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Setting priorities in the pursuit of universal health coverage 

Priority setting is fundamental to the fair and efficient pursuit of universal health coverage (UHC). 
This chapter addresses the key choices in selecting services for UHC and the alternative criteria, 
tools, and processes to guide these choices. We first describe the choices decision makers have to 
make on the path to UHC and the recommendations by the WHO Consultative Group on Equity and 
Universal Health Coverage for how these choices can be made. We next use Thailand as a case study 
and examine how the Thai government has set priorities in their pursuit of UHC. Against this 
background, we discuss alternative criteria, tools, and processes for guiding service selection for 
UHC. When doing this, we consider past experiences in Thailand and other countries, and we 
examine how recent developments and the insights from the preceding chapters can provide 
directions for the future.  

Hard choices 

UHC is achieved when all people receiving the quality health services they need, without being 
exposed to financial hardship.1 UHC got momentum with the World Health Report 20102 and more 
recently with its inclusion in the Sustainable Development Goals (SDGs).3 It is now topping the global 
health agenda.   

However important the goal of UHC is, it cannot be achieved overnight. Judicious priority setting is 
therefore essential to ensure a fair and efficient path to UHC. The now well-known coverage cube is a 
useful heuristic to illustrate the key choices for priority setting on that path. The cube depicts 1) the 
population covered; 2) the services made available; and 3) the total costs met from pooled funds. 

Figure 1. The coverage cube in World Health 20102 

 

 

In each dimension, decision makers have to set priorities when moving forward. When expanding 
services, decision makers have to decide which services to expand first. When including more people, 
decision makers must decide whom to include first. And when reducing out-of-pocket payments, 
decision makers must decide how to shift from such payment toward prepayment. On top of this, 



  

2 
 

decision makers have to set priorities across dimensions, i.e., they have to trade-off progress in one 
dimension against progress in others. 

Especially the first dimension – selection of services – is at the heart of how “priority setting” is 
commonly understood. Careful choices in this dimension are also seen as fundamental to the pursuit 
of UHC. 4-6 This was stressed by the WHO Consultative Group on Equity and Universal Health 
Coverage (WHO Consultative Group).7 The Group was established in 2012 in response to requests by 
more than 70 countries for policy support and technical advice for UHC reform from the WHO. The 
Group recommended a three-part strategy for countries seeking fair progressive realization of UHC: 
1) Categorize services into priority classes, using relevant criteria including those related to cost-
effectiveness, priority to the worse off, and financial risk protection; 2) First expand coverage for 
high-priority services to everyone, which includes eliminating out-of-pocket payments while 
increasing mandatory, progressive prepayment with pooling of funds; and 3) While doing this, ensure 
that disadvantaged groups are not left behind, which often will include low-income groups and rural 
populations. These three steps need to be regularly repeated, but for each cycle it is clear that 
priority setting among services is a basic step.  

The pivotal role of service selection can be highlighted by looking at current gaps in coverage. Figure 
2 shows coverage rates for selected child health interventions in low- and middle-income countries. 
We see that coverage is far from universal even for these key services. If a decision maker is unable 
to improve coverage for all these services at once – and these are just some of numerous services 
competing for resources – he or she has to choose for which one to improve coverage first.  

Figure 2. Coverage rates for selected child health interventions in low- and middle-income countries8 

 

 

The attention paid to priority setting for UHC in general and service selection for UHC in particular 
have been limited – some say even neglected.6 However, attention has gradually increased. The 
WHO Consultative Group was established in 2012 to provide guidance on equity and priority setting 
on the path to UHC,7 the International Decision Support Initiative was launched in 2013 with a 
mandate of supporting policy makers in priority setting for UHC,9 and the overarching theme of the 
2016 Prince Mahidol Award Conference was “Priority setting for universal health coverage.”10  
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The case of Thailand 

