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Background: Achieving universal health coverage (UHC) is critical for ensuring equity, improving health, and protecting households 
from financial catastrophe. The COVID-19 pandemic derailed the progress made across primary health targets. This article aims to 
review the policy challenges to achieve UHC in a post-pandemic world.
Methods: A narrative review of 118 peer reviewed and grey literature was conducted. A total of 77 published articles were identified 
using an electronic search in PubMed and Scopus and a bibliographic search of relevant literature. Another 41 Reports, websites, 
blogs, news articles, and data were manually sourced from international agencies (WHO, World Bank, IMF, FAO, etc.), government 
agencies, and non-government organizations.
Findings: The challenges were identified and discussed under five broad findings: i) weak public health care systems ii) challenges to 
building resilient health systems, iii) health care financing and financial risk protection, iv) epidemiological and demographic 
challenges, and v) governance and leadership.
Conclusion: LMICs in Africa and South Asia face significant challenges to achieving UHC by 2030. As countries recover from the 
pandemic’s aftermath, significant investments and innovations are needed to ensure progress toward UHC. Efficient resource 
mobilization through internal accruals, international cooperation, and resource sharing is needed.
Keywords: COVID-19, health systems, healthcare financing, primary health care, universal health coverage

Introduction
The foundation of Universal Health Coverage (UHC) is based on an egalitarian view of health care as a fundamental 
human right, in the spirit of earlier unifying concepts such as Health for All and the Alma-Ata declaration. UHC presents 
a vision in which all citizens enjoy a robust and efficient health system that spans preventive and curative healthcare, 
affordable access, access to medicines, and sufficient healthcare human resources.1 UHC is defined by the World Health 
Organization (WHO) as “ensuring that all people obtain the health services they need, of good quality, without suffering 
financial hardship when paying for them”.2 It covers the entire continuum of essential health services, from health 
promotion to prevention, treatment, rehabilitation, and palliative care across the life course. The delivery of these 
services requires capable healthcare systems and healthcare workers with optimal skill mix, equitably distributed, and 
adequately supported with sustained financing and resilient healthcare infrastructure.

Improving human health and well-being (Goal 3) is central to achieving Sustainable Development Goals (SDGs).

“Achieving UHC including financial risk protection, access to quality essential healthcare services, and access to safe, adequate, 
quality, and affordable essential medicines and vaccines for all” (target 3.8) 

is vital to achieving the third sustainable development goal. The political declaration of the United Nations (UN) general 
assembly’s high-level meeting on UHC recognized that investments made at the 2019 level were insufficient to achieve 
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SDG targets.3 The WHO 13th General Programme of Work (GPW 13) 2019–2023 estimated that in 2019, at least half of 
global population lacked access to essential health services.4 It recommended covering at least a billion more people 
every five years from 2015 to 2030 to attain the UHC target of SDG 3.8.4 Estimates indicate that in 2018 approximately 
4.6 billion global population had UHC effective coverage, whereas 3.1 billion lacked the same in 2023, despite an 
addition of 388.9 million from 2018 to 2023.5

From 2010 to 2019, the annualised rate of increase in UHC effective coverage index in Sub-Saharan Africa (SSA) 
was 2.6%, 1.6 times greater than global average signifying a greater pace of progress.5 However, COVID-19 had 
a negating impact on the progress made till 2019. TB deaths increased for the first time in over a decade, primarily 
attributed to disruptions caused by COVID-19 in the diagnosis, treatment, and management of TB.6 COVID-19 pushed 
over 90 million people into poverty with a substantial increase in poverty in Sub-Saharan African countries.7 There was 
a profound impact on food security globally, with 368 million children missing out on school meals.8 Moreover, the 
impact of the pandemic on education, employment, and access to essential and emergency healthcare services has been 
well documented.9,10 In Nepal, during the months of COVID-induced lockdowns, the weekly institutional deliveries 
reduced by approximately 50%.11 Majority of Indian districts witnessed >50% of antenatal care and child immunization 
services disrupted during December 2019 to April 2020.12 From March to July 2020, COVID-19 led service disruptions 
in eight Sub-Saharan African countries (ie, Cameroon, Democratic Republic of Congo, Liberia, Malawi, Mali, Nigeria, 
Sierra Leone and Somalia) resulted in a cumulative shortfall of 0.32 million doses of pentavalent vaccinations.13 Another 
study reported a decline in first antenatal visits ranging from 18% to 32% across LMICs.14

The UN SDG report 2022 urges sustained cooperative efforts to raise from the negating effects of the pandemic, 
tackle the ongoing and future global uncertainties, and ensure sustainable development of humankind.15 Governments 
augmented their health spending in response to the pandemic.16 While COVID-19 has decreased globally (barring a few 
countries), significant challenges exist concerning achieving SDG 3.

