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Universal health coverage (UHC) is a prominent element on the global health agenda. Both the 

WHO and the World Bank adopted UHC as a fundamental goal. UHC is considered as the driver 

for better future health outcomes and social stability which is central for nations’ social and 

economic development. UHC is a recent term. It was first formally endorsed in the World Health 

Assembly in 2005. However, UHC’s importance was emphasized repeatedly in the World health 

reports of 2008, 2010 and 2013 (Bump, J. B., 2015).   

Being a new term does not mean that the intentions behind the UHC are new. The essence of 

UHC can be traced back to the 19th century in Germany where labor movements asked for social 

security system implementation to enable formal workers to obtain health services while 

decreasing the risk of financial burden (Bärnighausen, T., & Sauerborn, R., 2002). Moreover, UHC 

is rooted in the Human Right to Health which is present in different international covenants and 

agreements such as the Universal Declaration for Human Rights (Abiiro, G. A. & De Allegri, M., 

2015).    

With the aspiration of each individual to enjoy living without carrying the burden of the risk of 

not being able to get the health care she/he needs, and governments yearnings to be up to the 

expectations of its citizens, UHC constitutes the utopia for both individuals and governments. 

Nevertheless, UHC has proved to be a wicked target to achieve. Many obstacles are to be 

vanquished in order to achieve UHC. Among these obstacles: policymakers need to have a clear 

understanding of what UHC is about; and they need to be objective and realistic with regard to 

what could be realized given their countries’ financial and human capacities as well as the time 

limits. 

This essay attempts to provide a comprehensive – yet – simple overview of the concept of UHC 

for individuals who seek basic introductory knowledge to the topic. Given that the essay is to be 

disseminated in the SDG-EMR learning platform, brief emphasis has been given to the UHC status 

in the EMR region and especially the Arab World.  
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1 WHAT IS UHC  

According to the WHO definition “UHC means that all individuals and communities receive the 

health services they need without suffering financial hardship. It includes the full spectrum of 

essential, quality health services, from health promotion to prevention, treatment, 

rehabilitation, and palliative care”1. 

According to the above definition, UHC has three main dimensions (Figure 1): Population 

coverage dimension, Health services coverage dimension, and Financial coverage dimension.  

1. Population coverage dimension: this dimension entails the abolition of any systematic 

exclusion of any population groups and equity enhancement so that every resident enjoys 

the same entitlement to health care services regardless of nationality, socioeconomic 

status, political affiliation, etc. Thereafter, health services coverage need to be extended 

to population not already covered so as to reach 100% population coverage as an 

aggregate measure (Abiiro, G. A. & De Allegri, M., 2015).  

2. Financial coverage dimension: this dimension is intended to protect people from the 

economic consequences of utilizing health services in case of ill health. In order to 

accomplish this intention, prepaid health care financing mechanisms are recommended. 

Prepaid mechanisms serve two purposes: first, with prepaid mechanisms, health care 

users are not required to pay extensive amounts at the point of usage and thus reduce 

catastrophic health expenditures. Second, with prepaid mechanisms the equity aspect 

can be enhanced through imposing progressive income-rated contributions to finance 

health services where the rich subsidize the poor through paying higher contributions 

(Abiiro, G. A. & De Allegri, M., 2015). 

Prepaid mechanisms might be through one of the following or a mixture of them: income 

tax, dedicated tax, social health insurance premium and private health insurance. The 

                                                       
1 https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc) 
 

https://www.who.int/news-room/fact-sheets/detail/universal-health-coverage-(uhc)
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essence is that whatever the sources are, they should be pooled preferably into one 

coordinated fund that finances the cost of the services being covered.   

 
Figure 1 UHC dimensions2 

3. Health services coverage dimension: as per the definition of UHC, the public should have 

access to the full spectrum of health services (promotive, preventive, curative, 

rehabilitative and palliative). Since it is difficult to provide access for the whole population 

to the entire spectrum of health services, while ensuring financial protection, due to fiscal 

and capacity constraints in countries, the essential service package notion was 

introduced. The content of this essential package depends on several factors such as the 

economic capacity of the country and its health priority needs. Each government ought 

to assess its financial resources, health needs and prioritize these needs to cover the most 

cost-effective interventions. The essential package is supposed to change overtime 

according to population needs; and be expanded to cover services which were not 

included before. 