Many low- and middle-income countries have intensified their pursuit of UHC over the last years, and 
many have made considerable progress.1, 11, 12 One widely considered frontrunner is Thailand, which 
has also gradually developed an explicit and systematic approach to priority setting.13-18 The case of 
Thailand thus clearly illustrates some of the key priority-setting choices that countries have to make 
in their pursuit of UHC, and it also illustrates the kind of criteria, tools, and processes that can guide 
these choices. At the same time, Thailand is not the best example of a country that chooses to first 
concentrate on a limited package of services, since the government promised a comprehensive 
package from early on. However, while the Thai health system is generally considered highly efficient 
and the gap between de jure and de facto coverage may be smaller than many other places,13 there 
have been some concerns that actual coverage does not entirely match the promises made.19  

In 2001, the Thai government launched the Universal Coverage Scheme (UCS).14, 15 This scheme 
supplemented the Social Security Scheme and the Civil Servant Medical Benefit Scheme and within 
one year it covered 47 million people, including 18 million people previously uninsured.14 The initial 
benefit package is considered quite comprehensive and included inpatient care (including major 
surgeries), outpatient care, dental care, and medicines.14-17 This package was based on historical 
precedents and what the other health insurance schemes were covering,14 and it was described in 
terms of both positive and negative lists, where the latter state what interventions are explicitly 
excluded.16, 17 

The Board of the National Health Security Office was tasked with specifying the benefit package and 
deciding what new interventions to include.16 

In 2007, the Subcommittee for the Development of the Benefits Package and Service Delivery was 
established to offer recommendations to the Board about these decisions.16, 17 As for the initial 
benefit package, this committee had to begin with no systematic criteria for selection or rejection of 
interventions.16 One of the Committee’s major – and still controversial – recommendations pertained 
to renal replacement therapy.14, 20 In the early 2000s, this kind of therapy was not part of the package 
due to high costs, but nephrologists and kidney patient groups had started to campaign for its 
inclusion.20 In response, the National Health Security Office commissioned research into the options 
for dialysis.20 Compared with palliative care, the incremental cost-effectiveness ratios for initial 
treatment with peritoneal dialysis and hemodialysis were estimated to 52,000 and 63,000 US$ (PPP), 
respectively.21 This was generally not considered cost-effective, while it was emphasized that 
peritoneal dialysis was more cost-effective than hemodialysis.20, 22 Another study also demonstrated 
that the budget impact of including renal replacement therapy in the benefit package would be 
dramatic, accounting for 15% of the National Health Security Office’s budget in the fifteenth year 
after implementation.23 Despite this, in 2007, the Cabinet  finally decided to cover renal replacement 
theory under the Universal Coverage Scheme.20 The reasons for this decision were the financial 
burdens currently caused by payment for dialysis and the disparities across the three different 
coverage schemes.19, 22 

However, a more systematic approach was set up in 2009 to help decide what new interventions 
were to be added to the package, and this approach included five key steps.14, 16-18, 24 First, seven 
different stakeholder groups, including representatives of patients and the general public, can 
nominate topics. Second, a topic selection group prioritizes among the proposed topics on the basis 
of six criteria: 1) size of population affected by disease; 2) severity of disease in terms of quality of 
life; 3) effectiveness of health intervention; 4) variations in clinical practice across three public health 
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insurance schemes; 5) economic impact on household expenditure; and 6) equity, ethical, and social 
implications.18 Third, the International Health Policy Program or the Health Intervention and 
Technology Assessment Program (HITAP) assess the prioritized topics in terms of their cost-
effectiveness and budget impact. Fourth, the results of this assessment is presented to the 
Subcommittee for Development of the Benefit Package and Service Delivery, which then provides 
policy recommendations for the Board of the National Health Security Office. And fifth, the Board 
makes the final decision.  

