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The COVID-19 threat has impressed upon the world anew the importance of strengthening
infectious disease response capability at the national and regional levels, and of boosting
global health security (GHS). Many have commented on and analyzed the important role of
universal health coverage (UHC) in the response to infectious disease, in particular with regard
to the fight against COVID-19. UHC means “that all people have access to the health services
they need, when and where they need them, without financial hardship. It includes the full
range of essential health services, from health promotion to prevention, treatment,
rehabilitation, and palliative care.” While synergies between GHS and UHC are often pointed
out at the conceptual level, when it comes to specific indicators and analyses, there is a deeply
rooted tendency to see GHS as involved in building capabilities geared toward infectious
disease response, while UHC is viewed as being focused particularly on improving financial
and geographical access to healthcare during normal times, especially in developing
economies. Further analysis is needed on the details of the relationship between the two and
the measures that ought to be taken in an international framework. There have been many
diverse cases during the COVID-19 response that have demonstrated the important role of
UHC in achieving GHS. It has also highlighted some viewpoints that fundamentally bridge
the concepts, two examples of which are management capacity and community engagement.
A brief overview of these topics is given here.



The Role of UHC in the COVID-19 Response: Considerations When Using
Assessment Criteria

Opinions are divided at the indicator level regarding the extent to which UHC has contributed
to the response to the COVID-19 outbreak.! When the pandemic first broke out, it was pointed
out that analyses of the correlation between existing UHC measurement indicators and
mortality rates showed a rather negative relationship. Dongarwar and Salihu (2020), for
example, argued, “UHC does not appear to protect against mortality in a pandemic
environment such as with COVID-19.” Some studies, however, implied the opposite.?

When looking at these early studies, several points need to be kept in mind regardless of the
conclusion. These include, for example, (1) the possibility that cases may not be tallied
properly due to differences in capability for detecting infected persons, and (2) the possibility
that the results may be influenced by the scope and substance of the indicators used for
measurement. As will be discussed below, since detection capability can be assured only when
there is sufficient health access and coverage, it is possible that, depending on the numerical
indicators used, the actual situation may not be fully captured. Moreover, UHC measurement
indicators frequently focus mainly on the guarantee of access to healthcare in developing

% inevitably leading to a tendency to give high ratings to developed countries

economies,
equipped with basic healthcare facilities. In addition, it must be remembered that the levels of

damage caused by COVID-19 have varied at different points in time.

Examples from Various Countries of the Potential for UHC to Contribute
to GHS

Based on specific cases in various countries, the significance of UHC in outbreak response
comes into view more clearly. UHC is used here in its basic sense—*"“that all people have
access to the health services they need, when and where they need them, without financial
hardship, (including) the full range of essential health services, from health promotion to
prevention, treatment, rehabilitation, and palliative care,” along with the healthcare system to
make that achievable. From this standpoint, UHC played major roles in each of the phases of
infectious disease response, namely, prevention, detection, response, and recovery.

One of the most prominent of these is detection. In an assessment announced by the WHO,
it was estimated that in African countries, only around 14.2 percent of COVID-19 cases have
been properly detected.* A lack of test kits and difficulty in distributing them, as well as limits

to the number and capacity of test laboratories,®

are among the reasons assumed to be behind
this problem. The prevalence of asymptomatic COVID-19 cases makes this situation all the
more serious.® While testing tends to be seen primarily as an infectious disease response,
thereby positioning it as one area of GHS, the underlying issue was not only a lack of material
resources but also issues with the basic healthcare system for implementing the testing
program.’

UHC also plays an important role in response and recovery. As is already well known, in



countries around the world including Peru, the United States, Brazil, Italy, and Mexico, it has
been reported that structural inequities exacerbated the COVID-19 situation. In particular, all
of these demonstrated that the impact of COVID-19 was “disproportionately large” as a result
of race, gender, and social class disparities. While this is a wide-reaching problem, inequitable
health access is a particularly major issue. In developing economies, financial barriers and
geographical barriers to access are serious problems. In Peru, UHC is thought to have been
strengthened on the financial front by the expansion of its health insurance program, but this
is limited to very basic matters, and inadequate resource allocation and coverage remain an
issue.® These impacts are made more severe not only by the living environment and other
issues related to sanitation, but also by the problem of lifestyle-related and other
noncommunicable diseases (NCDs), which are exacerbated by limited access to health care,
nutritional status, and so on, and by the further socioeconomic consequences of not having a
stable livelihood. This vicious cycle makes inequality more entrenched and delays recovery
both on the health and economic fronts.

