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PREFACE

his year's joint Universal Health Coverage Monitoring Report is being published at a crucial moment. Never
before has there been as much political momentum for universal health coverage as there is right now. And
never before has there been greater need for commitment to health as a human right to be enjoyed by all, rather
than a privilege for the wealthy few.

Ensuring that all people can access the health services they need - without facing financial hardship - is key to improving
the well-being of a country’s population. But universal health coverage is more than that: it is an investment in human
capital and a foundational driver of inclusive and sustainable economic growth and development. It is a way to support
people so they can reach their full potential and fulfil their aspirations.

This is why we, as the leaders of the World Bank Group and the World Health Organization, have made the achievement
of universal health coverage a priority for both our institutions. Part of that commitment is this joint 2017 UHC Global
Monitoring Report.

The report reveals that at least half the world's population still lacks access to essential health services. Furthermore,
some 800 million people spend more than 10 per cent of their household budget on health care, and almost 100 million
people are pushed into extreme poverty each year because of out-of-pocket health expenses.

This is unacceptable.

But what gives us hope is that countries across the income spectrum are leading and driving progress towards UHC,
recognizing that it is both the right and the smart thing to do.

We are also encouraged that - although data availability and analysis are still a challenge - most countries are already
generating credible and comparable data on health coverage. We would like to acknowledge the role of the Organisation
for Economic Co-operation and Development (OECD) and the United Nations Children’s Fund (UNICEF) in making
this happen.

Our data have revealed major gaps. The more we know about those gaps - and how different countries are bridging
them - the closer we come to identifying what we must do to improve health coverage.

But if the world is serious about meeting its goal of achieving Universal Health Coverage by 2030, we all need to be
far more ambitious.

To this end, the World Bank Group and the World Health Organization are committed to working with countries to
increase access to essential health services, ensure that people don't fall into poverty because of health expenses, and
move closer to our goal of Universal Health Coverage by 2030. That won't be easy, but it's possible. We are ready to
make it happen.

Jim Yong Kim Tedros Adhanom Ghebreyesus
President Director General
The World Bank Group World Health Organization
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EXECUTIVE SUMMARY

Introduction

A number of the 17 Sustainable Development Goals
(SDGs) adopted by the United Nations General Assembly
in September 2015 have targets that relate to health.
However, one goal - SDG 3 - focuses specifically on
ensuring healthy lives and promoting well-being for all at
all ages. Target 3.8 of SDG 3 - achieving universal health
coverage (UHCQ), including financial risk protection, access
to quality essential health-care services and access to
safe, effective, quality and affordable essential medicines
and vaccines for all - is the key to attaining the entire goal
as well as the health-related targets of other SDGs.

Target 3.8 has two indicators - 3.8.1 on coverage of
essential health services and 3.8.2 on the proportion
of a country's population with catastrophic spending
on health, defined as large household expenditure on
health as a share of household total consumption or
income. Both must be measured together to obtain a clear
picture of those who are unable to access health care and
those who face financial hardship due to spending on
health care. Since the SDGs aim to “leave no one behind”,
indicators should be disaggregated by income, sex, age,
race, ethnicity, disability, location and migratory status,
wherever data allow. This report presents the results of the
latest efforts to monitor the world's path towards UHC.

Service coverage

Monitoring coverage of essential health
services

Progress towards UHC is a continuous process
that changes in response to shifting demographic,
epidemiological and technological trends, as well as
people's expectations. The goal of the service coverage
dimension of UHC is that people in need of promotive,
preventive, curative, rehabilitative or palliative health
services receive them, and that the services received are of
sufficient quality to achieve potential health gains. A UHC
service coverage index - a single indicator computed from

tracer indicators of coverage of essential services - was
developed to monitor SDG indicator 3.8.1. For the first
time, this report presents methods and baseline results
for 183 countries for the index. The UHC service coverage
index is straightforward to calculate, and can be computed
with available country data, which allows for country-led
monitoring of UHC progress.

The levels of service coverage vary widely between
countries (Fig. 1). As measured by the UHC service
coverage index, it is highest in East Asia (77 on the
index) and Northern America and Europe (also 77).
Sub-Saharan Africa has the lowest index value (42),
followed by Southern Asia (53). The index is correlated
with under-five mortality rates, life expectancy and the
Human Development Index. Moving from the minimum
index value (22) to the maximum value (86) observed
across countries is associated with 21 additional years
of life expectancy, after controlling for per capita gross
national income and mean years of education among
adults.

Coverage of essential services has increased since 2000.
Time trends for the UHC service coverage index are not
yet available, but average coverage for a subset of nine
tracer indicators used in the index with available time
series increased by 1.3% per annum, which is roughly
a 20% increase from 2000 to 2015. Among these nine
tracer indicators, the most rapid rates of increase were
seen in coverage of antiretroviral treatment for HIV (2%
in 2000 to 53% in 2016) and use of insecticide-treated
nets for malaria prevention (1% in 2000 to 54% in 2016).
Nevertheless, there is still a long way to go to achieve
UHC. Although data limitations preclude precise
measurement of the number of people with adequate
service coverage, it is clear that at least half of the world's
population do not have full coverage of essential services.
Considering selected health services, over 1billion people
have uncontrolled hypertension, more than 200 million
women have inadequate coverage for family planning,
and nearly 20 million infants fail to start or complete the
primary series of diphtheria, tetanus, pertussis (DTP)-
containing vaccine, with substantially more missing other
recommended vaccines.

vii



Fig. 1. UHC service coverage index by country, 2015: SDG indicator 3.8.1
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SDG: Sustainable Development Goal; UHC: universal health coverage.

Equity

Because of the lack of data, it is not yet possible to compare
the UHC service coverage index across key dimensions of
inequality. Until these data gaps are overcome, inequalities
in service coverage can be assessed by looking at a
narrower range of service coverage indicators, in particular
for maternal and child health interventions. For a set of
seven basic services for maternal and child health, only
17% of mothers and infants in households in the poorest
wealth quintile in low-income and lower-middle-income
countries in 2005-2015 received at least six of the seven
interventions, compared with 74% in the richest quintile.

Considering changes in large gaps in coverage over time,
the median percentage of mother-child pairs that received
less than half of seven basic health services declined
between 1993-1999 and 2008-2015 across all wealth
quintiles for 23 low- and lower-middle-income countries
with available data. Absolute reductions were larger in
poorer wealth quintiles, and therefore absolute inequalities
were reduced between these two time periods.

Unless health interventions are designed to promote
equity, efforts to attain UHC may lead to improvements in
the national average of service coverage while inequalities
worsen at the same time. Gaps in service coverage
remain largest in the poorest quintile, which reinforces
the importance of structuring health services so that no
one is left behind.

This map has been produced by WHO. The boundaries, colours
or other designations or denominations used in this map and
the publication do not imply, on the part of the World Bank
or WHO, any opinion or judgement on the legal status of

any country, territory, city or area or of its authorities, or any
endorsement or acceptance of such boundaries or frontiers.

850 1,700 3,400 Kilometers

Financial protection

Many families worldwide suffer undue financial hardship
as a result of receiving the health care that they need.
UHC efforts in this area focus on two issues: “catastrophic
spending on health”, which is out-of-pocket spending
(without reimbursement by a third party) exceeding a
household’s ability to pay; and “impoverishing spending
on health”, which occurs when a household is forced
by an adverse health event to divert spending away
from nonmedical budget items such as food, shelter
and clothing, to such an extent that its spending on
these items is reduced below the level indicated by the
poverty line.

