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How and why do countries make
Universal Health Care policies?
Interplay of country and global factors

—
<
%
o2
@
=
Z
=)
N
—
[
=
B
ac
=
ac
Q
&
<
n
N
[
%

[
2
2
>
o
)
ag
5
<
o5
=

. . 1
Chris A,tlm ! ) Background An examination of country policy making tends to reveal more complex pro-
Augustina Koduah?, cesses that reflect domestic as well as external pressures and influences. The paper examines
Soonman Kwon? the interplay of external and internal, as well as other, factors in universal health care (UHC)
decision-making for a select number of countries spanning the income range from low to
'Results for Development, high income.
Accra, Ghana
2University of Ghana, Methods After developing a conceptual framework to help identify variables to explore in
Accra, Ghana answering our study questions, we reviewed literature on health policies and policy making,
3Seoul National University, especially around the time of the adoption of relevant policies for a number of UHC reform
Seoul, South Korea countries, followed by a narrative review of countries for more in-depth study. For more quan-

titative data, we consulted databases maintained by international institutions.

Results We found that, for low-income countries (LICs)/lower-middle-income countries
(LMICs), the external environment helps set the policy agenda that drives national priorities
and resource allocation decisions, while national actors take the actual decisions consistent
with the interests of their constituencies and their goals. The upper-middle-income countries
(UMICs) and high-income countries (HICs) in the study were less influenced by externally
driven agendas and more by their own internal dynamics. For LICs/LMICs, a countrys in-
come level as well as growth record did not appear to play any overt role at the start of the re-
form, whereas the UMIC/HIC countries were generally at a higher economic stage with steady
growth when they initiated the reforms. The use of technical analysis and evidence to guide
the UHC reform decisions was much more pronounced in the UMICs/HIC. The findings on
alignment of the UHC program to national health priorities were more mixed. On sustain-
ability, the UMICs/HIC were much more likely than LICs/LMICs to phase in their reforms,
whether in terms of the geographical extension of coverage, the population groups to be cov-
ered or the expansion of the benefit package in the course of time.

Conclusions The near-systematic use of scientific evidence by the UMICs/HIC to inform de-
cisions on the path to UHC in contrast to the LICs/LMICs leads to the conclusion that some
LICs/LMICs may have made less than optimal resource allocation decisions based on scanty
evidence and factors not conducive to sustainability of their UHC efforts.

It is not simply a coincidence that the global movement to encourage countries to commit to
Correspondence to:  achieving universal health care (UHC) is happening at the same time as individual countries at

Chris Atim different income levels, including low income ones, are putting forward policies and programs
Resullts for Development to move towards this goal. There does not appear to be much debate that such international dec-
Egnlfg;rf;éti()iccra larations and agendas have significantly influenced the widespread proliferation of country-lev-
Ghana ' el UHC programs that we witness around the world today, particularly in low-income and low-
Chrisatim1@gmail.com er-middle-income countries (LICs/LMICs) [1-3]. UHC policies or programs in this paper include
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explicit universal access programs and policies introduced by governments in health as well as policies and
programs that aim to abolish, or significantly reduce the impact of, user fees in health, and/or extend or expand
population access to health services, with the overall or eventual end goal of reaching the whole population.

The influence of international declarations or agendas may take the form of external pressures, international
covenants and commitments and incentives such as the ready availability of technical and financial assistance
to design and implement such policies. Some authors have also argued that the health policies of emerging
market countries such as Brazil, Russia, India and China are also significantly affected by the agendas and pol-
icies set by international institutions and global commitments [4,5].

Do uncritical assumptions about the role of international agendas in country policy making and the institu-
tions that promote them run the risk of ignoring the agency of countries themselves and the myriad circum-
stances that enter into their policy making? Would a closer examination of the actual decision-making pro-
cesses reveal a more complex and dynamic picture, where, for instance, this global movement itself is largely
a reflection and outcome of the interplay of country-level processes and initiatives and the countries’ interac-
tions with the international community?
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After all, it is also plausible that countries have had their own past experiences that possibly made them eager
or predisposed to embrace new directions in health financing policy, and are riding on this favorable interna-
tional context where a global movement is championing those new directions. Such past country-level expe-
riences would include the consequences of structural adjustment programs and regressive user fee policies,
and pressures from their own constituencies seeking the abolition of those unpopular user fees, or in the case
of regimes that did not necessarily face electoral pressures, they may have nevertheless sought to implement
popular social policies as part of their search for legitimacy.

We distinguish here between ‘developmentalist’ authoritarian regimes and other types of authoritarian regimes
or dictatorships; the latter may hold on to power mainly by force and not appear to be bothered about seeking
additional forms of legitimacy through rapid economic development and improvement of living standards,
as is typical with the ‘developmentalist’ types discussed here [6]. While this paper deals only with the former
type, we recognize that the latter type also exists and may have historically been more prevalent in Africa and
other parts of the world.

The argument about country agency has particular force when applied to upper-middle-income countries
(UMIC), which have tended to adopt UHC policies a lot earlier than the recent wave of UHC-convertees.’ In
those cases, and irrespective of prevailing international agendas or pressures, UHC policies “are often adopt-
ed in conjunction with a major social, economic, or political change. For example, UHC became a national
priority following a period of financial crisis in Indonesia, Thailand, and Turkey; at the time of re-democrati-
sation in Brazil” [7].