It goes without saying that this is an ethical issue from the standpoint of equality, but it is
also a broader problem in terms of ending the pandemic. Around May 2020, for example,
Singapore, which appeared initially to have had a superior COVID-19 response thanks to its
thoroughgoing contact tracing and seemed to be free of infections, saw a sharp rise in cases,
most of which were in the migrant laborer community, so-called dormitory workers living and
working in harsh conditions.® Research into the situation indicated that because these laborers
did not have adequate access to essential services close to their residence, they had to travel
over long distances.'® The implication to be gained from this example is that the saying that
“no one is safe until everyone is safe” is not just a simple slogan, but a warning about the need
for a response to deal with infectious disease.

The Common Capabilities and Perspectives Needed for GHS and UHC

We have so far looked at the important role that elements of UHC can play at each phase of
the infectious disease response. In addition to these, there are a number of capabilities that are
shared on a more “abstract and fundamental” level by both GHS and UHC. Here we examine
the importance of management capability and community engagement.

There are four requirements for realizing GHS: (1) properly assess the situation, (2) secure
resources, (3) determine allocation of the resources, and (4) distribute the resources. With
COVID-19 posing a major threat, attention has focused on (2), which is of course often the
biggest issue at the height of an emergency. What needs to be reiterated, however, is that (1),
(3), and (4), and the management structure for realizing these, are extremely important, and
that in this sense, organizational readiness in normal times, and especially the UHC-related
elements of that, have great significance.

UHC indicates a state of “having achieved equitable health access,” and includes in its scope
the policy measures for this achievement. The achievement of UHC frequently may occur in
parallel with an assessment of a healthcare situation in which “no one is left behind,” and at



the very least alleviates major geographical and social status inequalities and gaps. In the case
of COVID-19 as well, the geographical inability to access hospitals or primary healthcare
services clearly made it difficult to assess the situation. There have also been discussions on
the implications of the pursuit of economic rationality in the healthcare system and the delays
in the assessment of the situation due to the use of private insurance.

In Peru, the Ministry of Health lacked an entity for compiling data, making it difficult to
obtain information on the nationwide need for ventilators and other equipment or available
hospital beds. Studies in India indicate that clear, evidence-based information should have
been shared and acted on for COVID-19 management. These and other cases from various
countries show the importance and challenges of establishing a management system for
compiling information, assessing the overall situation in real time, and quickly sharing and
acting on the latest evidence-based information. As noted above, UHC has a strong potential
to contribute to a better grasp of basic information. At the same time, UHC itself stands to
benefit from information management. When resources are limited, assessing the situation and
allocating resources appropriately are essential to ensure the objective of equitable health
access. Surge capacity, for example, which is often studied in the context of GHS, consists
basically of four stages: “identify the medical need, identify the resources to address the need
in a timely manner, move the resources expeditiously to locations of patient need (as
applicable), and manage and support the resources to their absolute maximum capacity.”*
Conceptually, if not on the same timeline, this can also be applied to UHC. That is, the timely
identification of basic information and of needed resources, and the use of this information in
allocating resources, will lead to the realization of a resilient healthcare system, the necessity
of which has been demonstrated by the COVID-19 threat. It is still fresh in our memory how
countries like Portugal, Cyprus, and Jordan, among others, responded with flexibility to
COVID-19 by adopting flexible responses, such as ensuring health access for immigrants
(whose access during normal times is partially restricted). The COVID-19 threat showed that
UHC is not a static state but must be proactively maintained.

Considering the above points, information management and response, and the management
needed for these, have the potential to become foundational elements common to both GHS
and UHC. At the same time, a key point for management, as is pointed out in the case of
India,*? is proper consideration of local contexts. While there is a tendency to understand the
strengthening of management as being more compatible with a centralized system, a “one-
size-fits-all” approach is not appropriate, especially in an environment where there are regional
differences in the levels of damage and available health services, so greater emphasis should
be placed on how to achieve proper decentralization through management.