Achievement of UHC facilitates the attainment of crucial health targets, including but not limited to reducing 
maternal, neonatal, and child mortality, reducing the disease burden attributed to communicable and noncommunicable 
diseases (NCD), prevention and treatment of substance abuse, and ensuring access to sexual and reproductive healthcare 
services, etc.17 In LMICs, the pandemic erased years of development across most SDG-3 targets. The LMICs in Asia and 
Africa were adversely impacted and were a priority to ensure global progress towards attaining UHC targets. Asia and 
Africa together account for more than 75% of the global population. At pre-COVID levels, the average UHC service 
coverage in South Asia and Sub-Saharan Africa was 51.07, indicating a significant under coverage.18 More than 75% of 
the estimated 3.1 billion global population not having an effective UHC coverage in 2023 are from LMICs in South Asia, 
Southeast Asia, East Asia, and Sub-Saharan Africa.5

As 2030 draws down, it is vital to take giant leaps in policy to make substantial progress toward achieving the 
promise of improving health and well-being. However, it is far more challenging in the current global environment with 
geopolitical uncertainties, inflation, rising costs of borrowing, and risk for sovereign default.19,20 Through a narrative 
review of published literature, reports, and data; this article discusses some of the critical challenges for policy to 
achieving UHC by 2030. The objective of this review is to identify the policy challenges to achieve UHC in a global 
ecosystem recovering from the aftermath of the COVID-19 pandemic. The review focuses on the health systems, 
economic, epidemiological, and demographic challenges to realize the goals set for UHC. The review focuses on the 
challenges faced by LMICs.

Methods
This article employs a narrative review approach to address its objective. Narrative reviews are the evidence-informed 
argument of plausible truth and provide an opportunity for induction, interpretation, and critical reflection.21–23 Due to 
their comprehensive nature, narrative reviews may not always employ a systematic search to identify a body of literature 
evidence.21 Given the broader objective of this work, the limited availability of empirical studies, and the inclusion and 
integration of several data sources, a narrative review was identified as the most suitable method for this article.

Evidence from multiple sources was integrated into this review. Research articles, opinion pieces, commentary, and 
reviews discussing on challenges posed by COVID-19 and its implications on UHC were identified through an electronic 

https://doi.org/10.2147/RMHP.S366759                                                                                                                                                                                                                                

DovePress                                                                                                                                      

Risk Management and Healthcare Policy 2023:16 608

Kodali                                                                                                                                                                  Dovepress

Powered by TCPDF (www.tcpdf.org)

https://www.dovepress.com
https://www.dovepress.com


literature search in PubMed and Scopus employing the generic keywords “Challenges” AND “COVID-19” AND 
“Universal Health Coverage” AND “Health Systems”. The literature search was conducted from October 2022 to 
December 2022. The initial search yielded 92 journal articles published in between 2020 and 2022. After screening 
for relevant titles and removing duplicates, a total of 40 articles were selected from the initial database search. 
A subsequent bibliographic search, manual search of key articles, and expert opinions identified another 37 journal 
articles. Additionally, datasets (n = 3), blogs/webpages (n = 21), reports (n = 15), news reports/policy documents (n = 2) 
were manually sourced from the websites of WHO, World Bank, OECD, FAO, ILO, Government organizations, and 
internationally renowned news agencies. For the data metrics, estimates for the latest available year were considered to 
draw interpretations.

The sourced evidence was analyzed and presented as findings under the broader dimensions of i) Weak primary health care 
systems ii) Challenges to building resilient health systems, iii) Health care financing and financial risk protection, iv) 
Epidemiological and demographic challenges, and v) Governance and leadership. This broader classification of challenges 
is based on the WHO global health observatory’s key health data indicators and specific indicators on SDG target 3.8.24,25

Findings
Weak Primary Health Care Systems
Primary health care (PHC) is at the heart of achieving SDGs and UHC. PHC itself is estimated to account for more 
than 75% of the projected health gains associated with attaining SDGs and more than 90% of health services under 
comprehensive UHC.26 PHC is agreed upon as a vital and cost-effective means to attain universal health 
coverage.27 However, evidence indicates that primary health care systems are weak and not prioritised in 
a majority of LMICs.