The main objective of the analysis is to try to understand factors that propelled, motivated and/or enabled
some selected countries that have embarked on the journey towards UHC to make those decisions, including
the interplay of external vs internal factors.

More specifically, this paper seeks to answer the following questions:

* What driving forces and factors determine/influence policy decisions on UHC?

— What constituencies — internal and external — played a role in issue framing and decision-mak-
ing processes, and which are the key or decisive ones?
— What were enabling and facilitative factors versus actual country-driven solutions/approaches?
» What were the general trends and projections regarding income growth per capita at the time of the
reform and how did such factors influence or impact the policy design, its implementation and de-
clared goals?
» What was the role of evidence or data in informing the decision(s), if any?
* How was the UHC policy aligned with the countrys health priorities (as measured by the key health
indicators that needed to be addressed)?
» How optimal were the investment and policy decisions around UHC when they were made? E.g. in
addition to evidence that the decisions made or policies adopted were sustainable and aligned with na-
tional priorities of the time, were approaches such as piloting, sequencing or phasing considered at all?

An important dimension is also whether technical capacities were adequately assessed and if a program of ca-
pacity building was built into the process. The paper does not delve deeply into this beyond asking whether
the process was evidence or data-driven.
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How and why do countries make UHC policies?

METHODOLOGY

We did a narrative review of a selection of countries representing the spectrum of LIC, LMIC, UMIC, and one
high-income country (HIC), from across Africa, Asia and Latin America, the primary criteria for inclusion being
that the country is perceived in the literature and UHC debates as having made some progress towards UHC
in that region, or having some interesting or innovative features that offer lessons for others. Of the countries
selected, there are more from Africa representing both the LIC and LMIC categories, which is particularly im-
portant for the study theme as the African countries have a greater degree of dependence and/or interactions
with global institutions and development partners than those in other regions of the world.

Because of these inclusion criteria, the findings of this study are not generalizable to other countries and con-
texts, but other countries may draw lessons from the study ones.
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A mixed methods approach is employed for the analysis, using quantitative and qualitative data and evidence.
An analytical framework was first developed to frame the analysis and presentation of the findings, as shown
in Figure 1. We then did a more in-depth examination of the factors that appeared to have played significant
roles in the UHC decision-making processes of the selected countries.

Key drivers/enabling/facilitative Impacts on policy agenda setting, Impacts on national
factors formulation and implementation health and macro-
External environments economic goals

e  Global Development Institutions
e International CSOs

Agenda setting in countries
e  MDGs/SDGs and 2030 Agenda

Supply of technical assistance (TA)

Internal Do global compacts undermine sustainability by default?

e  Political constituencies and appeasement of
Political will, power relations

powerful, or ‘noisy’ groups

e Democratic regime facing pressures from
political competition or popular mandate to
abolish user fees /improve health services or
authoritarian or semi-authoritarian regime
seeking legitimacy and/or having long term
‘developmentalist’ goals even with limited
opposition

Income level and economic growth trends

e LIC/LMIC/UMIC/HIC?

*  Rapid, steady growth, or

e Uneven, stagnant or declining

Policymaking and Implementation
Capacity to sustain policies and achieve policy goals,

Alignment of agenda/policies to national priorities

Policy design — optimized benefit package, adequate revenue
sources, sustainable design anchored in periodic actuarial
reviews

Sequencing/phasing of reform

Alternatively, data-driven approach might lead to redirection
of investments to where most needed (e.g. WASH programs,
infrastructure development, etc.)

—>

Affect national development priorities
and foci

Optimal resource allocation decisions
and targeting of TA
Distributive impacts of these policies

Health indices and outcomes improve

Evidence-driven (or data-driven approach) approach to
inform policy
e  Use of evidence to make UHC decisions
e Institutionalized policy making processes that
facilitate the use of data/evidence

Figure 1. Conceptual framework for analysis.

It is also important to clarify that the study concerns principally the circumstances at the time the respective
countries undertook their first major UHC reform, however where a country undertook UHC reforms over a
period of time or in stages, an assessment of the overall process and the decision-making throughout the pe-
riod are examined.

The data sources include published literature and other secondary sources pertaining to country policy mak-
ing and other relevant aspects, while quantitative data are mainly from databases maintained by the Organisa-
tion for Economic Co-operation and Development (OECD), World Health Organization (WHO), World Bank
Group (WB) and Institute for Health Metrics and Evaluation (IHME).

