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+espite the cacophony of ]oices Keclar-
ing support for Universal Health Cover-
age (UHC), the World Health Organisa-
tion �>/O) says that coTe �0�0 or 
there about, the organisation would like 
to see a situation where e]eryone in the 
world is able to get the health services 
they neeK� without sufferinN financial 
harKship when payinN for these ser]ices. 
5o KouIt� encouraNinN e]ery nation on 
the globe to reach its people with all 
health ser]ices is a lofty iKeal. /owe]er� 
a Rey Xuestion is! ha]en»t we Ieen here 
before? 

,]oRe the >orlK /ealth (sseTIly 
� �� resolution of º/ealth for all Iy the 
@ear �000». (s this Tantra was chanteK! 
‘The main social target of governments and of WHO 
was the attainTent Iy all the worlK»s people of a le]el 
of health that woulK perTit theT to leaK a socially 
anK econoTically proKucti]e life Iy the year �000». 
It was envisaged that this global health goal would be 
iTpleTenteK Iy ensurinN access to essential priTary 
health care �7/*) anK reKuction Iy finite aTounts of 
the IurKen of Kisease� KisaIility anK preTature Keath. 
On +�Kay� out of the welter of worKs anK the plethora of 
plans, little of practical value emerged and nothing suf-
ficiently potent to enK the olK anK unpleasant ways of 
doing things happened. Due to several obstacles, in par-
ticular the lack of political will to implement measures 
to achieve this global objective, the Health for all (HFA) 
aNenKa was ne]er achie]eK. ;he 7/* strateNy itself was 
subjected to palliative measures and compromises made 
for the sake of taking action – but the basic problems 

remain. What has changed now? And 
what are the indications that things 
might be different this time around? 

We are told the main differen-
tiating feature is the inclusion of 
ºiTpro]inN financial access». )ut this 
shift in focus is taking a life of its 
own and now beginning to appear as 
the real Keal. ;hen anK now� policy 
reforms and tackling management 
issues are considered to be impor-
tant determinants of progress. For 
example, the lingering problems 
faceK Iy health TanaNers at all le]els 
¶ insufficient coorKination to pro]iKe 
integrated service, inadequate infor-
Tation aIout finance anK costs to 

iTpro]e efficiency� the proIleT of o]er� anK unKer�util-
isation of health services, and inadequate management 
of available human resources – remain unresolved. Even 
at that� efforts at finKinN the resources to achie]e U/* 
are not ]ery proTisinN� especially in suI�:aharan (frica 
(SSA). 

0n (pril �00�� heaKs of state of (frican Union coun-
tries met in Abuja, Nigeria and pledged to a set target of 
allocating 15% of their annual budgets to improve the 
health sector. At that time, the median level of general 
government health expenditure from domestic resources 
froT (frica Union *ountries was ]ery close to U:+ �0� 
with a thousand-fold difference between the minimum 
�U:+ 0.��) anK the Ta_iTuT �U:+ ��0). ;en years 
after ��0��)� a report proKuceK Iy >/O oIser]eK that 
while 27 countries increased the proportion of total gov-
ernTent e_penKitures allocateK to health� only 9wanKa 
and South Africa achieved the ‘Abuja Declaration’ target 
of ‘at least 15%’. Meanwhile, seven countries reduced 
their relative contributions of government expenditures 
to health during the same period, and there was no 
obvious trend upwards or downwards in 12 other coun-
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tries. )ut crucially� the report eTphasiseK� ºthe aIsolute 
level of resources available in relation to the health 
needs is well below what is needed’. And there are no 
signs whatsoever to suggest that things have changed 
Tuch in the years followinN this report. 

