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Abstract

Across the globe, a significant portion of the population lacks the essential healthcare services due to the rising cost of
such services. To ensure healthcare for all, the idea of universal health coverage has evolved but affordability and equity
of health services have become the major concerns in this regard. This paper presents a systematic review that offers a
detailed picture of diverse issues of universal healthcare financing. Eight popular databases were thoroughly searched
with appropriate keywords for finding relevant articles published within 1980 to 2016. After four constructive iterations
with logical constraints, 24 articles were finally selected for finding significant research themes in universal healthcare
finance arena. The characteristics of the studies were presented graphically from different aspects such as fields of
publication, research approaches, geographic distribution etc. The themes, so found in the review, have been categorized
into four broad themes with respective sub-themes. The broad themes were namely A) financing options for healthcare
B) medical expenses C) inequality in healthcare finance, and D) development of healthcare finance. This systematic
review analyzed the studies, discussed avenues, and concluded with gaps for future research in universal healthcare
finance. The synthesis of multifarious concepts in the prevalent literature on financing universal healthcare offered
profound insights of universal healthcare arena.
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1. Introduction

Declaration of health as a fundamental human right in
World Health Organization’s (WHO) constitution of 1948
and the agenda of Health for All by Alma-Ata declaration
of 1978 were instrumental behind universal health
coverage. Equity in healthcare has been marked as the
prime element in marking healthcare progress within
different groups of a nation and across the national
population [1]; [2]. While tracking the progress of
universal healthcare coverage, World Health Organization
(WHO) conducted a survey in 37 countries and published
a report within the time frame of 2002 and 2012 which
has been the first of its kind. According to the report
published by World Bank and WHO, about 400 million

people do not have access to essential health services
around the globe [3]. From clean water to pregnancy care,
these people lack proper access to one out of seven
important health services, in the least severe case [3].
Although the number of people getting into the healthcare
coverage is increasing, the coverage gap is also ever
enhancing among world population [4]; [5].

The incidence of catastrophic health spending has been
quite alarming as about 2 percent of the surveyed
population experienced such catastrophic expenditure,
which exceeded the 25% of their household expenditures
[3]. Due to unaffordable healthcare costs, a significant
portion (6%) of the population has fallen below the
extreme poverty line ($1.25 per day) and the percentage
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becomes an overwhelming 17% if the poverty measure is
counted at $2 per day [3].

Let alone poorer countries, developing nations have also
been confronted with healthcare challenges for their
citizens [6]; [7]. Ensuring adequate vaccination tops the
list as, in 2009, about 24 million children lacked access to
the basic lifesaving vaccines in poorest countries [8].
Among the disadvantageous children under the age of 5
years, more than 13 million has to accept unexpected
death every year due to illnesses which could be treated
or avoided with basic healthcare [8]. Only basic
vaccination could save lives of such ill-fated children by
45%, eliminating deaths because of infectious diseases. In
addition, insufficient healthcare staff and health service
equipment create barriers in offering healthcare service
for all. Nations of Southeast Asia and Sub-Saharan Africa
has approximately 6 times fewer doctors (1 for over 2000
citizens) than the standard set by developed countries [8].
To be exact, the materialization of universal health
coverage requires people having access to health services
without suffering in paying for such services [9]; [10]. A
number of elements must be ensured for successful
adoption of universal health coverage in any nation. A
robust and efficient health system is the number one
criteria, which include adequate promotion of health,
proper preventive measures, early detection of health
conditions, capacity for treating diseases and
rehabilitation assistance [11]. Affordability criteria come
second along with the availability of essential
technologies for proper diagnosis and medicine for
treating medical issues [11]. Sufficient self-motivated and
well-trained health workers are also a prerequisite for
universal health coverage. Last but not the least, an all-
around combination of effective roles by other sectors,
i.e. education, transport, and urban planning, is required
for successful utilization of universal health coverage.

It is evident that universal health coverage exerts a
positive impact towards the citizens’ health directly [12];
[13]. The extent of productivity and active contribution
from people increase much as long as good health is
ensured [14]; [15]; [16]. Education experiences a giant
leap as child mortality is reduced and people are saved
from being fallen down the poverty line due to
catastrophic health expenditure [17]; [18]; [19]; [20].
Therefore, to enforce sustainable development and
improved wellbeing of people, universal health coverage
has no other equal alternatives.