RESULTS AND DISCUSSION
Country UHC-related political context and period of reforms

The nature of the political regime of the country is usually an interplay of the constituencies that support and/
or underpin the ruling government and the latter's primary basis of legitimacy for its rule. The kind of political
regime in each of the selected countries (Table 1) was ascertained by examining how political power is acquired
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Table 1. Country UHC-related political context and period of reforms

FACTORS PRESENT
AT INTRODUCTION
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— [1] OF UHC PROGRAM,  KIND OF POLITICAL REGIME TIME PERIOD OF REFORM(S) STUDIED
m O UNLESS OTHERWISE
= é STATED
LII'] [ Ethiopia Authoritarian, perceived as minority-based 2010
= 8 Ghana Multi-party democracy 2003 NHIS law, amended 2012
ac Nigeria Multi-party democrac 2005
O 8 party y
%ﬁ) T Rwanda Authoritarian, perceived as minority-based 1999 pilots and 2008 compulsory health insurance for all
<< H Senegal Multi-party democracy 2012-2014
o =
wn :5 Tanzania Dominant one party with limited competition 2000 NHI Act and 2001 CHF Act
g T Authoritarian (introduction of NHI); democratic /competitive parties
Korea (UHO) 1989
Vietnam f:il;ﬂ;;a; j;l:nglleenlzarty socialist republic united under a 1992, 2009
Thailand Multi-party democracy 1997, 2002-2012
Philippines Multi-party democracy 1995, 2017
Mexico [8,9] Multi-party democracy 2001-2003
Argentina [8,9] Multi-party democracy 2004, 2007-2012
Chile [8,9] Multi-party democracy 2000-2005

and maintained in each country, whether there are different political parties with free competition of ideas and
regular elections that the international community recognizes as being free and fair. A further differentiating
factor in some cases is the ideology of the party holding power if it is a one-party state.

The periods of the reforms undertaken by countries and examined in this study varied across countries, even
over multiple years for many of them. Ethiopia introduced its health insurance strategy and a legal framework
foritin 2010. Ghana passed its ambitious National Health Insurance Scheme (NHIS) law in 2003 and amend-
ed it in 2012 to include additional benefits while centralizing the institutional and governance framework.

Nigeria passed a national health insurance (NHI) scheme law in 2005, while Rwanda began a pilot program
of community health insurance in 1999, followed in 2008 by a compulsory nationwide scheme with three
regimes for different population groups. Senegal carried out pilot programs on community health insurance
and enacted legislation to implement a nationwide, phased UHC program by 2014. Tanzania passed its Na-
tional Health Insurance Act in 2000, targeting the formal sector, and the Community Health Fund (CHF) Act
in 2001, meant to target the rest of the population.

The 1992 Vietnamese Constitution guaranteed health for all and the Government passed the Law on Social
Health Insurance in 2009, creating a national Social Health Insurance program and combining disparate pro-
grams into a central policy. The Thai constitution acknowledged the right of every citizen to health care in 1997,
while the Universal Coverage Scheme was implemented in 2002 with 70% population coverage and expand-
ed to all by 2012. The Philippines embarked on an ambitious NHI program with the creation of PhilHealth
in 1995 and the passage of the Universal Health Coverage bill 5784 by the House of Representatives in 2017.

The Argentine national constitution had guaranteed UHC since 1994. Plan Nacer, launched in 2003, achieved
coverage of 2 million pregnant women and children by 2012. By 2015, Plan Nacer, which grew to include ad-
ditional population groups through a new programme called Programa Sumar, covered 16 million children,
adolescents, women and men [10]. In 2005, Chile introduced the Explicit Health Guarantees (GES) Plan, pre-
viously referred to as the Universal Access with Explicit Guarantees (AUGE) Plan. This Plan provides a series
of legally enforceable guarantees, including a financial protection guarantee, timeliness guarantee and quality
guarantee. Chile has since achieved 97% insurance coverage [8,9]. Mexico introduced the insurance program
Seguro Popular in 2003, which specifically targets people without social security. Seguro Popular provides a
guaranteed list of essential services for beneficiaries and covers approximately 45% of the population in Mex-
ico as of 2012 [8].

The interplay of external and internal drivers for UHC reforms

Table 2 summarizes information showing that both external and internal factors appear to play key roles in the
UHC decision-making processes for the LICs/LMICs; the external environment mainly sets the policy agenda
that helps to drive national priorities and resource allocation decisions, while national actors take the actual
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Table 2. Constituencies, facilitative environments and driving forces or factors >
Z.
CONSTITUENCIES — INTERNAL CONSTITUENCIES — EXTERNAL ENABLING AND FACILITATIVE ENVIRONMENT -
- General public, ruling partys political and so- External support and TA played a key role MDGs/SDGs, TA from development partners N
Ethiopia . . — L]
cial base [11] insetup [11] [12,13] O
Ghana General public, ruling political party [14,15] External pressures had little tonorole [14,15] MDGs/SDGs [15-17] E <
izati [
- He‘alth Management Ofganlzatlons (HMOs), ) MDGs/SDGs, TA from development partners % 83
Nigeria private health care providers, federal employ- External pressures had little to no role [18] (16-18] = >
ees [18] XL O
i )
Rwanda Ruling partys political and social base [10] External support and TA played a key role in  MDGs/SDGs, TA from development partners @) s
setup [11,19] [16,17] Sé =
General public, ruling party's political and so-  Availability of external TA and funding was MDGs/SDGs, TA from development partners =3
Senegal ; . <C
cial base [11] critical [11,13] [13,16,17] a S
Externally supported and driven pilot in @z a5
Tanzania Ruling party's political and social base [20] ~ 1990s led to later government design and I[\/]I]g(]};/]SDGs, TA from development partners
roll-out [20] ’
Ruling partys political and social base (UHC External pressures had little to no role [21- Rapid economic growth, market/economic
Korea
stage) [21-23] 23] reform [21-23]
Vietnam Ruling party's political and social base [24,25] External pressures had little to no role [25] ~ Market/economic reform [25]
. General public, ruling party's political and so- ) .
Thailand cial base [24.26] External pressures had little to no role [24] ~ Domestic expert groups [26]
Philippines General public, ruling partys political and so- External pressures had little tonorole [12,27] TA from developing partners [28]

cial base [12]

