCING?lang=en 
 

Figure 6: Domestic General Government Health Expenditure as a Percentage of THE in Brazil, 
Egypt, Germany and Turkey (%)

 

Source: WHO (2020), https://apps.who.int/gho/data/node.main.HEALTHFINANCING?lang=en 

Figure 7: Out-of-Pocket Expenditure as Percentage of THE in Brazil, Egypt, Germany and Turkey 
(%) 
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Source: WHO (2020), https://apps.who.int/gho/data/node.main.HEALTHFINANCING?lang=en 
 
On the other side of the picture, households formed the major source of funding to cover health expenditure 
in Brazil and Egypt where almost the third of it was covered by OOPP in Brazil and more than half of it in 
Egypt in 2017. Meanwhile, OOP never surpassed the 15% and 18% thresholds in Germany and Turkey 
respectively since 2009. It can be safely argued that there exists a negative relationship between OOPP and 
government commitments. Based on the case studies of our comparator countries as well as other anecdotal 
evidence (e.g. Cuba12), countries that have succeeded to significantly lower or sustain low levels of OOPs 
are those countries which had highly committed governments putting health as a main priority on their list 
as shown in Figure 6 and 7. Thus, good governance of the public sector as well as the efficient pooling to 
diversify risk and allocation of resources are major elements of a successful system ensuring better financial 
protection and consequently positive equity implications.  
 
Egypt, following the 2014 Constitution, had explicitly set health as a priority by putting the threshold of 
3% of GDP for health expenditure. The country has slightly surpassed this threshold where the indicator 
increased from 4.9% in 2000 to 5.3% in 2017 having an average value of 4.8% during the whole period 
(2000-2017), a percentage that exceeds the global average but below that of Brazil and Germany having an 
average of 8.35 and 10.5% respectively during the same period (WHO, 2020). Government health 
expenditure in Egypt roamed around 5% of the government budget during the last decade as revealed in 
Figure 5. Moreover, this modest weight of health expenditure within government expenditure is humbly 
structured. For example, the HIO has spent more than 30% of its budget on wages and salaries and 19% on 
administrative costs, with little spent on improving the variety or quality of health service nor enhancing 
access (Ismail, 2018; EIPR, 2009). Hence, a threshold for health expenditure reflecting the degree of 
attention paid and prioritization is effective only as long as the means of expenditure are monitored and 
directed to efficient outlays of spending the budget allocations. 
Within the existing health insurance system prevailing in Egypt, which would be gradually replaced by the 
new promising one, financial protection in health in Egypt is mainly available on a contributory basis. It 
depends mainly on formal employment as a source of finance as well as a recipient of the provided service. 

 
12 For further details, see Gericke (2005). 
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The prevailing system has for long favored formal workers, the majority of which in the public sector, and 
worked on increasing the risk for marginalized groups like those living in poor rural areas and belonging to 
lowest income quintiles, thus leading to more segregation of the society. The financial inequity and 
increasing risk are evident in many respects: OOP weight within current health expenditure has been 
hovering around the 60%13 for almost two decades making it the major financing source for the health care 
system. The regressive burden of such expenses is evident in the biasness against lowest income quintiles 
as Figure 8 shows, the lowest income quintiles in 2016 dedicated 21% of their incomes to health whereas 
the share was only 13% for the richest quintile.  

Figure 8: Households’ Income Allocated to Health Expenses in Egypt, by Income Quintile (2016) (%) 

 

Source: Hamed (2016) 

As Figure 9 illustrates, such expenses resulted in reaching catastrophic levels of health expenditure where 
the percentage of population spending greater than threshold of 10% of their income jumped from 7.6% in 
1997 to 12.5% in 2008 to further hurt more than quarter of the population (26.2%) in 2012. Moreover, such 
jeopardy did not affect the population equally, as Figure 9 reveals, rural areas were more negatively affected 
than urban ones. Likewise, around 4% of the population suffered from catastrophic spending for the 
threshold of 25% of total household expenditure or income (WHO, 2020). This high risk due to health 
expenses has also pushed a considerable percentage below a relative poverty line by household health 
expenditures 3.98% in 2012,14 again hitting those in rural areas more harshly as depicted in Figure 9A in 
Appendix. Such severe health-related inequities and their poverty impacts are a direct consequence of the 
pluralistic, shattered, vague financial and service provision system. In fact, one of the major driving forces 
that led a country like Egypt to finally undertake serious efforts to dismantle the deeply rooted ties of the 
long lasting prevailing system is the persistent limited financial protection affecting negatively a large 
segment of the population and even in an inequitable manner.  

Figure 9: Catastrophic Out-of-Pocket Health Spending in Egypt (%) 

 
13 Different rates approaching the 70% was published by National Health Accounts for the year 2008/09 (Nakhimovsky et al., 
2011) 
14  According to WHO Observatory data, the poverty line is measured as 60% of median daily per capita consumption or 
income 
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Source: WHO (2020), 
https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en 
 

The new Law of UHI (2/2018) intends to replace the high OOPP rates by generating a spectrum of new 
funding sources and extending the base of contributors and designed rates for the mandatory contributory 
system imposed on both the employer and the employee (Box 1). It also adds new forms of fees, surcharges 
and taxes including, among others, additional taxes on tobacco products as well as the increase in toll fees 
for using some highways. The contributory scheme in the current system obliges employees and employers 
to pay health insurance contribution rates of 1% and 3% respectively of their insured income, the new Law 
specifies various contributory rates according to various employment and social status (Hassan, 2019). This 
is a major step as underfunding was a major restriction that faced previous coverage widening trials and 
had consequently resulted in a huge gap between de jure and de facto coverage. The main value added of 
the new system as per the Law (2/2018) is the inclusion of long neglected marginalized categories falling 
into two groups namely, the informal sector (casual workers), an active newly captured compulsory 
contributing category, and those belonging to the poor vulnerable strata of the population who will be fully 
subsidized within the new system. The latter category is expected to reach 30-35% of the population 
(Mathauer et al., 2019; The Official Journal, 2018).  
 
