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A message from the Regional Director

The sustainable development agenda commits countries, among other things, 
to ensure healthy lives and promote well-being for all ages (Sustainable 
Development Goal 3). Implicit in this agenda is ensuring that the whole 
population has affordable access to good-quality promotive, preventive, 
curative and rehabilitative health services.

Concerns about financial barriers to accessing health services have led to the 
design and implementation of reforms in several countries. While some countries 
have abolished user fees at the point of care, others have introduced health 
insurance schemes, and some others have progressively increased reliance on 
governments to fund health services. Despite these efforts, most countries in 
the WHO African Region continue to rely heavily on out-of-pocket payments 
to fund health services, a practice which impedes progress in attaining universal health coverage and contributes to 
persistent gaps in service delivery and poor health indicators. Out-of-pocket payments at the point of obtaining care 
are a major barrier to access for many people, especially the poorest and most vulnerable persons. This report helps 
better understand the implications of such contributions for people’s living standards and their ability to access the 
health care they need.

I hope this report will strengthen the resolve by countries to build sustainable health financing systems that ensure 
financial risk protection for their populations and to invest in data generation, analysis and use to inform decision-
making.

Dr Matshidiso Moeti
Regional Director for Africa
World Health Organization
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Foreword

The role of evidence in the journey towards universal health coverage is 
paramount. Financial risk protection monitoring, the major focus of this report, 
informs where the WHO African Region stands in reducing the financial hardship 
people face due to health expenses. This report details the status of financial 
risk protection and related trends, the drivers of out-of-pocket (OOP) payments 
and the impact of the COVID-19 pandemic on financial risk protection. As such, 
it provides evidence countries can draw on to develop health financing systems 
and reforms that mitigate financial barriers to accessing health services. Through 
analysis of country data, cross-country learning and drawing on the published 
literature, this report proposes recommendations that countries may adapt to 
their contexts.

As we move towards 2030, tracking financial risk protection is important for applying remedial measures where 
they are most needed. To this end, data availability remains the major challenge because of the irregularity of the 
population-based surveys that generate the required data. Also, the varied data collection methods, the different 
levels of comprehensiveness and specificity and the lack of standards within and across countries limit the extent to 
which the components of OOP health spending can be disaggregated and compared over time and across countries. 
Furthermore, the weak collaboration between ministries of health and national statistics offices presents a missed 
opportunity to track financial risk protection.

Given how critical the tracking of financial protection is to designing and monitoring health financing policy goals, 
countries within the WHO African Region must invest in efforts to generate the required data through comprehensive 
standard surveys.

Dr Joseph Waogodo Cabore
Director Programme Management
World Health Organization Regional Office for Africa
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Key findings

1. In countries of the WHO African Region, out-of-pocket (OOP) payments are a significant source of funding 
for health. In 2019, OOP payments, also known as OOP health spending, accounted for over 25% of current health 
spending in 31 countries. In 11 countries, OOP health spending exceeded 50% of current health spending, while 
in three others, the share exceeded 70%. Low- and lower-middle-income countries rely much more on this type of 
spending within the Region.

2. The proportion of the population impoverished and further impoverished by OOP health spending at 
the extreme poverty line decreased fast but not as fast as in the rest of the world. The number of people 
impoverished or further impoverished at the extreme poverty line due to OOP health spending was almost halved 
between 2000 and 2019 from 302 million (or 45.3% of the total population) to 152 million (or 13.8%). The highest 
rates of impoverishing OOP health spending were found among low- and lower-middle-income countries, which 
tend to have higher rates of extreme poverty. Globally, the impoverished and further impoverished population 
reduced much faster, from 1.3 billion people in 2000 (22.2% of the global population) to 344 million people in 2019 
(4.4% of the global population). Whereas, the concentration of the world’s population impoverished or further 
impoverished by OOP health spending living in the WHO African Region increased from 22.1% in 2000 to 44.2% 
in 2019. This daunting statistic emphasizes the importance of implementing policies that ensure financial risk 
protection, especially for extremely poor people (living on less than US$ 2.15 a day per person in 2017 purchasing 
power parities). Hence, poor people must be exempt from OOP health spending.

3. Catastrophic OOP health spending rates in the WHO African Region have increased, but at a slow rate, and 
more efforts are needed to reverse the trend. The total number of people spending more than 10% of their 
household budget out-of-pocket on health increased on average by 2.5 million yearly, from 52 million in 2000 to 
95 million in 2019. Some of these people spent more than 25% of their budget on OOP health spending, and their 
number increased from 9 million to 29 million. In comparison, globally, the population with catastrophic health 
spending OOP increased much faster, from 588 million people in 2000 (9.6%) to 1 billion in 2019 (13.5%). Therefore, 
the concentration of the global population incurring catastrophic OOP health spending in the WHO African Region 
was, on average, 9.1% throughout the whole period. The incidence of catastrophic OOP health spending was 
the highest in low- and lower-middle-income countries, a pattern similar to that found in the reliance on OOP 
payments as a share of current health spending.

4. Several factors are associated with financial hardship due to out-of-pocket health spending.

• Household composition: people living in multigenerational households or households headed by older 
persons (60 and over) are more likely to incur both catastrophic and impoverishing health spending out-of-
pocket. Those living in older households are more likely to incur catastrophic OOP health spending. Adults 
living with children and/or adolescents (younger households) have higher rates of impoverishing OOP health 
spending.

• Location: populations living in rural areas face higher rates of impoverishing OOP health spending. However, 
this may not necessarily be caused by catastrophic OOP health spending and may be explained by the higher 
frequency of poorer households in rural areas.

• Government spending: countries where government health expenditure was relatively high as a share of 
gross domestic product (GDP), tended to have lower levels of both catastrophic OOP health payments and 
impoverishment.
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• National wealth: poorer countries tend to have higher rates of impoverishing OOP health spending, and 
countries with higher OOP health spending as a share of private final consumption tend to have higher rates 
of catastrophic OOP health spending.

• Cost of medicines: medicines are a driver of both OOP health spending and associated financial hardship.

The identified key drivers of financial hardship among countries within the WHO African Region highlight areas that 
countries should pay attention to when developing policies and strategies for reform to address financial hardship.

Financial hardship (catastrophic and/or impoverishing OOP health spending) is detrimental to financial protection in 
health, which is also undermined by financial barriers to accessing needed health services and goods.

Noting how critical the tracking of financial protection is to designing and monitoring health financing policy goals, 
countries within the WHO African Region continue to face challenges with the generation, analysis and use of 
financial risk protection monitoring data.

These challenges include:

1. Lack of timely data: household surveys, a data source for analysing financial risk protection, are, on average, 
conducted every 6 years in countries of the WHO African Region. Only two countries conducted a relevant survey 
in 2019 and one in 2021; most countries have gone without a survey for more than six years. Furthermore, surveys 
vary in data collection methods, recall periods, comprehensiveness, and specificity. The lack of standards in data 
collection tools within and across countries limits the extent to which the components of OOP health spending can 
be disaggregated and compared over time and across countries.

2. Institutionalization of financial protection tracking is yet to be realized due to weak collaboration between the 
ministries of health and national statistics offices that generate the data and have the capacity for analysis.

3. Financial protection indicators have not been mainstreamed into health sector reviews and performance 
monitoring assessments within WHO African Region Member States. This has limited the utilization and, hence, 
the demand for financial protection information to inform health financing policy design and monitoring.

Countries, supported by partners, must invest in efforts to generate the required data through comprehensive standard 
surveys. Tracking within the health system monitoring and performance assessment processes must be comprehensive 
and ongoing.
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1. Out-of-pocket health spending hinders progress towards 
financial protection in health

Out-of-pocket health payments (Box 1), referred to as OOP health spending in this report, contribute to funding the 
health systems of all countries in the Region at all income levels. In 2019, the latest year for which the data on financial 
hardship discussed in this report is available, OOP health spending ranged from 4.5% to 75% of countries’ current 
health spending (1). In 31 countries, the share of OOP health spending exceeded 25% of their current health spending. 
Among them, 11 countries funded more than 50% of their total health spending through OOP health spending and in 
three, such funding exceeded 70% (including one upper-middle-income country). In only five countries, mostly upper- 
and high-income ones, did OOP health spending represent less than 10% of the total spending (Fig. 1).

Fig. 1. Out-of-pocket health spending as a share of current health spending by country, 2019

CAF: Central African Republic; Congo: Republic of the Congo; COD: Democratic Republic of the Congo; Tanzania: United Republic of 
Tanzania; STP: Sao Tome and Principe; LICs: low-income countries; LMICs: low-middle income countries; UMICs & HICs: high and upper-
middle income countries.

Notes: data available for 47 countries. See also Annex 1 and annex Table A1.1

Source: WHO Global Health Expenditure Database, 2023 (2)

While the health financing perspective at the macroeconomic level is important, given that it emphasizes to what 
extent the health system relies on people’s direct contributions (OOP health spending), separate tracking is needed to 
understand what the implications of such contributions are on people’s living standards and their ability to access the 
health care they need. This tracking is the focus of this report.

Why are we concerned with the implications? First, OOP health spending is a source of financial hardship–it may force 
people to reduce their consumption of other necessities such as food, housing, and utilities (which may, in turn, affect 
their health for the worse). Second, the requirement to pay out-of-pocket to obtain a health service or good represents 
a major barrier to access for many people, especially the poorest and most vulnerable population. Both issues must be 
reduced to improve financial protection in health.
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What is financial protection in health?

Financial protection in health is an intrinsic part of universal health coverage (UHC) and, together with service coverage, 
is one of the health systems’ goals (3,4). Financial protection is achieved when: (i) direct payments required to obtain 
health services (that is, OOP health spending) are not a source of financial hardship and (ii) there are no financial 
barriers to access.

How is financial protection in health monitored?

Three types of indicators are used to track financial protection in health, based on financial hardship indicators that 
focus on (i) catastrophic and/or (ii) impoverishing OOP health spending; and (iii) indicators of financial barriers to 
access.