General public, led by the Ministry of Health
and its different branches [8]

General public, ruling partys political and so-  External support and TA (WB) played an im-
cial base [8] portant role [8]

Mexico [8,9] External pressures had little to no role [8] Health system reforms [8]

Argentina [8,9] ?

General public, Presidency provided strong
leadership [8]

Long track record in public health, with sys-

Chile [8,9] tem reforms in 1952 and 1981 [8]

External pressures had little to no role [8]

decisions (and thus set the policy direction) consistent with the interests of their constituencies and their own
political and socio-economic goals. The UMICs and HIC in the study were less influenced by externally driven
agendas and tended to be driven more by the interests of their constituencies or their need for political survival
(in the case of authoritarian regimes) through implementing popular social programs.

It is also arguable that political will and commitment are important internal drivers in UHC decision-making
processes in all countries. UHC is intrinsically political because it defines a set of policies based on social val-
ues, including the ideas of fairness and equity [24]. The study of the selected countries shows that political
competition associated with democratization is a primary influence in the health financing reform process [29],
as well as authoritarian regimes seeking legitimacy. Increased electoral competition can itself drive increased
social provisioning as politicians appeal to excluded populations through social programs [30]. Additionally,
UHC decisions form part of broader efforts of a government to foster legitimacy based on rapid and tangible
socio-economic development [19].

The UHC decision-making processes of countries such as Ethiopia, Ghana, Rwanda and Chile benefited from
high level political involvement of their leaders, who were aware of the benefits of working towards UHC and
thus created a sense of urgency for such decisions among the technocrats and heads of relevant Ministries and
agencies [9,19,24,30]. Chilean President Lagos’s unconditional support for UHC initiatives and his skillful
maneuvering of the process neutralized powerful opposition that could have derailed the reforms [8]. Con-
versely, Nigerian political actors and policy makers appear to lack the level of political will and commitment
required to make their decisions around UHC the priorities for all relevant actors [31], although other struc-
tural factors also play a part, such as an extreme form of federalism that gives much power to states to block,
slow-walk or stall reforms [32].

Political support for UHC decisions creates an enabling environment for bureaucratic actors to frame and firm
up UHC policy decisions and programs. With political support assured, the Ethiopian Ministry of Health’s
bureaucrats spearheaded the decision-making processes with assistance from external consultants and devel-
opment partners [30]. Political expediency can also enable trusted political associates, rather than bureaucrats,
to take over final drafting of policy decisions, as was the case in Ghana [14].

Readily available technical assistance (TA) and financial support from global institutions and developed coun-
tries can influence UHC policy decisions and programs. Development partners from global institutions and
developed countries can participate in other countries’ institutionalized policy making processes as policy
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agenda advocates and advisers, and by virtue of TA and funding, they help to frame the discourse to benefit
global agendas [33]. The WB sponsored Argentina’s Program SUMAR to advance the countrys UHC strate-
gy [34]. Development partners provided Nigeria, Rwanda, Senegal and Tanzania with technical and finan-
cial support [18].

Although development partners in Ghana supported a range of community-based health insurance (CBHI)
schemes prior to the passage of the NHIS law in 2003, local actors ascribe no role at all to the development
partners when describing the genesis of the Ghanaian NHIS design and policy decisions [14].

Rapid economic growth and governmental desires to foster legitimacy and maximize votes enabled and facil-
itated UHC policy decisions and programs in the Asian countries studied, rather than global agendas such as
the Millennium Development Goals (MDG) and Sustainable Development Goals (SDG) [26] . In South Korea,
a desire to maximize votes or political support played a crucial role in the rapid extension of NHI and achieve-
ment of UHC. A presidential election, in particular, triggered and expedited the extension of health insurance
for universal coverage of the population. President Chun Doo-Whan and the presidential candidate of the
ruling party, Roh Tae-Woo, were former military generals and wanted to obtain political support by propos-
ing UHC. The 1987 presidential election was the first nation-wide election with the participation of the entire
population in more than 25 years because previous presidents had been nominated through non-democratic
indirect elections. This 1987 election pushed the ruling party to announce an expansion of social welfare pro-
grams as a major campaign agenda to maximize its voter support. In 1986, one year before the presidential
election, the Government announced plans to extend NHI to the self-employed [23].
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Role of income level and economic growth record in UHC decision-making

The questions we tried to answer here include whether countries took their income level and economic growth
prospects into account in making decisions about UHC - such as the size of the benefit package that was of-
fered and the revenue sources and projections of the same — as well as whether, as a result of such consid-
erations, phasing in of the policy and such issues
played any part. These questions speak to the sus-
tainability of the decisions made and, in particular,
whether international agenda-setting and availabil-