Other developments aimed at mobilising domestic 
resources for the health sector in SSA have not faired 
Ietter either. ( recent Qournal article puIlisheK Iy 
International Health claims that ‘social health insurance 
schemes in Africa leave out the poor’. Examining the 
proportion of women who delivered with assistance of 
a skilled health professional in relation to their wealth 
status� the paper KeTonstrateK that in the fi]e selecteK 
countries �.hana� ;anaania� Kenya� 9wanKa anK ,thio-
pia) where national or coTTunity�IaseK health insur-
ance scheTes e_ist" only 9wanKa»s poor seeT to ha]e 
almost the same level of access to a doctor/midwife, as 
the rich. Ghana, which for example has premium ex-
emptions for pregnant women, has huge gaps in access: 
ºless than �0� of woTen in the poorest Xuintile Keli]er 
with the assistance of a skilled professional, compared 
with 97% in the richest quintile’, the paper stated. 

(nK in 5iNeria� the richest country on the conti-
nent� three years after the national health law �5a-
tional /ealth (ct� 5o.� of �0�4) TanKateK the feKeral 
government to set aside at least 1% of the Consolidated 
9e]enue -unK �*9-) to finance a )asic /ealth *are 
Package for all citizens, no funds have been released as 
no IuKNetary pro]isions ha]e Ieen TaKe. ;here is news 
that soTe international Konors in the country ha]e put 
funds together to pilot what could be possible if 1% of 
the CRF is available to the health sector in 3 of its 36 
states. >hat a paraKo_ for an º(frica )eyonK (iK» plan 
that is IeinN proToteK Iy the current .hanaian 7resi-
Kent� 5ana (Rufo�(KKo. @et� there Tay Ie opportunities 
that could propel African countries to make progress 
towards achieving UHC. 

)eyonK iKentifyinN worRaIle health financinN strate-
Nies anK TaRinN theT function properly within country�
specific conte_ts� aK]ances in Ke]elopTent finance are 
worth exploring. Top on the list is ‘Impact investment’. 
:tructureK liRe pri]ate eXuity funKs in TatureK TarRets� 
these investment funds focus both on social impact and 
financial returns to in]estors �alIeit ToKest)� as well 
as payinN annual fees to funK TanaNers. 0n the health 
sector, supporting the set up of health insurance plans, 
providing access to essential medicines, developing 

and maintaining provider networks, etc., that target 
poorer populations in both urban and rural areas are 
some projects considered agreeable to this concept. A 
related approach is ‘Blended Finance’, which aims to 
programme public (foreign government), philanthropic 
or Ke]elopTent institution capital in such a way as 
to catalyse pri]ate in]estors to in]est their capital in 
soTethinN they otherwise woulK not Ko. ;hese coulK 
be infrastructural development in whatever form, but it 
would contribute to increasing access to health services 
in Tany ways. ;here is a sense that these iKeas are 
becoming widespread among mainstream philanthropic 
foundations and donor agencies, in addition to com-
mercial investors.

Other than looRinN for resources to finance U/*� 
what Tany oIser]ers are aK]isinN countries to Kirect 
their attention if optimising the health of their popula-
tions is the ultiTate Noal of U/*� is to looR IeyonK 
the health systeT anK IeNin to also aKKress the social 
KeterTinants of health. ;hese Tay entail political pro-
grammes that include: better living standards, upgrading 
housing, improved nutrition, safe water and sanitation 
etc. Other actions could be related to tackling the rising 
prevalence of chronic diseases, such as cardiovascular 
diseases, diabetes and the rest through policies aimed at 
toIacco control� proTotinN healthy lifestyles anK Kiets 
and so on. 

Even within the health sector itself, it is suggested 
that actions intenKeK to attain U/* coulK eTploy 
e_plicit priority inter]entions such as Talaria control� 
maternal, newborn and child health care to drive the 
necessary iTpro]eTents into the health systeT. 4ore-
o]er� stronN eTphasis on Kistrict anK coTTunity health 
systeTs where iTpleTentation anK ser]ice Keli]ery 
happens is ]ital� if a strenNtheneK health systeT is seen 
as a necessary part of the toolIo_ to achie]e U/*. 