There are several aspects which need to be taken into consideration while discussing 

health service coverage. Effective actual coverage is one of these aspects. Effective actual 

                                                       
2  https://www.who.int/health_financing/strategy/dimensions/en/ 

https://www.who.int/health_financing/strategy/dimensions/en/
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coverage is different from official health service coverage. Official service coverage is 

based on entitlements while effective actual coverage is when the needed services are 

actually available and that people are able to access these services without facing 

financial hardship (Abiiro, G. A. & De Allegri, M., 2015). Thereafter, for effective actual 

coverage to be realized, the provided services should be available, acceptable, affordable 

and of quality (AAAQ). 

Although UHC has been defined and its three dimensions were discussed in many research 

papers, it is still frequently misunderstood. Therefore, it would be useful to distinguish 

between what UHC does and does not mean. First of all, having UHC does not mean that 

health services are free, for that the costs of these services are to be covered by one way or 

another. They might be covered through taxes, national resources revenue (e.g. oil), or 

prepaid contributions such as the case in social insurance. Second, UHC is not about individual 

treatment; it also includes population-based services such as public health promotive and 

preventive interventions (e.g. vaccines). Third, UHC is not only about financing health 

services, it is also about provision and accessibility to quality health care services. Therefore, 

when considering UHC, all components of health system are to be incorporated and 

accounted for. Forth, UHC is not limited to minimum package of health services. UHC is to be 

regarded as the final goal that governments have to work continuously in order to progress 

towards it. Thus governments can start with certain package and expand it overtime. 

Moreover, UHC is context dependent meaning that it differs from one country to another and 

from one population to another according the needs of each population and the capacity of 

the country. Finally, UHC is not only about health, UHC is about social inclusion and equity 

and a prerequisite for development. 

2 WHY IS UHC IMPORTANT? 

As mentioned in the introduction, UHC is a prominent element in the global health agenda; this 

is due to individual and community gains obtained through its achievement. At the personal level, 

having UHC allows people to attain their highest level of health and promoting happy and 
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productive life style which leads to increased economic productivity. At the community level, 

UHC enhances equity and promotes health security leading to increased social stability. Both, 

increased economic productivity and social stability are essential to ensure sustainable 

development of nations which makes UHC an important element in the sustainable development 

goals (SDGs) (World Health Organization, 2013).   

3 CORNERSTONES FOR UHC 

Giving the scope of UHC both at population service coverage and financial coverage level, one 

can depict the difficulty of bringing it to reality. There are three cornerstones which ought to be 

present for UHC to be achieved: political will, financial resources and strong health systems 

(Kirton, J. & Kickbush, I., 2019). 

Political will is essential for the realization of UHC. As discussed above, at a country level, UHC is 

a nationwide goal that requires higher level of commitment to be achieved. The presence of 

political will can ensure the creation of the required legal and operational framework for UHC 

realization. Political leaders can prioritize health and thus put in place policies to advance towards 

UHC and devote resources to achieve it (Reich, M. R., Harris, J., Ikegami, N., Maeda, A., Cashin, 

C., Araujo, E. C., ... & Evans, T. G., 2016). Moreover, political leaders can bring all stakeholders on 

board to discuss the most appropriate means to achieve UHC.   

Financial resources are also required to cover the cost of health care services provided for the 

population. Since the main intention in UHC is to gradually expand service and population 

coverage an increasing amount of financial resources are required to cover this expansion. And 

given that UHC aims at reducing financial risk on individuals covered by the services, resources 

to cover UHC expenses ought not to be paid through direct payment at the point of utilization, 

rather through mechanisms that ensure both: the reliance on national public resources and the 

utilization of equity based prepayment methods. Therefore, political leaders have to increase the 

share of the health sector in the national budget either from taxes or from natural resources. 

Another option is equity based social insurance schemes where individuals pay their 

contributions according to their income. 
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Having the political will and financial resources would not lead to UHC unless they are 

accompanied by strong health systems capable of providing the required services in terms of 

quality and quantity (World Health Organization & World Bank, 2017). Strong health systems are 

the ones with the required infrastructures, human capacities, medicines, information and 

financing arrangements. Moreover, strong health systems ought to be able to adapt to the 

population needs and the changing global and national circumstances.  

4 STEPS TOWARDS UHC 

Knowing the cornerstones for UHC, there are four steps towards its achievement: initiating, 

monitoring, enhancing and sustaining.  Initiating UHC commence by having a legal framework for 

UHC in a country such as the enactment of a social security law. This is followed with the political 

leadership in a country putting in place a public policy and assigning the required institutional 

structures to implement this policy. 

The second step is monitoring the process of implementation and the progress towards the three 

main dimensions of UHC (population coverage, service coverage and financial protection). 