Table 3. Income level and growth trends at time of reforms

INCOME LEVEL AND GROWTH TRENDS AT TIME OF REFORM

Ethiopia LIC, rapid and stellar economic growth (>6% per annum (p.a)) [35] ity of TA and funding may have helped to skew re-
Ghana LIC, steady but not stellar growth (<6% p.a.). Now LMIC [35] source allocation decisions away from optimality.
Nigeria LIC, mixed record of growth. Now LMIC [35] We will discuss the income levels and general eco-
Rwanda [36]  LIC, rapid and stellar growth [35] nomic growth outlooks here (Table 3, Figure 2)
Senegal [36] LIC, steady but not stellar growth (<6% p.a.). Now LMIC [35]

and the broader sustainability issues below.
Tanzania [36]

Korea [36]

LIC, rapid and stellar growth [35]

UMIC, rapid and slowing growth [21-23,35]

Vietnam [36] LMIC, steady but not stellar growth (<6% p.a.) [35]
Thailand [36] UMIC, after financial crisis and mixed record of growth [35]
Philippines [36] LMIC, mixed record of growth [35]

All the African countries in the study were LICs at
the time of the inception of their UHC programs,
including those which are now LMICs like Ghana
and Nigeria. This is remarkable in itself because in

Mexico [8,9] UMIC, rapid and steady growth [8,35] previous historical periods, adopting a UHC pro-
Argentina [8,0] UMIC, rapid but uneven growth [8,35] gram at that income level would have been consid-
Chile [8,9] UMIC, rapid and steady growth [8,35]

ered unthinkable. The point is not to say that no

A B
Public Health Expenditure per capita (Current US$): .. Total Health Expenditure as Percent of GDP: =Chile
2000-2015 —Korea 2000-2015 w— 003
. — Mexico 40 s Mg XiCO
9
== Nigeria s w—Nigeria
250 4 e Philippines I3 i
o b 7 1
a Rwanda S 6 —
‘c‘ 50 = Senegal _"'_’ 5 |
v ° e Senegal
‘5' == Thailand [
) ] e==Thailand
= 10 e Tanzania 5 3
Argentina 2 w==Tanzania
= Vietnam 1 B¢
2 T T T |
== Ghana 0 T T T

2000 2005

Note: Y axis values are logged.

2010 2015

2000 2005 2010 2015

Ghana

Figure 2. Health expenditure. Panel A. Public health expenditure per capita [35]. Panel B. Total health expenditure per

capita [35].
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How and why do countries make UHC policies?

LIC or LMIC should consider starting a UHC program; it is quite the contrary, as countries such as Rwanda
and Sri Lanka have shown that a country at practically any income level can initiate a UHC program if it un-
derstands its socio-economic context and is willing to be guided by evidence and realism about what it can
achieve within some given timeframes.

Much depends therefore on factors such as the content, ambition and timeline of the UHC program adopted.
In that respect, several of the LIC/LMIC countries have proved quite cautious in managing the fiscal impli-
cations of their UHC policy. For instance, in defining the benefit package, Rwanda and Senegal both limited
the package for some population groups due to budgetary considerations. With regards to resource mobili-
zation for UHC, nearly all the LICs/LMICs fell short of identifying specific additional sources of revenue for
their schemes, with Ghana, until recently, as a positive outlier for identifying a specific and highly-acclaimed
innovative additional revenue source for UHC. Nigeria also more recently legislatively allocated one percent
of the Federal Government’s Consolidated Revenue Fund for promoting coverage of a defined primary health
care (PHC) package across the country.
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In regard to phasing-in different population groups, Ethiopia, Nigeria, Senegal and Tanzania all limited access
to their UHC programs; usually the formal sector receives the most extensive benefits and funding, while the
informal sector is placed in a slower lane with CBHI schemes that offer varying but more limited benefits and
lower population coverage (with the exception of Rwanda and possibly Ethiopia, whose CBHI programs ap-
pear to have advanced faster in covering large numbers of the informal sector). Ethiopia also appears to have
been more deliberate in extending geographical coverage given fiscal and other capacity concerns. The pro-
gram began with the implementation of CBHI schemes, which were piloted in 13 woredas (districts) based
on a feasibility study. The program was then scaled up to other regions and woredas. Concurrently, with the
establishment of the Ethiopian Health Insurance Agency (EHIA), which has federal and regional level offices,
preparations are under way to set up the formal sector [37].

The Asian and Latin American countries in this study were generally at a more advanced income level and had
more dynamic, steadily growing economies than the African ones when they embarked upon their UHC pro-
grams, and therefore faced more favorable conditions for the potential success of those programs. In a con-
ventional sense, they had better justification for adopting such fiscally demanding initiatives, anticipating that
future growth would be able to help contain or meet the rising health care costs of a benefit package commen-
surate with the expectations of their populations whose incomes and living standards are rising.

Technical analysis and evidence for UHC decision-making processes

The use of evidence and data/information from other implementing countries, best practices, situational analy-
sis from one’s context and treatment guidelines to inform country-specific UHC policy decisions and programs
is critical and more likely to lead to successful design and implementation of a UHC program.