The incidence of catastrophic spending on health is
reported on the basis of out-of-pocket expenditures
exceeding 10% and 25% of household total income
or consumption. This is the approach adopted for the
SDG monitoring framework. Across countries, the mean
incidence of catastrophic out-of-pocket payments at the
10% threshold is 9.2%. Incidence rates are inevitably
lower at the 25% threshold with a mean of 1.8%. At
the global level (Fig. 2),it is estimated that in 2010, 808
million people incurred out-of-pocket health payments
exceeding 10% of household total consumption or income,
(some 11.7% of the world's population), and 179 million
incurred such payments at the 25% threshold (2.6% of
the population).

viii TRACKING UNIVERSAL HEALTH COVERAGE: 2017 GLOBAL MONITORING REPORT



Fig. 2. Global and regional trends in catastrophic payments: SDG indicator 3.8.2
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In 2010, Latin America and the Caribbean was the region
with the highest rate at the 10% threshold (14.8%).
Asia had the second-highest rate (12.8%) and was the
region where most people facing catastrophic payments
are concentrated. Both the percentage and the size of
the global population facing catastrophic payments
have increased at all thresholds since 2000. At the
10% threshold, the region with the fastest increase in
population facing catastrophic payments is Africa (+5.9%
per year on average) followed by Asia (+3.6% per year).
North America is the only region where both the incidence
and the population exposed have decreased (-0.9%
per year).

While monitoring SDG indicators of catastrophic
expenditures is important, it is not the only way in which
progress can be monitored, nor is it sufficient on its
own to fully understand the picture as countries strive
to provide financial protection. Catastrophic payments
can be measured in different ways. In addition, financial
protection can also be measured using metrics other than
catastrophic spending. So, this report also provides global
and regional results using complementary measures of
financial protection.

Indicators of impoverishing spending on health are not part
of the official SDG indicator of universal health coverage per
se, but they link UHC directly to the first SDG goal, namely
to end poverty in all its forms everywhere. These indicators
are based on international poverty lines - specifically
1.90 a day international dollars using 2011 purchasing
power parity (PPP) for extreme poverty and 2011 PPP
3.0 a day international dollars for moderate poverty.
This report measures the incidence of impoverishment as
the difference between the number of people in poverty
with out-of-pocket spending included in household total
consumption or income, and the number without.

An estimated 97 million people were impoverished on
health care at the 2011 PPP $ 1.90-a-day poverty line in
2010, equivalent to 1.4% of the world's population. At
the 2011 PPP $ 3.10-a-day poverty line, the figure is 122
million (1.8%). At these two international poverty lines
impoverishment rates in upper-middle-income countries
and high-income countries are close to or equal to zero.
At the 2011 PPP $ 1.90-a-day poverty line, the number and
percentage of people globally impoverished fell between
2000 and 2010 from 130 million (2.1%) to 97 million
(1.4%). By contrast, at 2011 PPP $ 3.10-a-day, both the
percentage and number of people impoverished increased
from 106 million (1.7%) to 122 million (1.8%), (Fig. 3).



Fig. 3. Global and regional trends in impoverishment due to out-of-pocket payments: $1.90-a-day and $3.10-a-day poverty
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In 2010, Asia and Africa had the highest rates of
impoverishment at the 2011 PPP $ 1.90-a-day poverty line
(1.9% and 1.4% respectively). Between 2000 and 2010,
Africa saw reductions in the incidence of impoverishing
spending on health at both the 2011 PPP $ 1.90 and 2011
PPP $ 3.10 lines, while Asia saw a marked reduction at
the 2011 PPP $ 1.90 line and an increase at the 2011 PPP
$ 3.10 line.

The report also focuses on the depth of poverty, taking into
account the monetary impact of out-of-pocket payments
on those pushed, and further pushed, into poverty due to
spending on health.

Note that a low incidence of catastrophic or impoverishing
spending on health could result from people being
protected from financial hardship, but it could also result
from people not getting the care they need because they
cannot access it or because they cannot afford it. Financial
protection always needs to be jointly monitored with
service coverage.

Monitoring UHCin the SDG era

The monitoring efforts in this report relate directly to one
of the defining characteristics of the SDGs: promoting
accountability by encouraging countries to commit to
reporting of their progress. Most of the data provided
in the following pages have been subject to an official
consultation with World Health Organization (WHO)
Members States carried out in 2017. Countries are the
main actors in monitoring and evaluation, and national
ownership is key to the success of achieving the SDGs.
Each country’s process of monitoring and evaluation
will take account of national and potentially subnational
priorities. Countries can also contribute to regional SDG
monitoring frameworks. It is hoped that by developing
metrics and reporting internationally comparable data,
this report may encourage countries and regions to refine
and tailor them to their local circumstances.

As the data show in this report, the process is fraught with
challenges, not just in reaching the targets themselves,
but also in terms of measuring progress towards them.
The road to UHC is long, but the global commitment to
achieving and measuring it is underway.
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INTRODUCTION

The goal of universal health coverage (UHC) is to ensure
that every individual and community, irrespective of
their circumstances, should receive the health services
they need without risking financial hardship. In the last
10 years or so, calls for increased efforts to achieve UHC
have grown noticeably. In a September 2017 Lancet Global
Health editorial, Tedros Adhanom Ghebreyesus, Director-
General of the World Health Organization (WHO), called
UHC an ethical question, asking: “Do we want our fellow
citizens to die because they are poor?” (7).

Jim Yong Kim, President of the World Bank Group,
addressing the May 2013 World Health Assembly said:
“We can bend the arc of history to ensure that everyone
in the world has access to affordable, quality health
services in a generation” (2). And as WHQO's 2010 World

Fig. 1. Health is central to the SDG agenda
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Health Report, Health systems financing: the path to universal
coverage shows, countries across the world have for some
time been heeding the call and implementing reforms
geared to accelerating progress towards UHC (3).

The momentum behind UHC was reflected in the
United Nations General Assembly (UNGA) decision
of September 2015 to adopt health as one of the 17
sustainable development goals (SDGs) (4) and UHC as
an SDG health target (SDG 3.8: “achieve universal health
coverage, including financial risk protection ..."). The
UHC target lies at the core of the other 12 health targets,
and the health goal itself is closely interlinked with the
other 16 SDGs, in some cases making inputs into them
and in others being dependent on their progress for its
attainment (Fig. 1.
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Box 1. Definitions of UHC, SDG target 3.8, and SDG indicators 3.8.1 and 3.8.2

Universal health coverage means that all people receive the health services they need, including public health services designed to promote better health
(such as anti-tobacco information campaigns and taxes), prevent illness (such as vaccinations), and to provide treatment, rehabilitation and palliative care
(such as end-of-life care) of sufficient quality to be effective, while at the same time ensuring that the use of these services does not expose the user to

financial hardship (72).

SDG target 3.8: Achieve universal health coverage, including financial risk protection, access to quality essential health-care services and access to safe,

effective, quality and affordable essential medicines and vaccines for all.