Since the adoption of this more systematic approach in 2009, the Subcommittee has recommended 
the inclusion of many new interventions, while rejecting the inclusion some others.14, 16-18, 25 Among 
the interventions accepted are screening for Downs syndrome, treatment of multidrug-resistant 
tuberculosis, treatment of severe thalassemia by implantation, and a smoking cessation program.17, 18 
Eleven new population-based screening programs have also been accepted for inclusion from 2016, 
including diabetes screening using fasting plasma glucose for those aged 30 years and over every 5 
years and cervical cancer screening using pap smear or visual inspection by acetic acid for women 
30–60 years old every 5 years.25  

Among the interventions that have been rejected are pegylated interferon alpha-2a with ribavirin for 
treating hepatitis C, absorbent products for urinary and fecal incontinence among disabled and 
elderly people, and anti-immunoglobulin E for severe asthma.18 The latter was rejected because it 
was not considered cost-effective and the budget impact was judged too high.18 The first two 
interventions were considered cost-effective, but rejected because of the budget impact was seen as 
too high.18 Among the population-based screening programs that have been rejected are chest x-ray 
for asymptomatic tuberculosis (during routine check-up) due to evidence of possible harm; urinary 
analysis and renal functions testes for nephritis, nephrosis, and renal calculi (during routine check-
up) due to lack of evidence on effectiveness; and mammography for screening for breast cancer in 
women aged 40–59 years because of it was not found cost-effective .25  

Criteria and tools 

When selecting services in the pursuit of UHC, a fundamental issue is what criteria to use and how to 
balance them.7, 11 Explicit, concrete criteria can help decision makers in making hard choices, help 
ensure that decisions are consistent across cases, and promote transparency and accountability.7, 26 
Thailand, for example, uses six criteria to guide the initial selection of topics and other criteria to 
assess interventions in more depth. Another example is found in Mexico; also a country well known 
for its strides towards UHC and its systematic approach to priority setting.27-29 Its Fund for Protection 
Against Catastrophic Health Expenditures includes new interventions in the package on the basis of 
cost-effectiveness, affordability, financial protection, opinion of the scientific community, demand 
and supply, and social acceptance.28 Many countries are not so explicit about what criteria they use, 
and among those that are, there is considerable variation in which criteria they emphasize.11, 13 A 
World Bank review of UHC programs found that the most common criteria were affordability, cost-
effectiveness, financial protection, and opinion of the scientific community, in that order.11  

Some criteria are associated with particular decision-support tools. A cost-effectiveness criterion, for 
example, is often linked to formal cost-effectiveness analysis, although the criterion can be useful 
also when applied more loosely. Similarly, criteria related to affordability and societal health needs 
can be linked to rigorous budget-impact and disease-burden analyses, respectively.30, 31 However, the 
approaches taken are often not so rigorous,32 and criteria related to severity of disease and financial 
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protection have also tended to be applied on a more discretionary basis. Some countries also use 
specific tools to balance different criteria, including multi-criteria decision analysis.33 The Thai 
government, for example, employs cost-effectiveness analysis, budget-impact analysis, disease-
burden analysis, and then a form of multi-criteria decision analysis with deliberation to reach an 
overall judgment.  

The WHO Consultative Group emphasized three criteria for service selection, while allowing for other 
criteria to also be relevant. The three criteria were related to cost-effectiveness, priority to the worse 
off, and financial risk protection, respectively. The Group further described how each of these criteria 
could be linked to tools and methods for quantitative assessment and how the criteria could be 
traded off against each other through systematic approaches. From this perspective, it is interesting 
to examine how countries currently relate to the three criteria emphasized by the WHO Consultative 
Group, what challenges the countries’ face, and how recent developments may facilitate progress.  