Figure 10 shows roughly the main differences regarding the weights of the various sources of financing the 
system under the prevailing “old” system and the “new” one. Within the existing one, households cover the 
largest portion of health care funding through OOPP. According to the latest National Health Accounts 
data, upon which Ahmed et al. (2019) based their estimates, general government health expenditure 
including the SHI, as a very small share, covered third of the funding and the rest by private health insurance 
(Ahmed et al., 2019). The new Law, on the other hand will work on increasing the solidarity of the whole 
system by allowing for a remarkably higher share for SHI to represent almost half of the sources of funding, 
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which is logically and according to quantitative Kakawani15 index calculated by Ahmed et al. (2019), is a 
progressive source of finance. As per the Law, copayments are fixed rate (or fixed value like in the case of 
home visits for example) to be paid as a percentage of the actual cost of the medical service. They are 
applied with a cap but still represent a regressive component in the new system as it is equally applied on 
all beneficiaries irrespective of their income level (The Official Journal, 2018). This could signal the 
possibility of acting as a financial burden on poor and middle class segments of the society and thus 
negatively affecting the equity aspect. Although such payments are given a very low weight (5%) within 
the financing sources structure, they must be carefully monitored, and revised on regular basis to avoid their 
negative impact on inflating costs, and hence increased burden on beneficiaries, especially on marginalized 
groups.  

Figure 10: Sources of Finance in the Current System versus the New UHI Law (2/2018) 

   

Sources: for the new Law (Mathauer et al., 2019); for the current “old” System (Ahmed et al., 2019). 
 
Through calculations of Kakwani index for each of the components (SHI, government revenues (direct and 
indirect taxes), cigarette tax, PHI and OOP), Ahmed et al. (2019) found strong evidence that the existing 
health finance system as a whole is regressive. It was found that three out of the five sources had higher 
load on lower income groups, namely OOP, cigarette tax, and, interestingly, direct and to some extent 
indirect taxes. Being correlated with income level, SHI and PHI were found to be proportional and slightly 
progressive sources of finance, respectively.  

Although Ahmed et al. (2019) revealed that PHI is slightly progressive, yet it does not necessarily mean 
that it is an equitable mean of finance. Expanding private insurance does not necessarily help in mitigating 

 
15 The Kakwani index is commonly used to measure the degree of proportionality of a social intervention; having a positive 
value indicates that the intervention is progressive where richer quintiles bear higher burden while a negative value illustrates 
inequity in distributing the burden of the intervention which means that poorer income quintiles pay larger proportion of their 
income and thus the financing mechanism understudy is regressive (Guerrero et al., 2015). 
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health inequity. Private insurance often targets specific segments of the society and excludes high risk costly 
services. The case of Brazil illuminates this fear where the expansion of the private sector led to an increase 
in the level of OOPP and catastrophic spending, as shown in Figures 7 and 11 respectively. The Brazilian 
system has been suffering from underfunding problems which led to private sector involvement and private 
financing. Such duality, “Two-Tier” system, has negatively affected the health equity as relatively rich 
people have opted for the private sector services’ provision and OOPP started to increase (Scheil-Adlung, 
2014). Turkey and Germany, on the other hand, have restricted and limited the role of private insurance by 
ensuring extensive funding through public resources to cover health care. Yet, they still suffered from 
structural problems with inequality implications related to the engagement of the private sector (Maeda et 
al., 2014). This kind of finance structure led to better equity related results. This implies that private 
insurance schemes do not play an effective role in achieving equitable UHC (Alami, 2017).  

Figure 11: Catastrophic Out-of-Pocket Health Spending in Brazil, Egypt, Turkey and Germany (%) 

  
Source: WHO (2020), 
https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en 
 

As Ahmed et al. (2019) illustrated, earmarked cigarette tax, which is a fixed amount regardless of the 
cigarette brand that is usually associated with the income of the smoker, to have a regressive implication. 
Direct taxes, within the current fiscal system, being applied on wide brackets of income, exposed to tax 
evasion and corruption in collection, especially among the highest income segments, showed to be counter 
intuitively regressive. As noted by Ahmed et al. (2019), direct tax design in Egypt results in under-taxing 
higher income quintiles and thus placing higher burden on low- and middle-income households. They have 
further illustrated that indirect sales tax, which constitutes more than one third of the tax revenues, can have 
also inequity implications as some rates of which are applied on a number of products that are equally 
consumed by all income quintiles thus constituting a higher percentage of lower income groups. Hence, the 
current system adopted in Egypt with the majority of finance coming from OOP and including an ear 
marked tax on cigarettes with such a regressive design of direct and indirect taxes among social insurance 
and government revenue indicate that the system is highly biased in its current structure against health 
equity.  

0
5

10
15
20
25
30

2008 2012 2010 2013

Brazil Egypt Germany Turkey

25.56 26.2

1.72 3.633.46 3.9
0.11 0.48

greater than 10% of total household expenditure or income (% of total)

greater than 25% of total household expenditure or income (% of total)

https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en


30 
 

It cannot be generalized that taxes are the best equitable means of finance since their superiority hinges on 
other variables as well. Experience of other countries points out that financing through direct taxes might 
lose its significance if demographic changes have tilted the population pyramid towards aging segment of 
the population (e.g. Germany), or it might not reflect the equity element if a large proportion of the 
population is in the informal sector like the case of Egypt where 34-51% of the population belong to this 
hidden sector (Ahmed et al., 2019; Maeda et al., 2014). In addition, relying solely on taxes might not lead 
to health equity if the tax base cannot generate the needed revenue like the case when the country is suffering 
from high rates of unemployment. Again, the case of Brazil is an example for a country where that tax 
revenue was insufficient to finance the UHC program, leading to underfunding, and hence leakage of the 
system to the private sector providers (Maeda et al., 2014).  

The German system is based on a mixture of payroll taxes and government finance. The majority of funding 
comes from the contributory mean of finance with taxes playing a lesser role over the years, despite 
Germany being among the largest spending countries on health in the EU with total expenditure on health 
reaching 11.2% of GDP in 2017 (European Commission, 2016; WHO, 2020). The contributions to 
“sickness funds” are centrally pooled then allocated to individual insurers using a specific health risk based 
formula for each beneficiary (Esmail, 2014; Busse and Blümel, 2014; Daw, 2019). Moreover, a cost sharing 
copayment system is applied with a cap on the value of some services provided (Esmail, 2014).  Altenstetter 
(2003) has argued that health finance system in Germany, being solidarity-based that depends highly on 
employer and employee contributions (within the sickness funds) rather than being highly funded from 
general taxes, has resulted in intensifying financial protection. Moreover, the Turkish system depends on 
contributions from employers and employees as well as government spending for low income people, a 
system that would resemble the Egyptian new one, if it succeeded to sustain (OECD, 2016). Both countries, 
Germany and Turkey, have experienced far better relative performance regarding financial protection 
whether in the levels of catastrophic spending or impoverishment rates due to health spending as revealed 
in Figures 11 and 10A-12A in Appendix. Such implications do not underestimate the vital role of taxes as 
a mean of financing health expenditure but highlight the importance of the design of taxes per se in an 
equitable context. 