SDG indicator 3.8.1: Coverage of essential health services (defined as the average coverage of essential services based on tracer interventions that include
reproductive, maternal, newborn and child health; infectious diseases; noncommunicable diseases; and service capacity and access; among the general

and the most disadvantaged population).

SDG indicator 3.8.2: Proportion of population with large household expenditures on health as a share of total household expenditure or income.

It was not until July 2017 that the UNGA adopted specific
indicators for measuring the SDGs, including UHC (SDG
target 3.8). These were based on the recommendations of
the United Nations (UN) Inter-agency and Expert Group
(IAEG) on Sustainable Development Goal Indicators,
composed of national statisticians from 27 countries (5). In
the case of SDG target 3.8, the IAEG found a high degree of
consensus among technical experts, civil society, national
governments and UN agencies, thanks to a consultative
process spanning 2013 and 2014 involving all relevant
experts and stakeholders (6-8).

This process on UHC monitoring built on a collaborative
effort by WHO and the World Bank, announced at the
February 2013 WHO-World Bank ministerial level meeting
on universal health coverage (9), to develop a monitoring
framework to support countries in tracking their progress
towards the goal of UHC. This work led to the publication
of a discussion paper in December 2013 (70), and the
launch in 2014 of the WHO-World Bank global monitoring
framework for UHC (7, 8).

In their 2017 declaration, the G20 ministers of health invited
“the WHO to identify appropriate indicator frameworks and
to monitor progress on HSS [health systems strengthening]
and UHC worldwide, working jointly with the World Bank,
the OECD and other relevant stakeholders” (71).

The framework used in this report builds on two SDG
UHC indicators:

® 3.8.1which captures the population coverage dimension
of UHC (that everyone - irrespective of their living
standards - should receive the health services they
need); and

= 3.8.2 which captures the financial protection dimension
of UHC (use of health services should not lead to
financial hardship) (Box 1).

Both indicators must be measured together to capture
the complete picture, and in particular not to miss those
who are unable to access health care at all (and therefore
do not pay for it at the point of use), and those who
receive low-quality care (12). WHO is the designated
custodian agency for both SDG 3.8 indicators, with
the United Nations Children's Fund (UNICEF), United
Nations Population Fund (UNFPA) and United Nations
Department of Economic and Social Affairs (UN DESA)
Population Division as partner agencies for 3.8.1 and the
World Bank for 3.8.2.

Equity is key to the SDGs in general and to UHC specifically,
requiring as it does that everyone - irrespective of their
circumstances - gets the services they need without
experiencing financial hardship (72). To measure UHC, it
is therefore necessary to assess not only access to use of
health services and the direct cost of care for a country’s
population overall, but also that different segments of the
population, particularly the most disadvantaged, are not
left behind - in line with the SDG spirit. This has led to an
increased emphasis on monitoring distributions across
dimensions of inequality, as well as averages. Accordingly,
SDG goal indicators are to be disaggregated by income,
sex, age, race, ethnicity, disability, geographical location
and migratory status, as applicable ().

What UHC does and does not mean

UHC means that everyone - irrespective of their living
standards - receives the health services they need, and that
using health services does not cause financial hardship.

Progress towards UHC means that more people -
especially the poor, who are currently at greatest risk of
not receiving needed services - get the services they need.
Implicit in the definition of UHC is that the services are
high quality, meaning that people are diagnosed correctly
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Fig. 2. Investing in health systems to reach UHC and the SDGs

SDG 1: No poverty
SDG 4: Quality education

SDG 3: Equitable health
outcomes and well-being;
global public health security
and resilient societies

SGD 8: Inclusive economic
growth and decent jobs

Universal health coverage

Impact on SDGs SDG 5: Gender equality
SDG 16: Inclusive societies
SDG Target 3.8
Actions

Source: adapted from Kieny et al., 2017 WHO Bulletin (73).

and receive the interventions currently agreed to be
necessary. Progress towards UHC means a lowering of
barriers to seeking and receiving needed care: for example,
out-of-pocket payments, distance, poorly equipped
facilities and poorly trained health workers.

But UHC also means that getting needed health services
is associated less and less with financial hardship; that
people receiving health services are still able to afford food
and other necessities, and do not place their families at
risk of poverty by getting the care they need.

UHC does not mean that health care is always free of
charge, merely that out-of-pocket payments are not so
high as to deter people from using services and causing
financial hardship. Nor is UHC solely concerned with
financing health care. In many poorer countries, lack
of physical access to even basic services remains an
enormous problem. Health systems have a role to play
in achieving progress towards UHC. Health systems
strengthening - enhancing financing but also strengthening
governance, the organization of the health-care workforce,
service delivery, health information systems and the
provision of medicines and other health products - is
central to progressing towards UHC (Fig. 2).

The 2017 global monitoring report
on progress towards UHC

This joint report by the World Bank and World Health
Organization on progress towards UHC is the second
in the series. The first, launched in December 2015 (12),
shortly after the adoption of UHC as an SDG target, built

All people and communities receive the quality health services they need,
without financial hardship

Health systems strengthening

Determinants of health

on nearly three years’ worth of collaborative work between
WHO and the World Bank, dating back to the February
2013 WHO-World Bank ministerial-level meeting on
universal health coverage, and leading to the joint WHO-
World Bank global monitoring framework for UHC which
underpinned the first global monitoring report (7-9).

This report comes shortly after the UNGA's adoption of
the two specific UHC indicators 3.8.1 and 3.8.2 earlier in
2017, and therefore places a strong emphasis on their
measurement. Initial analyses on, or in support of, these
indicators were reported in the first global monitoring
report, but are given greater prominence here (12).

Inthe 2015 report (12), a set of individual tracer indicators
were used to paint a picture of the coverage of essential
services, while in the current report an index is computed
from tracer indicators to summarize the coverage of
essential services using one number, consistent with the
definition of SDG indicator 3.8.1. On financial protection,
this report expands the geographical scope considerably.
Whereas the 2015 report was based on financial
protection data from 37 countries covering less than
20% of the world's population, the current report draws
on data from 132 countries representing over 90% of the
world's population.

While the two UHC SDG indicators are important, they
are a subset of the indicators used to monitor progress
towards UHC and part of a broader UHC monitoring
agenda, which draws on a wider range of established
indicators, often tailored to specific regions and countries.
This report, goes beyond the official SDG UHC indicators.
Thus, in addition to reporting on ‘catastrophic’ out-of-
pocket expenditures (SDG 3.8.2), the report also reviews
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progress towards reducing impoverishment due to out-
of-pocket expenditures. This second aspect of financial
protection is not an official SDG indicator for UHC, but
it links directly to the very first SDG goal, namely to end
poverty in all its forms everywhere.

The monitoring efforts in this report relate directly to one
of the defining characteristics of the SDGs: promoting
accountability by encouraging countries to commit to
reporting their progress. Most of the data provided in
the following pages have been subject to an official
consultation with WHO Member States carried out in
2017. Countries are the main actors in monitoring and
evaluation, and national ownership is key to the success of
achieving the SDGs. Each country’s process of monitoring
and evaluation will take account of national and potentially
subnational priorities. Countries can also contribute to
regional SDG monitoring frameworks. It is hoped that
by developing metrics and reporting internationally
comparable data, this report may encourage countries
and regions to refine and tailor them to their local
circumstances.