Cost-effectiveness 

Many countries use cost-effectiveness as a criterion to guide service selection for UHC and 
systematically integrate data on cost-effectiveness in their decision-making processes.11 The 
Universal Coverage Scheme in Thailand and the Popular Health Insurance (Seguro Popular) in Mexico 
are just two examples. 16, 28 However, many other countries still do not seem to emphasize cost-
effectiveness in service selection or systematically use cost-effectiveness data. 11, 34 Those that do, 
face several challenges that are often particularly pronounced in low- and middle-income countries, 
including limitations in data and in capacity to conduct and interpret cost-effectiveness analyses.32, 34-

36 In addition, cost-effectiveness criteria and cost-effectiveness analyses tend to focus on health 
outcome measures and often quality-adjusted or disability-adjusted life years more specifically.34-37 
Many stakeholders also consider other, non-health outcomes as relevant for service selection, 
including educational benefits, productivity gains, and financial risk protection.11, 38-40  

Over the last years, support has continued to build up for the case that countries should 
systematically consider cost-effectiveness when selecting services in the pursuit of UHC. This support 
has come not only from economists, but also from a broad range of other actors and disciplinary 
perspectives. For example, the WHO Consultative Group argued that cost-effectiveness 
considerations are crucial for making fair progress towards UHC. It has also recently been argued that 
such considerations are important from a right-to-health perspective, with the caveat that cost-
effectiveness criterion must not be used to justify UHC below the minimum level demanded by the 
right to health.41 

The situation with regard to data and tools is also improving. While the share of cost-effectiveness 
analyses conducted in low- and middle-income countries is still low,35 more attention has been 
directed towards the generation and use of cost-effectiveness information in these countries in 
recent years, and the number of analyses have been steadily growing.36 The generation and use of 
cost-effectiveness data have also been promoted by the ongoing WHO-CHOICE project; the basis of 
which has been thoroughly examined in this volume (chapter [insert chapter number of chapter by 
Lauer et al]). Similarly, the use and generation of cost-effectiveness have been advanced by the 
International Decision Support Initiative,9 including as part of health technology assessments, and the 
third edition of the Disease Control Priorities project, which provides evidence on intervention 
efficacy and program effectiveness for the leading causes of global disease burden.42 At the same 
time, new methods have been developed for defining cost-effectiveness thresholds in low- and 
middle-income countries.43 These methods go beyond the generic WHO-thresholds as multiples of 
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GDP per capita and thresholds based on willingness-to-pay studies and seek to estimate thresholds 
that reflect the opportunity cost of implementing the intervention being considered. While there is 
still disagreement about how such thresholds should be calculated, they may become useful for 
assisting priority setting and helping define benefit packages.44, 45  

Worse off 

A special concern for the worse off or disadvantaged individuals or groups is often integral to the 
pursuit of UHC, although specific focus and terminology vary widely.7, 46 The worse off can be defined 
in terms of health, socio-economic status, and several other metrics.7, 39, 46, 47 With respect to health, 
the concern for the worse off are often framed in terms of individual need, severity, or urgency.7, 39, 40  

Despite the central role of the concern for the worse off in motivating UHC, this concern is rarely 
operationalized as a distinct criterion for service selection in low- and middle-income countries.11, 32 
Thailand is an exception, where at least two criteria for prioritizing among proposed topics can be 
seen as linked to a concern for the worse off. One criterion is severity, which assigns extra priority to 
interventions targeting the severely ill because of their greater need for health care.18 Another is a 
criterion linked to equity and ethical implications, which, among other things, assigns extra priority to 
interventions targeting diseases that are more frequent among the poor.18  

One reason why the concern for the worse off is rarely operationalized as a separate criterion may be 
a belief that a cost-effectiveness criterion will point towards the same interventions, although there 
are numerous examples of where this is not the case [chapter number of chapter by Norheim, 
Johansson, and Ottersen]. A more important reason, however, is likely to be that the concern for the 
worse off is seen as particularly difficult to operationalize in a way that both captures the relevant 
dimensions and allow for measurement based on available data. In Thailand, for example, the 
severity criterion has been omitted in some evaluations because the information for the 
interventions in question was seen as limited and incomparable.18  