Robust primary healthcare systems were able to continue the provision of essential healthcare services despite the 
disruptions caused due to COVID-19 pandemic.27,28 The key principles of primary health care (PHC) ie, i) community 
participation, ii) inter-sectoral coordination, iii) appropriate technology, and iv) support systems, are at the center to 
enabling health systems to achieve UHC.27,29 Weak PHC systems facing a shortfall of health workers, infrastructural 
shortcomings, lack of diagnostic facilities, asymmetric distribution of healthcare facilities, and inadequate financing were 
documented to be drivers of outbreaks like Ebola.30,31 During the COVID-19 pandemic, non-adherence to key PHC 
components resulted in the fragmentation of health systems, lack of coordination, infrastructural challenges, and 
inadequate investments, which further compromised health system preparedness to tackle COVID-19 in LMICs.32–34 

Inadequacies in PHC resulted in a substantially higher burden of COVID-19 and its financial implications on households 
with high socioeconomic vulnerability.35–37

Countries with weak primary healthcare systems witnessed greater disruptions in healthcare delivery and high 
healthcare costs during COVID-19. A study from India found that utilisation of hospital care decreased by over 37%, 
and out of pocket expenditure (OOPE) in private hospitals nearly doubled despite having government funded insurance.38 

Other studies found that the gaps in OOPE between public and private healthcare settings escalated due to weak PHC. 
The median cost of availing care for NCDs in private healthcare facilities was 20 times that of public healthcare 
facilities.39 For COVID-19, 20.3% of all hospitalisations, and 59% of hospitalisations in private hospitals led to 
catastrophic health expenditure (CHE).40 In Ethiopia, the incidence of missed appointments more than doubled for 
diabetes, hypertension, asthma, chronic kidney disease, cardiac illness, and cancer, majorly due to the challenges of 
accessibility and affordability.41

Shortcomings in PHC translate into widening health inequities among LMICs.42 Shortfall in primary health care 
inputs (such as availability of health workers, hospital beds, sufficient financing of health care) can be seen to be resulting 
in underperformance across key healthcare performance indicators. A comparison of eight LMICs, which account for 
over 32% of the global population, reflects that among LMICs, those with limited investments in PHC-building blocks 
had higher levels of infant and maternal mortality and lower levels of Measles immunization and COVID-19 vaccine 
coverage (see Table 1).
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Table 1 Outline of Epidemiological, Health Care Input and Performance Indicators Across Selected LMICs

Indicator India Pakistan Indonesia Bangladesh Ethiopia Nigeria Ghana DRC

Epidemiological 
indicators

Cause of death, by communicable diseases and maternal, prenatal and 

nutrition conditions (% of total deaths)

24.17 33.15 18.93 22.61 44.65 65.21 45.24 56.18

Cause of death, by non-communicable diseases (% of total deaths) 65.93 59.86 76.32 70.26 43.25 27.13 45.39 34.13

Health care input 
indicators

UHC Service Coverage Index 61 45 59 51 38 44 45 39
UHC Effective Coverage Index 46.82 39.17 48.73 53.88 46.52 38.34 49.13 45.16

Nurses and midwives (per 1000 people) 1.75 0.48 3.95 0.49 0.78 1.5 3.62 1.11
Hospital Beds (per 1000 people) 0.53 0.63 1.04 0.79 0.33 NA 0.9 0.80

Domestic general government health expenditure (% of GDP) 0.99 1.08 1.42 0.46 0.74 0.48 1.38 0.56

Domestic general government health expenditure per capita (current US$) 20.9 12.63 58.79 8.54 6.07 11.4 30.29 3.25

Health care 
performance indicators

Infant Mortality Rate 25.5 52.8 18.9 22.9 34.3 70.6 32.6 62.4

Maternal mortality ratio (modeled estimate, per 100,000 live births) 145 140 177 173 401 917 308 473
Immunization, measles (% of children ages 12–23 months) 89 81 72 97 54 59 94 55

Percentage of population who received COVID-19 vaccines 72 69 74 88 35 36 39 13

Out-of-pocket expenditure (% of current health expenditure) 54.78 53.81 34.76 72.68 37.87 70.52 36.22 38.5

Notes: The data presented is accessed from the world bank open data (https://data.worldbank.org/), and IHME (https://ghdx.healthdata.org/record/ihme-data/gbd-2019-uhc-effective-coverage-index-1990-2019). The indicators are 
presented for the latest available year. The presented countries account for 32% of the global population at 2021 levels. 
Abbreviations: DRC, Democratic Republic of Congo; GDP, Gross Domestic Product; NA, not available.
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Challenges to Building Resilient Health Systems
Health systems are at the core of achieving the target of UHC by ensuring equitable access to essential healthcare 
services and protecting households from CHE. WHO points to i) health service delivery, ii) health workforce, iii) health 
information systems, iv) access to essential medicines, v) health systems financing, and vi) leadership and governance as 
the core-building blocks of health systems.43 It is essential to build resilience across these critical dimensions.