As the subsequent pages show, the process is fraught with
challenges, not just in reaching the targets themselves,
but also in terms of measuring progress towards them.
The road to UHC is long, but the global commitment to
achieving and measuring it is underway.
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CHAPTER 1

COVERAGE OF ESSENTIAL
HEALTH SERVICES



Progress towards UHC is a continuous process that changes in response to
shifting demographic, epidemiological and technological trends, as well as
people's expectations. The goal of the service coverage dimension of UHC is
that people in need of promotive, preventive, curative, rehabilitative or palliative
health services receive them, and that the services received are of sufficient
quality to achieve potential health gains.

Resource constraints mean that countries cannot provide all health services, but
all countries should be able to ensure coverage of essential health services. This
section presents methods and SDG baseline results for an index, which aims
to summarize the coverage of essential health services with a single number,
as well as estimates of gaps in service coverage and more detailed analyses of
levels and trends in a subset of service coverage indicators by key dimensions
of inequality.

Health service coverage: Key findings

= Levels of service coverage vary widely across countries. The UHC service coverage index has a value of 64 (out of 100) globally, with values ranging
from 22 to 86 across countries in 2015. As measured by the index, coverage of essential services is highest in the SDG regions of Eastern Asia (77) and
Northern America and Europe (77), whereas sub-Saharan Africa has the lowest index value (42), followed by Southern Asia (53).

= Highindex values are associated with high life expectancy, even after controlling for national income and education. The index is correlated with
under-5 mortality rates (p=-0.86), life expectancy (p=0.88), and the Human Development Index (p=0.91). Moving from the minimum index value (22)
to the maximum index value (86) observed across countries is associated with 21 additional years of life expectancy after controlling for gross national
income per capita and mean years of adult education.

= Atleast half of the world’s population does not have full coverage with essential health services. . . Precisely estimating this number is challenging,
but based on a set of plausible sensitivity analyses, the number of people who are covered with most essential services ranged from 2.3 to 3.5 billion in
2015. This implies that at least half of the world’s 7.3 billion people do not receive the essential health services they need.

= ,..with substantial unmet need for a range of specificinterventions. For example, more than 1 billion people live with uncontrolled hypertension;
more than 200 million women have inadequate coverage for family planning; and almost 20 million infants fail to start or complete the primary series
of DTP-containing vaccine, with substantially more missing other recommended vaccines.

= Coverage of essential services has increased since 2000. Time trends for the UHC service coverage index are not yet available, but average coverage
for a subset of nine tracer indicators used in the index with available time series increased by 1.3% per annum, which is roughly a 20% relative increase
from 2000 to 2015. Among these tracer indicators, the most rapid rates of increase were seen in coverage of antiretroviral treatment for HIV (2% in 2000
t0 53% in 2016) and use of insecticide-treated nets for malaria prevention (1% in 2000 to 54% in 2016).

= Despite progress, large inequalities in basic maternal and child health services in low- and lower-middle-income countries persist. Absolute
wealth inequalities in the coverage of seven basic maternal and child health services have declined; however, only 17% of those in households in the
poorest wealth quintile in low- and lower-middle-income countries received at least six of seven basic interventions, as compared with 74% in the
wealthiest quintile.

2 TRACKING UNIVERSAL HEALTH COVERAGE: 2017 GLOBAL MONITORING REPORT



Key measurement concepts
Effective service coverage

Effective service coverage is defined as the proportion
of people in need of services who receive services of
sufficient quality to obtain potential health gains (7).
Effective coverage indicators capture a country’s efforts
to meet people's needs for quality health services, and
are the preferred indicators for monitoring the service
coverage dimension of UHC. As an example, an indicator
of effective coverage of treatment for HIV should measure
not just whether an individual is receiving antiretroviral
therapy, but also whether her viral load is suppressed.
Unfortunately, for many important health areas, indicators
of effective coverage are not widely available, either due to
lack of investment in data collection or difficulties around
defining an operational indicator for a particular health
service. In these cases, other indicators associated with
effective coverage must be used.

Service coverage

Indicators of service coverage, which is defined as the
proportion of people in need of a service that receive it,
regardless of quality, are more commonly measured than
effective coverage indicators. For example, the number
of antenatal care visits can be ascertained by self-report
in a survey, but determining the quality of care received
during those visits is more challenging. In the absence of
information on effective coverage, these indicators are
often used for monitoring the coverage of health services,
at the expense of capturing information on the quality of
the services received. There is not always a definitive line
separating effective service coverage and service coverage
for a given health service, and therefore in some cases
which label to use for an indicator may not be clear. This
report often uses ‘service coverage' as short-hand for both.

Tracer indicators

Countries will provide a wide range of services as they
progress towards UHC. It is not practical to monitor
indicators for all of these services; therefore a manageable
subset of indicators was chosen to represent overall
coverage (1,2). Tracer indicators were selected based on
several criteria, which are discussed in more detail below.
It is important to note that these tracer indicators are not
arecommended basket of services; rather they are chosen
to capture the breadth of health services within UHC in
a measurable way.

Proxy indicators

For several important health areas, including NCDs,
mental health, surgical and emergency care, as well as
routine health examinations, robust indicators of service
coverage are not always available. In these cases, proxy
indicators must be used to reflect these important areas.
Proxy indicators are correlated with the provision of
health services to those in need, and may be ‘upstream’
or ‘downstream’ of (effective) service coverage. Indicators
of capacity, access or service utilization are upstream
- they represent either the availability of services for
those in need or the rate of use of such services, without
providing information about the proportion of people in
need of a particular service that actually receive it. In
the other direction, ‘downstream’ indicators such as the
prevalence of a risk factor or mortality rate of a disease
or injury reflect the impact of service coverage, but are
also a function of other factors that may be outside the
control of the health system, such as a country’s wealth
or average education level.

Index of essential health services

The UHC service coverage index is a single indicator
that is computed based on tracer indicators (some
of which are proxies of service coverage) to monitor
coverage of essential health services. Essential health
services are services that all countries, regardless of
their demographic, epidemiological or economic profile,
are expected to provide. This is what is intended by the
definition of SDG indicator 3.8.1, which is:

Coverage of essential health services (defined as the
average coverage of essential services based on tracer
interventions that include reproductive, maternal, newborn
and child health, infectious diseases, noncommunicable
diseases and service capacity and access, among the
general and the most disadvantaged population).

There are a number of methodological choices that
must be made when constructing an index, including the
selection of tracer indicators and the calculations used to
combine them into a final index value. There are a number
of examples of indexes meant to summarize population
health (3-5), including for UHC (6-8), which often draw
inspiration from the Human Development Index. For the
first time, this report and accompanying journal article (9)
operationalizes a measure of SDG indicator 3.8.1 on the
coverage of essential health services, presenting methods
and baseline results for 183 countries. The UHC service
coverage index is straightforward to calculate, and can be
computed with available country data, which allows for
country-led monitoring of UHC progress.
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Inequalities in service coverage

Inequalities in service coverage can be summarized by
calculating coverage levels in different subpopulations,
for example by household wealth quintiles, educational
attainment, geographical region, age and sex. It is
important to measure coverage across key dimensions of
inequality since national averages can mask low coverage
levels in disadvantaged population groups.