Despite this, the case for a service-selection criterion directly linked to the worse off has been made 
gradually stronger over the years. In 2013, the Lancet Commission on Investing in Health argued for 
prioritizing services targeting conditions that disproportionally affect the poor as part of one of their 
two “progressive pathways” to UHC.48 The year after, the WHO Consultative Group argued for 
priority to services benefiting the worse off more generally, while focusing individuals and groups 
with the poorest health outcomes. Priority to the worse off also has a firm grounding in the theory of 
fair distribution, as is discussed in chapter [chapter number of chapter by Voorhoeve] in this volume, 
and surveys suggest that the judgment that the worse off should receive some priority is broadly 
shared across societies.49-51 

To operationalize a criterion directly linked to priority to the worse off may also be more doable than 
is commonly thought, including a criterion linked to the worse off in terms of health. Various QALY-
loss criteria have recently been developed and considered in several high-income countries, including 
the UK, the Netherlands, and Norway.52 These criteria assign priority to interventions that benefit 
individuals or groups that without intervention would lose a large number of QALYs due to their 
condition. It has been demonstrated how QALY-loss can be approximated using data underlying 
economic evaluations of interventions or burden-of-disease studies.52, 53 There has also been 
developments with regard to systematic approaches for balancing a worse-off criterion against other 
criteria. This include approaches that assign weights to cost-effectiveness ratios based on how badly 
off the beneficiary is, as is further discussed in chapter [chapter number of chapter by Norheim, 
Johansson, and Ottersen] in this volume. These two concerns can also be sought balanced through 
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the use of extended cost-effectiveness analysis or benefit-cost analysis; methods that also are 
discussed in this volume (chapters [chapter numbers for chapter by Verguet and by Robinson]) 
Finally, many types of multi-criteria decision analyses have been developed and tested over the last 
years, and these offer another way to balance cost-effectiveness and priority to the worse off.33  

Financial risk protection 

Service selection in the context of UHC is typically a question of what services should be financed 
mainly or entirely by mandatory, prepaid, pooled funds, which may be called social financing for 
short. Social financing of one service may provide more financial risk protection than social financing 
of another, and some countries uses a service-selection criterion that assigns extra priority to 
services whose coverage offers substantial financial risk protection.11 As described above, one of 
these countries is Thailand, which use a criterion linked to the economic impact of health 
expenditure on household expenditure.18 Another is Mexico, whose designated Fund for Protection 
Against Catastrophic Health Expenditures uses financial protection as a central criterion for deciding 
what interventions to include.28 At the same time, many other countries using explicit criteria to 
select services do not include such a criterion linked to financial risk protection.  

One reason for the hesitance may be some form of “health exceptionalism” or a view that health 
care is special.47, 54 For example, one may believe that priority setting among health services should 
depend on medical factors only and that the financial burden linked to health service payments is not 
such a factor. Another reason may be the challenges involved with operationalizing one or more 
criteria linked to financial risk protection.55 This is underscored by the heated debate about 
indicators for financial risk protection for the SDGs.56 Moreover, approaches for integrating a 
criterion linked to financial risk protection with other criteria have been explored only to a limited 
extent.  

Yet, the case for a service-selection criterion linked to financial risk protection is particularly strong in 
the context of UHC, as it can be seen as a dual goal: to ensure access to health services and to ensure 
that people do not face large economic hardships when paying for services.57 It is the latter and not 
the former that is commonly seen as the distinguishing feature of the UHC agenda compared to 
earlier agendas, including “health for all.” Forceful arguments have also recently been put forward in 
favor of going beyond medical factors when selecting services,47 including in chapter [chapter 
number of chapter by Persad] in this volume.  