Universal healthcare coverage can be attributed to a
situation where all of the residents of any geographical
location are privileged with access to healthcare. Equity

and affordability are considered as two of the prime
considerations of universal healthcare [11] where equity
means “the absence of systematic disparities in health (or
in the major social determinants of health) between
groups with different levels of underlying social
advantage/disadvantage” [21]. The core ideas of health
services in universal healthcare are based on the principles
of healthcare practiced in countries with socialism [22].
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Fig. 1: Three Dimensions of Universal Health Coverage
(Source: [23])

As per WHO [11], universal health care ensures that
whole population would have affordable access to
sufficient quality and effective healthcare services where
better health promotions, illness prevention, treatments,
palliative care, and rehabilitation will be included. The
coverage cube as mentioned in figure 01 highlights the
three core dimensions of universal health care, namely
effective health services, population, and finance. It is
quite likely that the realization of universal healthcare
would be one of the basic elements of Sustainable
Development Goals by United Nations (UN).

b L

Fig. 2: Countries (in darker shade) with Universal Health
Coverage (Source: [24])

The topmost challenge for enabling universal health
coverage is the financial arrangement as healthcare
services are expensive around the globe. Figure 03
presents a picture of health expenditure per capita in the
OECD countries and the composition of government
finance and private funding in such health expenses.
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Fig. 3: Health expenditure per capita with public and private
funding composition (in USD) (Source: [25])

As far as the out of pocket costs of people in healthcare is
concerned, a substantial gap is prevalent between the poor
and rich nations even after adjusting the government
financing on healthcare. Surprisingly enough, citizens of
low and middle-income nations spend much higher in
healthcare as out of pocket costs [3]. Figure 04 shows the
out of pocket costs in different countries of the world as a
percentage of total expenditure in healthcare. The
Southeast Asian countries can be quoted in this regard as
more than 50% of the total health costs are paid in the
form of out of pocket costs on an average in these
countries. Citizens of 40 countries, mostly developed, in
the below-mentioned map have to bear less than 15% of
the total costs as out of pocket expenditure while in some
other 48 countries, such percentage stays at 45% at a
minimum.
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Fig. 4: Out of pocket expenditure (as % of total healthcare cost)
(Source: [3])

The public funding has been the primer in finance health
services for many countries around the world, especially
the OECD nations. However, increasing costs of
healthcare services and funding demands of other crucial
government sectors, i.e. education, infrastructure, food
etc. call for an effective solution for universal healthcare
financing. Figure 05 shows the expenditure on healthcare
as a percentage of GDP for the OECD countries from
1980 to 2013. An increasing trend is evident in the graph
which denotes rising costs of expenditure in healthcare.
Among all the countries, healthcare spending is the
highest in the USA (17.1%) which is about 6% more than
France (11.6%), the second in the list [25].
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Fig. 5: Spending in healthcare (as % of GDP) (Source: [25])

Because of high healthcare costs, the poorer section of the
society will be untreated of diseases if people need to pay
the costs of healthcare by their own [26]. Even the richer
people will also face hardships in financing severe
disecases and long-term sickness [27]; [28]. Thus,
financial risk protection by pooling funds from different
sources, i.e. tax, insurance contributions, government
revenue etc., and spreading the burden of financing illness
across the population is necessary. In this way, cross-
subsidization between poor and rich is enabled while
financing healthcare and efficient access to healthcare for
all is ensured as healthy ones back up the sick ones [29];
[30]; [31]. A robust framework for financing universal
healthcare has become the challenge for materializing the
key objective of universal health coverage.

As the objectives of universal health coverage are
preconditions to ensure a healthy nation and aligned with
the enhanced wellbeing of citizens, authors of public
health fields, along with other branches of healthcare,
have found substantial interest in contributing to the
literature of financing universal healthcare. However,

Published by Atlantis Press
Copyright: the authors

135



M.J.U. Palas et al. / Financing Universal Health Coverage: A Systematic Review

studies in the universal health coverage financing arena
need proper documentation in a thematic fashion. In
addition, identifying the studies relevant to the financing
of universal health coverage and a systematic synthesis of
the key concepts in this avenue are still sporadic as
publications in this field are increasing in recent times.
Therefore, to offer the different stakeholders of universal
health coverage a structured documentation on themes
from existing publications, this article aims at providing a
systematic literature review of universal health coverage
from the lens of financial aspects.

3. Method

The major objective of this systematic review is to
perform a review of the existing knowledge base for
informing researchers and healthcare professionals about
the multiple sorts of research patterns and the gaps in the
concurrent literature of universal healthcare financing.
For enabling a rigorous review process, the guidelines by
Kitchenham [32] have been followed throughout the
paper, which involves four consecutive steps: (1)
Resource identification, (2) Selection of studies, (3) Data
extraction and synthesis and (4) Data analysis.