Operationalizing SDG indicator 3.8.1:
an index of essential health services

Guiding principles

The index was developed as part of a multi-year process
that included global reviews, country case studies,
consultations with ministry of health officials, and a
formal WHO country consultation with Member States
in 2017 (1,2,10-15). The development of the index followed
four guiding principles, not all of which are fully achievable
given current data availability. The first guiding principle
concerned the preference for measures of effective
service coverage. Second, in line with the definition of
UHC, the index should include indicators for different
types of services, namely: prevention, comprising health
promotion and illness prevention, as well as indicators
for treatment, comprising curative services, rehabilitation
and palliation (2). Note, this includes public health services
and interventions that are not implemented by the health
sector but which have health improvement as a key
motivation (7). Third, the index should cover all main
health areas of reproductive, maternal, newborn and child
health (RMNCH), infectious diseases, noncommunicable

diseases and injuries. Following the definition of SDG
3.8.1, four categories of indicators were established:
RMNCH, infectious diseases, noncommunicable diseases,
service capacity and access. Lastly, the index should be
disaggregated by key inequality dimensions.

Criteria for tracer indicators

In each of the four categories described by the definition of
SDG 3.8.1, tracer indicators were selected based on several
criteria (2) and ensuring that within each category the
indicators reflect a range of programme service delivery
strategies. First, an indicator should be relevant, reflecting
epidemiological burden and the presence of cost-effective
interventions. Second, it must also be feasible, with
current, comparable data available for most countries,
which ideally can be disaggregated for equity analysis.
Third, an indicator should be conceptually sound, with a
measurable numerator and denominator, a clear target
and ideally, a definition that captures effective coverage
(16). Lastly, an indicator should be usable, in the sense it is
easy to communicate: indicators that are already reported
across countries, including those in the SDG monitoring
framework, are appealing as they reduce reporting burden.

Identifying indicators that fulfil these criteria is challenging
(Box 1.1and Box 1.2), and few of the selected indicators fulfil
all criteria. The greatest challenge is lack of available data
for indicators of service coverage. These data limitations
motivate the use of proxy indicators, in particular for NCD
treatment coverage, and by definition within the service
capacity and access category. Use of proxy indicators
ensures that the first two criteria, relevance and feasibility,
are met for all indicators.

Box 1.1. Challenges of monitoring effective service coverage

There are three key challenges associated with monitoring effective service coverage, which is defined as service coverage that results in the maximum
possible health gains. The first challenge is accurate measurement of the population in need of the service. Administrative records from service providers
and self-reported prior diagnosis are often unreliable sources of information, as those who do not have access to health services remain undiagnosed. A
full assessment of population need requires alternative sources of data, such as a set of survey questions or biomarkers collected in a household health
examination survey. Because few conditions requiring treatment can be diagnosed in this way, this substantially limits the set of effective coverage indicators
that may be reliably monitored.

Determining effectiveness of service coverage — that is, the degree to which services result in health improvement — is a second challenge (a comprehensive
discussion of measuring quality is discussed in Box 1.2). For some indicators, it is possible to directly measure quality of care. For example, monitoring of
treatment for hypertension can include measurement of whether hypertension is effectively controlled, and monitoring of cataract surgical coverage can
include measurement of current visual acuity (77). However, generally speaking, measuring effectiveness of care is more complicated than measuring
service provision.

The third key challenge is to monitor equity in access to quality health services. Making sure that no one is left behind as countries strive for UHC requires
access to data disaggregated by inequality dimensions, such as wealth or geographical location. Disaggregated data are commonly available for RMNCH
interventions, malaria prevention, and water and sanitation services in low- and middle-income countries, but may not be available for other health topics
and indicators required for UHC monitoring. Therefore, investments are needed in data collection, especially for conducting regular household health
examination surveys and developing electronic and harmonized facility reporting systems. In addition, it is crucial to build capacities for analysing and
reporting health inequality data. Only then can countries tie this information to the policies they are implementing to improve health equity.
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Box 1.2. Measuring quality of care

Measurement of health-care quality begins with understanding what is meant by quality, which is a multifaceted concept (78). The Health Care Quality
Indicators project, initiated in 2001 by the OECD, which aims to develop and report common indicators for international comparisons (79), has distilled
quality to three main dimensions: effectiveness, patient safety, and responsiveness/people-centredness (79, 20). In countries with well-developed health
information systems, data for monitoring are often derived from administrative reporting systems; in contrast, in low- and middle-income countries, such
data are typically unavailable or unreliable, and instead specialized studies may be carried out.

Effectiveness

Effective service coverage is defined as service coverage that results in the desired health gains. The WHO/World Bank monitoring framework has focused
on integrating health service effectiveness into monitoring tracer coverage indicators whenever possible (see Box 1.1 on monitoring challenges), but has
also recognized that effectiveness may be measured by using indicators other than coverage (2, 70). One approach takes the form of monitoring exposure
to health risks, such as uncontrolled blood pressure, or health status as a proxy for effective coverage.

Many researchers have assessed health systems performance on the basis of mortality that should not have occurred if effective care were provided (27-25).
Such data reflect both health promotion and provision of effective personal health care, but also factors outside the health system, such as environmental,
social and economic influences. In addition, high-quality data on mortality by cause of death are not available for many low- and middle-income countries.

Another way to measure effectiveness of care is to assess providers’ medical practice using medical vignettes (hypothetical cases that the provider ‘treats’) or
standardized patients (actors recruited from the local community trained to present the same condition to multiple providers who are blinded from the study).
For the conditions that have been studied, the standardized patient research consistently shows that less than half of patients receive what they needed
for their condition, and typically less than 5% receive what they needed without additional and unnecessary medications, including antibiotics (26—27).

Patient safety

Patient safety is concerned with avoiding injuries to people who receive care. The OECD has identified two types of patient safety indicators: frequency of
‘never’ events that should never occur, such as failure to remove surgical foreign bodies at the end of a surgery; and frequency of ‘adverse’ events such as
obstetric trauma, which can be reduced but not eliminated (28). Both types of indicators rely upon reporting mechanisms that are best-developed in some
high-income countries. The OECD acknowledges that higher adverse event rates may simply signal more developed monitoring systems and a stronger patient
safety culture, rather than worse care (28). In the absence of such reporting systems, the World Bank has recently tested a different approach, conducting
a specialized study that observes medical practice; for instance, whether proven infection prevention and control actions are correctly carried out (29).

Responsiveness/people-centredness

This dimension of quality comprises patient experiences (providing care that responds to individual preferences, needs and values) and integratedness
(seamless, continuous and holistic care, tailored to the patient’s needs) (79, 20). These are generally measured by interviewing patients about their
health-care experiences, for example whether explanations provided by doctors were easy to understand. It is also important to note that what a patient
perceives as good health care might not correspond to effective health care (30). There is also concern that participation in patient satisfaction surveys can
be biased by language and cultural barriers (37). The research from low-income countries typically shows very high levels of patient satisfaction, making
the data hard to interpret (32).

Sixteen tracer indicators were selected, four for each of
the four categories specified by the definition of SDG
indicator 3.8.1. Data availability was a major consideration
in the final list of indicators, with the expectation that
substitutions will be made as new data become available.
The list of tracer indicators, with information on their
characteristics, data availability, rationale for inclusion,
limitations and possible refinements are provided in
Table 1.1.

