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What does it mean to 
“include” a health program 
in UHC?
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Simple framing of UHC goals

Financial 
protection

Unmet 
need



“Towards UHC” from aspiration to 
practical orientation for policy

• No country fully achieves all the coverage objectives
• And harder for poorer countries

• But all countries want to
• Reduce the gap between need and utilization (equity in use)
• Improve quality
• Improve financial protection

• Thus, “moving towards Universal Coverage” is 
something that every country can do

• An improvement rather than achievement orientation for 
policy reforms



UHC is not a scheme
• UHC is about Goals 

(what we want)
• Equity in service use 

relative to need
• Quality improvement
• Universal financial 

protection
• (and intermediate 

objectives like equity and 
efficiency in resource 
use)

• HSS is about Instruments 
(what systems do)

• Better mix, distribution 
and capability of 
workforce

• Investment to improve 
disease surveillance

• Reducing fragmentation
• Contracting NGOs for 

service delivery
• Provider payment 

reform…



What UHC brings to public policy on health 
coverage
• Coverage as a “right” (of citizenship, residence) rather than as just an 

employee benefit
• Critically important implications for choices on revenue sources and the basis 

for entitlement

• Unit of Analysis: system, not scheme
• Effects of a “scheme” or “program” on its members is not of interest per se; 

what matters is the effect on UHC goals considered at level of the entire 
system and population – a concern with spillover effects

• Requires “governance for UHC”, above scheme-level

• A redistributive and therefore explicitly political agenda



Pooling

Purchasing

Revenue collection

Service provision

People

People

and also 
this:  
Reforms to 
improve how 
the health 
financing 
system 
performs

Unpacking health financing choices

This

Population, service, and cost
coverage; level and distribution of 
utilization, extent of catastrophic
and impoverishing payments…



What basis for entitlement for 
priority program services?

• Contributory-based (traditional SHI)
• Only for contributors or specific persons subsidized by government
• Risk that some who need services (and may have been previously entitled 

under the national program) won’t have access

• Non contributory-based
• Based on residence, poverty criteria, or disease criteria
• Most (only) sensible approach when considering integration



Why priority programs are priorities?

• Usually, communicable disease-oriented
• Social benefit far beyond the individual seeking treatment or prevention – an 

efficiency justification for having low/no financial barrier at point of use
• This implies funding from general budget revenues, sometimes supplemented 

by donors
• Common examples: HIV, TB, Polio
• I’m not an expert on family planning, so you will need to decide on the “fit”



Should [insert country name]
integrate [insert health program 
name] into health insurance?



We need to look at the question in 
terms of specific functions and policies

• Integrating into “health insurance” really means
• integrating priority program services into the SHI benefit package
• purchased by the national health insurance agency, from the same pool of 

funds as for other services
• ideally using the same information platform as for other services
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First question for thinking about this in 
context of these services in particular

No, just for “insured” 
based on contribution

STOP HERE: DO NOT 
INTEGRATE

Is entitlement universal?

Cannot make service with 
broad externalities dependent 

on contributory insurance 
status

Yes, non-contributory 
entitlement for all who 

need it

Continue to next 
question
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Assuming non-contributory 
universal entitlement…

Only from within 
existing “insurance pool”

UNLIKELY TO 
WORK

Funding source?

Transfers from existing national 
programs that currently fund 

services directly

Depends, but likely very difficult to 
simply scale up universal benefits 
without additional budget inflows

Possible; requires some 
reformulation of national program 

functions

Go to next question
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Assuming universal entitlement with budget 
transfers from national program to HI agency

No demonstrated capacity as yet; 
just pays

HANDLE WITH 
CARE

Capacity of HI agency for “strategic purchasing”?

Experience with paying for outputs, 
managing data, reporting results, 
contracting non-state providers

Still possible, but “piloting strategic 
purchasing” by HIF with highly 

visible, priority services may be a 
dangerous way to start

Possible; contract between national 
program and HIF to specify 

accountability and reporting 
requirements

Next…
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But if the conditions can be met, 
integration can be key driver towards UHC

Universal entitlement, budget transfers from programs 
linked to accountability for results

Even with an HIF that has partial 
population coverage, these services 

must be universalized

In turn, efficiency will 
demand unifying the 

underlying data systems 
for all patient contacts 

regardless of 
contributory insurance 

status

Accountability and 
reporting requirements, 
combined with unified 
data systems, reinforce 

strategic purchasing 
capacity

Virtuous “pro-UHC 
cycle” stimulated by 

priority program service 
integration (SO LONG AS 

THE CONDITIONS ARE 
MET!)



UHC is not a 
scheme –

separate ends 
and means 

A right is 
different than an 
employee benefit

Non-contributory 
entitlement is 

non-negotiable

Funding source 
does not 
change

Will we get 
better purchasing 

and service 
delivery?

Can this become 
catalyst for more 
unified system?