Resilience can be defined as the health system’s ability to anticipate, absorb, adapt, and recover from significant 
shocks and health emergencies.44 Climate change, emerging and re-emerging diseases, natural disasters, epidemics, and 
human-caused disasters highlight the need for resilient health systems which can withstand and adequately respond in- 
face of crisis events. Building resilience requires investments in the health workforce, infrastructure, processes, leader-
ship, and governance backed by sustained healthcare financing.44,45 While the components of healthcare financing, 
leadership, and governance are discussed as separate findings, the challenges associated with rest four are discussed here. 
A recent OECD report indicates that a) protecting people’s health, b) fortifying the foundations of health systems, and c) 
strengthening the health workforce is core to building resilient health systems.44,46

Poor health of populations can overrun healthcare systems and cripple health service delivery. Protecting population 
health provides breathing space for the health systems to build capacities for emergency response. Protecting health 
requires an uninterrupted continuance of the ongoing programs, prevention, and control of vaccine-preventable illnesses, 
maternal and neonatal mortality, and NCDs. The progress in protecting people’s health was significantly derailed during 
the pandemic. Evidence points towards COVID-19-led disruptions in essential services, reducing average life expectancy 
by up to two years in some parts of the world.15 WHO advocates that at least 70% of the global population should receive 
COVID-19 vaccines by mid-2022.15 However, till early 2023, less than 50% of the population in developing countries 
across Africa were fully vaccinated against COVID, although majority of these countries were rated “high” to “very 
high” on INFORM COVID-19 risk index.47 Among the least developed countries in Africa, the three-year average 
prevalence of undernourishment increased from 23.04% to 24.28% during the pandemic years.48 While access to water 
and sanitation improved globally, in Africa alone, over 418 million individuals lack essential drinking water services, and 
779 million lack sanitation services.49 Among the healthcare facilities in LMICs at least 35% lack access to a reliable 
water source and close to 20% lack adequate sanitation facilities.50 Malnutrition, vaccine-preventable diseases, con-
taminated water, and inadequate sanitation are the significant killers barring noncommunicable diseases, and a potential 
challenge to protect health and build resilience of health systems.

Developing countries in Africa and Asia need more health workforce in terms of trained doctors, nurses, specialists, 
pharmacists, and other healthcare professionals. Community health workers (CHW) account for a significant number of 
frontline health worker cadre in the developing world. India alone has over a million Accredited Social Health Activists 
(ASHA) and Auxiliary Nurse Midwives (ANM) working at the grassroots. While evidence indicates CHWs to be 
effective in delivering healthcare services, studies point to CHWs needing to be more trained, poorly paid, demotivated, 
and exhausted, limiting their ability to provide essential healthcare services.51 The developing world also faces a chronic 
shortage of professional health workers. India, with close to 18% of the world’s population, has less than 11 qualified 
doctors and nurses per 10,000 population, far below the WHO threshold of 44.5.52 The majority of African countries 
have a health worker density less than 1/3rd of the WHO threshold.53 Despite estimates of a reduced health workforce 
shortage by 2030, developing countries benefit the least. By 2030, the global health workforce shortage will decrease by 
33%. However, the projected decrease in WHO African region is smaller than 1/4th of the global average.54 The chronic 
shortage of the health workforce is argued to be a stumbling block in achieving UHC. Investments in recruiting, training, 
and retaining trained health workforce are essential to building resilient healthcare systems.

Healthcare infrastructure, policies, and processes are essential to ensure health systems’ resilience. Eight of the 12 
major countries with a population of 100 million or more have less than 11 hospital beds per 10,000 population (see 
Figure 1). During the first wave of the COVID-19 pandemic, WHO estimates indicated that 87% of the sub-Saharan 
African counties had less than 50 ventilators and a little over 120 ventilator beds per country.45 Hospital resource 
availability was a significant predictor for COVID-19 mortality across geographies.55–57 Despite the awareness that 
a chronic shortage of hospital beds could be a challenge in a primary health emergency, most healthcare systems are 
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underprepared. Most African countries are net importers of essential medical and pharmaceutical supplies.45 Similarly, 
the healthcare infrastructure in LMICs is deficient, with a shortfall in built space, accessibility, and availability of 
technology. Building self-reliance in healthcare capacities, essential medical supplies, and consumables are essential for 
health system resilience.