For indicators of cardiovascular disease prevention and
diabetes management, no standardized data sets of
effective coverage of cardiovascular disease and diabetes
treatment, nor treatment for elevated cardiovascular risk,
are currently available. In the meantime, the prevalence
of normal blood pressure (including those whose blood
pressure is controlled by medication) and mean fasting
plasma glucose (an indicator for diabetes) were selected
as proxy measures (Table 1.1). These reflect the success

of effective health promotion, screening and treatment
programmes.

The service capacity and access category uses proxy
indicators for the suite of coverage measures that cannot
currently be monitored due to data limitations (Box 1.1).
This includes important areas such as routine medical
examinations, treatment for mental ilinesses, emergency
care and surgical procedures. The selected proxy
indicators in this category include hospital bed density,
the density of physicians, psychiatrists and surgeons,
access to essential medicines, and compliance with the
International Health Regulations to reflect health security.

It should be noted that proxy measures like hospital bed
density, physician density, as well as alternatives like
service utilization rates, are difficult to interpret as the
optimal level for these indicators is unclear and they do
not relate to a specific need for services. Despite this, low
levels for these indicators are indicative of poor access and
use of essential health services.
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Table 1.1. Sixteen tracer indicators selected to monitor progress towards UHC on coverage of essential health services

Countries
Measurability with
Primary of key primary

Tracer data inequality  datasince Rationale, limitations and possible
Tracerarea indicator  Type sources dimensions® 2010 Datasource refinements

Reproductive, maternal, newborn and child health

1. Family Demand Effective Household | W,E,R, A 112 UNPD Demand satisfied with a modern method is
planning satisfied service survey estimates SDG indicator 3.7.1. It has a relatively complex
with modem | coverage (33) denominator derived from multiple survey
method questions, and data collection often focuses on
among women in a union, as opposed to all sexually
active women.
women
1549 years
who are
married or in
a union (%)
2.Pregnancy | Antenatal Service Household | W,E,R,A 98 WHO global | Number of ANCvisits captures contact with the
and delivery | care, fouror | coverage survey database health system but does not capture quality of
care more visits (34) care received and may not lead to improved
(ANC4) (%) mortality outcomes. Births attended by

skilled health personnel (SDG indicator 3.1.2)

is a preferred alternative; however, lack of
standardized measurement of skilled’ health
personnel makes cross-country comparisons
difficult. WHO/UNICEF efforts to improve
comparability for reporting on SDG 3.1.2 should
resolve these issues and allow 3.1.2 to replace
ANC4 in the index.

3. Child One-year- Service Administrative | W, E, R, S 183 WHO/UNICEF | DTP3, which is identical to coverage with
immunization | old children | coverage system, estimates pentavalent vaccine in most countries, is an
who have household (35) indicator of a routine infant immunization
received survey system. However, several other vaccines such
3 doses of as for mea.sles (seconq dose), pneumocgccal
diphtheria- pneumonia and rotavirus diarrhoea, typically
have lower coverage and the fraction of children
tetanus.— receiving all vaccines in a national schedule is
pertussis typically much lower (although not possible to
vaccine measure directly with existing data systems in
(DTP3), (%) most countries). This indicator could be replaced
with second dose of measles vaccine, following
the recent recommendation of the Strategic
Advisory Group of Experts on Immunization.
4. Child (are-seeking | Service Household | W,E,R,S 9% UNICEF Pneumonia is a leading cause of child illness
treatment behaviour coverage survey global and death. Suspected pneumonia is determined
for children database based on a series of survey questions about
with (36) ?Ilnesses ir) the pa!st two yveeks, which'mgy
suspected include mild respiratory illnesses; the indicator
. does not currently capture the quality of care
pneumonia received as a mother’s recall of treatment

(%) specifics tends to be poor. The main alternative
indicator of child treatment that is widely
measured is use of oral rehydration solution
(ORS) therapy for child diarrhoea, which is also a
leading cause of child death. The inclusion of the
sanitation indicator in the index is relevant for
diarrhoea prevention.
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Countries
Measurability with

Primary of key primary
Tracer data inequality  datasince Rationale, limitations and possible
Tracerarea indicator sources dimensions® 2010 Datasource refinements
Infectious diseases
1. TB effective | Effective Administrative | (R) 179 WHO This indicator combines two more common
Tuberculosis | treatment | service system, estimates | ones — the case-detection rate and the treatment
treatment | coverage coverage household (37) success rate — to estimate the proportion of TB
(%) survey cases that are detected and successfully treated.
(alculation of the case-detection rate requires
estimates of incident cases (including those
not detected by the health system). Treatment-
success rate is measured through administrative
data, and includes all patients who successfully
complete treatment without bacteriological
evidence of failure.
2.HIV People living | Service Administrative | (R), (S), (A) | 136 UNAIDS Provision of ART averts a substantial number of
treatment | with HIV coverage system, estimates | deathsin high-burden HIV countries, and can be
receiving household (38) amarker of how well a health system reaches
ART (%) survey, marginalized populatiops with higher prevalence
surveillance in lower-burden countries. Recent surveys have
started measuring effective coverage of ART
system by collecting data on viral load suppression.
The numerator — people on ART — is generally
obtained from health facility data, while the
denominator is often estimated from household
surveys, sentinel surveillance sites and facility
data.
3. Malaria Population | Service Administrative | W, E, R, S 29° WHO/ There are major [TN distribution programmes in
prevention | at risk coverage system, Malaria malaria-endemic countries. Coverage estimates
sleeping household Atlas Project | should account for geographical heterogeneity in
under survey estimates malaria risk when analysing national household
insecticide- (39 surveys. Due to netddetlgriora.tiﬁn, effectiveI
treated coverage rates can decline without resupply.
bednets (%)
4.Waterand | Households | Service Household | W,R 176 WHO/UNICEF | While not always implemented by the health
sanitation | with access | coverage survey estimates | sector, access to clean water and safely
to at least (40) managed sanitation are important public health
basic interventions. The current indicator of at least
sanitation basic sanitation is typically much lower than
(%) access to at least a basic water source, and
therefore is used as the tracer indicator for this
area. This tracer indicator could be replaced with
SDG 6.1.1 or 6.2.1, once they are more widely
reported.
Noncommunicable diseases
1. Prevention | Prevalence | Proxy Household | (E), (R),S,A | 85 NCD-RisC/ Hypertension is the leading risk factor for CVD.
of of normal survey WHO The prevalence of normal blood pressure is the
cardiovascular | blood estimates sum of the percentage of individuals who do
disease pressure, (41) not have hypertension, and the percentage of
regardless individuals whose hypertension is controlled
by medication. The absence of hypertension
of treatment is a result of prevention efforts via promotion
status (%)° of physical activity and healthy diets, as well
as other factors. Hypertension controlled with
medication is a result of effective treatment.
This indicator is thus a proxy for both effective
health promotion and effective medical services.
This indicator will be replaced with a measure
of treatment coverage among people with
hypertension, once the data become available.
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primary
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Datasource refinements

