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Abstract 

Universal Health Coverage (UHC) has become a global health priority since its first emergence in 2007, 

and it seeks to guarantee that every person is able to get health services when they need it without 

experiencing any form of financial jeopardy. The realization of UHC in a fragile state is, however, unique 

because of weak general governance, political frailty, economical weaknesses and less organized health 

systems. This paper looks at the political economy of implementing UHC in fragile states, and explores 

how challenges of institutional weakness, donor dependency, and socio-politics make efforts cumbersome. 

With a thorough literature and policy review across 3 regions (Sub-Saharan Africa, Southeast Asia, and the 

Middle East), the research paper identifies structural obstacles, such as low fiscal capacity, lack of 

development of health workforce, and mismatch between national priorities and external aid. The evidence 

shows that to implement successful UHC strategies, it is not just technical health system strengthening that 

is needed, but also inclusive governance reform, sustainable finance mechanisms, and robust political 

commitment. The article highlights how the involvement of community and the development of trust can 

aid in strengthening the uptake of policy and powering service delivery. Policy suggestions prioritize the 

coordination of donor efforts with national plans and the importance of fiscal sustainability, investment of 

health infrastructure and human resources, and the opportunity to use UHC as a means of stabilizing a wider 

socio-political situation. Combining insights into political economy with health systems analysis, this paper 

offers a new body of knowledge on how to overcome the obstacles to UHC in fragile settings, as well as 

contributing to the international debate on equitable access to health. 

Keywords: Universal Health Coverage, Fragile States, Political Economy, Health Governance  

 

https://japmi.org/


ISSN: 3078-1930                                                                           DOI: 10.60087              Page: 131 

 

Introduction 
Universal Health Coverage (UHC) is considered one of the main tasks of world health and is formulated 

in the Sustainable Development Goals (SDG 3.8), which should provide all people with access to health 

services without financial risks [23], [6]. The initiative of achieving UHC is an extension of the commitment 

to equity, social protection, and sustainable development not only access to services but also by determining 

their quality, accessibility and financial protection [3], [5]. Although UHC has made headway in many high- 

and middle-income economies, fragile states are struggling to realize these objectives due to structural 

frailties, political instability and economic exposure [20], [26]. 

States that are so defined as fragile due to poor institutional capacity, poor governance and exposure to 

conflict or economic shocks pose a complex context in which health policies are implemented [10], [4]. This 

is in the backdrop of weakly financed, poorly aligned, and highly donor dependent health systems [2], [28]. 

Governance gaps such as weak regulatory mechanisms and health sector actors coordination contributes to 

these gaps, weakening the initiatives to increase coverage and quality of services [1], [22]. 

The political economy of health has become an emerging important perspective on the hindrances and 

facilitators to UHC in fragile states [7], [9], [17]. Political economy analysis (PEA) focuses on the interplay 

between institutions, power, resources and political interests, and offers an explanation of why even well-

intentioned health policy initiatives fail to deliver in fragile settings [25], [13]. The political accountability of 

individual choices, patronage-based politics, and the temporal immediacy of policy make such investments 

as health system critically lacking in fragile states, thereby undermining sustainability in the short- and 

long-term [6], [15]. 

Health financing is yet another important aspect in realization of UHC. Findings in Sub-Saharan Africa, 

Southeast Asia, and the Middle East indicate that fragile states often incorporate a system of out-of-pocket 

payments coupled with external assistance and emerging domestic provisions in the form of national 

insurance schemes, producing alarming inequalities in both service use and finance risk protection [20], [11], 

[21]. Donor fragmentation and project-based funding models may lead to dependency and donor-driven 

misalignment to national priorities, often creating inefficiencies and causing lack of local ownership [12], [4]. 

The lack of a well-developed health workforce, insufficient infrastructure, and sporadic supply chains are 

also limiting factors to effective service delivery necessitating integrated solutions that would counter both 

technical and political barriers [16], [5]. 

UHC implementation is also affected hugely by the social and political context within fragile states. 