As the references for specific countries discussed in this section below show, not surprisingly, the MICs and
HIC in the study made better use of technical analysis (a data-driven approach) in assessing whether to adopt
the overall policy or not, but that approach was not systematically used by the LICs/LMICs. Ethiopia, Rwanda,
and to some extent Senegal and Tanzania, made some use of evidence-driven policy making in a broad sense,
either in the form of TA from partners to design the scheme or to design, implement and roll out prior pilot
schemes. The use of more rigorous scientific evidence, such as clinical guidelines and treatment protocols,
health technology assessments (HTA), calculations of expected costs per disability-adjusted life year (DALY)
and actuarial assessments of the benefit package vis-a-vis the expected revenues, which was more common
with the higher income countries in the study, was not a typical feature of the LIC/LMIC schemes.

In 2007-09, an Ethiopian team comprising Ministry of Health and external consultant staff conducted study
tours to African and Asian countries. Lessons from the study tours informed the framing of Ethiopia’s CBHI
design. Ethiopia’s CBHI design was also strongly influenced and inspired by Rwanda’s Mutuelles de Santé [30].

Ghana has one of Africa’s pioneering and most well-known NHI schemes, with the desire to cover the entire
population within its ambit. However, the countrys UHC set up process was highly politically driven, to the
practical exclusion and detriment of other, especially technical, considerations. While a large number of CBHI
and mutual health organization (MHO) schemes already existed prior to the NHIS and could have served as
de facto pilots for the NHIS design, the NHIS design team did not consciously seek to learn from and embed
best practices and lessons from those smaller scale initiatives, apart from using an initially decentralized design
(later abandoned) that built on the structure of pre-existing district-level mutual health insurance schemes.
Similarly, although a near-contemporaneous actuarial study was conducted by the International Labour Or-
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Table 4. Alignment of UHC policy with health priorities

ganization (ILO) to assess the feasibility of the then emerging NHIS, there is no evidence that this work in-
fluenced the design, given obvious design flaws that were apparent even at birth. Incorporating lessons from
existing CBHI/MHO schemes and/or findings from the ILO assessment could have led to a more sustainable
and efficient scheme than the one that was eventually set up.

In Argentina, selected UHC services are backed by clinical guidelines and approved by the Ministry of Health
and provincial health ministries. Through broad consensus, UHC policy decisions in Mexico were based on
facts, including cost per DALY gained per beneficiary per year [24]. In Chile, the reform had a scientific ba-
sis that drew upon the perspective of the public and reflected its needs. Estimation of cost per case and total
cost per condition were based on treatment protocols suggested by experts and scientific associations [8,9].

Itis notable that the LIC/LMIC processes tend to proceed from a political decision made in advance (a phenom-
enon that is not unique to that set of countries), frequently coupled with granular specificity regarding political-
ly palatable but technically challenging variables, such as the content of the benefit package and whether and
what cost controls should be built in. Such prior decisions then frame the subsequent processes in a way that
would not allow for ‘go’ or ‘no-go’ decisions to be made on those technical design variables that critically deter-
mine sustainability (eg, HTA can help decide what services should be included in the benefit package, but their
usefulness is precluded if a prior high level political decision has been made to offer a specific benefit package).

Alignment of UHC decisions with

. country health priorities
MEASURED BY HEALTH INDICATORS All countries would proclaim that their policies are

Ethiopia

Arguably yes [30,38]

Ghana

of course in line with their national priorities. For

Arguably not (curative-focused health benefits plan not targeting this stu dY we took a rather narrow view of national

key priorities) [14,33]

Nigeria

Arguably not at start, later modifications yes [18,39] health priorities, which measures, for an LIC/LMIC

Rwanda

Arguably yes [36] usually characterized by resource constraints more

Senegal

Different benefit packages for population groups not specifically severe than other countries, whether the benefit
targeting PHC or similar priorities [11,13] package of the UHC program covers or focuses on

Tanzania

Korea

? the causes of underperformance on key health indi-
Arguably no (weak PHO) [22,23] cators, such as those pertaining to maternal, neo-na-

Vietnam

Thailand

Arguably no [24,40] tal, and child health. Table 4 presents these findings
Arguably yes [26] for the countries studied.

Philippines

Arguably no (limited financial protection in spite of 70%-80%

population coverage by social health insurance) [27] One sign that a country is not focused on target-

Mexico [8,9]

Argentina [8,9]

Yes [8] ing those causes is the situation where resources are
Yes, Plan Nacer from 2003 based on PHC [8] sub-optimally allocated towards the higher levels

Chile [8,9]

Yes, but developed over time to reach that stage [5] of the health system, to the neglect or detriment of
the PHC level, particularly preventive and promo-

tive services. In most cases, therefore, focusing limited resources on health priorities translates into a situation
where PHC services (including preventive and promotive activities) are fully covered under the UHC program.

