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FOREWORD
The world we are in today is fundamentally different than when we last published the Global 
Monitoring Report for Financing Protection in 2019.  Almost two years into the COVID-19 pandemic, 
none of us is the same.  This report is fundamentally about people.  It does the hard work of collating, 
analysing and synthesizing data across the world to track the status of financial protection as part 
of the overall measurement of universal health coverage (UHC).  These data show us that progress 
is possible, but that financial hardship remains a major challenge on the road to UHC.  As of 2017 
at least 1.4 billion people incurred financial hardship due to out-of-pocket health spending; of 
whom half a billion were already living in, or were pushed into, extreme poverty. As the report lays 
out, given the combined health and economic shock of COVID-19, this number will likely only grow.

We humbly publish this report recognizing that most of the data it presents predates the pandemic.  
However, we are also acutely aware of the need to look back to understand the systemic weaknesses 
that led us to where we are today, to be able to look forward to building stronger, more resilient, 
and inclusive systems that protect all people. Given the macro-fiscal outlook, we know this will 
require clear and proactive policies that prioritize public spending on health with adequate financial 
protection mechanisms and social support, particularly for the poor. Importantly, the 2021 Global 
Monitoring Report pushes into new territory by revealing the persistent financial hardship and 
financial barriers that especially the poorest and most vulnerable households face when trying to 
access health care.  Equity is at the heart of UHC, and it is clear we must redouble our efforts to 
support and protect these households over the entire life cycle, as their numbers are only growing 
as the pandemic continues to take its toll.  To this end, this report stresses that any expenditure on 
health care by the poor is further impoverishing and that improved financial protection does not 
only have intrinsic value, but is also key to overall poverty eradication.

As we continue to jointly monitor financial protection, going hand-in-hand with efforts to measure 
service coverage, we do so with a firm commitment to build, adapt and improve not just our own 
metrics but also to refine the policies that enable improvement.  COVID-19 is a stark reminder 
that policy adaptation happens in real time.  For this reason, the complimentary analysis on the 
pathways through which the COVID-19 pandemic is likely to impact financial protection in 2020 and 
beyond presented in this report is an important addition to the 2021 Global Monitoring Report on 
Financial Protection.  This pathway analysis provides clear indications of the targeted, deliberate 
and equity-focused policies that will be needed to buttress households as we continue to respond 
to the pandemic and its fallout. These efforts are an investment in the future health, well-being, 
and, importantly, economic viability of households and countries alike.

As calls for global solidarity ring out, this report translates these calls into the consequences for 
households.  We must not lose sight that ensuring access to quality health services without facing 
financial hardship is both a health and economic objective.  To make good on the commitment to 
UHC, including financial protection, public policy must commit to public spending and supportive 
policy action with a clear focus on those countries and households most in need.

Zsuzsanna Jakab     Juan Pablo Uribe
Deputy Director-General    Global Director
World Health Organization   Health, Nutrition and Population
      The World Bank
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EXECUTIVE SUMMARY
Financial protection is an intrinsic part of universal health coverage (UHC) and, together with 
service coverage, is one of the health systems’ goals. Financial protection is achieved when: there 
are no financial barrier to access; and direct payments required to obtain health services (out-
of-pocket health spending) are not a source of financial hardship.

A full account of financial hardship requires monitoring of impoverishing health expenditures, 
including any amount spent on health out-of-pocket by the poor, in addition to large out-of-pocket 
health spending. Out-of-pocket (OOP) health spending is an inefficient and inequitable way of 
financing health and should be reduced as much as possible in favour of pre-payment mechanisms. 
When it contributes to health financing, it should not be borne disproportionately by the poor and 
not at all by the poorest. Since 2015, the World Health Organization (WHO) and the World Bank have 
been reporting progress on reducing financial hardship at the global level using two main indicators: 
i) the incidence of catastrophic health spending, defined as the population with large OOP spending 
in relation to household consumption or income (Sustainable Development Goal (SDG) indicator 
3.8.2 with ‘large’ defined using two thresholds 10% and 25%); and ii) recognizing that even lower 
thresholds of OOP health spending in consumption or income can lead to financial hardship, the 
proportion of the population impoverished by OOP health spending (1). This report goes one step 
further, to include a focus on the poor spending any amount on health OOP. Those payments matter: 
they represent a major challenge to “End poverty in all its forms everywhere” (SDG 1) arising from 
OOP health spending by the poorest. Tracking all OOP health spending is critical to monitoring 
financial hardship across the whole population, in line with the pledge to leave no one behind that 
is at the heart of the SDGs.

Pre-pandemic, trends in catastrophic health spending were already going in the wrong direction. 
The incidence of catastrophic spending (as tracked by SDG indicator 3.8.2) increased continuously 
between 2000 and 2017. Most recently, between 2015 and 2017, the proportion of the population with 
OOPs exceeding 10% of their household budget rose from 12.7% of the population (940 million) to 
13.2% (996 million) and was driven by: (i) an increase in the amount people spent per person OOP 
for health; and (ii) a higher rate of growth of OOP spending relative to growth in private consumption. 
These trends emphasize the need to focus urgent policy attention of how health systems are financed.

The number of people incurring impoverishing health spending remained unacceptably high. The 
proportion of the total population pushed and further pushed below the PPP$1.90 per day line of 
extreme poverty decreased substantially and continuously at global levels from 19% in 2000 to 6.7%  
in 2017. At the relative poverty line (living with less than 60% of median per capita consumption or 
income) however, rate of impoverishing health spending only started to decrease in 2015, and at a 
much lower pace, from 15.8 % to 15% in 2017. Despite higher levels of public spending, reductions 
in impoverishing health spending did not occur in high-income countries and overall, globally in 
2017, half a billion people were pushed or further pushed into extreme poverty, and 2.2 times as 
many went into or further into relative poverty (see Table 1). Across all country income groups, 
the poor spending any amount OOP on health represented between 83% and 89% of the people 
incurring impoverishing health spending. These dauting statistics draw attention to the need to 
ensure coverage policies aim to reduce financial hardship among the poor, even in relatively well-
resourced health systems.
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The world was off-track to reduce financial hardship with at least 1.4 billion people facing 
catastrophic and/or impoverishing health spending. The overlap between those incurring 
catastrophic health spending and impoverishing health spending was relatively small (11% at most 
estimated on a sample of 141 countries). Hence, in 2017 the total number of people incurring 
financial hardship ranged between 1.4 billion people and 1.9 billion people depending on the poverty 
line used to identify impoverishing health spending (i.e. the global extreme poverty line or the 
relative poverty line). Most of the population facing catastrophic health payments was concentrated 
in lower and upper middle-income countries, and in the Asia region. The population pushed into 
extreme poverty (at PPP$1.90 per day) was concentrated in low and lower middle-income countries, 
as well as in Africa (due to a high incidence) and in Asia (due to the large population size). Based 
on a relative poverty line definition, impoverishing health expenditure were more concentrated 
in upper-middle income countries and Asia. The proportion of the population incurring financial 
hardship tended to be lower in countries with greater reliance on public spending. But, country level 
analysis shows that population coverage, policies to limit co-payment backed by effective health 
financing measures, targeting and the comprehensiveness of the benefit package are all essential 
to transform increase in public spending to reductions in financial hardship. Reducing gaps in the 
coverage of outpatient medicines is critical to reduce financial hardship in many regions. Recent 
evidence from Latin America and the Caribbean confirms the importance of medicines as a driver 
of OOP health spending and complements existing evidence from Europe, South-East Asia and a 
sample of countries in Africa.

Aging was an amplifying risk factor for financial hardship. Older people (those aged 60 and older) 
represent an increasing share of the population across most countries. Using a life-cycle approach 
– over 92 countries accounting for half of the world population in 2017 – this report underlines the 
role of aging as an amplifying risk factor for financial hardship: those living in older households 
faced the highest rates of catastrophic health spending, and that those living in multigenerational 
households had higher rates of further impoverishment due to OOP health spending. To improve the 
life of older people, their families and communities in line with objective of the 2021–2030 decade 
of healthy aging, making progress toward UHC will require extension and improved targeting of 
benefit packages to reduce financial hardship and to meet the health needs of people living in 
older or multigenerational households, especially the poorest and most vulnerable segments of 
elderly populations.

Immediate actions are needed to improve the production speed and frequency of data on household 
out-of-pocket health spending and on total consumption expenditure. These adjustments are 
needed to reduce the current average lag of four years in generating indicators of financial 
hardship due to OOP health spending and collect sufficient evidence regarding the level of financial 
hardship experienced during the COVID-19 pandemic. At the time of producing this report, very few 
estimates are available for 2020. Existing data do not show a significantly different pattern compared 
to previous years. When more data becomes available, a clear understanding of the circumstances 
under which the data were collected (e.g. method of capture, recall period of the health expenditure 
items, survey period) in addition to in-depth analysis of indicators of access to care, unmet needs 
and barriers to access will be needed to understand the patterns during the peak of the pandemic.
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Table 1. SDG-related indicators of financial hardship (in millions of people), 2000–2017

2000 2005 2010 2015 2017

Catastrophic health spending (SDG indicators 3.8.2)          

Population spending more than 10% of their household on health  
out-of-pocket (SDG 3.8.2, 10% threshold) 579 708 785 940 996

Population spending more than 25% of their household on health  
out-of-pocket (SDG 3.8.2, 25% threshold) 131 167 189 270 290

Population with impoverishing health spending at the PPP$1.90 per day 
line of extreme poverty 1159 1009 826 664 505

Impoverished by out-of-pocket health spending 124 130 122 115 70

Further impoverished by out-of-pocket health spending (the poor 
spending any amount on health out-of-pocket) 1035 879 704 549 435

Population with impoverishing health spending at relative poverty line 630 808 1007 1153 1125

Impoverished by out-of-pocket health spending 91 122 154 182 172

Further impoverished by out-of-pocket health spending  
(the poor spending any amount on health out-of-pocket) 539 686 853 971 953

Note: The relative poverty line is defined as of 60% of median per capita consumption or income in each country.

Source: Data from the Global database on financial protection assembled by WHO and the World Bank, 2021 update.

COVID-19 and Financial Protection
COVID-19 is likely to significantly worsen financial protection globally. Lack of data currently 
precludes a detailed and comprehensive assessment of the impact of COVID-19 on financial 
protection. Nevertheless, the combined economic and health impacts of COVID-19 point towards the 
strong likelihood of a significant worsening of financial protection globally – higher rates of foregone 
care due to financial barriers as poverty grows, and for those seeking care, a higher incidence of 
catastrophic spending and worsening impoverishment due to OOP health spending – resulting from 
the pandemic, in particular among low- and middle-income countries and lower-income households.

Over and above the health effects, COVID-19 has also resulted in a deep global economic 
contraction. In 2020, the world experienced one of the largest declines in GDP in more than a century, 
unprecedented in scale, with most countries seeing negative economic growth – and almost all 
seeing a slowdown in economic growth (2). Declining incomes and mobility restrictions contributed 
to a rapid decline in private consumption, declining investment and increased unemployment in 
most countries (2–4). Millions of people have been forced into poverty, with the poor and most 
vulnerable populations bearing the economic brunt of the pandemic (5). The confluence of these 
economic factors means that, on average, households have fewer resources to pay for health care, 
and it has done so in the most detrimental way possible: by hitting the poor and most vulnerable 
households the hardest.

In the face of these health and economic pressures, governments worked to buttress households 
and the overall economy in 2020 through large increases in overall government expenditure. 
However, these expenditures are matched with large declines in government revenues, with tax 
revenues declining on average by 1.5 percentage points of GDP in 2020 (2). Higher government 
spending combined with lower government revenues implied higher levels of deficit financing and 
a jump in levels of public debt across most countries, which will have long-term effects on debt 
servicing payments, placing additional pressure on constrained fiscal envelopes. The confluence 
of these factors means that public spending on health will face constraints in the years to come. 
These constraints raise even more concerns about financial protection, particularly for the increased 
number of poor households, given the protective role of public spending.
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The unique nature of the COVID-19-induced economic crisis means that the impact on health-
seeking behaviour is mixed. First, care-seeking demand has increased for COVID-19-related test 
and treatment services. While many countries put into place policies to reduce financial barriers to 
seeking COVID-19 services, survey results show that people in some contexts continued to pay OOP 
for these services (~35% of households in April 2021 survey) (6). In some cases, these COVID-19-
related payments placed financial hardship on households. Based on the Global COVID-19 Trends 
and Impact Survey across respondents from 110 countries, between 8% and 18% of the population 
receiving COVID-19 tests reported reducing their spending on household necessities (such as food, 
housing and utilities) to cope with related costs (6).

The pandemic reduced the demand and supply, shifting patterns of access and utilization of all 
essential health services (7). While many factors contributed to these utilization decreases, at least 
some were related to financial barriers. The World Bank High Frequency survey shows that 19% of 
households across all low- and middle-income countries in the sample reported not being able to 
access the health care services they needed and financial barriers as the most-commonly reported 
reason for foregoing care (cited by 31% of households reporting access barriers in the full sample of 
countries) (4). In low-income countries, these rates were much higher, with 58% of the households 
reporting not being about to access services citing lack of money as key reason (i.e. 5.9% of all 
households in the survey in low-income countries). This evidence appears to confirm that there is 
a direct link between the household-level economic impact of COVID-19 and financial barriers to 
seeking care. These financial barriers will be compounded by increased self-medication that will 
also contribute to increased OOP expenditures (8). This pattern of self-medication not only raises 
financial protection concerns, but also has potential negative externalities for health, in particular 
antimicrobial resistance (9).

Figure: Main reasons reported by households for not accessing health care when needed, multi-country evidence

Note: UMICs n=1 to 13 LMICs n=2 to 17; LICs n=3 to 12. Data collected between April 2020 and August 2020.

Source: Authors calculations using data from the World Bank High Frequency Survey (2021) (4). Data collected between April 
2020 to August 2020.

This worsening of financial protection will likely be sustained in the medium term unless proactive 
policy efforts are made. These policies can include, pro-poor focused increases in public spending to 
crowd-out OOP spending for health, enhanced social protection support, removal of co-payments and 
other fees at the time and place of seeking care, cash transfer payments for stimulating utilization 
among poor and vulnerable households, and expansion in coverage for and strengthening of primary 
health care – not just to recover but also to accelerate progress towards UHC. It will be critical to 
adapt data collection tools and relevant metrics to closely monitor the financial protection trends, 
so that barriers to seeking care for households can be identified and understood, and to support 
development and targeting of related policy interventions.
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Financial protection monitoring for 2021: what has changed since 2019?
The Global monitoring report on financial protection in health 2019 found mixed trends in financial 
hardship, with an increasing share of the world’s population incurring catastrophic health spending 
and fewer pushed into poverty. Accordingly, it called for a doubling of efforts to provide financial 
protection (1). Chapter 1 of the current report confirms previous trends and provides an alarming 
2017 pre-coronavirus disease (COVID-19) baseline. Chapter 2 unpacks and discusses the potential 
pathways through which financial hardship will likely be worsened in many settings due to COVID-19.

Key features of this report include:

• Clarification of the distinction between financial hardship and financial protection.

• Global and regional estimates of financial hardship, based on a greater number of data points 
from more countries than the 2019 Global Monitoring Report (1):

 – This 2021 report relies on 903 data points on catastrophic health spending from 161 countries 
or territories (compared to 739 datapoints in the 2019 report), and on 816 data points on 
impoverishing health spending from 149 countries or territories (compared to 719 datapoints 
in the 2019 report).

 – This 2021 report also includes sufficient new data to advance the 2015 reference year for 
the global and regional estimates to 2017. There are indeed 111 countries with at least one 
survey-based estimate on catastrophic health spending available between 2014 and 2020 
and 99 with at least one survey-based estimate on impoverishing health spending over the 
same period.

• A focus on out-of-pocket (OOP) health spending by the poor, recognizing that for poor households, 
OOP payments can cause financial hardship even when they spend less than 10% of their 
budget on health. The current report therefore provides estimates of the numbers of people 
and proportions of the population who are already poor and are pushed further into poverty by 
OOP health payments for 149 countries or territories.

• All indicators of financial hardship were included in a country consultation conducted by the World 
Health Organization (WHO) and the World Bank between March 2021 and July 2021. 27 countries 
or territories produced the estimates for the Sustainable Development Goal (SDG) indicator 3.8.2 
that are used in this report (with or without collaborating with WHO and/or the World Bank). 14 
of them also produced the indicators of impoverishing health spending. No consultation was 
conducted for less than 5% of the countries or territories, which did not receive their estimates 
because they did not nominate a focal point. The 33 WHO Member States without any financial 
hardship estimates available were informed about the methods and data needed to produce 
them in the future.

• Estimates on the joint distribution of catastrophic health spending and impoverishing health 
spending were produced for 141 countries or territories. For this analysis, catastrophic health 
spending was defined using the SDG indicator 3.8.2 at the 10% threshold and impoverishing 
health spending was defined using the extreme poverty line ($1.90 a day in purchasing power 
parity (PPP)) and the relative poverty (defined as 60% of median per capita consumption or 
income in each country).

• A focus on the age profile of people incurring financial hardship was also included. Estimates of 
catastrophic and impoverishing health spending across households with different age composition 
were produced for the first time: for 92 countries or territories, representing 53% of the world 
population in 2017.

• A call to adapt data collection tools and relevant metrics to enable close monitoring of financial 
hardship and identification of financial barriers to care-seeking as a prerequisite for the 
development of targeted, timely and effective policy interventions.

• The report uses data from a range of sources, including from novel data collection methods 
adapted to the COVID-19 pandemic context.
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FINANCIAL HARDSHIP 
BEFORE THE COVID-19 
PANDEMIC
Key messages

 Financial hardship is a key consequence of inadequate of financial protection mechanisms.

 A focus on impoverishing health spending, which includes out-of-pocket health payments pushing households below 
the poverty line and any amount spent out-of-pocket on health by the poor, is critical to monitoring financial hardship 
across the whole population.

 Before the COVID-19 pandemic, the world was off-track to reduce financial hardship due to health expenditures 
because trends in catastrophic health spending were continuously increasing and the numbers of people incurring 
financial hardship remained unacceptably high.

 In 2017, the total number of people incurring financial hardship ranged from 1.4 billion to 1.9 billion people depending 
on the poverty line used to identify impoverishing health spending (i.e. the poverty line of extreme poverty versus 
relative poverty).

 Most of the 996 million people facing catastrophic health payments were concentrated in low-income and upper 
middle-income countries, and in the Asia Pacific region.

 The 505 million people pushed or further pushed into extreme poverty by out-of-pocket health spending were 
concentrated in low-income and lower middle-income countries, as well as in Africa (due to a high incidence) and 
in Asia (due to the large population size). Based on a relative poverty line definition, the 1.12 billion people with 
impoverishing health expenditures were also more concentrated in Asia and in upper middle-income countries.

 The poor spending any amount on health out-of-pocket represented between 83% and 89% of the people incurring 
impoverishing health spending. To substantially reduce financial hardship, in addition to limiting relatively large out-
of-pocket health spending, the poor and ‘near-poor’ need to be effectively exempted from making out-of-pocket 
payments when seeking care.

 People living in older households face the highest incidence of catastrophic health spending  across all country income 
groups and those living in multigenerational households face the highest rates of impoverishing health spending. These 
findings highlight the need for targeted coverage extensions for households with vulnerable demographic profiles.

 The proportion of the population incurring financial hardship tends to be lower in countries with greater reliance on 
public spending.

 In many regions, reducing gaps in the coverage of outpatient medicines is critical to reduce out-of-pocket health 
spending and resulting financial hardship.

 Immediate actions are needed to improve the production speed and frequency of data on household out-of-pocket 
health spending and on total consumption expenditure, to avoid insufficient evidence regarding the level of financial 
hardship experienced during the COVID-19 pandemic.

1
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Financial protection lies at the core of universal health coverage (UHC) and represents one of the 
final coverage goals of the health system. Financial protection is achieved when: (i) there are no 
financial barriers to access; and (ii) direct payments required to obtain health services (OOP health 
spending, Box 1) are not a source of financial hardship. The starting point to clarify the distinction 
between these two criteria is to consider all the population in need of health care services and/or 
health products, rather than a specific subgroup with a particular health need or in need of a 
particular intervention (Fig. 1). Some of the people seeking care face barriers to access related to 
financial constraints, acceptability issues, unavailability of services, or accessibility, to name a few 
of the most frequent dimensions (10–15). All such barriers contribute to delaying and preventing 
people from using services (hereafter simply referred to as foregone care). Even when contact is 
established, Fig. 1 shows that access to care can be a source of financial hardship if OOP health 
spending is large in relation to a household’s welfare. If they are not, then access to care does not 
result in financial hardship.

Catastrophic health spending represents a sufficient, but not a necessary condition for financial 
hardship to occur (Box 2). The definition of catastrophic health spending used in relation to SDG 
indicator 3.8.2 is focused on relatively large OOP health spending, in effect those exceeding 10% 
and 25% of the household’s total consumption or income (budget). Recognizing that for poor and 
near-poor people it is the absolute level of OOP health spending that is crucial – even if it represents 
less than 10% of a household budget – indicators of impoverishing health spending are also used 
to track financial hardship. Impoverishing OOP health spending occurs when a household is forced 
by an adverse health event to divert spending from non-medical budget items such as food, shelter 
or clothing to such an extent that its spending on such items is reduced to below or further below 
the level indicated by a poverty line. The poverty lines used in this report are chosen to assess to 
what extent OOP health spending deters efforts to “End poverty in all its form everywhere” (SDG 1). 
The link with SDG target 1.1 (elimination of extreme poverty) is made by using the extreme poverty 
line ($1.90 a day in 2011 PPP terms).a To link with SDG target 1.2 (reduction of poverty everywhere), 
a relative poverty line defined as 60% of median per capita consumption or income is used in this 
report. The degree of overlap between catastrophic and impoverishing health spending depends on 
their definition and is empirical. Fig. 1 suggests the intersection is small as the current definitions 
used at global levels are not interrelated, but other definitions with a greater degree of overlap exist 
(see also Annex A2 and Annex Table A10). When OOP health spending are neither catastrophic (they 
represent less than 10% of a household budget in the SDG framework) nor impoverishing, then 
access to care does not result in financial hardship. In all other cases, it does (Fig. 1).

a The international poverty line of US$1.90 is expressed in 2011 PPP terms. In the rest of the chapter dollars always refer to international 
dollars in 2011 PPP terms and are denoted PPP$. This poverty line corresponds to the median national poverty line of low-income countries 
(1). Indicators of impoverishing health spending based on a higher poverty line of PPP$3.20 a day, which corresponds to the typical standard 
used to assess national poverty levels by lower-middle-income countries (29), are included in the annexes but are not discussed in the report.

Box 1: Out-of-pocket health spending definition

Out-of-pocket health spending is defined as any spending incurred by a household when any member uses a health 
good or service to receive any type of care (i.e. 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 (e.g. outpatient, inpatient, at 
home). It includes formal and informal expenses directly related to the cost of seeking care as mapped in division 06 
of the UN classification of individual consumption according to purposes (COICOP-2018) (i.e. on medicines and medical 
products (06.1), outpatient care services, including dental care (06.2), inpatient care services, including inpatient dental 
care (06.3), diagnostic imaging services and medical laboratory services (06.4.1) and patient emergency transportation 
services and emergency rescue (06.4.2)) (16). It excludes pre-payment (e.g. 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 (e.g. non-emergency transportation cost) and the opportunity 
cost of seeking care (e.g. lost income) (17). COICOP was revised in 2018 to provide more information on important 
components of household care consumption (Annex A1).
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Finally, Fig. 1 clearly shows that tracking financial hardship is not sufficient to assess the degree 
of financial protection. When households must either forego care because of financial barriers, 
or when access to health services results in financial hardship, then the population in need of 
health care lacks financial protection. This report is focused on monitoring financial hardship 
and provides some evidence related to financial barriers to access (Box 8, in section 1.5). The 
monitoring of universal health coverage in the SDG monitoring framework requires tracking 
catastrophic health spending and service coverage jointly, and evidence on both covering 
the pre-pandemic period is briefly discussed in section 1.5 but further details are available 
in Tracking universal health coverage: 2021 monitoring report (18) published at the same time 
than this report. Chapter 2 of the current report discusses the implications of the COVID-19  
pandemic for financial protection.

Figure 1. Financial hardship due to out-of-pocket health spendingFigure 1
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Financial 
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Notes: Catastrophic and impoverishing out-of-pocket health spending are metrics used to identify in which cases out-of-pocket 
health payments are a source of financial hardship (see Box 2). Catastrophic out-of-pocket metrics include SDG 3.8.2, capacity to pay 
approaches, etc. (see annex A2). Impoverishing out-of-pocket metrics include indicators to identify both people impoverished and 
further impoverished by out-of-pocket health spending, using various poverty lines (e.g. the global extreme poverty line, a relative 
poverty line).
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Box 2: Different measures to understand financial hardship due to out-of-pocket health spending

Out-of-pocket health spending is a source of financial hardship. Financial hardship is assessed by comparing either a 
household’s OOP health spending to its ability to pay (metrics based on this approach are used to identify catastrophic 
health spending) or its consumption levels (gross and net of OOP health spending) relative to a poverty line (metrics 
based on this approach are used to identify impoverishing health spending)

For some people the relative level of OOP health spending is a source of financial hardship (incidence of catastrophic 
health spending, see also Annex A2)

Within the SDG monitoring framework, the incidence of catastrophic health spending is measured as the proportion 
of the population with OOP health spending exceeding 10% or 25% of the household’s total consumption or income 
(budget) (19). Richer households might be spending more than 10% (or 25%) of their budget on health care, which might 
lead to cutting spending on other needs but not necessarily to below-subsistence levels. Less wealthy households 
might be spending less than 10% of their budget on health and still struggle to reach a decent living standard. The 
latter are not captured by SDG 3.8.2. Other indicators of catastrophic health spending used at regional levels (Annex 
Table A10) are more sensitive to financial hardship among poorer households and do count households who spend 
less than 10% (Annex A2).

For others the absolute level of OOP health spending matters (population impoverished or pushed into poverty)

For some people it is the absolute level of OOP health spending that matters. These are people with consumption 
levels above a poverty line only because of OOP health spending, while consumption on necessities (e.g. food, housing 
and utilities) might lie below minimum living standards. The proportion of the population impoverished by OOP health 
spending (pushed into poverty) is an estimate of their number as a share of the total population. It is measured as 
the change in the poverty headcount ratio resulting from the exclusion of OOP health spending from the indicator 
of household welfare (1,20,21). To ensure cross-country comparability – and because consumption is generally the 
preferred welfare measure (22) – this report uses consumption (gross of OOP health spending) as the measure of 
household welfare; income is used only where WHO and the World Bank do not have access to consumption data for 
global monitoring.

For the poor any amount spent on health OOP is a source of financial hardship (population further impoverished or 
pushed further into poverty)

Some people have consumption levels below a poverty line even when OOP health spending is included in their total 
consumption (i.e. they are already living below the poverty line). Out-of-pocket health spending deepens their poverty 
levels, but they are not counted in the incidence of impoverishment. In previous global reports, the increase in the 
poverty gap due to OOP health spending was used to take into account the effect of OOP health spending on both 
people impoverished and further impoverished into poverty (1,23-4). This report goes one step further and counts the 
poor spending any amount on health OOP as a proportion of the total population, as the poor are forced to make the 
difficult choice of reducing their consumption of non-medical necessities, even if for a short period of time, or engage 
in potentially harmful coping mechanisms such as distress sales of productive assets and indebtedness to try to limit 
the short-term adverse effect on their living standard (25,26). By adding this indicator, it is possible to monitor financial 
hardship across the whole population: those incurring relatively large OOP health payments regardless of their poverty 
status; those for which the absolute level of OOP spending is sufficient to impoverish them; and the poor who are further 
impoverished by any amount spent on health OOP. The total number of people incurring impoverishing health spending 
includes both those impoverished and those further impoverished. These two groups are always mutually exclusive.
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1.1. How many people experienced financial hardship?

1.1.1. 2017 baseline

In 2017, a staggering number of people experienced financial hardship when paying out-of-pocket 
for health.

In 2017, the latest year for which it is possible to produce global estimates (Annex A3), almost 1 billion 
people spent in excess of 10% of their household budget on health OOP (Fig. 2) of which, 290 million 
spent at least a quarter of their household budget on health OOP (Annex Table A4b).