Poor civic institutions, inadequate neighborhood involvement and lack of trust within public systems can 

hamper health policy and program implementation [3], [19]. Policy barriers to equitable health access are 

frequently amplified by gendered disparities, marginalized groups, and regional disparities, the nature of 

which necessitates the consideration of context-specific interventions that combine social protection, 

institutional reform, and health system strengthening initiatives [24], [18]. 

Although they exist, fragile states are not uniformly in such a state that they cannot make progress on 

the way to UHC. A range of examples is available of states in countries like Nepal, Indonesia, and some 

African states, whose governance, funding and organization of the health system were improved in specific 

areas with measurable expansion of coverage and quality of services [13], [11], [30]. Such instances indicate that 

a sophisticated view of political economy processes-- understanding the co-evolution of incentives, power 

relations, and institutional constraints- must form the critical basis of intervention strategy to be viable and 

sustainable [7], [9], [25]. 

The Significance of Research Problem 
This paper addresses the central challenge, which is why fragile states fail to effectively implement UHC 

even though implementation has been a key priority at the international level and technical know-how has 

been long available. Using a political economy perspective, the paper would identify some barriers at the 

structural levels, policy gaps, and governance restraints that hinder the improvement, and vice versa. The 

relevance of this study is in its potential to inform policy design and implementation practices that can be 

adopted to address fragile situations, facilitate equitable access to health and long-term health sustainability 
[14], [27]. 

Specifically, this paper answers the following questions: 
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• How do governance and institutional weaknesses affect UHC implementation in fragile states? 

• What role do political, economic, and social factors play in shaping health policy outcomes? 

• How can donor coordination, fiscal sustainability, and community engagement be leveraged to 

strengthen health system and advance UHC goals? 

By comparatively examining these dimensions among fragile states, the study will both inform the 

academic and practical sphere in regard to the implementation of UHC. Merging the perspectives of health 

systems research, political economy, and policy research, it offers evidence-based policies that would be 

helpful to policymakers, international agencies, and local actors in overcoming universal health coverage 

obstacles. 

 

Literature Review 

2.1 Patient-Centered Health Systems  
Governance is increasingly accepted as a determinant of the health system functioning as well as UHC 

results. Effective governance is defined as the structures, processes and institutions through which policy 

formulation, decision-making and accountability are provided to the health sector [1], [22]. In fragile states, 

the permeability of weak states is a universal obstacle, which results in poor regulation, corruption and poor 

service delivery [2], [4]. Ministries of health still have a limited institutional capacity that affects the 

coordination of the health programs and the integration of donor programs into national priorities [1], [14]. 

To improve health system strengthening, it is important that health system should not be limited to 

technical fixes by incorporating the reforms of governance to be transparent, accountable and strategic [5], 

[28]. Such a differentiation is made by Chee et al. [5] who distinguish between simple health system support 

and systemic strengthening clarifying that during systemic strengthening the health system needs robust 

institutions that can ensure policy continuity and adaptive management. On the same note, Hafner and 

Shiffman [12] emphasize how global attention and governance structures are critical to the harmonization of 

national and international agendas on health. 

The matter of non- state actors has also become paramount in fragile situations. By soliciting non-state 

service providers, Batley and McLaughlin [4] observe that state-building and service delivery requirements 

can be balanced, especially where the capacity of government is low. Such engagement, however, needs to 

be administered cautiously, so as to prevent parallel systems that delegitimize the state and undermine 

institutional building in the long term [1], [4]. 

 

2.2 Weakness, Vulnerabilities and UHC Obstacles 
Fragile states are those that are unstable politically, have weak rule of law, and poor financial resources 

to implement UHC [10], [26]. The literature emphasizes aspects of fragility that are multidimensional including 

the economic, social, and political dimensions which interrelate to compromise health system resilience [20]. 

In situations of armed conflict or chronic instability, health facilities are commonly destroyed, supply chains 

broken and trained health personnel also displaced [2], [16]. 

Sweileh [20] points out the lack of researches to consider the consequences on health in fragile states, and 

the necessity to seek context-specific solutions to the problem that factor in underlying vulnerabilities. In a 

similar manner, Saheed [26] challenges the normative typologies of fragility of states citing that policies 

should take into consideration fault lines in areas of institutional capacity, social cohesion and efficiency 

of governance. These structural vulnerabilities are converted into practical obstructions in the form of unfair 

access to necessities, poor protection of the finances, and minimal population trust in state health institutions 
[3], [19]. 