Healthcare Financing and Financial Risk Protection
Most sub-Saharan African countries have a Gross Domestic Product (GDP) per capita of fewer than 1600 USD per year 
and domestic government expenditure on health per capita of less than 75 international dollars. The global average is 
860.68, with high-income countries like Australia and the United States spending upwards of 3700 and 5500 interna-
tional dollars per capita, respectively.60 Among the low-income and lower-middle-income countries, populous countries 
such as India, Pakistan, and Bangladesh, have a lower per capita government spending on healthcare.60 The under-
financed healthcare systems in LMICs require drastic financing reforms if the SDG targets are to be met. Healthcare 
spending as a percentage of GDP in LMICs which was in a static/decreasing trend, rose sharply post-COVID-19, 
primarily backed by government spending in healthcare.16 The challenge, however, remains in sustaining the increased 
funding and adequately allocating the available resources to strengthen infrastructure, supply chains, policies, and 
processes to build resilient systems.45

Given the role of insurance as a core strategy towards the financial risk protection component of UHC, there is a risk 
that countries overemphasize the insurance component in their health policies. Insurance, while essential, is not a quick 
fix for underfunded and understaffed primary healthcare systems. A quick look at the recent national health accounts of 
selected countries demonstrates that inpatient curative care (which is the main focus of health insurance) is approxi-
mately 30–40% of the current health expenditure.61–63 Outpatient care, preventive care, pharmaceuticals and medical 
goods, transportation, laboratory, and diagnostics accounted for the other 60% of health expenditure by healthcare 
functions.61 In developing economies, overemphasizing the insurance component alone without strengthening the 
grassroots primary healthcare systems can be demeaning. As witnessed during the COVID-19 pandemic, countries and 
regions with underprepared PHC systems faced significantly higher patient loads, stock out of medical supplies, and 
a spike in mortality rates.64,65 Moreover, expansion of health insurance, without strengthening the primary and preventive 
healthcare services, might be of little benefit to patients but profitable for private healthcare providers.66 High penetration 
of health insurance in the context of weak PHC could result in over-medicalization and proliferation of private medical 
practice. It might be of limited benefit in preventing OOPE.

Figure 1 Selected indicators for UHC across 12 countries with more than 100 million population. 
Notes: Author based on data from The World Bank58 & WHO Global Health Observatory.59
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It is essential to ensure that the grassroots primary healthcare systems are well-oiled to serve the population’s health 
needs. Strengthening PHC involves increasing healthcare expenditures substantially, establishing facilities, ensuring 
access, investments in training and retaining the health workforce, and ensuring access to life-saving medicines and 
supplies. The prominence of strengthening healthcare systems is far more critical for Africa and South Asia countries 
where significant challenges remain to achieve UHC.67 The countries facing challenges to achieving UHC underperform 
in the UHC service coverage sub-index for service capacity and access.68 Moreover, it can be observed that over two 
decades (ie, from 2000 to 2019), the poor-performing countries have yet to show much progress, remained stagnant or 
decreased,68 reflecting that improving health service capacity and access is a significant challenge in these countries.

Concerning health insurance and social protection, a major challenge is the high percentage of the population working 
in the informal sector. The International Labour Organisation (ILO) estimates that 60% of the world’s population work in 
the informal sector, ranging from 68% in Asia to 85.8% in Africa.69 Arranging health insurance cover for the large 
proportion of the population working in the informal sector is a financial hurdle as contributory mechanisms need to be 
more effective.70 Moreover, without a universal identification and record-keeping mechanism, the large portion of 
informal workers are effectively out of the system to be covered under social security. Informal workers are also 
worst hit during crisis events and are more likely to face health ramifications due to their socioeconomic 
vulnerabilities.71–73 Ensuring social protection during emergencies is critical to achieving SDGs.74 Tax-based financing 
mechanisms, equitable provision of social security and financial risk protection should be ensured to protect vulnerable 
population groups.75

Another emerging challenge is that a significant portion of the population is missing out on the benefits of health 
insurance. The global emphasis on UHC resulted in several countries initiating government-subsidized health insurance 
programs.76 However, a significantly large number of these health insurance programs are specifically designed for the 
population in the lower wealth quintiles. On another extreme, the population in the higher wealth quintiles has access to 
resources and health insurance. A significantly large population in the middle wealth quintiles (Q2-Q3) remains 
uncovered or under-covered as they are neither poor enough to be covered by government-subsidized health insurance 
nor rich enough to purchase private health insurance voluntarily.77 National Institution for Transforming India estimates 
that despite the launch of Ayushman Bharat-PMJAY, approximately 40.5% of the Indian population falls under the 
“missing middle.” Kerala, known for its pioneering health and nutritional indicators, has only 51.5% of its households 
covered under a health insurance scheme, even after the launch of PM-JAY.78 The missing middle population in India and 
other LMICs is mainly constituted of self-employed individuals (including agriculture and non-agricultural workers), 
urban poor, individuals working in the informal sector, service workers, craftsmen, elementary workers, small business 
owners, and professionals.79,80 In high inflationary environments, private voluntary health insurance is unaffordable for 
most of these population groups.81 Moreover, given that the middle class is expected to grow to 1.15 billion global 
population by 2030,82 mechanisms are needed to ensure adequate health insurance coverage to the population who do not 
qualify for government social protection.