Within the Sustainable Development Goals (SDG) monitoring framework, the proportion of the population that incurs 
catastrophic OOP health spending is captured by two indicators 3.8.2, which are both defined as the fraction of the 
population with relatively large OOP health spending as a share of total household expenditure or income but where 
the value of “large” differs. That value of “large” corresponds to 10% for the first one and 25% for the second one. 
These people incurring catastrophic OOP health spending might be forced to cut spending on other needs but not 
necessarily to fall below or further below subsistence levels. These definitions of catastrophic OOP spending may 
leave out large pockets of the population. Indicators of impoverishing OOP health spending aim to capture people for 
whom OOP health spending may be small in absolute terms but, because they are less wealthy, struggle to preserve 
a decent living standard when they are forced to make such payments. They track people impoverished and further 
impoverished by OOP health spending. For the former, OOP health spending exceeds the shortfall between the poverty 
line and their total consumption. The latter identifies poor people spending any amount on OOP health. For both, the 
incidence is calculated as a proportion of the total population. Jointly, these indicators are used to assess to what 
extent OOP health spending deters efforts to “End poverty in all its form everywhere” (SDG 1). The extreme poverty 
line – a purchasing power parity (PPP) of US$ 2.15 a day (that is, the local currency equivalent to US$ 2.15, considering 
purchasing power differences and price inflation)1 – is used to link the financial protection objective of UHC to the SDG 
target 1.1 “end extreme poverty” and thus is most relevant for measuring impoverishing OOP in low- and lower-middle 
income settings where extreme poverty is more prevalent. In Annex Table A1.2, results based on the relative poverty 
line defined as 60% of median per capita consumption or income are available. Such a line is country-specific and more 
relevant for measurement in upper-middle and high-income contexts.

1 For more information on PPP, please see: Dean J, Mahler GD, Lakner C, Atamanov A, Baah T, Kofi S. Assessing the impact of the 2017 PPPs on the 
international poverty line and global poverty. Policy Research Working Paper 9941. Washington: World Bank Group; 2022.

Box 1. Definition of out-of-pocket health spending

Out-of-pocket health spending includes formal and informal expenses directly related to the cost of seeking care. 
It excludes prepayment (for example, taxes, contributions or premiums) and reimbursement of the household 
by a third party such as the government, a health insurance fund or a private insurance company. It also excludes 
indirect expenses (such as non-emergency transportation costs) and the opportunity cost of seeking care (for 
example, lost income). But it includes any spending incurred by a household when any member uses a health 
good or service to receive any type of care (preventive, curative, rehabilitative or long-term care), provided by 
any type of provider, for any type of disease, illness or health condition, in any type of setting (for instance, 
outpatient, inpatient or at home).
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In this report, the proportion of the population incurring financial hardship is defined as the proportion of the 
population facing catastrophic OOP health spending (SDG indicator 3.8.2 at the 10% threshold), impoverishing OOP 
health spending (that is, impoverished or further impoverished by OOP health spending at the PPP US$ 2.15 a day 
poverty line), or all of these issues, without double counting.

The data needed to track financial hardship are not available annually in the WHO African Region and are not as recent 
as the data available on OOP health spending at the health system level. The estimates included in this report on 
catastrophic and impoverishing OOP health spending are based on recent household surveys that give information 
at the household level on both total household consumption and OOP health spending (see Section 2). While in most 
countries, these surveys were conducted between 2014 and 2018, at least 6 years ago, they are sufficient to identify 
priorities.

The incidence of catastrophic and impoverishing OOP health spending in the WHO African Region and across its 
countries is discussed extensively in Section 3 for the pre-COVID-19 period with a focus on “how many” and Section 
4 focuses on “who”. Section 5, due to the limited evidence available, briefly discusses the type of health products or 
services driving financial hardship. Finally, Section 6 explores factors associated with financial hardship due to OOP 
health spending and how it is likely to have evolved during the pandemic.

The need for OOP health spending might lead to forgoing care because it is a direct barrier to access for some people. 
Hence, the definition of financial protection refers to financial hardship and financial barriers to access. Indirect financial 
barriers refer to the cost of seeking care (such as transport costs) and the opportunity cost of seeking care (such as 
lost work and costs of childcare). These barriers (in conjunction with other barriers) affect people’s ability to access 
diagnosis and treatment and to complete treatment successfully (5). The overall number of people facing financial 
barriers to access in the WHO African Region is uncounted. More efforts are needed to track this critical consequence of 
inadequate financial protection mechanisms (see Section 2). Still, evidence is available for some countries, especially 
for the COVID-19 period and is based on self-reported information collected in household surveys (see Section 6).

The WHO Regional Office for Africa is committed to supporting Member States to strengthen financial protection 
as per the recently endorsed Seventy-second session of the Regional Committee recommendation (6). To this end, 
Member States are supported to track progress by building the capacity of ministries of health and statistics offices. 
The Regional Office also facilitates evidence-informed decision-making by reporting progress–as in this report. It also 
provides technical support to redesign policies to improve financial protection (see Section 7).
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2. Timely tracking of financial protection in health  
in Africa is challenging

What is the primary data source to track financial hardship?

Household living standard measurement surveys, household income and expenditure surveys, and household income 
and budget surveys are the best surveys for measuring and tracking financial hardship, considering that they include 
information on both OOP health spending and household total consumption expenditure (or income). These are 
typically collected every 3–5 years (Table 1), except for Eritrea, which has never done any survey.

A major concern is the large gaps between surveys. These surveys must be carried out reasonably frequently to enable 
evidence-informed policy recommendations, although the cost of conducting population-based surveys must be 
considered.

What is the primary data source to track financial barriers to access?

Household surveys that gather information about the use of health services, including reasons for not using them, 
are needed to reveal the barriers to access. Ideally, such questions would be included in the same survey that tracks 
financial hardship. But, it is important to track this problem even when the information is found in other household 
surveys. The lack of survey standardization limits the information available on this problem at the regional level before 
the pandemic (8).

During the pandemic, the upscaling of frequent data collection tools led to the development of common questionnaires, 
including questions on barriers to access. This evidence is used in this report (9).

How are countries consulted on these data?

WHO and the World Bank have been monitoring financial protection for over 20 years and jointly for 10 years. National 
statistics offices of all countries but one in the WHO African Region already collect the necessary information through 
household surveys. Timeliness can be improved, but some tracking is already ongoing. At present, only a few Member 
States monitor these indicators without collaborating with WHO or the World Bank. These two institutions also produce 
SDG and SDG-related indicators of financial protection on their own. Hence, every 2 years since 2017 (when the SDG 
indicators 3.8.2 were officially endorsed at the United Nations assembly), WHO consults with each Member State to 
gather comments, discuss the country’s preliminary estimates (where available) and request a review of the underlying 
methods and data sources to monitor financial protection in health.

How recent are estimates of financial hardship due to out-of-pocket health spending?

The data needed to track catastrophic and impoverishing OOP health spending from 1985 to 2021 were accessed and 
fully analysed for 44 out of the 47 WHO African Region countries. On average, 3.7 estimates were available for each 
country during that period (Table 1). Most of these estimates were produced by WHO and the World Bank and are now 
included in the 2023 update of the global databases on financial protection in health (3,10). These estimates are based 
on a total of 156 household surveys (from 44 countries); 21 of them were conducted in 2017 and/or 2018, and five of 
them between 2019 and 2021. Eight countries conducted surveys that could not be analysed in time for this report, and 
most of them were conducted in 2018 or more recently (Table 1).

What is driving the poor availability of recent estimates on financial hardship?

Countries are not conducting household income and expenditure surveys as frequently as required for timely 
monitoring of financial protection in health. Household income and expenditure surveys are resource-intensive and 
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are some of the most difficult surveys to carry out. Hence, resource-limited countries can struggle to conduct them 
frequently.

Even when the surveys are available, the institutionalization of financial protection tracking is challenging for several 
reasons.

The data sources are not part of the typical surveys used in the health sector review processes. As such, they require 
close collaboration with the national statistics office and other relevant national stakeholders to report on financial 
hardship and institutionalize such reporting. In many countries, strengthening the collaboration between national 
statistics offices and ministries of health could really help to improve the timeliness of the information. Examples of 
inefficiencies in tracking due to the limited collaboration between ministries of health and national statistics offices are 
included in the facts outlined below.

• Nine surveys from eight countries were not processed in time to be included in this report (Table 1, last column).

• In one country (Rwanda), a relevant survey is conducted every three years with the latest one available at the time 
of producing this report being 2019 but the most recent estimate included in this report is for 2016 only (Table 1).

• Two countries (Algeria and Equatorial Guinea) have conducted relevant surveys, but they have never been used to 
report on financial protection.

The COVID-19 pandemic exacerbated challenges to routine monitoring of financial protection in health. Globally, the 
ability to meet international reporting requirements for official statistics and the ability to produce essential short-term 
statistics were reduced by the pandemic. In April–May 2021, at the global level, more than half of the national statistics 
offices reported serious disruptions to their activities, and sub-Saharan Africa was the most affected region (11). Around 
33% of the national statistics offices participating in the survey in sub-Saharan Africa – and 74% in northern Africa and 
western Asia – reported a full or partial suspension of field data collection activities involving face-to-face interviews.

Only 48% of countries in sub-Saharan Africa and 43% in northern Africa and western Asia reported that the COVID-19 
pandemic did not negatively affect their ability to meet international reporting requirements (12).

Which type of household surveys are used to track financial hardship?

The information on household total consumption and OOP health spending, which is needed to identify catastrophic 
and impoverishing OOP health spending, is collected through various types of surveys in the WHO African Region. Of 
the 154 surveys analysed for this report, only about 27% correspond to a household budget survey or a household 
income and expenditure survey, which are primarily conducted to provide input to the calculation of consumer 
price indices or the compilation of national accounts. These surveys tend to be aligned with the Classification of 
Individual Consumption According to Purpose (COICOP), which was revised in 2020 to better capture all components of 
household consumption, including health (13). Surveys following COICOP typically enable the disaggregation of OOP 
health spending. The rest of the surveys are nationally defined socioeconomic or living-standards surveys conducted 
to measure and monitor welfare or poverty or provide data for informing poverty-reduction policies. This very diverse 
set of surveys is not necessarily aligned with COICOP division 06 on health, and as such, the decomposition of OOP 
spending into similar categories over time and across countries is more challenging.

Which type of socio-demographic disaggregation is available for financial hardship indicators?

Disaggregation is critical to identifying who is left behind. SDG target 17.18 calls for countries to increase data availability 
disaggregated by gender, age, race, ethnicity, income, geographical location, migratory status, disability status and 
other characteristics relevant to national contexts (14). Some socioeconomic and demographic groups are easier to 
identify than others in the household surveys used to track financial hardship, for several reasons as outlined below.