2. Mean fasting | Proxy Household | (E), (R),S,A | 6 WHO An individual’s FPG may be low because of
Management | plasma survey estimates effective treatment with glucose-lowering
of diabetes | glucose (42) medication, or because the individual is not
(FPG), diabetic as a result of health promotion activities
(mmol/L)¢ or other factors such as genetics. Mean FPG
is thus a proxy for both effective promotion
of healthy diets and behaviours and effective
treatment of diabetes. However, diabetes
treatment guidelines do not recommend
lowering blood glucose to non-diabetic levels
for all patients, meaning that a population
with a large prevalence of diabetes should not
necessarily attain a low mean FPG. This indicator
will be replaced with the proportion of people
with diabetes receiving treatment once data
become available.
3. Cancer Cervical Service Household | — <30 Insufficient | Data on this indicator are collected in some
detection | cancer coverage survey data household surveys, although not yet widely
and screening currently enough to be used for global monitoring. The
treatment among available indicator does not reflect whether effective
women aged treatment is available. This indicator was chosen
3049 vears over other potential cancer screening indicators,
o Y such as for breast or prostate cancer, because of
(%) clearer guidelines for the former, and because
cervical cancer screening is the only one included
in the core indicator set of the NCD Global
monitoring framework.
4.Tobacco | Adultsaged | Proxy Household | (W), (E), (R), | 125 WHO Prevalence of smoking (SDG indicator 3.a.1) is a
control >15 years survey S, (A) estimates proxy for adoption and enforcement of a suite of
not smoking (43) effective anti-tobacco measures. This indicator
tobaccoin could be replaced with a measure of effective
last 30 days implementation of tobacco control policies.
(%)

Service capacity and access

1. Hospital | Hospital Proxy Facility data | (R) 158 WHO global | This indicator is a proxy for coverage of the full
access beds per database range of essential inpatient services. It has higher
capita (w/ (44) data availability in low- and middle-income
threshold) countries than inpatient admission rates, with
which it is highly correlated (rho=0.84 in low-
and middle-income countries). A threshold is
used to capture low capacity levels; very high
values are not necessarily desirable. Inpatient
service utilization rates, subject to a threshold,
could be used in place of hospital beds as more
data become available.
2. Health Health Proxy Administrative | (R) 180 WHO global | Comparable data on outpatient utilization rates
worker professionals system database are not currently available across low- and
density per capita (45) middle-income countries. Due to this, physician
(w/ density, part of SDG indicator 3.c.1, is included
threshold): as a proxy for coverage ofthe full range of
hysici essential outpatient services not captured by
p ySIC'Ian'S, tracer indicators included elsewhere in the index.
psychiatrists Nurses and midwives are currently excluded due
and to lack of comparable data across countries in
surgeons existing global databases. Nurses and midwives

could be included once comparable data become
available. Psychiatrist and surgeon density

are proxies for coverage of mental health and
surgical and emergency care respectively. As with
hospital beds per capita, a threshold is used to
capture low densities for all three cadres.
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Measurability with

Primary of key primary
Tracer data inequality  data since Rationale, limitations and possible
Tracerarea indicator  Type sources dimensions® 2010 Datasource refinements
3. Accessto | Proportion | Proxy Facility (R) <30 Insufficient | Medicines are the main intervention resulting
essential of health survey data from clinical services, and their availability is
medicines facilities currently a proxy for access to needed medications. This
with WHO- available tracer will be included once data become widely
recommended available.
core list of
essential
medicines
available
4. Health International | Proxy Key — 181 WHO Since many health risks are rare, preparedness
security Health informant database measures must be tracked to capture health
Regulations (46) security as part of UHC. This indicator — SDG
core capacity 3.d.1 - is based on key-informant reports to
index WHO, but could be informed by Joint External
Evaluations in the future. This indicator measures
country capacity for early warning, risk reduction
and management of national and global health
risks, and serves as a proxy for the effectiveness
of those capacities.

ART: antiretroviral therapy; CVD: cardiovascular disease; HIV: human immunodeficiency virus; ITN: insecticide-treated nets; NCD: noncommunicable disease; SDG: sustainable
development goal; TB: tuberculosis; UHC: universal health coverage; UNAIDS: Joint United Nations Programme on HIV/AIDS; UNPD: United Nations Population Division; UNICEF:
United Nations Children’s Fund; WHO: World Health Organization.

W = household wealth quintile; E = educational attainment; R = place of residence (typically urban vs. rural); S = sex; and A = age. Letters in parentheses indicate that data
sources exist to estimate coverage by the indicated dimension but that more analytical work is needed to prepare disaggregated estimates.

® Only pertains to countries with highly endemic malaria.

¢ Age-standardized.

¢ Data availability for 178 countries is based on the 2011 analysis used to calculate the index (47). This analysis used predominantly older data, but included one data source
collected in 2010. During the country consultation process, five countries submitted recent data on mean FPG. Estimates of mean FPG have not been updated as the aim is to
move toward a true coverage indicator as explained above. The NCD-RisC collaboration has estimated that recent (since 2010) national or subnational household survey data,
including a measure of diabetes, are available for 87 countries or territories.
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(Calculating the index

Indicators of cervical cancer screening coverage and
access to essential medicines are currently excluded
from the index calculations due to low data availability.
Service coverage is typically measured on a scale of O to
100%, with 100% as the target, and therefore the UHC
service coverage index is presented on a scale of O to
100. Most of the tracer indicators can be incorporated
directly into the index on their natural scale, for example
the percentage of people living with HIV who are receiving

Fig. 1.1. Calculating the UHC service coverage index

Reproductive, maternal, newborn and child health
1. Family planning (FP)

2. Antenatal care 4+ visits (ANC)

3. Child immunization (DTP3)

4. Care seeking suspected pneumonia (Pneumonia)

Infectious disease control

1. TB effective treatment (TB)

2. HIV treatment (ART)

3. Insecticide-treated nets (ITN)

4. At least basic sanitation (WASH)

Noncommunicable diseases

1. Normal blood pressure (BP)

2. Mean fasting plasma glucose (FPG)°
3. Cervical cancer screening®

4. Tobacco non-smoking (Tobacco)

Service capacity and access

1. Hospital bed density (Hospital)®
2. Health worker density (HWD)f
3. Access to essential medicines
4. 1HR core capacity index (IHR)

antiretroviral treatment. However, there were several
exceptions requiring further manipulation of the data,
which are explained in Fig. 1.1. The index is constructed
from geometric means of the tracer indicators; first,
within each of the four categories, and then across the
four category-specific means to obtain the final summary
index (Fig. 1.1). Geometric means are used instead of
arithmetic means as they favour equal coverage levels
across services as opposed to higher coverage for some
services at the expense of others.

RMNCH = (FP « ANC « DTP3 « Pneumonia) '"*

Infectious = (ART « TB « WASH « ITN) '

if high risk malaria

Infectious = (ART « TB « WASH) ?

if low risk malaria

NCD = (BP « FPG « Tobacco)

Capacity = (Hospital « HWD « IHR) V3

!

UHC service coverage index = (RMNCH « Infectious « NCD « Capacity) "

IHR: International Health Regulations; NCD: noncommunicable diseases; RMNCH: reproductive, maternal, newborn and child health; UHC: universal health coverage.