Epidemiological and Demographic Challenges
There is a paradigm shift in the disease burden with NCDs, injuries, and mental health issues accounting for the majority 
of the disability-adjusted life years (DALY) globally. The epidemiological transition is more rapid in LMICs, character-
ized mainly by a substantial rise in chronic noncommunicable diseases and a persistently high burden of communicable 
diseases. A paradox of high burden of NCDs, communicable diseases, maternal and child undernutrition, and vaccine- 
preventable illnesses is characteristically visible in LMICs. India, for example, was documented to have a differing 
disease pattern with southern states witnessing a rapid rise in noncommunicable diseases and northern states having 
a substantial burden of communicable, maternal, infant, and child health issues.83 In Sub-Saharan Africa, HIV/AIDS, 
Child and Maternal Undernutrition, and overweight/obesity were top three risk factors for mortality.84 A recent study of 
nationally representative surveys reported that 6.7% to 10.0% of women of reproductive age in India, Myanmar, and 
Nepal had both anaemia and obesity.85

Evidence points to LMICs lagging in both communicable and noncommunicable disease control. An illustration of the same 
can be made by comparing tuberculosis and diabetes, two indicator diseases targeted for control as part of SDG 3.86,87 In Figure 2 
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it can be noted that despite having a low base, the percentage reduction in tuberculosis incidence in the upper middle- and high- 
income countries was double that of low and lower-middle-income countries. On the contrary, the prevalence of diabetes 
increased by over 37% in low-income countries, whereas it only increased by 7% in their high-income counterparts. The dual 
challenge of communicable and noncommunicable diseases is to be factored into policies and programs to progress toward UHC. 
Moreover, emerging issues such as climate change and antimicrobial resistance (AMR) pose a significant epidemiological 
challenge. A recent Lancet study concluded that AMR is attributable to over 4.9 million deaths in 2019, with LMICs of South Asia 
and Sub-Saharan Africa accounting for over 65% of the total DALYs attributable to AMR.88 Moreover, climate change is 
documented to directly impact aggravating disease outbreaks associated with vector-borne and waterborne diseases.89,90 These 
challenges are further compounded by epidemic proportions of NCDs brought forward by rapidly aging populations.

In the last seven decades, the global average life expectancy has more than doubled from 30 years over 70, primarily 
due to the prevention of mortality due to communicable, maternal, neonatal, and nutritional diseases (CMNND).91 The 
increased life expectancies also pose a potential longevity risk, as the healthcare systems are under-prepared to provide 
essential healthcare services to the growing geriatric population. Evidence indicates that LMICs, despite their compara-
tively higher fertility rate, are aging rapidly.92 The epidemiological transition in several developing countries closely 
follows the demographic transition, with NCDs such as Hypertension, Diabetes, Cardiovascular diseases, and Cancers 
rising substantially. For example, from 2011 to 2021, the prevalence of diabetes increased by 37% and 32%, respectively, 
in low-income and lower-middle-income countries, whereas the same was 7% in high-income countries (see Figure 2). 
The healthcare systems in LMICs have a limited preparedness to tackle the growing burden of NCDs. For example, for 
hypertension which is one of the most common NCDs, less than 45% of women and 33% of men in South Asia were 
aware that they have hypertension.93 Studies from developing countries reveal a sub-optimal level of diagnosis and 
higher case-fatality rates for NCDs.94–97 Despite evidence indicating a higher incidence and early age of onset of major 
cardiovascular events in population groups from developing countries,96 there is a limited health systems preparedness 
towards tackling NCDs in general and aging-specific issues in particular.

Around 14 of the 21 interventions proposed by the 2022 NCD 2030 countdown, collaborators require healthcare 
systems prepared to tackle NCDs.98 However, investments in NCD care have traditionally been poor and limited in 
LMICs. Estimates indicate that less than 1% of the global health funding is directed towards NCDs in LMICs. An Indian 
study reported that from 2012 to 2017, the NCD expenditure of the ministry of health and family welfare accounted for 
less than 0.04% of the country’s GDP. In contrast, NCDs during the same time accounted for over 60% of all deaths.98,99 

Figure 2 Trends in diabetes and tuberculosis across world bank country regions. 
Notes: Based on data from The World Bank.58
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Another South-African study reported inadequacies in mainstreaming aging-friendly healthcare facilities, primarily due 
to budgetary constraints.100 Among the 12 most populous countries reported in Figure 1, the NCD sub-index for UHC 
coverage averages 61.18, with rapidly aging countries such as China and the United States (US) scoring 62.7% and 
61.1%, respectively.101 Vietnam despite scoring higher than China and USA on NCD sub-index is projected to miss the 
2030 targets across most of NCD risk management and health service indicators.101,102 This evidence substantiates the 
argument that most of the world’s population are not covered by essential NCD services. The significant under coverage 
of NCD services, coupled with the rapidly aging population could potentially deter the achievement of NCD-specific 
targets under SDG and require sustained efforts. Providing accessible, affordable, and comprehensive care for the 
prevention and control of NCDs and aging-associated health issues is imperative to achieving the goals of UHC.

