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The need for a systemic approach to complex 
challenges and for better understanding 
the relationship between population health 
and its economic consequences have been 
recognised for years as the basis towards 
sustainable solutions in global health. The 
emergence of a movement promoting 
Universal Health Coverage (UHC) as the 
ultimate means to ensuring equitable access 
to health for all people, raised the attention 
to the importance of re- imagining health 
systems. The COVID-19 pandemic further 
highlighted the importance of UHC that 
should be promoted with better governance 
and linkages to social protection systems.

UHC IS KEY TO FACE POPULATION HEALTH 
THREATS
UHC is the aspiration that all people will 
obtain access to quality health services they 
need while not suffering financially as a result 
of paying out of pocket for health care.1 UHC 
requires that countries expand the availability 
of, and effective access to, essential health 
services and include more people in risk 
pooling mechanisms, such as social or private 
medical insurances or tax- based prepaid 
systems, to reduce out of pocket payments at 
point of service.

The inclusion of UHC in Sustainable Devel-
opment Goal 3 (SDG 3) has generated atten-
tion to coverage of essential health services, to 
financial protection—catastrophic or impov-
erishing out- of- pocket health spending—and 
to health system strengthening. Implicitly, 
it has also supported the inclusion of equity 
considerations into the global health agenda. 
Like AIDS a generation ago, UHC has 
re- energised the social justice driver of the 

community with greater political resonance 
than other health causes beyond ministries of 
health. Yet, as effectively demonstrated by the 
recent Lancet Commission on high quality 
health systems, there is a long way to go to 
strengthen health systems.2

Considering only access to medical services 
brings the risk of promoting what has been 
termed as ‘volume- based health systems’ 
that focus on quantity of medical care rather 
than quality or outcomes.3 The COVID-19 
pandemic showed how UHC provides the 
foundations for resilient health systems able 
to face new threats to population health. 
However, it also highlighted the shortcomings 
of modern and well- resourced health systems, 
especially when advanced tertiary care is not 
matched by adequate public health, primary 
care and social care systems. In many coun-
tries, this imbalance meant slow implemen-
tation of essential public health measures to 
promote enhanced hygiene practices, isola-
tion and physical distancing, in particular to 

Summary box

 ► Moving towards and sustaining Universal Health 
Coverage (UHC) is critically important to build resil-
ient health systems and to promote more inclusive 
and fairer societies.

 ► The progressive realisation of UHC requires good 
governance and linkages with social protection 
systems.

 ► UHC policies should be coordinated with social pro-
tection systems providing social safety nets and co-
ordinated governance is required across health and 
social sectors.

 ► This requires system- wide social and health policies 
breaking the boundaries of traditionally fragmented 
welfare systems and global health programmes.
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protect the most vulnerable groups such as elderly people 
in care institutions.

A major challenge is how countries with limited 
resources, or under tough budget constraints, can sustain 
in the long- term universalistic health systems able to deal 
with the contemporary challenges. Most countries that 
have an advanced health system, such as those of western 
Europe, are facing challenges to financially sustain them. 
Also as a result of this, there are inequalities in health and 
in access to health services in most advanced countries, 
as well as high out- of- pocket payments that often cause 
financial hardship to the poorest population groups.4 5

In high- income and, increasingly, in middle- income 
countries the decline in fertility rates, coupled with life 
expectancy increases, led to ageing populations and 
changes in family structures, shrinking the number of 
people economically active and increasing the number 
of people in need of support from the welfare system. In 
addition, the technological changes with the continuous 
development of new medical technologies contributed to 
increased people expectations. In the health sector, this 
is particularly important as several new medical technol-
ogies are often of relatively low health value. When they 
are really innovative, they are usually very expensive and 
create financial challenges to health systems.6

Several less advanced countries that committed to move 
towards UHC are still far from making enough progress 
facing increasingly financial sustainability challenges. 
Health protection schemes such as health insurances can 
expand access to health services that are more profitable 
for healthcare providers, without necessarily expanding 
primary care or public health preventive services. This 
can lead to inefficient resource allocations and poorer 
than expected health outcomes.3

In low- income and middle- income countries, while a 
large part of the burden of disease is still suffered by poor 
populations living in deprived areas, the burden of non- 
communicable diseases (NCDs) is on the rise to the point 
that the vast majority of deaths caused by NCDs is already 
today in those countries. In these same countries, health 
systems are largely failing to address this burden.7 8 This 
is a sufficient reason for these countries to urgently iden-
tify innovative ways to effectively include the whole popu-
lation in health protection schemes—beyond providing 
good- quality health service through UHC policies 
covering the entire population or the largest part of it.

On the one hand, sustainable health protection 
systems must mobilise enough financial resources. On 
the other hand, they also have to be trusted by all the 
stakeholders involved and benefit from them. The only 
way health protection systems can meet these conditions 
is to respond to the evolving needs continuously modi-
fied by environmental changes, and by demographic, 
epidemiological, cultural and technological changes. In 
this respect, first the Ebola crisis in 2014 and later the 
COVID-19 pandemic in 2020 demonstrated the impor-
tance of building resilient health systems,9–11 able to antic-
ipate and prepare for acute shocks, while continuously 

addressing the routine health needs of the population 
when facing these shocks. Yet, strengthening health 
systems resilience to shocks will require substantial long- 
term investments and capacity development.