3.1 Resource identification

In the initial step, Dieste, Griman and Juristo [33] have
suggested identifying the relevant keywords for searching
articles in the experimental method. As per
Vichitvanichphong, Kerr, Talaei-Khoei and Ghapanchi
[34], a survey of relevant articles has been conducted in
Google Scholar. From the first 410 search results, the
keywords “Finance”, “Public Private Partnership”,
“Sustainable Development Goals” were used with
“Universal Health coverage” to cater the similar purpose
of this study and thus, such keywords were found
relevant. Therefore, the following search phrases were
used in searching databases and the search settings,
wherever possible, were set as the article should contain
the phrase “universal health coverage” along with any of
the “finance”, “public private partnership”, “sustainable
development goals” in any of the article’s titles,
keywords, abstract and/or full text.
e (“universal health coverage OR universal
healthcare OR UHC”) AND
e (“cost” OR “costing” OR "finance" OR
"financing") AND
e ("public private partnership" OR "PPP" OR
"sustainable development goals" OR "SDG" OR
"strengthening health systems")

To find the relevant studies, 8 databases were selected
and the above-mentioned search phrases were used in
them with appropriate search settings. The databases were
IEEE, Emerald, Taylor and Francis, ScienceDirect,
JSTOR, Wiley online library, PubMed and Google
Scholar. The studies published between 1980 and 2016
(May) were considered for the review. Among the
keywords, “universal health coverage” (and/or) “finance”
yielded the most relevant studies from the selected
databases.

3.2 Selection of studies

Relevant papers were filtered from the initial search
results. At the preliminary level, searches were conducted
on the databases with the keywords and results returned
with 68132 articles. In the first iteration, irrelevant
articles were excluded based on certain criteria as listed
below:

e did not focus on universal health care

e were not peer reviewed

e were not available online

e were not in the English language
did not focus on healthcare financing
Such exclusion criteria resulted in 172 articles with which
the second stage of iterations was conducted. Following
additional criteria were included in the second stage for
inclusion of each of the articles:

e should be in the relevant field of healthcare

finance
e should have empirical evidence of finance or
costing of healthcare

e should have findings applicable to relevant fields

e should have globally generalizable outcomes
45 papers have been sorted out after the second stage of
iteration among which two articles were found to be
duplicate. The third iteration has looked into the citation
matters and searching papers that cited the articles found
in first and second stages of iteration. With additional
criteria, 24 articles were selected in the final stage of
iteration. Due to the specialized nature of this systematic
review on financing issues of universal healthcare, not
many articles have ended up with criteria matched to the
inclusion principles of this review and thus, only 24
articles were retained after all the iterations. The
following figure summarizes the process for selection of
studies.
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Fig. 6: Selection of studies

The thematic analysis of the selected articles was
performed by thorough reviewing of the papers manually.
With hand search, some sub-themes were carefully
generated which were consolidated to formulate the main
themes. The main themes were termed as financing
options for healthcare, medical expenses, inequality in
healthcare finance, and development of healthcare
finance. The following table summarized the main themes
and sub-themes with their respective references.

Table 1: Derived key themes from the selected articles

Main themes Sub-themes References
Out-of-pocket [35]f [36]f
[37]; [38];
payment [11]
Health insurance | [39]; [35]
[40]; [41];
Tax financing [19]; [42];
Financing [43]
options for Pooling of funds | [35]; [44]
healthcare [45]; [35];
Pay-for- [46]; [47];
performance [48]; [49];
[50]
Compulsory E;}’ [52];
insurance ’
[54]; [55];
Cost constraints | [17, 56];
- [57]; [58]
el\f;gr‘l‘;fc‘ls Cost [59]: [60];
effectiveness [61]
Health insurance {2‘2‘}: [[6653]]’
Inequality as
impediment of | [66]; [67]
UHC
Inequality in . . [68]; [69];
healthcare Disproportionate [11]; [70];
cost burdens
finance [71]
Discriminatory | [72]; [73];
healthcare [571; [741;
service [63]; [41]
Policy Generic poh‘cy [561: [67]
. recommendations
recommendations —
for healthcare Specialized [61]; [75];
finance factor.s to be [76]: [42]
considered ’

3.3 Data Extraction and Synthesis

While extracting data from the selected papers, some key
themes were extracted and grouped into several
categories. The information has been segmented into
financing means of wuniversal healthcare, cost
effectiveness of medical expenses, tax finance, cross
subsidy, separate medical insurance system, inequality at
different demographic factors and policy
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recommendations. While most of the studies offered
qualitative discussions over the universal healthcare, a
number of studies were found to be analyzing field data
from respondents on diverse aspects of universal
healthcare. Qualitative studies mainly offered insights
about the practices of healthcare and presented issues in
concurrent health systems from their respective contexts.
Quantitative researches adopted different graphical,
tabular, and statistical means for interpreting collected
field data and concluded with particular study objectives
relating to financing of wuniversal healthcare. The
following section offers a detailed picture of the
characteristics of the selected studies.

3.4 Characteristics of studies

An experimental iterative approach was followed in
analyzing the data extracted from the selected articles.
The guidelines of Law, Stewart, Pollock, Letts, Bosch and
Westmorland [77] for a realistic review have been
adopted in this regard. Several other studies have also
presented the mechanism specified by Law, Stewart,
Pollock, Letts, Bosch and Westmorland [77] in their
analyses [78]; [79]. The approach of realist review
analyses the data for categorizing the reported evidence
from a social context, which is used for the universal
healthcare financing and presented below.