Equity implications of the UHI Law (2/2018) in Egypt should be traced by having a closer look on the new 
financing sources (Box 1). The tobacco new tax rates being a ratio rather than a fixed amount, make it more 
of a progressive one as opposed to the old flat rate (fixed amount) of cigarette tax one, which would still 
remain in effect. The toll fees being a fixed amount, and as owning or using a vehicle on the highway is not 
limited to any income bracket, shows a higher probability of a regressive component. The logic behind 
imposing fees on hospitals (LE 1000 for every bed) is not clear as they are not in a situation to be subject 
to more financial pressures, especially the public ones. The fees imposed on those opening new private 
clinics and hospitals tend to be more of progressive impact yet could create entrepreneurial disincentives. 
However, increasing the contributory share as well as including a new population segment, informal sector, 
and fully covering the poor gives a higher weight and probability to have a more fair progressive system 
that would move towards declining OOP and consequently towards higher degrees of equity. 
3.3. Structure and Equity 

Structure of the financial system is of crucial importance in achieving UHC (Ahmed et al., 2019). A health 
care system with sufficient funding but with malfunctioning structure can lead to modest outcomes on both 



31 
 

UHC and health equity fronts. Egypt’s health finance system has long been intensively criticized for being 
fragmented and pluralistic, however none of the hesitant reform efforts nor timely scattered minor 
developments in the health-related legal system has succeeded in shifting it from its path dependence. The 
path that was tied to a very complex structure and unclear entangled connection across its entities led to a 
birth of deeply rooted vested interests benefiting from this system. The only positive results of a more than 
70 years old system were recent improvements in health outcomes but with persistent inequities on all 
socio-economic fronts and widening legal coverage “on paper” rather than actual participants and 
beneficiaries of the system. Several institutional problems prevent the country from reforming its system to 
achieve UHC. Among such problems are the absence of a sustainable finance mechanism, fragmentation 
of the existing programs providing the service, resistance to reform by vested interests, and leaving out 
disadvantaged segments of the society (World Bank, 2015). 
 
Egypt’s health system structure suffers from ad hoc initiatives that led to the proliferation of various parallel 
systems (parastatal sectors) (Scheil-Adlung, 2014). This is mainly a result of the inability to have a universal 
consolidated system, which led entities to have their own systems coexisting with the mainstream 
governmental system. The health care system at its foundation in the 1950s started as a highly controlled 
central governmental system. Sources of finance were mainly direct transfers from the Ministry of Finance. 
The system did not last long without drastic problems, and starting as early as 1964, the HIO was established 
(Fouda and Paolucci, 2017). The establishment of HIO signaled the birth of the fragmented system. At the 
beginning, the coverage of citizens under the auspices of HIO increased over years reaching not only 
government employees, but private and parastatal employees, pensioners and widows as well. The MOHP 
was a major, direct funder of health providers through parastatal organizations including the Curative Care 
Organization and Teaching Hospitals and Institutes Organization. Such fragmented structure is a reflection 
of a poor functioning system that has opted for piece meal solutions without being able to embark on 
rigorous reform trials. The private sector and civil society started to fill the gap by providing health services. 
Moreover, specific entities as Ministry of Defense, Ministry of Interior, Ministry of Transport, and Ministry 
of Higher Education started to provide full health coverage schemes for their employees. A major difference 
between the HIO and the parastatal entities is that such entities are governed by their own rules and 
regulations, have separate budgets, and more autonomy in undertaking decisions. The private sector 
involved in the provision of health services includes both profit and non-profit organization. The non-profit 
organizations, including as well religious-institutions-based clinics and hospitals, are under the supervision 
of Ministry of Social Solidarity (Rizk and Abu Ali, 2017). The underfunding and fragmented structure 
implied modest quality of services provision resulting in crowding out beneficiaries either to the private 
sector, hence high OOPP, or forgoing the health care in general, hence resulting in larger number of ill 
people, especially among the marginalized groups. The end result of this complex and inefficient system 
was increasing health inequity whether in terms of the efficiency of the different systems, the services 
covered by each system, or the financial burden placed on the beneficiaries. 
 
Achieving health equity requires the adoption of a prudent system in handling cross subsidization among 
the different segments and classes of the society as well as among the different services provided (Reich et 
al., 2015). Though cross subsidy is often not welcomed as it could create inefficiency and unfairness, yet 
in a system aiming at achieving health equity it is highly needed. The current system in Egypt does not 
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entail real mechanism for cross subsidies nor risk diversity as most of the funds are directly paid to providers 
(Mathauer et al., 2019).  An efficient cross subsidy mechanism requires a central authority capable of 
undertaking such daunting task. This brings us back to the issue of structure, where there is a need for 
integrating the fragmented structure of health services in Egypt. 
 

The consolidation of the system at the level of planning and decision making is key to ensure UHC while 
attaining health equity. Contrary to Egypt where at least 29 public agencies have been involved in the 
management and finance decisions of the public health system (Gericke, 2005), Turkey and Germany have 
one integrated system for management and decision making. The HTP adopted in 2003 in Turkey aimed at 
separating the service provider, mainly Ministry of Health and private sector providers, from the financing 
arm, namely the Social Security Institution. The program worked on consolidating decision making and the 
various social security funds to ensure pooling of funds (OECD, 2016). Germany followed suit to a large 
extent, though different in some respect. The decision making process in the German system is shared 
among three main players, namely the federal government, the states’ governments, and civil society 
organizations (Busse and Blümel, 2014). Moreover, SHI contributions in Germany are pooled, following a 
risk equalization scheme, into the Central Health Fund, which are then reallocated to the sickness funds 
(OECD and WHO, 2019). Brazil, adopted the same approach when implementing its reform program and 
consolidated the previously existing multiple programs into the SUS. Ministry of Health became in charge 
using its related Secretaries of Health in different states and municipalities (Scheil-Adlung, 2014). Such 
consolidation on the level of planning and decision making is an initial important institutional pillar for 
attaining equity within UHC systems.  

