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Abstract 

The numerous stakeholders involved in the development of universal health 
coverage (UHC) policies are likely to have diverging interests about which 
dimensions to prioritize, hence the importance of ensuring an effective and 
transparent policy dialogue. This paper aims to investigate whether or not UHC 
policy dialogue processes are functioning well in Benin and Senegal. Based on a 
literature review, we have identified a number of characteristics guaranteeing 
the quality of policy dialogue processes, which we have integrated into an 
analytical grid. The quality criteria identified were classified along four 
dimensions: stakeholder participation, dialogue/negotiation process, quality of 
situation analysis and decision criteria, and results from the negotiation process. 
Based on data collected through documentary review, interviews, an electronic 
survey and the authors’ own experience, we applied that analytical grid to the 
cases of Benin and Senegal. In both countries, the policy dialogue processes are 
largely imperfect in terms of many of the quality criteria identified. Decisions 
were made under strong political leadership, ensuring government coordination 
and ownership, and strong emphasis has been put on expanding financial risk 
protection. Yet, both countries perform poorly in a number of dimensions, 
especially with regards to conflicts of interest, transparency and accountability. 
None of them has really institutionalized a UHC policy dialogue process, and the 
UHC policymaking processes have actually bypassed existing health sector 
coordination mechanisms. The two countries perform well regarding the quality 
of situation analysis. A small (in the case of Benin) or broader (in the case of 
Senegal) governmental coalition managed to impose its views, given insufficient 
stakeholder participation. Policy networks were particularly influential in 
Senegal. Overall, there are important gaps that reduce the quality of UHC policy 
dialogue processes, hence explaining the weaknesses in their results in terms of 
transparency and accountability. Our analytical framework enables us to identify 
rooms for improvement with regard to country-led negotiation processes 
relating to UHC. 
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Résumé : 

Les nombreux acteurs impliqués dans l’élaboration des politiques de couverture 
santé universelle (CSU) sont susceptibles d’avoir des intérêts divergents sur les 
dimensions à privilégier, d’où l’importance de garantir un dialogue politique 
efficace et transparent. Ce papier de recherche a pour but d’examiner si les 
processus de dialogue politique sur la CSU fonctionnent ou non bien au Bénin et 
au Sénégal. Sur la base d’une revue de la littérature, nous avons identifié un 
certain nombre de caractéristiques garantissant la qualité des processus de 
dialogue politique, que nous avons intégrées dans une grille d’analyse. Les 
critères de qualité identifiés ont été classés selon quatre dimensions : la 
participation des parties prenantes, le processus de dialogue/négociation, la 
qualité de l’analyse de la situation et les critères de décision, et les résultats du 
processus de négociation. Sur la base des données recueillies par le biais d’une 
revue documentaire, d’entretiens, d’une enquête électronique et de 
l’expérience des auteurs, nous avons appliqué cette grille d’analyse aux cas du 
Bénin et du Sénégal. Dans ces deux pays, les processus de dialogue politique sont 
largement imparfaits en ce qui concerne bon nombre des critères de qualité 
identifiés. Les décisions ont été prises sous un leadership politique fort, assurant 
la coordination et l’appropriation par le gouvernement, et l’accent a été mis sur 
l’élargissement de la protection contre les risques financiers. Pourtant, les deux 
pays affichent de piètres performances dans un certain nombre de domaines, 
notamment en ce qui concerne les conflits d’intérêts, la transparence et la 
redevabilité. Aucun d’entre eux n’a réellement institutionnalisé un processus de 
dialogue politique en vue de la CSU, et les processus d’élaboration des politiques 
de CSU ont en fait contourné les mécanismes de coordination existants dans le 
secteur de la santé. Les deux pays obtiennent de bons résultats en ce qui 
concerne la qualité de l’analyse de la situation. Une petite coalition 
gouvernementale (dans le cas du Bénin) ou plus large (dans le cas du Sénégal) a 
réussi à imposer ses vues, compte tenu de la participation insuffisante des 
parties prenantes. Les réseaux politiques ont été particulièrement influents au 
Sénégal. Dans l’ensemble, il existe des lacunes importantes qui réduisent la 
qualité des processus de dialogue politique sur la CSU, ce qui explique les 
faiblesses de leurs résultats en termes de transparence et de redevabilité. Notre 
cadre analytique nous permet d’identifier les possibilités d’amélioration des 
processus de négociation menés par les pays en matière de CSU. 
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Introduction 

