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Dear Editor, 

Universal health coverage (UHC) is considered 

a powerful mechanism for achieving better health, 

promoting human development, and enabling 

equitable access to health services for all. In this 

regard, the whole idea of UHC rests on provision 

of a full range of essential health services and 

financial risk protection for all the citizens of a 

country. Therefore, UHC is advocated as a 

mechanism to ensure health equity, that is, to 

ensure equal access to healthcare services for all 

the individuals. The United Nations' Sustainable 

Development Goals (SDGs) to be achieved by 

2030 also advocates achieving UHC as an 

important milestone accomplished under larger 

health goal. With UHC becoming a major policy 

goal globally and its increasing adoptions at policy 

levels across various member states of the World 

Health Organization (WHO), the progress toward 

UHC should be continuously monitored across 

respective states (1). 

According to the WHO's report in 2000, one of 

the fundamental functions of a health system is to 

establish a health financing system that protects the 

population against the financial risks associated 

with poor health. Such risks can be assessed in 

terms of catastrophic health expenditure (CHE) 

and impoverishment from medical expenses (2). 

The goal of UHC is to provide protection from 

such risks by providing equitable, affordable, and 

accessible healthcare to all the individuals. Such 

protection from financial risks is directly affected 

by the financing policy of health system. When 

direct payments to obtain healthcare services do 

not expose people to financial threats and do not 

affect their standards of living, financial protection 

is achieved (3-5). The out-of-pocket health 

expenditures (OOPHE) on healthcare, made by 

households at the healthcare delivery point, can 

sometimes push them into the boundaries of 

poverty. Therefore, the extent of protection from 

financial risks regarding payments of healthcare 

delivery can be indicated by OOPHE (6). 

Since the commitment to UHC by all the 

members of the WHO in 2005, the advances have 

been made in providing affordable healthcare and 

also in reducing risk related financial threats from 

OOPE; they are illustrated by the progress toward 

Millennium Development Goals in the form of a 

worldwide fall in OOPE for using health-related 

services. Despite such continuous efforts to 

progress toward UHC, the universal access to 

health-related services and financial risk protection 

has not reached the level envisioned by UHC. For 

example, it was estimated that nearly half of the 

people infected with human immunodeficiency 
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virus were not receiving anti- retroviral therapy. 

The numbers of people who paid for such services 

from their pockets and suffered from catastrophic 

effects of such payments are estimated to be 150 

million (1).
 
Furthermore, the conditions that cause 

health-related problems and the financial power of 

a nation to protect its citizens from such conditions 

are different. Therefore, it is highly important for 

the respective countries to plan for health services 

coverage and ensure financial risk protection while 

effectively utilizing the limited resources (7).  

To keep a continuous track of health services 

coverage and also the indicators related to financial 

coverage, WHO and World Bank jointly developed 

global monitoring framework to observe the 

progress toward UHC. Financial coverage 

indicators in this framework include those derived 

from OOPHE including the proportion of 

households that spend more than 10–25% of their 

income on health and those who are impoverished. 

OOPHE is the money paid by people for any type 

of service (preventive, curative, rehabilitative, 

palliative, or long-term care) provided by any type 

of provider. The payment includes cost sharing 

(the part not covered by a third party like an 

insurer) and informal payments (for example, 

under-the-table payments), but they exclude 

insurance premiums. OOP payments could be 

financed through household’s income, remittances, 

savings, or borrowing (8).
 
 

There are many countries in which people do 

not pay for the required health services due to the 

fear of the burden coming from OOPE (9).
 
The 

highest rate of OOPHE has been recorded in 

Pakistan, India, Bangladesh, in comparison to 

other countries in the world. Such imposition had a 

direct effect on their living conditions and may 

also lead to impoverishment when OOPE is 

considered catastrophic (5). 

WHO proposed that health expenditure should 

be called CHE whenever it is ≥40% of the 

household’s capacity to pay (10).
 
However, there 

is no right or wrong approach to measure CHE. 

Different studies adopted different approaches. 

Some studies defined CHE as the OOPE 

surpassing a specified percentage, for example, 

10% or 25% of income. This was the approach 

adopted in SDG 3.8.2 (8).
 

Other studies relate 

health expenditures not just to income but also to 

the income less a deduction for necessities; the 

argument is that this may provide a better measure 

of a household’s capacity to pay OOPHE. These 

approaches are part of WHO regional frameworks 

to monitor CHE (11).
 
Global monitoring report on 

UHC demonstrated the number of people with 

CHE. It is estimated that in 2010, 808 million 

people incurred CHE at 10% threshold, equivalent 

to 11.7% of the world’s population in 2010. At 

25% threshold, the figures were 179 million and 

2.6%. The report also noted that the rate of CHE 

was higher in Asian regions, hence contributing a 

significant portion to the global rate (8).
 
Although 

estimating OOPHE reveals the status of CHE, 

identifying factors that increase the chances or lead 

to CHE is also important. The factors include 

socioeconomic status, history of financial losses or 

loans in households, the type of the condition 

(acute or chronic), and incurred expenditures for 

diagnosis and management. Other factors include 

loss of wages or job and the means of managing 

such expenditures in both short term and long term 

mainly in the event of financial distress (12). 

With the adoption of UHC globally and 

countries making their national health policies in 

line with UHC, it is highly important to 

continuously monitor such progress toward UHC. 

This can be done by constantly measuring the 

OOPHE and CHE and assessing the levels of 

financial protection for all the citizens, especially 

among those from economically weaker sections 

of society. Regarding low- and middle- income 

countries with high CHE, support systems has to 

be built for continuously measure the progress 

toward UHC by monitoring CHE and 

impoverishment. More research should be 

conducted, with emphasis on the financial aspects 

of receiving healthcare. The range would be from 

general descriptive studies to more specialized 

studies focusing on specific disease conditions or a 

specific aspect of the treatment among the 

beneficiaries of various financed health insurance 

plans. Findings from such research facilitate policy 
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reforms targeting the effects of CHE on 

households. This forms the basis for monitoring 

the progress toward UHC in any given setting.  
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