Out-of-pocket health spending can also be a source of financial hardship even when people are 
devoting less than 10% of their household budget to health (Fig 1, Box 2). This is particularly true 
for the near-poor and the poor who incur impoverishing health spending. Based on the extreme 
poverty line, an estimated 70 million people were impoverished by OOP health spending exceeding 
the shortfall between the poverty line and their total consumption. Using a relative poverty line 
definition, the estimated total population impoverished was 2.4 times greater (Annex Table A4b). 
Out-of-pocket health spending most often represents spending on regrettable necessities (22) 
incurred to compensate a loss in welfare triggered by an illness, injury or adverse health event that 
is not just increasing welfare but probably diminishing it as well if it displaces spending on other 
basic needs. As such, any amount spent on health OOP can be considered a source of financial 
hardship for the poor. The number of poor people who are further impoverished by OOP health 
spending is considerable: based on the extreme poverty line, 435 million people in 2017 (Fig. 2)  
and about twice as many when using the relative poverty line (953 million, 12.7%; Annex Table A4b)

Figure 2. Global financial hardship due to out-of-pocket health spending, 2017
  Figure 2

AT LEAST 1.4 BILLION PEOPLE INCURRED FINANCIAL HARDSHIP

Catastrophic health spending (SDG 3.8.2,10%)

Pushed further into extreme poverty

Pushed into extreme poverty

996 MILLION 
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PEOPLE

IMPOVERISHING 
HEALTH SPENDING

Sources: Data from Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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The population incurring financial hardship was concentrated in middle-income countries 
because of their higher rates of both catastrophic and impoverishing OOP health spending. The 
concentration of catastrophic health spending in middle-income countries (MICs) was due to the 
larger size of their population, and because of their higher incidence rates compared to other income 
groups (Fig. 3). Upper-middle income countries represented 43.4% of all the population impoverished 
or further impoverished into relative poverty for 34.3% of the total population in 2017 (Fig. 4a). 
Lower-middle income countries represented 51.6% of all the population impoverished or further 
impoverished into extreme poverty by OOP health spending, for 39.4% of the total population in 2017 
(Fig. 4b). The second highest concentration of all the people impoverished or further impoverished 
was found in low-income countries (33.4% for 9.5% of the total population in 2017).

Figure 3.  Distribution of catastrophic health spending as tracked by SDG indicators 3.8.2 at the 
10% threshold across country income groups, 2017

Note: Circle sizes are proportional to the number of people spending more than 10% of their household budget on health 
OOP (SDG 3.8.2, 10% threshold).

Sources: Data from the Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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Figure 4. Distribution of the incidence of impoverishing OOP health spending across country 
income groups, 2017Figure 4
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Before the pandemic, countries with high incidence of catastrophic health spending faced the 
double challenge of having a high proportion of the population pushed into relative poverty as 
well, irrespective of their income group categories (Fig. 5); the correlation between both type of 
indicators is very strong (the Pearson correlation coefficient is 0.9 with the SDG indicator 3.8.2 at 
the 10% threshold and 0.88 with SDG 3.8.2 at the 25% threshold).

Figure 5. Correlation between the proportion of the population pushed into relative poverty and 
the incidence of catastrophic health spending as tracked by SDG 3.8.2 at the 10% threshold

Notes: Includes only countries with a recent estimate in the 2010–2020 period. These 123 countries represented 66% of the 
world population in 2017. 

Sources: Data from the Global database on financial protection assembled by WHO and the World Bank, 2021 (27,28).

To substantially reduce financial hardship, poor people need to be exempted from paying OOP for 
the treatment they need in all countries at all income levels. For the majority of countries (69%), 
the proportion of people further impoverished into relative poverty is greater than the proportion of 
people spending more than 10% of their household budget on health (all countries above the diagonal 
in Fig. 6). 43% of these countries are in Africa and 20% in Asia. 80% of all low-income countries (LICs) 
have higher rates of further impoverishment health spending than catastrophic health spending. Two 
of the five countries with rates of catastrophic health spending and impoverishing health spending 
above corresponding global medians are in fragile and conflict-affected situations (South Sudan 
estimates for 2017 and Nigeria estimates for 2018, Fig. 6). In Europe, an equal number of countries 
face higher rates of impoverishing health spending than rates of catastrophic health spending as 
tracked by SDG indicator 3.8.2 and vice-versa.
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Figure 6. Correlation between the proportion of the population further impoverished into relative 
poverty and the incidence of catastrophic health spending as tracked by SDG 3.8.2 at the 10% 
threshold

Notes: Includes only countries with a recent estimate available in the 2010–2020 period. These 119 countries accounted for 
64% of the world’s population in 2017. 

Sources: Data from the Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).

The overlap between those spending more than 10% of their household budget on health OOP 
and impoverishing health spending is relatively small. As shown in Fig. 1, some people suffer 
both catastrophic and impoverishing health spending. Based on the relative poverty line, across 
country income groups, the proportion of all the people incurring financial hardship and facing both 
catastrophic and impoverishing OOP health spending represents on average 8% in LICs and high-
income ones (HICs); 9% in lower middle-income countries (LMICs) and 14% in upper middle-income 
ones (UMICs) (red and purple bars in Fig. 7a). Based on the poverty line of extreme poverty, those 
incurring impoverishing health spending because they are spending more than 10% of their household 
budget on health represent on average 13% in Africa and LICs and 9% in lower middle-income 
countries (red and purple bars in 7b). The small overlap between catastrophic health spending and 
impoverishing health spending, as currently defined for global monitoring, suggests that financial 
hardship measures focusing on the impoverishing role of OOP health spending are an important 
complement to the current SDG 3.8.2 indicator focused on relatively large OOP health spending.

Most poor people spending on health out-of-pocket and the majority of those impoverished spend 
less than 10% of their household budget on health. Based on the relative poverty line those incurring 
only impoverishing out-of-pocket health spending represent on average 53% of the whole population 
incurring financial hardship: a bit less in LICs and a bit more in HICs (46% and 63% respectively, 
blue and orange bars in Figure 7a). Based on the extreme poverty line, on average 55% of the whole 
population incurring financial hardship only suffer impoverishing health spending; in LICs and in the 
UN region of Africa their share is higher (66% and 62% respectively, blue and orange bars in Figure 7b).  
The majority of the people incurring impoverishing health spending are the poor spending  less than 
10% of their household budget on health out-of-pocket (blue bars in Figure 7 a and b).

Figure 6

2020AFG

2013BDI

2015BEN

2014BFA

2012COD 2014COM

2015ETH
2012GIN

2015GMB

2010GNB

2013HTI

2016LBR

2012MDG

2018MLI

2014MOZ

2016MWI

2018NER

2016NPL

2016RWA

2018SLE

2017SOM

2017SSD

2011TCD
2018TGO

2018TJK

2016UGA

2017ZWE

2018AGO

2016BGD

2019BOL

2017BTN

2014CMR

2011COG

2017DJI

2017EGY

2017GEO
2016GHA

2014GTM

2017IDN

2015KEN

2016KGZ

2016LKA

2013MAR

2016MDA

2017MMR

2018MNG

2014MRT

2018NGA

2014NIC

2018PAK

2015PHL

2016PSE

2011SEN

2014SLV

2017STP

2016SWZ

2014TLS

2015TUN

2019UKR

2020VNM

2014YEM

2012ALB
2017ARM

2018BGR

2015BIH

2017BRA

2016CHN

2016COL
2018CRI2018DOM

2013ECU

2017GAB

2012IRQ

2015KAZ

2016LCA
2016MDV2016MEX

2015MNE

2017MUS

2019MYS

2015NAM

2019PER

2014PRY

2016ROU

2015SRB

2016SUR

2013SYC2019THA
2016TUR

2014ZAF

2015AUS

2016BRB

2019CAN

2016CHL
2015CYP

2019CZE

2010DEU

2010DNK

2019ESP

2010EST

2016FIN

2018GBR

2016GRC
2010HRV

2010HUN

2012ISR

2010ITA

2016LUX

2016LVA

2015MLT

2017PAN

2016POL
2011PRT

2015SVK

2018SVN

2015TKL
2014TTO

2016URY

0

5

10

15

20

25

30

35

40

Pe
rc

en
ta

ge
 o

f p
op

ul
at

io
n 

pu
sh

ed
 in

to
 re

la
tiv

e 
po

ve
rt

y

0 10 20 30 40

Proportion of population with OOP health spending exceeding 10% of household budget (%)

Low-income

Lower middle-income

Upper middle-income

High-income



Financial hardship before the COVID-19 pandemic10 Global monitoring report on financial protection in health 2021

Figure 7. Composition of the population incurring financial hardshipFigure 7 
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Overall, the overlap between catastrophic and impoverishing health spending is on average 9% based 
on the relative poverty line and 11% based on the extreme poverty line of PPP$1.90 a day (based 
on a sample of 141 countries or territories). A simple application of these estimates to the global 
number of people suffering financial hardship (and avoid double counting) suggests that between 
1.4 and 1.9 billion people incurred financial hardship in 2017 depending on the poverty line used 
to identify impoverishing health spending (i.e. the poverty line of extreme poverty or the relative 
poverty respectively).

1.1.2. Pre-COVID-19 trends

The global incidence of catastrophic health spending, as tracked by SDG indicator 3.8.2, was on the 
rise before the pandemic. Overall, between 2000 and 2017 the number of people with catastrophic 
health spending increased from 579 million in 2000 to 996 million in 2017. The sustained growth in 
the incidence of catastrophic health spending is consistent with the fact that OOP health spending 
was growing faster (+3.2%/year) than consumption (+2.7%/year), resulting in an increase of the 
aggregate health share between 2000 and 2017 (Fig. 8). The budget share allocated to OOP health 
spending among those exceeding the 10% cut-off also increased, as reflected by the increase in the 
global population spending more than a quarter of their household budget on health OOP, which 
more than doubled between 2000 and 2017 (from 131 million to 290 million people in 2017) (see 
Annex Table A4b).

Figure 8. Trends in the incidence of catastrophic health spending as tracked by SDG indicator 3.8.2

Sources: Data from the Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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At the global level, the percentage of the population spending more than 10% of their household 
budget on health increased at the same rate between 2015 and 2017 as it did over the previous fifteen 
years (on average by 0.2 percentage points per year, Fig. 9). In HICs the increase accelerated; and in 
LICs the increase was a first (Fig. 9). Across United Nations (UN) regions between 2015 and 2017, the 
incidence of catastrophic health spending at the 10% threshold decreased in both Africa and Europe 
(by 0.9 and 0.6 percentage points respectively); it increased by 1 percentage point in both Latin America 
and the Caribbean and in North America; it increased more rapidly than between 2015 and 2017 only 
in Asia (at 0.6 percentage points per year versus an average of 0.3% over the previous fifteen years).

Figure 9. Percentage point change in the incidence of catastrophic health spending as tracked by 
SDG indicator 3.8.2 at the 10% threshold, by country income groups

Source: Authors calculations using the data from the Global database on financial protection assembled by WHO and the 
World Bank, 2021 update (27,28).

Within all regions, some countries did manage to reduce the incidence of catastrophic health 
spending. Fig. 10a shows that among the 137 countries or territories with at least two estimates 
available for SDG indicator 3.8.2, the proportion of the population spending more than 10% of their 
household budget on health OOP decreased on average by more than 0.1 percentage point per year 
in 44 countries; in 33 there was either little to no change; and in 60 countries it increased by more 
than 0.1 percentage point per year. In the majority of countries where catastrophic health spending 
increased at the 10% threshold, it also increased at the 25% threshold (89% of 60 countries) and 
vice-versa (82% of the 44 countries, Fig. 10a and Fig. 10b). These variations beg the question of 
where such differences in trajectories and OOP spending levels originate. The association with 
public spending on health is explored later in section 1.4 of the report.
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Note: This map has been produced by the World Health Organization (WHO). The boundaries, colours or other designations or 
denominations used in this map and the publication do not imply, on the part of WHO or the World Bank, any opinion or judgement 
on the legal status of any country, territory, city or area or of its authorities, or any endorsement or acceptance of such boundaries 
or frontiers.

Sources: Authors calculations using the data from the 2021 Global database on financial protection assembled by WHO and the World 
Bank, 2021 update (27,28).
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Figure 10.  Average percentage point change in the incidence of catastrophic health spending, as tracked by 
SDG indicators 3.8.2Figure 10
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Note: This map has been produced by the World Health Organization (WHO). The boundaries, colours or other designations or 
denominations used in this map and the publication do not imply, on the part of WHO or the World Bank, any opinion or judgement 
on the legal status of any country, territory, city or area or of its authorities, or any endorsement or acceptance of such boundaries 
or frontiers.

Sources: Authors calculations using the data from the 2021 Global database on financial protection assembled by WHO and the World 
Bank, 2021 update (27,28).

For the first time since the beginning of the century, between 2015 and 2017, the reduction in 
both the percentage of the total population impoverished and further impoverished into extreme 
poverty by OOP health spending was faster than the reduction in overall global rates of extreme 
poverty, but their concentration among the extremely poor remained very high (Fig. 11). Figure 
11 shows first that, the percentage of the global population pushed into extreme poverty by OOP 
health spending has been consistently far lower than the percentage of the global population pushed 
further into extreme poverty, which reconfirms the need to track financial hardship among the poor 
spending any amount on health OOP at the global level. Second, until 2015, the proportion of the 
global population pushed into extreme poverty by OOP health spending decreased slowly, on average 
at -0.03 percentage points per year. The global population further pushed into extreme poverty was 
8.5 times greater in 2000, hence it decreased faster, on average at. -0.6 percentage points per year. 
But the reduction in global rates of extreme poverty was much higher (-1.2 percentage point per 
year), therefore the concentration of those pushed and further pushed into poverty by OOP health 
spending was increasing among those living in extreme poverty and reached almost 90% in 2015 
at the global level. Between 2015 and 2017, their concentration decreased for the first time to 
72% because the rate of reduction in both the population pushed and further pushed into extreme 
poverty by OOP health spending accelerated while the pace of reduction of global extreme poverty 
decelerated (29). At least part of the reduction in their concentration can, therefore, be interpreted as 
an actual reduction in the financial hardship experienced by the poor and the near-poor. As discussed 
in Chapter 2, however, with the expected increase in extreme poverty rates due the pandemic, such 
improvement might prove to be unsustainable.
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Figure 11. Trends in the global rates of extreme poverty and global rates of the population pushed 
and further pushed into extreme poverty (living with less than PPP$1.90 per day) because of OOP 
health spending

Sources: Data from the Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28). 

Across regions, the reduction in the population further pushed into extreme poverty because of 
OOP health spending accelerated markedly between 2015 and 2017 in LICs, lower middle-income 
countries, and Africa, and exceeded -1.3 percentage points per year. The drop in the incidence of 
further impoverishment in Africa (from 26% to 23%) contrasts with the slower rate of deceleration 
estimated in the incidence of extreme poverty over the same period (29), pointing to a reduction in 
the concentration of those further impoverished by OOP health spending among the poor. Indeed, 
for 24 of the 43 countries with survey-based estimates available for more than one year, on average 
the concentration in impoverishing health spending among those living in extreme poverty decrease 
by -1.2 percentage points per year (Fig. 12).
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Figure 12. Percentage point change in the concentration of those further impoverished by OOP 
health spending among those living in extreme poverty (below PPP$1.90) across countries in the 
UN African region

Notes: *Occupied Palestinian territory, including east Jerusalem. Number of countries is 43. Average percentage point 
changes are computed as mean annualize absolute change over time. Median most recent year is 2015.

Sources: Data from the Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).

The proportion of the global population impoverished and further impoverished into relative 
poverty also decreased for the first time between 2015 and 2017, but remained extremely high 
(1.125 billion people). Between 2000 and 2015, trends in the global population tipped into relative 
poverty because of OOP health spending diverged from trends in extreme impoverishment poverty 
(1). This report confirms those differences (i.e. Fig. 13 compared with Fig. 11) but provides evidence 
of an initial reduction in the proportion of the population pushed into relative poverty before the 
pandemic of about 0.1 percentage points per year from 2.5% in 2015 to 2.3% in 2017. The proportion 
of the global population further pushed into relative poverty also decreased and at the higher rate of 
0.3 percentage points per year from 13.3% (971 million) to 12.7% (953 million). Figure 13 also shows 
that the percentage of the global population pushed into relative poverty by OOP health spending is 
consistently much lower than the percentage of the global population pushed further into relative 
poverty, which confirms the need to track financial hardship among the poor and spending any 
amount on health OOP at the global level regardless of the choice of poverty line.
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Figure 13.  Global trends in the population pushed or further pushed into relative poverty (below 
60% of median per capita consumption) because of OOP health spending

Notes: population in percent (right axis); millions of people (left axis).

Sources: Data from the Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).

The 2015–2017 global reduction in the proportion of the population further pushed into relative 
poverty by OOP health spending was driven by the Asia region where it decreased from 13.4% 
to 12.3% (-0.6 percentage points per year). In all other regions it increased at a similar pace than 
between 2000–2015 or more rapidly (European region). Across all country income groups other than 
HICs, the proportion of the population pushed further into relative poverty decreased between 2015 
and 2017 (Fig. 14). The increase in HICs is driven by an increase across Europe. Using an alternative 
definition of catastrophic health spending, based on a capacity to pay approach to take into account 
that poorer households have much less available to spend on health OOP than richer households 
in the WHO European region, the incidence of catastrophic health spending is found to be highly 
concentrated in the lowest consumption quintile (Box 3) (Annex Table A10).

Figure 14. Percentage point change in the proportion of the population further pushed into relative 
poverty (below 60% of median per capita consumption) because of OOP health spending , by 
country income group

Sources: Authors calculations using the data  from the Global database on financial protection assembled by WHO and the 
World Bank, 2021 update (27,28).
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1.2. Who experiences financial hardship? A focus on age
The COVID-19 pandemic has affected households with all types of age composition through the health 
and economic shocks they have been exposed to. Evidence from before the pandemic shows that 
older people face greater cost and higher out-of-pocket health spending but, every age group comes 
with specific health needs (33), and in a household economic resources are pooled to cover the cost of 
the care of all its members. This is a fundamental assumption behind measures of catastrophic and 
impoverishing health spending for which the unit of analysis is the household. Therefore, a life-cycle 
approach (33) is used to compare the incidence of catastrophic and impoverishing health spending 
prior to the pandemic across people living in households with different age structures using data 
from 92 countries accounting for half of the world population in 2017 (Annex A3).

Box 3: Using a capacity to pay approach to monitor financial hardship shows that the poorest households 
are most likely to experience catastrophic health spending in Europe

Incorporating an adjustment for capacity to pay in the measure of catastrophic health spending, as was done for 
the World health report 2000 (30) (Annex A2) and, more recently, in analyses conducted in the WHO European Region 
recognizes that households need to spend a sufficient amount on basic needs (e.g. food, housing and utilities) before 
they can pay for health care; and second, that OOP payments can cause financial hardship even when households are 
spending less than 10% of their budget on health. The application of this approach to measure catastrophic spending 
indicates consistently that financial hardship is concentrated among poorer households, providing a clear signal for 
policy with one single metric (31).

Share of households with catastrophic health spending by consumption quintile, WHO European Region, 
latest available year

Box 3 figure

Poorest quintile

Richest quintile

4th

3rd

2nd

Sh
ar

e 
of

 h
ou

se
ho

ld
s 

w
ith

 c
at

as
tro

ph
ic

 h
ea

lth
 s

pe
nd

in
g 

(%
)

20

16

12

8

4

18

14

10

6

2

0

Ire
la

nd
 (2

01
6)

Sl
ov

en
ia

 (2
01

8)

Un
ite

d 
Ki

ng
do

m
* 

(2
01

4)

Lu
xe

m
bo

ur
g 

(2
01

7)

Sw
ed

en
 (2

01
2)

Sp
ai

n 
(2

01
9)

Fr
an

ce
 (2

01
7)

Cr
oa

tia
 (2

01
4)

Gr
ee

ce
 (2

01
9)

Ge
rm

an
y 

(2
01

8)

N
or

th
 M

ac
ed

on
ia

 (2
01

8)

Al
ba

ni
a 

(2
01

5)

Cy
pr

us
 (2

01
5)

Po
rt

ug
al

 (2
01

5)

Fi
nl

an
d 

(2
01

6)

Es
to

ni
a 

(2
01

6)

Ky
rg

yz
st

an
 (2

01
4)

Tu
rk

ey
 (2

01
8)

Ita
ly

 (2
01

9)

Au
st

ria
 (2

01
5)

M
al

ta
 (2

01
5)

Ro
m

an
ia

 (2
01

5)

Sl
ov

ak
ia

 (2
01

5)

H
un

ga
ry

 (2
01

5)

Be
lg

iu
m

 (2
01

8)

Po
la

nd
 (2

01
4)

Bu
lg

ar
ia

 (2
01

8)

Uk
ra

in
e 

(2
01

9)

Ge
or

gi
a 

(2
01

8)

La
tv

ia
 (2

01
6)

Re
pu

bl
ic

 o
f M

ol
do

va
 (2

01
6)

Li
th

ua
ni

a 
(2

01
6)

Notes: *United Kingdom of Great Britain and Northern Ireland. The figure shows the share of households with OOP payments 
greater than 40% of capacity to pay for health care. Capacity to pay for health care is defined as total household consumption minus 
a standard amount to cover basic needs (i.e. food, housing and utilities). Results are disaggregated into household quintiles by 
consumption per person using OECD equivalence scales.

Sources: WHO Regional Office for Europe (2019) (31) and updated analysis from the WHO Barcelona Office for Health Systems Financing.



Financial hardship before the COVID-19 pandemic18 Global monitoring report on financial protection in health 2021

Specifically, Adults only households (people aged 20 to 59 years old); younger households, which 
include at least one person below 20 and one adult below 60 years old; multigenerational households; 
which include adults (20 to 59 years old) living with both older and younger people; older households, 
which include at least one older person (aged 60 years old or more) and no one below 20 years old, 
including also households composed of only older people.

Figure 15.  Median proportion of the population spending more than 10% of household budget on 
health OOP among people living in households with different age structure, by country income 
groups and UN regions

Notes: The figures shows the median incidence of catastrophic health spending within each country income group or UN 
region with available data. Medians are based on a sample of 92 countries across all UN regions except North America and 
Oceania. These countries account for 53% of the global population in 2017 and higher rates of population coverage across all 
country income groups except lower middle-income countries (43% due to the exclusion of India) and HICs (21%) (Annex A3).  
The median most recent estimate available is 2014 and no estimate comes from survey prior to 2009.

Sources: Authors calculations using the data from the Global database on financial protection assembled by WHO and the 
World Bank, 2021 update (27,28).

People living in older households face the highest incidence of catastrophic health spending as 
tracked by SDG indicator 3.8.2 at the 10% threshold across all income groups and UN regions 
(Fig. 15). Across country income groups, the median proportion of the population spending more than 
10% of a household budget OOP on health is the highest among households with older members in 
UMICs (29.6%). In HICs and LMICs, the median incidence of catastrophic health spending for older 
household is half those of UMICs. Within country income groups, the life-cycle approach shows 
that the median proportion of the population with OOP spending on health exceeding 10% of their 
household budget living in older households is 3 higher than the median rate among those living in 
younger in LMICs versus only one and a half as much in LICs. Across UN regions, the proportion of 
the population spending more than 10% of a household budget OOP on health is the highest among 
households with older members in Asia and the lowest in Europe. Within UN regions, in Europe and 
Africa the median incidence of catastrophic health spending is 3 times higher among people living in 
older households than among those living in younger ones; in Asia, Latin America and the Carribean 
regions the relative difference in median is estimated to be 2. Latin America and the Caribbean is 
the only region where the median incidence of catastrophic health spending in older households is 
lower than to the median rate of people living in multigenerational ones. The median incidence rates 
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of both catastrophic and further impoverished due to OOP health spending tends to be the lowest 
among younger households and households with only adults. Using a different approach to compare 
incidence rates of catastrophic health spending among those living in households with different age 
structures but controlling for other possible confounders (e.g. socioeconomic status), a recent study 
confirms the large differences in financial hardship between younger and older households across 
countries, with people living in households with higher old-age dependency ratios facing the highest 
incidence of catastrophic health spending (34). Most importantly, the study finds that differences in 
incidence of catastrophic health spending between those living in older households and those living 
in younger ones is the strongest within the poorest quintile of a given country (Box 4).

Figure 16. Median proportion of the population further impoverished into relative poverty among 
people living in households with different age structure, by country income group and UN region 
(most recent year available)

Notes:  The relative poverty line is defined as 60% of median consumption. The figures shows the median population 
weighted proportion of the population pushed  further into relative poverty within each country income group or 
UN region with available data. Medians are based on a sample of 92 countries across all UN regions except North 
America and Oceania. These countries account for 53% of the global population in 2017 and higher rates of population 
coverage across all country income groups except LMICs (43% due to the exclusion of India) and HICs (21%) (Annex A3).  
The median most recent estimate available is 2014 and no estimate comes from survey prior to 2009.

Sources: Authors calculations using the data  from the Global database on financial protection assembled by WHO and the 
World Bank, 2021 update (27,28).

People living in multigenerational households face the highest rates of impoverishing health 
spending. In multigenerational households, the concentration of members in critical age groups 
(33) (children and/or adolescents, woman of reproductive age, older people) is likely to increase 
healthcare needs compared to households with other age composition and at the same time, 
multigenerational households tend to be poorer than younger and older households. Across all 
income groups and UN regions, median rates of impoverishing health spending are the highest 
for people living in multigenerational household (Fig. 16). The relative difference compared to the 
median incidence rates among older households is the highest in HICs and the lowest in LMICs 
and LICs. Compared to people living in younger households, older household have lower levels 
of impoverishments, except for UMICs for which the median prevalence of impoverishment is 1.1 
percentage point higher in older households. 
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The higher rates of catastrophic health spending among older people are sometimes coupled with lower rates 
of foregone care (Box 5). Keeping in mind the definition of financial protection, this situation is unsatisfactory as 
people receiving the care they need only when they can pay for it is a source of inequalities in access to health care.

These findings show that in order to improve the life of older people, their families and communities in line with 
objective of the 2021–2030 Decade of healthy aging (35,36), further progress toward UHC will require extension 
and improved targeting of benefit packages to reduce financial hardship and to meet the health needs of people 
living in older or multigenerational households (Box 8), especially the poorest and most vulnerable segments of 
elderly populations.

Box 4: Worsening of catastrophic health spending with age is most pronounced among the poorest parts 
of the population

A recent study by Eozenou et al (34) explores the relationship between the incidence of catastrophic and impoverishing 
health spending and household old-age dependency levels. The study was based on household survey data from 133 
countries (representing 89% of the world population). An old-age dependency ratio (OADR) was utilized, as defined by the 
number of household members older than 60 divided by the number of 18–60 years old household members (i.e. working 
age group). Subsequently, households are classified into three OADR categories: 1. zero old-age dependency (i.e. no older 
household members (OADR = 0)); 2. low old-age dependency (two or more working age members per older member (0 
< OADR ≤ 0.5)); and 3. high old-age dependency (less than two working age members per older member (OADR > 0.5)).

The study confirms the current observation that the incidence of catastrophic health spending is substantively higher for 
people living in high old-age dependency households across all world regions and income groups using SDG 3.8.2 indicators 
(i.e. 10% and 25% thresholds). Moreover, using a regression model to control for country contexts and overall trends in 
catastrophic health spending over time, it shows that the worsening of financial hardship with age is most pronounced 
among the poorest: In the first consumption quintile, people living in high old-age dependency households have an 
almost 11 percentage points higher chance of experiencing catastrophic spending at the 10% level than zero dependency 
households. By contrast, in the richest quintile, the difference amounts to only 7.2 points. For catastrophic spending at the 
25% level, the discrepancy is even starker: In the poorest quintile, the rate is 4.3 percentage points higher for high old age 
households than for zero old age dependency households, whereas in the richest quintile the difference is just 1.3 points.

Incidence of catastrophic spending at the 25% threshold by wealth quintile
Box 4 figure
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Note: Data are predicted values from a linear model that uses 9.6 million household observations from 517 surveys in 133 countries 
to estimate the relationship of catastrophic health spending with old age dependency and wealth, while controlling for country and 
survey year effects. The results were obtained without weighing household observations, but they are qualitatively robust to the 
application of survey-specific sample weights, weights which reflect each country’s share of the world population, and weights 
which assign equal weight to each country.

Source: Eozenou et al. (34).

Box 5: Catastrophic health spending and unmet need among households with older persons in Japan

Japan has achieved a high standard of population health, with an average healthy life expectancy of 74 years in 2019. 
It has the oldest population in the world, with nearly 36% of people 60 years and over projected by 2025. Policies 
such as universal health and long-term care insurance offer financial protection to all people across the life course. 
However, the strength of these policies is being tested as more older people require care over longer periods of time.

An ongoing study of the WHO Centre for Health Development (37) used the Japan Household Panel Survey (JHPS) 
to examine national trends in the incidence of catastrophic health spending between 2004 and 2019 using the SDG 
indicators 3.8.2 with its two thresholds. Some 8–12% of all households spent at least 10% of their household budget 
OOP on health and for 1–2% of all households the OOP health expenditure budget share exceeded 25%.

When these estimates are disaggregated based on whether the household includes an older person, 65 years old or 
above, high OOP health spending was more common among households with at least one older person compared to 
households with no older person (10.8% vs 5.8% using 10% threshold, and 3.1% vs 1.0% using 25% threshold, in 2019).

The analysis also shows that self-reported unmet need, defined as not having received any health care despite having 
illness symptoms in the 12 months before the survey, were more prevalent among younger people (20–64 years old), 
than among people aged 65 and above (7.2% vs 2.6%, in 2019). A downward trend in the prevalence of unmet need 
is found among both younger and older persons in recent years. Among older persons, this is accompanied by a 
downward trend in catastrophic health spending (10% threshold) while among younger persons it remains stable. 
These findings suggest that people’s health care needs are largely being met without significant increases to their 
financial burden. Moreover, households with an older person are more likely to have their health care needs met than 
those without an older person but with higher OOP health spending. This finding reflects the fact that households 
with older persons have greater health needs and consume more health care services, resulting in greater exposure 
to OOP health spending, but over time, financial barriers to access have declined.