Towards universal health coverage in the WHO African Region

6

• The level of detail on household members varies. Age and sex are always collected in the household surveys used 
to track financial hardship, so it is always possible to disaggregate the information according to these dimensions. 
This report includes age disaggregation for 27 of the 44 countries with available estimates of financial hardship 
(Table 1). Three age groups were defined as follows: children and adolescents (under 20 years), adults (20–59 years), 
and older persons (60+ years). Based on this, families are categorized by the age of the head of the household 
(younger than and older than 60 years) as well as the age structure of the household: adult(s) only, younger (that 
is, adult(s) with child(ren) and adolescent(s)), older (that is, adult(s) with an older person(s) only), only older 
persons, and multigenerational households (at least one person from each three age groups). This distinction is 
based on a life-cycle approach (15), a cornerstone of the policy framework focused on improving health and health 
equity worldwide. The focus on the family rather than individuals is driven by data constraints (the information on 
total household consumption is tracked at the household level) as well as the theoretical assumption that, given 
a budget constraint, household economic resources are pooled together to cover the costs of the care of all its 
members. In this report, we combined two household categories (that is, adult(s) with an older person(s) only and 
only older persons) into one, which we refer to as “older and only older” households.

• This report includes geographical disaggregation for 35 of the 44 countries. Geographical disaggregation (locality 
or rural/urban) is possible, but the distinction between the urban and the rural population is not yet amenable to 
a single definition that would apply to all countries or, for the most part, even to the countries within a Region (16). 
This report follows national definitions.

The availability of other information, such as employment status, participation in specific targeted programmes and 
insurance status, depends on the type of survey used in the country to track financial hardship. Hence, those groupings 
are not yet considered in this report.

What limits the disaggregation of financial hardship indicators?

Household survey questionnaires used to collect data on OOP health spending are not standardized over time, within 
a country or across countries. Information on the components of households’ OOP health spending is needed to 
understand which types of health services and products are a source of financial hardship. This is challenging because 
the information on OOP health spending is sometimes available from different modules, based on different data 
collection methods, using different recall periods, different levels of comprehensiveness (not all categories of health 
services and products covered), and different levels of specificity (level of detail in each category) (17–20). All these 
differences matter when decomposing the components of OOP health spending, but they also influence the financial 
protection estimates (21–23). Most importantly, the lack of standardization within and across countries delays the data 
curation part of the analysis for all data users, including national statistics offices, who have not integrated the tracking 
into their routine monitoring framework.

What are the challenges in linking financial hardship indicators to indicators of financial barriers to access?

The ability to link financial hardship with access to health care, the type of providers consulted, and the reason for 
seeking care also depends on the survey conducted because it requires information about health care utilization. But 
the main challenge on this front is comparability over time–surveys are not routinely conducted, and the questionnaire 
changes. Hence, this report does not include information on financial barriers to access and financial hardship in the 
same country.
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Table 1. Data availability

Country SDG 3.8.2 and related  
indicators availability  
per year

Most recent  
year 

Level of 
disaggregation 
for the most 
recent year

Years surveyed 
and not yet used 
to track financial 
hardship

Algeria None NA NA 2011 
Angola 2008; 2018 2018 urban/rural/agea N/A
Beninb 2003; 2011; 2015; 2018 2018 urban/rural/agea N/A
Botswana 1993; 2009; 2015 2015 urban/rural/agea N/A
Burkina Faso 1998; 2003; 2009; 2014; 

2018
2018 urban/rural N/A

Burundi 1999; 2003c; 2009c; 
2006; 2013; 2020

2020 urban/rural N/A

Cabo Verde 2001; 2007 2007 urban/rural/agea 2018
Cameroonb 1996; 2001; 2007; 2014 2014 none N/A
Central African Republic 2008 2008 urban/rural/agea N/A
Chad 2003; 2011; 2018 2018 urban/rural N/A
Comoros 2014 2014 agea N/A
Congo 2011 2011 urban/rural/agea N/A
Côte d’Ivoireb 1985; 1986; 1987; 1988; 

1992; 1998; 2002; 2008; 
2014; 2018

2018 urban/rural/agea N/A

Democratic Republic of the Congo 2004; 2012 2012 urban/rural/agea N/A
Ethiopiab 1999; 2004; 2011; 2015; 

2018
2018 urban/rural/agea N/A

Equatorial Guinea None NA NA 2020; 2006
Eritrea None NA NA N/A
Eswatini 2000; 2009c; 2016 2016 urban/rural/agea

Gabon 2005; 2017 2017 urban/rural/agea N/A
Gambia 2003c; 2010; 2015 2015 urban/rural N/A
Ghana 1991; 1998; 2005; 2012; 

2016
2016 urban/rural/agea N/A

Guinea 2002; 2007c; 2012; 2018 2018 urban/rural N/A
Guinea-Bissau 2002; 2010; 2018 2018 urban/rural N/A
Kenya 2005; 2015 2015 urban/rural N/A
Lesotho 2010 2010 urban/rural/agea 2017
Liberia 2007; 2014; 2016 2016 agea 2018
Madagascar 2005; 2010; 2012 2012 agea N/A
Malawi 2004; 2010; 2013; 

2016c; 2019
2019 urban/rural N/A

Mali 1994; 2006; 2009; 2011; 
2014; 2015; 2016; 2017; 
2018; 2019; 2021

2021 urban/rural N/A

Mauritania 2004; 2014 2014 urban/rural/agea N/A
Mauritiusb 1996; 2006; 2012; 2017 2017 urban/rural/agea N/A
Mozambique 2002; 2008; 2014; 2019 2019 urban/rural N/A
Namibia 2009; 2015 2015 urban/rural/agea N/A
Niger 2005; 2007c; 2011; 2018 2018 urban/rural/agea N/A
Nigeria 2003; 2009; 2010; 2012; 

2015; 2018
2018 agea N/A

Rwanda 2000; 2005; 2010c; 
2013; 2016

2016 urban/rural/agea 2019

Sao Tome and Principe 2010; 2017 2017 none N/A
Senegal 2001; 2005; 2011; 2018 2018 none N/A
Seychelles 2006; 2013 2013 none N/A
Sierra Leone 2003; 2011; 2018 2018 urban/rural/agea N/A
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Table 1. continued...

Country SDG 3.8.2 and related  
indicators availability  
per year

Most recent  
year 

Level of 
disaggregation 
for the most 
recent year

Years surveyed 
and not yet used 
to track financial 
hardship

South Africa 1990; 2000; 2005; 2008; 
2010; 2014

2014 urban/rural/agea N/A

South Sudan 2009; 2016; 2017u 2016 none N/A
Togob 2006; 2011; 2015; 2018 2018 urban/rural N/A
Uganda 1996; 1999; 2002; 2005; 

2009; 2012; 2016; 2019b
2016 urban/rural/agea N/A

United Republic of Tanzania 2000; 2007; 2011; 2018 2018 urban/rural/agea 2019
Zambia 1996; 2004; 2006; 2010; 

2015
2015 urban/rural N/A

Zimbabwe 2017 2017 urban/rural/agea 2021

NA: not available; N/A: not applicable.

Notes: 
a Age-disaggregated data available for either catastrophic or impoverishing OOP health spending. 
b Produced in collaboration with the Member State or by the Member State. 
c For this year, the survey-based estimates were not retained for the global reporting as they did not pass the quality tests described in the 
metadata (14). 
u Urban data only.

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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3. Where were we before the pandemic,  
and how did we get there?

Impoverishing out-of-pocket health spending at the regional level (2000–2019)

For the poor and near-poor, even small OOP health spending can represent a major source of financial hardship. In 
the WHO African Region, the population both impoverished and further impoverished due to OOP health spending (at  
US$ 2.15 poverty line (2017 PPP)) decreased sharply in both absolute and relative terms from 302 million in 2000 (or 
45.3% of the total population) to 152 million people in 2019 (or 13.8%), see Table 2. The people involved might have 
been spending very little on health in absolute and (in some cases) relative terms, but – given their budget constraints – 
this spending forced them to divert funds from nonmedical necessities, pushing them below or further below minimum 
living standards. If this spending affected the quality and quantity of food they could obtain, any health problem would 
be exacerbated, causing a worsening cycle of bad health and leading to more OOP health spending.

The reduction in the incidence of impoverishing OOP health spending that was observed between 2000 and 2019 was 
faster than the decline in the incidence of extreme poverty during the same period, from 54.8% to 34.0% (24). This 
points to a reduction in the concentration of those further impoverished by OOP health spending among the poorest. 
However, as discussed later in Section 6, such improvement might not be sustained considering the expected increase 
in extreme poverty rates due to the pandemic.

All these findings emphasize the importance of implementing policies that ensure financial risk protection, especially 
for the poorest (living on less than US$ 2.15 a day (2017 PPP) per person). Therefore, poor people must be exempt from 
OOP health spending.

Table 2. Financial hardship indicators (millions of people or %), Regional averages 2000–2019

Financial hardship indicators 

Impoverishing OOP health 
spending Millions of people %

At the PPP US$ 2.15 a day 
poverty line 2000 2005 2010 2015 2017 2019 2000 2005 2010 2015 2017 2019

Further impoverished 285.0 234.3 233.7 200.1 160.0 142.5 42.7 30.8 26.9 20.1 15.2 12.9
Impoverished 17.2 17.7 15.8 14.8 11.7 9.8 2.6 2.3 1.8 1.5 1.1 0.9
Total 302.2 252 249.5 214.9 171.7 152.2 45.3 33.1 28.7 21.6 16.3 13.8
Catastrophic OOP health 
spending

Millions of people %
2000 2005 2010 2015 2017 2019 2000 2005 2010 2015 2017 2019

SDG 3.8.2, 10% threshold 52.3 71.3 72.7 82.6 85.4 95.1 7.8 9.4 8.4 8.3 8.1 8.6
SDG 3.8.2, 25% threshold 9.2 20 16.7 18.2 20.2 28.7 1.4 2.6 1.9 1.8 1.9 2.6

PPP: purchasing power parity

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).