The conceptual framework adopted in this study helps to clarify why Egypt chose to adhere to such 
fragmented system and followed a specific path dependence approach as Ismail (2018) illustrated. The 
fragmented system in Egypt is a reaction to the failed system at inception. It was not intentionally intended 
to have a fragmented system, but the combination of sticking to socialist political ideology, financial 
pressure, and lack of strong political will implied the need for piecemeal reforms. The ad hoc slow pace 
reforms kept the main system ongoing, to preserve the socialist political ideology, regardless of how 
efficient it is. The parallel systems helped in improving health indicators but resulted in increased OOPP 
and health inequity on all socio-economic fronts. Moreover, the fragmented system helped to lessen the 
financial burden on the central government where the parallel bodies catered for their own beneficiaries 
(including the different non-parastatal ministries and the private sector). Even the existence of several 
entities providing health service did not create a competitive environment as the market remained 
segmented according to job/social status/financial ability and above all suffered from a high degree of 
underfunding. The fragmented system also provided policy space for postponing the political decision to 
undertake a comprehensive reform. It also allowed vested interests to survive and pursue their objectives. 
This led to the entry in a viscous circle of delaying reforms. 

The new system to be adopted as per UHI Law (2/2018) has set the outlines and the institutional framework 
for a real overhaul of the whole ill-functioning system. All decisions regarding the different bodies involved 
in the UHC should follow a central integrated approach. The articles of the Law build on the basic principles 
for achieving financial protection, namely pre-payment, risk pooling, solidarity, and separating the funding 
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from the provision of service. Guided by such principals, the Law replaces the complex pluralistic structure 
with three main autonomous agencies: 

1. The General Authority of Universal Health Insurance Organization (UHIO) falls under the auspices 
of the Prime Minister. The UHIO is the financial arm of the UHI system. It aims at managing funds 
and purchasing health services. In addition, UHIO finances services through the use of multiple 
sources of funds nd contracts service providers, still giving the beneficiaries of UHI the freedom to 
choose among them. 

2. The General Authority of Health Care Organization (HCO) falls under the auspices of the Minister 
of Health and Population. HCO is the regulatory arm of the UHI system focusing on services’ 
provision.  

3. The General Authority for Accreditation and Quality Control (AQC) falls under the auspices of the 
President. AQC sets quality standards for services’ provision and ensures compliances with them. 
Moreover, it is the sole authority allowed to grant or suspend accreditation within service provision. 
It has the vital role of ensuring the safety, quality, transparency and efficiency of the whole system 
(Hassan, 2019).   

 
Such new system is a major step in consolidating the prevailing fragmented system, and is regarded to 
have high potential positive impact on health equity if efficiently implemented (Mathauer et al., 2019; 
The Egyptian Official Journal, 2018).   

 
The involvement of the private sector and the role it plays in the financing structure is worth pinpointing. 
According to the UHI Law (2/2018) in Egypt, private sector health services providers are included in the 
system if they wish and if they meet the necessary criteria set by the General Authority of HCO. As 
previously discussed, the involvement of the private sector invokes a number of controversies, which must 
be addressed if equity of UHC is aimed for. The German system allows private sector insurers to compete 
with the non-profit ones, yet on a regulated manner. In the German case such private sector involvement 
has helped to enhance quality and innovation (Daw, 2019), but has also resulted in increased health 
inequality whether in terms of access or quality of service provided, which remains one of the major 
challenges in reforming the health care system in Germany (Busse and Blümel, 2014). Germany applies 
different remuneration schemes for physicians serving according to the insurance arrangement that the 
patient is covered with, SHI or PHI. This is an issue that was constantly raised as a source of health inequity. 
Patients covered by PHI enjoy better service, longer consultations, and shorter waiting time. This is related 
to a structural problem regarding the unequal compensation structure in SHI and PHI. The same applies for 
ambulatory care, making PHI patients financially more attractive and leads to equity concerns related to 
longer waiting times for SHI patients. The differential remuneration systems have led to clear financial 
incentives for physicians to opt for PHI patients which make them receive better service (Busse and Blümel, 
2014). Still, unlike the case of Brazil, the coverage of private health insurance in Germany is low where 
only 11% of the population is engaged within those schemes (OECD and WHO, 2019). On the contrary, in 
Turkey a differential remuneration scheme for physicians according to the area they work at where the more 
remote of the geographical area, the higher the remuneration, resulted in higher health equity by attracting 
more physicians to serve in previously deprived areas (Giovanis and Ozdamar, 2017). 
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SHI in Brazil, on the other hand, is currently suffering from underfunding, human and physical 
infrastructure shortages, and above all influential private interest groups continue that are rendering reform 
trials sought by the government in vain. Health inequity is also a result of ill-structured policies, where tax 
subsidies for the private sector resulted in its wide expansion in Brazil. It should be noted that Egypt is 
similar to Brazil where health inequity is high among different regions, hence such policies of involving 
private sector should be adopted in a prudent manner. In 2008, 2.16% of the population in Brazil living in 
rural areas was pushed below poverty lines opposed to 0.74% in urban areas, as Figure 11A in Appendix 
illustrates. In 2008, private per-head health-related expenditures were triple that of public per-head 
expenditure. Based on the fact that private health insured segment of the society is privileged when 
compared to public health insured segment then health equity is not likely to be achieved if major 
discrepancies exist between the private and public health insurance systems (Marten et al, 2014).  

Finally, managing vested interests and how they affect the structure is of paramount importance if our goal 
is health equity. Turkey’s experience in handling vested interests is worth emphasizing. Being aware of 
how vested interests can block reform initiatives, the government developed strategies to manage 
opposition, as discussed in detail in Section 2.2. Overcoming such problems created an inertia for public 
support and increased the pressure on vested interests to accept reform (Reich et al., 2015).The same is true 
in case of Germany, where the sickness funds, covering 87% of the population in Germany, gives the system 
a huge leverage in negotiating better deals with service providers. Moreover, the law allows the states to 
regulate the insurers with the aim of reflecting regional priorities (Daw, 2019). Other countries adopted 
different approaches to neutralize vested interests and lessen their pressure on blocking reform process. 
Thailand, for example, established an overseeing board with a wide civil society representation to handle 
the vested interests (Reich et al., 2015). 