Social Security

Health Care

Public Health Policy
Health System and Reform
Sociology and Social Policy
Health Coverage Scheme
Health Care Finance

0 5 10 15

Number of Papers

Fig. 7: Different Fields of Publication

Figure 07 presents the distribution of papers with their
fields of publications. Healthcare finance has been
identified as the most preferred field of publication for the
researchers in health finance arena. Among the selected
papers, authors of 14 papers have chosen the healthcare
finance field for publishing respective papers. Beside
healthcare finance, three of the articles have been
published in the field of public health policy. Other than

these two fields, health coverage scheme, sociology and
social policy, health system and reform, public health
policy, health care and social security have been on the
preferred list for the area of publication by the authors of
health finance studies.
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Fig. 8: Publication Years

The distribution of selected articles on health finance
was plotted along with the years of publication in figure
08. The trend in the graph clarifies that, after the year
2010, an increasing interest of authors is evident in the
areas of health finance. Though yearly fluctuations are
prevalent in the number of articles published per year,
financing issues of universal healthcare have been
successful in capturing much attention from researchers
as a crucial concern of health finance. The overall trend is
positive and offers optimist forecasting for the years to
come.

Table 2: Initial search results from databases

Name of the database | Initial search results
IEEE 15039
Emerald 5953

Taylor and Francis 41,285
ScienceDirect 1496
JSTOR 329

Wiley online library 1493
PubMed 227

Google Scholar 2310

This systematic literature review has covered eight online
databases namely PubMed, Google Scholar, IEEE,
Emerald, Taylor and Francis, ScienceDirect, JSTOR and
Wiley online library. The initial results of the database
search yielded 68132 articles and after four iterations with
specific exclusion criteria, 24 articles were selected for
thorough review. Two of the articles were found to be
duplicate among the databases. The detailed distribution
of the initial search is presented in Table 02.
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Among the articles, selected finally for review, JSTOR
has been found to be the database containing the most
relevant articles. The reason behind JSTOR to come first
is that the articles found in JSTOR were multi-
disciplinary and thus, ended up in the database as it has a
good collection of journals listed with it. Surprisingly
enough, Emerald yielded more relevant articles than
PubMed and the reason behind this is that PubMed has
included duplicate articles, which were excluded from the
analysis. Articles related to financing universal health
care has also been published rigorously in Taylor and
Francis, Google Scholar, Wiley online library, and IEEE,
ranked according to the number of relevant articles found.
Surprisingly, no articles from ScienceDirect can be
retained after filtering with the exclusion criteria. Figure
09 presented the number of selected articles with their
respective databases.

Google Scholar
PubMed

Wiley online library
JSTOR
ScienceDirect
Taylor and Francis
Emerald

IEEE

0 2 4 6 8

Fig. 9: Selected Articles by Databases

Figure 10 illustrated the research approaches so used in
the selected articles for this study. The quantitative
research approach was popular among the studies related
to universal healthcare finance. As the financial aspects
and their analysis require more quantitative data and
numerical representation, 18 of the selected articles (75%)
have adopted a quantitative mechanism for realizing the
study objectives. However, a qualitative approach was
also used in the relevant studies and five articles (21%)
have discussed diverse issues of healthcare finance in a
qualitative manner. Only one of the selected articles has
adopted a mixed-method mechanism.

4% 0%

Y

75% '

Qualitative ™ Mixed
Fig. 10: Research Approach

21%

Quantitative

The geographical distribution of researches has
implications in this systematic review as it offers an idea
about which areas of the globe are more concerned with
universal healthcare and its financing options. Figure 11
shows that most of the studies were conducted in the Asia
and Africa as far as the continents are concerned. Europe
and North America have been contributing with similar
fashion (8% each).

North Mixed
America 4%
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Asia

Europe
Asiaand gy
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Fig. 11: Geographical Distribution
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As per country level statistics, Thailand has attracted
much attention of the researchers in universal healthcare
financing. Thailand being at the top of the list is no
surprise as the country has been considered as the pioneer
and successful trendsetter of healthcare finance. Similar
to the geographical distribution, South Africa comprises
21% of the selected studies and is placed next to Thailand
in the distribution of studies. China, UK, and the USA

have 11% contribution each in studies of universal
healthcare.
h
Mixed
North America AI.- ‘
Africa | o
Asia and Europe I
Europe | l ‘
Asia L 5 73
0 5 10 15

Healthcare Finance
Health Coverage Scheme
Socdiology and Social Policy
Health System and Reform
Public Health Policy

m Healthcare

| Social Security

M Health Policy

Fig. 13: Fields of Publication by Region

Figure 13 depicts the continent wise fields of publication
where Africa is highlighted much as the publications
contributed to health finance literature from different
arena. Healthcare finance and Sociology & social policy
have been in the preferred fields of publication by
researchers. In Asia, the studies contributed more in the
healthcare finance, followed by health coverage scheme,
sociology and social policy and healthcare.