Catastrophic out-of-pocket health spending at the regional level (2000 to 2019)

Catastrophic OOP health spending rates, as defined by the 2030 Agenda for Sustainable Development, increased 
between 2000 and 2019 but at a slow rate, and more efforts are needed to reverse the trend. Indeed, the proportion of 
the population spending more than 10% of their household budget on OOP on health increased from 7.8% in 2000 to 
reach 8.6% in 2019. In terms of number of people, the annual increase is on average 2.4 million people every year, from 
52 million in 2000 to 95 million in 2019 (Table 2). The percentage of people spending more than 25% of their budget on 
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OOP health spending increased from 1.4% in 2000 (or 9 million people) to 2.6% in 2019 (or 29 million people), despite 
a relative stagnation at around 1.8–1.9% between 2010 and 2017 (17 to 20 million, Table 2).

Changes in the WHO African region tend to be slower than elsewhere

While in the rest of the world, the incidence of impoverishing OOP health spending also decreased continuously 
between 2000 and 2019, progress was much faster than in the WHO African Region. As a result, the concentration of the 
world’s population impoverished or further impoverished by OOP health spending living in the WHO African Region 
increased from 22.1% in 2000 to 44.2% in 2019 (Table 3).

Catastrophic OOP health spending rates increased faster globally than in the WHO African Region between 2000 and 
2019, slightly so at the 10% threshold but substantially at the 25% threshold. As a result, the concentration of the world’s 
population living in the Region increased marginally from 8.8% in 2000 to 9.1% of the world’s population spending 
more than 10% of their household budget on OOP health spending in 2019 (Table 3). Meanwhile, the concentration of 
the world’s population spending more than a quarter of their budget on OOP health spending increased from 7.7% in 
2000 to 9.9% in 2019 (Table 3).

Table 3. Share of financial hardship in the WHO African Region, 2000–2019

Financial Hardship As a % of the global population incurring impoverishing and/or catastrophic 
OOP health spending

Impoverishing OOP health spending at 
the PPP US$ 2.15 a day poverty line 2000 2005 2010 2015 2017 2019

Further impoverished 22.8 22.5 28.4 38.8 41.8 49.1
Impoverished 14.8 12.8 12.0 14.6 13.8 18.2
Total 22.1 21.3 26.1 34.8 36.6 44.2
Catastrophic OOP health spending 2000 2005 2010 2015 2017 2019
SDG 3.8.2, 10% threshold 8.8 9.7 9.2 8.9 8.6 9.1
SDG 3.8.2, 25% threshold 7.7 11.8 8.9 7.3 7.2 9.9

PPP: purchasing power parity

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).

Poor people must be exempted from out-of-pocket health spending

Within the Region, to substantially reduce financial hardship, poor people must be exempted from paying out-of-
pocket for the treatment they need. Indeed, only 11.5% of those incurring catastrophic OOP health spending, as tracked 
by SDG indicator 3.8.2 at the 10% threshold, also incurred impoverishing OOP health spending. In contrast, those 
impoverished or further impoverished into extreme poverty by non-catastrophic OOP health spending accounted, 
on average, for 72% of those incurring financial hardship.2 This underscores the importance of tracking indicators of 
impoverishing OOP health spending in addition to catastrophic OOP health spending, as they point to the financial 
hardship experienced by the nearly extremely poor and the extremely poor, including those spending relatively little 
on health out-of-pocket but given their lower living standards, any amount drags them further into poverty. This is 
particularly important for the Region, where many countries have very high rates of extreme poverty, which are likely to 
have increased even more during the pandemic. Indeed, the incidence of impoverishing OOP health spending is highly 
correlated with the proportion of the population living in extreme poverty.3

Overall, in 2019, 219 million people in the Region incurred financial hardship, that is, catastrophic OOP health spending, 
impoverishing OOP health spending or both without double counting (Fig. 2).

2 WHO computations based on background data prepared by WHO and the World Bank for the 2023 update of global databases.
3 The Spearman correlation across the 40 countries with the most recent estimate available within the 2007–2018 period is 0.85.



Towards universal health coverage in the WHO African Region

11

Fig. 2. Catastrophic and impoverishing OOP health spending in the WHO African Region, 2019

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).

Catastrophic and impoverishing out-of-pocket health spending was more common in low- and lower-
income-countries

Across the Region, low- and lower-middle-income countries had the highest rates of both impoverishing and 
catastrophic OOP health spending before the pandemic.

Based on the most recent available evidence, the incidence of impoverishing OOP health spending (including the 
impoverished and those further impoverished at the extreme poverty line) exceeded 15% of the population in 22 of the 
24 low-income countries in the Region (Fig. 3 a). It also exceeded 15% of the population in four of the 10 lower-middle-
income countries for which data were available but did not exceed 12% in the upper-middle-income ones (Fig. 3a).4

The poorest countries in the Region experienced a double burden. Three of the five countries with the highest 
proportion of the population incurring impoverishing OOP health spending (exceeding 45%; Fig. 3a) either had the 
highest rates of extreme poverty across the whole Region (exceeding 65% of their total population – Burundi–2013, 
Democratic Republic of the Congo–2012 and Madagascar–2012) or were among the countries with the largest fraction 
of people living in extreme poverty (Nigeria–2018 and Togo–2015) (7).

4 The extreme poverty line defined as US$ 2.15 per day per person in purchasing power parities is often too low to capture the effect of OOP health 
spending on poverty in upper and high-income countries. For those countries, in particular, it is useful to use a relative poverty line specific to each 
country. Doing so, impoverishing OOP health spending exceeded 15% in three of the six upper-middle income countries (Gabon–2017, Namibia–2015 
and South Africa–2014). Results are not shown in the figure but available from (7).

Pushed further into
extreme poverty

142 million people
(12.9%)

Catastrophic 
Health spending
(SDG 3.8.2, 10%)

95 million people
(8.6%)

Pushed into
extreme poverty

10 million
people
(0.9%)

Impoverishing
health spending

219 million people faced any form of financial
hardship due to OOP health spending
(catastrophic, impoverishing or both)
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Fig. 3. Catastrophic and impoverishing OOP health spending across countries, most recent year

3a. Incidence of impoverishing OOP health spending at the PPP US$ 2.15 a day poverty,  
most recent year (2007–2019)
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3b. Incidence of catastrophic OOP health spending as tracked by SDG indicator 3.8.2 at the 10% threshold, most recent 
year (2007–2019)

CAF: Central African Republic; Congo: Republic of the Congo; COD: Democratic Republic of the Congo; Tanzania: United Republic of 
Tanzania; STP: Sao Tome and Principe; LICs: low-income countries; LMICs: low-middle income countries; UMICs: upper-middle income 
countries; OOP: out-of-pocket health spending

Notes: For Burundi and Mali, estimates for 2020 or 2021 are available (See Table A1.3).

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7)
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In general, incidences of catastrophic OOP health spending as tracked by SDG indicator 3.8.2 at the 10% threshold 
were highest in the Region’s low- and lower-middle-income countries. Based on available data, rates exceeded 5% of 
the population in 13 of the 24 low-income countries versus seven of the 14 low-middle-income countries and only one 
of the six upper-middle-income countries (Fig. 3b). However, within each income group, there were some outliers as 
outlined below.

• There is only one upper-middle income country with a proportion of the population spending more than 10% of 
their household budget on OOP health spending above 5% (Mauritius-2017). Only three low- or lower-middle-
income countries had incidences of catastrophic OOP health spending exceeding 15% (Angola–2018, Nigeria–2018 
and Sierra Leone–2018). All these three countries experienced conflicts and/or high institutional and social fragility. 
Angola faced a financial crisis due to the fall in oil prices, with a subsequent reduction in health sector funding 
allocation (Box 2).

• In two countries (Gambia–2015 and Zambia–2015), less than 0.3% of the population spent more than 10% of their 
household budget on OOP health spending. One of them (Zambia) abolished user fees in 2006, but even before 
then, the incidence of catastrophic OOP health spending was among the lowest in the Region (Box 3).

Box 2. Angola–evidence from household expenditure surveys to support health reforms

In Angola, the incidence of catastrophic OOP health spending almost tripled between 2008 and 2018. By 2018, 
23.0% of the population was spending between 10% and 25% of their household budget on OOP health spending, 
and 12.5% were spending more than 25% (Fig. 4). Angola faced a financial crisis in 2014 due to a reduction in oil 
prices and a subsequent cut in the health budget. Subsequently, the quality of public health services deteriorated, 
resulting in reliance on the private sector to provide health services. Government health expenditure per capita 
fell from US$ 71 in 2008 to US$ 46 in 2014 and US$ 31 in 2018 (at constant 2019 prices). As a percentage of current 
health expenditure, OOP health spending increased from 22% in 2008 to 27% in 2014 and 37% in 2018 (7). In 2018, 
the main component of people’s OOP health spending was medicines, accounting for 80% of their total OOP 
health spending on average. This showed little variation within the area of residence (rural compared to urban), 
consumption quintile, or whether the person was experiencing catastrophic OOP health spending (Fig. 5). In 
the absence of hospitals and public pharmacies, most medicines came from private pharmacies or the informal 
market, in which medicines are under free pricing policiesa1(25). The health sector is geared towards treatment–
prevention programmes are low priority.

Fig. 4.    Trends in catastrophic OOP health  
spending in Angola as tracked by SDG  
indicator 3.8.2 (2008–2018)

Fig. 5.    Average composition of OOP health 
spending among those incurring  
any OOP in 2018

Notes: OOP: out-of-pocket; Q1: lowest per capita consumption quintile; Q5: highest per capita consumption quintile.
Source: Background data prepared by WHO for the 2023 update of the WHO and World Bank global financial protection  
database (7).

a Medicines prices are under a free pricing regimen that covers goods and services that are neither fixed nor monitored prices. The free pricing 
system is translated into the free establishment of prices of products or services by the entities that produce or provide them; Art. 12, Decree 
206/11, Bases Gerais para a organizacao do Sistema Nacional de Precos.
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Box 3. Zambia’s effort to provide financial protection in health through flat user fees and exemptions

User fees have played a limited role in Zambia. Between 1964 and 1991, health care services in public facilities 
were provided for free. In 1991, fees were introduced as a mechanism to raise additional income. They consisted 
of a flat fee covering both consultation and drugs and were carefully designed to consider the ability to pay of 
each population’s district. Several groups were exempted from paying these fees–children under five and adults 
over 65, pregnant women and individuals with some specific conditions and locally identified as living in poverty 
(26). In 2004, the proportion of the population incurring catastrophic OOP health spending because they were 
spending more than 10% of their household budget on OOP health spending was much lower than the 2005 
estimated regional rate of SDG indicator 3.8.2 (8.9%). The rate was 3.3% in urban areas and 2.5% in rural areas. 
Rural areas had higher consultation rates (6.5% versus 4.9% in urban areas) (Fig. 6a). Between 2004 and 2006, 
both consultation rates and catastrophic OOP health spending decreased throughout Zambia (Fig. 6b).