Internationally, there are three indicators used to monitor the progress towards UHC.  

First, UHC Service Coverage Index (SCI). SCI basically measures the coverage of essential health 

services and is defined as the average coverage of tracer indicators in four essential health service 

areas (Figure 2):  

1. Reproductive, maternal, newborn and child health 

2. Infectious diseases 

3. Non-communicable diseases 

4. Service capacity and access 

SCI is a measure of SDGs indicator 3.8.1. It is reported using a unitless scale of 0 to 100 and is 

calculated using geometric means of 14 tracer indicators of the above mentioned four areas. 
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Figure 2 UHC service coverage index3 

Second, catastrophic health spending which is a measure of the burden of health care 

expenditures. Catastrophic health spending is defined as out-of-pocket health spending 

exceeding 10% or 25% of the household budget, potentially causing the household to drop below 

poverty line. Catastrophic health spending is a measure of SDG indicator 3.8.2.  

Third, impoverishing health spending which is defined as the expenditure on health care that 

results in a household falling below the prevailing poverty line or deepening its impoverishment 

if it is already poor. Impoverishing health spending can be calculated as the difference in poverty 

prevalence before and after out-of-pocket payment for health care. Although, impoverishing 

health spending is widely used it is not a SDG indicator. 

The third step towards UHC is enhancing UHC through breaking barriers, enhancing human 

capacities recruitment and training, addressing environmental and socioeconomic determinants 

of health4 and finally the fourth step is sustaining UHC politically, socially and economically5. 

Politically, through democratic participation of citizens and the alignment of health policies with 

citizens’ interests and needs. Economically, through providing proof that investing in health has 

                                                       
3 https://www.who.int/healthinfo/universal_health_coverage/report/uhc_report_2019.pdf?ua=1 
4 https://www.who.int/bulletin/volumes/95/2/17-190991/en/ 
5 https://www.sciencedirect.com/science/article/pii/S1098301512041575 

https://www.who.int/healthinfo/universal_health_coverage/report/uhc_report_2019.pdf?ua=1
https://www.who.int/bulletin/volumes/95/2/17-190991/en/
https://www.sciencedirect.com/science/article/pii/S1098301512041575
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a long term economic return through affecting the population productivity and decreasing 

burden of otherwise untreated health conditions among people due absence of UHC and thus 

reduced ability to access health services. Social sustainability, can be achieved through promoting 

equity and decreasing health status gradient through diminishing disparities in health care 

services utilization.  

5  WHAT DIFFERENT COUNTRIES NEED TO DO TO ACHIEVE UHC? 

Although governments aim at achieving UHC, there is no unified recipe for reaching UHC. Each 

country has its specific needs, capacities and resources, therefore the advancement towards UHC 

ought to be contextualized (Carrin, G., Mathauer, I., Xu, K., & Evans, D. B. , 2008). Each country 

has to undergo the exercise of assessing its health needs in terms of diseases, marginalized 

population, financial and human capacity resources.  The World Health Organization, in its 2019 

UHC monitoring report, came up with a set of general recommendations to achieve UHC. These 

recommendations were structured according to countries’ income, levels of service coverage and 

financial hardship. Four country groups were identified (World Health Organization, 2019):     

1. High and upper middle-income countries: These countries have already accomplished 

high service coverage and low financial hardship. WHO recommended these countries 

to continue to make efficiency, quality and equity gains 

2. Lower middle-income countries: These countries have high service coverage but a 

high financial hardship. WHO recommended these countries to reduce out-of-pocket 

spending 

3. Countries with low service coverage and high financial hardship. WHO recommended 

these countries to reform both service delivery and health financing arrangements to 

address inequities 

4. Countries with low service coverage and low financial hardship. These countries are 

mostly countries with conflict such as the case of Syria and Yemen. WHO 
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recommended these countries to establish the foundations of the health system (e.g. 

human resources, supply chains and infrastructure) 

Different prospective directions were found to be beneficial to consider in order to facilitate the 

realization of the WHO recommendations. First, to increase domestic resources for health. 

Countries need to increase their public spending on health from domestic resources. Domestic 

resources for health could be increased through increasing the share of public spending on health 

as part of GDP and government expenditure, and/or by increasing government revenues via 

improving domestic taxation and enhancing revenue performance.  

Second, to concentrate on Primary Health Care (PHC). PHC is the most efficient way in using 

available recourses for achieving UHC. PHC enables early interventions which helps avoid health 

deterioration and the need for expensive medical interventions and hence financial hardship. 