Additionally, the emphasis on access to healthcare 
services and out of pocket medical payments may reflect 
a narrow view of health and of the socioeconomic risks 
associated with being ill. For example, employment condi-
tions and access to adequate social insurance systems for 
income security affect both patients’ and care workers’ 
ability to follow public health advice to stay home when 
sick, self- quarantine after exposure, use healthcare and 
rehabilitation services.

During the COVID-19 pandemic, inadequate sickness 
insurance due to short- term employments and free-
lancing in the growing gig economy has led to presentism 
that fuels transmission. In non- pandemic times too, 
weak social protection increases risk of both impover-
ishment due to income loss when sick and presentism 
that hinders quick recovery and effective rehabilitation. 
Health systems strengthening therefore requires progres-
sive realisation of both UHC under SDG 3 and universal 
social protection under SDG 1.12 13

THE PROGRESSIVE REALISATION OF UHC REQUIRES GOOD 
GOVERNANCE AND LINKAGES WITH SOCIAL PROTECTION 
SYSTEMS
Against this background, two crucial and interlinked 
issues would deserve more attention. The first is that 
health systems do not operate in isolation from the 
broader social context in which they are located. Rela-
tionships between the social protection programmes 
and health system actors, those within the health system 
and those with the population they serve, are deter-
mined and modified by the socioeconomic environment, 
values, social norms and standards. Understanding of the 
contextual factors along with a conducive health system 
governance and political commitment are deemed to be 
among the determinants of better health and the key to 
improve health protection performance.14 15

Good governance is explicitly mentioned in SDG 16 
that points to the need to ‘develop effective, account-
able and inclusive institutions’.15 However, the relation-
ship between governance and health is multifaceted, 
including broader governance environment, public 
policies and those specific to the health sector, and the 
effectiveness of institutions or organisations.16 Gover-
nance encompasses multiple aspects, such as systems of 
representation and engagement for citizens, account-
ability mechanisms, power and institutional authority, 
ownership, political stability, transparency and the rule 
of law. It is related to how policies are formulated and 
implemented and how regulation is generated and exer-
cised, as well as to the accountability mechanisms of all 
stakeholders.17–19 Governance is thus related to how 
political, economic and administrative leadership and 
authority are exercised within a health system. Despite 
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the increasing literature on health system governance 
(e.g.16 20–24) documenting several governance weaknesses 
and the importance of it for high- quality health systems, 
little is known about how governance can be improved to 
support progress towards UHC.

The second crucial issue is the need to create better link-
ages and joint governance between UHC policies, focused 
on access to health services and to the direct expenses 
incurred by citizens for purchasing these services and 
medical products, and systems that address the full economic 
consequences of ill health. In fact, the social and economic 
burden of ill health is often much larger than that related to 
high out of pocket payments for medical services and prod-
ucts. It includes non- medical direct expenses (for travelling, 
food, accommodation, etc.) incurred when accessing health 
services, and income losses due to unpaid sick leave, disability 
or restrictions to the workplace due, for instance, to the risks 
of transmission of infection.12

Several high- burden infectious diseases such as tubercu-
losis, that requires a long period of treatment, or HIV/AIDS 
that requires lifelong medications, are associated with risks 
of major income losses as well as additional non- medical 
expenditures such as on transport and food.25 NCDs have a 
high social and economic burden to households facing risks 
of income losses.26 Caregivers of people with NCDs are more 
likely to be women with consequences for both childcare 
and female labour participation. In addition, it is likely that 
the economic and financial struggles due to lack of health 
protection are associated with long- term consequences for 
human capital accumulation and with productivity losses.

Health crises such as the current COVID-19 pandemic 
cause economic disruptions that, if not addressed, will lead 
to long- term increases in poverty. Weak social protection 
systems make people less resilient to health shocks, less 
able to seek care when needed, less able to follow preven-
tive advice and more prone to economic hardship related 
to healthcare use (especially long hospitalisation), disability 
(including long sequelae) and quarantine. Poor integration 
(service delivery and funding streams) of health and social 
services (especially for the elderly) hampers implementation 
of pandemic/public health responses.

In addition, poor employment and working conditions 
in health and social services weakens infection control 
measures, while lack of sickness insurance (including for 
care staff) leads to presentism, with health consequences 
for the individual and poor infection control. Lastly, general 
lack of unemployment insurance leads to economic disaster, 
related to both individuals’ health issues, forced quarantine 
and general lockdown.

The countries with stronger social protection mechanisms 
will be better able to mitigate these health and economic 
consequences, for example, through temporary adjustments 
to qualifiers and entitlements for income replacement 
during pandemics. Yet, in most low- income and middle- 
income countries, social protection systems are weak or 
in- existent, and they often rely on external donor- funded 
programmes with limited scope. A recent review article 
showed that, in most low and middle income countries, the 

effective coverage of the policies in place for income secu-
rity is very low and existing schemes often exclude those who 
have the greatest need.27

CONCLUSIONS
Moving towards and sustaining UHC, as expressed in SDG 
3, is critically important to build resilient health systems and 
to promote more inclusive and fairer societies. Yet it will be 
hard to make substantial progress towards UHC without 
promoting simultaneously universal social protection that 
will contribute to realise SDG 1 targets of alleviating poverty, 
and stronger governance structures as indicated by SDG 16.

UHC policies should, thus, be coordinated with social 
protection systems providing social safety nets, and coordi-
nated governance is required across health and social sectors. 
This is a major challenge that requires system- wide social and 
health policies breaking the boundaries of traditionally frag-
mented welfare systems and global health programmes.
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