On 13 January 2006, the President of Zambia announced a policy to abolish user fees at primary health care 
facilities in districts designated as “rural” according to local government definitions (which did not necessarily 
match the rural definition used for other purposes). Fifty-four out of the 72 districts abolished user fees, 
and although the government tried to mitigate the related loss of revenue at the facility level, primary care 
facilities did experience a loss, and not everyone was effectively exempted (26,27,28). Despite implementation  
challenges, overall, between 2006 and 2010, consultation rates increased, especially in rural areas – where 
they almost doubled – but also in urban ones, where they increased by 76% (Fig. 6b). During the same period, 
incidences of catastrophic OOP health spending continued to decrease in rural areas as quickly as before the 
introduction of the reform and at a slightly lower rate in urban areas (−0.6 and −0.4 percentage points per year 
in rural and urban areas, respectively). After 2010, consultation rates continued to increase in rural areas, but 
the incidence of catastrophic OOP health spending increased slightly to 0.5%. In urban areas, there was a 
decline in both utilization rates and incidences of catastrophic OOP health spending. While these results show 
a correlation, not causation, several papers have suggested that Zambia’s efforts to limit user fees and exempt 
the most vulnerable populations have indeed reduced financial hardship (29); however, those still incurring 
OOP health spending are still likely to resort to borrowing and other financing arrangements to cope with the 
cost of care (30).

Fig. 6. Trends in consultation rates over the past 2 weeks and annual incidences of OOP catastrophic  
health spending as tracked by SDG indicator 3.8.2
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Before the pandemic, very few countries managed to stop the rise in impoverishing out-of-pocket health 
spending, catastrophic out-of-pocket health spending or both

Since 2000, all countries in the African Region have made progress on service coverage, as tracked by SDG indicator 
3.8.1, from an average of 23 in 2000 to 44 in 2021 (the maximum score being 100) (3). Although starting points and rates 
of progress varied across countries, the trend was positive everywhere.

The concentration of further impoverishment among those living in extreme poverty increased or remained relatively 
unchanged before the pandemic in 31 of the 35 countries with at least two estimates available (Fig. 7). Thirteen 
countries managed to reduce OOP health spending among those living in extreme poverty on average by more than 
one percentage point per year, although for one of them, the reduction exceeded three percentage points per year 
(Benin 2003-2018; Fig. 6).

Fig. 7. Percentage point change in the concentration of those further impoverished by OOP health  
spending among those living in extreme poverty (below PPP US$ 2.15) across 35 countries  
in the WHO African Region

Tanzania: United Republic of Tanzania

Notes: Median most recent year is 2016. Data are for 35 countries. The average annual percentage point change (AAPPC) values used 
to assess changes in the population further impoverished by out-of-pocket health spending among those living in extreme poverty are: 
greater than +1 (increases); less than −1 (decrease); −1 to +1 (no change). Some countries do not have enough estimates available over 
time to allow estimation of the AAPPC.

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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Incidences of catastrophic OOP health spending decreased or experienced little change in 25 of the 39 countries for 
which estimates for SDG indicator 3.8.2 were available for at least 2 years (Fig. 8). In 13 of these countries, on average, 
the incidence of catastrophic OOP health spending increased at both the 10% and 25% thresholds; in one country 
(South Sudan, 2009–2016), it increased only at the 10% threshold (Fig. 8).

Fig. 8. Average percentage point change in the incidence of catastrophic OOP health spending  
as tracked by SDG indicators 3.8.2

At the 10% threshold At the 25% threshold

The designations employed and the presentation of the material in this publication do not imply the expression of any opinion whatsoever 
on the part of WHO concerning the legal status of any country, territory, city or area or of its authorities, or concerning the delimitation 
of its frontiers or boundaries. Dotted and dashed lines on maps represent approximate border lines for which there may not yet be full 
agreement.

Notes: The total number of Member States in the WHO African Region is 47. Data on average percentage point changes are for 39 
countries. There is no trend data on catastrophic OOP health spending in the Central African Republic, Comoros, Congo, Lesotho, and 
Zimbabwe. The category (increased, decreased, or unchanged) is determined using historical survey-based estimates available to WHO 
and the World Bank as of December 2023. These categories are based on the average annual percentage point change (AAPPC) over 
time. Time periods vary across countries and are indicated in brackets in Table 3. For SDG indicator 3.8.2 at the 10% threshold, the 
categories “Decrease”, “No change” and “Increase” respectively correspond to an AAPPC value exceeding -0.1, between – 0.1 and +0.1 
and greater than +0.1 percentage points per year. For SDG 3.8.2 indicator at 25%, the cut-off values are <−0.01 for decreases, −0.01 to 
+0.01 for NO change and >+0.01 for increases. For more information, refer to the WHO and World Bank 2023 Global Monitoring Report on 
Financial Protection (3).

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).

Overall, taking into account the incidences of both catastrophic OOP health spending and impoverishing OOP health 
spending, before the pandemic, financial hardship decreased in four countries, did not change or very little in four 
and increased in another three of the 35 countries with concurrent data for both indicators (Table 4). In Cameroon  
(1996–2014) and Eswatini (2000–2016), two of the four countries making progress on both indicators of financial 
hardship (Table A1.4), the reduction occurred across almost all quintiles, at least during some of the periods with 
data available. For example, in Cameroon, the fastest reduction in both impoverishing OOP health spending and 
catastrophic OOP health spending occurred between 1996 and 2007 and benefited all quintiles, but catastrophic OOP 
health spending slightly increased afterwards.5 In Eswatini, on the other hand, between 2000 and 2016, the reduction 
in the total population incurring catastrophic and/or impoverishing OOP health spending without double counting 
occurred across all quintiles except the top one.6

5 Background data prepared by WHO for the 2023 update of the WHO and World Bank global financial protection database (7).
6 Background data prepared by WHO for the 2023 update of the WHO and World Bank global financial protection database (7).

Cabo Verde
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No data available
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Comoros Mauritius Seychelles Cabo Verde

Increase
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No change
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No data available
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In six countries, impoverishing OOP health spending decreased, but catastrophic OOP health spending either did not 
change or changed very little overall (Table 4 and Annex Table A1.4). In these countries, the reduction in the number 
of impoverished and further impoverished people at the extreme poverty line was partly driven by a sharp reduction 
in extreme poverty. For example, in Gambia (2003–2015), the poverty gap at the extreme poverty line was cut by half 
over the same period (24). Uganda (1996–2019) is another of these countries where impoverishing OOP has decreased 
significantly, unlike catastrophic OOP health spending. Uganda abolished user fees in the public sector in 2001 but 
failed to match the reform with an adequate increase in the allocation of public funding to the health sector (32). 
Due to the deterioration in the quality of health services, after an initial increase in the utilization of public facilities, 
the population turned to the unregulated private sector to access services, and catastrophic OOP health spending 
increased (33,34). Uganda’s example shows the importance of sufficient funds to support reforms aimed at improving 
financial protection (Box 4).

Table 4. Categories of average change in the incidence of catastrophic, impoverishing OOP health spending  
              or both over time

Notes: The assessment includes 35 countries with trend data to assess changes in both financial hardship indicators. Country names 
and periods are listed in Annex Table A1.4. Increases, reductions or no change are computed using historical survey-based estimates 
available to WHO and the World Bank as of September 2023. These categories are based on the rules described in the notes to Fig. 4 
and Fig. 5. Some countries do not have enough estimates available over time to estimate the AAPPC, see Annex Table A1.4. This can 
happen for both indicators (catastrophic OOP health spending, further impoverishment) or for only one of them. For other countries, the 
availability of estimates for the indicators differs, in which case they are classified as having “Not trend data” (Annex Table A1.4).

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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Box. 4. Adequate financing of health reforms is essential for reducing financial hardship:  
a case study from Uganda

GDP per capita has continuously increased in Uganda since 1996 (Fig. 9). In February 2001, the President abolished 
user fees, and the policy of free health services for the whole population commenced immediately. Public health 
spending as a percentage of government spending increased by one percentage point between 2001 and 2002 to 
9% and remained at that level until 2004 (Fig. 9). Indeed, until that year, the reform was supported by increased 
public funding for the health sector (2).b1 Follow-on studies consistently documented a significant increase in 
the utilization of health services in both referral and primary-level health facilities (35). But the increase in public 
health spending was insufficient to both support the increased demand for health care in the public sector and 

b Between 2000 and 2004, general government expenditure on health as a proportion of total general government expenditure increased by 1 
percentage point to reach 9% but it decreased continuously afterwards, down to 3% in 2019 (2).
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reduce financial hardship. In effect, public spending as a percentage of total spending in the country increased 
markedly only between 2001 and 2003, when it reached 34%. It decreased to 15% in 2006 and evolved between 
14% and 17% until 2019. As a percentage of total government spending, public health spending was two 
percentage points lower in 2005 than in 2004 (Fig. 9).

Fig. 9. Trends in GDP (1996–2019) and the proportion of public health spending in total health  
spending and government spending (2000–2019), Uganda 1996–2019

Source: WHO Global Health Expenditure Database, 2023 (2)

The quality of health services deteriorated after 2001 in Uganda, and medicines went out of stock, leading to gaps 
in service delivery for the increased number of people attending health facilities (34). The population, including 
the poor, resorted to using unregulated private-sector health services and purchasing medicines from private 
pharmacies (34). Despite the 4.1 percentage points reduction in the percentage of the population reporting any 
OOP health spending in 2002 compared to 1999, by 2005, the rate was 5.3 percentage points higher than before 
the user fees abolition (Fig. 9). The evidence related to financial hardship shows that the national incidence of 
catastrophic OOP health spending, as tracked by SDG indicator 3.8.2 at the 10% threshold, more than doubled 
between 2002 and 2005 – as public spending decreased sharply – and still exceeded 1999 levels by 2016 (Fig. 9). 
The population incurring impoverishing OOP health spending also increased between 2002 and 2005, but only 
marginally. However, that change contrasted with the continuous reduction observed before the introduction 
of the reform (Fig. 10). After 2004, the population with catastrophic or impoverishing OOP health spending 
continuously decreased (Fig. 10.). But this change in trend was more likely due to people getting richer over time 
and having the possibility to pay more out-of-pocket, than adequate public health investments (Fig. 10 versus 
Fig. 9).