Mixed )
North America )
Quan
Africa
Qual
Asia and Europe m Mixed
Europe ’
Asia -

Fig. 14: Research Approaches by Region

In the case of researchers’ adoption of research
approaches, most of the continents preferred the
quantitative approach due to the nature of the study,
related to financial matters. Selected articles from North
America and Europe adopted the qualitative approach of
research. Asia and Africa had some mixed methods and
qualitative researches respectively.

3.5 Discussion

From a number of sub-themes, found through extensive
thematic analysis of articles, four major themes have been
created. The following discussion offers a structured
documentation of the authors’ views under each of the
major themes.

3.5.1 Financing options for healthcare

3.5.1.1 Out-of-pocket payment

A number of financing means are found around the world
where different countries adopted differentiated financing
method for healthcare financing. Even though out-of-
pocket payment mechanism has been available in quite a
notable number of countries, especially the developing
ones, it is considered the least desirable method of
financing healthcare [35]. Such sort of payment method
places the total cost burden on health seeking individuals
in the absence of cross-subsidization. For the poor and
ultra-poor population, out-of-pocket payment constitutes
a significant barrier in availing healthcare [36]; [37]; [38].
Due to the out-of-pocket payments in healthcare, nearly
100 million individuals are being fallen below the poverty
line every year [11].

3.5.1.2 Health insurance

On the other hand, a number of countries have introduced
mandatory health insurance for financing healthcare.
However, such sort of insurance funds is being
accumulated only from the contribution of formal sector
employees as well as employers [39]. Quite a number of
high-income and middle-income African and Latin
American countries have adopted mandatory health
insurance as the financing option for healthcare. Kenya
and Tanzania introduced their own health insurance
funds, namely National Hospital Insurance Fund in 1966
and National Health Insurance Scheme in 2001
respectively, where the former collects fund from formal
sector employees and the later gathers funds from
government workers [35]. Later on, Tanzania initiated
collecting funds from private sector employees by another
mandatory insurance scheme.
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3.5.1.3 Tax finance

Similar to other public goods, using tax finance as the
source of fund for healthcare is a popular and proven
model of healthcare finance. To achieve universal health
coverage, increasing tax revenue was found instrumental
in countries with low tax base [40]. Thailand has set a
bright example of successful, equitable, and feasible
healthcare financing through tax procedure for most of
the population [41]. Tax finance method has also been
found sustainable for long term healthcare goals as health
service providers are linked through closed-ended
payment method and contracting model for ensuring good
budget for healthcare [41]. Unlike the insurance
mechanism, general tax method has been found as the
most progressive source of finance for healthcare as it
utilizes the existing resources, expertise and mechanisms
of the finance ministry in enforcing and collecting the tax
payments [42]. Progressive tax practices along with a pro-
poor tax framework for capital gains and profits might
support achieving key global health objectives, unlike the
tax burdens of consumption taxes [40]. Evidence in this
regard is found from the study of Harris, Nxumalo,
Ataguba, Govender, Chersich and Goudge [43] where
one-third of the study respondents was keen to offer
cross-subsidization for others and half of the study sample
preferred a progressive financing mechanism for
healthcare services.

3.5.1.4 Pooling of funds

From the viewpoint of reducing fragmentation in fund
sources, pooling of funds has been an issue, which has,
has a close relation to the collection costs and materiali-
zing of the relative advantages of both the health in-
surance and government tax finance. Reducing fragments
in funding sources and directing funds from all possible
sources toa centralized and well-managed pool are critical
to ensure the goals of universal healthcare [35]. Centrali-
zation in funding sources has been found to be associated
with equity and improvement in healthcare financing
where a strong single purchaser health services might be a
critical change agent [44]. Achieving cross-subsidization
is only possible with integrated funding pools because
managing separate funding scheme for different groups
limits the benefits of cross-subsidies and it becomes
difficult to merge fragmented pools in later stages [35].

3.5.1.5 Pay-for-performance
Pay-for-performance (P4P) or result-based-financing
(RBF) or performance-based-financing (PBF) is one of

the newer concepts of health finance which makes the
beneficiary pay for the healthcare only when the
predetermined performance objectives are achieved [45].
With incentives for better quality health services,
especially for child and maternal health, or for curing
specific diseases i.e. tuberculosis, P4P was instrumental
in achieving Millennium Development Goals (MDG)
[35]. However, a little evidence is found to support that
P4P has been successful in achieving improvements in
service delivery as well as desired impact [46]; [47]; [48];
[49]. Alternatively, adverse impacts of quality of
healthcare services were experienced which includes
providing more focus to P4P services at a cost of
detriments in other services and inflating performance
indicators with false reporting [47]; [35]. In this instance,
purchasing of healthcare services through pooled funds
and the way citizens can get access to those services are
crucial. Purchasing consideration includes entitlements of
health service benefits and payment to service providers
[50].