PHC services are the most frequently used services, making PHC services available for all and of 

good quality enhances equity.  

Third, to establish partnerships with the private sector. Private health sector is a considerable 

health services provider. Since many countries have high Out of Pocket (OOP) payments which 

mainly go to medicines and private sector, public sector partnership with the private sector can 

help achieve UHC – given that the private sector is regulated and service quality is guaranteed. 

Effective partnership could be achieved through Public Private Partnership contracts (PPPs). 

These are complex contracts which entail different types of services that the private sector 

provides under the umbrella of the public sector (e.g. infrastructure PPPs, Service delivery PPPs, 

Financial protection PPPs and PPPs in specialized areas such as social marketing and R&D).  

Forth, progressing towards citizen centered health systems. Citizens are to have an active role in 

deciding upon UHC priorities and goals. Their engagement could be done through different 

mechanisms such as: the inclusion of civil society in national health boards and the participatory 

budgeting approach which entails the engagement of citizens in priority setting and decisions on 

resources allocation.  

Fifth, building better health information systems to measure progress towards UHC and to 

identify areas of weakness and challenges that need to be addressed. Timely dependable data 
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concerning service coverage, financial protection, and socioeconomic factors affecting 

accessibility to health services is essential.  

Sixth, considering different financial arrangements to achieve UHC. There are 4 main types of 

financial arrangements:  

1. The Beveridge Model: health care is provided and financed by the government 

through tax payments. Ex. England. 

2. The Bismarck Model: insurance system usually financed jointly by employers and 

employees through payroll deduction. Service providers are private, ex. Germany. 

3. The National Health Insurance Model: national health insurance is considered a 

tool to achieve UHC. It uses public and private providers, but payment comes from 

a government-run insurance program that every citizen pays into. Ex. Canada. 

4. The Out-of-Pocket Model: present in poor and/or disorganized countries which    

are unable to provide mass medical care. Efforts towards UHC calls upon the 

decrease of OOP model as it increases the risk of financial hardship for health 

services seekers, especially the poor and marginalized populations.  

6 PROGRESS TOWARDS UHC  

As mentioned previously, the progress towards UHC is measured through the two SDG indicators: 

service coverage SDG indicator (3.8.1) and financial protection SDG indicator (3.8.2). According 

to UHC service coverage index (SCI), worldwide progress towards UHC is taking place. SCI has 

increased from 45 (out of 100) in 2000 to 66 (out of 100) in 2017. Although, high and upper 

middle countries scored the highest in SCI (Figure 3), the highest progress towards UHC SCI, was 

found to be in lower income countries, except for countries affected by conflict which were 

generally lagging far behind. The progress of low income countries in SCI was attributed mainly 

to the implementation of interventions for infectious diseases. On the other side of the spectrum 

was the middle income countries which had the largest population deprived from essential health 

services coverage. 
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On the other hand, the financial protection SDG indicator (3.8.2) shows decreased financial 

protection around the world. Catastrophic health expenditure increased between 2000- 2015 

where the proportion of people paying more than 10% of their household budget increased from 

9.4% to 12.7%. However, countries with higher public investment have better financial protection 

than countries with lower public investment.  

 
Figure 3: Countries distribution according to SDG 3.8.1 & SDG 3.8.26 

Regarding countries in EMR, including majority of the Arab World, in 2013, countries of the EMR 

endorsed UHC as an overarching priority in resolution EM/RC60/R.2. However, most of these 

countries did not yet pass legislations on UHC which means the political will for UHC is present 

however, the implementation is lagging behind as providing a legal framework for UHC is not in 

place yet. 

As for the progress towards service coverage and financial protection, there is a vast variety 

among Arab countries and this is due to the differences in their contexts. Some of the Arab 

countries are in conflict, such as Yemen and Syria; some are more fortunate in resources than 

others, which facilitate the advancement towards UHC, such as the case for the Gulf countries. 

According to WHO data (Table 1) most of the Arab countries have good service coverage with a 

SCI above 50, whereas for the financial protection, one can observe that data is missing from 

                                                       
6 https://www.who.int/healthinfo/universal_health_coverage/report/uhc_report_2019.pdf?ua=1 
 

https://www.who.int/healthinfo/universal_health_coverage/report/uhc_report_2019.pdf?ua=1
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several countries and that in some of those countries with data, there is a high incidence of 

catastrophic expenditure. For instance, Egypt has an incidence of catastrophic expenditure at 

10% of household total consumption reaching to 26.2% and an incidence of catastrophic 

expenditure of 3.9% at 25% of household total consumption.  