Fig. 10. Trends in the proportion of the population with any OOP health spending, catastrophic and      
 impoverishing OOP health spending, Uganda 1996–2019

OOP: out-of-pocket

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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4. Who incurred financial hardship and inequalities  
within countries before the pandemic?

Significant inequalities in financial hardship by the age structure of the household

In most countries for which data are available, people living in multigenerational households and/or a combined 
category of older and only older adults households faced the highest rates of impoverishing OOP health spending 
and catastrophic OOP health spending (Fig. 11a and b). The number of older people is growing fast in the African 
Region, and it is projected to triple from 54 million in 2020 to 163 million by 2050, with important health, social and 
environmental implications (36).

Substantial inequalities were observed in impoverishing OOP health spending by the age structure of the household 
(Fig. 11a). In countries with available data, incidences of impoverishing OOP health spending for people living in 
younger households (families with children/adolescents) and multigenerational households on average were at least 
3.9 and 4.2 times higher, respectively, than estimated incidences among people living in adults only households (Fig. 
11a). In six of the 13 countries with available data, the proportion of the population with impoverishing OOP health 
spending was at least two times higher among people living in a combined category of older and only older adults 
households than among those living in adults only households.

The national incidences of catastrophic OOP health spending were pulled up by the high rates among those living in 
a combined category of older and only older adults households, as well as multigenerational households (Fig. 11b). 
National incidences of catastrophic OOP health spending tended to be pulled down by the rates among adults only 
households or younger households (Fig. 11b). Inequalities in catastrophic OOP health spending by the age structure of 
the household are less prominent than those observed for impoverishing OOP health spending. Overall, the proportion 
of the population spending more than 10% of their household budget on OOP spending remained at least 1.7 times 
higher among people living in a combined category of older and only older adults households than among those living 
in adults only households, in 13 of the 23 countries with available data.

People living in households headed by an older person had the highest rates of financial hardship

The incidence of impoverishing health spending varied with the age of the head of the household (Fig. 12a)–within a 
15% difference in 16 of the 33 countries with available data but beyond a 20% difference in 17 other countries. In 19 
countries, people living in households headed by older persons had the highest rates; in the rest of the countries, the 
opposite occurred: households headed by younger persons had the highest rates (Fig. 12a). The national incidences 
of catastrophic OOP health spending were pulled up by the higher rates among households headed by older persons 
(Fig. 12b). Incidences of catastrophic OOP health spending among people living in households headed by older 
versus younger persons exceeded a 20% difference in 25 of the 39 countries with available data. Only in four countries 
were the incidences of catastrophic OOP health spending higher among households with younger heads (that is, 
Botswana–2015, Guinea–2012, Lesotho–2010 and Namibia–2015). In the remaining 10 countries, incidences differed 
by less than 20% (Fig. 12b). Overall, financial hardship indicators varied less with the age of the head of the household 
(Fig. 12) than with the age structure of the household (Fig. 11), especially for impoverishing OOP health spending  
(Fig. 12a versus Fig. 11a).
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Fig. 11. Incidence of catastrophic and impoverishing OOP health spending by the age structure of the 
household, most recent year (2007–2018)

11a.   Incidence of impoverishing OOP health spending  
  (impoverished and further impoverished at the  
  PPP US$ 2.15 a day poverty line)

11b.   Incidence of catastrophic OOP health spending  
   (SDG 3.8.2, 10% threshold)

CAF: Central African Republic; COD: Democratic Republic of the Congo; Congo: Republic of the Congo.

Notes: Estimates of impoverishing OOP health spending by the age structure of the household are available for 13 countries, with a 
median year equal to 2014; while estimates of catastrophic OOP health spending are available for 23 countries, with a median year equal 
to 2016.

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).

Fig. 12. Incidence of catastrophic and impoverishing OOP health spending by the age of head of household,  
 most recent year (2007–2018)

12a.   Incidence of impoverishing OOP health spending    
  (impoverished and further impoverished at the  
  PPP US$ 2.15 a day poverty line)

12b.   Incidence of catastrophic OOP health spending 
   (SDG 3.8.2, 10% threshold)

CAF: Central African Republic; COD: Democratic Republic of the Congo; STP: Sao Tome and Principe.

Notes: Estimates of impoverishing OOP health spending by head’s age are available for 33 countries, the median data collection year  
is 2015. Estimates of catastrophic OOP health spending by head’s age are available for 39 countries, the median data collection year  
is 2016.

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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The incidence of catastrophic and impoverishing OOP health spending was higher among households 
residing in rural areas

Those living in rural areas faced the highest rates of impoverishing health spending but not always the highest 
rates of catastrophic health spending (Fig. 13). The national incidences of impoverishing OOP health spending were 
consistently pulled up by the higher rural rates (Fig. 13a) except in one country (Mauritius–2017). Moreover, the 
incidences of impoverishing OOP health spending among households residing in rural areas (as compared to urban 
areas) exceeded a 20% difference in 29 out of 31 countries with available data. By contrast, rural and urban incidence 
rates of catastrophic OOP health spending did not differ notably within the 37 countries with available data (Fig. 13b). 
Differences in regional incidence rates of catastrophic OOP health spending among households residing in rural areas 
(as compared to urban areas) exceeded a 20% difference in 13 countries. Differences in regional incidence rates of 
catastrophic OOP health spending among households residing in urban areas (as compared to rural areas) exceeded a 
20% difference in 12 countries. Nonetheless, the available evidence shows better access to services and better health 
outcomes in urban areas compared to rural areas (37). Overall, regional inequalities in the incidence of catastrophic 
OOP health spending were less marked than inequalities in impoverishing OOP health spending.

Fig. 13. Incidence of catastrophic and impoverishing OOP health spending by areas of residence, most recent 
year (2007–2018)

13a.  Incidence of impoverishing OOP health spending    
  (impoverished and further impoverished at the 
  PPP US$ 2.15 a day poverty line)

13b.  Incidence of catastrophic OOP health spending 
  (SDG 3.8.2, 10% threshold)

CAF: Central African Republic; COD: Democratic Republic of the Congo; Congo: Republic of the Congo

Notes: Estimates of impoverishing OOP health spending by head’s age are available for 31 countries with a median year of 2016. 
Estimates of catastrophic OOP health spending by head’s age are available for 37 countries, with 2017 being the median year.

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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the lowest consumption quintiles

People in the lowest consumption quintile predominantly faced the highest incidence of financial hardship (which 
includes both the incidence of catastrophic OOP health spending and impoverishing OOP health spending without 
double-counting) in 25 of the 38 countries for which survey-based estimates were available (Fig. 14). This was driven 
predominantly by impoverishing health spending at the extreme poverty line. Across all countries, inequalities across 
consumption quintiles were high. Indeed, the median incidence of financial hardship was 12.7 times higher in the 
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lowest (first) consumption quintile than in the highest (fifth) quintile. It was 2.3 times higher than in the second quintile, 
6.9 times higher than in the third, and 8.1 times higher than in the fourth quintile.

In 10 countries, people in the second and third consumption quintiles faced the highest incidence of financial 
hardship. In only one country, people in the fourth consumption quintile faced the highest rate (Madagascar–2012), 
and in only two other countries, those in the highest consumption quintile faced the highest rate (Mauritius–2017 and 
Zimbabwe–2017).

Fig. 14. Incidence of financial hardship by per capita consumption quintile, most recent year (2007–2019)

CAF: Central African Republic; COD: Democratic Republic of the Congo; STP: Sao Tome and Principe.

Notes: Incidence of financial hardship is defined as the proportion of the population incurring catastrophic OOP health spending (SDG 
indicator 3.8.2 at the 10% threshold), impoverishing OOP health spending at the extreme poverty line of PPP US$ 2.15 or both without 
double counting. Estimates are available for 38 countries with a median year equal to 2016.

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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5. What types of health products and services were driving 
financial hardship before the pandemic?

Medicines and outpatient care were the main drivers of household’s OOP health spending (Fig. 15). Challenges impeding 
sustainable availability of medicines in African countries include weak local manufacturing capacity (causing reliance 
on imported medicines), weak price regulations (causing high cost of medicines, especially in the private sector), poor 
supply chain systems and weak governance of the pharmaceutical sector (38).

Fig. 15. Average composition of households’ out-of-pocket health spending, available estimates (2011–2015)

COD: Democratic Republic of the Congo; Tanzania: United Republic of Tanzania.

Note: Estimates of average consumption of household’s out-of-pocket health spending are available for 11 countries with a median year 
equal to 2013.

Source: World Health Organization, World Bank (39).
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6. Which factors were associated with catastrophic and/or 
impoverishing OOP health spending, and how are they 
likely to have evolved during the pandemic?

The incidence of extreme poverty

Before the pandemic, the incidence of impoverishing OOP health spending was higher where extreme poverty was 
common (Fig. 16). The correlation was strong (0.87; Spearman value) but insufficient to explain all the variability across 
countries, especially among those with about 40% of their total population living in extreme poverty.

Fig. 16. Incidence of impoverishing OOP health spending and poverty headcount rates,  
             both at the 2017 PPP US$ 2.15 a day poverty line (2007-2019)

CAF: Central African Republic; COD: Democratic Republic of the Congo; STP: Sao Tome and Principe; Tanzania: United Republic of 
Tanzania; LICs: low-income countries; LMICs: low-middle income countries; UMICs: upper-middle income countries; OOP: out-of-pocket.

Notes: Data for 40 countries. All indicators matched to the same year, which is country specific. The median most recent year for 
estimates of impoverishing OOP health spending is 2016.

Source: Incidence of impoverishing OOP health spending from the global database on financial protection assembled by WHO and 
the World Bank, 2023 update (7); poverty headcount rate from the World Bank Poverty and Inequality Platform (40).