Despite these recommendations, the path or mecha-
nisms for the realisation of UHC remains vague for 
Tany countries� in particular the nations in ::(. ;he 
Lancet alerts readers that in order to achieve the new 
‘health for all’ programme through UHC, two misunder-
standings must be appreciated. ‘UHC is neither a desti-
nation to be reached nor a panacea for delivering better 
health� e]en in its IroaKest Kefinition». (s proNress is 
being made but slow, this should be a useful insight that 
could lessen the pain and frustrations of those clamour-
inN for U/* nationally anK NloIally.
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What does UHC mean, and is it attainable? And per-
haps of particular interest Ni]en that this year heralKs the 
40th anni]ersary since the (lTa (ta Keclaration� how 
Koes it ]ary froT priTary health care&

0n siTple terTs� U/* is a healthcare systeT in which 
it is en]isaNeK e]ery citiaen can recei]e health ser]ices 
without incurrinN financial harKship. OIQecti]es incluKe 
a stronN� efficient� anK well run health systeT" a Teans of 
financinN the ser]ices �the critical Iit)" access to essential 
TeKicines anK technoloNy" anK finally� a sufficient capac-
ity of well�traineK� Toti]ateK health worRers.

0s it new& 5o it isn»t. 5orway is creKiteK with IeinN 
first with an U/* systeT IacR in � ��. )ritain»s 5/: 
was launched in 1948 and is listed as being the sixth 
such systeT. :o Xuite why it has suKKenly coTe to the 
fore within the World Health Organisation agenda, isn’t 
iTTeKiately clear.

But for sure there is some 
clear thinking behind it and 
hence its active promotion 
anK aKoption Iy Nroups 
such as the Africa Union 
Health Ministers. The 
premise is that investment 
in (frica»s health systeTs is 
Rey to inclusi]e anK sustain-
able growth. 

Strong economic growth 
in recent years has helpeK 
reKuce po]erty to 4�� of 
the population. Yet, as Af-
rica’s population expands – 
it is estiTateK to reach �.� Iillion Iy �0�0 ¶ the reNion 
faces a critical challenge of creating the foundations for 
lonN�terT inclusi]e Nrowth. 4any countries still contenK 
with hiNh le]els of chilK anK Taternal Tortality� Tal-
nutrition is far too coTTon� anK Tost health systeTs 
are not aIle to Keal effecti]ely with epiKeTics anK the 
growing burden of chronic diseases, such as diabetes. 
These challenges call for renewed commitments and (as 
WHO urges) the solution lies in accelerated progress 
towarKs U/* ¶ the principle that e]eryone recei]es 
neeKeK health ser]ices without financial harKship. 

It is convenient to have a solution to point to. But 
can it worR when finance reTains the principal con-
straint in Africa? But the UHC proponents prefer not to 
dwell on such aspects at this stage. Much better to make 
the arNuTent of why it is worth NoinN the e_tra Tile 

to try to TaRe it worR Iecause there is a KeTonstraIle 
Ienefit if it can Ie TaKe to worR! in other worKs� the 
in]estTent will pay off.

;he priTary reason for in]estinN in U/* is a Toral 
one� they say! it is not acceptaIle that soTe TeTIers of 
society shoulK face Keath� KisaIility� ill health or iTpo]-
erishment for reasons that could be addressed at limited 
cost. Who can argue with that? And strong health and 
Kisease sur]eillance systeTs also halt epiKeTics that 
taRe li]es anK Kisrupt econoTies. 0n �0��� the eco-
nomic cost to the three Ebola-affected countries is said 
to Ie in e_cess of ��Iillion.  >ho can Kecry a]oiKinN 
such waste?

But while health expenditure in Africa has increased 
siNnificantly� KoTestically financeK No]ernTent spenK-
inN has stalleK.  Only four countries Tet the (IuQa 

Declaration target of 15% 
of government spending 
in �0��� anK spenKinN in 
alTost �0 countries actually 
decreased.