Universal health coverage (UHC) is usually defined as the ability of all 
people who need health services to receive them without incurring 
financial hardship.  It is commonly conceptualized as a “cube” representing 
how pooled resources for health are utilized, and encompassing three 
dimensions: population covered by a mechanism of prepayment, services 
covered,  and  degree  of  financial protection.1   There is no “one-best-
way” to move to UHC and, in fact, experience worldwide shows that the 
path towards UHC is a complex process, context-specific and path-
dependent.1–8 In particular, resource constraints require individual 
countries to determine their own definition of “essential” services to be 
included in their UHC package.9 

As much debated in the current literature, countries are faced with critical 
trade-offs along and between the three dimensions of the “cube”. The 
prioritization across the three dimensions of coverage is perhaps the most 
difficult political challenge on the path towards UHC.10 Indeed, which 
‘implementation option’ countries choose to engage with first place may 
have far-reaching consequences for the level and distribution of health in 
the country, and for financial risk protection.11 Setting priorities and 
managing trade-off is complex and challenging, and depends on the 
existing context and social values of the country.11,12  Priority setting needs 
to be done both at the “macro” level (major health problems and 
challenges to be tackled; systemic activities that shape the health system 
environment) and at the “micro” level (discrete choices on priority 
services, health technologies and interventions to invest in).13–16 

Analyses of country progress on the path towards UHC converge on the 
fact that it is above all a political process, “emerging from negotiation 
rather than design”17 involving many stakeholders who are likely to have 
diverging interests. This process needs high-level political leadership, inter-
sectoral engagement and to be backed by citizen support.4,5,7,17–20 This is 
especially critical in aid-dependent contexts such as is found in many Sub-
Saharan countries, where policy development and decision-making 
processes in the health sector are likely to be influenced by a number of 
individuals and organizations through their control over financial resources 
and/or expertise, and which have claims to moral authority (using their 
“epistemic and normative power”).21 

Various categories of variables explain why policies change. Changes in 
institutions and ideas have been demonstrated to be important drivers of 
policymaking, but changes in policy networks – that is, the actors involved 
in policy-making, their relationships with each other, and the structure 
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formed by those relationships – is also a necessary intermediate step in 
these processes.22 The recent literature on UHC points to the fact that a 
transparent and inclusive negotiation about the implications and trade-
offs of various ways to define the elements of UHC – thus the strategies to 
choose – is needed, and that many criteria and values must be balanced in 
a transparent way to inform priority-setting.20,23–26  This is actually the 
same preoccupation as the one for leading sound policy dialogue – that is, 
“… an evidence-informed, deliberative dialogue process among multiple 
stakeholders for vigorous and comprehensive policy and practice decision-
making”27 in the context of national health policies.20,28  However, in many 
countries, such a transparent process for discussing how UHC could be 
achieved does not exist. On the contrary, it is likely that decisions are taken 
in a fragmented way – i.e. in various decision-making arenas and in a 
piecemeal fashion – and influenced by several stakeholders within the 
Ministries in charge of health, social protection and finance, but also 
involving other organizations such as development partners, labor unions 
and professional bodies such as federations of community health 
insurance schemes. The multiplicity of arenas and stakeholders, coupled 
with positive and negative use of power,21,29 are very likely to reduce 
transparency in decision processes and with regard to reasons behind 
choices that might include, for instance, some categories of the 
populations and/or some types of services rather than others. 

This paper aims to investigate whether policy dialogue or deliberative 
processes orienting the choice of UHC strategies are actually functioning 
well – in terms of a number of dimensions and characteristics identified in 
the literature – in two Western African countries: Benin and Senegal. 
 