Countries studied generally aligned UHC policy decisions on the health benefit package to national health
priorities, although countries such as Ghana and Nigeria focused on curative rather than primary and preven-
tive care [24,41]. The Nigerian national health policy, health financial policy, national health bill and national
strategic health development plan (2010-2015) all focus on how to raise funds for health and move closer to
UHC [42], but resource allocation is skewed in favor of secondary and tertiary care over PHC [41]. Ghana’s
NHIS reimbursement policy excludes critical PHC functions, including preventive and promotive care. Indeed,
national policy is to promote the Community Health Planning and Services (CHPS) as the base of the health
system. While CHPS is connected to health centers in a satellite relationship and has a mission to reach all the
population with PHC, including outreach and home visits, the NHIS would not pay for those services. This
skewed the incentives towards making the CHPS units into curative care fixed stations where people go to seek
care, rather than have community health officers go to the people in the communities [43]. However, Ethio-
pia’s 2002 health sector development plan and the subsequent UHC program focused on universal PHC [30].

By virtue of the greater amount of resources available to UMICs to meet the needs of their populations, as well
as the much better use of evidence in making their resource allocation decisions, it would be expected that the
UMICs in our study should all meet this assessment dimension of alignment of UHC programs with national
priorities. Surprisingly however, three of the four Asian countries - including the only HIC in the study, Ko-
rea - have either weak or insufficient focus on PHC policies and practices, resulting in an increasing share of
hospital-based care in the UHC program (Table 4). Thailand is the exception among them in strengthening
PHC services in the UHC program.
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How and why do countries make UHC policies?

The Latin American countries fare rather better on this dimension. Argentina’s constitution states that the pub-
lic health system must provide free health services to all citizens who demand them, as needed and without
exception. The private and social health insurance subsectors therefore have explicit health benefit plans, for
which the Compulsory health plan establishes the general framework and indicates the services they must
guarantee [8]. Chile and Mexico both cover PHC services in their programs (Table 4).

Sustainability of UHC reform

Overall, it is arguable from this study that at least some of the LICs/LMICs, following the UHC 2030 agenda,
have made sub-optimal resource allocation decisions and failed to properly assess the best use of scarce resourc-
es. When UHC policy decisions were made, important dimensions (other than alignment with the key health
priorities discussed above), such as appropriate phasing, sequencing, national capacities and sustainability, were
not always paramount in decision-making (Table 5). Sequencing of reforms “refers to the order in which either
macroeconomic policy actions or specific reforms are introduced. Sequencing involves the order in which re-
forms are undertaken across sectors ... and the order in which reforms are undertaken within sectors ...” [45].

Table 5. Sustainability of design

SUSTAINABILITY
ISSUES:

DESIGN INFORMED BY
COSTING/ACTUARIAL
STUDY

PHASED APPROACH (GEOGRAPHICAL, TARGETING, HBP
SIZE, OTHER)

SEQUENCING OF REFORMS

Prior institutional reforms before UHC not clear

Ethiopia Yes? [38] Targeting of the informal sector phased [38] [11.30]
Ghana No [14] None, practically [14] None [14]
L Yes, federal employees first, other public sector and o
Nigeria No [18,39] ) Prior institutional reforms before UHC not clear [18]
informal sector afterward [18,39]
Rwanda Yes? [19,36] Yes, formal sector first, informal sector phased(?) [19] Yes, but institutional reforms lagging? [19]
Yes, for pilots, not for . .
Senegal expanded schemes [13] Formal sector first, informal sector phased [11,13] Sequencing not clear [13]
Tanzania N.A. Formal sector first, informal sector phased [20,44] N.A.
) . Prior institutional reforms (eg,, supply-side readiness,
21-
Korea Yes [21-23] \2{;’ formal sector first, then all informal sector | insurance agency institution building) before UHC
[21-23]
Vietnam No [24.25] Yes, formal sector first, then informal sector phased None [5,24]
[25,40]
. Yes, formal sector first, then all informal sector [24-  Prior institutional reforms (eg, supply-side readiness)
Thailand Yes [26] 26] before UHC [24,26]
Philippines No [27] Yes, formal sector first, then informal sector phased None [27]
[12,27]
. Yes, with segmentation of the population and o
Mexico [8,9] Yes [8] different health benefit plans [] Prior institutional reforms before UHC [8]
Argentina [8,9] ? Yes, Plan Nacer benefits phased in [8] Yes [8]
Chile [8.9] Yes [8] Yes, different health benefit plans for different Yes [8]

population groups [8]

We found that the MICs, with notable exceptions, generally tended to pay greater attention to these factors in
developing and implementing their UHC policies.

We found that the health system in Mexico is segmented, with the services received by the population depen-
dent on individuals’ employment status and even ability to pay. The Mexican Ministry of Health began imple-
menting the Coverage Expansion Plan (PAC) in 1996 with a strong emphasis on health promotion and pre-
vention, directed especially at the rural poor. In 1997, this package was integrated into the conditional cash
transfer program Progresa (Program for Education, Health and Nutrition), which was later renamed Oportuni-
dades. The implementation of Seguro Popular was gradual; the program launched its operations in 2001 in
five pilot states, with coverage of 59 500 low-income families. By December 2012, Seguro Popular had grown
to cover approximately 52.9 million people, roughly 45% of Mexico’s population [8].