Trends in catastrophic health spending (10% threshold) by age composition of household (with or without 
a person 65 years old or older) and unmet need for health care by age of respondent, Japan, 2004–2019

SDG 3.8.2, 10% -65 or older

Unmet need -64 or younger

SDG 3.8.2, 10% -64 or younger
Unmet need -65 or older
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Notes: For catastrophic health spending, households were categorized by the age of the oldest co-residing family members, including 
respondents themselves. Unmet needs excludes those who did not experience foregone care because they were healthy. In 2004 
and 2007, the question on unmet health need was not asked. Age group categorization is based on age of survey respondents. For 
both catastrophic health spending and unmet needs, cross-sectional and longitudinal weights are both applied.

Source: The microdata of the Japan Household Panel Survey (JHPS/KHPS) 2004–2019 used in this analysis are available upon 
request from the Panel Data Research Centre at Keio University in Japan (https://www.pdrc.keio.ac.jp/en/paneldata/datasets/
jhpskhps/, accessed 29 November 201).
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The higher rates of catastrophic health spending among older people are sometimes coupled with lower rates 
of foregone care (Box 5). Keeping in mind the definition of financial protection, this situation is unsatisfactory as 
people receiving the care they need only when they can pay for it is a source of inequalities in access to health care.

These findings show that in order to improve the life of older people, their families and communities in line with 
objective of the 2021–2030 Decade of healthy aging (35,36), further progress toward UHC will require extension 
and improved targeting of benefit packages to reduce financial hardship and to meet the health needs of people 
living in older or multigenerational households (Box 8), especially the poorest and most vulnerable segments of 
elderly populations.

Box 4: Worsening of catastrophic health spending with age is most pronounced among the poorest parts 
of the population

A recent study by Eozenou et al (34) explores the relationship between the incidence of catastrophic and impoverishing 
health spending and household old-age dependency levels. The study was based on household survey data from 133 
countries (representing 89% of the world population). An old-age dependency ratio (OADR) was utilized, as defined by the 
number of household members older than 60 divided by the number of 18–60 years old household members (i.e. working 
age group). Subsequently, households are classified into three OADR categories: 1. zero old-age dependency (i.e. no older 
household members (OADR = 0)); 2. low old-age dependency (two or more working age members per older member (0 
< OADR ≤ 0.5)); and 3. high old-age dependency (less than two working age members per older member (OADR > 0.5)).

The study confirms the current observation that the incidence of catastrophic health spending is substantively higher for 
people living in high old-age dependency households across all world regions and income groups using SDG 3.8.2 indicators 
(i.e. 10% and 25% thresholds). Moreover, using a regression model to control for country contexts and overall trends in 
catastrophic health spending over time, it shows that the worsening of financial hardship with age is most pronounced 
among the poorest: In the first consumption quintile, people living in high old-age dependency households have an 
almost 11 percentage points higher chance of experiencing catastrophic spending at the 10% level than zero dependency 
households. By contrast, in the richest quintile, the difference amounts to only 7.2 points. For catastrophic spending at the 
25% level, the discrepancy is even starker: In the poorest quintile, the rate is 4.3 percentage points higher for high old age 
households than for zero old age dependency households, whereas in the richest quintile the difference is just 1.3 points.

Incidence of catastrophic spending at the 25% threshold by wealth quintile
Box 4 figure
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Note: Data are predicted values from a linear model that uses 9.6 million household observations from 517 surveys in 133 countries 
to estimate the relationship of catastrophic health spending with old age dependency and wealth, while controlling for country and 
survey year effects. The results were obtained without weighing household observations, but they are qualitatively robust to the 
application of survey-specific sample weights, weights which reflect each country’s share of the world population, and weights 
which assign equal weight to each country.

Source: Eozenou et al. (34).

Box 5: Catastrophic health spending and unmet need among households with older persons in Japan

Japan has achieved a high standard of population health, with an average healthy life expectancy of 74 years in 2019. 
It has the oldest population in the world, with nearly 36% of people 60 years and over projected by 2025. Policies 
such as universal health and long-term care insurance offer financial protection to all people across the life course. 
However, the strength of these policies is being tested as more older people require care over longer periods of time.

An ongoing study of the WHO Centre for Health Development (37) used the Japan Household Panel Survey (JHPS) 
to examine national trends in the incidence of catastrophic health spending between 2004 and 2019 using the SDG 
indicators 3.8.2 with its two thresholds. Some 8–12% of all households spent at least 10% of their household budget 
OOP on health and for 1–2% of all households the OOP health expenditure budget share exceeded 25%.

When these estimates are disaggregated based on whether the household includes an older person, 65 years old or 
above, high OOP health spending was more common among households with at least one older person compared to 
households with no older person (10.8% vs 5.8% using 10% threshold, and 3.1% vs 1.0% using 25% threshold, in 2019).

The analysis also shows that self-reported unmet need, defined as not having received any health care despite having 
illness symptoms in the 12 months before the survey, were more prevalent among younger people (20–64 years old), 
than among people aged 65 and above (7.2% vs 2.6%, in 2019). A downward trend in the prevalence of unmet need 
is found among both younger and older persons in recent years. Among older persons, this is accompanied by a 
downward trend in catastrophic health spending (10% threshold) while among younger persons it remains stable. 
These findings suggest that people’s health care needs are largely being met without significant increases to their 
financial burden. Moreover, households with an older person are more likely to have their health care needs met than 
those without an older person but with higher OOP health spending. This finding reflects the fact that households 
with older persons have greater health needs and consume more health care services, resulting in greater exposure 
to OOP health spending, but over time, financial barriers to access have declined.

Trends in catastrophic health spending (10% threshold) by age composition of household (with or without 
a person 65 years old or older) and unmet need for health care by age of respondent, Japan, 2004–2019
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Notes: For catastrophic health spending, households were categorized by the age of the oldest co-residing family members, including 
respondents themselves. Unmet needs excludes those who did not experience foregone care because they were healthy. In 2004 
and 2007, the question on unmet health need was not asked. Age group categorization is based on age of survey respondents. For 
both catastrophic health spending and unmet needs, cross-sectional and longitudinal weights are both applied.

Source: The microdata of the Japan Household Panel Survey (JHPS/KHPS) 2004–2019 used in this analysis are available upon 
request from the Panel Data Research Centre at Keio University in Japan (https://www.pdrc.keio.ac.jp/en/paneldata/datasets/
jhpskhps/, accessed 29 November 201).
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1.3. What types of health spending drive financial hardship?
Reducing gaps in the coverage of outpatient medicines is critical to reduce OOP health spending 
and financial hardship in many regions. Evidence on the main types of services or products driving 
financial hardship is missing at the global level but available at the regional level. Recent evidence 
for Latin America and the Caribbean confirms that medicines and outpatient care are important 
components of household OOP health spending, complementing findings from other regions. In Latin 
America and the Caribbean, they jointly represent at least 73% of all household OOP health spending 
in the countries for which data are availableb (38) and spending on medicines is found to absorb a 
larger share of household total consumption in the poorest quintiles in the majority (39). The 2019 
Global monitoring report on financial protection in health (1) showed that spending on medicines 
was the main driver of OOP health spending in six of the eight countries in the WHO South-East 
Asia region with data available, accounting for more than 75% of total OOP health spending and 
exceeding 80% for the poorest households in five of those countries. It also reported that medicines 
were the main drivers of catastrophic health spending in the WHO European region (defined as OOP 
health spending exceeding 40% of household capacity to pay), followed by spending on inpatient 
care and dental care (31). Medicines and outpatient care were identified as the main determinants 
of household OOP health spending in 25 countries in Africa with a similar structure of OOP health 
spending for people with and without catastrophic health spending.

1.4. Linking financial hardship to public spending on health.
The proportion of the population incurring catastrophic health spending and pushed into both 
extreme and relative poverty tends to be lower in countries with greater reliance on public 
spending. Previous global analysis had shown that public spending on health is associated with a 
lower proportion of people spending more than 10% and 25% of their household budget on health as 
well as with a lower proportion of people pushed into poverty, using various poverty lines (20,40–42).  
Table 2 confirms this relationship using the latest available estimates produced for this report and 
a multivariate panel regression model that controls for gross domestic product (GDP) per capita, 
and total current health spending as a share of GDP as a proxy for the level of resources used for 
health relative to other areas. Models to estimate the poverty impacts of OOP spending also control 
for country poverty rates. These associations do not reflect causation, but the pattern of results 
points to the important role of public spending to reduce financial hardship. The analysis shows 
that the share of public spending in total current health spending is significantly and negatively 
associated with the incidence of catastrophic health spending at both thresholds (10% and 25%) 
as well as with the proportions of the population pushed into both absolute and relative poverty. 
The public spending share also has a negative, but not statistically significant, correlation with the 
proportion of the population further pushed into poverty in a given country. The latter correlates 
most strongly (positively) with the country poverty rate, followed by current health spending as 
a share of GDP. Current health spending as a share of GDP is also positively associated with the 
incidence of catastrophic health spending and the proportion of people pushed into relative or 
extreme poverty. Finally, GDP per capita is positively associated with the proportion of the population 
spending more than 10% of their household budget on health and the percentage of people pushed 
into relative poverty.

b These countries were: Bolivia (2015), Barbados (2016), Chile (2016), Colombia (2016), Ecuador (2011), México (2016) and Peru (2017).
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Table 2. Marginal effects of macroeconomic characteristics on catastrophic and impoverishing health spending

Incidence of catastrophic 
health spending as 

tracked by SDG 3.8.2 
indicators 

Proportion of the population 
pushed into poverty 

Proportion of the population 
further pushed into poverty

10% 
threshold 

25% 
threshold

At the PPP$190 
per day  

poverty line

At the relative 
poverty line 

At the PPP$190 
per day  

poverty line

At the relative 
poverty line 

GDP per capita (constant 
2017 US$, in thousands)

0.250*** 
(0.00)

 0.019 
(0.36)

 0.014 
(0.80)

0.040** 
(0.00)

0.011 
(0.98)

0.074 
(0.17)

Current health spending 
per capita as a % of GDP  
per capita

 0.602*** 
(0.00)

 0.071* 
(0.06)

 0.002 
(0.92)

0.103*** 
(0.00)

0.369** 
(0.02)

0.359*** 
(0.00)

Public spending on health 
per capita as a % of current 
health spending per capita

-0.094*** 
(0.00)

-0.017** 
(0.00)

-0.017*** 
(0.00)

-0.016*** 
(0.00)

-0.023 
(0.40)

-0.017 
(0.24)

Poverty headcount rate 
at the PPP$1.90 per day 
poverty line

0.038*** 
(0.00)

0.619*** 
(0.00)

Poverty headcount rate at 
the relative poverty line

0.007 
(0.48)

0.538*** 
(0.00)

No. observations 734 734 506 637 488 633

No. countries 144 144 111 130 110 129

Note: Numbers in parentheses are p-values: * p-value < 0.10; ** p-value < 0.05; *** p-value < 0.001.

Source: Authors calculations based on the 2021 Global database on financial protection assembled by WHO and the World 
Bank, 2021 update (27,28).

Country level analysis shows that population coverage in conjunction with carefully designed 
co-payment policies, targeting and the comprehensiveness of the benefit package are essential 
to translate increases in public spending into improvements in financial protection. Evidence on 
the importance of the design of co-payment policies and targeting to reduce financial hardship was 
already available for the WHO European region (1, 43) where countries with low fixed co-payments 
and annual caps to all co-payments, as well as exemptions for poor people, were found to have the 
lowest rates of catastrophic health spending (defined as the proportion of household with OOP health 
spending exceeding 40% of household capacity to pay). A recent case study from a MIC in Europe 
shows that expanding population coverage and increasing public spending on health without focusing 
on these other dimensions of coverage can improve access to health services but also increases 
households’ exposure to OOP payments, resulting in higher incidence of catastrophic health spending 
(Box 6). A recent review of the evidence emerging from 20 LICs/LMICs identified key features of 
insurance arrangements needed to make them pro-poor (i.e. to ensure that they cover a large 
proportion of the poor and that poor people get to increase their utilization of health services while 
reducing impoverishing health spending). The main characteristics identified included: universal 
eligibility; automatic enrolment; good information about entitlements; the comprehensiveness of 
the benefit package (which should include outpatient services and medicines as well as inpatient 
services, and be at least as large for the poor as for the non-poor); timely reimbursement for 
providers at similar rates for the poor and non-poor (44).
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Box 6: The impact of health financing reforms on access and financial protection in a middle-income 
country

Georgia’s experience with health financing reforms shows how expanding population coverage without careful 
consideration of the scope of the benefits package, co-payment design and strategic purchasing can improve access 
to health services at the cost of increasing financial hardship.

In 2013, Georgia introduced the Universal Health Care Programme (UHCP), dramatically expanding the share of the 
population entitled to publicly financed health care from under 50% to over 95%. The reform was accompanied by a 
stark increase in public spending on health per person, which tripled between 2011 and 2018 and drove down the OOP 
payment share of current health spending from 73% in 2012 to 48% in 2018 (45).

The reforms substantially improved access to health care but the effect on financial protection was mixed: while the 
share of the population reporting foregone care due to cost fell from 17% in 2010, before the reforms, to 10% in 2014 
– a remarkable achievement – the incidence of catastrophic health spending rose from 13% in 2012 to 17% in 2018, 
reflecting the following factors (46):

• The reforms prioritised inpatient care and did not initially focus on improving access to outpatient medicines, even 
though medicines have consistently been the largest single driver of catastrophic health spending, especially in 
poorer households. As a result, while the average amount spent OOP for inpatient care fell sharply in households 
with catastrophic health spending, the average amount spent on medicines continued to rise.

• Gaps in the coverage of outpatient medicines persist. The UHCP benefits package includes only a limited selection 
of outpatient medicines, which are subject to complex user charges (co-payments), without protection mechanisms 
such as co-payment exemptions for poor households or a cap on co-payments.

• Provider incentives also shift costs to households. For instance, pharmacies can increase revenue by prescribing 
brand-name medicines without strong regulation of service prices or mechanisms to control service volume, activity-
based payment in hospitals, encourages over-treatment and the use of more expensive services.

Strengthening financial protection will require continued increases in public spending on health (which, at 2.8% in 
2018, is still low as a share of GDP compared to an average of 3.3% in the region’s UMICs (WHO European region), as 
well as a shift in policy focus to improve the quality of primary care, enhance protection from co-payments for poor 
households and people with chronic conditions, and boost regulation of health service volumes and prices.

Average out-of-pocket spending in households with catastrophic health spending, 2011–2018
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1.5. Linking financial hardship to foregone care and service coverage
The previous sections of this chapter have shown the world to be off-track in reducing financial 
hardship due to increasing incidences of catastrophic health spending coupled with a very high 
number of people incurring impoverishing health spending. By these indicators alone, financial 
protection was worsening prior to the COVID-19 pandemic. However, financial protection is only 
achieved when there is: no financial hardship due to OOP health spending; and no financial barriers 
to access. Thus, indicators of financial hardship must be linked to the actual use of services, foregone 
care/unmet needs analysis and service coverage indictors to identify whether low incidences of 
catastrophic or impoverishing OOP payments reflect poor access to services rather than high levels 
of financial protection. In the WHO European region data on unmet needs help to understand the 
composition of OOP health spending for people incurring catastrophic health spending and shed 
lights on income inequalities in access (see Box 7). A recent systematic literature review and meta-
analysis indicates that the prevalence of self-reported foregone health care affects about one tenth 
of the studied population (58 million people from 56 countries, see Box 8). The most frequently 
reported reason for foregone health care is affordability, irrespective of age, followed by availability, 
accessibility (12.2%) and acceptability (8.9%) of services. Tracking universal health coverage: 2021 
Monitoring report (18) indicates steady improvements in service coverage (SDG indicator 3.8.1) 
between 2000 and 2017. Nevertheless, the evidence emerging from studies of foregone care reveals 
the continued importance of financial barriers to access experienced by those who are unable to 
secure the economic resources to meet OOP health payments.
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Box 7: In Europe, in countries where the share of households with catastrophic health spending is very 
low, unmet need also tends to be low and without significant income inequality

Recognizing that cross-country comparisons of data on unmet need for health care due to cost, distance or waiting 
time require some caution (47), evidence from the WHO Europe an region shows that in countries where the incidence 
of catastrophic spending is very low, unmet need tends to be low and income inequality in unmet need is small. For 
these countries, it can reasonably be assumed that low levels of financial hardship are not the result of people being 
unable to access health services.

When the incidence of catastrophic spending is higher, however, there is no clear relationship with unmet need on 
average, but the impact of income inequality in unmet need tends to be substantial. In countries where catastrophic 
spending and unmet need are both high, it is possible that if more people were able to access services, rates of 
catastrophic OOP payments would increase further.

More detailed analysis reveals that unmet need is typically higher for dental care than for other types of health care 
(data not shown). Gaps in the coverage of dental care, which are widespread in Europe, tend to result in unmet need 
for poorer people and financial hardship for richer people (43). Similarly, gaps in the coverage of outpatient medicines 
result in both unmet need and financial hardship for poorer people (43).

Share of households with catastrophic health spending and unmet needs, WHO European region, latest 
available year

Box 7 figure
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Note: *United kingdom of Great Britain and Northern Ireland. Data on catastrophic spending and unmet need are for the same year. 
The denominators are: households for catastrophic spending; and population aged over 16 years for unmet need. Quintiles are 
based on consumption for catastrophic spending and income for unmet need.

Source: Eurostat (2021) for data on unmet need (48) and WHO Regional Office for Europe (2019) for data on catastrophic spending (43).
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Box 8: The poorest households are more likely to experience foregone care and financial barriers are 
the most frequently reported reason for foregoing care 

At all phases of the life cycle, different access barriers – geographic, financial and social, among others – can 
prevent people from seeking adequate health care. For example, if people forgo certain health services or health 
care altogether for financial reasons, low rates of OOP health spending can reflect the forgoing of care rather than 
adequate financial protection.

A recent study (49) estimated the prevalence and drivers of foregone care through a systematic literature review 
and meta-analysis. Four major electronic databases were searched to identify studies that measured foregone care 
defined as episodes of illness when care was not sought or delayed. Based on population-based surveys, 114 studies 
were included in the review, which covered around 58 million people from 56 countries. The analysis found that 
9.0% of the studied populations self-reported forgoing or delaying health care. The leading reason was affordability 
(20.6%, which is equivalent to about 1.8% of all individuals), followed by availability (17.0%), accessibility (12.2%) 
and acceptability (8.9%) of services.c Substantial differences were found in the prevalence of foregone care due to 
cost-related barriers by education level (primary or less (14.3%) vs higher (7.8%)); self-reported health status (poor 
(24.6%) vs very good/excellent (15.5%)); insurance status (uninsured (21.9%) vs insured (15.9%)); and economic 
status (poorest quintile (30.2%) vs richest quintile (8.4%)).

A subgroup analysis of the older population estimated the prevalence of foregone health care and unmet needs 
for long-term care (LTC). For this analysis, 79 studies with data on foregone care among people aged 65 years 
and older and 14 studies on unmet need for LTC were analysed. Among older people 65 years and above, 10.4% 
reported forgoing health care compared to 4.9% among adults 31 to 64 years, and 11.5% among those 30 years 
and younger. The leading reason for foregone health care among the elderly was affordability (31.7%), followed by 
problems with acceptability (10.4%), accessibility (6.2%) and availability (4.9%) of services. Similar to the results for 
the general population, significant variation in pooled prevalence of foregone health care due to cost was found by: 
gender (male (10.9%) vs female (14.4%)); education level (primary or less (13.3%) vs higher (7.5%)); self-reported 
health status (poor (23.2%) vs good (4.4%)); insurance status (uninsured (27.7%) vs insured (9.0%)); and economic 
status (poorest quintile (28.2%) vs richest quintile (7.1%)). On average, 25.1% of older people reported unmet needs 
for LTC, which varied by the level of physical function (activities of daily living (ADL) (23.8%) vs instrumental ADL 
(11.0%)), and residential area (rural (51.1%) vs urban (48.0%)).

In sum, self-reported foregone health care affects about one tenth of the population, with the prevalence among 
older people (aged 65 and above) being nearly double that of younger adults (31 to 64 years of age). The most 
frequently reported reason for foregone health care is affordability, irrespective of age. This study suggests that 
unmet need should be considered to accurately measure service coverage and financial protection, particularly 
among older people.

c In the Tahanashai framework (10), the availability dimension is concerned with the human resources, infrastructure, products etc. being 
located where needed for the target population; accessibility is concerned with those resources being within reasonable reach of the 
people who should benefit from them; acceptability is focused on the willingness to use the services. In the systematic review, examples 
of reasons for forgoing care include under availability: appointment problems; and lack of health facilities; under accessibility: distance 
to the facility; and transportation problems; and under acceptability: bad perception about facilities/human resources; mistrust/fear of 
health care provider(s); and lack of/conflicting time.

1.6. Challenges to routine monitoring of financial protection in health are 
exacerbated by the COVID-19 pandemic
The current average lag time of four years for generating indicators of catastrophic and 
impoverishing health spending is not predicted to decrease, and may even increase or lead to a 
gap in knowledge regarding the level of financial hardship experienced by the population during 
the COVID-19 pandemic if immediate actions are not taken to start collecting data on household 
OOP health spending. Tracking financial protection in health requires access to household data on 
both OOP health spending and total consumption or income (19). Such data is typically collected 
through face-to-face surveys on household budget, income and expenditures, living standards or 
socioeconomic surveys. But those surveys are infrequent, the data curation takes time and creates 
delays in the estimation of financial protection indicators. Hence, in this report, global estimates are 
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only available up to 2017. As a consequence of the pandemic, most countries postponed plans to 
conduct surveys in 2020 and by May 2021 uncertainty regarding the timing to resume face-to-face data 
collection activities remained very high (50). Many countries have opted for alternative data collection 
approaches but to date there has been no systematic effort to collect data on household OOP health 
spending (see Chapter 2 and (51)). Only one survey has attempted to collect qualitative information on 
OOP spending and its impact on household’s ability to spend on necessities in a comparable way across 
many countries (Fig. 27). In this light, the current average four-year lag time in generating knowledge 
appears set to increase in the foreseeable future, and may lead to a gap in knowledge regarding the 
level of financial hardship experienced by populations during the pandemic. Immediate actions are 
needed to start tracking current household OOP health spending (and a measure of household total 
consumption). WHO is developing a household survey questionnaire to collect data on OOP health 
spending through various platforms and also to collect qualitative information on financial hardship 
due to OOP health spending (52).

Surveys conducted in 2020 only partially cover the pandemic period, and trends compared to 
previous years might not yet capture the effect of the COVID-19 on financial protection. Some 
countries did conduct household surveys in 2020. Figs. 17 and 18 show 2020 estimates available 
for catastrophic health spending for five countries and for impoverishing health spending for three. 
Most of these countries have been collecting data on household consumption including OOP health 
spending for more than 10 years. The estimates available for 2020 for these countries only partially 
cover the pandemic period as questions on both household consumption and OOP health spending 
are retrospective. In some cases, the country adopted a mixed mode data collection approach to 
carry the survey over the full year (Box 9), the effect of which is still being investigated (53). Giving 
due consideration to these caveats, the results available for these countries suggest that 2020 
estimates might not disrupt previous trends. Instead, they might accelerate or decelerate the rate 
of change. An acceleration is noted in three of the five countries with estimates available for SDG 
3.8.2 indicators (i.e. LMIC-Asia and both UMICs-Europe), and in two of the three countries with 
estimates available for impoverishing health spending.

Further analysis would be needed to understand 2020 estimates. An example of the type of analysis 
that would have to be undertaken is provided for Peru, the UMIC included in Figs. 17 and 18. The 
estimated annual increase of 1.2 and 0.1 percentage point per year for the incidence of catastrophic and 
impoverishing health spending respectively between 2019 and 2020 is of the same magnitude as the 
previous increases estimated between 2017 and 2018. However, such average annual increases mask 
important variations within the year. Box 9 shows that the increase was much higher with the growing 
number of pandemic months, and by the last quarter of 2020 13% of the population was spending 
more than 10% of their household budget on OOP health costs (i.e. 3.8 percentage points higher than 
the 9.2% rate estimated for the whole year 2020). In countries where a reduction is observed, such as 
the LMICs in Asia in Figs. 17 and 18, it will be important to monitor trends in utilization rates, service 
coverage and foregone care to confirm that the reduction is not driven by people foregoing care.

The pandemic has exacerbated pre-existing challenges to routinely monitoring financial hardship 
due to OOP health spending, but as national statistical offices are changing the way they work 
and collect data, adapting to more rapid data collection tools it is also an opportunity to improve 
timeliness of the information collated.

Figure 18. Trends in the incidence of people further 
pushed into poverty, countries with estimates 
available for 2020
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Figure 17. Trends in the incidence of catastrophic 
health spending as tracked by SDG indicator 3.8.2, 
10% threshold, countries with estimates available for 
2020

Figure 18. Trends in the incidence of people further 
pushed into poverty, countries with estimates 
available for 2020
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PROTECTION

Key messages

 Despite a scarcity of household expenditure survey data collected during the pandemic, available evidence shows the 
combined economic and health impacts of COVID-19 point towards the strong likelihood of a significant worsening of 
financial protection globally, due to higher rates of foregone care for financial reasons, and for those seeking care, a 
higher incidence of catastrophic spending and worsening impoverishment due to out-of-pocket health spending.

 Declining income, increased poverty rates and worsening vulnerability resulting from unemployment, decreased 
savings and lack of social protections will reduce households’ capacity to pay for services out-of-pocket, particularly 
for low- and middle-income countries and lower-income households.

 Preliminary evidence shows that, in some cases, COVID-19 testing and treatment has been costly for households, with 
reported reductions in spending on necessities to cope with costs.    

 Households, particularly in low-income countries, are reporting financial barriers to seeking care for all health services, 
not only those related to COVID-19. 

 The prolonged disruption and decreased utilization of health services will likely have medium- to long-term health 
and financial consequences for households.

 Despite initial efforts by governments to increase expenditures to cope with the pandemic, the resulting decreased 
public revenues and increased debt burdens will place downward pressure on public financing, including for health, 
unless actions are taken to extend the timeframe for fiscal adjustment, and more generally allow for more prolonged 
counter-cyclical spending.

 Proactive policy efforts can mitigate the consequences of COVID-19, and also accelerate progress towards UHC by 
focusing on pro-poor focused increases in public spending to crowd-out out-of-pocket spending for health; enhanced 
social protection support; removal of co-payments and other fees at the time and place of seeking care; and cash 
transfer payments to facilitate access, particularly for the poor.

 COVID-19 has underscored the importance of complementing traditional household consumption and income surveys 
with more nimble and frequent forms of financial protection monitoring using other modalities (e.g. mobile phone 
and social media surveys), especially during times of crises.
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COVID-19 is likely to significantly worsen financial protection globally. Between 2015 and 2017, the 
incidence of catastrophic spending continued to worsen primarily due to OOP spending on health 
among the non-poor, which resulted in: 1. an increase in the amount people spent OOP for health; 
and 2. a higher rate of growth of OOP spending on health relative to growth in private consumption. 
Although there have been declines in overall financial hardship among the poor over the same period, 
the number of poor paying OOP for health remained unacceptably large. COVID-19 has resulted 
in declines in income, increases in poverty rates, and worsening rates of economic vulnerability 
globally (54). A lack of data currently precludes a detailed and comprehensive assessment of the 
impact of COVID-19 on financial protection (2,127,126). Nevertheless, all of these pandemic-related 
factors point towards the strong likelihood of a significant worsening of financial protection globally 
– higher incidence of catastrophic health spending, worsening impoverishment, and higher rates of 
foregone care due to financial and other barriers –in particular among lower-income households. 
This worsening of financial protection will likely be sustained in the medium term unless proactive 
policy efforts are made (e.g. pro-poor focused increases in public spending to crowd-out OOP 
spending for health, enhanced social protection support, removal of co-payments and other fees 
at the time and place of seeking care, cash transfer payments for stimulating use among poor and 
vulnerable households, and expansion in coverage for and strengthening of primary health care) – 
not only to support recovery but also to accelerate progress towards UHC.

COVID-19 continues to take its toll globally. As of November 2021, around 250 million individuals 
are confirmed to have contracted COVID-19 and an estimated 5 million have died globally (55). Due to 
weaknesses in testing and death registration, actual numbers are likely to be much higher, especially 
in LICs and MICs (56). Among UN regions, Europe reported the greatest number of cases and deaths 
per million population. Countries in Oceania, on the other hand, have exhibited the lowest numbers of 
cases and deaths so far. Most reported cases to date have occurred in the United States, followed by 
India, Brazil, the United Kingdom of Great Britain and Northern Ireland and the Russian Federation; 
most reported deaths to date have occurred in the United States followed by Brazil, India, Mexico, and 
the Russian Federation (57). Globally, hospitalizations and deaths have been highest among those over 
60 years of age and among those with underlying comorbidities (58). Case fatality rates have varied 
across countries due to age-related differences in incidence, differences in testing rates and access to 
quality health care, as well as data quality and reporting challenges. In addition to the immediate impact 
of COVID-19 on morbidity and mortality, there are concerns regarding its longer term health impact 
among those who have recovered, or those who continue to suffer from post-COVID-19 conditions 
(59). As COVID-19 vaccines are rolled out – to date, almost 50% of the world’s population has received 
at least one dose – stark inequities in vaccine coverage are emerging: whereas single-dose vaccine 
coverage exceeds 70% among HICs, it remains less than 5% among LICs (60).