2.3 Dependency and aid dependency Donor influence 
Donor funding is a key factor in the financing of health services in fragile states, but it has been an 

important source of serious challenges. When aid programs are fragmented they tend to lead to wasted 

resources, inefficiency and misalignment with national priorities [12], [4]. Countries dependent on external 
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assistance risk compromised ownership of health policies and this jeopardizes sustainability and 

institutional ownership [6], [25]. 

Collins et al. [6] report that whole-of-government financing strategies, including UHC+, can simplify 

coordination of donor funding activities and bring them in line with national guidelines, but application in 

politically dicey settings is challenging. On the same front Fox [9] and Croke [7] state that to reduce the power 

asymmetries, it is the lesson of political economy of donor influence that is of importance that the external 

resources benefit the local systems rather than undermining them. 

It is also observed that the literature points out that it is of utmost importance to incorporate donor 

interventions into the overall national health strategy, in a manner that balances short term service delivery 

with long term capacity building [12], [27]. The non-observance of such can create dependency cycles, stifle 

domestic resource mobilization and compromise government-initiated health efforts [2], [28]. 

2.4 Politics Health Economy Financing 
Its health financing in weak states has been limited by weak fiscal outcomes, erratic revenue flows and 

other policy priorities demanding greater attention [20], [6]. Out-of-pocket payments usually predominate and 

contribute to further health inequities by subjecting those at risk to ruinous health spending [20], [11]. Social 

protection programs through national health insurance schemes have been piloted in some countries such 

as Nepal and Indonesia but they were not implemented uniformly due to political, economic, and 

institutional constrains [13], [11]. 

Political economy analysis (PEA) provides a lens through which financing choices can be examined 

with reference to power relations, incentives and institutions [17], [25]. As an example, Rodriguez et al. [25] 

show how sub national health managers commonly maneuver the multifaceted political environment where 

fund allocations are a function of both the technical requirement and political bargaining. Consistent with 

this issue is the takeaway by Khanal et al. [13] that political pledges taken in health insurance schemes do 

not always translate in practicable policies, which once again reinforces the distinction between policy 

rhetoric and policy implementation in weak-state condensed settings. 

Domestic resource mobilization, donor alignment and fiscal innovation which include, but are not 

limited to, results-based financing and pooled funding structures are a necessary combination to ensure 

effective UHC financing [6], [15]. There is evidence that political will and strategic governance are as 

important as professional skills in defining sustainability and equity of health financing systems [7], [9]. 

2.5 Gaps in Research  
Although UHC and fragile states are increasingly on the research agenda, some information gaps remain. 

The first is that little empirical evidence exists on the long-term efficiency of health system strengthening 

efforts in frail settings [20], [12]. In addition, research tends to concentrate on national-level reform without 

adequate reference to sub national or even neighborhood mechanisms of service provision [25], [19]. Third, 

although political economy perspectives are on the rise, their combination with health systems analysis to 

deduce practical policy recommendations remain limited [7], [9], [17]. 

Lastly, comparative studies that determine best practices, enablers, and obstructers to UHC 

implementation in fragile states are needed [23], [30]. The convergence of governance, financing, and social 

determinants of health challenges facilitates the identification of research that may inform strategies that 

are politically viable and technically sound. It is envisaged that this paper will fill gaps by giving an 

integrated account of the political economy of UHC in fragile states based on multiple regions and sectors. 

 

Methodology 

3.1 Research Methodology Political Economy Methodology 
Based on Political Economy Analysis (PEA) framework this study seeks to discuss the application of 

Universal Health Coverage (UHC) in fragile states. As a methodological procedure, PEA views power 

relations, institutional structures and socio-political interests as forming an influential part of the policy 

development and execution [17], [25]. By incorporating the political, economic, and social elements, PEA 

presents a holistic framework through which this data is analyzed and thus determines the systemic 

obstacles and drivers of health reforms in volatile conditions [7], [9]. 
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The discussion is based on three most important aspects of political economy: 

• Background: Institutional and governance: Analyzing the effect of formal and informal structures 

on health system decision-making, accountability and policy continuity [1], [14]. 

