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Abstract: Global discussions on universal health coverage (UHC) have focussed
attention on the need for increased government funding for health care in many

low- and middle-income countries. The objective of this paper is to explore
potential targets for government spending on health to progress towards UHC. An

explicit target for government expenditure on health care relative to gross domestic
product (GDP) is a potentially powerful tool for holding governments to account in

progressing to UHC, particularly in the context of UHC’s inclusion in the
Sustainable Development Goals. It is likely to be more influential than the Abuja
target, which requires decreases in budget allocations to other sectors and is

opposed by finance ministries for undermining their autonomy in making sectoral
budget allocation decisions. International Monetary Fund and World Health

Organisation data sets were used to analyse the relationship between government
health expenditure and proxy indicators for the UHC goals of financial protection

and access to quality health care, and triangulated with available country case
studies estimating the resource requirements for a universal health system.

Our analyses point towards a target of government spending on health of
at least 5% of GDP for progressing towards UHC. This can be supplemented by
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a per capita target of $86 to promote universal access to primary care services in
low-income countries.

Submitted 6 June 2016; revised 5 September 2016; accepted 3 November 2016

Introduction

There is a growing international focus on the need for adequate domestic govern-
ment spending on a range of social services, including health care. The debate
leading up to the adoption of the Sustainable Development Goals (SDGs) was
particularly influential in this regard. As noted by the UN System Task Team on the
Post-2015 UN Development Agenda “Ensuring people’s rights to health and edu-
cation, including through universal access to quality health and education services,
is vital for inclusive social development” and requires investment to “close the gaps
in human capabilities that help perpetuate inequalities and poverty across
generations” (2012: 26). The Addis Ababa Agenda on Financing for Development
was even more explicit, stating “We recognize that significant additional domestic
public resources, supplemented by international assistance as appropriate, will
be critical to realizing sustainable development and achieving the sustainable
development goals” [United Nations (UN), 2015: para 22].
Universal health coverage (UHC) has been identified as one of the health-related

SDGs. UHC calls for health systems in which everyone has access to the services
they need (irrespective of whether such services are preventive, promotive,
curative, rehabilitative or palliative), where these services are of adequate quality
to be effective, and universal financial protection from the costs of using these
services. The 2010 World Health Report unambiguously states that in order to
move towards UHC, mandatory pre-payment financing mechanisms must form
the core of domestic health care financing [World Health Organisation (WHO),
2010]. Mandatory pre-payment funding includes tax and other government
revenue (e.g. royalties on the exploitation of mineral resources) and mandatory
health insurance contributions [i.e. social health insurance (SHI) models], with the
latter being frequently regarded as a form of dedicated health tax and counted as
part of government expenditures in macroeconomic statistics. Recent research,
using large cross-national panel data sets, confirms the importance of increased
levels of public funding of health services (particularly increased tax funding) in
improving countries’ health status, the ultimate goal of universal coverage reforms
(Moreno-Serra and Smith, 2015; Reeves et al., 2015).
This paper considers what level of public funding countries should aim for in

order to move towards UHC. We focus specifically on domestic public funding,
linked to an explicit value base about individual governments’ responsibilities to
make available domestic resources to the maximum extent possible to meet their
health and other human rights’ commitments to their citizens (Balakrishnan et al.,
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2011). The basis for this is Article 2.1 of the International Covenant on Economic,
Social and Cultural Rights (ICESCR), which asserts that: “Each State party to the
present Covenant undertakes to take steps, individually and through international
assistance and co-operation, especially economic and technical, to the maximum
of its available resources, with a view to achieving progressively the full realization
of the rights recognized in the present Covenant by all appropriate means,
including particularly the adoption of legislative measures” (emphasis added).
While many low-income countries will continue to require external funding for

health and other social services for the foreseeable future, such funds should
supplement and be additional to domestically generated public funds (Farag et al.,
2009). Hence, this paper focusses on individual country governments’ obligation
to generate domestic funding to provide ‘maximum available resources’ and
considers potential targets for government spending on health that reflect this
concept in order to move towards UHC.