Similarly, in Argentina, implementation of the UHC package was phased. The implementation of the Plan Na-
cer (now Program SUMAR) was conducted in two phases. The first phase began in 2004 in the nine provinces
of northern Argentina, and the plan was extended to the rest of the country in 2007. Plan Nacer began with a
health benefit package that was tightly focused on just a few prioritized benefits and population groups, later
taking a path of gradual expansion by adding “layers” of new population groups and services [8].
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In South Korea, the government introduced mandatory SHI (also NHI) in 1977 and incrementally extended
population coverage. In 1977, NHI was first applied to the poor and workers in big corporations with more
than 500 employees. Two years later, public employees, schoolteachers, and workers in firms with more than
300 employees joined the NHI, followed by incremental extensions to employees of smaller business. In 1988,
all rural self-employed individuals were covered by NHI, and a year later, universal coverage was achieved
when the urban self-employed joined the NHI. In 2000, more than 300 health insurance funds were merged
into a single payer NHI system, overcoming the challenges of a fragmented system [40].

The Ethiopian government targeted the informal sector and has been piloting and scaling up CBHI since 2010,
and is establishing SHI for formal sector workers as a means of achieving UHC [30]. Additionally, the UHC
scheme in Rwanda has evolved from a pure form of voluntary CBHI to one based on obligatory enrollment
and subsidies from the formal sector, thus paving the way for a NHI model. Before the scheme became com-
pulsory in 2006, it was already recognized as one of the rare successes of wide CBHI coverage in Sub-Saharan
Africa [19]. The Nigerian government piloted CBHI on a small scale in Anambra, Lagos and Kwara States, but
it was officially rolled out in Nigeria recently [42]. Senegal has also seen the development of numerous CBHIs.
The first such scheme originated in 1989 in the Western part of the country near the capital of Dakar. While
there has been substantial expansion of CBHIs throughout the country, there has yet to be any major efforts
to organize or consolidate these schemes into a more national health insurance plan [29].
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In Ghana, the NHIS was implemented without any phasing, whether of the benefit package or of the popula-
tion groups covered. A key factor often cited by stakeholders in the country for the scheme’s chronic deficits
and long delays in reimbursing providers, and even of the return of user fees for insured patients for suppos-
edly insured services, is the ambitious design and implementation features without any form of phasing and
irrespective of the economic and other capacities of the country [43].

CONCLUSIONS

The study found that global policies and technical and financial support from donors and international institu-
tions help to set the policy agenda and affect resource allocation decisions of LICs/LMICs, but have much less
influence on the decision-making of UMICs and the HIC studied. However, all countries make policies based
on their internal political and social dynamics, including the demands and aspirations of their own constitu-
encies, the desire to maximize their share of the votes (where there is a competitive political environment) and
the search for legitimacy and ‘developmentalist’ goals in an authoritarian regime context.

For the LICs/LMICs, their income level at inception did not appear to be a consideration in whether to start a
UHC scheme or not. Countries at different levels of development have made decisions to start UHC programs,
although the period when most of those countries in the study started their schemes coincided with positive,
but not necessarily always stellar, economic growth and slowly rising income per capita. For the UMICs/HIC,
the picture appears less ambiguous; they launched their UHC policies in a period of rapid economic and per
capita income growth and the decisions taken (eg, on the benefit package) were affected by their economic
circumstances and prospects.

The use of scientific evidence in the UHC decision-making process was much more pronounced in the UMICs/
HIC, and less so in the LICs/LMICs. The former countries tended to use rigorous methods such as clinical
guidelines and treatment protocols, HTA, actuarial assessments and costing and calculations of DALYs gained,
while the latter ones tended to rely on TA from partners to design and implement their schemes, pilots in some
cases, and study visits to learn from other country experiences.

From this analysis, the use of scientific evidence to inform decisions on the path to UHC presents perhaps the
clearest contrast between the LICs/LMICs and the UMICs/HIC studied. Given how determinative the use of
evidence can be for success (a sustainable design) or failure, this is an issue of concern about the manner in
which UHC decisions are made and implemented in the LICs/LMICs. A further question that then suggests it-
self, but which we have not investigated, is whether this finding reflects a true lack of local capacities or wheth-
er, at least in some cases, there might have been substitution of external (or development partner) TA for the
local capacities, which may have undermined sustainability.

Further, we also found that UHC policies tended broadly to align with country health priorities (as measured
by adequate or complete coverage of PHC services, including prevention and promotion), with some notable
exceptions that did not align neatly with the LIC/LMIC and UMIC/HIC divisions that we have seen through-
out the rest of the study. This is a potential area for future research, as this result appears at face value to be
rather counter-intuitive.
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How and why do countries make UHC policies?

Most countries of different income levels tended to pay attention to the fiscal implications and hence financial
sustainability of UHC design, by phasing in the implementation (including gradually increasing the popula-
tion covered, the size of the benefit package, or the geographical coverage) and limiting the availability of the
benefit package to different population groups (for LICs/LMICs in particular). The UMICs/HIC were almost
all characterized by phased implementation over time until they reached high population coverage with more
generous benefit packages. Arguably, this more careful approach to achieving UHC is one instructive manifes-
tation of the above finding concerning the deliberate use of evidence and data to make UHC policy decisions
by the UMICs/HIC, compared to the LICs/LMICs. Phasing in the reforms does however involve accepting a
potential risk of fragmentation and social stratification.
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