Methods 

Based on a review of the recent literature on policy dialogue in the health 
sector20,28 and deliberative negotiation processes in the context of 
UHC16,24,26,30–32, we identified a number of ideal characteristics of policy 
dialogue processes utilized to establish priorities for UHC at the macro 
level. We then integrated these into the analytical grid proposed in Table 1. 
We have classified the various quality criteria encountered in the literature 
along four main dimensions: 

(i) Participation of stakeholders: this dimension indicates whether the 
wide array of stakeholders interested in UHC have been involved in 
the UHC policymaking process; whether the government ensured 
the leadership of the policy dialogue; whether the number of people 
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involved in the process was manageable so as to allow true dialogue; 
whether stakeholders (e.g. non-governmental actors) had sufficient 
capacities to participate in the dialogue or at least, received 
technical support to do so; and whether a certain balance of power 
was facilitated. 

(ii) The process of dialogue and negotiation: a number of characteristics 
relate to the quality of the process, in view of guaranteeing true 
participation by stakeholders. 

(iii) Quality of situation analysis and decision criteria: beyond 
participation of stakeholders, a good UHC policy dialogue should 
rest on sound analytical work in order to ensure evidence-based 
policymaking; several dimensions of the situation should be 
analyzed, including population’s perceptions, cost-effectiveness and 
equity. 

(iv) Finally, we also intended to assess the results from the negotiation 
process in terms of transparency, accountability, transformation of 
strategies into actionable plans, prioritized dimensions of UHC, and 
overall quality of decisions taken, according to interviewed persons. 

 
 

Table 1: Analytical grid: dimensions and characteristics of  
a performing policy dialogue process 

Dimensions Characteristic 

Participation of stakeholders 

 Includes relevant stakeholders, among which: 

      … policymakers and health planners 

      … clients/citizens // those individuals affected // engagement on the 
part of (staff and) the public // population / beneficiaries // community 
representatives 

      … the various levels of the health system 

      … health service providers 

      … intersectoral collaboration, especially the Ministry of Finance (MoF) 

      … donors 

 Government coordination and ownership 

 Number of stakeholders: must be manageable for meaningful dialogue 

 Adequate capacities / Capacity building (incl. at subnational level) / 
Adequate technical support 

 Mechanism to ensure balance of powers 
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Process of policy dialogue 

 Adequate preparation (including description of expected outcomes) 

 Secured time and resources 

 Diverse communication channels / Informal and formal platforms 
employed for consensus building 

 Good facilitation 

 Mechanisms to identify and manage conflicts of interest 

 Feedback and follow-up / problem resolution mechanism 

 Institutionalized policy dialogue / deliberative process mechanism 

Quality of situation analysis & decision criteria – Analytical work underlying the 
policymaking process / process is evidence-based 

 Includes population consultation 

 Based on cost-effectiveness analyses 

 Equity / priority to the worst-off 

 Financial risk protection 

 Takes account of values and other criteria 

 Includes public health preoccupations 

 Takes account of context 

Results from the negotiation process 

 Transparency in decision-making, including with regard to criteria used 

 Accountability 

 Strategic planning: transforming priorities into plans 

 The chosen UHC gives priority to… 

      … expansion of covered populations 

      … expansion of covered services 

      … diminution of the share of expenditure paid directly by patients 

 Quality of decisions taken (e.g. appropriate essential services) 

Source: Authors based on a targeted literature review 11,14,20,22,24–41 

The countries included in this study were purposively selected for practical 
reasons, since they are the focus countries of a four-year research project 
led by several of the authors, enabling us to collect information on the UHC 
process over a certain time period.  The analytical grid was filled by the 
authors based on data triangulated from the following sources:                    
(i) a documentary review; (ii) interviews conducted during field missions in 
the two countries between 2017 and 2019 (interviews with twenty 
stakeholders in Benin and fifteen in Senegal); (iii) an electronic survey 
completed by 5 key informants in Benin and 6 in Senegal; and (iv) the 
authors’ experience in their respective country. The paper concludes with 
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a critical appreciation of whether or not countries had the appropriate 
institutions in place to facilitate transparent negotiation on UHC trade-offs, 
and whether or not this led to good results. 
 