Integrating the system in a consolidated one at the level of decision making is crucial not only for health 
equity, but as well for socioeconomic equity. Integration in one system has as well positive spillover effects 
on risk pooling and more fair cross subsidization mechanism. A fragmented system does not allow for 
efficient risk pooling as the system will discriminate following a pure risk lessening perspective, hence 
depriving people from accessing the services, and keeping the high risk people outside the system, thus 
eroding health equity. In this regard, a consolidated system benefits from health equity and has proven to 
be successful for managing cross subsidization like in the case of Turkey (Maeda et al., 2014). Available 
data on countries as Turkey, Germany, and Brazil, which have opted for such a consolidated system, 
emphasize that countries with health equity have in tandem better socioeconomic indicators. The direction 
of causality runs both ways as there is a virtuous circle of improved socioeconomic indicators and health 
equity indicators. On the contrary, health inequity leads to modest socioeconomic indicators as is the case 
of Egypt. 
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Box 1: Sources of Funding in the UHI Law (2/2018) 

Sources of Funding Regressive/ Progressive 
Government Revenues:**  
Direct taxes Slightly regressive* 
Indirect sales tax Slightly progressive* 
Earmarked cigarette tax (LE 0.75 on each pack) Regressive* 
Earmarked tobacco tax on tobacco products except cigarettes (10%) Progressive*** 
Toll fees on some highways Regressive *** 
Hospitals (1000/bed) Inconclusive*** 
License for new private clinics and hospitals (range of LE 1000 to 15000) Progressive*** 
Extra fees to be paid when applying for or renewing car and driving licenses (a range of 
LE 20 to LE 300) 

Inconclusive but leaning 
towards being 
regressive*** 

Contributory System:** 
Employees: a contribution of 1% of the salary of  employers insured under Law 
79/1975; business owners insured under Law No. 108/1976 and members of liberal 
professions, like physicians and lawyers, and Egyptians working abroad will 
contribute by 5% of either their  insured salary, the income stated in their tax return, 
or the maximum of the social insurance salary, the highest of which; Casual workers 
insured under Law No. 112/1980 will pay 5% of their insured salary up to a 
maximum of 7% for the household while the government will cover the difference 
in cost; pensioners, including widowers, will contribute by 2% of their monthly 
pension. 
All of the aforementioned will further contribute by an additional 3% of their income 
if they have a spouse who is either not working or does not have a stable income, as 
well as a further 1% of their income for each of their dependents. 
The government will pay an amount equivalent to 5% of the minimum monthly wage 
on behalf of each individual who is unemployed or otherwise unable to pay. 
 
Employer:  monthly employer contribution is 4% of the insured salary under the 
current social insurance scheme (Law 79/1975) for each employee, provided that 
such a contribution is no less than EGP 50. Under the new Law, the contributions 
outlined above will be paid by the employer on a monthly basis, in addition to the 
current social insurance contributions. Additional payments are imposed on 
companies,  among which is a tax equivalent to 0.25% of the revenues that will be 
imposed on public and private companies irrespective of their size, location or status. 

Progressive (proportional to the level of individual’
s incom

e)*** 

Sources:  * Ahmed et al. (2019). ** Hassan (2019); The Official Journal16 (2018). ***Author’s articulation. 
 
  

 
16 Information taken from Tables 1 and 2 P. 45-46 in Arabic (The Official Journal, 2018). 
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4. Conclusion and Policy Implications 

This study showed that all the four compared countries, Egypt, Brazil, Germany, and Turkey experienced 
socio-political events that tilted their development and political agenda towards UHC as a main goal within 
the health spectrum. However, some were trapped into a stagnant static “performance dependence path” 
whereas others followed a stochastic dynamic one. Broadly reviewing the UHC with its three institutional 
pillars (coverage, finance, and structure) in Egypt and comparator countries highlighted common grounds 
that most health equity alert systems share as areas of opportunities or avoid as sources of challenges: 

• Strong adaptive political will and leadership is the main common aspect that characterized the three 
benchmark countries. Such a system clearly identifies the problems and reaches a point of agreement 
among the key actors and interest groups on their prioritization and efficiently handles the “politics” 
by including stake holders as co-designers of the “policies”. Identifying the existing and potential 
opponents of the system and working on their inclusion within the beneficiaries by unfolding the 
benefits or even creating new ones to tackle specific opponent or vested interest groups is another 
virtue. Having a floor for the public support to the system is crucial in its success. The experience 
of Turkey is remarkable in this matter. 

• Following a dynamic “path dependence” that is complemented by adaptive practices opening up 
“windows” of change would allow for the system’s sustainability throughout time (case of Germany 
and Turkey). 

• Only those countries that have put health on top of the list of their developmental agenda proved to 
have stronger more equitable systems. This is mainly translated in having high government health 
expenditure within the government budget that had been simultaneously associated with minimal 
tolerable levels of OOPP, catastrophic spending or impoverishment rates due to health spending 
(case of Germany and Turkey).   

• Consolidation on the level of planning and decision making within the financial structure is an initial 
important institutional pillar for attaining equity within UHC systems that all comparator countries 
followed. Integration in one system has as well positive spillover effects on risk pooling and more 
fair cross subsidization mechanism. Fragmented system does not allow for efficient risk pooling as 
the system will discriminate following a pure risk lessening perspective, hence depriving people 
from accessing the services, and keeping the high risk people outside the system, hence eroding 
health equity (case of Egypt). 

• A solidarity-based UHC systems that depend highly on risk pooling and diversification rather than 
being highly funded from general taxes has resulted in intensifying financial protection (case of 
Germany and Turkey). 

• Disparities in service coverage were much milder than those of population coverage (case of Egypt 
and Brazil), yet having ambitious generous targets for widening services packages should be always 
regarded with caution. They can result in implicit rationing in the form of waiting lists or shortages 
ending up with higher degrees of inequity. 
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• Direct taxes are not always the best equitable means of finance since their superiority hinges on 
other variables as well. Experiences of other countries point out that financing through direct taxes 
might lose its significance if demographic changes have tilted the population pyramid towards aging 
segment of the population (Germany), or it might not reflect the equity element if a large proportion 
of the population is in the informal sector or the country suffers from high unemployment rates, or 
if the tax base and tax collection system suffer from equity considerations (case of Egypt).  