Governance and Leadership
Governance and leadership are at the helm of sustaining adequate healthcare financing, building resilient healthcare 
systems, and strategizing ways to provide equitable healthcare access. The WHO document on monitoring health systems 
building blocks discusses on the existence of policies, strategies, and mechanisms on ten priority health areas as core 
indicators for monitoring leadership and governance.43 As of 2017, only 38% of the WHO member nations passed 
legislation on UHC, reflecting a limited leadership commitment.103 Also, effective political, economic, and adminis-
trative governance is essential to develop resilient health systems for the post-pandemic world.66 Specifically, as the 
countries struggle with climate change, economic downturn, energy crisis, global uncertainties, and internal issues, 
a sustained political commitment is essential to continue investments to strengthen health systems. As per the latest data 
available, the countries such as Bangladesh, India, Pakistan, Ethiopia, and Nigeria spend less than 5% of the general 
government expenditure on health.104 Given that these countries account for around 25% of the global population, 
commitment from leadership is essential to ensure adequate healthcare financing.

In addition to financial investments into healthcare systems, mechanisms are required to ensure efficient use of the 
available resources. Corruption in the governance architecture and healthcare systems is a significant challenge hindering 
UHC. A recent narrative synthesis of out-of-pocket expenditure among insurance beneficiaries across Sub-Saharan 
African countries indicates corruption within the system as a significant challenge to successfully implementing 
UHC.105 Governance issues and informal payments were documented to erode trust in the healthcare systems.106 Lack 
of accountability, poor health resource management, and unequal power in healthcare decision-making, negatively 
impacted progress toward UHC in low-income countries.107 Additionally, internal conflicts within the countries are 
known to have a significant impact on people’s health and well-being. Civil wars are documented to have resulted in 
outbreaks of cholera, measles, diphtheria, and other vaccine-preventable diseases in South Sudan and Yemen.108,109 The 
recent economic crisis in Sri Lanka had a significant impact on access to essential medical supplies and adequate 
nutrition. It was documented to have a negative impact on the mental health of individuals.110 The health impact of the 
recent armed conflicts between the countries is well documented.111

Moreover, a significant challenge to achieving UHC is an unequal distribution of healthcare services to socially and 
economically vulnerable populations. Despite the longstanding awareness about the impact of social inequalities in influen-
cing individual health status and access to healthcare, the priority given to social determinants is all but underwhelming. The 
pandemic responses in several South-Asian countries were documented to have a substantial negative impact on vulnerable 
households resulting in unemployment, poverty, and food insecurity.112 Moreover, the lack of financial protection further 
pushed the households into poverty caused by COVID-19-induced health expenditures.113 The recent crisis events have 
reflected the limited protection available to socio-economically weaker sections of the community. Across the world, the 
poorest countries and poorest households are witnessing a weaker recovery.114,115 While the countries increased the social- 
sector spending during COVID-19, evidence indicates declining spending in the social sector from 2022.116,117 Decreased 
spending could narrow the available social protection nets to disadvantaged groups.

Good governance strategies, including but not limited to leveraging technology, inter-sectoral coordination, context- 
specific health policy, equitable financing modalities, and increased transparency, are needed to improve progress toward 
UHC. Creating quality leadership within healthcare human resources will be a strategic investment in improving 
healthcare systems’ long-term resilience and facilitate achieving UHC.
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PHC an Essentiality in Achieving UHC
Strong primary health care systems are necessary for attaining UHC. Without PHC, unilateral interventions to achieve UHC 
through health insurance seem to have little success. A study based on nationally representative sample of older persons in India 
reported that enrollment in a public funded health insurance had no effect on OOPE or CHE, but accessing treatment from private 
health sector significantly increased OOPE.118 Similarly, in Ghana despite implementation of national health insurance scheme 
(NHIS), governance issues, poor financing, quality of care, and lack of stakeholder participation compromised its effectiveness.119

Strengthening primary health care systems require strategic investments towards strengthening its core pillars. 
Community participation, one of the main pillars of PHC played a key role in pandemic response. In India and other 
LMICS, local bodies, community-based organizations, volunteers, and civil society played a vital role in pandemic 
response.120,121 Millions of CHWs across LMICS were critical in ensuring delivery of essential health services to the last 
mile.122 CHWs played a central role in strengthening primary health care systems and tackling HIV/AIDS, Malaria, 
Tuberculosis, Maternal and Child Mortality.122,123 Despite their apparent contributions, community participation through 
civil society is troubled by bureaucratic challenges, limited recognition, and engagement. Similarly, CHWs continue to 
face challenges of limited training, poor supervision, inadequate financing, inefficient compensation mechanisms, and an 
overwhelming workload.124 It is essential to tackle the existing challenges and build on the strengths of community 
participation as an important component of PHC in realizing the goal of UHC.