Table 1 service coverage & financial protection in Arab countries7 

Country  Service 
coverage 
index  2017 

Incidence of catastrophic expenditure (%) 
SDG UHC indicator 3.8.2 

 

At 10% of household 
total consumption or 
income 

household total consumption or 
income. At 25% of household 
total consumption or income 

Most recent 
available 
estimate (year) 

Algeria 77.8 - - - 

Bahrain  76.8 - - - 

Comoros  51.8 8.8 1.6 2014 

Djibouti 46.9 1.1 0.1 2002 

Egypt 67.7 26.2 3.9 2012 

Iraq 61.5 3.3 0.4 2012 

Jordan  75.7 1.7 0.3 2008 

Kuwait 76.3 - - - 

Lebanon 73.1 44.9 10 1999 

Libya 64.5 - - - 

Mauritania 41.1 11.7 2.9 2014 

Morocco  70.3 22 2.7 2006 

Oman  68.9 0.6 0.1 1999 

Palestine  - - - - 

Qatar 68.5 - - - 

Saudi Arabia 74.2 - - - 

Somalia 25 - - - 

Sudan  44.3 18.4 3.3 2009 

Syria 59.6 6.9 1.4 2007 

Tunisia 69.6 18.4 2.7 2015 

United Arab 
Emirates 

75.7 - - - 

Yemen  42 15.8 4.2 2014 

Arab countries can be distributed in the four categories of countries set by the WHO and thus 

the same recommendation to achieve UHC apply to them. However, Arab countries are facing 

specific challenges in achieving UHC. Among these challenges are the following: 

                                                       
7 Adapted from: World Health Organization. (2019). Primary health care on the road to universal health coverage: 
2019 monitoring report: executive summary (No. WHO/HIS/HGF/19.1). World Health Organization 
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1. Weak/Fragmented Health system: inadequate infrastructure and human resources, 

poor quality services and weak coordination between different service providers are 

barriers to achieving UHC (ESCWA, 2020)   

2. Socioeconomic Factors (such as gender, place of residence, poverty) which influence 

access to health services (Kronfol, 2012)  

3. Inefficient Investment in health care which hinders the achievement of UHC (ESCWA, 

2020). Investment should concentrate on areas directly leading to UHC achievement (e.g. 

infrastructure, health and primary health care). Generally, to increase financial 

protection, Arab countries except for Gulf countries need to increase their public 

spending on health as part of GDP (GGHED%GDP) and government expenditure 

(GGHED%GGE) in order to increase the public spending on health as part of current health 

expenditure (GGHED% CHE) thus decreasing the OOP payment and enhance financial 

protection (Table 2). The increase is preferably done through concentrating on domestic 

resources by increasing government revenues via improving taxes and revenue 

performance.   
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Table 2 Health expenditure in the Arab World 2015 

 

As for service and population coverage, concentration on public health and partnership with the 

private sector which is a prominent health care services provider in Arab countries would help 

governments in increasing coverage. Social health insurance can also be considered as an option 

to advance towards UHC as it increases financial protection, ensures population coverage and 

helps in promoting the regulation of the private health services providers and enhancing the 

quality of health care services.   

The example of Egypt  

Egypt is one of the first Arab countries to pass legislation on UHC. In January 2018, Egypt enacted 

the new health insurance law. According to the new law, several changes took place: 

First, the separation of the three functions of the health system (provision, financing and 

regulating). Three independent organizations: financial organization, service provision 

organization, and accreditation organization, were created. As for service provision 

organizations, they could be either public or contracted private providers. Any facility to be 

contracted into the health insurance scheme has to be accredited by the accreditation 
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organization. The financial organization purchases health services from health services provision 

organizations with officially standardized prices.  

Second, population coverage. The new health insurance scheme aims at 100% coverage. It is 

mandatory for all citizens, with participation being held by family units rather than individuals.  

Third, the financing. Insurance funds will come through a single fund and will be generated from 

premiums and taxes.  

Forth, service coverage. Services covered include primary, secondary and tertiary health care 

services: treatment by general practitioners, laboratory tests, rehabilitation services, treatment 

and stay in hospitals, and drug services. However, patients can only benefit from secondary and 

tertiary care after being referred by the general practitioner except in the case of emergency. 

The implementation of the law is presumed to be gradual. It started in one governorate – Port 

said – in 2018 and will be extended progressively to cover the whole country by 2032 

(Government of Egypt, 2015) (Devi, 2018). 
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