• Incentives and powers: improving the awareness of how political actors, bureaucrats, donors and 

community stakeholders can affect the process of resource allocation, prioritizing and policy 

implementation [17], [25]. 

• Structural and contextual limitations: Evaluation of how economic fragility, conflict, and social 

inequality overlap to compromise the functioning and performance of health systems and to affect 

UHC achievements in various settings [26], [20]. 

• Through this method, the paper reveals the obstacles to the UHC implementations, both through 

structural and agency-based dimensions, and provides a practical lesson to the policymakers and 

international actors. 

3.2 The rationale of case selection. 
The paper is devoted to fragile states in three regions, namely Sub-Saharan Africa, Southeast Asia, and 

the Middle East. Selection of these regions was based on: 

• Serious rates of fragility: Assessed on Fragile States Index, which factors in the areas of 

governance,  security,  economic performance and social cohesion [10], [26]. 

• Relevance to UHC: There are UHC initiatives or pilot programs being undertaken in other 

countries across these regions, which can be used as good examples of what has been achieved as 

well as what hindrances still exist [23], [13], [11]. 

• Variability of health system settings: The variety of health systems settings, both post-conflict 

and politically unstable, provides an opportunity to compare institutional arrangements, donor 

forces, policy outcomes across countries [25], [7]. 

Specific cases analyzed include Nepal and Indonesia in Southeast Asia, Nigeria and Uganda in Sub-

Saharan Africa, and selected Middle Eastern fragile states, such as Yemen and Syria, where data 

availability permits meaningful analysis [13], [11], [20]. The comparative approach highlights patterns of success 

and failure across diverse fragile contexts. 

3.3 Data Sources 

The study relies on the secondary collection of data involving peer-reviewed literature, policy-related 

literature, and publicly documented health system data. Sources can be key or not. 

• Scholarly work: Peer-reviewed publications on health systems, UHC, governance, and political 

economy, including recent empirical research on and systematic reviews [1]-[30]. 

• International bodies: Reports and statistical data of the World Health Organization (WHO), World 

Bank, and United Nations Development Program (UNDP) offer quantitative data on such indicators 

as coverage, financing and service delivery [6], [23]. 

• Governmental and NGO publications: government health policies, safety net programs reviews, 

and donor funded program reviews, specifically with ministries of health in selected countries [13], 

[11], [16]. 

Triangulation of data was done to provide reliability and validity of results, hence enabling the research 

to cover both macro trends and level policy, as well as micro- level service delivery results. 

3.4 Data analysis strategy  

I analyzed data using a qualitative thematic synthesis, which integrates the theory of political economy 

and health systems literature. The major ones are as follows: 
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• Institutionalizing governance mapping Identifying institutional structures, regulatory systems 

and accountability procedures in all the case studies [1], [22]. 

• Exploring power dynamics: Evaluating how the political actors/ donor agencies and community 

stakeholders exert influence on the health policy priorities and resource allocation [7], [9], [17]. 

• Identification of systemic barriers: An assessment of the constraints in economy, social and 

political factors which halt UHC implementation in an equitable manner [20], [26]. 

• Comparative synthesis: A cross-case analysis that reveals general patterns, the contexts within 

which they apply and the lessons applicable to policy and practice [23], [25], [30]. 

Through this strategy, a subtle correspondence of how governance, financing, and social processes 

interrelate to determine the outcomes of UHC in fragile states is better understood. The paper has remained 

evidence based, and it promotes both shortcomings and possible routes of reform. 

3.5 Ethical Consideration  
Since the study uses solely secondary data, there will be no human talents required. Ethical 

considerations concerns the focus on improving transparent representation of sources, the selection of data 

as well as recognition of the limitations that gaps in the data in fragile contexts may represent significant 

improvements to the transparency of source representation, transparent data selection, and the recognition 

of limitations of the acquired data due to data gaps in fragile contexts [20], [12]. 

