Universal health coverage and universal access
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Universal health coverage has been set
as a possible umbrella goal for health
in the post-2015 development agenda.'
Whether it is a means to an end or an
end in itself and whether it is measure-
able are subjects of heated debate.” In
this issue of the Bulletin, Kutzin argues
that universal health coverage not only
leads to better health and to financial
protection for households, but that it is
valuable for its own sake.” More recently,
attention has shifted to just what the goal
should be: whether universal coverage or
universal access. This editorial focuses
on this question.

Universal health coverage is the
goal that all people obtain the health
services they need without risking finan-
cial hardship from unaffordable out-of-
pocket payments.* It involves coverage
with good health services — from health
promotion to prevention, treatment,
rehabilitation and palliation - as well
as coverage with a form of financial risk
protection. A third feature is universal-
ity — coverage should be for everyone.
Although many countries are far from
attaining universal health coverage, all
countries can take steps in this direc-
tion. Improving access is one such step.

Universal health coverage is at-
tained when people actually obtain the
health services they need and benefit
from financial risk protection. Access,
on the other hand, is the opportunity or
ability to do both of these things. Hence,
universal health coverage is not possible
without universal access, but the two are
not the same.

Access has three dimensions:**

o Physical accessibility. This is un-
derstood as the availability of good
health services within reasonable
reach of those who need them and
of opening hours, appointment
systems and other aspects of service
organization and delivery that allow
people to obtain the services when
they need them.

o Financial affordability. This is a
measure of people’s ability to pay for
services without financial hardship.
It takes into account not only the

price of the health services but also
indirect and opportunity costs (e.g.
the costs of transportation to and
from facilities and of taking time
away from work). Affordability

is influenced by the wider health
financing system and by household
income.

o Acceptability. This captures people’s
willingness to seek services. Accept-
ability is low when patients perceive
services to be ineffective or when
social and cultural factors such as
language or the age, sex, ethnicity or
religion of the health provider dis-
courage them from seeking services.

Services must be physically accessible,
financially affordable and acceptable to
patients if universal health coverage is
to be attained.

The requirement that services be
physically accessible is fulfilled when
these are available, of good quality
and located close to people. Service
readiness is said to exist when the inputs
required to produce the services (e.g.
buildings, equipment, health personnel,
health products, technologies) are also
available and of good quality. Financial
affordability can be improved by re-
ducing direct, out-of-pocket payments
through insurance prepayments and
pooling - e.g. the collection of govern-
ment revenues and/or health insurance
contributions to fund health services -
or through demand-side stimuli such as
conditional cash transfers and vouchers.
Social and cultural accessibility can be
enhanced by ensuring that health work-
ers and the health system more generally
treat all patients and their families with
dignity and respect.

Addressing the broader social de-
terminants of health will also improve
access to health services; differences in
access in particular will be ameliorated
by reducing poverty and income in-
equalities. Improvements in education
will raise the average income, make
health services more affordable and
equip people with the awareness needed
to demand and obtain the health ser-

vices they need. Efforts to address these
social determinants will help to reduce
inequalities in income, service afford-
ability and access to services, and this, in
turn, will help to attenuate differences in
health service coverage and in financial
risk protection.

These actions alone, however, will
not guarantee that all people obtain the
health services they need. Even if the
services exist and people have access to
them, they might not use them. They
may be unaware, for instance, of having
a condition requiring treatment (e.g.
hypertension), of how health promotion
or preventive services can benefit them,
or of the availability of different types of
health services or financial risk protec-
tion plans. Or they might not recognize
that others’ health may be affected by
their health-care decisions (e.g. if they
fail to get treated for a communicable
disease).

In essence, universal health cover-
age is the obtainment of good health
services de facto without fear of financial
hardship. It cannot be attained unless
both health services and financial risk
protection systems are accessible, af-
fordable and acceptable. Yet universal
access, although necessary, is not suf-
ficient. Coverage builds on access by
ensuring actual receipt of services. Thus,
universal health coverage and universal
access to health services are complemen-
tary ideas. Without universal access,
universal health coverage becomes an
unreachable goal. M
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