Accessibility and availability of medical and non-medical technology will strengthen PHC. Shortcomings in health 
infrastructural capacities weakening the health care systems were discussed earlier. Focused interventions are required to 
ensure access and availability of essential medical supplies and technologies. Digital technologies played a central role in 
pandemic response across the countries and minimized the pandemic’s social, economic and health impacts.125,126 Leveraging 
technology can enable bridging the gaps towards attainment of UHC in low and middle-income countries.127 Additionally, 
inter-sectoral coordination with a “health in all” approach, and equitable distribution of resources for health and development 
are essential achieving UHC in face of the challenges of economic inequities, global uncertainty, antimicrobial resistance, and 
climate change.75,128 In India, campaigns like “Eat right India”, “Fit India”, “Poshan Abhiyan”, integration of digital health 
technologies through “Ayushman Bharat Digital Mission” and launch of “National Programme on Climate Change & Human 
Health” provide an opportunity for inter-sectoral coordination.

Sustained financing is crucial for the success of PHC approach. WHO advocates for an increase in PHC spending by at least 
1% of the GDP to increase access to essential health services. The Lancet Global Health Commission on financing primary health 
care recommends for substantial increase in PHC spending in LMICs, through resources pooled from tax revenues and internal 
accruals.129 However, at current levels PHC spending is limited. An analysis of health accounts of 36 LMICs revealed that only 
10% of current health expenditure is spent on preventive care or health systems governance.130 Estimates indicate that attainment 
of UHC requires at least a 2.6-fold increase in per capita PHC expenditure from 2020 to 2030 with incremental PHC costs 
accounting for up to 3.3% of gross domestic product (GDP).131 However, there is a limited progress with countries like India 
aiming to increase the government health spending on PHC up to 1.6% of the country’s GDP.132,133 The mismatch in requirement 
and allotment needs to be revisited with a strategic “primary health care investment plan” based on the cost analysis and 
evidence-based projections on country’s PHC expenditure.

Despite the challenges, there are proactive steps focused at improving PHC service delivery in LMICs. Under 
Ayushman Bharat Program, Indian government plans to strengthen its PHC with a network of more than 0.15 million 
Health and Wellness Centers (HWC) providing a package of comprehensive primary health care services.132,134 By 
building on the lessons learnt from National Health Mission (NHM), HWCs are designed to provide robust primary 
health care services.132,135 Similar strategic approaches to strengthening PHC built on the local needs and capacities are 
needed in LMICs.136,137 Across LMICs, challenges remain with regard to utilization of PHC, and building trust among 
the users. The perception of low quality of health care at PHC facilities is known to negatively impact service usage.138 

Providing a i) broader package of services, ii) assured provision of services offered, iii) services ensuring continuity of 
care, iv) ensuring basic quality standards, v) appropriate mix of providers, and vi) strong information systems are known 
to improve effectiveness of primary health care services and their utilization.139,140
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Conclusion
Over the decades, sustained underfinancing for primary health care has resulted in several lost opportunities. As countries 
recover from COVID-19, significant investments are needed to compensate for the lost progress and achieve the specific 
targets for UHC. LMICs with weak healthcare systems require concentrated efforts and investments. Building resilient 
healthcare systems capable of adapting to epidemiological transition is essential. The challenges persist in pooling the 
required economic resources and efficiently using them. As the GDP raise, the growing economic powers should be used 
to finance the healthcare infrastructure sustainably. Measures such as health taxes (ie, taxes imposed on products having 
an adverse health effect) and earmarking the proceeds towards healthcare spending could be beneficial in improving per- 
capita healthcare spending. While international funding accounts for a minor portion of the overall health expenditure 
across LMICs, it is impactful. However, health expenditure from external sources remained static in the five years 
preceding pandemic. As the COVID-19 pandemic proved our shared vulnerabilities to disease, international cooperation, 
and support are necessary to achieve the goals of UHC. In the context of global economic stagnation and a high 
inflationary environment, necessary aid and leverage to low-income countries can boost their progress.
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