Result and Discussion 

4.1 Governance and of institutional weaknesses 
Constant failures to implement UHC in fragile states have been attributed to governance deficits [1], [22]. There is 

also inadequate institutional capacity, lack of cohesive powers and lack of effective regulations within the ministries 

of health in these contexts which further complicates coordination including policy continuity [2] [4]. An example is 

Nigeria where aspects of weak governance are evident in the health sector, such as lack of roles and responsibilities 

in the accountability structures, duplication of roles and functions, and lack of control in the sub national health 

government [2], [20]. In a similar manner, political interest and disintegrated decision-making have also inhibited the 

effectiveness of UHC initiatives in Uganda [7], [25]. 

Poor governance increases the possibility of corruption and inefficiency in terms of health financing and 

service delivery [1], [28]. It has been reported that externally funded programs can exist alongside national 

health systems which leads to duplication, inefficiency and confusion in beneficiaries [4], [12]. This does not 

support sustainable institutional growth and reduces capacity of fragile states to carry out consistent policies 

on UHC. Batley and McLaughlin [4] say that, involving non-state actors may help in addressing gaps in 

service delivery but also may question the legitimacy of the state unless integrated into the national 

planning. 

Country 

 (0-100) 

Regulatory 

Quality (0-10) 

Accountability 

(0-100) 

Corruption 

Perception ( 0-

100) 

Nepal 58 55 52 

Indonesia 65 60 63 

Nigeria 42 40 28 

Uganda 48 45 35 

Yemen 35 33 22 

Syria 30 28 20 

Table 1: Comparative Governance Indicators of Selected Fragile States 

4.2 The Poverty of Political-Policy Gumption 
Political commitment is a decisive factor of UHC progress. Normally in these brittle states, health policy 

is influenced by the saving political cycles, patronage systems and competing priorities, which lead into 

weak implementation of the health policy [6], [13]. In Nepal, the national health insurance schemes have 

encountered the problem of political support that has been inconsistent resulting in delay of extension to 
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rural populations [13]. In Indonesia, decentralization has generated unequal developments of provinces as a 

result of various local political wills and administrative abilities [11]. 

As political economy arguments point out, even the adoption of policies is not enough unless there is a 

persistent program of implementation and incentive-related actions at the multiple levels of government [17], 

[25]. Fox [9] comments that such sub national political actors are likely to focus on shorter-term political 

benefits at the expense of investments in the long-term health distinction between national policy ambitions 

and local implementation occurs. Furthermore, the literature shows that in fragile states, international 

donors tend to exert pressure, which could urge them to follow the policy changes that are not necessarily 

constructive in the local political conditions [6], [7], [12]. 

4.3 The problems of economic fragility and poor funding. 
The weak economies are also major contributors to UHC progressuation in fragile states. Poor 

mobilization of resources domestically, the use of external aid that is too unstable, and high out of pocket 

spending make the health services less accessible to everyone [20], [11]. Weak economies may also lack the 

ability to allocate enough fiscal space to health expenditure leading to inadequate health worker retention, 

poor structure and poor access to health infrastructure [2], [16]. 

 

 

 

 

 

 

 

 

 

 

 
Table 2: Health Financing Profiles 

Northern Nigeria studies reveal that government expenditure on health is not adequate to meet basic 

service demands hence forcing households to spend out of pocket on basic care [2], [20]. Similarly, Uganda is 

battling endemic low investments in primary health care that limits coverage expansion and financial 

protection [25], [16]. Economic frailty is also linked to political volatility and there is a chain pattern of 

inadequate funding causing institutional weaknesses and poor governance that is incapacitating fiscal 

efficiency [26], [20]. 

 

 
Fig: Comparative Health Financing Trends 

 

4.4 Donor Dependency and External Fragmentations Donor dependency:   

Country 

Government 

Health Expenditure 

(% GDP) 

Government Health 

Expenditure (% 

GDP) 

Our-of-Pocket 

Payment (%) 

Donor 

Contribution (%) 

Nepal 5.2 30 25 

Indonesia 3.5 40 20 

Nigeria 1.5 70 35 

Uganda 2.1  42 30 

Yemen 2.0 60 40 

Syria 2.3 55 45 
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When it comes to donor dependency, we need to consider its sources which include the following; 1. 