3.5.1.6 Compulsory insurance

Compulsory insurance is one of the popular forms of
funding arrangement for universal health coverage where
governmental legislation enforces citizens for purchasing
insurance. Oftentimes, the government provides the
insurance service or a mix of the public and private fund
can provide standardized service, i.e. Germany. In
Canada, citizens contribute to a single public fund for
getting healthcare services. Compulsory insurance created
the base for US Patient Protection and Affordable Care
Act as well as the healthcare system in Switzerland [51].
In some of the countries, which manage healthcare
through a mix of public and private funds, the
government fixes up the basic level of coverage [52]. In
such cases, the insurance providers cannot deny coverage
for any policyholders and thus, pricing and service quality
become the prime elements of competition. Namsomboon
and Kusakabe [76] suggested two viable financing
options for universal health coverage, namely single
payer system and compulsory insurance. For ensuring
universal healthcare, the government can require citizens
to avail insurance and take steps so that insurance firms
honor all insurance requests and keep uniform pricing for
everyone [53].

3.5.1.7 Summary of the major findings

Even though a considerable extent of development is
observed in health finance literature, there have been
quite a few issues where researchers are still to shed light.
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As far as the out-of-pocket payments are concerned, no
viable option to reduce out-of-pocket payments was
found in existing literature from the respective country
perspective. In the case of mandatory health insurance, a
long-standing dilemma resides into the decision regarding
the parties to contribute. It is quite sure that there could
have been sources of fund for MHI other than formal
employees but the currently the burden is placed on them
only in most of the countries. No assessment mechanism
or framework has been found to get a clear idea about
whether to include everyone or only formal sector staffs
in the contribution of funds. Government tax financing
has been found successful in financing healthcare services
in developed nations or middle-income countries.
However, no tax framework has been suggested for ultra-
poor and developing countries as the similar taxing
procedure would not fit in the economic characteristics of
such countries. In the case of pooling funds for universal
healthcare, fragmentation of funding sources has been a
serious issue. However, studies were intermittent in
developing a mechanism for centralized pooling of funds
to offer maximum defragmentation. Studies have covered
the P4P systems and its diverse aspects fairly well with
the concurrent issues associated with it. Nevertheless, no
studies have been found instrumental in discussing
effective measures to eradicate flaws in P4P systems,
including the performance inflation issues and detrimental
services other than the P4P ones.

3.5.2 Medical expenses

3.5.2.1 Medical expense management and issues

The success of universal health care in Thailand with
government subsidization for pro-poor incidence is
exemplary in Asia region, which has been followed by Sri
Lanka and Malaysia later on [54]. Even though out-of-
pocket payments for healthcare service has been
contributory to catastrophic health financing, India,
Bangladesh, China, Vietnam, Nepal and other developing
countries in Asia have adopted out-of-pocket payments in
healthcare finance for long since [55]. Xu, Evans,
Kawabata, Zeramdini, Klavus and Murray [17] found that
out-of-pocket payments were a significant determinant for
households with catastrophic expenditure. Song, Feng,
Xue and Huang [56] have found that growth rate of
healthcare costs is a crucial factor for expenditures in
medical insurance. The study results call for strong
management of medical service market, reforms in
medical organizations to control healthcare costs and
standardizing charges for healthcare service (Song et al.
2010). In a study with South Africa, Ghana, and

Tanzania, healthcare financing was found progressive
along with direct taxes [57]. Hauck, Thomas and Smith
[58] mentioned six constraints of health system design
within which implementation costs of such health system
was a noteworthy constraint.

3.5.2.2 Cost-effectiveness of healthcare finance
Cost-effectiveness of healthcare finance has been in the
central point of several studies. Affordability of health
services should be distinguished from cost-effective
health technologies [59]. Health technologies can be cost-
effective but they should be affordable to ensure the end
users’ financial benefit. China has been successful in
tackling the rising healthcare costs in recent years through
reforms in provider payment mechanism [60]. Among the
measures adopted, case-based and flat unit rate payments
were mentionable steps towards achieving cost
effectiveness in Chinese healthcare system. The absence
of linkage between the healthcare budgets and cost-
effectiveness of healthcare costs creates issues in the
materialization of universal healthcare goals [59]. Though
Thailand is considered as one of the successful pioneers
in implementing universal healthcare, Mee-Udon [61]
found that almost 31 percent of the respondents (rural and
poor villagers) never used the scheme even after having
the UC card and 22 percent of the UC card users
expressed dissatisfaction. A number of opportunity costs
played significant roles behind such non-use and
dissatisfaction [61].