• The involvement of the private sector and the role it plays in the financing structure is controversial 
and must be carefully assessed if equity of UHC is aimed for. The Brazilian system has been 
suffering from underfunding problems which led to widely expanding private sector involvement 
that ended up in jeopardizing financial protection and health equity all over the country. Turkey and 
Germany, on the other hand, have restricted and limited the role of private insurance by ensuring 
extensive funding through public resources to cover health care. Still, Germany’s main source of 
health inequity originated from this sector. Germany applies differential remuneration schemes 
across public and private sectors that have led to clear financial incentives for physicians to opt for 
PHI patients which make them receive better service and became a source of health inequity. 

• Health is only a subset of a whole developmental agenda. Paying due attention to other non-health 
related variables is equally important. Applying perfectly designed laws would not lead to equity if 
marginalized groups suffer from poor infrastructure for example or if incentives are not there to 
serve in such areas. Turkey’s differential remuneration scheme for health staff serving such areas 
led to narrowing socio-economic health disparities in the country. The Turkish experience implies 
the need to create the right incentives for people working in the health system to serve the 
marginalized groups/geographical areas. 

 
The new UHI Law in Egypt has tried to rigorously address the main institutional loopholes in the long-
existing health insurance system and has indeed been widely appraised and welcomed by international 
institutions as noted in a WHO case study “The new UHI Law constitutes a great achievement and brings 
high hopes to address many of the long-standing health system challenges in Egypt.” (Mathauer et al., 
2019). The 25th January revolution in 2011, the macroeconomic distress the economy has been facing as 
well as the need for political stability and public support for the system formed the main driving forces for 
opening the “window” and creating an effective opportunity for change. Using the Kingdon’s terminology, 
the “problems” have been finally correctly realized and priorities agreed upon across the key actors within 
the sector. The “politics” related to harmonizing the heterogonous interests of the whole set of players and 
interest groups succeeded in getting out a Law that the main actors took part in its design and formation.  

The Law had set the legal framework that caters for health equity overcoming many of the constantly 
neglected issues. It resulted in an overhaul institutional change with respect to population and services 
coverage as well as financial structure of the system. This has high potential, at least theoretically, in 
narrowing health disparities that had long diagnosed the Egyptian society.  However, some cavities still 
need to be constructively addressed. Promoting awareness about the program and its benefits is an issue 
that should not be underestimated. As El Gazzar et al. (2010) showed, a user-fee exemption policy in 2007 
did not result in the expected outcome and even ended up with higher levels of impoverishment due to 
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health expenditure which was largely attributed to the absence of awareness about the existence of the 
scheme in the first place. It is widely observed that many are complaining and wondering about the reasons 
behind the extra administrative fees and taxes nowadays. Unfolding the benefits of the system at this stage 
is crucial as it would help to avoid the creation of new opponent groups that could jeopardize the smooth 
flow of the system as planned. Moreover, more attention should be given on tangible outputs, in the same 
notion as with the case of “quick wins” in Turkey. For example, Egypt suffers from non-efficient ambulance 
system, long waiting times at hospitals, and other obstacles that can be quickly addressed and have visible 
impact. More attention should be paid to other non-health related aspects like upgrading infrastructure 
especially in rural areas that aided for long in the discriminative health outputs in favor to urban areas. 
Egyptian households have been shouldering a significant part of the burden of the costs of healthcare with 
the highest portion, 43%, of OOPP directed to pharmacies (Nakhimovsky et al., 2011). Integrating cost-
effective policies for medication within or parallel to the new health insurance schemes should work on 
lowering such a burden. Turkey, for example, had focused on prioritizing services and medicines with 
strong negotiation with pharmaceutical companies. Turkey has also succeeded in lowering OOPP by almost 
21 percentage point between 2003 and 2011 by reducing value-added tax on pharmaceutical products, an 
experience that the system in Egypt could build upon (Giovanis and Ozdamar, 2017). Moreover, there is 
the problem of low remuneration problem for health staff, a chronic problem that led physicians allocate 
more time and effort to private practices at the expense of public ones (Gericke, 2005). Again, the 
experience of Turkey could be beneficial in this respect tying performance to income where it implemented 
a payment scheme for physicians that succeeded in establishing the needed incentives that induced them to 
serve in underprivileged areas (Giovanis and Ozdamar, 2017). In addition, prudent attention to expenditure 
management at early phases of implementation is necessary to avoid potential cost escalation and 
subsequent strong policy influence by interest groups later (Maeda et al., 2014). Moreover, as Mathauer et 
al., (2019) emphasized, some void still exists in the new Law regarding a number of institutional 
considerations regarding service purchasing, and the need for a clear entity to be responsible for revising 
and monitory benefit packages. The same applies on the generous entitlements within the benefit health 
services packages covered by the new system as it still misses a clear definition of the responsible entity 
for establishing and constantly reviewing this list. Although the articles of the Law and its orientation, if 
correctly and efficiently implemented, are targeting widening funded coverage, financial protection, and 
equity, it would have been more solid if it was explicitly mentioned (Mathauer et al., 2019).  

Underfunding has always rendered many reform trials in vain. The new Law postulates several new sources 
of finance to overcome this problem and guarantee its sustainability, at least in theory. Most of the new 
means of finance have a progressive nature, yet some still needs extra scrutiny on their equity implications. 
Those basically include all non-income related payments like co-payments, ear-marked cigarette taxes and 
toll fees on highways. Moreover, driving and car licenses fees include elements of inequity as it increases 
the burden on the middle class versus rich and poor classes without clear or logical financial and economic 
justification.  

Imposing fees on hospitals might not be regressive but might have a kind of substitution effect on hospitals 
where they would have to forgo better quality service. The design, bracketing, and rates of direct and 
indirect taxes have to be revised as they tend to under-tax higher income groups and thus form a main 
regressive financial source of the health system. However, giving a higher weight for contributory schemes 
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within the structure of financial sources is in line with the norm followed by equitable systems like 
Germany. Moreover, the Law positively included a system for regular revision of the financial system and 
its sustainability.  