The incidence of catastrophic OOP health spending – as tracked by SDG indicator 3.8.2 at the 10% threshold – was high 
where OOP health spending as a share of private final consumption7 was high. The correlation was strong (Spearman 
correlation 0.48, excluding Angola, which was an outlier). OOP health spending as a share of private final consumption 
can be used as a proxy for catastrophic OOP health spending when data on SDG 3.8.2 at the 10% threshold are lacking 
(Fig. 17).

7 Private final consumption is measured here through the national accounts and corresponds to the monetary value (in market prices) of the consumption 
of households and non-profit institutions serving households, including auto-consumption.
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Fig. 17. Incidence of catastrophic OOP health spending as tracked by SDG 3.8.2, 10% threshold and OOP health   
             spending as a share of private final consumption (2007–2019)

CAF: Central African Republic; COD: Democratic Republic of the Congo; STP: Sao Tome and Principe; Tanzania: United Republic of 
Tanzania; LICs: low-income countries; LMICs: low-middle income countries; UMICs: upper-middle income countries; OOP: out-of-pocket.

Notes: Estimates of catastrophic health spending are available for 42 countries with a median year of 2017. One country-year estimate 
(for Angola–2018) is not shown in the figure as it is at least two times higher than in all other countries in the Region (Annex Table A1.3). 
Private final consumption is measured here through the national accounts and corresponds to the monetary value (in market prices) of 
the consumption of households and non-profit institutions serving households, including auto-consumption. All indicators matched to the 
same year, which is country specific.

Source: Incidence of catastrophic OOP health spending from the global database on financial protection assembled by WHO and 
the World Bank, 2023 update (7); poverty headcount rate from the World Bank Poverty and Inequality Platform (40) OOP health 
spending as a percentage of private final consumption from the WHO Global Health Expenditure Database 2023 update (2).

The level of public spending for health

Most countries devoted limited resources to the health sector before the pandemic. In 2019, only nine countries 
dedicated at least 15% of their annual budget to health as pledged in 2001 in the Abuja Declaration (41). In 2019, public 
spending for health absorbed at most 1.3% of total GDP in 23 of the 47 countries (for which data were available).8 This 
shows little change since 2010. And yet, countries with higher government spending as a share of GDP tended to have 
lower rates of both impoverishing and catastrophic OOP health spending (Fig. 18 and Fig. 19, respectively). However, 
it is important to note that the level of spending is a necessary but not sufficient condition. Previous assessment has 
shown that the levels of spending (including reaching the set targets) were not a determinant of whether a country 
showed better health outcomes than others (42). A similar finding has been confirmed in African countries, emphasizing 
the need for efficiency if additional public funds are to contribute to meeting UHC goals (42).

8 Authors’ assessment based on data from the WHO Global Health Expenditure Database 2023 update (2).
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Fig. 18. Incidence of impoverishing OOP health spending and public spending on health as a percentage of GDP,  
              the latest year available (2007–2020)

CAF: Central African Republic; COD: Democratic Republic of the Congo; STP: Sao Tome and Principe; Tanzania: United Republic of 
Tanzania.

Note: Estimates of impoverishing OOP health spending are available for 39 countries with a median year of 2016. Public spending 
corresponds to domestic general government health expenditure.

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).

Fig. 19. Incidence of catastrophic OOP health spending as tracked by SDG 3.8.2, 10% threshold and public s 
              pending as a percentage of GDP (2007–2020)

CAF: Central African Republic; COD: Democratic Republic of the Congo; STP: Sao Tome and Principe; Tanzania: United Republic of 
Tanzania

Notes: Estimates of catastrophic OOP health spending are available for 42 countries with a median year of 2017.

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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The affordability of care

Despite a scarcity of household expenditure survey data collected during the pandemic, the evidence shows that more 
than 5% of the households in 10 of the 18 countries with available data had to reduce their total consumption in 2020 
and early 2021 (Fig. 20). More than 5% of the households surveyed in February 2021 indicated “cost/affordability” 
was the most common reason for missed care; Cameroon, Côte d’Ivoire and Uganda had the highest rates (Fig. 21) 
(43). Overall, the combined socioeconomic and health impacts of COVID-19 point towards the strong likelihood of a 
significant worsening of financial protection in the Region – due to higher rates of care foregone for financial reasons 
(Fig. 21) – and for those seeking care, higher rates of financial hardship due to OOP health spending. The latter is driven 
by a lower capacity to pay, forcing many to cut back on necessities (Fig. 20).

Fig. 20. Reducing household consumption during COVID-19, available estimates (2020 and 2021)

CAF: Central African Republic; COD: Democratic Republic of the Congo.

Notes: Data available for 14 countries, the median year is 2020. Around 63% of countries have more than one point estimate over several 
waves. The latest available estimate over multiple waves is used.

Source: World Bank COVID-19 Household Monitoring Dashboard (44).

Fig. 21. Reported reasons for missing care–costs and affordability, available estimates (February 2021)

COD: Democratic Republic of the Congo.

Note: data available for 16 countries.

Source: February 2021 survey from the Partnership for Evidence-Based Response to COVID-19 (PERC) (43).
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7. What can countries do to improve financial protection?

Reliance on out-of-pocket payments remains high. The contribution of OOP payments (also known as OOP health 
spending) within the WHO African Region is much higher than the global average. In more than half of the countries 
within the WHO African Region (31 out of 47), more than 25% of current health expenditure comes from household 
OOP payments. Of specific concern is that OOP payments were predominant in low-income and lower-middle-income 
countries. Reducing the high reliance on OOP payments for health care is important as these countries explore efforts 
to improve overall household welfare and reduce the prevalence of poverty. While health financing interventions 
(discussed in more detail below) are important, previous studies have shown that reducing OOP payments requires 
fundamental changes to the health system. Interventions must improve stewardship, regulation and service delivery, 
and must include the creation of resources such as human resources and infrastructure.

Increasing public spending is important for reducing the financial burden. This report shows that countries with 
a higher share of GDP spent as government health expenditure tend to have a lower prevalence of catastrophic and 
impoverishing OOP health spending. However, we know that as countries continue to struggle to recover from the 
economic shocks of the COVID-19 pandemic, the capacity to sustainably invest in health will be threatened. Some 
countries are likely to reduce health spending to below pre-pandemic levels. This has grave implications for the ability 
of countries to reverse the pattern of OOP health spending and its associated effects on access to care and financial risk 
protection. Countries should protect spending on health and prioritize an increase in health spending amid anticipated 
economic challenges. While increased public expenditure is important, the way it is allocated and utilized is critical to 
having the desired effect. Specifically, public resources must be used in an efficient and transparent manner. Equitable 
use of public resources would also help those most at risk of financial burden due to OOP payments.

The WHO African Region is far from attaining financial risk protection. Based on the latest available estimates, in 
2019, over 95 million people within the African Region faced catastrophic OOP health spending as their OOP budget share 
allocation to health exceeded 10% of their total household consumption expenditure. Even worse, about 152 million 
people incurred impoverishing OOP health spending (which includes the impoverished and further impoverished at 
the poverty line). Cumulatively, 219 million people suffered financial hardship in Africa in 2019. Given the lower rates of 
per capita health spending in Africa compared to the rest of the world, the high financial hardship is of concern. Across 
countries, the distribution of catastrophic OOP health spending mirrors that of OOP payments as a share of private 
final consumption, and impoverishing OOP health spending is highly correlated with extreme poverty. This leads to a 
double burden for the poorest countries in the Region.

Progress in reducing the financial burden due to OOP payments remains minimal. The incidence of catastrophic OOP 
health spending (10% threshold) increased from 7.8% to 8.6% between 2000 and 2019, although impoverishment did 
fall from 45.3% to 13.8%. Within this period, among the countries for which data were available, only four countries 
were able to reduce both catastrophic and impoverishing OOP health spending. This is despite a sustained period of 
health system reform across countries and increased investment–including by external aid, which peaked during this 
period. It is important that countries routinely monitor both the effects of policy initiatives and strategies on financial 
protection and the overall health financing indicators so that corrective measures can be taken. Furthermore, noting 
the effect of broader socioeconomic factors – especially the effect of household poverty on financial protection – and 
addressing the financial burden due to OOP health payments is likely to benefit from stronger social protection.

Health financing policies that reduce OOP payments (such as subsidies and exemptions for the poor and/or specific 
vulnerable groups, user fee removal and mandatory prepayment schemes) are important in reducing the levels of 
catastrophic and impoverishing OOP health spending. However, it is also important to note that broader health system 
factors related to institutional and social fragility, which are linked to poverty, must be addressed as well.
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The key drivers of OOP payments must be given sufficient consideration in the design of benefits packages and service 
delivery models, and packages and models must be well funded. Medicines are the main driver of OOP payments and, 
hence, financial risk. While this is not unique to the African Region, the countries within the Region are at risk because 
of reliance on the importation of medicines and a lack of systems for price regulation (45)–even though many people 
rely on purchasing medicines from private providers. Within the public sector, there is need to make procurement more 
efficient so that enough medicines are available to those who need them. Ensuring sufficient coverage of medicines 
within the defined health benefits packages is also a challenge.

Household characteristics predispose some households to be more at risk of incurring financial hardships. 
Within the WHO African Region, the households that were at more risk of financial hardship were the poor, older 
and multigenerational households, and those located in rural areas. These population groups are at risk of being left 
behind. They may not get equitable access to health services if their entitlements to services are not guaranteed. It is 
important to note that among the poor, even small payments out-of-pocket impose a significant burden. Exemption for 
the poor and ensuring that benefit packages address the health needs of the poor are important. Furthermore, service 
delivery models are often not well designed to provide services for the aged and health benefit packages often do not 
adequately allow for the health needs of older people.

African countries face challenges in data generation and use to monitor financial protection. Strengthening 
collaboration with national statistics agencies, conducting regular surveys and building analytical capacity are all 
paramount. Monitoring financial risk protection must be mainstreamed in health sector performance assessment 
processes.
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Annexes

Annex 1. Data sources and data availability

Unless otherwise specified, data were drawn from the following sources:

• Published data about financial hardship. Data from the Global database on financial protection assembled by 
WHO and the World Bank, 2023 update; https://www.who.int/data/gho/data/themes/topics/financial-protection.

• Unpublished data about financial hardship. Background data (prepared by WHO) for the 2023 update of the 
WHO and World Bank global financial protection database.

