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Universal health coverage: friend or foe of health equity?
Once again, calls for universality are being heard from 
health advocates and planners. Last time around, such 
calls were for achieving the health-for-all goal at the 
1978 Alma-Ata conference. Now they are re-emerging, 
as more limited but nonetheless stirring appeals to 
seek universal coverage or access in a wide range of 
health-related areas such as HIV/AIDS,1 reproductive 
health,2 health insurance,3 and free health services, 
particularly for women and children.4 Refl ecting such 
interest, universal coverage will fi gure as the organising 
theme of a large WHO research meeting on Nov 16–19.5

This quest for universal coverage is often advocated 
as a way of improving health equity. If fully achieved, 
it would clearly do so. Everyone—rich and poor, 
men and women, ethnic or religious majorities and 
minorities—would enjoy full equal access to the services 
concerned. Such an achievement would obviate both the 
stigma thought to accompany use of services designed 
specifi cally for people who are poor, and the possibility 
that such services might be of low quality.

But beware—universal coverage is much more 
diffi  cult to achieve than to advocate. And people who 
are poor could well gain little until the fi nal stages of 
the transition from advocacy to achievement, if that 
coverage were to display a trickle-down pattern of 
spread marked by increases fi rst in better-off  groups 
and only later in poorer ones. Should the resulting rise 
in inequality endure for an extended time—or worse, 

become permanent as a drive for universal coverage falls 
short of fully realising its goal—the result would be to 
reduce rather than enhance health equity.

Unfortunately, an increasing volume of empirical 
evidence suggests that the trickle-down pattern occurs 
often enough to constitute the norm. In Brazil, for 
example, it appears to predominate; and the Brazilian 
experience has given rise to an inverse equity hypothesis, 
which holds that new health programmes “initially reach 
those of higher socioeconomic status and only later aff ect 
the poor”.6 Several subsequent studies suggested that 
the hypothesis has widespread validity. For example, in 
its 2005 World Health Report, WHO cited several country 
examples in arguing that increases in average coverage 
typically display movement from a situation of mass 
deprivation (low coverage among all but the highest 
socioeconomic groups) toward marginal exclusion (high 
coverage among all groups but the lowest).7 This message 
was repeated in the 2008 World Health Report, which 
presented additional country illustrations and included 
a discussion of options for dealing with the issue.8 The 
same year, the Countdown 2008 Equity Analysis Group 
presented a still fuller set of country data suggesting that 
the pattern is pervasive.9

To this needs to be added the experience of previous 
eff orts to reach universal coverage, which warns against 
anticipating easy or rapid attainment. For example, 
universal health insurance coverage took a century or 
more to achieve in much of western Europe. And while 
progress toward the health-for-all aspirations of the 
Alma-Ata conference of 30 years ago has been impressive 
in many respects, universal coverage remains to be 
attained in most parts of the developing world—even 
for the basic services that fi gure so centrally in primary 
health care for which the conference became known.

Because of considerations like these, there is little reason 
to expect that working to reach universal coverage will 
lead to improvements in health equity. In fact, the quest 
for universal coverage could have the opposite eff ect, by 
serving as a rationale for overlooking people who are poor 
in the rush to raise overall coverage, in anticipation of even 
larger gains for them on the attainment of an ultimate 
goal that subsequently proves to be unattainable.

However, a quest for universal coverage does not 
have to bypass disadvantaged groups. To illustrate 
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The growing movement for universal health coverage
As the global community gears up for the fi nal push to 
achieve the Millennium Development Goals by 2015, 
an essential reinforcing movement is beginning to 
take root in low-income and middle-income countries 
and the myriad organisations that support them. 
This growing movement calls for the achievement of 
universal health coverage—as offi  cially defi ned by the 
58th session of the World Health Assembly in 2005 

as “access to key promotive, preventive, curative and 
rehabilitative health interventions for all at an aff ordable 
cost”.1 With implications for both health and fi nancing, 
universal health coverage can improve access to health 
services and reduce poverty resulting from catastrophic 
health-care expenditures.

Since the 2005 resolution, universal health coverage 
has been increasingly seen as a central plank in 

how universal coverage drives can benefi t people who 
are poor, take Brazil’s Family Health Program, fi rst 
introduced in 1994; and Mexico’s Popular Insurance 
initiative, launched in 2004. Both aspire to universal 
coverage. But rather than taking the traditional 
approach of serving initially those who are easiest to 
reach, both were designed to increase coverage fi rst 
among disadvantaged groups. And both have made 
signifi cant progress toward doing so.

In Brazil, people who are poor were reached fi rst 
by starting in deprived municipalities, and then ex-
panding from there into other parts of the country. 
After an impressive record in reaching disadvantaged 
groups during the initial phase, the programme was 
subsequently introduced elsewhere.10 Mexico’s initiative 
sought the same goal by focusing on people not already 
covered by insurance, who are mostly poor. To this 
end, Mexico’s programme fi rst off ered fully subsidised 
premium-free coverage to people previously determined 
to be poor through the means test administered by 
the country’s well-known Progresa/Oportunidades cash-
transfer programme. As in Brazil, subsequent assessments 
confi rmed that coverage was heavily concentrated 
among the country’s most disadvantaged groups. So 
the initiative has since been gradually extended toward 
better-off  groups, with premium subsidies whose value 
declines progressively as participants’ income levels rise.11

Such initiatives illustrate the feasibility of an approach 
that might appropriately be called progressive uni-
versalism. At its centre lies a determination to ensure 
that people who are poor gain at least as much as those 
who are better off  at every step of the way toward 
universal coverage, rather than having to wait and catch 
up as that goal is eventually approached. Of course, to 
show that progressive universalism is feasible is not to 

argue that implementation will be easy. But consider 
the alternative: in the absence of a determination to 
include people who are poor from the beginning, drives 
for universal coverage are very likely, perhaps almost 
certain, to leave them behind.
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