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Fix the roof before the rain comes.1

—Ghebreyesus TA, WHO Director General.

When it comes to universal health coverage 
(UHC), the rain has been doing damage for 
ages and the roof has been leaking for far too 
long for some people.

December 12 is World UHC Day—as desig-
nated by international experts who have no 
difficulty in finding quality healthcare in their 
countries. The accepted definition of UHC is 
that all people should be able to benefit from 
quality healthcare, according to their needs, 
without financial consequences for their 
families or being subject to trade-offs against 
other essential expenses.

This technical, even bureaucratic defini-
tion is as essential to experts as it is remote 
from the reality of most vulnerable people in 
economically high-income countries and the 
majority of people in low-income and middle-
income countries. Abiiro and De Allegri2 
have shown that the concept of UHC can be 
perceived differently depending on who is 
talking about it from a legal, humanitarian, 
economic, social or public health perspec-
tive. The above definition is not univocal. 
The former Director General of the WHO 
declared that UHC was the ‘most powerful 
concept that public health has to offer’! Its 
degree of conceptual power and its opera-
tional reality remain debatable.

For those who do not see this concept mate-
rialising, the slogan put forward this year by 
UHC 2030 ‘Leave no one’s health behind: 
invest in health systems for all’ may sound 
like an admission of failure by experts who 
are obsessed with technical definitions but 
omit the political nature of UHC choices. 
In 1980 they promised ‘health for all by the 
year 2000’, and recently COVAX promised 
that 20% of the African population would be 
vaccinated against COVID-19. Yet, in Europe, 
some people are receiving their third dose. 
There is talk of a fourth before Africa has 
even reached 6% vaccinated.

Slogans and objectives are essential to 
mobilise people, funding and organisations. 
But when they are repeated over and over 
again, when progress is so weak, and when 
preconceived ideas persist, it is necessary to 
ask questions. We see a kind of permanence 
in the issues surrounding UHC. Like an 
antiphon, the idea of forgetting no one and 
strengthening health systems is constantly 
repeated. But the funding and actions 
needed to achieve this ideal are inversely 
proportional to the rhetoric. In November 
2021 in Dakar, UNAIDS (The Joint United 
Nations Programme on HIV/AIDS) and civil 
society organisations, together with dele-
gations from 26 countries, reminded us of 
the need for ‘a response that leaves no one 
behind in the context of COVID-19 and the 
new pandemics’.

However, this issue of equity and strength-
ening health systems is too often forgotten 
in favour of a permanent biomedical and 
vertical vision of health issues. Like sociologist 
Pawson’s analysis of the COVID-19 pandemic3 
and anthropologist Geissler’s analysis of the 
public secrets of public health,4 we must 
revisit the ‘unspoken’ aspects of UHC on this 
anniversary.

CHALLENGES REPEATED AND FORGOTTEN
The sidelining of equity in favour of a concen-
tration of objectives and actions on effective-
ness is not new. Countries have often engaged 
in neoliberal reforms of their health systems, 
as the COVID-19 pandemic has once again 
revealed.5 A historical analysis shows that 
the WHO has an ambiguous discourse on 
equity.6 In Quebec (Canada), it was not until 
September 2021 that parliamentarians agreed 
that all children residing or staying in the 
province, regardless of their place of birth or 
the migratory status of their parents, should 
be covered by health insurance schemes. In 
Burkina Faso, the issue of access to health-
care for the indigent is not of great concern 
to political leaders, who are constantly calling 
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for new studies and new workshops about criteria and 
targeting processes.7 In the Democratic Republic of 
Congo, the principle of free care and medication for 
PLHIV (People Living with HIV/AIDS) is not respected 
despite the announcements.8

The solutions drawn from New Public Management 
(NPM) to reform health systems have also proved inef-
fective: fee-for-service for physician and activity-based 
for hospitals, payment by performance, copayments 
and out-of-pocket expenses, competition between insti-
tutions, autonomy, etc.9 However, many experts from 
international organisations and governments, including 
the WHO, the World Bank and the French Development 
Agency (AFD), still believe in these solutions. Orthodox 
economics still has the wind in its sails!10

The privatisation of health financing and the low 
priority of public financing to support health systems are 
still very much present. In poorer countries, the health 
sector is still not a priority. In Rwanda, for example, 
almost half of health expenditures are financed by offi-
cial development assistance from rich countries11 and 
policy makers are anchored in the neoliberal ideology 
of user fees.12 In Senegal, the state budget for 2020 allo-
cated only 5% to the health sector, the same amount as 
for public order and security.

From the primary healthcare conference in 1978 
(Alma Ata Declaration) to the request to reorient health 
services in 1987 (Ottawa Charter), nothing has really been 
done to reduce the role of hospitals. Billions continue 
to be invested in their construction and they have even 
become the focus of health diplomacy in Africa on the 
part of China or Turkey, for example.13 In Senegal, hospi-
tals absorbed a quarter of health expenditure in 2016. In 
France, hospital care accounted for almost half of health-
care consumption in 2019 and four times more than care 
provided by town doctors and midwives.14 Outpatient 
care has been forgotten in the response to the COVID-19 
pandemic almost everywhere in the world, confirming 
that the ambulatory shift that was intended to give it 
more space still remains wishful thinking.15

The systemic vision necessary to meet the needs of 
populations through care systems is still largely lacking. 
Like the conference in Dakar, where HIV specialists met 
to show that they existed, because they felt they had been 
sidelined during the COVID-19 pandemic.16 To each 
his own pandemic and to each his own disease! None 
of the guests in the ‘rebuilding health systems’ session 
at this conference were recognised experts in health 
systems strengthening (HSS). At the international level, 
massive funding has been mobilised for years to fight a 
few diseases (HIV, malaria and tuberculosis, the fund 
distribution of which is under debate) to the detriment 
of others that are less visible, less endowed with advocacy 
organisations and epistemic communities (eg, road acci-
dents are the leading cause of death in the world among 
men aged 15–1917).