An equitable UHI system requires a continuously prudent and alert political system that is always aware of 
existing and potential opponents, that always includes stakeholders and key actors as main co-partners in 
policy design, that has the target of having sound public support, and that is highly adaptive and responsive 
to any threats to the system.  Full comprehensive review mechanism needs to be also set at the early stages 
of implementation to allow for early corrections, to avoid adopting wrong path dependence. The window 
of opportunity should be always utilized in an efficient manner to establish a sustainable system, from an 
institutional perspective, with health equity at its core. 
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Appendix: Figures 
 
Figure 1A: Health Expenditure and GDP World Wide 

 
Source:  https://ourworldindata.org/grapher/healthcare-expenditure-vs-gdp?stackMode=absolute 

Figure 2A: Health Insurance Coverage and GDP World Wide

 

Source: https://ourworldindata.org/grapher/health-coverage-vs-gdp-per-capita-simple 

https://ourworldindata.org/grapher/healthcare-expenditure-vs-gdp?stackMode=absolute
https://ourworldindata.org/grapher/health-coverage-vs-gdp-per-capita-simple
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Figure 3A: Stunting Prevalence in Children under Five Years, by Income Quintiles in 
Turkey and Egypt (%) 

 
 

Source: WHO (2020), https://apps.who.int/gho/data/node.main.nHE-1541?lang=en 
 
Figure 4A: Underweight Prevalence in Children under Five Years, by Income Quintiles in 
Turkey and Egypt (%) 

 

Source: WHO (2020), https://apps.who.int/gho/data/node.main.nHE-1541?lang=en 
 
  

https://apps.who.int/gho/data/node.main.nHE-1541?lang=en
https://apps.who.int/gho/data/node.main.nHE-1541?lang=en
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Figure 5A: Composite Service Coverage Index in Turkey, Brazil and Egypt, by Region (%) 

 

Source: WHO (2020), https://apps.who.int/gho/data/node.main.nHE-1581?lang=en,  
 

Figure 6A:  Health Insurance Population Coverage in Egypt, by Region (%) 

 

Sources: El-Zanaty and Way (2009); MOHP and El-Zanaty Associates (2015) 

 

 

 

 

https://apps.who.int/gho/data/node.main.nHE-1581?lang=en
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Figure 7A:  Health Insurance Population Coverage in Egypt, by Educational Status (%) 

 

Sources: El-Zanaty and Way (2009); MOHP and El-Zanaty Associates (2015) 

Figure 8A: Health Expenditure as Percentage of GDP in Brazil, Egypt, Turkey and Germany 

 
Source: WHO (2020); https://apps.who.int/gho/data/node.main.HEALTHFINANCING?lang=en 
 

https://apps.who.int/gho/data/node.main.HEALTHFINANCING?lang=en
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Figure 9A: Impoverishment, People Pushed Below Poverty Line by Household Health 
Expenditure in Egypt, Totals and by Region (%) 

 

Source: WHO (2020),  
https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en 
 

  

https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en
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Figure 10A: Catastrophic Out-of-Pocket Health Spending in Brazil, Egypt, Turkey and 
Germany, by Region (%)

 

Source: WHO (2020), 
https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en 
 

Figure 11A: Impoverishment; People Pushed Below Poverty Line by Household Health 
Expenditure in Brazil, Egypt, Turkey and Germany, by Region (%) 

 

Source: WHO (2020),  
https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en 

https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en
https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en
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Figure 12A: Impoverishment, People pushed below poverty line by household health 
expenditure in Brazil, Egypt, Turkey and Germany (%) 

 

Source: WHO (2020),  
https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en 

  

https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en
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Appendix: Tables 

Table (1A): Basic Socioeconomic and Demographic Indicators of Comparator Countries 

 Brazil Egypt 
 

Germany Turkey 

World Bank income classification Upper middle 
income 

Lower middle 
income 

Higher upper 
income 

Upper 
middle 
income 

ILO classification: vulnerability based on thresholds 
of financial protection indicators 

Low   Low  Very low  Low  

Population (million) (2019) 211 100.4 83.1 83.4 
Population % (2019) 
Ages 0-
14 

Ages 15-
64 

Ages 
65+ 

 

   
21, 70, 9 

 
34, 61, 5 

 
14, 65, 22 

 
24, 67, 9 

Population 
Dependency (2019)  
Young, Old (% of working force) 

30, 13 56, 9 21, 33 36, 13 

GDP per capita, PPP (constant 2017 international $) 
(growth rate) (2019) 

14651.62 
(0.38%) 

11763.25 
(3.49%) 

53815.37 
(0.29%) 

28167.4 
(-0.46) 

GNI per capita, PPP (constant 2017 international $) 
(2018) 

14181.81 
(-0.466) 

11079.25 
(2.59%) 

55154.65 
(1.44%) 

27864.13 
(1.06%) 

Unemployment, total (% of total labor force)  (2019) 11.93 
 

9.82 
(2018) 

3.14 
 

13.67 
 

Literacy rate, adult total (% of people ages 15 and 
above) 
 

93.23 
(2018) 

71.17 
(2017) 

99.00 
(2015)* 

96.15 
(2017) 

Literacy rate, youth total (% of people ages 15-24) 
 

99.20 
(2018) 

88.19 
(2017) 

 99.75 
(2017) 

Fertility rate, total (births per woman) (2018) 1.73 
 

3.326 
 

1.57 
 

2.069 
 

Poverty headcount ratio at $1.90 a day (2011 PPP) 
(% of population) 

4.4 
(2018) 

3.2 
(2017) 

0 
(2016) 

0.1 
(2018) 

Poverty headcount ratio at $3.20 a day (2011 PPP) 
(% of population) 

9.2 
(2018) 

26.1 
(2017) 

0.2 
(2016) 

1.4 
(2018) 

Stunting prevalence in children aged < 5 years (%) 7 (2007) 22.3 (2014) 1.7 (2016) 6 (2018) 
Underweight prevalence in children aged < 5 years 
(%) 
 

2.2 (2007) 7 (2014) 0.5 (2016) 1.5 (2018) 

Wasting prevalence in children aged < 5 years (%) 1.8 (2007) 9.5 (2014) 0.3 (2016) 1.7 (2018) 
 

Table (1A): Basic Socioeconomic and Demographic Indicators of Comparator Countries (Continued) 

Life Expectancy  54.24 (1960) 
75.51 (2016) 

48.06 (1960)   69.31 (1960) 
80.64 (2016) 

45.37 
(1960) 
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71.48 (2016) 4848.06 yea  
 

75.75 
(2016) 

Health care index17** 50.10 (1990) 
64.90 (2015) 

45 (1990) 
61 (2015) 

73.10 (1990) 
86.40 (2015) 

51.30 
(1990) 
76.202015

) 
Source: World Bank (2020), https://databank.worldbank.org/source/world-development-indicators; 
*https://www.macrotrends.net/countries/DEU/germany/literacy-
rate#:~:text=Adult%20literacy%20rate%20is%20the,a%200%25%20increase%20from%202015. 