Potential quantitative targets for government spending on health care

To date, targets related to the issue of how much should be spent on health care
have generally fallen into one of two categories.Most often, an absolute per capita
amount has been specified [Commission onMacroeconomics and Health (CMH),
2001; High-Level Taskforce (HLTF), 2009]. However, absolute targets have
tended to focus on what is required to provide a limited number of health services
rather than what is required to move towards UHC.
The second kind of target is a relative one, with the most well-known being the

‘Abuja target’, which called for African governments to devote at least 15% of
total government spending to the health sector (Organisation of African Unity,
2001). Very few African countries have reached the Abuja target, or even made
much progress towards reaching it (Govender et al., 2008). That is partly because
ministries of finance object to a target that they regard as undermining their
autonomy to make sectoral budget allocation decisions (Njora, 2010).
A drawback of this form of relative target is that calling for an increased share of

government expenditure on the health sector implies that spending on other
sectors, and at least their share, should decline, which could mean less expenditure
on other social services. This, in turn, could adversely affect other social
determinants of health. Furthermore, given the large degree of variability in gov-
ernment revenue and expenditure across individual countries, irrespective of the
level of economic development [e.g. ranging from government expenditure of less
than 13% to over 40% of gross domestic product (GDP) in low-income countries]
(International Monetary Fund, 2012), it is problematic to set a target relative to
the government budget since this, in itself, does not exert pressure on governments
to ensure ‘maximum available resources’.
An alternative relative target is to specify government spending on health

relative to the total economy – namely, GDP. We argue that this is the most
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appropriate target in the context of UHC goals and the right to health for several
reasons. This measure takes account of affordability within a specific country
context as the health expenditure target is expressed relative to the country’s level
of economic activity. Also, unlike the Abuja target, it does not argue for more
government spending on health at the expense of other social services. Instead it
directs attention also to the need for overall government revenue and expenditure
as a percentage of GDP to reach levels that are adequate to realise the rights
contained in the ICESCR. Calling for an increase in government spending on
health as a percentage of GDP does not imply a reduction in spending on other
social services; rather it provides a basis to advocate for increasing both
government resource mobilisation and spending on the full range of human rights
and social determinants of health in situations where governments are not
presently providing ‘maximum available resources’ (see Meheus and McIntyre,
2017 for discussion of how government resource mobilisation can be improved).
If progress is to be made towards UHC, increased government funding (which

includes all forms of mandatory pre-payment funding) will be necessary. Reliance
on out-of-pocket (OOP) payments should be reduced in order to provide financial
protection, as well as on voluntary private health insurance as neither financing
mechanism contributes to equitable progress to UHC (WHO, 2010). We would,
therefore, argue that the key target from a UHC perspective is government
expenditure on health as a percentage of GDP. The main challenge remains:
What percentage of GDP should a government spend on health services in order to
meet the ‘maximum available resource’ to pursue UHC objectives?

Government health expenditure as a percentage of GDP:
What should the target level be?

Our approach to identify an appropriate relative target is to draw on as wide a
range of evidence as possible, and to triangulate between these different sources of
evidence and determine if they all point to a common figure. We first undertook
our own international comparative analysis to explore the relationship between
government health expenditure as a percentage of GDP and indicators of
relevance to UHC (see Box 1). As indicated above, key elements of UHC include
financial protection from the costs of ill health and access to and use of needed
health services within a country.
Reducing the reliance on OOP payments for health care is important for financial

protection, as demonstrated by Xu et al. (2003) in their study of 59 countries: ‘A 1%
increase in the proportion of total health expenditure provided by out-of-pocket
payments is associated with an average increase in the proportion of households
facing catastrophic payments of 2.2%’. Figure 1 shows that there is a strong corre-
lation between government spending on health services as a percentage of GDP and
the share of total health care expenditure funded from OOP payments (correlation
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coefficient = −0.62); the greater the level of government health spending as a
percentage of GDP, the lower the share of OOP payments in total health spending.
The 2010WorldHealth Report stated that: “It is only when direct payments fall to

15–20% of total health expenditures that the incidence of financial catastrophe and
impoverishment falls to negligible levels” (WHO, 2010: xiv). If a vertical line is drawn
from the fitted line in Figure 1 at the point where OOP payments are 20% of total
health expenditure, it will meet the horizontal axis near the 6% of GDP point. Thus,
this indicator suggests that a target of public spending of about 6%of GDP should be
set if OOP payments are not to exceed 20% of the total amount spent on health care.
The other component of UHC is access to and use of needed health services for

all within a country. The availability of data on this component relative to the
need for health services is limited. Two indicators that are available – deliveries
performed by a skilled birth attendant and child immunisation coverage rates –
do not provide a good indication of overall health service coverage as they refer

Box 1. Methodological approach to identifying an appropriate target

For our primary data analysis, an international comparative approach was used: the
relationship between government health expenditure as a percentage of GDP (the
target indicator) and a number of indicators related to UHC goals was assessed for all
countries for which data are available.