4iKKle�incoTe country 
health spending is growing, 
Iut larNely Kue to the Nrow-
ing middle classes fuelling a 
welcome growth in private 
healthcare. Whilst positive, 
these groups still represent 
only a fraction of the popula-
tion anK the ser]ices they are 
accessing are not affordable 
to the TaQority of the popula-

tions. The middle-income countries are also facing an 
aKKitional challenNe! they are losinN the siNnificant 
funKinN they ha]e Ieen recei]inN froT Nroups such as 
the Global Fund and the immunisation specialists at 
.(=0. 0t is a tapereK process� Iut it is truly challenNinN 
the Nains TaKe aNainst Tany Kiseases as No]ernTents 
cannot easily suKKenly replace the Nenerous Iut neces-
sary funKinN support that haK Ieen recei]eK pre]iously.

But is UHC passing the buck? If governments com-
mitted the 15% of GDP as agreed in the Abuja Decla-
ration� then there woulK not Ie the neeK for a larNely 
insurance�IaseK U/* systeT. 0s it not surprisinN that 
the AU ministers voted for it, as it passes the onus for 
funding healthcare to the private sector or to national 
health insurance scheTes& 7riTary /ealth *are was 
suIstantially siTilar in what it aiTeK to achie]e �IeinN 
the core Iase of the health pyraTiK) Iut it relieK on 
public sector expenditure to make it work.

+octor anK nurse uneTployTent in (frica reTains 
siNnificant. ;housanKs of ]acancies e_ist across all tiers 
of the health ser]ice� Iut funKs are not a]ailaIle to fi-
nance theT. 4eanwhile there are inÅuential Nroups liRe 

Bryan Pearson, editor of Africa Health, feels that too many 
will be left behind because by its very nature, health insurance 
is for the have’s not the have not’s. Better we should return 
to campaigning for the 15% of GDP promises of the Abuja 
declaration.

Health insurance is to be encouraged, but it 
won’t bring the comprehensive coverage it 
promises
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AMREF mounting campaigns for proper recognition of 
coTTunity health worRers� incluKinN that they shoulK 
Ie paiK. (Nain� only the Tost Tean�spiriteK Tinistry of-
ficial woulK KisaNree with the principle� Iut unless there 
is Tore Toney to spenK in the 4o/ coffers� they are 
helpless to intervene.

4eanwhile Tany of the Iest Koctors anK nurses 
siTply heaK o]erseas. ;heir traininN costs ha]inN larNely 
Ieen Iorne Iy their hoTe country� Iut the Ienefits ac-
crue to someone else. 

This health workforce issue in fact goes much 
deeper. The shortages of appointed skilled health work-
ers is a huge hindrance to the achievement of health 
targets. The estimated shortage of doctors, nurses, and 
midwives in WHO AFRO countries below the SDG 
0nKe_ thresholK �4.4� physicians� nurses anK TiKwi]es 
per �000 population) was aIout �.� Tillion in �0��. 
When all categories of health workers are included, the 
shortfall is estimated at 4.2 million. This total shortfall is 
e_pecteK to increase to �.� Tillion in �0�0. :hortaNes 
of health worRers at the country le]el are e_acerIateK 
Iy se]ere iTIalances in the Kensity of sRilleK health 
worRers! it is estiTateK that o]er  0� of pharTacists 
and dentists practice in urban areas, other cadres have 
siTilar KistriIutions �>orlK /ealth OrNaniaation �0��). 
-urtherTore� accurate� upKateK� anK nationally consis-
tent inforTation on health worRforce is not always a]ail-
able, highlighting the need for strengthening essential 
countrywiKe inforTation systeTs. 

(nK yet this health worRforce issue is also one of the 
most salient causes of the failure of PHC as envisaged in 
� ��. ;he worRforce KiK not forT the KesireK pyraTiK! 
with PHC at the base, District care at the centre, and 
;ertiary care at the top. 7/* was introKuceK as a silo 
on its own. Doctors and nurses in the curative world, 
ne]er properly IouNht in or IecaTe inteNrateK with 
those worRinN at the priTary anK pre]enti]e le]el. 0t is 
the saTe toKay in Tost places. /ence coTTunity health 
worRers are e_pecteK to worR ]oluntarily or for Qust ]ery 
sTall aTounts of cash� anK it is rare to finK theT fully in-
teNrateK into the larNer health systeT. (nK yet it is huTan 
nature that you neeK leaKership� TentorinN� recoNnition 

anK support to worR efficiently anK effecti]ely. 7/* frac-
tured from its lack of senior professional leadership.