3.5.2.3 Reducing catastrophic health expenditure

Health insurance has been performing as a remedial
measure for reduction of catastrophic health expenditure
in households that lives below the poverty line.
“Aarogyasri” program was started in 2007 in Andhra
Pradesh state (Southern India) to rescue poor households
from catastrophic health expenditure. Study results found
that “Aarogyasri” program has significant contribution in
reducing out-of-pocket costs for both inpatient and
outpatient expenditures [62]. Social health insurance has
had a profound contribution towards materializing the
universal health coverage. Mathauer, Doetinchem, Kirigia
and Carrin [63] found that social health insurance could
offer universal healthcare in a more financially feasible
manner. Social health insurance contributions together
with government subsidies can mobilize a sustainable and
sufficient level of financial resource which will offer a
predefined standard of quality healthcare service and low
cost-sharing [63]. However, government hospitals have
been found to have discriminatory practices for patients.
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Through data from both inpatient and outpatients for
2003-2005, Hirunrassamee and Ratanawijitrasin [64]
confirmed that government hospitals utilized expensive
items for the patients who have an insurer to pay on the
open-ended or closed-ended basis. On the other hand,
insurance coverage has impacts in increasing the demand
for treatments. However, extending insurance coverage
can substantially raise demand for treatments in
unintended groups, which might increase total healthcare
costs [65].

3.5.2.4 Summary of the major findings

Out-of-pocket costs have been the major element of
catastrophic health expenditure for the majority of low-
income and developing countries. Opportunity costs of
different sorts along with other constraints create
impediments in the way of affordable and equitable
healthcare system. Literature gap has been identified in
developing a cost effective financial framework, which is
capable of reducing such out-of-pocket costs and other
opportunity costs, especially from the low-income and
developing country contexts.

3.5.3 Inequality in healthcare finance

3.5.3.1 Healthcare finance (the rich vs. the poor)
Inequality and un-uniformed access to healthcare
facilities created impediments in the realization of
universal healthcare fully. Under universal healthcare,
facilities for richer portion of the population are found to
be better equipped, more refined, and of improved quality
in comparison to services offered to poorer communities
[66]. Differences in funding sources for caregivers were
the primary reasons behind these distinctions as medical
institutions used by rich and poor are not alike due to
reachability and socioeconomic factors. More government
finance should be assigned for the lower levels of care to
reduce inequality in public health services [66]. To enable
equitable health financing, a pro-poor shift is essential
where less regressive or more progressive health
financing mechanism is enabled between two time-
periods [67].

3.5.3.2 Disproportionate cost burden

Study findings of Harris, Goudge, Ataguba, Mclntyre,
Nxumalo, Jikwana and Chersich [68] suggested that the
poorest bears healthcare cost burdens disproportionately
in countries such as South Africa, which significantly
limits cross-subsidization between wealth and poor or
healthy and sick. A significant portion of the groups still
pays the service fees who are exempted from such

payments by government policy [68]. Such practices
severely weaken equity objectives led by exemption
policies of the government [69]; [11] and prevent
financial protection for vulnerable groups and poor
households [70]. The malpractices of the discretionary
power of bureaucrats and health service providers in
enabling exemptions for the wrong people have also been
evident [71].

3.5.3.3 Exclusion and discrimination

Citizens within low-income bracket had experienced
exclusion from healthcare coverage and, as a result,
noteworthy discrimination in healthcare access [72]. Due
to increased hypertension and untreated diabetes,
excluded groups had a significantly greater probability of
death as compared to individuals with healthcare
coverage [73]. Mills, Ataguba, Akazili, Borghi,
Garshong, Makawia, Mtei, Harris, Macha and Meheus
[57] found that richer portion of the society enjoys
elevated benefit distribution of healthcare services
whereas the low-income groups experience the most
sufferings for sickness burden. Uninsured, when
hospitalized, are found to be more likely to die within
hospitalization due to lack of specialized services [74].
Mathauer, Doetinchem, Kirigia and Carrin [63] advocate
on behalf of the social health insurance scheme as it is
capable of providing protection from financial risks and
optimizes equity in both access and financing of
healthcare services. Geographical barriers are mostly
responsible for inaccessible healthcare in most pro-poor
regions that accelerates healthcare inequality issues even
further. Initiatives should be taken for universal free
services towards the regions, which lack access to
universal healthcare or primary healthcare due to physical
barriers [41].

3.5.3.4 Summary of the major findings

Although social health insurance has been the pioneer in
ensuring equitable healthcare financing, discriminations
in health service are still evident in research findings.
Extensive studies are needed to explore the malpractices
happening in healthcare rendering agents, caregivers, and
hospitals. Ill-practices of insurance firms, which are
instrumental for health service providers to offer
discriminatory service, should also be carefully examined.