Over and above its impact on morbidity and mortality, COVID-19 resulted in a deep global economic 
contraction in 2020. COVID-19 control and social distancing policies triggered steep declines in 
economic activity globally. The world experienced one of the largest declines in GDP in more than 
a century, unprecedented in magnitude and scale, with most countries seeing negative economic 
growth – and almost all seeing a slowdown in economic growth – in 2020 (2). Unlike the previous 
(2008–2009) global financial crisis, which resulted in an economic contraction mainly among HICs, 
the COVID-19 crisis has impacted countries across all income groups (Fig. 19). Countries that 
implemented more stringent control and social distancing policies and yet failed to effectively contain 
the virus appear to have taken the biggest economic hit, as did those whose economies were more 
dependent on the services sector (including tourism) and on industrial commodity exports. India, 
Mexico and the Philippines, for example, saw per capita GDP contract by more than 8% in 2020; the 
economies of Bangladesh, China and Ethiopia, on the other hand, did not contract but nevertheless 
experienced a significant slowdown in growth relative to prior trends (Fig. 19). Even countries that 
have remained relatively virus-free (e.g. some Pacific nations) have not been immune to the economic 
contagion from COVID-19 due to strong global linkages (61).
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Figure 19. Per capita GDP, 2000 to 2023

Notes: Projections for per capita GDP as reported directly in the IMF World Economic Outlook. For more information about the computation 
methods underlying both figures, see Annex A6.

Source: Authors’ calculations using data from World Bank (2021) (62) and International Monetary Fund (IMF) (2021) (2). 
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One unique aspect of the economic shock resulting from COVID-19 has been its impact on both the 
demand for and supply of good and services. Unlike previous economic contractions, which tended 
to impact either from the demand side or the supply side, the current COVID-induced economic shock 
has impacted both (63). From the demand side, private consumption and trade declined at first, 
followed by investment. Restrictions limiting mobility, in particular, contributed to a rapid decline 
in private consumption (64). As can be seen in Fig. 20, aggregate per capita private consumption 
levels declined across all income groups in 2020. However, the other significant component of GDP 
– aggregate government spending – increased in almost all countries in 2020. From the supply side, 
the services sector – which is more dependent on face-to-face contacts – was impacted the most, 
followed by manufacturing. The agriculture sector, on the other hand, has survived the COVID-19 
pandemic largely unscathed to date (65).
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Figure 20. Per capita aggregate private consumption, 1998–2023

Notes: Values are in constant 2017 US$. Projection methods are described in Annex A6.

Source: Authors’ calculations using data from World Bank (2021) (62) and International Monetary Fund (IMF) (2021) (2).

Current projections are for an economic rebound to occur beginning in 2021; however from a much 
lower baseline. The global economy is projected to grow by 5.9% in 2021, 4.9% in 2022, and 4.7% in 
2023, although these projections remain subject to tremendous uncertainty, with evidence of growing 
divergence between HICs, where relatively high COVID-19 vaccination rates and policy support have 
stimulated economic activity, versus the rest of the world where gaps in expected recovery remain 
large and vaccination rates are lagging (2). As long as large proportions of the global population remain 
unvaccinated, threats of renewed resurgence and emergence of new variants of the virus remain large, 
posing not just risks for health but also for sustaining economic recoveries. Many countries will not 
recover to pre-pandemic levels of per capita GDP until 2022, for some the economic recovery may take 
even longer. And, if current projections hold, unlike the average across other income groups, sluggish 
recovery in LICs indicates that they will be unlikely to return to pre-COVID aggregate per capita private 
consumption levels even by 2023 or later. And many countries (e.g. such as Indonesia, Malaysia, and 
Thailand in the UN subregion of Southeastern Asia) saw a reversal of fortune, having initially contained 
the virus and recovered economically but then subsequently succumbing to delta variant outbreaks 
in early 2021 (66). Nevertheless, some evidence is emerging that rapid deployment of the vaccine is 
helping boost economic growth and that the marginal economic benefits are higher when vaccination 
rates are higher (66,67). If the divergent pace of vaccine deployment and recovery is not reversed, it is 
likely that economic inequalities across countries will persist, and even further increase.
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The double shock of COVID-19 on both health and the economy could impact financial protection 
through a variety of pathways (127). Detailed data on the impact of COVID-19 on financial protection 
is not yet available and many data collection exercises have been put on hold due to the pandemic. As 
a result, the impact of COVID-19 on financial protection, at least in the short term, may never be fully 
measured and assessed, in relation to the medium- to long-term fallout. This makes the identification, 
assessment and analysis of pathways by which financial protection could be impacted even more critical 
to informing the design and implementation of mitigative policies. The pathways by which financial 
protection could be impacted by COVID-19 are summarized in Fig. 21. Some of the immediate effects 
were short-lived and have been reversed in some contexts; other effects will become evident more in 
the medium term. For example, weak economic recoveries and macro-fiscal stressors may result in 
downward pressures on public financing for health that, in turn, could result in higher OOP spending 
and – when combined with lower household incomes – result in worsening financial hardship when 
seeking care. As Box 9 demonstrates, the financial impact of COVID-19 has implications both for 
catastrophic expenditures as well as foregone care, and the evolving nature of these metrics. There 
are uncertain longer-term health consequences, and potential persistence due to economic hardship, 
of immediate foregone care in the face of the pandemic. Not all of the pathways necessarily point to 
worsening financial protection: short-term reductions in risk factors such as road traffic accidents, air 
pollution and incidence of other infectious diseases that occurred during large-scale COVID-19 control 
and social distancing approaches resulted in reduced demand for health care and possibly resulted 
in a lowering in the risks of facing financial hardship. Fig.21, shows the complexity of pathways that 
would need to be address through policies to buttress financial protection, particularly among poor 
and vulnerable households, will need to be multi-faceted and has implications for health and non-
health sector actors alike.

Figure 21. Potential pathways for the impact of COVID-19 on financial protection
Figure 21
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The remainder of this chapter unpacks and discusses in further detail why financial protection 
will likely worsen significantly due to the COVID-19 pandemic. Relevant evidence is collated on 
how household capacities to pay and OOP spending on health could be directly impacted, along 
with an assessment of the fiscal situation of countries and their ability to counteract OOP spending 
pressures and support households through economic turmoil. The aggregate impact will only 
be assessed in years to come through concrete data derived from household budget surveys, 
implementation of which have been impacted due to the pandemic. Rather than conjecture and 
project what might happen to financial protection metrics such as incidence of catastrophic spending 
and impoverishment, this chapter summarizes the emerging evidence based on a range of published 
sources, as well as data sets based on new data collection methods adapted to the pandemic context 
(Annex A8), such as mobile phone and social media surveys. These rapid survey mechanisms, 
accompanied by context-specific policy monitoring, are needed to inform the current and future 
response options and priorities.

Box 9: Financial protection in Peru during the COVID-19 pandemic

Peru is one of the countries hit hardest by COVID-19 – and one of the few that continued collecting nationally representative 
household survey data throughout the pandemic. When the Peruvian government imposed a strict national COVID-19 
control and social distancing policy in March 2020, its national household survey Encuesta Nacional de Hogares (ENAHO) 
switched from face-to-face to phone interviews and a reduced questionnaire to ensure continuous monitoring of essential 
service access and poverty among the population. Restrictions were eased in June 2020 and the survey mode was changed 
back to face-to-face in October after cases had significantly dropped.

Questions on health care access were unaffected by the change to phone survey mode but to elicit information on OOP 
health expenditures, the phone survey asked respondents for aggregate spending over three groups of items with one, 
three, and twelve months recall instead of collecting data on fifteen items separately. Studies have established that both 
the survey mode and the number of expenditure items can affect OOP expenditure reporting (68,69). With this caveat, the 
Peruvian data provide a rare window into the impacts of the pandemic on health care utilization and financial protection.

Figure A shows quarterly data on health care use by Peruvians with illness symptoms in the past month for 2019 and 
2020 from the ENAHO survey alongside the quarterly number of COVID-19 cases. With the unfolding of the pandemic 
and the related public health measures in the second quarter of 2020 formal provider visits plummeted 60% and 
remained a third below their pre-pandemic levels at the end of the year. Especially during the strict social distancing 
approaches seen in the second quarter, many of those avoiding provider visits did not turn to self-medication but used 
no care at all. Additional data indicate that the drop in utilization was driven more by the mobility restrictions and fear 
of contracting the virus in health care settings than by the severe macroeconomic shock that saw household per capita 
consumption shrink by over 40% between the first and second quarter of 2020, as throughout the year, the share of 
Peruvians reporting to forgo formal health care for financial reasons remained below 6%.

Between 2019 and 2020, the percentage of the population with catastrophic health spending increased from 8.5% to 
9.7% at the 10% threshold and from 1.2% to 1.4% at the 25% threshold (Figure B). However, these relatively moderate 
increases mask high volatility in catastrophic spending during 2020, with financial hardship increasing rapidly as the 
pandemic took hold and the survey’s OOP expenditure questions recall periods captured a growing number of pandemic 
months. After an initial decline in the share of households with catastrophic spending in the second quarter – when 
per capita OOP spending dropped even more than household expenditures – financial hardship began to rise sharply 
in the third quarter. In the fourth quarter of 2020, 13% of households experienced catastrophic health spending at the 
10% level, a 49% increase over the fourth quarter of the previous year. For catastrophic spending at the 25% level – 
which affected 1.8% of Peruvian households at the end of 2020 – the quarter-over-quarter increase was even more 
dramatic, at 84%.

During the pandemic, about 80% of Peruvians had health coverage primarily through the ESSALUD scheme for formal 
sector employees and their families and the Seguro Integral de Salud that provides free or highly subsidized care for 
the poor and near-poor. The above findings, however, indicate even with such high coverage levels and a substantive 
share of the population abstaining from health care use, COVID-19 caused increases in catastrophic spending so 
stark that rates reverted to levels last seen a decade ago when only 40% of the population had health coverage (70).
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2.1. Impact on households
The impact of COVID-19 on aggregate income and aggregate private consumption is reverberating 
at the household level. Household incomes and employment have been adversely impacted. The 
International Labour Organization (ILO) has estimated that the equivalent of 255 million full-time 
jobs were lost in 2020, and employment continues to remain below pre-pandemic levels in many 
countries (3). Employment effects have been most pronounced in LICs/MICs with the UN sub-regions 
of Latin America and Caribbean and Southern Asia being the most impacted. Some of hardest-hit 
sectors include hotels, food services, entertainment, retail and construction and – even within these 
sectors – those with lower-paid and lower-skilled jobs have been disproportionately negatively 
affected. Data from the World Bank’s High Frequency Survey, focusing on LICs and MICs, confirm 
these trends. More than half of all households surveyed across a multitude of countries reported 
income losses resulting from the negative economic impact of the pandemic. About 36% of those 
who worked in surveyed countries prior to COVID-19 had to stop working from April to July 2020 
and 62% of households reported reduction in total income (71). Exacerbating the income loss has 
been the drop in remittances received. Based on respondent accounts, approximately two-thirds of 
households from LICs report that their total income decreased, with the number being as high as 
92% in Gambia (72).

Poorer and more vulnerable populations are bearing the economic brunt of the pandemic, with 
evidence of growing inequalities across households. Global estimates indicate that, in 2020, income 
losses averaged around 5% among the richest global quintile and 6% among the poorest quintile; 2021 
projections, on the other hand, indicate that most income losses were recovered among the richest 
quintile but that the poorest quintile continued to suffer income losses (Fig. 22) (5). Evidence from the 
World Bank’s latest rounds of high frequency surveys also reveals that the initial disparities in income 
and job losses persisted despite reductions in the stringency of restrictions. Those who suffered larger 
income and job losses (e.g. women, younger workers, urban informal workers, and those with low 
levels of formal education) have not recovered to same extent as others in the labour market (73).
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 Figure A. Care use and foregone care among those 
with illness symptoms in the last four weeks in Peru 
by quarter, 2019–2020

 Figure B. Share of the population with catastrophic 
out-of-pocket health spending in Peru by quarter, 
2019–2020

Note: In Fig. A all statistics correspond to sample weighted proportions. In fig. B the population with catastrophic health spending 
is computed as described in https://unstats.un.org/sdgs/metadata/files/Metadata-03–08–02.pdf. 

Source: Encuesta Nacional de Hogares (ENAHO). Peru Instituto Nacional de Estadistica e Informatica (http://iinei.inei.gob.pe/
microdatos/, accessed 29 November 2021).
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Figure 22. Global income losses due to COVID-19 pandemic, 2020 and 2021

Source: Figure from Yonzan, Lakner, and Mahler (2021) (5).

Global poverty rates have increased for the first time in decades. The last time when global poverty 
rates rose was due to the 1997–1998 Asian financial crisis. Estimations by the World Bank show that 
the global poverty rate will rise significantly in 2020–2021 with an estimated 97 million additional 
people being pushed into extreme poverty in 2020 as a result of COVID-19 (Fig. 23) (74). These 
projections are expected to delay progress towards eliminating extreme poverty globally by 2030. 
Most of the projected new poor in 2020–2021 are from LICs and MICs, with those in the UN subregion 
of South Asia contributing the most to the newly impoverished. Despite an expected improvement 
in impoverishment rates globally, the number of additional new poor will remain around the same 
magnitude in 2021 as in 2020. These estimates are subject to tremendous uncertainty and highly 
dependent on the recovery process in countries such as Bangladesh, Democratic Republic of Congo, 
India and Nigeria, where large shares of those in extreme poverty live (75).
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Figure 23. Global extreme poverty, 2015–2021

Source: Figure from Mahler et al. (2021) (74).

Figure 24. Proportion of households experiencing decrease in income, multi-country evidence

Note: HICs n=1 to 3; UMICs n=10 to 15; LMICs n=10 to 14; LICs n=4 to 12. Data collected between April–July 2020. More 
information about the computation methods is provided in Annex A6.

Source: Authors calculations using data from World Bank High Frequency Survey (2021) (4).
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Household vulnerabilities have increased in low- and middle-income countries. Even before the 
pandemic began, many households and firms were already in a precarious position with more than 
half of households in developing countries unable to sustain basic consumption levels for more than 
three months when faced with a loss in income, and most businesses unable to cover operational 
expenses beyond 55 days without incoming revenues (76–78). During the pandemic, the impact at the 
household level has been substantial (Fig. 24 and Fig. 25). And in some countries and regions, there 
is evidence that the pandemic has led to a rise in informality. In India, for example, there is evidence 
to suggest that a large number of formal sector workers moved to the informal sector or became 
self-employed following the initial phases of COVID-19 control and social distancing of 2020 (73).

Figure 25. Proportion of households self-reporting on the labour market impacts of the COVID 
pandemic, multi-country evidence 

Note: HICs n=1 to 4; UMICs n=7 to 16; LMICs n=13 to 21; LICs n=8 to 15. Data collected between April–July 2020. More 
information about the computation methods is provided in Annex A6.

Source: Authors calculations using data from World Bank High Frequency Survey (2021) (4).

Households have also reported coping mechanisms in response to the pandemic that will only 
add to their vulnerabilities. Households have resorted to using emergency savings to cover basic 
living expenses, with more than 50% of households reporting doing so in some countries (Fig. 26). 
Although households reported receiving government assistance, many have also reported selling 
assets to pay for living expenses or reducing spending to cope with the economic impact of the 
crisis. In dealing with income losses, poorer households are far more likely to report harmful coping 
mechanisms such as distress sales of productive assets and taking on debt (66).
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Figure 26. Proportion of households adopting various income loss coping mechanisms, multi-
country evidence

Note: HICs n=2 to 3; UMICs n=13 to 14; LMICs n=17 to 18; LICs n=9 to 11. Data collected between April–July 2020. More 
information about the computation methods is provided in Annex A6.

Source: Authors calculations using data from World Bank High Frequency Survey (2021) (4).

The confluence of all these factors means that on average households’ capacity to pay OOP for 
health expenditures will be lower, and even lower among those populations who could least afford 
to pay prior to the pandemic. Households are experiencing these consequences on a day-to-day 
basis, with indications that households’ financial anxiety is related to both COVID-19 incidence rates 
and the stringency of national COVID-19 control policies and related restrictions (79). COVID-19  
has dwindled the pool of potential resources available to pay for health services, but it has done so 
in the most detrimental way possible by hitting the poor and most vulnerable the hardest. While, 
on average, the reported proportion of households worried about finances has decreased over the 
course of the pandemic, it remains relatively high between 45% and 50%, and is even higher in 
LICs (Fig. 27). In the absence of extreme counter-cyclical social protection policies, the combined 
shock to household incomes and employment, savings and poverty rates raises alarm bells for 
both the financial protection and service coverage dimensions of UHC. In particular, the decline 
in poor households paying OOP for services is at risk due to the increased rate of poverty. This 
deterioration in economic conditions combined with the adverse health impact of COVID-19 will 
have direct consequences for financial protection in 2020/21 and beyond.
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Figure 27. Prevalence of individuals being worried about household finances over the next month, 
across 110 countries

Notes: Figures show average weekly rates aggregated in two stages by WHO: first at country level using population weighted 
average and post-stratification correction; second as a simple average at both global and income group levels. Data were 
collected daily in 110 countries from 3-May-2020 to 30-Apr-2021. More information about the computation methods is 
provided in Annex A6. Source: The Global COVID-19 Trends and Impact Survey (6).

2.2. Impact on health-seeking behaviour

2.2.1. COVID-19 related services

Beyond the impact on capacity to pay, the combined health and economic impacts of COVID-19  
directly influence health-seeking behaviour, and related OOP expenditure. Fluctuations in 
health-seeking behaviour relate to both utilization patterns, as well as associated costs borne 
by households. From a financial protection standpoint, the complexity of these shifts means that 
the direct and indirect externalities of these combined crises will have both short- and long-term 
consequences. Importantly, OOP spending on health is experienced only if services are actually 
utilized and is an inefficient and inequitable form of health financing. In this light, understanding 
the interaction between service coverage and financial protection is essential to get a full picture 
of UHC in a given context.

COVID-19 itself has resulted in greater needs for health care services. About 20% of COVID-19  
reported cases tend to be severe, requiring hospitalization, including roughly 5% that end up 
requiring intensive care (80,81). In countries where testing and treatment for COVID-19 are not free 
at the point of use, OOP spending on health is likely to have increased. For example, the Global 
COVID-19 Trends and Impact Survey (Fig. 28) (6) shows that the percentage of people being tested for 
COVID-19 infection gradually increased from less than 1% of the population towards the beginning 
of the pandemic in April 2020 to more than 10% during early 2021. Among people having a test, the 
proportion reporting having to reduce spending on necessities as a result of paying OOP for COVID-
19 tests increased from about 20% at end of June 2020 to about 30% in October 2020, and finally to 
40% by April 2021.
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Figure 28. Testing for COVID-19 and the self-reported reduced spending on necessities due to 
OOPS for COVID-19 test, across 110 countries

a) Proportion of individual tested for COVID-19 in 
the last 14 days

b) Prevalence of self-reported reduced spending on 
necessities due to OOPS for COVID-19 test
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Source: The Global COVID-19 Trends and Impact Survey (6).

In some cases, the costs associated with paying OOP for COVID-19 tests were reported to place 
financial hardship on households. As shown in Fig. 28, between 10% and 17% of the population 
receiving tests between June 2020 and April 2021 reported reducing their spending on household 
necessities (such as food, housing, and utilities) to cope with the cost of the test. In LICs, those 
reporting reductions in spending on household necessities was on average 15% points higher 
than in HICs. The prevalence of self-reported reductions in spending on household necessities 
to compensate for OOP payments for COVID-19 testing varied between 11% and 25% between 
December 2020 and April 2021, while in HICs the prevalence ranged from 3% to 6%. The overall 
testing prevalence is relatively small in relation to the global population (to date, ~0.1% of total 
population) and so the contribution of these OOP costs to overall indicators for catastrophic and 
impoverishing health expenditures will likely be small. However, given distributional concerns and 
the need to ensure access to testing services for all income and geographic groups, disaggregated 
analysis is needed to develop effective policy interventions.

At least some of the costs for treatment for severe COVID-19 related illness will be likely borne 
by households. Estimated costs for severe hospital-based COVID-19 care range between US$ 33 in 
Pakistan and US$ 106 in South Africa, or for critical cases US$ 221 in Pakistan and US$ 1082 in South 
Africa per day in hospital (82). To give a sense of magnitude, in 2018 domestic general government 
health expenditure per capita was US$ 15 and US$ 284 in Pakistan and South Africa respectively, 
while OOP spending on health per capita were US$ 24 and US$ 41 respectively (83). While these 
are population averages, there are clear cost pressures from both the government and household 
budget perspectives and these have important implications for potential catastrophic expenditures. 
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There will also be large variations in how these costs are borne within countries based on coverage. 
Many countries have stepped in to try to reduce or eliminate financial barriers to seeking care for 
COVID-19-related tests and treatment (Box 10). These policies have been adopted both to reduce 
financial hardship, but also out of recognition that financial barriers to seeking care can lead to 
greater transmissibility of COVID-19.

COVID-19 has placed additional financial burdens on households to pay for preventive medical 
equipment. Expenditures on masks and disinfectant products has been a near universal issue; and 
in large part are household-level expenditures. For example, as of August 23, 2021, mask-wearing 
was required in 75% of all countries, regardless of income group or COVID-19 burden (84). These 
additional costs would have an undue and disproportionate impact on lower-income households.

Box 10: Policies introduced to provide financial protection related to COVID-19 costs

Several countries implemented policies to address financial protection concerns specifically related to COVID-19  
testing and treatment costs. Although the impact of these policies has not been systematically evaluated, they 
can serve as examples for countries to consider for sustaining and expanding options in making progress 
towards the financial protection dimension of UHC. Several countries introduced policies that made COVID-19 
-related testing and treatment free of charge to the individual (85).

• In Indonesia, where coverage for COVID-19 was provided regardless of whether families had coverage under the 
country’s single-payer social health insurance scheme, Jaminan Kesehatan Nasional (JKN), which currently covers 
roughly 80% of the population. In addition, subnational governments could earmark health taxes – specifically taxes 
on cigarettes – to co-finance JKN (86).

• In the Americas region, COVID-19 testing and treatment are generally included in the benefits provided in public 
systems, where in principle there are no co-payments, and in systems where co-payments exist, these were waived 
for these services. For example Uruguay established free COVID-19 testing by incorporating polymerase chain 
reaction (PCR-RT) tests into the existing benefit package for 90 days; Argentina centralized free payment and 
universal testing, supported by existing public laboratories; and Colombia established free tests.

• In the WHO South East Asia Region, policies related to free testing and treatment have evolved over the course of 
the pandemic. For instance, in Sri Lanka tests were initially only free in public facilities for those with observable 
symptoms or a direct contact, but by March 2021 these limitations were lifted (85,88). While in Bangladesh, a user 
fee was introduced for COVID-19 tests as a way to discourage their overuse. They were initially set at US$ 2.40 
for facility-based tests and US$ 5.80 for home-based tests, but were dropped to US$ 1.20 by August 2020 (87–89).

The success of these ‘free service’ policies will need to be assessed to see their actual linkage with household financial 
protection. For example, in Bangladesh, treatment for COVID-19 at government health facilities was (nominally) free 
of cost for the duration of the pandemic, yet reports suggest not all costs (e.g. medicines) were covered (90). In Nepal, 
COVID-19 services were free at the public health facilities yet OOP fees were reportedly charged for certain medicines 
and lab tests (91).
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2.2.2. Overall health services

In addition to the direct health effects of COVID-19, the pandemic has increased the risks of 
foregone non-COVID-19-related health care (Fig. 29 and Fig. 30). Many individuals chose not to use 
to use health services due to fear of being exposed to COVID-19 in health care facilities, movement 
and other limitations imposed as part of national pandemic control policies, or financial constraints 
resulting from adverse economic impacts. These utilization shifts are further evidenced in data 
related to reproductive, maternal and child health from health management information systems 
across 18 LICs/MICs between January 2018 and June 2021, which show a sharp decrease in use 
beginning in March 2020 (92). The pandemic also negatively affected the supply of health services 
by overwhelming health facilities with large numbers of COVID-19 patients, diverting the use of 
resource from essential health services to COVID-19 management and care, and disrupted supply 
chains for essential commodities and equipment.

Figure 29. Prevalence of foregone care, across 110 countries, June 2020 to March 2021

Notes: Data were collected once a month from 30-June-2020 to 1-Apr-2021 in 110 countries. Figures show average monthly 
rates aggregated in two stages by WHO: first at country level using population weighted average and post-stratification 
correction; second as a simple average at both global and income group levels. More information about the computation 
methods is provided in Annex A6.

Source: The Global COVID-19 Trends and Impact Survey (6).

Households are reporting financial barriers to seeking care as a result of the pandemic. An analysis 
of data from rapid phone surveys conducted between April and August 2020, showed that a substantial 
proportion of surveyed households – 19% across the sample of 39 LICs and MICs in the sample – 
reported not being able to access health care services they needed (4). 31% of all household foregoing 
care report financial barriers (Fig. 30), which is equivalent to about 6% of all the households in the 
sample. While the overall proportion of foregone care did not vary by country income group, the reasons 
for not seeking care did. Substantially more households in poorer countries reported foregoing care due 
to financial reasons (66% of households foregoing care) compared to those in UMICs (17% of households 
foregoing care). More households in wealthier countries reported foregoing care for reasons related to 
COVID-19: 27% of households foregoing care in UMICs compared to only 8% of households foregoing 
care in LICs. There are also concerns that the impact of foregone care is disproportionally impacting 
poorer households. While pre-COVID-19 data is not directly comparable (see Box 7 and Box 8), financial 
barriers to seeking care were already a concern, especially for the poorest.
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Figure 30. Main reasons reported by households for not accessing health care when needed, 
multi-country evidence

Note: UMICs n=1 to 13 LMICs n=2 to 17; LICs n=3 to 12. Data collected between April 2020 to August 2020.

Source: Authors calculations using data from World Bank High Frequency Survey (2021) (4). Methods are as described in 
Annex A6.

Both supply and demand side constraints have led to the disruptions in access to care. Lack of 
money remains a major hurdle to accessing care (Fig. 31). For example, 58% of the households 
reporting foregone care, cited lack of money as the reason in LICs, with 25% also reporting that 
hospital/clinic did not have enough supplies or tests. These findings point to a worsening of pre-
pandemic trends, with both demand side and supply side constraints deteriorating for households 
in LICs. Although at a lower level, lack of money was also a significant reason for not being able 
to seek care in UMICs and HICs, with 11% and 2% of respondents reporting this as the reason for 
not seeking care, respectively. This evidence seems to confirm that there is a link between the 
household-level economic impact of COVID-19 and financial barriers to seeking care.
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Figure 31. Specific reasons reported by households for not accessing health care when needed, 
multi-country evidence 

Note: Some options are not available in HICs. Number of countries: HICs n=1 to 3; UMICs n=1 to 13; LMICs n=1 to 17; LICs 
n=3 to 12. Data collected between  April 2020 and December 2020.

Source: Authors calculations using data from World Bank High Frequency Survey (2021) (4). Methods are as described in 
Annex A6.

There are clear service disruptions as a result of COVID-19 that have shifted utilization patterns 
and care accessibility. A survey conducted by WHO on service delivery disruptions found widespread 
service disruptions for essential care in May 2020, with lack of supplies and stockouts of health 
products cited by 30% of key informants as reason for services disruption. Unavailability and 
stockouts of medicines persisted in the second round of the survey conducted from January–March 
2021, with 22% of key informants reporting this as the primary reason for service disruption (7,93). 
The Institute for Health Metrics and Evaluation (IHME) PREMIS survey highlights that facility closures 
were a key constraint to seeking care, with 50% of respondents reporting pharmacy closures (94).

There has been a prolonged disruption to all types of health services, although to varying degrees. 
The largest persistent disruptions are in primary care and rehabilitative, palliative and long-term 
care, with 48% and 41% of countries reporting some form of disruption respectively (Fig.32). This 
global trend is demonstrated by a December 2020 survey of service use in Kenya, with service 
disruption reported across almost all essential health services as compared to the 2019. Specifically, 
declines were reported in care for sick children (49%), outpatient clients with undifferentiated 
symptoms (46%), antenatal care (40%) and postnatal care (38%) (95). Interestingly, there are reported 
increases in utilization for mental health care service (23%), a trend that is likely to emerge given 
the nature of the pandemic response (96,97). Added to this is the direct impact of COVID-19 on the 
health workforce, which contributes to additional supply constraints (98).
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Figure 32. Average percentage of disruptions across integrated service delivery channels, 
January–March 2021, evidence from 112 countries 

Note: n = 112 countries.

Source: Second round of the national pulse survey on continuity of essential health services during the COVID-19 pandemic. 
WHO (2021) (7).

While a portion of this decreased utilization and service availability may represent excess pre-
COVID-19 demand or short-term lower risk factors (e.g. from road traffic accidents, incidence 
of other infectious diseases or air pollution), there are real concerns about the long-term 
consequences of this foregone care. The longer-term adverse impact from foregoing necessary 
care, as well as the backlog of elective surgeries and treatment for chronic diseases will become 
evident over time, both from health and cost perspective (99). This is a second tidal wave that 
combined with fiscal pressures and higher poverty rates could lead to greater financial burden of 
health expenditures in the absence of targeted policy responses.