Country contexts 

Despite having relatively similar health needs and health systems, and 
despite a similar political commitment towards UHC on the part of their 
President, the two countries under consideration have chosen a different 
path towards UHC. While Senegal has opted for community-based mutual 
health insurance (CBHI) to expand protection for the informal sector, Benin 
is struggling to put in place a national health insurance system.42 Table 2 
presents a number of contextual characteristics and indicators with regard 
to the two countries. The main characteristics of the UHC policies are then 
described. 
 
 

Table 2: Characteristics of the two countries 

Characteristics/indicators Benin Senegal 

Demographic & economic context: * 

- Population, total (2018) 

- Gross domestic product per capita, PPP (current 

international $) (2018) 

- People using at least basic drinking water services (% of 

population) (2017) 

- People using at least basic sanitation services (% of population) 

(2017) 

 

- 11,485,048 

- 2,424.8 

 

- 66.4 

 

- 16.5 

 

- 15,854,360 

- 3,782.5 

 

- 80.7 

 

- 51.5 

Health financing (2017): ** 

- Out-of-pocket expenditure (% of current health expenditure) 

- External health expenditure per capita, PPP (Int$) 

- Domestic private health expenditure per capita, PPP (Int$) 

- Domestic general government health expenditure per capita, 

PPP (Int$) 

- Domestic general government health expenditure (% of 

general government expenditure) 

- Current health expenditure per capita, PPP (Int$) 

 

- 44.98 

- 16.37 

- 42.90 

- 25.38 

 

- 4.58 

 

- 84.65 

 

- 52.40 

- 23.91 

- 89.16 

- 30.02 

 

- 3.89 

 

- 143.09 
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Health system outputs, outcomes & impact: * 

- Nurses and midwives (per 1,000 people) (2016) 

- Physicians (per 1,000 people) (2016) 

- Immunization, measles (% of children ages 12-23 months) 

(2018) 

- Births attended by skilled health staff (% of total) 

- Prevalence of undernourishment (% of population) (2017) 

- Mortality rate, under-5 (per 1,000 live births) (2018) 

- Maternal mortality ratio (modelled estimate, per 100,000 live 

births) (2017) 

 

- 0.6 

- 0.2 

- 71.0 

 

- 78.1 (2018) 

- 10.1 

- 95.5 

- 739.0 

 

- 0.3 

- 0.1 

- 82.0 

 

- 68.4 (2017) 

- 11.3 

- 43.6 

- 315.0 

Sources: * World Bank, World Development Indicators 
https://databank.worldbank.org/data/source/world-development-indicators  
and ** Global Health Expenditure Database 
http://apps.who.int/nha/database/Select/Indicators/en (consulted 19 Dec. 2019) 

 

In Benin, the former President Yayi Boni launched an initiative aimed at 
achieving UHC in 2011, entitled Régime d’Assurance Maladie Universelle. 
A National Agency for Medical Insurance was created under the Ministry 
of Health (MoH) in 2012. However, this initiative was probably too 
ambitious and did not get sufficient support from domestic constituencies 
and development partners, and was dismissed by the new Government 
elected in 2016. The MoH also issued a National Health Financing Strategy 
in 2015, but this has not yet been translated into an operational plan. In 
addition to the national health sector plan which deals with the supply side 
of the health sector, the main policy launched by the new Government in 
2016-2017 in the pursuit of UHC is the so-called “ARCH” (Assurance pour 
le Renforcement du Capital Humain) project. It targets informal sector 
workers and goes beyond the health sector to include other services to the 
population (training, microcredits, retirement). The financial protection 
policy also rests on the maintaining of existing (fragmented) mandatory 
health insurance regimes, and the promotion of private health 
insurance.43,44 At the macro level, despite the existence of health sector 
coordination frameworks, and the theoretical supervision of the Ministry 
in charge of social affairs, the ARCH project is piloted by a committee under 
the tutorship of the Presidency. According to our field observations, its 
working barely involved policy dialogue and consultation with health and 
social protection sector actors and development partners. The pilot project 
is off-budget and information on its implementation is very hard to find. 
Note also that at the micro level, advisory health technology assessment is 

https://databank.worldbank.org/data/source/world-development-indicators
http://apps.who.int/nha/database/Select/Indicators/en
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performed by two MoH directorates (in charge of planning and hospitals) 
for the purposes of planning and budgeting, the pricing of health products, 
indicators of quality of care, reimbursement/package of benefits, but 
decision makers rely partly on their advice.33 

