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Introduction
This paper reflects on the group debate exploring the advantages and disadvantages of financing Universal Health Coverage (UHC) through tax-based and mandatory insurance-based mechanisms. UHC refers to ensuring that all individuals have access to the health services they need without suffering financial hardship. This paper will examine the health economics principles and global examples of each financing model before arguing in favour of the tax-based model as the most inclusive and sustainable approach to achieving UHC. A short reflection on my individual contribution to the debate is also included.
Health Economics and UHC: Background and Challenges
Universal Health Coverage (UHC) is widely recognised as a cornerstone of effective public health policy. It is essential not only for improving health outcomes but also for advancing social justice, reducing poverty, and promoting inclusive economic development. UHC ensures that all individuals have access to essential health services—such as prevention, treatment, rehabilitation, and palliative care—without risk of financial hardship. From a health economics standpoint, UHC is not simply about providing services but about how scarce health resources are allocated efficiently and equitably across populations (O'Connell, Rasanathan and Chopra, 2014).
Health economics principles such as allocative efficiency, technical efficiency, and equity are central to evaluating UHC financing models. Allocative efficiency ensures resources are used for services with the highest health return; technical efficiency focuses on delivering services at the lowest cost; equity ensures that access is based on need, not ability to pay. UHC financing methods need to offer financial security, lessen the need for people to pay out of their own pockets, and fix problems in the market such as uneven information, unfair choices, and imbalanced power between healthcare providers and patients (Olsen, 2017).
Achieving UHC requires a strong health system, which includes a well-trained workforce, sufficient infrastructure, a reliable supply chain for medicines, and effective governance structures. Crucially, it also demands a sustainable, inclusive financing mechanism that reaches the entire population. Countries must mobilise sufficient domestic revenue, prioritise health in public spending, and ensure the fair distribution of resources (Jordi et al., 2020).
However, many countries, particularly low- and middle-income nations, face complex challenges. Large informal employment sectors make it difficult to collect payroll-based insurance contributions. Weak tax systems, political instability, and external debt burdens further constrain the ability to fund UHC through public revenue. In such settings, the implementation of contributory insurance schemes can deepen inequalities rather than resolve them. Furthermore, donor dependency can create unsustainable funding patterns, while urban-rural divides in health infrastructure limit equitable access (Jordi et al., 2020).
These realities mean that achieving UHC is not just a technical task but a political and social one. Tailoring policies to each country's demographic, economic, and institutional context is necessary. Inclusive and cost-effective strategies, particularly those grounded in progressive public financing, offer the most viable pathway to equitable UHC implementation.
 
Tax-Based Financing: The Case of the United Kingdom
One of the most prominent and long-standing examples of a tax-based healthcare system is the United Kingdom’s National Health Service (NHS). Established in 1948, the NHS is funded primarily through general taxation, with additional contributions from National Insurance. It provides comprehensive healthcare services that are free at the point of use for all legal residents, regardless of income, employment status, or health condition. This financing model reflects the principle that healthcare is a public good and a fundamental right (Dayan et al., 2018).
The NHS pools resources from the entire population, enabling risk-sharing and cross-subsidisation between high- and low-income groups. Its structure allows for cost control through centralised purchasing, unified planning, and standardised care delivery. Administrative costs are notably lower than in insurance-based systems due to the absence of private billing and multiple payers (Lorenzoni et al., 2019).
Despite challenges such as long waiting times for elective procedures and periodic underfunding, the NHS remains a globally respected example of a system that delivers equitable healthcare. These limitations are operational rather than systemic and can be addressed through better resource management and investment. Overall, the NHS demonstrates how tax-based financing can successfully operationalise the principles of UHC by ensuring universal, equitable access to care (Dayan et al., 2018).
Mandatory Insurance Financing: The Case of Germany
Germany exemplifies the Bismarck model, where mandatory social health insurance finances healthcare. Employers and employees contribute to non-profit ‘sickness funds’, and insurance is legally required. While Germany’s system provides comprehensive coverage and allows for choice and competition, it has notable disadvantages. The model relies heavily on formal employment, making it less effective in countries with large informal economies. Administrative costs are also higher due to the presence of multiple insurers, and complexity can result in inequality and inefficiencies. Although successful in high-income contexts, this model may not be suitable or scalable for lower-income countries or those with fewer formalised labour markets (Tulchinsky, 2018).
Positions and Recommendations
Having examined both models, I firmly support the tax-based approach to financing UHC. It is simpler to administer, inherently more equitable, and better suited to ensuring coverage for all, especially in countries with diverse populations and informal employment. Tax-based systems offer a more direct route to universal inclusion without relying on labour market attachments. For countries without UHC, I recommend a phased transition toward public financing for essential services, with taxation as the foundation. Policymakers must prioritise progressive tax reforms and investment in primary healthcare. Providers will benefit from predictable funding streams, and populations will experience reduced financial stress and improved health outcomes.
Conclusion
In conclusion, both financing mechanisms can support UHC, but tax-based systems stand out for their equity, inclusivity, and cost-efficiency. The NHS and other similar systems demonstrate that tax funding can ensure access without creating financial barriers. To achieve UHC globally, we must advocate for models that prioritise the most vulnerable, promote shared responsibility, and ensure that care is based on need—not the ability to pay. The tax-based model best embodies these principles and remains the most effective strategy for realising the goals of Universal Health Coverage.
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