2.2.3. Medicine

While formal care-seeking decreased during COVID-19, there is evidence of an increase in self-
medication. COVID-19 has led to increase in self-medication due to fear of contracting COVID-19, 
misinformation and perceived inaccessibility of health services. Self-medication, and related OOP 
payments, was already rampant before the pandemic (100,101) (Box 11), with systematic reviews 
and studies showing a worldwide prevalence estimated at 33% to 82% (102–105). COVID-19 has 
exacerbated this trend, with increased prevalence of self-medication in the general population 
growing to 88% in Bangladesh (Dhaka), 25% in India, 32% in Kenya, 41% in Nigeria, 67% in Pakistan, 
50% to 68% in Peru, 46% in Poland and 34% in Togo (106–113). The most common drugs used to self-
medicate against COVID-19 included azithromycin, ivermectin, chloroquine and hydroxychloroquine 
(113). Self-medication of analgesics, antibiotics and antipyretics to treat common symptoms like 
fever, cough and flu was also common and likely increased. The pandemic has also led to the uptake 
of self-medication among those who had never engaged in this practice before (112). Expenditures 
on self-medication are typically paid for OOP even in countries with high rates of coverage of health 
services (8) (and section 1.3).

Figure 32
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All of these factors have contributed to an increase in overall medical costs as a result of 
COVID-19. High demand, panic buying and hoarding of medicines and medical goods resulted in higher 
prices (114). Supply side constraints due to travel restrictions and interruptions in supply chains during 
the beginning of the pandemic also led to sharp increases in prices of drugs vaccines and other 
commodities (115). Exchange rate depreciations in countries that are dependent on imports of 
medicines and equipment also occurred, resulting in higher prices. Even countries that manufacture 
their own medicines (e.g. Indonesia) experienced shortages when its biggest sources of raw materials 
(i.e. China and India) imposed export restrictions on raw materials and formulations (116).

Box 11: Composition of out-of-pocket health spending among households with older persons in Viet Nam

Viet Nam is an LMIC that is facing rapid population aging. The proportion of the population aged 60 years and over 
was 12.3% in 2020, which is expected to more than double by 2050 (117).The 2018 baseline survey of the Longitudinal 
Study of Ageing and Health in Viet Nam showed that 13% of older people, 60 years old and above, did not seek health 
care despite feeling ill during the past year, mainly (35.7%) due to the inability to pay for services (118). A better 
understanding is needed about the breakdown of OOP health care expenses, the financial burden of OOP payments 
and financial coping strategies used by households with older people.

Between November 2019 and August 2020, the Health Strategy and Policy Institute (HSPI) of Viet Nam collected data on 
health expenditures and related factors from 1536 people aged 60 years and older, sampled from households in three 
provinces representing the north, central and south regions of the country. The results showed that, while 95% of older 
people were covered with health insurance, they did not seek care in over a third of episodes of ill health. These cases 
resulted in spending on average US$ 26.7 per month OOP for self-medication. When care was sought, 60.4% of those 
using outpatient care resulted in spending on average US$ 35.6 per month OOP, and 79.6% of those using inpatient 
care resulted in OOP payments of an average of US$ 188.7 per year (excluding cases of cancer and surgery, which 
were outliers due to excessively high costs of treatment). This represents more than the average monthly income of 
US$ 144.6. For outpatient care, most OOP spending was for medicines whereas, for inpatient care, it was for insurance 
co-payments, medicines and indirect costs such as travel and meals. Only 3.5% of older people reported using long-
term health or social care services at home or in a facility in the 12 months before the survey. Most of those cases 
resulted in high OOP spending, on average US$ 1,142.6 per year, for home-based services for health care, personal 
care/assistance and rehabilitation. These results suggest that these OOP payments could have increased catastrophic 
health expenditure for households with older people as the pandemic continued and its impacts became prolonged.

Out-of-pocket spending for an older person’s care, by type of care (in US$ equivalent per month per 
older person who was ill and/or utilized care)

Box 11 figure
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2.3. Impact on public financing
Overall government revenues declined as a result of the economic fallout from COVID-19 in 2020. 
Declining economic activity resulted in steep reductions in government revenues and, for commodity 
exporting countries, sharp decreases in commodity prices. Tax revenues declined on average of 
1.5% points of GDP with some the largest declines in aggregate government revenues occurring 
in UMICs (Fig. 33). Government revenues declined by more than 1% point of GDP in Brazil, China, 
Egypt, India, Indonesia and Nigeria. On the flip side, government expanded spending – for financing 
the COVID-19 response as well as for provision of social protection and other forms of support – 
with some of the largest percentage point increases happening in HICs (Fig. 33). For example, the 
fiscal response in Japan and the United States resulted in a more than 9% increase in government 
expenditures in 2020. Higher government spending combined with lower government revenues 
implied higher levels of deficit financing and a jump in levels of public debt across most countries. 
Global public debt levels in 2021 are above 75% of GDP, up from a pre-pandemic average of 55% 
(Table 3). Deficit levels have begun to decline, signalling reductions in pandemic-triggered fiscal 
support and rising government revenues (75). Even though projections indicate that government 
revenues are expected to rebound and higher levels of government expenditures are unlikely to be 
sustained beyond 2021, the impact of higher levels of public debt will mean greater debt servicing 
pressures on government expenditures for some years to come, despite initially having a muted 
impact due to low interest rates. Debt servicing as share of government spending is projected to 
increase globally from 2017–2019 to 2020–2023, driven primarily by LMICs (Table 3).

Figure 33. Change in average government revenues/expenditure, 2017–2023, by country income group

Source: Authors calculations using data from IMF (2021) (2). For more information about the methods see Annex A6.

a) Change in aggregate government revenues, 
2017−2023

b) Change in aggregate government expenditure, 
2017–2023
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Table 3. Deficit, public debt and debt servicing, 2017–2023

Indicator Year LICs LMICs UMICs HICs Global

Deficit share of GDP (%) 2017–2019 -2.9 -5.5 -4.0 -2.4 -2.9

2020 -4.1 -9.3 -9.2 -10.0 -9.0

2021 -3.9 -8.6 -6.3 -8.0 -7.3

2022* -3.3 -7.5 -5.6 -4.3 -6.0

2023* -2.8 -6.6 -4.9 -3.2 -5.2

Gross public debt as share of 
GDP (%)

2017–2019 55.3 60.7 51.1 96.2 55.3

2020 65.7 74.0 63.5 113.7 75.8

2021 65.7 74.5 60.8 113.9 75.2

2022* 62.2 73.8 62.6 111.7 75.1

2023* 58.0 73.0 64.1 111.3 74.9

Debt servicing as share of 
government expenditure (%)

2017–2019 4.8 15.2 5.4 3.7 8.8

2020 5.3 15.9 5.2 2.9 8.9

2021 6.2 16.1 5.7 2.6 9.3

2022* 6.8 16.7 6.6 2.4 10.0

2023* 6.9 17.4 6.9 2.5 10.4

Note: 2017 to 2020 are based on historical data. *2021 to 2023 are based on projected values. Methods are described in Annex A6.

Source: Authors calculations using data from IMF (2021) (2).

Macro-fiscal stressors could place downward pressure on public spending on health in coming 
years. Over time and across countries, higher levels of public spending on health are generally 
correlated with lower levels of OOP financing (Fig. 34). For a variety of reasons, we might expect 
this negative relationship not to hold in 2020 as it was a unique year due to the COVID-19 pandemic. 
However, in subsequent years, downward pressures on public spending on health (e.g. due to 
remnants of macro-fiscal stressors resulting from COVID-19) may lead to compensatory increases 
in OOP spending on health. For example, an estimated 59 mostly LICs/MICs – including Brazil, 
Indonesia, and Pakistan – are currently projected to have debt-servicing adjusted ‘discretionary’ 
per capita overall government spending levels that will remain lower in 2023 than they were in 2019 
(Fig. 35). Unless health’s share of discretionary government spending increases, this would imply 
downward pressures on public spending on health, risks of higher OOP spending and worsening 
financial protection, which has already been shown to be correlated with a greater risk of catastrophic 
expenditure and further impoverishment.
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Figure 34. Out-of-pocket vs public spending on health, 2018

Source: Authors calculations using data from WHO Global Health Expenditure Database (2020) (119). Methods are described 
in Annex A6.
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Figure 35. Debt-servicing adjusted ‘discretionary’ government spending will be lower in 2023 than 
2019 in some countries. a. Brazil, b. Indonesia and c. Pakistan, trends between 2018 and 2025

Figure 35
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Together, these findings imply that barriers to accessing care experienced during the pandemic 
will likely persist in all countries, albeit for different reasons. In HICs, the key reasons behind 
foregone care – fear of contracting COVID-19 and stringent control and social distancing policies – 
will likely substantially diminish with the rollout of COVID-19 vaccines and will do so sooner than in 
poorer countries. While richer countries have been able to vaccinate large proportions of their 
populations, the introduction of vaccines has been substantially slower in poorer countries and will 
likely continue to be so through 2021. However, the backlog of services, health workforce shortage 
and burn out, as well as increased poverty will continue to have a knock-on effect on overall access 
in the medium term (99). While financial barriers – the main reason for foregoing care in poorer 
countries, will likely persist longer than those related to social distancing policies and the fear of 
COVID-19. Not only are economic losses from the pandemic projected to be more pronounced in 
developing countries, but the recovery is expected to be uneven, with projected growth rates lower 
in poorer countries. The global recession due to the pandemic has put an unprecedented strain on 
government budgets, creating risks of diminishing government health expenditure and reducing 
households’ capacity to cover OOP health care expenses. The latter is of particular concern for lower 
income countries and lower-income households alike, where health care is financed to a much 
larger extent through OOP expenditure. While an inefficient and inequitable way to finance health 
care, these decreases in OOP payments will have implications for provider-level income as well. A 
slower pace of recovery in lower income countries may mean that those risks may persist there 
longer and that the disparity between richer and poorer countries in financial barriers to accessing 
care may increase further, at least in the short term. As discussed in Box 12, public policies to protect 
and reprioritize public spending on health can be a critical lever in enabling financial protection.

Box 12: Weaknesses in health financing policy undermine resilience to economic shocks in Europe

The COVID-19 pandemic triggered an economic shock just ten years after the shock of the 2008 global financial crisis. 
Austerity measures – cuts to health budgets and coverage restrictions – introduced in response to the 2008 crisis 
undermined resilience and progress towards UHC in several countries (41,120,121).

Responses to the pandemic show some evidence of lessons learnt from the earlier crisis. Countries rapidly mobilized 
additional resources for the health system in 2020 and there was a clear focus on removing financial barriers to access 
– for example by closing gaps in population coverage and exempting COVID-19 treatment from co-payments (121).

In the years ahead, experience has shown that countries will have to find ways to reduce cyclicality in coverage policy 
and revenue-raising and to increase the priority given to health in allocating public spending. Although many health 
systems in Europe are likely to face budgetary pressure, the experience of the 2008 crisis shows that austerity is not 
an option because it undermines resilience and progress towards UHC.

The pandemic gives countries a chance to reconsider public spending priorities and take more account of strong 
societal preferences for better health and social protection systems when allocating the government budget. Cross-
country surveys show that people in Europe place a high value on affordable access to health care for themselves and 
for others, regarding it as a priority for public spending (122–125).

Source: Thomson S, García-Ramírez J, Akkazieva B, Habicht T, Cylus J, Evetovits T. How resilient is health financing policy in Europe to 
economic   shocks? Evidence from the 2008 global financial crisis and the first year of the COVID-19 pandemic. Health Policy. 2021; 125(12): 
1507–15(https://doi.org/10.1016/j.healthpol.2021.11.002, accessed 29 November 2021).
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3CONCLUSION

Even before COVID-19 struck, the world was off-track to reduce financial hardship because trends 
in catastrophic health spending were going in the wrong direction and the number of people 
incurring financial hardship remained unacceptably high. In 2017, the latest year for which global 
estimates are available, the shortcomings in financial protection was still staggering across the 
world. Almost 1 billion people incurred catastrophic health spending (SDG indicator 3.8.2). Most of 
these people are not living in either extreme poverty (with less than PPP$1.90 per person per day) or 
relative poverty (defined as 60% of the median per capita consumption in their own country) but by 
diverting such large shares of their resources to pay OOP for health they are at risk of compromising 
other essential needs, depleting their assets, getting indebted to ensure themselves, a child or other 
family members can get the health services they need. Globally, the number of people incurring 
impoverishing health spending remained extremely high (half a billion at the extreme poverty line; 
2.2 times as much at the relative poverty line). The poor spending any amount on health OOP 
represented between 83% and 89% of all such people, which underlies the need to exempt them 
(effectively) from OOP health payments. The overlap between those incurring catastrophic health 
spending and impoverishing health spending was relatively small (11% at most estimated on a 
sample of 141 countries). Hence, in 2017, the total number of people incurring financial hardship 
ranged between 1.4 billion people and 1.9 billion people depending on the poverty line used to identify 
impoverishing health spending (the poverty line of extreme poverty versus the relative poverty). A 
systematic review and meta-analysis of 114 studies that covered around 58 million people from 56 
countries reveal that financial barriers to access were already a key driver of foregone care before 
the pandemic, irrespective of age and especially for the poor.

People living in older households faced the highest rates of catastrophic health spending as 
tracked by SDG 3.8.2 indicator (at the 10% threshold) across all income groups and UN regions 
with available data, and within countries the incidence is the highest among the poorest and most 
vulnerable segments of the older population. Evidence from 92 countries from all regions (except 
North America and Oceania) shows that people living in older households incur higher rates of 
catastrophic health spending; specifically, the median proportion of the population living in older 
households with OOPs exceeding 10% of their household budget is 4.6 higher than the median rate 
among those living in younger ones in LMICs ; it is 2 times higher in LICs and 5.9 higher in Europe. 
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The European age gradient stands out, in all other UN regions with available data the relative 
difference in median incidence rates ranges between 2.3 and 2.4. People living in multigenerational 
households have higher rates of impoverishing health spending. Recent evidence shows the highest 
levels of catastrophic health spending are incurred by the poorest and most vulnerable segments 
of the elderly population.

Timely monitoring of financial hardship was problematic even before the pandemic. This first 
chapter of this report provides global evidence for 2017, the latest year with enough country coverage 
to be able to provide estimates at the aggregate level. The current average lag time of four years 
for generating indicators of catastrophic and impoverishing health spending is not predicted to 
decrease, and may even increase if immediate actions are not taken to improve production speed 
and frequency of data on household OOP health spending and on total consumption expenditure (and 
ideally on foregone care).  Without such action, there is likely to be a gap in knowledge regarding 
the level of financial hardship experienced during the pandemic, which can limit effective, evidence-
based policy responses now and into the future.

The overall impact of OOP health spending on people’s living standards and ability to spend on 
other basic needs prior to the COVID-19 pandemic is certainly under-estimated given the focus on 
direct payments for health. The first chapter of this report is focused on direct payments at the time 
of seeking care as these types of payments pose serious challenges from a health financing system 
perspective, and also from an equity and efficiency viewpoint. From the health system perspective 
direct contributions are being collected in a very inefficient way, facilities and providers cannot 
count on those funds as they are received only when people decide and find the means to seek care. 
They are also collected from people who are sick, who at that moment are likely unable to work 
properly and as such may not be earning sufficient money: asking people to devote a large share 
of their budget to health when they are sick contributes to increased inequalities in health care 
access. Indirect costs (e.g. transportation) and the opportunity cost of seeking care (e.g. income 
loss) are not factored in the analysis presented in Chapter 1, but these other costs can only add to 
the negative economic consequences people have to cope with when seeking care. For many, those 
indirect costs – in addition to the direct cost – are a major barrier to access care, and it is important 
to track indicators of service coverage, unmet needs and barriers to access to better interpret the 
indicators of financial hardship. For example, in the WHO European region, indicators of unmet 
needs shed light on the composition of OOP health spending among people incurring catastrophic 
health spending: OOP health spending on dental care is low because unmet needs for dental care 
are large, in particular among the poorest. In Japan, older people have higher rates of catastrophic 
health spending but lower rates of unmet needs.

Surveys conducted in 2020 only partially covered the pandemic period, and the trend compared to 
previous years might not yet capture the effect of the COVID-19 on financial protection. Very few 
estimates are available for 2020 at the time of producing this report but despite the lack of detailed 
analysis, available results do not show a different pattern compared to previous years. As more data 
become available, a clear understanding of the circumstance under which the data was collected 
(i.e. method of capture, recall period of the health expenditure items, survey period) in addition to 
in-depth analysis of indicators of access to care, unmet needs and barriers to access will be needed 
to recognize the patterns occurring during the peak of the pandemic.

All indications show that financial protection will likely be adversely impacted by shifting health 
and economic dynamics resulting from COVID-19. The aggregate impact of the pandemic on 
financial protection will be assessed in years to come through concrete data derived from various 
surveys. Rather than conjecturing and projecting what might happen to financial protection metrics 
such as incidence of catastrophic spending and impoverishment, Chapter 2 summarized what is 
emerging based on a variety of indicators (e.g. declining income and consumption, rising poverty and 
informality) (126, 127). The analysis would seem to strongly point towards a worsening of financial 
protection as a result of COVID-19; this is likely to manifest itself in part in foregone care, as well 
as a deterioration in the metrics of financial hardship – catastrophic and impoverishing health 
spending – with both OOP spending on health, capacity to pay metrics, and financial barriers to care 
impacted.. The complexity of health and economic forces impacting utilization, OOP spending on 
health, and households’ ability to pay will depend on a combination of each country’s epidemiology, 
demographics, socioeconomic characteristics and policy responses.
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Compounded with these dynamics are signals that the inequities across countries and across 
households within countries will only continue to widen. From a financial protection standpoint, 
never before have social safety protections and effective health coverage arrangements been so 
important, in particular to protect the poorest and most vulnerable of society. The increase in poor 
households means that the proportion of people who could least afford to pay for OOP spending 
on health will only grow, at the same time as cost pressures increase. The influence of financial 
barriers to seeking care and the potential for impoverishment due to OOP spending on health will 
only grow as a result of COVID-19.

The rapidly evolving impact of COVID-19 has demonstrated the importance of regular monitoring 
and analysing service coverage, financial hardship, foregone care and barriers to access. 
Historically, financial hardship has been monitored via relatively infrequent household consumption 
and income surveys. COVID-19 has underscored the importance of complementing these with 
nimbler and more frequent forms of monitoring using other modalities such as mobile phone and 
social media surveys, especially during times of crises. The large time gap between generation of 
evidence to inform policy is itself a barrier to improving financial hardship. Furthermore, financial 
protection is determined in part by service coverage. Improvements in financial hardship metrics 
when service coverage declines are not real improvements in financial protection as they reflect 
foregone care of necessary services. Hence, it is important to contextualize and monitor service 
coverage, foregone care and barriers to access at the same time as financial protection to avoid 
misinterpretations, with additional context-specific policy monitoring efforts. Furthermore, like 
many other monitoring metrics, financial protection can be impacted by factors that are outside the 
health system so contextualization and understanding determinants remains critical.

Metric monitoring needs to go hand-in-hand with the policy interventions introduced to enable 
household financial protection in response to COVID-19. Many countries introduced a variety of 
policies to ensure that financial barriers were not a binding constraint to receiving COVID-19 tests 
and treatment. However, the actual impact both in relation to enabling access and protection from 
financial hardship is yet to be determined. This analysis is critical both to understanding financial 
protection in the context of COVID-19, but also to inform future policies in the face of crisis or 
extreme health threats.

The deep interconnections between health, the economy and overall well-being have been laid 
bare by COVID-19. We all continue to grapple with the impact of the pandemic on day-to-day life. 
Despite these constraints public policies will need to focus on spending priorities that protect the 
health and well-being all people, particularly the poor and most vulnerable in societies. Targeted 
policy interventions include: pro-poor focused increases in public spending to crowd-out OOP 
spending for health, enhanced social protection support, removal of co-payments and other fees 
at the time and place of seeking care, and cash transfer payments for stimulating health care use 
among poor and vulnerable households. It is clear that the double economic and health shock will 
also need a double recovery: in the medium- to long-term, sustained improvements in both financial 
protection as well as service coverage are important not only for improving health and well-being, but 
also for sustaining a longer-term economic recovery that enables accelerated reductions in poverty.
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ANNEX A1. GLOBAL STANDARDS TO 
CLASSIFY OUT-OF-POCKET HEALTH 
SPENDING BY TYPE OF HEALTH 
SERVICES AND PRODUCTS IN A 
COMPARABLE WAY

Before 2019, global standards to classify and compare out-of-pocket (OOP) health spending 
according to types of health services and products were insufficiently elaborated, hindering proper 
collection of data on important components of household health care consumption. Financial 
hardship monitoring relies on household budget surveys, household income and expenditure surveys, 
household living standard surveys or socioeconomic surveys that are conducted by national statistical 
offices on a representative sample of the non-institutionalized population. There is considerable 
variation across household surveys in the comprehensiveness of health expenditure questions, 
their specificity, recall periods and the modes of data collection. In the past, heterogeneity of survey 
questionnaires was partly the result of a lack of comprehensive international standards for the 
classification of OOP health spending. In a review of 100 survey questionnaires mostly from low- 
and middle-income countries conducted prior to 2014 (128), the World Health Organization (WHO) 
found that in 80% of the surveys, questions were asked about spending on pharmaceutical products 
and hospital services, spending on paramedical and medical services were covered by 69 and 66% 

ANNEXES
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of surveys respectively, while information on expenditures for dental services and other medical 
products than medicines were included in less than 60%. None of the surveys included information 
on health expenditures for preventive services explicitly and only 28% of the surveys had a category 
“other” that could have been used to include those types of spending. In 2019, the UN Statistical 
Division provided a revised classification of household health spending (COICOP 2018 (129)). This 
new standard is a combination of the classification of health care functions (e.g. preventive versus 
curative, rehabilitative and long-term care services) used to compile national health accounts and 
the mode of provision of health care (17). The latter includes outpatient care, home care, long-term 
care and inpatient care services, rather than simply hospital services (as hospitals provide both 
outpatient and inpatient care services). An important feature of the revised classification is that 
it clearly identifies products and services that are critical for specific segments of the population 
(e.g. assistive products for the older population and people living with disabilities) or have become 
important during the pandemic (e.g. prevention and protective devices include masks; preventive 
services include immunization services and the cost of the vaccine; other preventive services such 
as medical check-ups and screening). This classification was expected to be adopted by statistical 
offices in the surveys planned to be conducted starting from 2019 but the pandemic interrupted data 
collection in many countries (51). Hence, when surveys resume, it might not be possible to establish 
pre-covid 19 baselines for some types of health expenditures that have emerged as important 
sources of OOP health spending since 2020 (see section 2.2.1). 
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ANNEX A2. DIFFERENT WAYS TO 
MONITOR CATASTROPHIC HEALTH 
SPENDING

There are alternative ways to monitor catastrophic health spending. Some studies define OOP 
health spending as catastrophic when they exceed a given percentage (for example, 10% or 25%) 
of consumption or income. This so-called ‘budget share’ approach is adopted in SDG 3.8.2 (19). 
Empirically, catastrophic spending is usually less concentrated among the poor (or more concentrated 
among the rich) when the budget share approach is used. Some households may appear to be richer 
than they are because they have borrowed money to finance spending on health (or other items), but 
it can be safely assumed that households in the poorest quintile are genuinely poor.

Other studies relate health spending to consumption or income following a deduction for necessities 
rather than to total consumption or income. The argument is that everyone needs to spend at 
least some minimum amount on basic needs such as food and housing, and these absorb a larger 
share of a poor household’s consumption or income than of a rich household. As a result, a poor 
household may not be able to spend much, if anything, on health care. By contrast, a rich household 
may spend 10% or 25% of its budget on health care and still have enough resources left over to 
meet its basic needs. 

There are different approaches to deducting expenditures for basic needs (25,130). Some studies 
deduct all of a household’s actual spending on food (131), while others deduct a standard amount 
from a household’s total resources to represent basic spending on food, to address the role of 
preferences in food spending (132). These two approaches differ only for households whose actual 
food expenditure exceeds the standard amount. For all other households, actual food spending 
is deducted instead of the higher, standard amount. Both approaches therefore treat households 
whose actual food spending is below the standard amount in the same way. Nevertheless, with the 
standard food approach, catastrophic spending may be less concentrated among rich households 
than with the actual food spending approach.

Still other studies deduct the prevailing poverty line, essentially an allowance for all basic needs (133). 
Depending on the poverty line used, this third approach is likely to result in greater concentration 
of catastrophic spending among poor households than among rich ones, compared with the budget 
share approach. It also links catastrophic health spending and impoverishment: those with a negative 
capacity to pay start off below the poverty line, even before paying for health care, and are pushed 
even further into poverty by any health spending. By contrast, those with out-of-pocket health 
spending exceeding the gap between the poverty line and their household total consumption are 
pushed into poverty by their health spending.

Building on the second and third approaches, in the WHO European Region an amount representing 
spending on three basic needs (food, housing (rent) and utilities) is deducted consistently for all 
households (130). As a result, catastrophic expenditure is more likely to be concentrated among 
poor households with this approach than with the budget share approach. It also links catastrophic 
health spending and impoverishment.

At global levels, catastrophic health spending and impoverishing health spending definitions are 
not interrelated – both indicators complement each other and jointly allow to monitor the impact of 
OOP health spending across the whole population.
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ANNEX A3. DATA AVAILABILITY  
(CHAPTER 1)

The available dataset used to produce this report and to calculate the global and regional estimates 
of financial hardship has substantially expanded since the 2019 report. The 2021 report relies on 
903 primary estimates for 161 countries or territories on catastrophic payments (compared to 739 
datapoints in 2019), and on 816 primary estimates for 149 countries or territories on impoverishment 
(compared to 719 datapoints in 2019). Primary estimates are based on household surveys collected by 
national statistical offices on household OOP health expenditures and household total consumption 
expenditure or income. 

Altogether, the countries for which there are validated primary estimates represent more than 
90% of the world population, and half of the data points have been collected after 2008. Comparing 
population coverage across UN regions, our dataset always covers countries accounting for more 
than 85% of the regional population aggregates, except for Oceania where population coverage is 
around 60%.

Table A1a. Data coverage for catastrophic health spending (SDG 3.8.2 indicators)

# 
Observations

# 
Countries Median year Median most 

recent year
Pop. 

coverage (%)

Global 903 161 2008 2015 95.6

Africa 168 50 2009 2015 87.2

Asia 290 41 2009 2016 98.2

Europe 315 39 2007 2015 96.4

Latin America and the Caribbean 89 26 2009 2016 91.9

N America 35 2 2006 2019 100

Oceania 6 3 2009 2008 61.0

Note: Data availability for global monitoring, which may not necessarily align with the availability of data at national or 
regional levels.

Source: Based an analysis of the microdata from the Global database on financial protection assembled by WHO and the 
World Bank, 2021 update (27,28).

The number of datapoints available to construct the 2015 aggregate numbers have also expanded 
since the previous report with more recent survey data becoming available. There are now 136 (123) 
countries with at least one primary estimate available for catastrophic payments (impoverishing 
spending) between 2010 and 2020, which together represent about 93% (88%) of the world 
population. These additional estimates produced since 2019 are used in this report to update the 
2015 aggregate numbers.

Moreover, aggregate estimates of the population facing financial hardship due to out-of-pocket 
health spending are constructed for a more recent reference year in 2017, using all available primary 
estimates in the window spanning between 2014 and 2020. A total of 111 countries with at least one 
data point in this narrower window are available and represent about 87% of the world population 
for catastrophic payments. There are also 99 countries with at least one point for impoverishing 
spending, representing 65% of the world population in 2017.
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Table A1b. Data coverage for impoverishing health spending (SDG related indicator of 
financial hardship)

  # Observations # Countries Median 
year

Median most 
recent year

Pop. coverage 
(%)

Global 816 149 2008 2015 91.3

Africa 159 48 2009 2015 85.7

Asia 246 36 2008 2016 91.9

Europe 289 38 2007 2015 96.2

Latin America and the Caribbean 83 23 2009 2016 89.8

N America 34 2 2006 2019 99.6

Oceania 5 2 2009 2008 58.9

Note: Data availability for global monitoring, which may not necessarily align with the availability of data at national or 
regional levels.

Source: Based an analysis of the microdata from the Global database on financial protection assembled by WHO and the 
World Bank, 2021 update (27,28).

Table A2a. Breakdown of primary estimates for catastrophic payment around 2015 and 2017

  2015 [+/- 5 years]   2017 [+/- 3 years]

# Countries % Population # Countries % Population

Reference year point 47 30 31 35

At least two points in window 32 49 13 33

One point in window 57 14 67 18

One point outside the window 25 3 50 9

At least one point in window 136 93   111 87

Note: Data availability for global monitoring, which may not necessarily align with the availability of data at national or 
regional levels.

Source: Based an analysis of the microdata from the Global database on financial protection assembled by WHO and the 
World Bank, 2021 update (27,28).

Table A2b. Breakdown of datapoints for impoverishing spending around 2015 and 2017

  2015 [+/- 5 years]   2017 [+/- 3 years]

# Countries % Population # Countries % Population

Reference year point 41 28 25 14

At least two points in window 27 28 9 8

One point in window 55 32 65 44

One point outside the window 26 4 50 26

At least one point in window 123 88   99 65

Note: Data availability for global monitoring, which may not necessarily align with the availability of data at national or 
regional levels. Source: Based an analysis of the microdata from the Global database on financial protection assembled by 
WHO and the World Bank, 2021 update (27,28).
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Joint distribution of catastrophic and impoverishing health spending

We use a sample of 709 surveys covering 141 countriesd to look at the joint distribution of catastrophic 
payments (at 10% threshold) and impoverishing health expenditure (both for the population pushed 
into poverty and for the population further pushed into poverty) at a $1.90 poverty line, and at a 
relative poverty line definition. 