The first stepwas to identify indicators that are of relevance from aUHCperspective.
These indicators were selected on the basis of the definition of UHC (financial risk
protection and access to needed care), and importantly their availability for most
countries in the world. Recently, a range of possible indicators of health service cover-
age has been suggested (Boerma et al., 2014), but themajority of these indicators are not
presently available for most countries. We have used the indicators that are available.

The relevant indicators for all available countries were extracted from International
Monetary Fund andWorld Health Organisation data sets, and were plotted graphically
(each UHC-related indicator was plotted separately against government health expen-
diture as a percentage of GDP) and a line fitted to the data. The correlation of each
variable with the government health expenditure variable was also calculated. While
inevitably there is some dispersion around the line, on the basis of acceptable correlation
levels, we explored what government health expenditure target was implied by the
country data. This was achieved by identifying a generally accepted target for the UHC-
related variable (e.g. out-of-pocket payments being 20% or less of total health expen-
diture, 90% immunisation coverage, etc.), and determining the level of government
health expenditure as a percentage of GDP that intersected with this target on the fitted
line.

We then triangulated these estimates with available country case studies estimating
the resource requirements for a universal health system through modelling of detailed
health service cost and utilisation data.
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only to two types of maternal and child health (MCH) service, both of which have
been singled out for significant improvement in the context of the Millennium
Development Goals (MDGs). Nevertheless, analysis of both coverage indicators
suggests that government spending on health of more than 5% of GDP will
achieve a very conservative target of 90% coverage (which is the coverage target
adopted by the CMH, 2001) (data not shown).
An indicator of the availability dimension of access to health services that is

widely used and for which the WHO has set a target is that of health workers per
10,000 population. The WHO’s Service Availability and Readiness Assessment
project recommends a minimum of 23 core medical professionals/10,000 popula-
tion, which it defines as ‘physicians, non-physician clinicians, registered nurses, and
midwives’ (WHO, 2012). Figure 2 indicates that, based on the relationship between
government expenditure on health and core health workforce indicators (correla-
tion coefficient = 0.53), government expenditure should be around 3% of GDP to
reach the minimum target of 23 core medical professionals/10,000 population and
over 5% of GDP in order to achieve the current global average of 44/10,000
population. While the current average for low-income and lower-middle-income
countries (LMICs) is only 10 and 27/10,000 population, respectively, the average
for upper-middle-income countries is 67 and for high-income countries 107.

Figure 1. Relationship between government health spending and reliance on out-of-pocket
payments (2011).
Source: Updated from McIntyre and Kutzin (2011) using data from http://apps.who.int/nha/
database/DataExplorer.aspx?ws=1&d=1
Note: GDP = gross domestic product.
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All the above analyses suggest that a target of government expenditure of
at least 5% of GDP is an appropriate one. We then compared this figure with
evidence from secondary sources. Savedoff (2007) argues that the most approp-
riate way of estimating the level of government resourcing needed to achieve a
particular goal (in this case UHC), is to assess health service requirements and to
cost these. While these costing exercises are often carried out to estimate the
financial resource requirements of specific programmes (e.g. HIV/AIDS or
MCH services), a few studies have examined the cost of more comprehensive
preventative and curative health services, or the cost of achieving UHC.
Overall, studies projecting the financial resource requirements to achieve

universal health systems using detailed health service cost data and modelling
techniques indicate that public health expenditure should exceed 5% of GDP by
1–2 percentage points. For instance, in South Africa, McIntyre and Ataguba
(2012) found that the least costly universal coverage scenario required govern-
ment expenditure on health to increase to 6.4% of GDP, while in Tanzania,
Borghi et al. (2012) estimated that in order to achieve universal coverage by 2025,
public health service delivery costs (i.e. not all costs) would represent 4.3% of
GDP. Financial feasibility studies of SHI carried out by the WHO using SimIns1

showed public expenditure projections (including Ministry of Health and SHI
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Figure 2. Relationship between availability of core health workforce and government health
spending (2009).
Source: Adapted from WHO (2011).
Note: GDP = gross domestic product.