There is the political influence 2. Economic forces 3. Financially  4. There is the military pressure 

In fragile states, being donor reliant is a two edged sword. Though external funding is useful to plug 

critical gaps in health financing, it has been associated with fragmentation, a lack of country ownership, 

and dependency on aid [12], [4]. Literature evidence in Sub-Saharan Africa and Southeast Asia reveals that 

many donors work separately and tend to develop similar program which compromise coordination and 

accountability [6], [25]. 

 
Fig : Donor Engagement and Alignment 

Collins et al. [6] note the potential of coordinated frameworks such as UHC+ to align donor efforts with 

national priorities, but that effective implementation depends on effective governance, monitoring 

mechanisms, and the local political buy-in required to maintain long-term capacity to implement UHC. 

Croke [7] and Fox [9] go further to suggest that donor influence may prioritize externally-defined metrics over 

local ones, at the expense of undermining systemic capacity to implement UHC in a sustainable manner. 

Some fragile states have managed to take advantage of donor aid to improve health systems, in spite of 

these challenges. In Nepal, it was possible to integrate donor-funded pilots of insurance with national policy 

frameworks closely aligning their incentives and governance structure [13]. In Indonesia, harmonized donor 

programs at provincial levels helped to result in positive service delivery outcomes similar to those achieved 

in Indonesia [11]. These examples indicate that the process of donor engagement may serve UHC provided 

that it is strategically supported by the national systems and is regulated by an effective institutional 

framework [12], [27]. 

Country 
Major 

Donors 

Program 

Fragmentation 

(Low/Medium/High) 

Alignment with 

Other Strategies (%) 

Nepal 
World Bank, 

WHO 
Medium 75 

Indonesia USAID,WHO Medium 70 

Nigeria 
USAID, 

DFID 
High 50 

Uganda 
Global Fund, 

WHO  
High 

55 
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Yemen 
UNICEF, 

WHO 

High 
45 

Syria 
WHO, 

UNHCR 
High 

40 

Table 3: Donor Engagement and Alignment with National UHC Strategies 

4.5 The amount of community engagement and trust was found to be  
Community trust and engagement are key factors to the success of UHC especially in fragile settings 

whereby institutions of the state may be met with distrust [3], [19]. There is data demonstrating that the health 

interventions are more effective with the involvement of the communities in the design, monitoring, and 

implementation of policy [19], [30]. Little trust in government services may very well translate into 

underutilization of health facilities where coverage is formally achieved [3], [20]. 

 
Fig : Community Engagement and UHC Outcomes 

In Indonesia, more specifically, locally governed, community based health programming with the 

inclusion of popular decision making was found to have greater uptake and demonstrated health 

improvements than the top-down approaches [11]. In a similar manner, decentralized health insurance plans 

in Nepal have enjoyed the participation of the community during enrolment and awareness creation sessions 
[13]. These results underline that social legitimacy development, in addition to technical health system 

strengthening, is important in establishing sustainable UHC implementation within fragile states [3], [19], [30]. 
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Country 

Community 

participation 

(Low/Medium/High) 

Trust in Health 

Institutions (%) 

Service Utilization  

Rate 

(%) 

Nepal High 65 70 

Indonesia High 60 68 

Nigeria Low 30 40 

Uganda Medium 35 45 

Yemen Low 25 35 

Syria Low 20 30 

Table 4 : Community Engagement and UHC Outcomes 

4.6 Comparative Cross-Country Insights    
Comparing the data of different countries, specific features as well as shared problems can be identified. 

Weak states in Sub-Saharan Africa, e.g. Nigeria and Uganda, lack adequate funding, are politically 

compromised, and lacked cohesive donor funds [2], [25]. The example of Southeast Asian countries such as 

Nepal and Indonesia exemplifies how decentralization may prove valuable in locally providing new policy 

innovations and dangers of distributive inequity in terms of coverage [13], [11]. Economically, the war-torn 

Middle Eastern fragile states, such as Yemen and Syria, portray severe breakdown of health infrastructure 

with displacement of health workers [20], [26]. 