Things to remember, questions to consider



Thank you



Examining the level and inequality in health insurance coverage in
36 sub-Saharan African countries

Edwine Barasa , Jacob Kazungu, Peter 
Nguhiu, Nirmala Ravishankar

3rd June 2021



Background

• Globally, countries have committed to achieve universal health coverage (UHC).

• SSA countries are increasingly reforming their health systems to accelerate
progress towards UHC.

• Achieving UHC requires countries to scale up access to needed good quality
services while protecting the population from financial ruin.

• SSA are increasingly turning to public contributory health insurance as a
mechanism for removing financial barriers to access and extending financial risk
protection to the population (38% countries established NHI in the last 10yrs).



Objectives

• Against this backdrop, we aimed:

1. Examine the level of population
coverage with existing health
insurance in 36 SSA countries.

2. The inequalities in the
distribution of health insurance
coverage in the 36 SSA
countries.



Methods

• We analysed secondary datasets from the DHS for 36 SSA countries.

• We computed weighted mean of health insurance for any type of health 
insurance and specific types

• We assessed income-related inequalities in health insurance coverage 
using:

• SII, Rich-poor ratios, Concentration index & Concentration curves

• Analysis was done in STATA



Results 1: Level of Health Insurance 
Coverage



 Overall, HIC in SSA is low –
only 8 in 100 people in SSA 
are covered by any HI.

 Huge inter-country 
disparities exists – 0.8% in 
B.Faso t0 78.7% in Rwanda

 Ghana’s NHIS and Gabon’s 
CNAMGS were established in 
2003 and 2007 resp. and are 
funded mainly from Tax  
Levy

 Although Kenya’s NHIF was 
established in 1966, 
coverage remains low due to 
challenges in extending 
coverage to the informal 
sector





Results 2: Inequalities in Health 
Insurance Coverage



HI coverage is 
pro-rich.
CIX=0.4

Lesser pro-rich 
inequalities 
exists among 
countries with 
NHI than PHI 
(59%)



Conclusion

• Health insurance that is de facto voluntary for the majority of the 
population is clearly not effective in achieving population coverage at 
scale.

• 3 out of the 4 countries with HI coverage above 20% have publicly 
owned health insurance systems that are significantly tax funded, as 
opposed to dependence on voluntary contributions.

• SSA countries should reconsider voluntary contributory HI mechanisms 
and instead reorient their health financing system towards non-
contributory tax-funded arrangements.

• This will contribute not only to resolving the challenge of low coverage 
but will also reduce inequalities in health insurance schemes in SSA.



Thank You



What has National Health Insurance in 
Indonesia meant for FP?

Dr. Prastuti Soewondo, Ministry of Health Indonesia
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Indonesia – Snapshot of FP Coverage by JKN

Shared mandate –
BKKBN and JKN both have 

responsibilities for FP 
coverage

Expanding NHI –
started in 2014, JKN now 
covers over 80% of the 

population
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Mix of providers –
JKN contracts and actively 

purchases from both public and 
growing private providers 
(more hospitals than PHC)

Proportion of PHC facilities contracted with JKN

Proportion of referral hospitals contracted with JKN

Proportion of population covered by JKN

Wide coverage –
JKN covers full range of FP 

services and methods 

Covered at PHC 
Providers

Covered at 
Hospitals

Capitation
• FP counseling
• SRH services 
• Short-term 

methods (e.g. 
pills and 
condoms)

Fee for Service
• Injectables
• Implants
• IUDs
• Tubectomy/ 

Vasectomy

Case-Based 
Payments
• Post-partum 

hospitalizations 
• Male 

sterilizations

• Purchase/distribution 
of FP commodities

• FP promotion 
• LG coordination

JKN

• Contracting providers
• Payment for FP claims 
• Quality monitoring

FP Providers 



Drop in mCPR prior to JKN –
No increase after JKN.  Higher 

mCPR among uninsured

JKN seems to be working for LARCs, less for STMs –
Increase in LARC use, especially among the poor, 

insured, and eastern provinces 

Indonesia – Impact on FP (so far)

Most access STMs from 
sources not covered by JKN –
Leading to high OOP payments 
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mCPR among insured and uninsured married 
women

Insured Uninsured

Injectable, 
50.6%

Pill, 21.1%

Condom 
(male), 
4.4%

LAM, 0.2%

Sterilization 
(female), …

Sterilization 
(male), 0.2%

IUD, 8.5%
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Latest is that FP is safe, for now

Latest discussions on FP & the JKN benefits package

Concern about JKN sustainability
Rising cost deficit due to low 

contribution and generous benefits 
package
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THE

Discussions to remove FP from JKN 
benefits package –

Especially due to lack of impact on 
mCPR and OOP payments

Indonesia situation shows that adding FP to the 
package of an NHI is not as clear-cut as it seems 

and needs careful calibration

The new Minister of Health is very focused on 
prevention and now wants JKN to cover FP, but to 
find ways to improve mCPR, lower OOP payments, 
and improve alignment between JKN and BKKBN