1 See http://www.who.int/health_financing/tools/simins/en/
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expenditure) ranging between 6.9 and 7.7% of GDP in Swaziland and Lesotho,
respectively (Mathauer et al., 2007; Mathauer et al., 2008).2

The final source of evidence we considered was analyses undertaken for the
2010 World Health Report, which documented actual levels of mandatory
pre-payment funding for health in countries that are considered as having
universal health systems. “Those countries whose entire populations have access
to a set of services usually have relatively high levels of [mandatory] pooled
funds – in the order of 5–6% of gross domestic product” (WHO, 2010: xv).
While each of the above methods for estimating resource requirements for

moving towards UHC has its deficiencies, when taken together as a total body of
evidence (see Table 1) a strong case for a target for government health expenditure
of at least 5% of GDP can be argued for from a UHC perspective. This is also in
line with the current global average of 5.1% of GDP. While a few countries, most
notably Thailand, have made considerable progress to UHC at government
expenditure levels of less than 5% of GDP, this is by far an exception and requires
very high levels of efficiency that are difficult to achieve. Establishing a target of
5% of GDP for government spending on health does not mean that we should not
do everything possible to use resources efficiently.

Table 1 Summary of analyses for relative target

Indicator/type of analysis
Public health spending as % GDP

implied by analysis

International comparison of relationship between government health expenditure
as a percentage of GDP and indicators related to UHC goals
Limiting OOP payments to 20% of total health expenditure ± 6
At least 90% of deliveries performed by a skilled birth attendant ±5.5
At least 90% of children immunised for measles ±5.5
SARA minimum of 23 core medical professionals/10,000

population
±3

Global average of 44 core medical professionals/10,000
population

±5

Findings of detailed modelling of financial resource requirements to move to UHC
South Africa (McIntyre and Ataguba, 2012) 6.4
Tanzania (only including costs of services provided by

government) (Borghi et al., 2012)
4.3

Swaziland (Mathauer et al., 2008) 6.9
Lesotho (Mathauer et al., 2007) 7.7

Note: GDP = gross domestic product; UHC = universal health coverage; OOP = out-of-pocket; SARA =
Service Availability and Readiness Assessment.

2 The WHO studies provided estimates on health expenditure to cover 100% of the population by
2018. The calculations of public health expenditure as a percentage of GDP were done by the authors using
GDP projections (constant prices) from the IMF World Economic Outlook database (http://www.imf.org/
external/ns/cs.aspx?id=28; accessed on 28 May 2014).
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The proposed target is appropriate for countries across economic development
levels and will be applicable over time: for low-income countries, this target will
allow for progress towards universal primary health care (PHC) services; as GDP
increases so the 5% will translate into an increase in absolute financial resources
and the ability to expand the range of health services covered. A key criticism of the
MDGswas that they were only applicable to low- andmiddle-income countries; the
era of the SDGs demands targets that are universal and globally applicable (Scott
and Lucci, 2015). While it may take longer for low-income countries to meet this
target, a growing number of low- and middle-income countries are demonstrating
that government revenue and expenditure levels relative to GDP can be increased
dramatically with measures to improve tax compliance and revenue collection
administration, ensuring public revenue gains from the exploitation of natural
resources, increasing tax rates where these are low and introducing innovative
public financing mechanisms (see Meheus and McIntyre, 2017). The target is one
that countries can work systematically to achieve. Countries should be judged not
by whether or not they have achieved this target, but by how much progress they
have made towards this target over a particular period of time.

Should this be supplemented with a per capita target?

Given the variation in per capita GDP across countries, the relative target of 5%of
GDP translates into very different amounts in absolute monetary terms (across
low-income countries, from as little as $13/person in Burundi and Malawi to
nearly $60 in Kyrgyzstan, and up to $190 in LMICs). Even if low-income
countries achieved the target of 5% of GDP in government spending on health,
would this be sufficient to deliver core PHC services universally? It is evident that
most low-income countries, and some LMICs, will continue to require external
assistance for the foreseeable future. An absolute per capita target would, there-
fore, be a useful complement to the relative target for domestic government
expenditure as a percentage of GDP.
An absolute per capita target can be developed by costing a set of core PHC

services. At present, there are two main sources of estimates on the resource
requirements that LMICs have to meet in order to provide such services:

∙ The CMH (2001), and
∙ The HLTF (2009) on Innovative International Financing for Health Systems.