Age composition of the household across country income groups

To compare financial hardship due to OOP health spending across households with different age 
composition, four types were constructed. The first one includes households composed of people 
aged between 20 and 59 years old. This age category includes only young adults and adults as per 
WHO latest recommended age classification (33) but is referred to simply as “adults” hereafter. The 
last three have already been defined and correspond to: multigenerational households (include 
adults living with people below 20 years old (children and/or adolescents) as well as people aged 
60 years old or more -older adults); adults living with children (0 to 9 years old) and/or adolescents 
(10 to 19 years old), i.e. households with members aged 59 years old at most are referred to as 
households with younger people; adults living with at least one older person (60 years and older) are 
referred to as “older households”. This group also includes household composed of only older people.

The data available for this analysis comes from 92 countries with a most recent estimate available for 
the 2009–2020 period with a median most recent year of 2014.e The age composition of the household 
varies greatly across country income groups (Fig. A1). The bulk of the population in low-income 
countries (72%) lives in households with kids and or adolescents (younger households), followed by 
people living in multigenerational households (22%). Very few people live in household composed 
of only adults (3%) or only adults with at least one older person (2%). In lower-middle income 
countries, on average younger households and multigenerational ones account jointly for 90% of all 
the population, which decreases to 66% in the sample of upper-middle income countries. By contrast, 
in high-income countries, those living in multigenerational households represent only 5% of the 
total population and the population is more evenly distributed across the other age compositions. 

d Comprising 51 low income, 67 lower middle-income, 46 upper middle-income and 35 high-income countries.
e 20 of these countries are low-income and 22 are upper middle-income countries covering 79% and 78% of the 2015 population in each 

respective income group; 32 are lower middle-income countries representing 43% of the 2015 population at that country income level; 18 
are high-income but they account only for 21% of the 2015 high-income group population. However, the average older population (aged 60+) 
in those 18 high-income countries (16.2%) is in line with the population share of those aged 65+ estimated for all high-income countries 
in 2015 (16.7%) (134). Therefore, for the comparison across income groups, high-income countries are kept.

Figure A1. Percentage of the population living in households with different age structure

Source: Based an analysis of the microdata from the Global database on financial protection assembled by WHO and the 
World Bank, 2021 update (27,28).
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Figure A1. Percentage of the population living in households with different age structure

Source: Based an analysis of the microdata from the Global database on financial protection assembled by WHO and the 
World Bank, 2021 update (27,28).
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ANNEX A4. GLOBAL AND REGIONAL 
AGGREGATION METHODS (CHAPTER 1)

Household surveys with information on total consumption or income and OOP health expenditure are 
not available for every country and every year, meaning primary estimates need to be aligned into a 
common reference year for all countries and territories in the world to be able to construct regional 
and global aggregates (Fig. A2). Global and regional aggregates on financial hardship around different 
reference years have been produced from to 2000 up to 2010 in the 2017 global monitoring report on 
UHC (23), and up to 2015 in the 2019 thematic global report on financial protection (135) using methods 
described in more detail (40,136). For each of these reference years, all the validated survey data points 
available in a window of +/- 5 years around the reference year are used (e.g. the 2015 global estimates 
produced in the 2019 Report are constructed using datapoints collected between 2010 and 2020). 

Figure A2. Aligning survey points at country level around a common reference year

Several cases arise for the construction of the global estimates, depending on data availability.

Case 1: The datapoint is available for the reference year T* (e.g. Country 1 and 8 in Fig. A2). In that 
case, we directly use the value of the financial protection indicator informed by the survey.

Case 2: Two points are available around the reference year T*, and in the +/- 5 years window (e.g. 
Country 2 in Fig. A2). In this case, we simply take a linear interpolation between the two years with 
available data and we use the projected value of our financial protection indicator projected to the 
reference year T*.

Case 3: Only one datapoint is available, either before or after the reference year T* (e.g. Country 3 
and 4 in Fig. A2), or the valid data point is outside of the reference window (e.g. Country 5 and 6 in 
Fig. A2). Here, we first estimate a fixed effects regression model for our financial protection indicator 
and using the aggregate share of OOP over final household consumption (OOP/C) as a dependent 
variable. The model’s parameters are then applied to the value of OOP/C in the reference year T* to 
project (forward or backward) the observed value of the indicator into the reference year.

Case 4: No data point available (e.g. Country 7 in Fig. A2). Here we use the median of the regional 
value for our financial protection indicator.

Figure 1: Aligning survey points at country level around a common reference year

Country 1

Country 2

Country 3

Country 4

Country 5

Country 6

Country 7
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Country 8
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Household surveys with information on total consumption or income and OOP health expenditure are 
not available for every country and every year, meaning primary estimates need to be aligned into a 
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Fig. A2). Here, we first estimate a fixed effects regression model for our financial protection indicator 
and using the aggregate share of OOP over final household consumption (OOP/C) as a dependent 
variable. The model’s parameters are then applied to the value of OOP/C in the reference year T* to 
project (forward or backward) the observed value of the indicator into the reference year.

Case 4: No data point available (e.g. Country 7 in Fig. A2). Here we use the median of the regional 
value for our financial protection indicator.
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Table A3 provides a country-level breakdown of all data points across the different indicators and 
categories described, as well as the population coverage of these countries in their respective 
reference years. For the reference year 2015, for example, primary estimates from 114 countries 
with at least one data point in the 2010–2020 window were used for catastrophic payments in the 
2019 global report on financial protection (1), and these countries represented 87% of the global 
population (see column B). In the current report, there are more validated primary estimates for 
2015 with information stemming from 128 countries representing 91.5% of the world population 
(see column C). Moreover, it is possible to produce aggregates for a more recent reference year 2017 
instead of 2015 by using information from 105 countries with at least one datapoint in the 2014–2020 
window, representing 87% of the world population for catastrophic payments, and from 87 countries 
representing 64.1% of the world population for impoverishing payments (see column D). 

Table A3. Categories of data points used to construct global estimates of catastrophic and impoverishing 
health spending

[A]

[2005–2015]

[B]

[2010–2020] 
(as of 2019 GMR)

[C]

[2010–2020] 
(2021 update) 

[D]

[2014–2020]

Ref. year 2010 Ref. year 2015 Ref. year 2015 Ref. year 2017

Countries 
(No.)

Population 
Coverage 

(%)

Countries 
(No.)

Population 
Coverage 

(%)

Countries 
(No.)

Population 
Coverage 

(%)

Countries 
(No.)

Population 
Coverage 

(%)

C I C I C I C I C I C I C I C I

(1) Reference 
year point 
(Case 1)

58 39 34.2 34.2 23 22 16.4 16.4 47 41 29.7 27.8 31 25 35.4 13.6

(2) At least two 
points within 
band (Case 2)

34 32 47.6 44.2 15 11 7.6 7.6 28 20 46.6 26.9 8 6 25.7 6.8

(3) One point in 
the reference 
window (Case 3)

76 40 11.8 10.2 76 59 63.0 60.4 53 48 15.2 33.1 66 56 25.1 43.7

Total (1) + (2) 
+ (3)

168 111 93.6 88.6 114 92 87.0 84.4 128 109 91.5 87.8 105 87 86.2 64.1

(4) No datapoint 
in the reference 
window (Case 3)

17 6 1.8 0.7 42 25 8.0 6.5 16 8 2.7 1.5 40 27 9 24.4

(5) No data point 
(Case 4)

63 81 4.6 10.5 62 81 5.0 8.9 71 98 5.71 10.7 70 101 4.8 11.5

Notes: C = catastrophic health spending; I = Impoverishing health spending. Data availability for global monitoring, which may not necessarily 
align with the availability of data at national or regional levels.

Source: Based an analysis of the microdata from the Global database on financial protection assembled by WHO and the World Bank, 2021 
update (27,28).
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ANNEX A5. FINANCIAL HARDSHIP: 
GLOBAL AND REGIONAL ESTIMATES 
(CHAPTER 1)

Table A4a. Population suffering financial hardship (SDG and SDG related indicators) by country 
income group (%)

Country income 
groups

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 9.4 10.8 11.3 12.7 13.2 2.1 2.6 2.7 3.7 3.8

Low-income 11.2 12.6 7.9 7.1 7.6 2.7 3.1 1.9 1.5 1.5

Lower middle-income 9.7 12.7 12.3 13.9 14.2 2.4 3.2 2.8 4.0 4.5

Upper middle-income 7.5 5.4 13.6 15.5 16.7 1.1 0.9 3.6 4.9 5.0

High-income 14.9 15.1 14.2 15.4 15.8 2.6 2.4 2.2 2.4 2.5

Pushed below a poverty line Further pushed below a poverty line

PPP$1.90 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 2.0 2.0 1.8 1.6 0.9 17 13.5 10.2 7.5 5.8

Low-income 3.6 3.3 1.7 1.4 1.0 28.5 24.1 25.9 27.8 22.6

Lower middle-income 1.5 1.9 2.8 2.8 1.2 13.7 10.9 14.2 10.4 7.6

Upper middle-income 0.6 0.2 1.5 1.0 1.0 5 2.4 5.3 2.5 1.7

High-income 0.1 0.1 0.1 0.0 0.0 1.2 1.2 0.3 0.2 0.3

PPP$3.20 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 1.8 2.1 2.1 2.2 1.6 33.7 29.8 25.7 21 16.8

Low-income 2.3 2.9 1.8 1.3 1.1 54.1 48.4 44 46.4 40.6

Lower middle-income 2.2 2.3 3.1 3.5 1.9 29 28 40.3 34.1 26.7

Upper middle-income 1.0 0.5 2.1 2.0 2.0 12.1 7.4 15.7 9.0 6.1

High-income 0.1 0.2 0.1 0.1 0.1 3.4 3.4 1.3 0.9 1.3

60% of median per 
capita consumption

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 1.5 1.9 2.2 2.5 2.3 8.8 10.6 12.4 13.3 12.7

Low-income 1.9 2.1 1.7 1.6 1.5 8.1 9.4 11.5 13.4 12.8

Lower middle-income 1.2 2.1 2.4 2.9 2.3 8.0 10.8 10.0 11.1 10.6

Upper middle-income 1.3 1.1 2.6 2.8 2.9 12.5 13.9 16.1 17.3 16.3

High-income 1.3 1.3 1.4 1.3 1.4 9.8 10.6 10 9.8 10.2

Notes: All aggregates were produced jointly by WHO and the World Bank using the methods described in Annex A3, (20) 
and (40). 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 or national level to monitor catastrophic spending 
on health. These estimates are based on a data availability for global monitoring, which may not necessarily align with the 
availability of data at national or regional levels.

Source: Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).



Annexes 79 

Table A4b. Population suffering financial hardship (SDG and SDG related indicators) by country 
income group (millions)

Country income groups 

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 579 708 785 940 996 131 167 189 270 290

Low-income 275 298 62 45 55 66 73 15 10 11

Lower middle-income 197 313 313 408 423 48 79 72 119 135

Upper middle-income 46 31 339 408 434 7 5 90 129 130

High-income 60 67 72 79 85 11 11 11 12 13

  Pushed below a poverty line Further pushed below a poverty line

PPP$1.90 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 124 130 122 115 70 1035 879 704 549 435

Low-income 89 80 14 9 7 705 575 206 174 161

Lower middle-income 30 47 70 81 37 280 271 358 304 224

Upper middle-income 4 1 36 25 25 33 15 130 66 43

High-income 1 1 1 1 1 11 12 3 2 3

PPP$3.20 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 111 133 146 164 118 2053 1936 1775 1535 1260

Low-income 58 70 14 8 8 1341 1154 351 291 290

Lower middle-income 46 58 77 102 57 593 692 1012 993 789

Upper middle-income 6 3 52 52 52 79 44 386 232 157

High-income 1 2 1 1 2 30 33 14 11 16

60% of median per 
capita consumption

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 91 122 154 182 172 539 686 853 971 953

Low-income 46 50 14 10 11 201 225 92 84 91

Lower middle-income 25 51 60 85 69 165 268 250 322 314

Upper middle-income 8 7 64 72 75 82 83 396 448 419

High-income 11 13 16 15 17 86 105 111 114 125

Notes: All aggregates were produced jointly by WHO and the World Bank using the methods described in Annex A3, (20) 
and (40). 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 or national level to monitor catastrophic spending 
on health. These estimates are based on a data availability for global monitoring, which may not necessarily align with the 
availability of data at national or regional levels.

Source: Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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Table A5a. Population suffering financial hardship (SDG and SDG related indicators) by 
UN regions (%)

UN regions

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 9.4 10.8 11.3 12.7 13.2 2.1 2.6 2.7 3.7 3.8

Sub-Saharan Africa/
Northern Africa

8.0 9.8 9.3 10.9 10.0 2.5 2.5 2.0 2.5 2.2

Asia 10.8 12.5 13.5 15.5 16.6 2.5 3.2 3.5 5.0 5.4

Europe 7.3 6.3 6.4 7.3 6.7 1.0 0.9 0.9 1.0 0.9

Latin America and Caribbean 7.2 9.6 9.5 8.6 8.7 1.2 1.6 1.5 1.6 1.6

Northern America 5.7 5.5 4.7 4.3 4.4 1.0 0.9 0.8 0.7 0.7

Oceania 6.0 5.2 3.0 3.0 1.5 1.1 0.9 0.6 0.5 0.2

  Pushed below a poverty line Further pushed below a poverty line

PPP$1.90 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 2.0 2.0 1.8 1.6 0.9 17.0 13.5 10.2 7.5 5.8

Sub-Saharan Africa/
Northern Africa

2.8 2.0 1.8 1.6 1.4 31.2 28.4 26.2 26.0 23.4

Asia 2.6 2.8 2.4 2.2 1.1 20.3 15.0 10.0 5.4 3.1

Europe 0.1 0.0 0.0 0.0 0.0 1.5 0.6 0.0 0.0 0.3

Latin America and Caribbean 0.8 0.6 0.5 0.3 0.2 4.1 4.5 2.7 0.9 0.7

Northern America 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Oceania 0.3 0.2 0.1 0.0 0.0 0.4 0.3 0.2 0.1 0.1

PPP$3.20 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 1.8 2.1 2.1 2.2 1.6 33.7 29.8 25.7 21.0 16.8

Sub-Saharan Africa/
Northern Africa

2.6 2.0 2.0 1.8 1.7 45.0 44.5 43.8 43.7 41.2

Asia 2.2 2.7 2.9 3.2 2.1 42.9 36.6 30.6 22.7 16.1

Europe 0.3 0.1 0.1 0.1 0.1 5.9 2.5 0.2 0.3 1.0

Latin America and Caribbean 1.3 1.2 1.0 0.7 0.6 12.0 13.0 8.0 4.0 3.4

Northern America 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.1 0.1

Oceania 0.3 0.2 0.1 0.0 0.0 0.6 0.5 0.4 0.2 0.2

60% of median per capita 
consumption

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 1.5 1.9 2.2 2.5 2.3 8.8 10.6 12.4 13.3 12.7

Sub-Saharan Africa/
Northern Africa

1.6 1.9 1.9 2.2 2.1 12.9 15.0 14.9 14.9 15.2

Asia 1.5 2.1 2.7 3.0 2.7 6.9 8.8 11.9 13.4 12.3

Europe 1.2 1.2 1.4 1.6 1.7 10.2 11.0 10.8 10.9 11.3

Latin America and Caribbean 1.4 1.6 1.6 1.6 1.6 13.4 15.4 14.9 14.8 15.1

Northern America 1.4 1.1 0.9 0.8 0.7 10.0 9.9 9.8 8.3 8.5

Oceania 2.5 2.3 1.2 1.3 1.3 13.3 13.2 8.5 12.0 11.8

Notes: All aggregates were produced jointly by WHO and the World Bank using the methods described in Annex A3, (20) 
and (40). 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 or national level to monitor catastrophic spending 
on health. These estimates are based on a data availability for global monitoring, which may not necessarily align with the 
availability of data at national or regional levels.

Source: Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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Table A5b. Population suffering financial hardship (SDG and SDG related indicators) by UN 
regions (millions) 

UN regions

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 579 708 785 940 996 131 167 189 270 290

Sub-Saharan Africa/Northern Africa 65 90 97 129 124 20 23 20 29 28

Asia 403 499 568 687 751 94 126 149 221 243

Europe 53 46 47 54 50 7 7 7 7 7

Latin America and Caribbean 38 53 56 53 55 6 9 9 10 10

Northern America 18 18 16 15 16 3 3 3 3 2

Oceania 2 2 1 1 1 0 0 0 0 0

  Pushed below a poverty line Further pushed below a poverty line

PPP$1.90 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 124 130 122 115 70 1035 879 704 549 435

Sub-Saharan Africa/Northern 
Africa

22 18 19 19 18 254 261 273 308 291

Asia 97 108 100 95 51 748 588 415 236 137

Europe 1 0 0 0 0 11 5 0 0 2

Latin America and Caribbean 4 3 3 2 1 21 25 16 5 5

Northern America 0 0 0 0 0 0 0 0 0 0

Oceania 0 0 0 0 0 0 0 0 0 0

PPP$3.20 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 111 133 146 164 118 2053 1936 1775 1535 1260

Sub-Saharan Africa/Northern Africa 21 19 21 21 21 366 409 456 516 513

Asia 81 107 119 138 94 1582 1437 1270 991 718

Europe 2 1 0 1 0 43 18 1 2 7

Latin America and the Caribbean 7 7 6 4 4 63 72 47 25 21

Northern America 0 0 0 0 0 0 0 0 0 0

Oceania 0 0 0 0 0 0 0 0 0 0

60% of median per capita 
consumption

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 91 122 154 182 172 539 686 853 971 953

Sub-Saharan Africa/Northern Africa 13 17 20 26 26 105 138 156 176 190

Asia 56 82 111 131 120 254 345 493 587 548

Europe 9 9 10 12 13 74 80 80 81 84

Latin America and the Caribbean 7 9 10 10 10 70 86 88 92 96

Northern America 4 4 3 3 3 31 32 34 30 31

Oceania 1 1 0 1 1 4 4 3 5 5

Notes: All aggregates were produced jointly by WHO and the World Bank using the methods described in Annex A3, (20) 
and (40). 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 or national level to monitor catastrophic spending 
on health. These estimates are based on a data availability for global monitoring, which may not necessarily align with the 
availability of data at national or regional levels.

Source: Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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Table A6a. Population suffering financial hardship (SDG and SDG related indicators) by WHO 
regions (%)

WHO regions

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 9.4 10.8 11.3 12.7 13.2 2.1 2.6 2.7 3.7 3.8

African Region 7.7 8.9 7.6 8.9 8.4 2.7 2.6 1.8 2.1 2.0

Region of the Americas 6.6 8.1 7.8 7.0 7.1 1.1 1.4 1.3 1.3 1.3

Eastern Mediterranean 
Region

7.3 8.6 9.7 11.8 12.5 1.3 1.4 1.7 2.3 2.5

European Region 7.3 6.3 6.5 7.0 6.9 1.1 1.0 1.0 1.0 1.0

South-East Asia Region 12.6 12.6 13.1 15.0 15.2 2.8 2.9 3.3 4.9 5.4

Western Pacific Region 10.3 14.3 16.0 18.7 20.2 2.6 4.0 4.6 6.3 6.4

Non-Member States 5.4 7.2 7.5 6.4 11.9 1.4 1.1 1.2 1.2 2.2

  Pushed below a poverty line Further pushed below a poverty line

PPP$1.90 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 2.0 2.0 1.8 1.6 0.9 17.0 13.5 10.2 7.5 5.8

African Region 2.8 2.2 1.9 1.7 1.4 36.1 33.2 30.6 30.6 27.2

Region of the Americas 0.5 0.4 0.3 0.2 0.1 2.6 2.8 1.7 0.6 0.5

Eastern Mediterranean 
Region

2.1 1.3 0.8 0.6 0.7 11.7 7.7 4.7 3.0 2.5

European Region 0.2 0.1 0.0 0.0 0.0 2.3 1.1 0.4 0.2 0.4

South-East Asia Region 3.9 3.5 3.5 3.6 1.2 26.5 20.2 15.3 8.8 4.7

Western Pacific Region 1.7 2.5 1.9 1.2 1.3 16.8 12.1 6.5 2.8 1.9

Non-Member States 1.0 0.4 0.2 0.3 0.3 11.4 2.3 1.3 4.1 3.6

PPP$3.20 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 1.8 2.1 2.1 2.2 1.6 33.7 29.8 25.7 21.0 16.8

African Region 1.9 1.8 1.6 1.3 1.1 48.8 48.5 48.3 48.9 45.2

Region of the Americas 0.8 0.7 0.6 0.4 0.4 7.5 8.2 5.1 2.6 2.2

Eastern Mediterranean 
Region

3.2 2.5 2.4 2.4 2.6 34.8 31.3 25.0 19.5 17.3

European Region 0.4 0.2 0.2 0.2 0.1 7.2 3.6 1.3 1.1 1.5

South-East Asia Region 2.4 3.0 3.4 4.2 1.7 55.7 47.2 43.6 35.6 25.2

Western Pacific Region 2.2 2.7 2.7 2.6 2.7 33.6 28.8 20.2 11.2 7.6

Non-Member States 1.2 0.9 0.7 0.7 0.6 19.4 9.5 6.3 12.2 10.7

60% of median per 
capita consumption

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 1.5 1.9 2.2 2.5 2.3 8.8 10.6 12.4 13.3 12.7

African Region 1.5 1.7 1.7 1.8 1.7 13.4 15.4 15.5 15.3 15.7

Region of the Americas 1.4 1.4 1.4 1.3 1.3 12.1 13.3 13.0 12.4 12.7

Eastern Mediterranean 
Region

1.7 1.9 1.9 2.4 2.5 10.8 11.8 11.3 11.8 11.9

European Region 1.2 1.2 1.4 1.5 1.6 10.0 10.7 10.7 10.6 10.9
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WHO regions

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

South-East Asia Region 1.9 1.9 2.5 3.1 2.2 6.0 6.8 7.3 9.2 7.9

Western Pacific Region 1.2 2.5 3.2 3.3 3.5 7.0 10.4 16.9 18.7 17.4

Non-Member States 1.2 1.3 1.5 1.6 1.7 10.6 11.0 11.1 11.7 12.1

Notes: All aggregates were produced jointly by WHO and the World Bank using the methods described in Annex A3, (20) 
and (40). 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 or national level to monitor catastrophic spending 
on health. These estimates are based on a data availability for global monitoring, which may not necessarily align with the 
availability of data at national or regional levels.

Source: Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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Table A6b. Population suffering financial hardship (SDG and SDG related indicators) by WHO 
regions (millions) 

 

WHO regions

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 579 708 785 940 996 131 167 189 270 290

African Region 51 67 65 87 87 18 20 15 21 21

Region of the Americas 55 71 72 68 70 9 12 12 13 13

Eastern Mediterranean 
Region

35 46 57 78 86 6 7 10 15 17

European Region 63 56 58 64 63 10 9 9 9 9

South-East Asia Region 198 214 238 288 299 43 49 59 93 107

Western Pacific Region 175 252 292 352 385 45 71 83 118 123

Non-Member States 2 3 3 3 5 1 0 0 0 1

  Pushed below a poverty line Further pushed below a poverty line

PPP$1.90 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 124 130 122 115 70 1035 879 704 549 435

African Region 18 16 16 17 15 238 249 263 300 281

Region of the Americas 4 3 3 2 1 21 25 16 5 5

Eastern Mediterranean 
Region

10 7 5 4 5 56 41 28 20 17

European Region 2 1 0 0 0 20 10 4 2 3

South-East Asia Region 62 60 63 70 24 417 344 277 169 93

Western Pacific Region 29 43 34 22 25 281 210 117 52 36

Non-Member States 0 0 0 0 0 2 0 0 1 1

PPP$3.20 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 111 133 146 164 118 2053 1936 1775 1535 1260

African Region 12 13 13 13 12 322 364 415 479 466

Region of the Americas 7 7 6 4 4 62 72 47 25 21

Eastern Mediterranean 
Region

15 13 14 16 18 165 166 148 128 119

European Region 4 2 1 2 1 62 32 12 10 14

South-East Asia Region 37 50 62 81 34 877 802 791 685 494

Western Pacific Region 36 48 49 49 51 561 499 361 206 143

Non-Member States 0 0 0 0 0 3 2 1 2 2

60% of median per capita 
consumption 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 91 122 154 182 172 539 686 853 971 953

African Region 10 13 14 18 18 88 116 133 150 163

Region of the Americas 11 13 13 13 13 101 117 121 121 126

Eastern Mediterranean 
Region

8 10 12 16 17 51 62 67 78 82

European Region 11 11 12 14 15 87 94 95 97 100
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WHO regions

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

South-East Asia Region 30 32 45 60 43 94 115 133 177 155

Western Pacific Region 21 43 58 61 65 117 180 303 345 324

Non-Member States 0 0 0 0 0 2 2 2 2 2

Notes: All aggregates were produced jointly by WHO and the World Bank using the methods described in Annex A3, (20) 
and (40). 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 or national level to monitor catastrophic spending 
on health. These estimates are based on a data availability for global monitoring, which may not necessarily align with the 
availability of data at national or regional levels.

Source: Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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Table A7a. Population suffering financial hardship (SDG and SDG related indicators) by the 
World Bank region (%)

World Bank regions

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 9.4 10.8 11.3 12.7 13.2 2.1 2.6 2.7 3.7 3.8

East Asia and Pacific 9.1 12.4 13.9 16.1 17.6 2.3 3.4 3.9 5.3 5.5

Europe and Central Asia 7.3 6.3 6.4 6.9 6.8 1.1 1.0 1.0 1.0 1.0

Latin America and Caribbean 7.2 9.6 9.5 8.6 8.7 1.2 1.6 1.5 1.6 1.6

Middle East and North Africa 8.0 10.8 11.5 14.7 15.4 1.8 1.9 2.1 2.9 3.0

North America 5.7 5.5 4.7 4.3 4.4 1.0 0.9 0.8 0.7 0.7

South Asia 14.0 13.6 14.0 16.3 16.5 3.0 3.1 3.5 5.3 5.9

Sub-Saharan Africa 7.7 9.3 8.2 8.8 8.3 2.6 2.7 1.9 2.1 2.0

  Pushed below a poverty line Further pushed below a poverty line

PPP$1.90 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 2.0 2.0 1.8 1.6 0.9 17.0 13.5 10.2 7.5 5.8

East Asia and Pacific 1.6 2.2 1.6 1.1 1.2 18.3 12.7 6.0 2.8 2.1

Europe and Central Asia 0.2 0.1 0.0 0.0 0.0 2.3 1.1 0.4 0.2 0.4

Latin America and Caribbean 0.8 0.6 0.5 0.3 0.2 4.1 4.5 2.7 0.9 0.7

Middle East and North Africa 1.5 1.0 0.6 0.6 0.7 9.9 6.1 4.3 3.6 2.8

North America 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

South Asia 4.5 3.9 3.9 4.0 1.3 25.6 20.3 16.8 9.5 4.8

Sub-Saharan Africa 2.8 2.2 2.0 1.7 1.4 35.5 32.5 30.1 30.1 26.9

PPP$3.20 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 1.8 2.1 2.1 2.2 1.6 33.7 29.8 25.7 21.0 16.8

East Asia and Pacific 2 2.4 2.5 2.4 2.4 37.8 31.3 21.2 12.6 9.4

Europe and Central Asia 0.4 0.2 0.2 0.2 0.1 7.2 3.6 1.3 1.1 1.5

Latin America and Caribbean 1.3 1.2 1.0 0.7 0.6 12.0 13.0 8.0 4.0 3.4

Middle East and North Africa 3.3 2.3 2.1 2.2 2.4 23.2 21.5 16.8 14.7 13.6

North America 0.0 0.0 0.0 0.0 0.0 0.1 0.0 0.0 0.1 0.1

South Asia 2.7 3.4 3.8 4.7 2.0 55.1 48.3 47.1 38.4 26.8

Sub-Saharan Africa 1.9 1.8 1.7 1.4 1.2 48.7 48.0 48.0 48.5 44.9

60% of median per capita consumption 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 1.5 1.9 2.2 2.5 2.3 8.8 10.6 12.4 13.3 12.7

East Asia and Pacific 1.2 2.2 2.8 2.9 3.1 7.3 10.1 15.4 17.8 16.7

Europe and Central Asia 1.2 1.2 1.4 1.5 1.6 10.0 10.6 10.6 10.6 10.9

Latin America and Caribbean 1.4 1.6 1.6 1.6 1.6 13.4 15.4 14.9 14.8 15.1

Middle East and North Africa 1.6 1.9 2.0 2.5 2.6 10.8 12.3 11.4 11.9 12.5

North America 1.4 1.1 0.9 0.8 0.7 10.0 9.9 9.8 8.3 8.5

South Asia 2.2 2.1 2.8 3.4 2.4 5.9 6.7 7.4 8.5 6.9

Sub-Saharan Africa 1.5 1.8 1.8 1.9 1.8 13.4 15.4 15.6 15.4 15.7

Notes: All aggregates were produced jointly by WHO and the World Bank using the methods described in Annex A3, (20) 
and (40). 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 or national level to monitor catastrophic spending 
on health. These estimates are based on a data availability for global monitoring, which may not necessarily align with the 
availability of data at national or regional levels.