Over the last years, there has also been progress on the measurement of financial risk protection 
linked to payment for services. Indicators of the incidence of catastrophic and impoverishing health 
expenditure have been developed and used, including in the first global UHC monitoring report in 
2015.1 Some UHC indices – integrating tracer indicators for both service coverage and financial 
protection – have also been developed.12, 58 This work with indicators and indices can help 
operationalize a service-selection criterion linked to financial risk protection. To integrate such a 
criterion with other criteria, the recent development and use of ECEA and BCA can be helpful, as 
discussed in chapters [insert chapter numbers of chapters by Verguet and Robinson]. As for a 
criterion linked to a concern for the worse off, recent development and use of multi-criteria decision 
analysis can be useful for incorporating a criterion linked to financial protection.59 Thailand, for 
example, uses such an analysis to integrate both these kinds of criteria.   
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Process 

In countries where explicit criteria and tools are used, they are part of a larger decision-making 
process.7, 11, 32, 60-63 This process itself can be more or less explicit and systematic, and some low- and 
middle-income countries have set up quite rigorous processes for selecting services on the path to 
UHC, including Thailand and Mexico.28, 32, 62  

As for criteria and tools, countries face some common challenges when seeking to introduce and run 
systematic and fair priority-setting processes. One challenge is the political economy of priority 
setting.63-65 Priority setting is controversial and comes with negative connotations. Making the 
process explicit can thus reflect poorly on those seen as responsible, including politicians. Priority 
setting is also an area with powerful vested interests. Pharmaceutical companies, patient groups, and 
professional groups may all prefer that at least parts of the priority-setting process are vague and 
unsystematic. A rigorous process also require considerable institutional capacity.29, 66 Technical know-
how and information-technology infrastructure are needed for the generation and assessment of 
large amounts of scientific evidence, and at multiple points in the process, mechanisms must be in 
place to carefully integrate evidence and value. It is also widely agreed that participation from a 
broad range of stakeholders is essential to a good and fair priority-setting process, and ensuring that 
all relevant stakeholders are included in a meaningful way may require a quite robust institutional 
framework. As for criteria and tools, recent developments have prepared the ground for progress 
also on process. The issue of priority-setting processes and institutions in low- and middle-income 
countries have received quite some attention over the last few years, and especially around and after 
the 2016 Prince Mahidol Award Conference.10 This has partly taken place in the context of research 
and debate on health technology assessment in resource-poor settings.67 Several other trends also 
bode well for strengthening priority-setting processes in the future. The political economy of priority 
setting in global health has recently attracted more attention,63-65 and the issue of accountability is 
experiencing renewed interest. At the same time, the issue of public participation in priority setting 
has steadily come more to the fore. It was highlighted by the WHO Consultative Group and is 
examined in more depth in chapter [insert chapter number of chapter by McCoy] in this volume. For 
the future of priority setting and UHC, it is important that these issues continue to receive attention. 
In addition, two other long-standing issues will also need further scrutiny. One is the upstream 
process of agreeing on criteria to use in the selection of services. In Thailand, for example, the 
guidelines for the procedure of selecting services were themselves developed through an elaborate 
process, which included consultations with a broad range of stakeholders.24 A final, fundamental 
issue is the relationship between substantive criteria and the process for service selection.26, 68 Once 
the criteria are determined, how much and what should be left up to the process? A clear 
understanding of the pros and cons with different answers to this question will help future priority 
setting. 

Conclusions 

This chapter has addressed the key choices in selecting services for UHC and the alternative criteria, 
tools, and processes to guide these choices. Over the last years, many countries have made progress 
towards UHC and also towards more systematic priority setting in support of that larger endeavor. 
Yet, many countries still lack explicit criteria, rigorous tools, and systematic processes, and a set of 
common challenges applies to most low- and middle-income countries. At the same time, recent 
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developments – including insights from the preceding chapters of this volume – can help countries 
meet these challenges and improve their approach to priority setting. This will be critical for 
effectively achieving UHC and health lives for all, and for doing so fairly.  
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