(ccess to safe� afforKaIle� anK Xuality essential TeK-
icines and technologies remains a challenge. Despite 
progress in some areas, access to medicines in Africa 
reTains low. ;he a]ailaIility of selecteK TeKicines has 
been found to be as low as 21% in some instances, and 
weak pharmaceutical regulation, inadequate procure-
Tent anK supply systeTs� liTiteK access to inforTa-
tion� all contriIute to unnecessarily hiNh prices anK 
contriIute to the Kislocation of health Keli]ery. :er]ices 
IecoTe ºcash anK carry» often with Rey TeKicines or 
consumables having to be bought from a local market. 
These conditions also contribute to the region having a 
siNnificant circulation of counterfeit or falsifieK KruNs. 
This all contributes to the gaps in access to essential 
HIV/AIDS, TB, and malaria services allowing them to 
reTain as iTportant Iarriers to achie]inN U/* in Tany 
countries. 

Which brings us to the new nexus at the core of 
U/*! health insurance. -inancial protection is Nenerally 
low in (frica� reXuirinN Tost patients to pay for health 
services from their own household income, so-called 
out�of�pocRet �OO7) payTents. 7atients in low�incoTe 
and lower-middle-income countries are less protected 
against high OOP than those in higher-middle-income 
countries. Out�of�pocRet payTents ha]e increaseK 
in nearly all countries� anK the reNional a]eraNe has 
increased from US$15 per capita in 1995, to US$38 in 
�0�4. (s a result� �� Tillion (fricans are fallinN into 
po]erty e]ery year Kue to hiNh out�of�pocRet payTents. 
Protecting people against the impoverishing effect of 
health payTents is intenKeK to IecoTe a cornerstone of 
U/* anK a Rey Kri]er to pre]ent po]erty in (frica. 

)ut is U/* too reliant on health insurance as the fi-
nancial panacea?  That is where I came in to this debate, 
anK it is where 0 lea]e it& ;he history of health insurance 
in (frica is Kistinctly cheXuereK� anK Kistinctly TireK in 
contro]ersy. ;he puIlic are hiNhly suspicious �with NooK 
cause) of No]ernTent aNencies holKinN ºtheir» Toney" 
anK owners of clinics anK hospitals are eXually ner]ous 
about having to wait inordinate amounts of time for 
reiTIurseTent. ;hat is not to say that soTe systeTs 
worR well nor is it say that as tiTe Noes on it is NoinN to 
become ever more important and relevant as a means of 
protectinN the health of the inKi]iKual or the faTily. 

But the fundamental problem is that it doesn’t tick 
the Io_ of ºlea]inN no one IehinK»� which is a Rey eTo-
ti]e call froT those proposinN U/* anK its Qustifica-
tion for IeinN the new core policy. >ith a siNnificant 
percentage of the workforce either in the informal sector 
or uneTployeK it alTost Iy Kefinition can»t reach the 
poor. 0t thus isn»t aKKressinN the ineXuality it sets out to 
resolve. To me it is a bit like adopting the USA health 
systeT prior to OIaTacare! if you can afforK you can 
ha]e� Iut if you can»t you are on your own. :ocial 
health insurance is Qust not the riNht fiscal solution for 
(frica if your intention is to ºlea]e no one IehinK». )ut 
TayIe after years of fiNhtinN unsuccessfully for the 
Abuja declaration option, it is the best fallback option? 
But let us not dress it up as being the comprehensive 
solution it isn’t.

Source: DHS data for Ghana (2014), Kenya (2014), Rwanda 
(2014), Ethiopia (2011) and Tanzania (2015). From: Int Health. 
2018;10(1):1-3. doi:10.1093/inthealth/ihx046

Proportion of women aged 15-49 who delivered with the 
assistance of a skilled health professional in five countries 
with national health insurance systems