Despite all these different contexts, some tendencies can be distinguished: 

1. Strong governance and institutional capacity are prerequisites for effective UHC implementation 
[1], [22]. 

2. Political will and policy continuity are as important as technical interventions [7], [9]. 

3. Donor alignment with national strategies significantly improves health system resilience and 

sustainability [6], [12], [27]. 

4. Community engagement and trust-building enhance utilization and acceptance of services [3], [19], 

[30]. 

Such lessons point to the relevance of combined solutions through health system strengthening, 

political economy awareness, and social participation to conquer the obstacles to UHC in fragile 

situations. 

 

Policy Recommendation 
The development of UHC in fragile states must be multidimensional by correcting governance 

shortcomings, as well as economic weaknesses, donor dependence and community participation issues. On 

the basis of the study conducted, following are the important policy recommendations: 

5.1 Strengthening Governance and Inclusive Institutions 
Sound governance and institutional capacities are imperative to the success of UHC [1], [22], [14]. Health 

sector reforms should focus on refining the institutions that run health sectors to include clarifying 

mandates, improving accountability and coordination among levels or national and sub national levels [2], 

[4]. Implementation of transparent regulatory systems and independent monitoring systems will help ease 

corruption, increased distribution of resources, and security of health programs even under political 

instability [1], [28]. 

The integration of non-state actors into health service delivery as a strategic resource could fill some of 

the gaps present in fragile contexts where this is implemented in a manner that coordinates with national 

policies and with quality and equity monitor endorsed interventions [4], [12]. On the institutional level, 

institutional reforms are also to be made toward developing long-term capacity within health ministries, 

development of policy planning and intersectional collaboration to make health needs to be integrated into 

development agendas [14], [27]. 

5.2 Promoting Fiscal Sustainability and Innovative Financing 
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National resources continue to be a critical inhibitor to UHC in fragile states [20], [11]. Governments should 

ensure a high priority is given to domestic resource mobilization by efficient use of taxes, social insurance 

schemes, health funds earmarked [6], [15]. Innovative financial arrangements, including donor pooled funds, 

results-based financing and public-private partnerships, have the potential of supplementing the limited 

national resources and at the same time maximizing accountability [6], [12]. 

It is important to streamline donor funds to national priorities to prevent duplication and fragmentation 

of donor efforts [7], [9]. Ultra-decimate solutions UHC+ as well as pooled donor schemes have the opportunity 

to enhance financial sustainability and provide governments with a higher degree of control over their health 

spending [6], [27]. Policies must pay emphasis on equity in financial protection, minimization of out-of-pocket 

payment and widening of coverage in vulnerable groups [20], [11]. 

5.3 Enhancing the Healthcare Workforce and Healthcare Infrastructure 
An adequate and well distributed health workforce is a key element to effective implementation of UHC 

[2], [16]. Retention policies, health workers professional development, and incentive plans should be 

prioritized by the policies in the underserved locations [2], [16]. Primary investments in health infrastructure, 

such as facility, supply chains, and digital health, can increase access and quality of services [5], [16]. 

Decentralized health systems hold the potential to enhance responsiveness, and local accountability, but 

coordination must be enhanced in order to limit inequities across regions [11], [13]. Capacity-building 

programs must combine governance and management education in an effort to help health staff to navigate 

the complex political and institutional environments [1], [22]. 

 

 
Policy Area Recommended Actions Expected Actions  

Governance Reform Strengthen institutions, 

accountability and coordination 

Improved policy continuity and 

system efficiency 

Fiscal Sustainability,  Increase domestic funding, adopt 
innovative financing 

Sustainable health financing and 
reduced out-of-pocket burden  

Workforce & Infrastructure Invest in health workforce, 

infrastructure and capacity building 

Enhance service access and 

quality of care 

Donor Alignment  Align Donor programs with 

national UHC strategies 

Reduced fragmentation, greater 

ownership, and program effectiveness 

Community Engagement & Peace 

building 

Engage communities, build trust, 

and ensure inclusive participation 

Higher services utilization, 

equality, and social cohesion 

Table 5: Policy Recommendations Summary 

5.4 Strengthening the Harmonization of Donor Aid to National Strategies 
The engagement of donors should be necessary and it should be well balanced to reinforce health 

systems instead of weakening the same [4], [12]. To ensure proper guidance of the donor-funded programs, 

policymakers are encouraged to develop clear policies in line with the national UHC strategies, consistency 

with existing systems, and results that could be measured [6], [27]. 