The CMH focussed on a very limited set of services dealing with AIDS,
tuberculosis and malaria (ATM diseases) and key MCH services. Although both
the CMH and the HLTF estimates included various costs of scaling up health
services, the HLTF examined a wider range of services than did the CMH. Besides
MDG-related services, it also included health promotion interventions and
essential drugs for chronic diseases, some cancers, neglected tropical diseases,
mental health and general care (Taskforce on Innovative International Financing
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for Health Systems, 2009). Thus, the HLTF estimates approximate a more
comprehensive range of PHC services. Both studies drew on demographic,
epidemiological and costing data from a wide range of low-income countries.
The CMH estimated that by 2015, the per capita resource requirements in low-

income countries would total $38 (expressed in 2002 dollar terms), while the
HLTF put that figure at $54 (expressed in 2005 dollar terms) for more
comprehensive services. We updated these estimates to 2012 terms based on
inflation rates and changes in exchange rates since 2002 and 2005, respectively.
Expressed in 2012 dollar terms, the CMH estimate is equivalent to $71 and that of
the HLTF $86.3

In our view, it would be appropriate to use $86 as the estimate of per capita
resource requirements for providing core PHC services in low-income countries.
The basis for this is that there is growing emphasis on all countries promoting
universal access to at least primary level services that not only tackleMCH and the
ATM diseases but also provide interventions for those suffering from non-
communicable diseases, mental health problems and other conditions beyond the
current MDG focus. The HLTF estimate includes the cost of medicines for this
broader range of diseases and services as well as the costs related to expanding
facility and equipment infrastructure, increasing staffing levels and other means of
strengthening health systems. Though stopping short of a fully comprehensive set
of PHC services, it is unlikely to be far off the mark. However, this will only be the
case if the $86 is devoted fully to PHC services (and not, e.g. spent on high-cost
tertiary services), and if these limited resources are used efficiently with the aim to
deliver quality services. This can be promoted through ensuring that there is
strategic purchasing of health services (RESYST, 2014).
Even if all countries reached the relative target of 5% of GDP, no low-income

countries and only 60% of LMICs would be spending above the absolute target of
$86 per capita. This highlights the need for external support to secure the needed
health care in countries which even at their ‘maximum available resources’ cannot
meet this absolute target alone through domestic resources. However, in the
context of findings that international funding often simply substitutes for, or
displaces, domestic government funding for health services (Farag et al., 2009),
the combination of these two targets can contribute to ensuring that international
funds are truly additional to domestic public funds.

Conclusion

Our analyses of international data sets, and review of published estimates of
resource requirements to move towards universal health systems, all point

3 We further updated these estimates to 2015 and found that the average remained at $71 for the CMH
estimate and $86 for HLTF due to variable inflation rates (with rates in some countries being negative in
certain years) and variable exchange rate changes across the countries included in the CMH and HLTF
calculations.
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towards a relative target of government expenditure on health, funded from
domestically mobilised resources, of at least 5% of GDP. While this may be
aspirational for low- and middle-income countries that are currently far from this
target, we believe it is achievable for all countries in the longer term. Other papers
in this special issue consider how domestic government revenue can be increased
so that this target can be achieved in support of moving towards UHC (Eloivano
and Evans, 2017; McCoy et al., 2017; Meheus and McIntyre, 2017). The Addis
Ababa Agenda (UN, 2015) is unambiguous in its call for each government to
pursue improvements in domestic public resources to fund the SDGs, and explores
ways of creating an enabling international environment for this.
This proposed target is appropriate for countries across economic development

levels; as GDP increases so will the 5% translate into an increase in absolute
financial resources and the ability to expand the range of health services covered.
However, a specific percentage of GDP obviously translates into a lower absolute
amount in low-income countries than in middle- or high-income countries. It is
within this context that a per capita monetary target has a role to play; domestic
government spending of 5% of GDP will not even ensure universal access to
primary care services in any low-income countries. Although absolute per capita
targets have deficiencies, particularly that a set monetary amount will buy very
different quantities of services in different countries due to differences in health
worker wages and other input prices, it can play an important role in advocating
for domestic government and international assistance funds that are truly
additional to at least move towards universal primary care services.
Low- and middle-income countries will not make substantial progress towards

universal health systems, and to realising the full range of economic, social and
cultural rights, unless governments make concerted efforts to maximise their
‘available resources’. An explicit target for government expenditure on health
services relative to GDP is a potentially powerful tool for holding governments to
account in terms of these rights.
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