Source: Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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Table A7b. Population suffering financial hardship (SDG and SDG related indicators) by the 
World Bank region (millions) 

World Bank regions

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 579 708 785 940 996 131 167 189 270 290

East Asia and Pacific 189 267 311 373 413 48 73 87 122 128

Europe and Central Asia 63 55 57 63 62 10 8 9 9 9

Latin America and 
Caribbean

38 53 56 53 55 6 9 9 10 10

Middle East and North 
Africa

25 37 44 62 68 6 6 8 12 13

North America 18 18 16 15 16 3 3 3 3 2

South Asia 195 207 230 285 295 41 47 57 92 105

Sub-Saharan Africa 52 70 71 88 87 18 21 16 21 21

  Pushed below a poverty line Further pushed below a poverty line

PPP$1.90 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 124 130 122 115 70 1035 879 704 549 435

East Asia and Pacific 32 46 36 24 27 371 268 131 62 48

Europe and Central Asia 2 1 0 0 0 20 10 4 2 3

Latin America and 
Caribbean

4 3 3 2 1 21 25 16 5 5

Middle East and North 
Africa

5 3 2 2 3 31 21 17 15 12

North America 0 0 0 0 0 0 0 0 0 0

South Asia 62 60 63 70 24 356 308 276 165 85

Sub-Saharan Africa 19 17 17 17 15 236 246 261 298 281

PPP$3.20 a day 2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 111 133 146 164 118 2053 1936 1775 1535 1260

East Asia and Pacific 41 51 54 53 55 765 660 463 285 215

Europe and Central Asia 4 2 1 2 1 62 32 12 10 14

Latin America and 
Caribbean

7 7 6 4 4 63 72 47 25 21

Middle East and North 
Africa

11 8 8 9 11 73 75 65 63 60

North America 0 0 0 0 0 0 0 0 0 0

South Asia 37 52 63 82 35 766 733 771 671 480

Sub-Saharan Africa 13 14 15 14 12 324 365 417 481 470

60% of median per 
capita consumption

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Global 91 122 154 182 172 539 686 853 971 953

East Asia and Pacific 24 46 61 66 71 147 213 337 401 383

Europe and Central Asia 11 11 12 14 15 86 93 94 96 99

Latin America and 
Caribbean

7 9 10 10 10 70 86 88 92 96
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World Bank regions

SDG 3.8.2, 10% threshold SDG 3.8.2, 25% threshold

2000 2005 2010 2015 2017 2000 2005 2010 2015 2017

Middle East and North 
Africa

5 7 8 11 12 34 43 44 51 55

North America 4 4 3 3 3 31 32 34 30 31

South Asia 30 32 46 59 43 82 102 121 148 124

Sub-Saharan Africa 10 14 15 19 19 89 117 136 153 165

Notes: All aggregates were produced jointly by WHO and the World Bank using the methods described in Annex A3, (20) 
and (40). 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 or national level to monitor catastrophic spending 
on health. These estimates are based on a data availability for global monitoring, which may not necessarily align with the 
availability of data at national or regional levels.

Source: Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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Table A8. Sustainable Development Goal universal health care indicator 3.8.2: catastrophic 
health spending by country, most recent year available

WHO country name Latest year

SDG UHC indicator 3.8.2, latest year: incidence of 
catastrophic expenditure (%)

At 10% of household total 
consumption or income

At 25% of household total 
consumption or income

Afghanistan** 2016 23.8 5.6

Albania 2012 16.7 4.9

Angola 2018 35.5 12.5

Argentina* 2017 9.6 2.5

Armenia 2017 21.0 7.1

Australia*** 2015 2.5 0.4

Austria 1999 4.3 0.7

Azerbaijan 2005 8.1 1.1

Bahrain* 2015 4.9 1.4

Bangladesh 2016 24.4 8.4

Barbados 2016 16.4 3.8

Belarus* 2020 13.5 0.6

Belgium 2009 11.4 1.4

Belize* 2018 6.2 3.1

Benin** 2015 5.5 1.0

Bhutan 2017 4.0 1.8

Bolivia (Plurinational State of) 2019 4.6 0.8

Bosnia and Herzegovina 2015 8.2 1.4

Botswana 2009 1.0 0.2

Brazil 2017 11.8 1.9

Bulgaria 2018 21.3 3.1

Burkina Faso 2014 3.1 0.4

Burundi 2013 3.3 0.4

Cabo Verde 2007 2.0 0.0

Cambodia** 2019 17.9  4.9

Cameroon 2014 10.7 1.8

Canada*1 2019 3.5 0.8

Cayman Islands** 2015 0.0 0.0

Central African Republic 2008 6.7 1.2

Chad 2011 8.7 1.6

Chile 2016 14.6 2.1

China 2016 24.0 9.2

Colombia 2016 8.2 2.2

Comoros 2014 8.8 1.6

Congo 2011 4.6 0.7
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WHO country name Latest year

SDG UHC indicator 3.8.2, latest year: incidence of 
catastrophic expenditure (%)

At 10% of household total 
consumption or income

At 25% of household total 
consumption or income

Costa Rica 2018 7.4 1.1

Côte d’Ivoire 2014 12.4 3.4

Croatia 2010 2.8 0.3

Cyprus 2015 14.7 1.6

Czechia 2010 2.2 0.1

Democratic Republic of the Congo 2012 4.8 0.6

Denmark 2010 2.9 0.5

Djibouti 2017 1.5 0.3

Dominican Republic** 2018 8.2 0.9

Ecuador** 2013 10.3 2.4

Egypt 2017 31.1 6.1

El Salvador 2014 1.7 0.3

Estonia 2010 8.8 1.2

Eswatini 2016 5.0 1.3

Ethiopia 2015 2.1 0.3

Fiji* 2008 0.8 0.1

Finland 2016 6.7 0.7

Gabon 2017 3.8 0.7

Gambia 2015 0.2 0.0

Georgia 2017 31.2 9.7

Germany 2010 1.5 0.1

Ghana 2016 1.3 0.1

Greece 2016 16.9 1.6

Guatemala 2014 11.5 3.8

Guinea 2012 7.0 1.3

Guinea-Bissau 2010 6.3 1.0

Haiti 2013 11.5 4.0

Honduras 2004 1.1 0.1

Hungary 2010 7.4 0.3

Iceland 1995 7.0 0.9

India 2017 17.3 6.5

Indonesia 2017 4.5 0.9

Iran (Islamic Republic of)** 2019 15.3 3.5

Iraq 2012 3.7 0.9

Ireland 2009 5.6 0.5

Israel 2012 10.6 1.8

Italy 2010 9.3 1.1
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WHO country name Latest year

SDG UHC indicator 3.8.2, latest year: incidence of 
catastrophic expenditure (%)

At 10% of household total 
consumption or income

At 25% of household total 
consumption or income

Jamaica 2004 10.2 2.9

Japan* 2019 10.5 1.9

Jordan 2008 1.7 0.3

Kazakhstan 2015 2.5 0.1

Kenya 2015 5.1 1.3

Kiribati 2006 0.0 0.0

Kyrgyzstan 2016 3.5 0.7

Lao People’s Democratic Republic 2007 3.0 0.3

Latvia 2016 21.4 5.7

Lebanon 2012 26.6 6.3

Lesotho 2010 4.5 1.4

Liberia 2016 6.7 1.1

Lithuania 2008 12.9 2.7

Luxembourg 2016 3.5 0.3

Madagascar 2012 2.9 0.6

Malawi 2016 4.4 1.0

Malaysia* 2019 1.5 0.1

Maldives 2016 10.3 4.1

Mali 2018 2.1 0.1

Malta 2015 15.9 2.7

Mauritania 2014 11.7 2.9

Mauritius 2017 8.2 1.9

Mexico 2016 1.6 0.2

Mongolia 2018 7.2 1.3

Montenegro 2015 10.3 0.8

Morocco 2013 20.5 6.4

Mozambique 2014 1.6 0.4

Myanmar 2017 12.7 3.5

Namibia 2015 1.5 0.3

Nepal 2016 10.7 2.1

Nicaragua 2014 24.7 9.1

Niger 2018 6.5 0.9

Nigeria 2018 15.8 4.1

Norway 1998 5.1 0.5

Occupied Palestinian Territory, including 
east Jerusalem

2016 7.6 1.0

Oman 1999 0.6 0.1
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WHO country name Latest year

SDG UHC indicator 3.8.2, latest year: incidence of 
catastrophic expenditure (%)

At 10% of household total 
consumption or income

At 25% of household total 
consumption or income

Pakistan 2015 5.4 1.0

Panama** 2017 6.2 0.7

Paraguay 2014 7.1 1.9

Peru 2019 8.4 1.1

Philippines 2015 6.3 1.4

Poland 2016 14.1 1.3

Portugal 2011 18.4 3.3

Republic of Korea* 2018 12.0 2.9

Republic of Moldova 2016 18.7 3.6

Romania 2016 13.4 2.2

Russian Federation* 2020 7.7 0.9

Rwanda 2016 1.2 0.1

Saint Lucia 2016 6.6 1.9

Sao Tome and Principe 2017 4.8 1.2

Saudi Arabia* 2018 1.3 0.6

Senegal 2011 3.3 0.2

Serbia 2015 8.0 0.5

Seychelles 2013 2.6 1.3

Sierra Leone 2018 16.4 3.0

Singapore* 2013 9.0 1.5

Slovakia 2015 2.7 0.0

Slovenia 2018 3.7 0.3

Somalia 2017 0.1 0.0

South Africa 2014 1.0 0.1

South Sudan 2017 13.4 4.0

Spain 2019 7.9 1.1

Sri Lanka 2016 5.4 0.9

Sudan 2009 18.4 3.3

Suriname 2016 4.9 1.4

Sweden 1996 5.5 0.7

Syrian Arab Republic 2007 6.9 1.4

Tajikistan 2018 10.3 2.2

Thailand* 2019 1.9 0.3

North Macedonia 2006 7.8 0.8

Timor-Leste 2014 2.6 0.5

Togo** 2018 13.4 2.4

Trinidad and Tobago 2014 3.9 1.9
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WHO country name Latest year

SDG UHC indicator 3.8.2, latest year: incidence of 
catastrophic expenditure (%)

At 10% of household total 
consumption or income

At 25% of household total 
consumption or income

Tunisia 2015 16.7 2.4

Turkey 2016 3.2 0.4

Uganda 2016 15.3 3.8

Ukraine 2019 8.3 1.2

United Arab Emirates* 2019 0.4 -

United Kingdom of Great Britain and 
Northern Ireland

2018 2.3 0.4

United Republic of Tanzania 2018 4.3 0.8

United States of America 2019 4.3 0.8

Uruguay 2016 2.3 0.2

Uzbekistan 2003 6.7 1.8

Viet Nam* 2020 8.5 1.7

Yemen 2014 15.8 4.2

Zambia 2010 0.3 0.0

Zimbabwe 2017 11.8 7.0

Notes: *Produced by the Member State. ** Produced in collaboration with the Member State. *** Produced in collaboration 
with a country expert. Catastrophic health spending is defined as out-of-pocket expenditures exceeding 10% and 25% of 
household total consumption or income. 1 Proxy indicator as it excludes selected health care expenditure only, based on 
after-tax income adjusted by dividing by the square root of the household size. This definition with these two thresholds 
corresponds to SDG indicator 3.8.2, defined as “The proportion of population with large household expenditures on health 
as a share of total household expenditure or income”. 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 level to monitor catastrophic spending on health. These estimates are based on data availability for global 
monitoring, which may not necessarily align with availability of data at national or regional levels. 

Source: Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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Table A9. Sustainable Development Goal–related indicators of impoverishment due to out-of-
pocket health spending by country, most recent year available

WHO country name
Latest 
year

Impoverishing health spending

At the PPP$1.90 a day  
poverty line

At the relative poverty line of 
60% of median consumption or 

income

(pushed into 
poverty) 
Increase 

in poverty 
headcount

(further 
pushed into 

poverty) Poor 
spending on 

health

(pushed into 
poverty) 
Increase 

in poverty 
headcount

(further 
pushed into 

poverty) Poor 
spending on 

health

Afghanistan** 2016 4.4 16.4 3.3 8.3

Albania 2012 0 0 3 7

Angola 2018 5 34 5 20

Argentina1 2004 0 1 2 10

Armenia 2017 0 0 3 7

Australia*** 2015 0 0 1 15

Austria 1999 0 0 1 8

Azerbaijan 2005 0 0 1 1

Bangladesh 2016 4 8 4 9

Barbados 2016 0 0 2 10

Belarus1 2016 0 0 1.7 11.2

Belgium 2009 0 0 2 11

Benin** 2015 2 39 - 18

Bhutan 2017 1 0 2 4

Bolivia (Plurinational State of) 2019 0 1 1 13

Bosnia and Herzegovina 2015 0 0 2 8

Botswana 2009 0 4 0 8

Brazil 2017 0 1 2 20

Bulgaria 2018 0 - 4 12

Burkina Faso 2014 2 54 2 13

Burundi 2013 1 61 1 15

Cabo Verde 2007 0 2 1 12

Cameroon 2014 2 0 2 26

Canada*2 2019 0 0 1 16

Central African Republic 2008 1 34 1 13

Chad 2011 2 22 1 15

Chile 2016 0 0 2 13

China 2016 2 2 4 18

Colombia 2016 0 1 1 12

Comoros 2014 1 15 2 19

Congo 2011 1 25 1 22

Costa Rica 2018 0 0 1 11
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WHO country name
Latest 
year

Impoverishing health spending

At the PPP$1.90 a day  
poverty line

At the relative poverty line of 
60% of median consumption or 

income

(pushed into 
poverty) 
Increase 

in poverty 
headcount

(further 
pushed into 

poverty) Poor 
spending on 

health

(pushed into 
poverty) 
Increase 

in poverty 
headcount

(further 
pushed into 

poverty) Poor 
spending on 

health

Côte d'Ivoire 2014 2 - 2 -

Croatia 2010 0 0 1 10

Cyprus 2015 0 - 3 14

Czechia 2010 0 0 1 9

Democratic Republic of the Congo 2012 1 62 1 20

Denmark 2010 0 0 1 10

Djibouti 2017 0 2 0 3

Dominican Republic** 2018 0 0 2 12

Ecuador** 2013 1 1 2 15

Egypt 2017 2 3 5 11

El Salvador 2014 0 0 0 3

Estonia 2010 0 0 1 6

Eswatini 2016 1 10 1 12

Ethiopia 2015 1 12 1 9

Fiji** 2008 0 - - -

Finland 2016 0 - 1 11

Gabon 2017 0 2 1 17

Gambia 2015 0 7 0 13

Georgia 2017 2 3 5 16

Germany 2010 0 0 1 5

Ghana 2016 0 6 0 15

Greece 2016 0 - 2 11

Guatemala 2014 1 2 2 13

Guinea 2012 3 21 1 10

Guinea-Bissau 2010 1 50 1 15

Haiti 2013 3 9 4 10

Hungary 2010 0 0 1 13

Iceland 1995 0 0 1 10

India 2011 5 16 3 7

Indonesia 2017 0 4 1 16

Iran (Islamic Republic of)** 2019 0 0 - -

Iraq 2012 0 2 1 13

Ireland 2009 0 0 1 10

Israel 2012 0 0 2 15
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WHO country name
Latest 
year

Impoverishing health spending

At the PPP$1.90 a day  
poverty line

At the relative poverty line of 
60% of median consumption or 

income

(pushed into 
poverty) 
Increase 

in poverty 
headcount

(further 
pushed into 

poverty) Poor 
spending on 

health

(pushed into 
poverty) 
Increase 

in poverty 
headcount

(further 
pushed into 

poverty) Poor 
spending on 

health

Italy 2010 0 0 1 9

Jamaica 2004 1 1 2 18

Jordan 2008 0 0 1 14

Kazakhstan 2015 0 0 1 8

Kenya 2015 2 17 1 11

Kiribati 2006 0 0 0 0

Kyrgyzstan 2016 0 0 1 3

Lao People's Democratic Republic 2007 1 6 0 4

Latvia 2016 0 - 4 9

Lebanon 1999 0 0 7 21

Liberia 2016 2 37 2 16

Lithuania 2008 0 0 2 8

Luxembourg 2016 0 - 2 20

Madagascar 2012 0 51 1 12

Malawi 2016 1 42 1 9

Malaysia* 2019 0 0 1 20

Maldives 2016 0 0 2 11

Mali 2018 2 37 2 16

Malta 2015 0 - 3 14

Mauritania 2014 1 2 3 9

Mauritius 2017 0 0 1 5

Mexico 2016 0 0 0 11

Mongolia 2018 0 0 2 14

Montenegro 2015 0 0 2 8

Morocco 2013 2 1 5 14

Mozambique 2014 1 39 1 13

Myanmar 2017 1 1 3 11

Namibia 2015 0 10 0 22

Nepal 2016 2 9 3 13

Nicaragua 2014 3 4 5 21

Niger 2018 2 38 1 15

Nigeria 2018 2 45 3 24

Norway 1998 0 0 2 10
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WHO country name
Latest 
year

Impoverishing health spending

At the PPP$1.90 a day  
poverty line

At the relative poverty line of 
60% of median consumption or 

income

(pushed into 
poverty) 
Increase 

in poverty 
headcount

(further 
pushed into 

poverty) Poor 
spending on 

health

(pushed into 
poverty) 
Increase 

in poverty 
headcount

(further 
pushed into 

poverty) Poor 
spending on 

health

Occupied Palestinian Territory, 
including east Jerusalem

2016 0 0 2 13

Oman 1999 0 0 0 8

Pakistan 2015 0.7 3.1 2.3 11.3

Panama** 2017 0 0 1 18

Paraguay 2014 1 2 1 18

Peru 2019 0 0 1 16

Philippines 2015 1 8 1 21

Poland 2016 0 0 3 12

Portugal 2011 0 0 3 13

Republic of Moldova 2016 0 0 3 6

Romania 2016 0 0 2 9

Russian Federation 2014 0 0 2 16

Rwanda 2016 0 35 1 12

Saint Lucia 2016 0 1 2 12

Sao Tome and Principe 2017 1 14 1 8

Senegal 2011 1 33 2 19

Serbia 2015 0 0 2 12

Seychelles 2013 1 1 1 11

Sierra Leone 2018 4 43 3 14

Slovakia 2015 0 - 1 11

Slovenia 2018 0 - 1 7

Somalia 2017 1 25 0 2

South Africa 2014 0 7 0 17

South Sudan 2017 1 64 3 20

Spain 2019 0 - 2 13

Sri Lanka 2016 0 0 1 7

Sudan 2009 3 11 3 17

Suriname 2016 0 0 1 9

Sweden 1996 0 0 1 8

Syrian Arab Republic 2007 0 0 2 12

Tajikistan 2018 0 0 1 4

Thailand* 2019 0 0 1 11

North Macedonia 2006 0 1 2 8
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WHO country name
Latest 
year

Impoverishing health spending

At the PPP$1.90 a day  
poverty line

At the relative poverty line of 
60% of median consumption or 

income

(pushed into 
poverty) 
Increase 

in poverty 
headcount

(further 
pushed into 

poverty) Poor 
spending on 

health

(pushed into 
poverty) 
Increase 

in poverty 
headcount

(further 
pushed into 

poverty) Poor 
spending on 

health

Timor-Leste 2014 1 8 1 3

Togo** 2018 - - 2 14

Trinidad and Tobago 2014 1 1 1 2

Tunisia 2015 0 0 3 15

Turkey 2016 0 0 1 12

Uganda 2016 3 25 3 13

Ukraine 2019 0 0 2 11

United Kingdom of Great Britain 
and Northern Ireland

2018 0 0 0 9

United Republic of Tanzania 2018 1 26 1 10

United States of America 2016 0 0 1 8

Uruguay 2016 0 0 1 14

Uzbekistan 2003 1 15 1 3

Viet Nam* 2020 0 1 2 20

Yemen 2014 4 9 4 10

Zimbabwe 2017 5 3 5 2

Note: *Produced by the Member State. ** Produced in collaboration with the Member State. *** Produced in collaboration 
with a country expert.1 Most recent estimate for impoverishing health spending differs from most recent estimate for 
catastrophic health spending (SDG 3.8.2 indicators).2 Proxy indicator as it excludes selected health care expenditure only, 
based on after-tax income adjusted by dividing it by the square root of the household size. Impoverishing spending on health 
occurs when a household is forced by an adverse health event to divert spending from non-medical budget items such as 
food, shelter and clothing to such an extent that its spending on these items is reduced below or further below the level 
indicated by the poverty line. Indicators of impoverishing spending on health are not part of the official SDG indicator of 
universal health coverage per se, but link universal health coverage directly to the first SDG goal, namely, to end poverty 
in all its forms everywhere. 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 level to 
monitor catastrophic spending on health. These estimates are based on data availability for global monitoring, which may 
not necessarily align with availability of data at national or regional levels. 

Source: Global database on financial protection assembled by WHO and the World Bank, 2021 update (27,28).
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Table A10. World Health Organization European Region indicators of catastrophic and impoverishing health 
spending

Country Latest year

Proportion of 
households with 

out-of-pocket 
payments 

greater than 
40% of capacity 

to pay(%)a

Proportion of households at risk of impoverishment  
after out-of-pocket payments (%)b

Further 
impoverished Impoverished At risk of 

impoverishment
Not at risk of 

impoverishment

No out- 
of-pocket 
payments

Albania 2015 12.5 6.7 1.5 6.7 51.4 33.7

Austria 2014/2015 3.2 0.8 0.2 1.0 77.9 20.9

Belgiumc 2018 3.8 0.6 0.2 0.8 65.5 32.8

Bulgariac 2018 19.2 4.3 3.6 8.1 78.2 5.7

Croatia 2014 4.0 2.0 0.5 3.3 73.8 20.4

Cyprus 2015 5.0 1.3 0.5 1.9 88.4 8.0

Czechia 2012 1.1 0.4 0.1 1.4 97.6 0.6

Estoniad 2016 8.1 1.5 1.3 2.1 54.7 40.4

Finlandc 2016 3.8 0.6 0.6 2.2 83.3 13.4

Francee 2017 2.1 1.3 0.2 1.5 81.3 15.7

Georgiae 2018 17.4 3.9 2.9 3.7 64.7 24.7

Germanye 2018 2.4 0.8 0.2 0.5 88.3 10.3

Greecee 2019 8.9 1.6 0.9 3.2 79.7 14.6

Hungary 2015 11.6 3.8 2.1 5.7 76.0 12.3

Ireland 2015/2016 1.2 0.8 0.1 0.9 64.5 33.8

Italye 2019 9.4 2.8 1.4 2.1 71.7 22.0

Kyrgyzstan 2014 12.8 2.2 1.5 6.7 71.2 18.5

Latviae 2016 12.9 2.2 2.0 4.1 62.8 28.9

Lithuania 2016 15.2 2.2 3.4 4.2 52.3 37.8

Luxembourgc 2017 2.4 1.1 0.3 0.5 89.8 8.3

Maltac 2015 6.9 1.0 1.1 2.1 80.1 15.6

North Macedoniac 2018 6.5 2.2 1.7 2.8 39.4 53.9

Republic of Moldova 2016 17.1 3.2 3.5 8.9 56.5 27.9

Poland 2014 8.6 2.6 1.1 4.3 75.3 16.7

Portugald 2015 10.6 2.2 1.6 2.8 84.3 9.0

Romaniac 2015 12.5 3.7 1.9 5.2 51.5 37.7

Slovakiae 2015 5.1 2.6 0.6 3.1 88.8 4.7

Sloveniae 2018 0.8 0.1 0.1 0.3 80.6 18.9

Spaine 2019 1.6 0.7 0.1 0.7 71.5 27.1

Sweden 2012 1.8 0.9 0.2 0.6 50.5 47.8

Turkeye 2018 4.3 2.3 0.4 2.0 52.8 42.6

Ukrainee 2019 16.7 8.4 2.4 8.5 76.4 4.4

United Kingdom of 
Great Britain and 
Northern Ireland 

2014 1.4 0.8 0.0 0.7 51.4 47.1

Notes: a Catastrophic health spending defined as out-of-pocket payments exceeding 40% of capacity to pay using the food, housing and 
utilities approach (Annex A2); b Proportion of households at risk of impoverishment after out-of-pocket payments using a relative poverty 
line reflecting basic needs on food, housing, and utilities (130,31); c New estimate; d Estimate amended; e Estimate updated.
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ANNEX A6. DATA AND METHODS 
(CHAPTER 2)

This annex presents the data sources and methods used to produce the graphs and/or support the 
discussion on COVID-19 and financial protection.

a) Rapid review methods

A rapid review was undertaken to support the discussion in this chapter. This was done by searching 
a set of keywords/phrases on Google Scholar. Keywords/phrases used were: health care/healthcare 
utilization, health care/healthcare utilization during COVID-19, self-medication, health-seeking 
behaviour, health-seeking behaviour during COVID-19, self-medication during COVID-19, traditional 
medicines, home remedies, and out-of-pocket spending during COVID-19. For self-medication, 
not all the articles meeting inclusion criteria were included, only one per country was included to 
discuss the statistics and uptake during COVID-19. Articles published in peer-reviewed journals, 
working papers and news articles since January 2020 were included in the review. Since Google 
Scholar gives many articles not directly related to the COVID-19 pandemic, after filtering as per 
the inclusion criteria, abstracts were reviewed to further subset the articles. From the abstract, to 
ensure that the estimates are specific to the COVID-19 pandemic, only those that had utilized post-
pandemic data were included. 

In addition, experts from both WHO and the World Bank were asked to provide references on these 
topics, sometimes by regions. The full list of experts is included in the acknowledgment section.

b) Common statistical choices in Chapter 2

• Monetary values in dollars are provided in constant US$ values of 2017. 

• All the statistics are population weighted. 

• The 2019 (pre-COVID-19) income group classification is used for all countries. By contrast to 
Chapter 1 the income group classification is year specific, see Table A10 for the most recent year 
with estimates available on financial hardship. 

• The International Monetary Fund World Economic Outlook from October 2021 (https://www.imf.
org/en/Publications/WEO) is used to discuss the macroeconomic impact of the pandemic. See 
the statistical annexes for more information about projections. As clearly stated throughout the 
chapter, there are many uncertainties around projections, which are subject to change, but they 
are based on the best available evidence at the time of producing this report.

c) Data sources overview (last accessed between 15–18 October 2021 unless otherwise specified).

• World Bank 

 – PovcalNet (June 2021 update) 

 – Macro Poverty Outlook (September 2021 update)  

 – High Frequency Survey (last accessed November 10, 2021) (https://www.worldbank.org/en/
data/interactive/2020/11/11/covid-19-high-frequency-monitoring-dashboard) 

• International Monetary Fund 

 – World Economic Outlook (October 2021 update) 

https://www.imf.org/en/Publications/WEO
https://www.imf.org/en/Publications/WEO
http://iresearch.worldbank.org/PovcalNet/povOnDemand.aspx
https://www.worldbank.org/en/publication/macro-poverty-outlook
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://www.worldbank.org/en/data/interactive/2020/11/11/covid-19-high-frequency-monitoring-dashboard
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• World Health Organization 

 – Global Health Expenditure Database (December 2020 update) 

 – National Pulse Survey on Continuity of Essential Health Services During the COVID-19 
Pandemic 

• Institute for Health Metrics and Evaluation 

 – Premise General Population COVID-19 Health Services Disruption Survey

• The University of Maryland Social Data Science Center, in partnership with Facebook 

 – The Global COVID-19 Trends and Impact Survey

• Oxford COVID-19 Government Response Tracker 

• Our World in Data (OWID) 

 – Statistics and Research on COVID-19

d) Data source details and methods by figure where relevant. 

World Bank

PovcalNet

http://iresearch.worldbank.org/PovcalNet/povOnDemand.aspx 

PovcalNet is a computational tool that allows users to estimate poverty rates for regions, sets of 
countries or individual countries, over time and at any poverty line. PovcalNet is managed jointly by 
the Data and Research Groups in the World Bank’s Development Economics Division.

Macro Poverty Outlook

https://www.worldbank.org/en/publication/macro-poverty-outlook

The Macro Poverty Outlook (MPO) analyses macroeconomic and poverty developments in 147 
developing countries. The report is released twice annually for the Spring and Annual Meetings 
of the World Bank Group and the International Monetary Fund. The MPO consists of individual 
country notes that provide an overview of recent developments, forecasts of major macroeconomic 
variables and poverty during 2021–2023, and a discussion of critical challenges for economic 
growth, macroeconomic stability, and poverty reduction moving forward. Figure 20 is based on 
data from this source as well as data from the International Monetary Fund, see further below for 
more explanations.