GoI is in the process of 
reforming contribution 

structure and package in 
attempt to reduce costs

Discussions around 
whether JKN is the right 
vehicle to cover all types 

of FP, given how the 
population utilizes these 

services

Would a supply-side 
purchaser, also tasked 
with promotion, be a 

better fit?  Pitfalls here 
too (e.g. contracting 

private providers)



Thank You



Family planning, UHC & equity
Sophie Witter

Professor of International Health Financing and Health Systems
Queen Margaret University of Edinburgh
ReBUILD consortium research co-director



Overview
• Inequities in coverage by NHI
• Coverage does not mean utilisation
• Utilisation does not mean financial protection
• Considering the wider landscape – e.g. service organization and distribution
• Cross cutting intersectional barriers – age, wealth, location, cultural barriers, intra-

household dynamics, gender
• Key issues for equity



Inequities in NHI coverage
• Informality, lifecycle issues, gender, reproductive health 

work – all represent barriers to inclusion in employment-
based schemes

• currently only 45% of women are employed, compared 
to 71% of men

• up to 90% of employed women in Africa and South Asia, 
and 75% in Latin America work in the informal sector

• Women who are most socio-economically disadvantaged 
are least likely to work full-time or within the formal 
sector

• Informal sector less covered even when subsidised (e.g. 
in Ghana)

• More than 80% of unpaid care work is done by women
• Growth in non-standard jobs globally 

• Often also limited by insurance design, e.g. where limited 
number covered in HH

• Other barriers for inclusion – age, education, disability, 
religion, location, refugee status etc. Vijayasingham, L., Govender, V., Witter, S., Remme, M. (2020) Employment-based 

health financing does not support gender equity in Universal Health Coverage. 
British Medical Journal;371:m3384

https://www.bmj.com/content/371/bmj.m3384


Coverage vs utilisation
• FP often not included

• Only six of 14 government-sponsored HI schemes in USAID FP priority countries included FP in their benefit 
package (Eldridge and Appleford 2016) 

• Physical and social access barriers
• Distribution of services, transport, safety, acceptability, stigma, practical issues (ID etc)

• Quality perceptions
• Often correlated with socio-econ status

• Informal payments
• Especially where official reimbursement is low, late etc.

• Poor awareness of benefits
• In a study from India, use of family planning under a health insurance scheme was found to be low, estimated at 

2%, with poorer couples less likely to be aware of family planning inclusion (Mozumdar et al., 2018)
• Delays in reimbursements of providers

• Often contributing to informal payments
• Poor provider attitudes

• Not necessarily comfortable promoting FP, especially some methods and for some groups (e.g. adolescent girls, 
men)



Utilisation and financial protection

• Public health insurance can increase financial protection but not 
guaranteed

• 26/46 indicated some improvement in recent systematic review - Erlangga et al. 2019
• Continued high dependence on OOP, especially in LICs and FCAS (30-40% of 

overall spend)
• The financial commitment to health has been too limited to support 

equitable UHC in many settings
• There is always a fall-out from such a mismatch between the promise and reality of 

funding
• NHI often sold as bringing in additional funding but more realistically 

influences pooling (and sometimes purchasing)



Considering the wider landscape

• Progressivity of funding sources
• Government budgets versus aid dependence for commodities – importance of reliable 

funding
• Conducive provider payment methods

• Incentivising without ‘coercion’ especial challenge for FP
• Service provision

• Many UHC policies have focused on financial entitlements of population groups without 
a matching emphasis on the equitable availability, cost and quality of healthcare supply 
– service availability, quality, staff distribution etc.

• E.g. who provides FP? Failure to train staff in routine services (e.g. ANC)



Trade-offs

• Equity is implicit within the UHC 
focus, but equity goals and trade-
offs are rarely made explicit or 
publicly debated at country level 

• This may be expedient but means 
that monitoring success or failure 
in relation to equity is neglected

In Ghana, for example, there is no analysis of utilisation by different 
groups within the NHIS membership
In wider annual sector reviews, out of 45 indicators which were regularly 
reviewed to assess overall performance, only seven relate directly to 
equity. 

– Many of these are either uninformative (for example, the 
proportion exempted within the NHIS is reported, even though 
this is not directly linked to need or deprivation) 

– Or unpopulated due to lack of data (e.g. the proportion of 
households in the first quintile insured under the NHIS is not 
available on an annual basis)
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Witter, S. et al. (2018) Leave no one behind – Operationalizing 
universal health coverage and social protection in Agenda 
2030. OPM report for OECD

https://www.oecd-ilibrary.org/docserver/bae641e2-en.pdf?expires=1614265458&id=id&accname=guest&checksum=DCA782FE39340E8D3DD6ED2A051BBD50


Address non-financial barriers
• Need to address information, gender, cultural, religious, 

geographical and other barriers faced by non-users, who are not 
able to take up their theoretical UHC entitlements 

• More sensitive implementation, with joined-up efforts by health 
and social protection programmes, could ensure that equitable 
aspirations are realised 

• Too often, UHC is understood simplistically as providing 
insurance coverage, which itself has no value without 
complementary elements

44
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