@ The percentage of the adult population with normal blood pressure is based on age-standardized estimates. These distributions are rescaled to provide finer resolution for the
index, based on the observed minima across countries. The rescaled indicator = (X-50)/(100—50)*100, where X is the prevalence of normal blood pressure.

b Mean fasting plasma glucose (FPG) is not measured on a scale bounded between 0 and 100%. While very high levels are unhealthy, very low levels are not expected to
provide additional health benefits or could even be harmful. To account for this range, while also providing a well-distributed range of indicator values across countries,
from 0 to 100 after rescaling, estimates of national mean FPG were rescaled using a minimum of 5.1 mmol/L (the midpoint of minimum theoretical risk) and a maximum of
7.1 mmol/L (the maximum across national means). The rescaled indicator for mean FPG = (7.1-X)/(7.1-5.1), where X is mean FPG.

¢ Cervical cancer screening and access to essential medicines are excluded due to low data availability.

¢ Asin (a), tobacco non-smoking is also based on age-standardized estimates, and is rescaled to provide finer resolution based on a minimum bound of 50%, so that the
rescaled indicator = (X-50)/(100—50)*100, where X is prevalence of tobacco non-smoking.

¢ Hospital bed density values were rescaled and capped based on a threshold of 18 per 10 000, based on minimum rates observed in high income OECD countries. Values below
18 per 10 000 are rescaled as X/18*100, where X is hospital beds per 10 000, and values ahove 18 per 10 000 are set to 100.

f Asin (e), health worker density (HWD) is rescaled and capped based on threshold values. Physician density has a threshold of 0.9 per 1000, psychiatrists have a threshold of 1
per 100 000, and surgeons have a threshold of 14 per 100 000. After rescaling these values (i.e., minimum (100, X/threshold*100), where X is the cadre-specific density, they
are combined into a HWD composite variable for entry into the above index calculations, computed as (physicians * psychiatrists * surgeons)."

10 TRACKING UNIVERSAL HEALTH COVERAGE: 2017 GLOBAL MONITORING REPORT



Data sources

Common primary data sources used for indicators of
service coverage include surveys, facility data and other
administrative data (Table 1.1). Nationally representative,
population-based surveys are often the best source as
they can enable the measurement of those who need an
intervention, in addition to counting those who already
receive it, and allow for the disaggregation of service
coverage by different subpopulations for equity analysis.
The use of facility data or other administrative sources
presents challenges as they may capture the number
of people receiving a service (the numerator) but fail to
count all those who need a service (the denominator),
and typically do not collect variables relevant for equity
analyses other than geographical location. They may also
be subject to reporting incentives. However, an advantage
of administrative data sources is that they are often
reported annually through routine systems, and therefore
provide more timely data than household surveys, which
are typically conducted every three to five years.

UN agencies lead substantial measurement and reporting
efforts for many of the selected tracer indicators, which
feed into SDG reporting processes where relevant.
Therefore, priority was given to official UN estimates
for the year 2015 to compute SDG baseline values for

the coverage index. However, it should be noted that
no country reports values for all tracer indicators in
every year. Simply excluding an indicator without data to
compute the index creates expected bias as some services
tend to have higher coverage than others. The alternative
is to use some form of imputation to fill these data gaps.
Most UN estimates of tracer indicators use statistical
or mathematical models to combine different data
sources and fill data gaps to produce annual values for
each country. In cases where UN estimates were not
available, the most recent value from 2000 to 2015 for
each country's indicators was used to compute the index.
In cases where no country value was available from that
time period, a regional median from countries with data
was computed and used as the country value. More
details are available in Annex 2.

First findings on SDG indicator 3.8.1

Data availability on tracer indicators varied from country
to country but was fairly similar across regions (Fig. 1.2)
and generally high, with countries having recent primary
data for 72% of tracer indicators on average. This figure
reflects only primary data, not estimates computed to fill
in data gaps.

Fig. 1.2. Percentage of tracer indicators with primary data source available since 2010, by country

Percentage (%)
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Fig. 1.3. UHC service coverage index by country, 2015, for monitoring SDG indicator 3.8.1
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SDG: Sustainable Development Goal; UHC: universal health coverage.

Current values for the UHC service coverage index
ranged from 22 to 86 across 183 countries, with
a median value of 65 (Fig. 1.3). The service coverage
index is highly correlated with other measures of health
and development, for example, under-5 mortality rates
(p=-0.86), life expectancy (p=0.88) and the Human
Development Index (p=0.91), and modestly correlated
with gross national income (GNI) per capita (p=0.65).
High-income countries tend to have high values on the
index, while the lowest values are seen among low-
income countries and some countries affected by conflict
(see Annex 2 for UHC service coverage index and tracer
indicator values by country).

The UHC service coverage index is more predictive of life
expectancy than the GNI, and remains predictive of life
expectancy after controlling for GNI and mean years of
adult education. For example, a regression of national life
expectancy on the service coverage index, the log of GNI
per capita and mean years of adult education, indicates
that going from O to 100 on the index is associated with
a 32-year (95% confidence interval, Cl: 25-39 years)

This map has been produced by WHO. The boundaries, colours
or other designations or denominations used in this map and
the publication do not imply, on the part of the World Bank
or WHO, any opinion or judgement on the legal status of

any country, territory, ity or area or of its authorities, or any

endorsement or acceptance of such boundaries or frontiers.

850 1,700 3,400 Kilometers

increase in life expectancy. Over the range of observed
country values (22 to 86), this translates into a difference
of 21 years in life expectancy.

The service coverage index is constructed from subindices
representing the four categories of RMNCH, infectious
diseases, NCDs, and service capacity and access. Table
1.2 depicts these subindices, along with the full service
coverage index, across modified SDG regions weighted
by population size. The UHC service coverage index is
highest in Europe and Northern America (77) and the
Eastern Asia region (77), while sub-Saharan Africa (42)
and Southern Asia (53) have the lowest average values.
The strongest gradient across regions is for the service
capacity and access subindex; the mean value for sub-
Saharan Africa is only 27 compared with 99 in Eastern
Asia. The NCD subindex is fairly evenly distributed across
regions and less correlated with other categories. This is
largely because tobacco use is low in some areas with
weaker health systems, such as sub-Saharan Africa and
Southern Asia, and high in Europe.
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Table 1.2. Regional (population-weighted) means for the UHC service coverage index and its four component subindices

UHCservice
coverage index

Global 64
Africa 46
Northern Africa 64
Sub-Saharan Africa )
Asia 64
Eastern Asia 77
Southern Asia 53
South-Eastern Asia 59
Central Asia 70
Western Asia 65
Europe and Northern America 77
Latin America and the Caribbean 75
Oceania 74

RMNCH Infectious Service capacity
diseases and access
75 54 63 1
55 40 67 37
73 50 62 77
51 37 69 27
75 51 63 Al
86 64 64 99
66 4 64 47
78 45 59 63
81 56 58 923
69 59 57 79
88 73 58 9%
81 65 68 88
83 Al 62 84

NCDs: noncommunicable diseases; RMNCH: reproductive, maternal, newborn and child health; UHC: universal health coverage.

Small differences in country rankings are not meaningful,
as many country values are close together and there
is uncertainty in the measurement of tracer indicators,
particularly for countries with low data availability
(Fig. 1.2), and in methods used to calculate the index
(9). Currently, the index does not adequately distinguish
between countries with the highest level of service
coverage provision. Therefore, country index values
of 80 and over are reported as ‘=80 for presentation
purposes, to avoid comparisons that are not meaningful
(see Annex 1 for country values). This should not be
interpreted as a target.

Gaps in health service coverage

To communicate the magnitude of the task ahead to
increase health service coverage t