Element (4) of GHS, implementing resource allocation, likewise cannot be separated from
UHC. For example, when the underlying supply chain is concentrated in urban areas, the
provision of necessary materials to rural villages and hamlets cannot be guaranteed. In the case
of COVID-19 as well, vaccines distributed under the COVAX program initially could be
received only in urban areas where an ultra-cold chain system (a logistics system able to
manage vaccines at very low temperatures) and the power supply needed to maintain it are



available.’® Experts have noted that the EVM (Effective Vaccines Management, a nine-item
management process) in use in normal times for routine vaccinations for children can be
applied as is for the supply of COVID-19 vaccines, enabling services to be fully provided
without constructing a new management system from the ground up.** This is not limited to
developing economies. In the United States, for example, the importance of having supply
chain management consistent for both normal and emergency times has been pointed out and
verified.’® A big difference can be observed in response capabilities depending on whether or
not the basic infrastructure and channels for a flexible response to emergencies exists.

At the same time, community-level engagement has also been pointed to as being important
to both GHS and UHC. Numerous case studies have highlighted the role of localized
community responses, notably in areas where there is inadequate coverage by a robust medical
care system.'® In Syria, they have recorded successful outcomes from their strengthening of
bottom-up local governance, and of the Volunteer against Coronavirus campaign.!’ The Idleb
Health Directorate, White Helmets, and other community-based aid organizations have also
played major roles.*® There are also reports that health worker shortages in rural areas have
had a significant impact on the COVID-19 response, and thus community support for primary
healthcare, which is also at the core of UHC, addresses issues common to both.

“Revisiting” UHC—Scope and Concept

As noted earlier, while the UHC concept can be defined rather flexibly, its scope and
perspective have become limited to a certain extent. This is significant in the sense of helping
to prevent the UHC concept from becoming excessively broad. When it comes to UHC, we
must consciously avoid the problem that “pointing at everything is the same as saying nothing.”
With the COVID-19 response in developing economies in particular, the issue of financial
hardship, which has always been considered a central issue in UHC, and problems of access
to health care resulting from the burden of increased health expenditures, have continued to
arise. It is therefore essential to continue to assist and further boost the areas that UHC has
long emphasized, including support for basic health financing and health system strengthening.
Meanwhile, the implication of the COVID-19 threat is that UHC is not an issue for a limited
set of nations and regions, and that it is meaningful to view UHC more flexibly. The UK,
having introduced the NHS, is often treated as one of the representative countries that have
achieved UHC.'® As for the quality of its health access, however, even if the level is naturally
high on a global scale, when judged against the ideal, it is often judged harshly due to the
worsening of its health financing.?® In the case of Peru taken up earlier, it was noted that while
health coverage itself was expanding, they have not secured equal access in terms of the level
of healthcare provided. Indicators for assessing UHC achievement, such as the introduction of
health insurance and the out-of-pocket ratio for medical expenses, are of course important, but
a broader perspective could be introduced that considers the quality and the flexibility of
infectious disease response, for example. In this regard, there are many cases where
assumptions differ greatly when looked at globally, and we do not always need to stick to



quantitative indicators. One proposal would be to share and verify qualitative best practices,
as implied in the recommendation by the Independent Panel for Pandemic Preparedness and
Response (IPPPR).

Amid the expectations for synergies between GHS and UHC, one point that may become
important is how, when working to achieve GHS, we can incorporate crisis response into the
process of realizing UHC. As each country works to strengthen UHC, it will be necessary to
go beyond just looking at whether its efforts have met the UHC criteria as a “static” state, and
to look from the perspective of establishing a flexible framework able to respond to diverse
situations, including infectious disease response and crisis management. In the process of
strengthening UHC, it may be helpful toward this end to run simulations of infectious disease
response based on diverse scenarios.

And finally, even while emphasizing existing definitions, more detailed verification should
be carried out to determine whether UHC is contributing to the underlying framework for
achieving GHS and vice versa.
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