High Frequency Survey

https://www.worldbank.org/en/data/interactive/2020/11/11/covid-19-high-frequency-monitoring-
dashboard 

The World Bank and partners have collected and published country-level results from COVID-19 
surveys to inform policies that limit the human and economic impact of the pandemic. In view of 
the social distancing measures that have severely limited the use of face-to-face interviews, the 
LSMS, with funding from the U.S. Agency for International Development and in collaboration with the 
World Bank Poverty and Equity Global Practice (GP), is providing financial and technical assistance 
to high-frequency phone surveys to track responses to and socio-economic impacts of COVID-19. 
The survey contains questions related to food security, changes in employment, income loss, access 
to safety nets and health care, and household coping strategies. 

https://apps.who.int/nha/database
https://www.who.int/teams/integrated-health-services/monitoring-health-services/national-pulse-survey-on-continuity-of-essential-health-services-during-the-covid-19-pandemic
https://www.who.int/teams/integrated-health-services/monitoring-health-services/national-pulse-survey-on-continuity-of-essential-health-services-during-the-covid-19-pandemic
http://ghdx.healthdata.org/record/ihme-data/premise-general-population-covid-19-health-services-disruption-survey-2020
https://jpsm.umd.edu/research/global-covid-19-trends-and-impact-survey%2C-partnership-facebook
https://www.bsg.ox.ac.uk/research/research-projects/covid-19-government-response-tracker
https://ourworldindata.org/coronavirus
https://jpsm.umd.edu/research/global-covid-19-trends-and-impact-survey%2C-partnership-facebook
http://iresearch.worldbank.org/PovcalNet/povOnDemand.aspx
https://www.worldbank.org/en/publication/macro-poverty-outlook
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
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All indicators used from this survey (i.e. for Figs. 24, 25, 26, 30 and 31) are downloaded at the country 
level from the portal. For more information on these indicators, a technical note can be reviewed.f 
The figures show simple population-weighted averages by country income group unless otherwise 
specified. In Fig. 30, the data is focused on 39 low- and middle-income countries (covering 73 638 
households) to estimate the prevalence of foregone care and the relative importance of various 
reported reasons for foregoing care, disaggregated by country income group. One respondent per 
household was asked whether any member of their household needed health services in the 30 days 
preceding the interview, whether they could access the services they needed and if not, for what 
reason. But the surveys collected information at the household level on the impact of the COVID-
19 pandemic on a broader range of socioeconomic indicators. Hence, it is also used to produce 
figures related to income, labour and coping mechanisms. High-income countries are included in 
these latter determinations. The total number of high-income countries is specific to each figure 
as indicated in respective notes.

• Most figures are all based on the first batch of surveys (i.e. April–July 2020) and data covering all 
industries are used to ensure comparability across countries and maximum coverage. 

• Indicators presented in the charts are those categorized under the topic of income (Fig. 24), 
labour (Fig. 25), coping mechanisms (Fig. 26), major health causes (Fig. 30) and health (Fig. 31).

• Fig. 24 focuses on income decreases due to COVID-19. Data includes information on four major 
categories of income changes: decrease in farm income, decrease in income from non-farm 
family business, decrease in wage income, and decrease in total income. Share of households 
is shown by these categories and the income classification of their country. 

• Fig. 25 focuses on labour market-related impact of COVID-19. Data includes information on five 
major categories of labour market impacts: changed job since COVID-19 outbreak, households 
not able to perform normal farming activities, not able to work as usual last week, did not work 
as usual and received partial or no payment, and stopped working since COVID-19 outbreak. 
Share of households is shown by these categories of labour market changes and the income 
classification of their country.

• Fig. 26 focuses on the coping mechanisms used by households due to the pandemic. Data includes 
information on 3 major categories of coping mechanisms; reduced total spending, sold assets 
to pay for living expenses, and used emergency savings. Share of households is shown by these 
categories of coping mechanisms and the income classification of their country.

• For Fig. 30 includes 1 to 13 UMICs, 2 to 17 LMICs, and 3 to 12 LICs, depending on the category of 
response. Number of respondents in each income group (i.e. LIC, LMIC and UMIC) who responded 
not being able to seek care due to financial reasons, COVID reasons, supply reasons, or other 
reasons were added, and then the share of each cause was calculated as share of total responses 
to the four categories. COVID reasons is defined as households not being able to receive medical 
attention due to afraid/concerned about catching COVID-19. Financial reason is defined as 
households not being able to receive care due to lack of money. Supply reasons are defined as 
households not being able to receive medical attention due to hospital/clinic not having enough 
supplies or tests. For “other reasons”, this is just defined as other reasons for households not 
being to receive medical attention.

• Fig. 31 focuses on reasons for not being able to seek care. Data includes information on nine 
major categories of reasons for not receiving care: lack of money, no medical personnel, medica 
facility was full, medical facility was closed, hospital/clinic did not have enough supplies or 
tests, afraid/concerned about catching COVID-19, restrictions (stay-at-home orders), lack of 
transportation, and other reasons. Share of households is shown by these categories of not being 
able to receive care and the income classification of their country.

f Available from: https://datacatalogfiles.worldbank.org/ddh-published/0037769/DR0045661/covid19dashboardtechnicalnote.pdf (accessed 
29 November 2021).

https://datacatalogfiles.worldbank.org/ddh-published/0037769/DR0045661/covid19dashboardtechnicalnote.pdf
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International Monetary Fund, World Economic Outlook

https://www.imf.org/en/Publications/WEO 

This is a survey by the IMF staff that is usually published twice a year. It presents IMF staff economists’ 
analyses of global economic developments during the near and medium term. Chapters give an 
overview as well as more detailed analysis of the world economy and consider issues affecting 
industrial countries, developing countries, and economies in transition to market. It also addresses 
topics of pressing current interest. Data from 21 October 2021 are used to produce Figs. 19, 20, 33, 
35 and Table 3.

• Fig. 19: Per capita GDP growth is calculated as the percentage change in per capita GDP in 
constant local currency units (LCU). Data on per capita GDP is from IMF World Economic Outlook. 
Simple average is used in calculated the average annual growth for the span of years (2000 to 
2023 and 2009 to 2020). Projections for per capita GDP are as reported directly in the IMF World 
Economic Outlook, see the statistical appendix annex for more information about the methods 
and assumptions https://www.imf.org/en/Publications/WEO. On the left chart, growth rates are 
averaged by World Bank income groups according to the 2019 classification.

• Fig. 20: Aggregate private consumption per capita is calculated by multiplying aggregate private 
consumption share of GDP and per capita GDP in constant 2017 US$. Data on aggregate private 
consumption share of GDP (including projections) was downloaded from World Bank Macro-
Poverty Outlook while per capita GDP is calculated using data from IMF World Economic Outlook 
(see https://www.worldbank.org/en/publication/macro-poverty-outlook). Per capita values are 
averaged using population weights across the four World Bank income groupings according 
to the 2019 classification. 2000–2020 data are based on actuals averages and 2021–2023 are 
projection-based averages. Projections as reported directly in the IMF World Economic Outlook 
(see the statistical appendix annex for more information about the methods and assumptions 
https://www.imf.org/en/Publications/WEO).

• Fig. 33: Data on general government revenue and general government expenditure as shares 
of GDP were downloaded from IMF World Economic Outlook. Countries are grouped in the 
four World Bank income groupings according to the 2019 classification. Population-weighted 
averages were taken by World Bank income grouping. 2017–2020 data are based on actuals and 
2021–2023 are projection-based averages. Projections are as reported directly in the IMF 
World Economic Outlook (see the statistical appendix annex for more information about the 
methods and assumptions https://www.imf.org/en/Publications/WEO).

• Table 3: Data on deficit share of GDP and gross public debt as share of GDP were downloaded 
from IMF World Economic Outlook. Debt servicing as share of government expenditure is 
calculated using data also from IMF World Economic Outlook; it is the difference between general 
government fiscal deficit and general government primary deficit, both expressed as a share 
of general government expenditure. Countries are grouped using population weights into the 
four World Bank income groupings according to the 2019 classification. 2017 to 2020 values are 
based on actuals. 2021 to 2023 are based on projections as reported directly in the IMF World 
Economic Outlook (see the statistical appendix annex for more information about the methods 
and assumptions https://www.imf.org/en/Publications/WEO).

• Fig. 35: Data on gross public debt as share of GDP was downloaded from IMF World Economic 
Outlook. Per capita values of general government revenue, general government expenditure, 
and primary deficit are calculated using indicators also from IMF World Economic Outlook: 
per capita values of these three variables were calculated by multiplying per capita GDP in 
constant 2018 US$ by the corresponding GDP shares (general government revenue as share 
of GDP, general government expenditure as share of GDP, and primary deficit share of GDP). 
Per capita debt servicing is the difference between per capita general government fiscal deficit 
(general government revenue minus general government expenditure) and per capita general 
government primary deficit. Per capita discretionary spending is per capita general government 
expenditure less per capita debt servicing. Projections are as reported directly in the IMF 
World Economic Outlook (see the statistical appendix annex for more information about the 
methods and assumptions https://www.imf.org/en/Publications/WEO).

https://www.imf.org/en/Publications/WEO
https://www.imf.org/en/Publications/WEO
https://www.worldbank.org/en/publication/macro-poverty-outlook
https://www.imf.org/en/Publications/WEO
https://www.imf.org/en/Publications/WEO
https://www.imf.org/en/Publications/WEO
https://www.imf.org/en/Publications/WEO
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World Health Organization, Global Health Expenditure Database

https://apps.who.int/nha/database 

The Global Health Expenditure Database (GHED) provides internationally comparable data on health 
spending for close to 190 countries from 2000 to 2018. The database is open access and supports the 
goal of universal health coverage (UHC) by helping monitor the availability of resources for health 
and the extent to which they are used efficiently and equitably. This, in turn, helps ensure health 
services are available and affordable when people need them. In particular, the data published here 
contribute to a better understanding of:

• How much do different countries spend on health?

• How much do different actors such as government, insurance companies, households and 
donors contribute?

• What are the financing arrangements to pay for health?

• How much money is spent on primary health care (PHC)?

• How much money is spent on different diseases and programmes such as immunization?

• How much money is spent on the less than 5-year old population?

WHO works collaboratively with Member States and updates the database annually using available 
data such as health accounts studies and government expenditure records. Where necessary, 
modifications and estimates are made to ensure the comprehensiveness and consistency of the 
data across countries and years. GHED is the source of the health expenditure data republished by 
the World Bank and the WHO Global Health Observatory.

Related figures

• Fig. 34: Public spending on health as a share of GDP and out-of-pocket expenditures as a share 
of current health expenditures are downloaded directly from the GHED database, methods are 
described therein. Population weighted averages are plotted. 

National pulse survey on continuity of essential health services during the COVID-19 pandemic 
https://www.who.int/teams/integrated-health-services/monitoring-health-services/
national-pulse-survey-on-continuity-of-essential-health-services-during-the-covid-19-pandemic 

The pulse survey on continuity of essential health services during the COVID-19 pandemic is aimed 
at gaining initial insights from country key informants into the impact of the COVID-19 pandemic on 
essential health services across the life course. The survey results in this interim report can improve 
our understanding of the extent of disruptions across all services, the reasons for disruptions, and 
the mitigation strategies countries are using to maintain service delivery.

• Fig. 32: Average percentage of disruptions across integrated service delivery channels (January–
March 2021) is generated for 112 countries. Disruptions are divided by the type of service, and 
then for each type of service, percentage of countries facing either 5–25%, 24–50%, or more 
than 50% disruptions are estimated. Disruption level is estimated simply by taking the number 
of countries falling in the particular range of disruption (e.g. 5–25%) and then dividing by the 
total number of countries. 

Institute for Health Metrics and Evaluation, Premise General Population COVID-19 Health Services 
Disruption Survey

http://ghdx.healthdata.org/record/ihme-data/premise-general-population-covid-19-health-
services-disruption-survey-2020

The COVID-19 Health Services Disruption Survey 2020 is a series of surveys developed to assess 
the level of disruption to a range of health services resulting from the COVID-19 pandemic and 
subsequent government mandates and changes in behaviour to mitigate the spread of the disease.

https://apps.who.int/nha/database
https://www.who.int/teams/integrated-health-services/monitoring-health-services/national-pulse-survey-on-continuity-of-essential-health-services-during-the-covid-19-pandemic
https://www.who.int/teams/integrated-health-services/monitoring-health-services/national-pulse-survey-on-continuity-of-essential-health-services-during-the-covid-19-pandemic
http://ghdx.healthdata.org/record/ihme-data/premise-general-population-covid-19-health-services-disruption-survey-2020
http://ghdx.healthdata.org/record/ihme-data/premise-general-population-covid-19-health-services-disruption-survey-2020
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This survey was conducted in 76 countries using the smartphone-based Premise data collection 
platform. Respondents were individual members of the general population. Data were collected 
from 52 492 respondents in round 1 (2020), and 18 642 respondents in round 2 (2021). The survey 
focused on the level of disruption to the provision of general health services, including visits to 
medical providers and access to medication.

The survey was developed specifically to assess the change in levels of service delivery prior to, 
and immediately following, the onset of the COVID-19 global pandemic. WHO and the World Bank 
would like to thank Annie Haakenstad and Rafael Lozano from IHME for giving us access to round 
2  of the Premise survey before its official publication. 

The University of Maryland Social Data Science Center, in partnership with Facebook 
https://jpsm.umd.edu/research/global-covid-19-trends-and-impact-survey%2C-partnership-
facebook 

The Global COVID-19 Trends and Impact Survey was launched in April 2020, by the University 
of Maryland and Carnegie Mellon University in partnership with Facebook Data for Good (79). A 
representative sample of Facebook users 18+ in more than 200 countries was selected and invited 
on a daily basis to report on topics including, for example, symptoms, social distancing behaviour, 
vaccine acceptance, mental health issues, and financial constraints related to COVID-19. All data 
used in the analysis included in this report come from the international version of the University 
of Maryland (UMD) Global COVID-19 Trends and Impact Survey, thus, excludes data from the US. 
Data, and is analysed here covering a total of 110 countries, for which weights have been computed.

Facebook provides weights to reduce nonresponse and coverage bias. The weights adjust for sample 
bias and attempt to minimize errors of representation, including coverage, random sampling and 
non-response errors. These weights are generated in two stages: First, an adjustment for non-
response error using inverse propensity score weighting is applied to make the sample more 
representative of the sampling frame of Facebook app users; Second, an adjustment for coverage 
error using post-stratification with weights from the first stage as inputs. The final weights can be 
understood as the number of adults in the general population who are represented by a respondent 
in the sample that day. In addition to the weights provided by Facebook, to produce Figs. 26 to 28, a 
post-stratification correction was applied, adding age/sex post-stratification weights based on UN 
WPP 2020 population estimates.

The survey question used for the proportion of individuals tested for COVID-19 in the last fourteen 
days was “B7 – Have you been tested for coronavirus (COVID-19) in the last 14 days?”. Data were 
collected daily from 23–30 April 2020 in 110 countries. Figures show average weekly rates aggregated 
in two stages: first at country level using population weighted average, second as a simple average 
at global level by WHO. 

Survey questions used for the prevalence of self-reported reduced spending on necessities when 
paying out-of-pocket for COVID-19 test were “B9 – Did you have to pay anything out-of-pocket for 
this test?”, which was asked to respondents having reported to be tested in the last fourteen days 
(B7), and “B10 – Have you or your household had to reduce spending on things you need (such as 
food, housing, or medication) because of the cost you paid to get the coronavirus (COVID-19) test?” 
which was asked to respondents having reported to pay out-of-pocket for the test (B9). The ratio is 
calculated as the number of respondents having reported financial hardship due to the test (yes to 
question B10) over the number of respondents having reported being tested in the last fourteen days 
(yes to question B7). Data were collected daily from 27 June 2020 and 30 April 2021 in 110 countries. 
Figure 27 shows average weekly rates aggregated by WHO in two stages: first at country level using 
population weighted average, second as a simple average at global level.

Survey question used for the prevalence of financial anxiety was “D5 – How worried are you about 
your household’s finances in the next month?” Possible answers were “Very worried”, “Somewhat 
worried”, “Not too worried” and “Not worried at all”. This data was collected daily from 3 May 2020 
to 30 April 2021 in 110 countries. We defined financial anxiety as being ‘very worried’ or ‘somewhat 
worried’ about one’s household finances in the next month. Thus, this indicator corresponds to the 

https://jpsm.umd.edu/research/global-covid-19-trends-and-impact-survey%2C-partnership-facebook
https://jpsm.umd.edu/research/global-covid-19-trends-and-impact-survey%2C-partnership-facebook
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percentage of individuals being worried about their household finances over the next month as 
a percentage of all individuals. Figure 26 shows average weekly rates aggregated by WHO in two 
stages: first at country level using population weighted average, second as a simple average at 
global level or at income group level.

Survey questions used for the prevalence of foregone care were “B13 – In the last 30 days, has there 
been any time when you needed any of the following health services or products but could not get it?” 
Health services or products proposed were: “1) Emergency transportation services or emergency 
rescue”; “2) Medical care with overnight stay in any type of facility”; “3) Medical or dental care or 
treatment without an overnight stay”; “4) Preventative health services (including immunization/
vaccination, family planning, prenatal/postnatal care, routine check-up services)”; “5) Medication”; 
“6) Mask, medical gloves, or other protective equipment”; and “7) Eyeglasses, hearing aid, crutches, 
band-aids/plasters, thermometer, or any other health product”. For each service or product, the 
possible answers were “Yes” and “No”. This question was asked once a month from 30 June 2020 
to 1 April 2021 (either the last day or the first day of the month; except once when it was asked on 
the 10th of December 2020). Individuals are considered as having foregone care in the last month 
when they answered yes for at least one health service or product (as in the list of seven items). The 
indicator of prevalence of foregone care corresponds to the number of individuals having been unable 
to receive a service and/or health product over the past 30 days as a proportion of all individuals. 
Since this question was asked once a month, the following rule was applied: when it was asked 
on the 30th or 31st of the month, the indicator was computed for this same month (e.g. answers 
collected on the 30th of June constitute the observations for June); when it was asked the 1st of 
the month, the indicator was computed for the previous month (e.g. answers collected on the 1st of 
February 2021 constitute the observations for January 2021); one exception was made for November 
2020: the question was not asked on the 30th of November, nor on the 1st of December; we used 
the responses collected on the 10th of December 2020 to feed the indicator for November 2020. The 
indicator of prevalence of foregone care was computed, for each month, and each country, using 
the weights and post-stratification correction. Fig. 28 shows monthly rates averaged at global level.

Oxford COVID-19 Government Response Tracker
https://www.bsg.ox.ac.uk/research/research-projects/covid-19-government-response-tracker 

The data is collected from publicly available information by a cross-disciplinary Oxford University 
team of academics and students from every part of the world, led by the Blavatnik School of 
Government. They collate publicly available information on a number of indicators of government 
response. 

The baseline measure of variation in governments’ responses is the COVID-19 Government Response 
Stringency Index. This composite measure is a simple additive score of the seven indicators (S1-
S7) measured on an ordinal scale, rescaled to vary from 0 to 100. This measure is for comparative 
purposes only and should not be interpreted as a rating of the appropriateness or effectiveness of 
a country’s response.

This includes data on government policies regarding facial coverings. Facial coverings indicator is 
divided into following policies: 

0 – No policy. 
1 – Recommended. 
2 – Required in some specified shared/public spaces outside the home with other people present, 
or some situations when social distancing not possible. 
3 – Required in all shared/public spaces outside the home with other people present or all 
situations when social distancing not possible. 
4 – Required outside the home at all times regardless of location or presence of other people.

https://www.bsg.ox.ac.uk/research/research-projects/covid-19-government-response-tracker
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Policy data is further divided into targeted or general, based on the geographical extent of the policy. 

Binary flag for geographic scope: 

0 – targeted 
1 – general 
Blank – no data

Our World in Data, Statistics and Research on COVID-19

https://ourworldindata.org/coronavirus 

OWID, a project of the Global Change Data Lab which is based at the University of Oxford, publishes 
statistics on the coronavirus pandemic for every country in the world. These include data on total 
and new confirmed cases, total and new number of deaths reported, how many vaccines were 
administered, how much testing for coronavirus was conducted, and what policy measures did 
countries take in response to the pandemic. The information on vaccine coverage across country 
income groups are reported in the OWID COVID-19 Vaccinations page (https://ourworldindata.org/
covid-vaccinations). 

https://ourworldindata.org/coronavirus
https://ourworldindata.org/covid-vaccinations
https://ourworldindata.org/covid-vaccinations
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ANNEX A7. LIST OF COUNTRIES AND 
TERRITORIES BY REGIONS 

Country name WHO region WB region UN region
SDG UHC indicator 
3.8.2, most recent 

estimate (year)

Year-specific WB 
income group 
classification

Afghanistan Emr SA Asia 2020 LI

Albania Eur ECA Europe 2012 UMI

Angola Afr SSA Africa 2018 LMI

Argentina Amr LAC LAC 2017 HI

Armenia Eur ECA Asia 2017 UMI

Australia Wpr EAP Oceania 2015 HI

Austria Eur ECA Europe 1999 HI

Azerbaijan Eur ECA Asia 2005 LMI

Bahrain Emr MENA Asia 2015 HI

Bangladesh Sear SA Asia 2016 LMI

Barbados Amr LAC LAC 2016 HI

Belarus Eur ECA Europe 2020 UMI

Belgium Eur ECA Europe 2009 HI

Belize Amr LAC LAC 2018 UMI

Benin Afr SSA Africa 2015 LI

Bhutan Sear SA Asia 2017 LMI

Bolivia (Plurinational 
State of)

Amr LAC LAC 2019 LMI

Bosnia and Herzegovina Eur ECA Europe 2015 UMI

Botswana Afr SSA Africa 2009 UMI

Brazil Amr LAC LAC 2017 UMI

Bulgaria Eur ECA Europe 2018 UMI

Burkina Faso Afr SSA Africa 2014 LI

Burundi Afr SSA Africa 2013 LI

Cabo Verde Afr SSA Africa 2007 LMI

Cambodia Wpr EAP Asia 2019 LMI

Cameroon Afr SSA Africa 2014 LMI

Canada Amr NA NA 2019 HI

Cayman Islands Non MS LAC LAC 2015 HI

Central African Republic Afr SSA Africa 2008 LI

Chad Afr SSA Africa 2011 LI

Chile Amr LAC LAC 2016 HI
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Country name WHO region WB region UN region
SDG UHC indicator 
3.8.2, most recent 

estimate (year)

Year-specific WB 
income group 
classification

China Wpr EAP Asia 2016 UMI

Colombia Amr LAC LAC 2016 UMI

Comoros Afr SSA Africa 2014 LI

Congo Afr SSA Africa 2011 LMI

Costa Rica Amr LAC LAC 2018 UMI

Côte d’Ivoire Afr SSA Africa 2014 LMI

Croatia Eur ECA Europe 2010 HI

Cyprus Eur ECA Asia 2015 HI

Czech Republic Eur ECA Europe 2010 HI

Democratic Republic of 
the Congo

Afr SSA Africa 2012 LI

Denmark Eur ECA Europe 2010 HI

Djibouti Emr MENA Africa 2017 LMI

Dominican Republic Amr LAC LAC 2018 UMI

Ecuador Amr LAC LAC 2013 UMI

Egypt Emr MENA Africa 2017 LMI

El Salvador Amr LAC LAC 2014 LMI

Estonia Eur ECA Europe 2010 HI

Eswatini Afr SSA Africa 2016 LMI

Ethiopia Afr SSA Africa 2015 LI

Fiji Wpr EAP Oceania 2008 UMI

Finland Eur ECA Europe 2016 HI

Gabon Afr SSA Africa 2017 UMI

Gambia Afr SSA Africa 2015 LI

Georgia Eur ECA Asia 2017 LMI

Germany Eur ECA Europe 2010 HI

Ghana Afr SSA Africa 2016 LMI

Greece Eur ECA Europe 2016 HI

Guatemala Amr LAC LAC 2014 LMI

Guinea Afr SSA Africa 2012 LI

Guinea-Bissau Afr SSA Africa 2010 LI

Haiti Amr LAC LAC 2013 LI

Honduras Amr LAC LAC 2004 LMI

Hungary Eur ECA Europe 2010 HI

Iceland Eur ECA Europe 1995 HI

India Sear SA Asia 2017 LMI

Indonesia Sear EAP Asia 2017 LMI

Iran (Islamic 
Republic of)

Emr MENA Asia 2019 UMI
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Country name WHO region WB region UN region
SDG UHC indicator 
3.8.2, most recent 

estimate (year)

Year-specific WB 
income group 
classification

Iraq Emr MENA Asia 2012 UMI

Ireland Eur ECA Europe 2009 HI

Israel Eur MENA Asia 2012 HI

Italy Eur ECA Europe 2010 HI

Jamaica Amr LAC LAC 2004 LMI

Japan Wpr EAP Asia 2019 HI

Jordan Emr MENA Asia 2008 LMI

Kazakhstan Eur ECA Asia 2015 UMI

Kenya Afr SSA Africa 2015 LMI

Kiribati Wpr EAP Oceania 2006 LMI

Kyrgyzstan Eur ECA Asia 2016 LMI

Lao People’s Democratic 
Republic

Wpr EAP Asia 2007 LI

Latvia Eur ECA Europe 2016 HI

Lebanon Emr MENA Asia 2012 UMI

Lesotho Afr SSA Africa 2010 LMI

Liberia Afr SSA Africa 2016 LI

Lithuania Eur ECA Europe 2008 UMI

Luxembourg Eur ECA Europe 2016 HI

Madagascar Afr SSA Africa 2012 LI

Malawi Afr SSA Africa 2016 LI

Malaysia Wpr EAP Asia 2019 UMI

Maldives Sear SA Asia 2016 UMI

Mali Afr SSA Africa 2018 LI

Malta Eur MENA Europe 2015 HI

Mauritania Afr SSA Africa 2014 LMI

Mauritius Afr SSA Africa 2017 UMI

Mexico Amr LAC LAC 2016 UMI

Mongolia Wpr EAP Asia 2018 LMI

Montenegro Eur ECA Europe 2015 UMI

Morocco Emr MENA Africa 2013 LMI

Mozambique Afr SSA Africa 2014 LI

Myanmar Sear EAP Asia 2017 LMI

Namibia Afr SSA Africa 2015 UMI

Nepal Sear SA Asia 2016 LI

Nicaragua Amr LAC LAC 2014 LMI

Niger Afr SSA Africa 2018 LI

Nigeria Afr SSA Africa 2018 LMI
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Country name WHO region WB region UN region
SDG UHC indicator 
3.8.2, most recent 

estimate (year)

Year-specific WB 
income group 
classification

Norway Eur ECA Europe 1998 HI

Occupied Palestinian 
territory, including East 
Jerusalem

Non MS MENA Africa 2016 LMI

Oman Emr MENA Asia 1999 UMI

Pakistan Emr SA Asia 2018 LMI

Panama Amr LAC LAC 2017 HI

Paraguay Amr LAC LAC 2014 UMI

Peru Amr LAC LAC 2019 UMI

Philippines Wpr EAP Asia 2015 LMI

Poland Eur ECA Europe 2016 HI

Portugal Eur ECA Europe 2011 HI

Republic of Korea Wpr EAP Asia 2018 HI

Republic of Moldova Eur ECA Europe 2016 LMI

Romania Eur ECA Europe 2016 UMI

Russian Federation Eur ECA Europe 2020 UMI

Rwanda Afr SSA Africa 2016 LI

Saint Lucia Amr LAC LAC 2016 UMI

Sao Tome and Principe Afr SSA Africa 2017 LMI

Saudi Arabia Emr MENA Asia 2018 HI

Senegal Afr SSA Africa 2011 LMI

Serbia Eur ECA Europe 2015 UMI

Seychelles Afr SSA Africa 2013 UMI

Sierra Leone Afr SSA Africa 2018 LI

Slovakia Eur ECA Europe 2015 HI

Slovenia Eur ECA Europe 2018 HI

Somalia Emr SSA Africa 2017 LI

South Africa Afr SSA Africa 2014 UMI

South Sudan Afr SSA Africa 2017 LI

Spain Eur ECA Europe 2019 HI

Sri Lanka Sear SA Asia 2016 LMI

Sudan Emr SSA Africa 2009 LMI

Suriname Amr LAC LAC 2016 UMI

Sweden Eur ECA Europe 1996 HI

Syrian Arab Republic Emr MENA Asia 2007 LMI

Tajikistan Eur ECA Asia 2018 LI

Thailand Sear EAP Asia 2019 UMI

North Macedonia Eur ECA Europe 2006 LMI
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Country name WHO region WB region UN region
SDG UHC indicator 
3.8.2, most recent 

estimate (year)

Year-specific WB 
income group 
classification

Timor-Leste Sear EAP Asia 2014 LMI

Togo Afr SSA Africa 2018 LI

Trinidad and Tobago Amr LAC LAC 2014 HI

Tunisia Emr MENA Africa 2015 LMI

Turkey Eur ECA Asia 2016 UMI

Uganda Afr SSA Africa 2016 LI

Ukraine Eur ECA Europe 2019 LMI

United Arab Emirates Emr MENA Asia 2019 HI

United Kingdom of Great 
Britain and Northern 
Ireland

Eur ECA Europe 2018 HI

United Republic of 
Tanzania

Afr SSA Africa 2018 -

United States of America Amr NA NA 2019 HI

Uruguay Amr LAC LAC 2016 HI

Uzbekistan Eur ECA Asia 2003 LI

Viet Nam Wpr EAP Asia 2020 LMI

Yemen Emr MENA Asia 2014 LMI

Zambia Afr SSA Africa 2010 LMI

Zimbabwe Afr SSA Africa 2017 LI

Notes: Afr = African Region; Amr = Region of the Americas; Emr = Eastern Mediterranean Region; Eur = European Region; 
Sear = South-East Asia Region; Wpr = Western Pacific Region; Non MS = non-WHO Member State; LAC = Latin America 
and the Caribbean; MENA = Middle East & North Africa; SSA = Sub-Saharan Africa; NA = North America; ECA = Europe 
& Central Asia; EAP = East Asia & Pacific; SA = South Asia; LI = Low-income; LMI = Lower middle-income; UMI = Upper 
middle-income; HI = High-income.









 GLOBAL M
ONITORING REPORT ON FIN

ANCIAL PROTECTION IN HEATH 2021