**https://ourworldindata.org/grapher/healthcare-access-and-qualityindex?time=1990..latest&region=Africa 

  

 
17 The Healthcare Access and Quality Index is measured on a scale from 0 (worst) to 100 
(best) based on death rates from 32 causes of death that could be avoided by timely and 
effective medical care (also known as 'amenable mortality'). (https://ourworldindata.org/grapher/healthcare-access-
and-quality-index?time=1990..latest&region=Africa) 

https://databank.worldbank.org/source/world-development-indicators
https://www.macrotrends.net/countries/DEU/germany/literacy-rate#:%7E:text=Adult%20literacy%20rate%20is%20the,a%200%25%20increase%20from%202015
https://www.macrotrends.net/countries/DEU/germany/literacy-rate#:%7E:text=Adult%20literacy%20rate%20is%20the,a%200%25%20increase%20from%202015
https://ourworldindata.org/grapher/healthcare-access-and-qualityindex?time=1990..latest&region=Africa
https://ourworldindata.org/grapher/healthcare-access-and-quality-index?time=1990..latest&region=Africa
https://ourworldindata.org/grapher/healthcare-access-and-quality-index?time=1990..latest&region=Africa
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Table (2A): Basic Health indicators in Comparator Countries 

 Brazil Egypt 
 

Germany Turkey Global 

Total current health expenditure as 
% of GDP 

8.3 (2000) 
7.9 (2010) 
9.5 (2017) 

4.9 (2000) 
4.2 (2010) 
5.3 (2017) 

9.8 (2000) 
11 (2010) 
11.2 (2017) 

4.6 (2000) 
5.1(2010) 
4.2 (2017) 

5.4 (2000) 
5.9 (2010) 
6.3 (2017) 

Current health expenditure per 
capita in PPP int$ (2017) 

1472.2 
 

613.8 
 

5922.6 
 

1180.6 
 

1290.6 

 UHC index of service coverage  79 (2017) 
78 (2015) 

68 (2017) 
65 (2015) 

83 (2017) 
82 (2015) 

74 (2017) 
71 (2015) 

66 (2017) 
64 (2015) 

% of population covered by health 
insurance* 

100 (2009) 51.1 (2008) 100 (2010) 86 (2011)  

Sources of health financing:      
Public expenditure % of current 
health expenditure (2017) 

41.9 
 

33 
 

77.7 
 

77.7 
 

51.5 

government expenditure on health 
% of total government expenditure 
(2014) 

6.8 5.6 19.6 10.5  

Private spending as % of current 
health expenditure (2017) 

58.1 
 

66.7 
 

15.5 
 

22.3 
 

39.6 

Out of Pocket % of current health 
expenditure (2017) 

27.5 
 

60.1 12.7 
 

17.4 
 

33.1 

Domestic general government 
health expenditure (GGHE-D) as 
percentage of general government 
expenditure (GGE) (%) (2017) 

10.3 
 

5.4 
 

19.9 
 

9.7 
 

10.2 

External health expenditure (EXT) 
as percentage of current health 
expenditure (CHE) (%) 

 

0.1 0.3 0.0 0.0 8.2 

Source: WHO (2020), https://apps.who.int/gho/data/node.main.HEALTHFINANCING?lang=en and 
https://apps.who.int/gho/data/node.main.UHC?lang=en; * Scheil-Adlung (2014) 

 

  

https://www.who.int/data/gho/data/indicators/indicator-details/GHO/external-health-expenditure-(ext)-as-percentage-of-current-health-expenditure-(che)-(-)
https://www.who.int/data/gho/data/indicators/indicator-details/GHO/external-health-expenditure-(ext)-as-percentage-of-current-health-expenditure-(che)-(-)
https://www.who.int/data/gho/data/indicators/indicator-details/GHO/external-health-expenditure-(ext)-as-percentage-of-current-health-expenditure-(che)-(-)
https://apps.who.int/gho/data/node.main.HEALTHFINANCING?lang=en
https://apps.who.int/gho/data/node.main.UHC?lang=en
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Table (3A): Financial Protection Indicators in Comparator Countries 

 Brazil Egypt Germany Turkey 
Catastrophic out-of-pocket 
health spending: Population with 
household expenditures on health 
greater than 10% of total 
household expenditure or income 
(SDG indicator 3.8.2) (%) 
 

25.56 
(2008) 

26.2 
(2012) 

1.72 
(2010) 

3.19 
(2016) 

Catastrophic out-of-pocket 
health spending: Population with 
household expenditures on health 
greater than 25% of total 
household expenditure or income 
(SDG indicator 3.8.2) (%) 
 

3.46 
(2008) 

3.9 
(2012) 

0.11 
(2010) 

0.36 
(2016) 

Impoverishment: Population 
pushed below the $1.90 a day 
poverty line by household health 
expenditures (%) 
 

1.04 
(2008) 

0.12 
(2012) 

0.02 
(2010) 

0.03 
(2013) 

Impoverishment: Population 
pushed below the $3.20 a day 
poverty line by household health 
expenditures (%) 
 

1.98 
(2008) 

1.07 
(2012) 

0.01 
(2010) 

0.21 
(2013) 

Impoverishment: Population 
pushed below a relative poverty 
line by household health 
expenditures (60% of median 
daily per capita consumption or 
income) (%) 
 

2.62 
(2008) 

3.98 
(2012) 

0.65 
(2010) 

0.96 
(2013) 

Increase in poverty gap due to 
household health expenditures, 
expressed as a proportion of the 
$1.90 a day poverty line (%) 

0.39 
(2008) 

0.02 
(2012) 

0.01 
(2010) 

0.01 
(2015) 

 
 

Table (3A): Financial Protection Indicators in Comparator Countries (Continued) 

Increase in poverty gap due to 
household health expenditures, 

0.87 
(2008) 

0.2 
(2012) 

0.01 
(2010) 

0.04 
(2015) 
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expressed as a proportion of the 
$3.20 a day poverty line (%) 
 
Increase in poverty gap due to 
household health expenditures, 
expressed as a proportion of a 
relative poverty line (60% of 
median daily per capita 
consumption or income) (%) 
 

1.26 
(2008) 

0.77 
(2012) 

0.21 
(2010) 

0.29 
(2015) 

Source: WHO (2020), 
https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en 

 

https://apps.who.int/gho/data/node.main.UHCFINANCIALPROTECTION?lang=en
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