The global initiative for tools to fight COVID-19 
has requested $18.8 billion from the international 

community. By the end of October 2021, almost all the 
requested funds for vaccines had been secured ($12.9 
billion), while the health systems component had only 
secured $1.7 billion of the $9.5 billion requested. Over 
the years, the Global Fund has attempted to address HSS 
but with little conviction and little expertise. A consulta-
tion financed by the AFD confirms that there is a ‘gap 
between the rhetoric or ambitions expressed regarding 
HSS and the actual scope of its actions’.18 Instead of taking 
advantage of the pandemic to open up to health systems, 
France’s national HIV research agency has opened up 
to other emerging infectious diseases, thus remaining 
faithful to its historical biomedical and vertical approach.

France’s development aid in the field of health during 
the pandemic in 2020 confirmed this permanence,19 as 
did its support for the creation of the WHO Academy 
in Lyon and for vaccine manufacturing at the Pasteur 
Institute in Dakar. During her visit to Dakar for the 
above-mentioned conference, the French Ambassador 
for Global Health concentrated her meetings with HIV 
actors, in a country where HIV affects 0.5% of the popu-
lation, ignoring both French and Senegalese implemen-
tors and researchers on strengthening health systems. 
Development anthropologists would surely speak of 
‘enclicage’,20 being locked into a network.

KNOWN BUT OFTEN IGNORED CHALLENGES
In the case of UHC, the role of civil society and communi-
ties is less often mentioned, as is that of volunteerism. For 
example, many people talk about the success of mutual 
health insurance in Rwanda, forgetting to mention that 
membership is no longer voluntary but compulsory.21 
The recurrent failures of community mobilisation for the 
governance of health centres in Africa,22 as well as the 
challenges of health democracy in Europe and that of 
community-based health insurance, give rise to increased 
forms of professionalisation and bureaucratisation 
whose effectiveness seems clear, as can be seen in Mali 
and Senegal for district mutual insurance. How can we 
combine the effectiveness of these professionals with the 
need for health democracy?23

While health financing issues are at the heart of the 
debate on UHC, constantly bringing to the fore the 
need for public financing, without it being heard (one 
only has to think, for example, of the colossal sums of 
money available from the booming mining sector in West 
Africa24), the question of quality of care is always much 
less addressed. Questions of power at the centre of the 
care relationship and the difficulty of putting a patient-
centred health system into practice certainly explain why 
this challenge is less addressed.22

In aid-dependent countries, a topic rarely discussed 
in public is the influence of partners on the choice of 
operational solutions. While UHC is a technical issue, it 
is also a political and values issue. Therefore, the solu-
tions advocated are often embedded in ideologies, when 
they are not imposed. In Niger, civil servants translate this 
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phenomenon with the phrase ‘When you’re on a given 
horse, don’t look at its teeth’.25 It is enough to think 
of the NPM and its modes of payment by performance 
pushed by economists at the World Bank and the WHO.9

Moreover, conflicts of interest in the advice given are 
important and rarely mentioned, for example, private 
consulting firms that propose ready-made solutions for 
health systems in Africa26 but do not forget, in the request 
they will make to the Global Fund, to add multiple budget 
lines for their own consultants.27 The WHO for its organi-
sational reform28 or the French government for the fight 
against the COVID-19 pandemic and its global health 
strategy has largely called upon these private companies 
whose efficiency, neutrality and accountability remain to 
be seen.

Climate change is still largely forgotten in the context 
of thinking about UHC, even though scientists have 
been warning us about it for over six decades. While 
much research exists on the link between health and 
climate change (eg, showing the harmful effects of rising 
temperatures on premature births, the most harmful 
consequences of which are for the poorest women29), 
very little attention is paid to this topic when discussing 
UHC. This is becoming an urgent matter, both in terms 
of thinking about the urgent adaptations of healthcare 
structures and also about how to deal with particular 
pathologies exacerbated by climate change. A recent 
report indicates that ‘If the health sector were a country, 
it would be the fifth largest emitter on the planet’.30

In this context, we also think of One Health, a concept 
recently revived by the COVID-19 pandemic, although it 
is as old as the need to reorient health services. If both 
issues have been ignored for too long, we need to ask 
ourselves whether the wave of funding and thinking that 
One Health will generate will also be an opportunity to put 
health systems and UHC back into the equation. Animal 
health, human health and environmental health have 
lived in parallel for too long.

CONCLUSION
It is becoming urgent to act to fix the UHC roof because 
the year 2030 will arrive very quickly! On this yet another 
anniversary of UHC, many speeches will inevitably be 
delivered in its favour. However, we are doubly surprised 
by the historical permanence of, on the one hand, 
the absence of funding and concrete actions in favour 
of equity, and on the other hand the narrow vision of 
global health actors who cannot go beyond their vertical, 
biomedical and Pasteurian approach. UHC deserves a 
real policy paradigm shift31 in our thinking, our univer-
sity training, our research approaches and our interven-
tions in the field. Without these shifts, 2030 will arrive, 
and we will still be making speeches.
Twitter Valéry Ridde @ValeryRidde and Fatoumata Hane @HaneKine
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