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Universal health coverage — a new framework for action

• “providing all people with access to needed health 
services (including prevention, promotion, treatment 
and rehabilitation) of sufficient quality to be 
effective; [and to] ensure that the use of these 
services does not expose the user to financial 
hardship” .

The World Health Report 2010
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Includes a study of factors of financial vulnerability of 
adolescents, and good practices 
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Methods

• Literature review

• PubMed, Google and Google Scholar, websites, 
databases and individual journals 

• Papers published in English after 1989
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Three dimensions to consider when moving towards universal 
coverage

• “Which adolescents are covered by 
a pooling arrangement (insurance or 
tax-funded system)?” horizontal axis

• “How are adolescents affected by 
direct payments for health 
services?” vertical axis

• “What services tend to be included 
in pooled funding arrangements 
(tax-funded or insurance)? Do they 
meet the needs of all adolescents?”
third dimension
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Low financial 
protection of 
adolescents

Limited eligibility for, 
or low enrolment in, 
tax- and insurance-

based funding schemes  

Increased exposure to 
deterring effect of out-

of-pocket payments 

Dependence on the 
culture of agencies 

that decide on priority 
services and incentives 
(adolescents are not a 

strong lobby group)

Financing procedures 
conflicting with 
confidentiality

Factors of financial vulnerability 
of adolescents 



Factor 1: limited eligibility

Low financial 
protection of 
adolescents

Limited eligibility for, 
or low enrolment in, 
tax- and insurance-

based funding schemes  

Increased exposure to 
deterring effect of out-

of-pocket payments 

Dependence on the 
culture of agencies that 

decide on priority 
services and incentives 
(adolescents are not a 

strong lobby group)

Financing procedures 
conflicting with 
confidentiality

General population factors: the poor, the illegal 
immigrants, adolescents without birth registration

Family related factors: lack of information about 
eligibility, or burdensome enrollment and renewal 
procedures may prevent families to enroll

Adolescent specific factors:
•Adolescents not in school
•Adolescents between 18-19 y.o. (and/or not 
employed)



Factor 1: limited eligibility

• Children in high-income countries are more likely to 
be part of a pooled arrangement than children in 
middle- and low-income states: 

• in a summary of 27 countries with social health 
insurance schemes in Asia and Africa, UNICEF found 
that only eight countries had schemes where 
children up to age 17 had mandatory coverage 
(O’Connell, 2012). 



Low financial 
protection of 
adolescents

Limited eligibility for, 
or low enrolment in, 
tax- and insurance-

based funding schemes  

Increased exposure to 
deterring effect of out-

of-pocket payments 

Dependence on the 
culture of agencies 

that decide on priority 
services and incentives 
(adolescents are not a 

strong lobby group)

Financing procedures 
conflicting with 
confidentiality

• limited capacity to 
access services 
independently from 
parents

• limited access to cash

• adolescent’ care 
(sometime) low priority 
in scarce family 
resources

Factor 2: deterring effect of out-of-pocket payments 



Utilisation is affected by both the level of 
payments and adolescents’ access to cash

• A study of induced abortions among adolescent women in Rural 
Maharashtra, India found that cost was the most commonly mentioned 
factor that determined their choice of provider (Ganatra and Hirve, 2002). 
Whilst 29% of adolescent women mentioned cost as a significant 
determinant, cost considerations were regarded as important by only 12%
of older women. This meant that adolescent women were more likely to 
use the services of untrained, cheaper providers. Older women had 
greater autonomy to make decisions within the household and greater 
access to cash; they were also more mobile. Adolescent women, whether 
married or not, had little control over household resources and hence in 
practice had less choice of provider. 



Comparison of GP contacts of paying and exempted 
adolescents by age

Source: Zeratsion 2013



Good practices

• exemptions or reduced co-payments for 
children/adolescents

• Health care vouchers 
• Conditional Cash Transfer (CCT) programs



Factors 3: dependence on adults deciding on 
priority services

Low financial 
protection of 
adolescents

Limited eligibility for, 
or low enrolment in, 
tax- and insurance-

based funding schemes  

Increased exposure to 
deterring effect of out-

of-pocket payments 

Dependence on the 
culture of agencies that 

decide on priority 
services and incentives 
(adolescents are not a 

strong lobby group)

Financing procedures 
conflicting with 
confidentiality

•sensitive services denied (e.g. 
contraception, abortion)

•preventive services low priority

•services for adolescents have 
very low priority  in providers’ 
incentives schemes



Contraception for adolescents in the US

• Contraception for adolescents in the US is generally paid for in one of 
three ways: insurance (usually the parents’, which may be employer-based 
or privately bought); a government funded programme such as Medicaid; 
or self payment. 

• Laws about insurance and contraception differ from state to state. 
• In 28 states, insurers must fund all federally approved contraceptives. One 

state specifically excludes minors (under 18) from contraceptive coverage. 
Twenty states allow insurers to refuse coverage based on moral or 
religious beliefs. 

• A survey of 50 employment-based schemes in 2004 revealed that 81% 
covered oral contraceptives; 40% the cost of an IUD device; 42% insertion 
and 35% removal of the device.  



Services for adolescents
in providers’ incentives schemes

• In the United Kingdom only 4 of the 128 Quality and Outcomes Framework 
indicators for additional financial incentives for general practitioners relate 
specifically to children and adolescents. (Kennedy I. 2014).

Linking organizational and delivery of 
care to payment might raise the profile 
and lead to better care being offered . 

QOF drives care in the UK to a large 
extent and if youth health is absent 
from the QOF be default it is off the 

radar.

Female general practitioner, UK



Factor 4: financing procedures conflict with 
confidentiality

Low financial 
protection of 
adolescents

Limited eligibility for, 
or low enrolment in, 
tax- and insurance-

based funding schemes  

Increased exposure to 
deterring effect of out-

of-pocket payments 

Dependence on the 
culture of agencies that 

decide on priority 
services and incentives 
(adolescents are not a 

strong lobby group)

Financing procedures 
conflicting with 
confidentiality

confidentiality hampered by 
itemized bills sent to 
parents/guardians
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Ways forward 

• Transitions are required in the way that resources are allocated and 
purchasing of services is designed, so as to meet the need of 
adolescents. The following actions may facilitate this transition:

• removing (or at least reducing) the need for adolescents to pay for 
services at the time of use by maximizing the number of adolescents 
covered by effective prepaid pooling arrangements, with adequate 
subsidization of vulnerable adolescents and their families; 

• making the national package of adolescent health interventions an 
instrument to guide purchasing decisions and benefit packages, with 
attention to preventive services and to adolescents’ right to 
confidentiality and the highest attainable standard of health;

• providing incentives that motivate health workers to provide specific 
interventions that are essential for adolescents’ health and development 
and to comply with quality standards.
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