• Macro indicator on health spending. Data from the Global Health Expenditure Database 2023 update; https://
apps.who.int/nha/database/QuickReports/Index/en.

• COVID-19 data on reduced consumption of goods and financial barriers to access care. World Bank High 
Frequency phone survey; https://www.worldbank.org/en/data/interactive/2020/11/11/covid-19-high-frequency-
monitoring-dashboard.

• COVID-19 data on paying out-of-pocket for COVID-19 testing and financial hardship due to COVID-19 testing; 
https://covidmap.umd.edu.

https://www.who.int/data/gho/data/themes/topics/financial-protection
https://www.who.int/data/gho/data/themes/topics/financial-protection
https://apps.who.int/nha/database/QuickReports/Index/en
https://apps.who.int/nha/database/QuickReports/Index/en
https://apps.who.int/nha/database/QuickReports/Index/en
https://www.worldbank.org/en/data/interactive/2020/11/11/covid-19-high-frequency-monitoring-dashboard
https://www.worldbank.org/en/data/interactive/2020/11/11/covid-19-high-frequency-monitoring-dashboard
https://covidmap.umd.edu
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Annex 2. Health system reliance on public spending, out-of-pocket health spending and out-of-pocket 
health spending as a share of private final consumption (2000–2019)

WHO African Region Global

2000 2005 2010 2015 2017 2019 2000 2005 2010 2015 2017 2019

OOPS/CHE 45.6 45.4 43.3 39.9 40.8 40.1 48.8 49.1 43.9 41.5 39.4 38.9
OOPS/PFC 2.6 3.1 2.8 2.4 2.4 2.2 3.7 4.1 3.7 3.5 3.3 3.2
GGHED/CHE 29.4 30.1 25.8 28.6 28.1 29.0 36.6 38.1 42.6 44.9 45.9 45.8

OOPS/CHE: out-of-pocket spending as a percentage of current health expenditure; OOPS/PFC: out-of-pocket health spending as a 
percentage of private final consumption; GGHED/CHE: domestic general government health expenditure as a percentage of current health 
expenditure.
Note: all averages are population-weighted.

Source: WHO Global Health Expenditure Database, 2023 update (2).
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Annex 3. Impoverishing OOP health spending at the relative poverty line of 60% of median per capita 
consumption (2000–2019)

 Poverty line = 60% of median per capita consumption
Impoverished (%) Further impoverished (%)

2000 2005 2010 2015 2017 2019 2000 2005 2010 2015 2017 2019

African Region 1.5 1.7 1.7 1.8 1.8 1.9 13.3 13.8 14.7 14.9 15.2 14.3
Global 1.4 1.8 1.9 2.0 2.0 2.2 10.4 10.1 12.4 13.6 13.8 14.5

Impoverished (millions of people) Further impoverished (millions of people)

2000 2005 2010 2015 2017 2019 2000 2005 2010 2015 2017 2019

African Region 10.3 13.2 14.8 17.5 18.8 20.6 88.9 105.0 127.8 148.5 159.6 157.8
Global 87.6 117.9 129.7 148.9 152.7 173.7 636.9 661.4 864.1 1009.8 1043.2 1121.2

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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Annex 4. Incidence of catastrophic and impoverishing OOP health spending (%) by country, most recent year

SDG UHC indicator 3.8.2, latest year: incidence of catastrophic 
OOP health spending (%)

Impoverishing OOP health spending, at the  
PPP US$ 2.15 a day poverty line

WHO country name  
and latest year

At 10% of 
household total 
consumption or 

income

At 25% of 
household total 
consumption or 

income

WHO country name  
and latest year

(Impoverished) 
increase 

in poverty 
headcount

(Further 
impoverished) 
poor spending 

on health

Angola-2018 35.5 12.5 Angola-2018 5.2 20.0
Benin-2018 14.3 2.9 Benin-2018 3.3 12.6
Botswana-2015 4.3 1.0 Botswana-2015 0.2 3.4
Burkina Faso-2018 8.4 1.8 Burkina Faso-2018 2.2 17.9
Burundi-2020 4.8 0.9 Burundi-2013 1.4 53.9
Cabo Verde-2007 2.0 0.0 Cabo Verde-2007 0.2 2.0
Cameroon-2014 10.7 1.8 Cameroon-2014 2.1 22.1
Central African Republic-2008 6.7 1.2 Central African Republic-2008 1.3 31.4
Chad-2018 9.3 1.4 Chad-2018 2.7 19.1
Comoros-2014 8.8 1.6 Comoros-2014 1.0 14.4
Congo-2011 4.6 0.7 Congo ND ND
Côte d'Ivoire-2018 8.3 0.6 Côte d'Ivoire-2018 1.8 6.2
Democratic Republic of the 
Congo-2012

4.8 0.6 Democratic Republic of the 
Congo-2012

1.2 57.4

Eswatini-2016 5.0 1.3 Swaziland-2016 1.0 13.9
Ethiopia-2018 3.5 0.6 Ethiopia-2015 0.9 14.0
Gabon-2017 3.8 0.7 Gabon-2017 0.2 1.8
Gambia-2015 0.2 0.0 Gambia-2015 0.2 9.3
Ghana-2016 1.3 0.1 Ghana-2016 0.3 12.5
Guinea-2018 1.5 0.0 Guinea-2018 1.6 11.5
Guinea-Bissau-2018 5.0 0.4 Guinea-Bissau-2018 1.9 16.4
Kenya-2015 5.2 1.4 Kenya-2015 1.3 14.7
Lesotho-2010 4.5 1.4 Lesotho ND ND
Liberia-2016 6.7 1.1 Liberia-2016 2.4 22.6
Madagascar-2012 2.9 0.6 Madagascar-2012 0.4 52.0
Malawi-2019 2.9 0.4 Malawi-2019 0.9 41.1
Mali-2021 1.7 0.1 Mali-2015 2.3 41.2
Mauritania-2014 11.7 2.9 Mauritania ND ND
Mauritius-2017 8.2 1.9 Mauritius-2017 0.0 0.0
Mozambique-2019 3.6 1.0 Mozambique-2014 0.5 39.6
Namibia-2015 1.5 0.3 Namibia-2015 0.1 11.3
Niger-2018 6.5 0.9 Niger-2018 2.6 49.0
Nigeria-2018 15.8 4.1 Nigeria-2012 4.0 26.4
Rwanda-2016 1.2 0.1 Rwanda-2016 0.5 31.6
Sao Tome and Principe-2017 4.8 1.2 Sao Tome and Principe-2010 0.3 6.8
Senegal-2018 6.9 1.3 Senegal-2018 1.3 5.1
Seychelles-2013 2.6 1.3 Seychelles-2013 0.4 0.9
Sierra Leone-2018 16.4 3.0 Sierra Leone-2018 4.2 27.0
South Africa-2014 1.0 0.1 South Africa-2014 0.3 7.5
South Sudan-2016 11.7 2.7 South Sudan-2016 1.9 30.9
Togo-2018 13.7 3.0 Togo-2015 4.9 44.5
Uganda-2019 13.6 3.6 Uganda-2016 3.1 26.8
United Republic of 
Tanzania-2018

4.3 0.8 United Republic of 
Tanzania-2018

1.1 27.1

Zambia-2015 0.3 0.0 Zambia-2004 0.5 22.1
Zimbabwe-2017 11.8 7.0 Zimbabwe-2017 5.5 3.2

ND: no data.
Notes: WHO and World Bank estimated values are based on standard definitions and methods to ensure cross-country comparability, 
which may not correspond to the methods used at regional and/or national levels to monitor catastrophic OOP health spending. These 
estimates are based on data availability for global and regional monitoring, which may not necessarily align with the availability of data at 
national levels.

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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Annex 5. Categories of the average change in the incidence of catastrophic and impoverishing  
OOP health spending for 47 countries

Average change in the incidence of impoverishing OOP 
health spending (SDG 3.8.2 indicator at 10% threshold)
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Cameroon (1996–2014), 
Guinea (2002–2018), 

Sierra Leone (2003–2018), 
Eswatini (2000–2016)
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Côte d’Ivoire (1985–2018), 
Cabo Verde (2001–2007), 

Gabon (2005–2017), 
Ghana (1991–2016), 
Liberia (2007–2016), 

Mali (1994–2021), 
Nigeria (2003–2018), 
Rwanda (2000–2016)
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Togo (2006–2018)
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Burundi (1998–2020), 
Gambia (2010–2015), 

Guinea-Bissau (2002–2018), 
Namibia (2009–2015), 

United Republic of Tanzania 
(2000–2018), 

Uganda (1996–2019)
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Burkina Faso (1998–2018), 
Botswana (1993–2015), 

Kenya (2005–2015), 
South Africa (1990–2014)
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Benin (2003–2018), 
Senegal (2001–2018), 

Chad (2003–2018)

6

Ethiopia (1999–2018), 
Madagascar (2005–2012), 
Mozambique (2002–2019), 

Mauritius (1996–2017), 
Niger (2005–2018), 

Seychelles (200–2013)

3

Angola (2008–2018), 
Malawi (2004–2019), 

South Sudan (2009–2016)

 
Note: The total number of countries is 47. Data on average changes in both dimensions of financial hardship (catastrophic and 
impoverishing OOP health spending) is available for 35 countries. Period of change is country specific and indicated in brackets. On 
average the change is assessed over 14 years. Changes in both indicators is based on the average annual percentage point change 
(AAPPC) over time. For catastrophic OOP health spending (SDG indicator 3.8.2 at the 10% threshold), the classification is based on 
the AAPPC values greater than +0.1 (increases); less than −0.1 (reductions); −0.1 to +0.1 (no change). For the classification related to 
impoverishing OOP health spending, AAPPC values are: greater than +1 (increases); less than −1 (reductions); −1 to +1 (no change). 
Three countries do not have any estimate for any financial hardship indicator at all (Eritrea, Algeria and Equatorial Guinea). Six countries 
do not have trend data for any financial hardship indicator (Central African Republic–2008, Congo–2011, Comoros–2014, Lesotho–2010, 
Mauritania–2004 and Zimbabwe–2017). Three countries only have trend data for one of the financial hardship indicators: Democratic 
Republic of the Congo (2004–2012), Sao Tome and Principe (2010–2017) and Zambia (1996–2015).

Source: Global database on financial protection assembled by WHO and the World Bank, 2023 update (7).
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