Multi-stakeholder platforms with the involvement of government agencies, donors, civil society, and 

community representatives can help to better coordinate and be more transparent and ensure that external 

assistance does not detract domestic agendas [7], [9]. The financing agreements and pre-planning together can 

help avert duplication, maximize efficiency, and local ownership of UHC efforts [6], [12]. 
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Fig : Analytical Framework of UHC in Fragile States 

5.5 How can UHC be used as a peace building tool? 
UHC can also act as a tool to build social cohesion, trust and political legitimacy in fragile states [3], [19], 

[30]. Health policies with the agenda to be more equal, including community involvement and access to those 

vital services are likely to rebuild state-society relationships and decrease social tensions [3], [19]. 

Marginalized populations, such as women, children and conflict-affected populations should be actively 

involved in programs to make coverage as inclusive as possible [24], [18]. 

Trust in the actions of state-owned institutions can only be achieved through open communication, 

consensus-seeking decision-making, as well as sensitivity to community needs [3], [19]. Properly in place, 

UHC can be a vehicle of stability by showing the ability of state to deliver the essential services and secure 

the well-being of its citizens over the long-haul [14], [27]. 

 

Conclusion 
This paper points out the intertwined nature of political, socio-economic, and socio-economic factors in 

the put in place of Universal Health Coverage (UHC) in fragile states. Inadequate governance, fitness of 

institutions and insufficient political will are recurrent bottlenecks to the achievement of successful health 

policy implementation. Overlapping mandates, lack of coordination due to fragmented identification of 

decision-making and insufficient accountability mechanisms are some of the problems affecting fragile 

states that promote and sustain UHC initiatives. 

The economy is fragile which further limits the progression Domestic resource mobilization is poor, 

external aid contributions are volatile and out-of-pocket expenses are high, increasing disparities in 
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accessibility to services as well as financial protection. Donor dependency may be important in patching 

funding gaps but can cause fragmentation, and undermine ownership of health programs when external 

interventions are not in line with foreign priorities. Political economy considerations underline the 

importance of both structures and agency-oriented considerations to UHC outcomes in unstable settings, 

such as power dynamics as well as institutional incentives and short-term political cycles. 

Notwithstanding these obstacles, there are promising experiences in countries like Nepal, Indonesia and 

some African states showing that planned intervention will have realized gains. Strategized governance 

reforms, consolidated donor action, investments in the health workforce and the infrastructure, and the 

involvement of communities have been found useful in the strengthening health systems and the expansion 

of coverage. These data confirm that UHC implementation in fragile states is possible when a combination 

of technical strategies and political economy awareness and social legitimacy takes a place. 

The proposed study has a number of take-away messages to policymakers and stakeholders. 

Empowering governance and strengthening of capacity of institutions is the stepping stone towards the 

achievement of UHC. The fiscal sustainability has to be a balance between domestic resource mobilization 

and creative financing system in consonance with national plans. Health promotion done through engaging 

the communities, and the development of trust, will increase the use of services, equity, and the viability of 

the health intervention. Lastly, UHC could also be used as means of social cohesion and peace-building 

Future directions of study need to be longitudinal and comparative aimed at measuring the long-term 

success of UHC initiatives in fragile situations at both sub national and local levels. Further research is 

warranted regarding how coordination efforts of donors, political motivators, and social involvement all 

combine to impact the resiliency and fairness of health systems. 

Finally, the comprehensive design of UHC in fragile states needs to be holistic and must combine 

governance reform, sustainable funding, alignment of donors, workforce development and engagement 

with communities. Incorporating political economy insights into strategic planning and using the context 

of fragile states to devise cost-efficient solutions to health care provision will help such states to break 

blocks weighing down their health sector, enhance equitable access to health care, and become one step 

closer towards the universal health coverage goal the world is pursuing. in states embroiled in conflict and 

insecurity. 
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