3.5.4 Policy recommendations for healthcare finance

3.5.4.1 Successful health finance practices
The contribution of authors in concurrent literature was
sound in the areas of development in healthcare finance.
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Song, Feng, Xue and Huang [56] offered some of the
crucial suggestions to improve the financial mechanism
for universal healthcare and remove inequality. Among
the critical recommendations, increasing the medical
payment rates appropriately, lowering the level of debt in
the medical insurance fund, introducing rational medical
fees for senior citizens, enabling medical reserve funds
for elderly will enable a better performing and equitable
medical insurance fund [56]. Kakwani index of
progressivity and some other indices have been used to
characterize the shifts in healthcare financing
progressivity in different time periods in South Africa,
which offer important roles to play in the development of
financing mechanism of universal healthcare [67]. Song,
Feng, Xue and Huang [56] also emphasized on the
medical reforms with a specific focus on controlling the
healthcare costs.

3.5.4.2 Cultural and social contexts

Along with the quality of services and opportunity costs,
the cultural and social contexts were suggested to be
considered while making policies on healthcare finance
[61]. Given the availability of data, the healthcare pricing
should at least be differentiated by gender, age, and risk
of disease where healthcare fund contribution is
mandatory [75]. The characteristics of states,
communities, markets, and families are also advocated to
be kept under consideration while pricing healthcare
services. For enabling marginalized populations to have
the benefits of universal healthcare schemes, community
support and organizing are two very essential elements
[76]. To reduce the burden of out-of-pocket payments,
initiatives should be taken for a prepayment scheme,
assessment of individual contribution in social health
insurance funds while adjusting for minimum wage and
increment of the progressive source of health finance, i.e.
direct taxation [42].

3.5.4.3 Summary of the major findings

A number of studies, i.e. Ataguba [67], have used indices
to characterize the shifts in healthcare financing
progressivity in different time-periods. Kakwani index of
progressivity was popular in particular in these regards.
However, no study has been found to wuse such
frameworks in comparing the progress of healthcare
financing between countries. Policy recommendations
were found in developing financing system of universal
healthcare but studies are yet to test the effectiveness of
such recommendations in improving equity in service
benefits and healthcare financing. As the health-systems

experience dynamism due to differentiated country profile
and demands of time, the applicability of the suggestions
offered by different authors should be examined for a
proper outcome.

4. Conclusions

Financing wuniversal healthcare still requires much
attention but the systematic review provides evidence of
increasing interests of the researchers. A mix of dynamic
findings was identified in multifaceted areas of costing
and financing healthcare in this systematic review. The
findings were segmented into four broad categories to
present the research interests and developments so
published by researchers in financing field of universal
healthcare.

Financing options have been one of the major categories
of themes where researchers contributed on various
aspects for as many as five differentiated financing
mechanisms. Medical expenses and their different
dimensions were also the preferred areas for quite a
number of researches. Constraints created by healthcare
costs for successful utilization of universal healthcare, the
effectiveness of healthcare costs in terms of ultimate
service benefits and contribution of health insurance in
creating an equitable healthcare atmosphere were the core
concerns of studies in medical expense field.

From the inception of universal healthcare, inequality has
been in the center-point of discussions in healthcare
finance related studies. The way inequality in health
services creates obstacles in materializing the main
objectives of universal healthcare has gained much
attention. A noteworthy number of researches were found
to be dedicated to disproportionate healthcare cost
burdens onto individuals and discriminatory healthcare
service between the rich and poor groups of the society.
Last but not the least, constructive guidelines for
developing financing mechanisms for improved universal
healthcare were offered in the selected studies. Authors
recommended some essential policy actions for overall
development in healthcare financing systems and
ensuring equity in health services. Besides, some
specialized factors i.e. age, gender, place, and contexts
were suggested to be considered while adopting and
implementing financing policies for universal healthcare.
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4.1 Limitations

This systematic review has included only 8 databases
which have limited the search results and the number of
articles selected for reviewing purpose. The sophisticated
nature of the topic (financing universal healthcare) has
also been instrumental in the poor selection of articles, as
the area still needs many studies to have a rigorous
systematic review with multifarious themes.

4.2 Future Directions

From the findings of this systematic review, quite a
number of significant literature gap can be identified that
need further studies. This systematic review will be
instrumental as a starting point of gaining researchers
attention in healthcare finance, development of more
equitable financing options and offering constructive
policy guidelines for ensuring affordable and accessible
healthcare for all. Future studies can include multi-
disciplinary theories for finding the impacts of universal
healthcare for people of all walks of life. An enhanced
number of databases are recommended in the search
process for the systematic reviews conducted onwards
over the issues of universal healthcare financing. A
rigorous review can also be conducted for finding the
status and success of universal healthcare in both
developed and developing country setting with a
comparative presentation.
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