In Senegal, in addition to the National Health Strategic Plan which 
promotes the expansion of quality health services, the UHC policy is mainly 
materialized through the so-called “CMU” (Universal Medical Coverage) 
strategy which was launched in 2013 and represents one of the main 
political projects of the newly re-elected President. The policy was 
developed by the Ministry of Health and Social Affairs (MoHSA) in line with 
previous experiences, but benefited a great deal from the support of the 
whole government through the national inter-ministerial steering 
committee of the CMU strategy, as well as from development partners. 
The CMU strategy aims, on the one hand, to better coordinate the existing 
(fragmented) health social insurance and health social assistance regimes 
and, on the other hand, to expand financial protection through 
decentralized community-based health insurance (this model was based 
on a USAID-funded pilot project). However, the strategy is under revision, 
and now is reoriented towards the promotion of departmental unions of 
community insurance, in line with the model piloted by the Belgian 
Development Agency since 2014 (field observations).45  In 2019, the CMU 
Agency was transferred from the MoHSA to the Ministry in charge of 
community development and equity, so as to facilitate a separation of 
functions between payers and providers of health services, and to gather 
the management of major social protection programs under a single 
department. 
 

Results 

Analysis of the quality of the policy dialogue processes for UHC 

Table 3 presents the results from our analysis of the quality of the policy 
dialogue processes for UHC along the dimensions and characteristics 
identified above. 
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Table 3: Analysis of the quality of policy dialogue processes in Benin and Senegal 
Dimensions Characteristic Benin Senegal 

Participation of stakeholders 
 Relevant stakeholders, including… 

 … policymakers and health planners F + 

 … clients/citizens // those individuals affected // engagement on the 
part of (staff and) the public // population / beneficiaries // 
community representatives 

F + 

 … the various levels of the health system F + 

 … health service providers F F 

 … inter-sectoral collaboration, especially the MoF F F 

 … donors - F 

 Government coordination and ownership + + 

 Number of stakeholders: must be manageable for meaningful 
dialogue 

F F 

 Adequate capacities / Capacity building (incl. at subnational level) / 
Adequate technical support 

F F 

 Mechanism to ensure balance of powers - F 

Process of policy dialogue 
 Adequate preparation (incl. describe expected outcomes) // 

existence of a situation analysis 
F + 

 Secured time and resources F F 

 Diverse communication channels / Informal and formal platforms 
employed for consensus building 

- + 

 Good facilitation - F 

 Mechanisms to identify and manage conflicts of interest - - 

 Feedback and follow-up / problem resolution mechanism - F 

 Institutionalized policy dialogue / deliberative process mechanism - F 

Quality of situation analysis & decision criteria – Analytical work underlying the policymaking 
process / process is evidence-based 
 Includes population consultation - F 

 Based on cost-effectiveness analyses + F 

 Equity / priority to the worst-off + + 

 Financial risk protection + + 

 Takes account of values and other criteria F F 

 Includes public health preoccupations F F 

 Takes account of context F F 

Results from the negotiation process 
 Transparency in decision-making, including with regard to criteria 

used 
- - 

 Accountability - - 

 Strategic planning: transforming priorities into plans F + 

 The chosen UHC gives priority to… 

 … expansion of covered populations F + 

 … expansion of covered services F F 

 … diminution of the share of expenditure paid directly by patients + + 

 Quality of decisions taken (e.g. appropriate essential services) F F 

Legend: + indicates a rather positive appreciation of the characteristic, - a relatively negative 
one, and F a fair one (that is, neither positive nor negative) 
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In Benin, the quality of the UHC policy process was appraised positively 
regarding the strong leadership by the government (the ARCH coordinating 
unit is under the Presidency), the quality of the situation underlying the 
UHC policy (especially, its focus on the worse-off), and its focus on reducing 
out-of-pocket expenditure. However, the process of UHC policymaking has 
been rated poorly, since actually there was hardly any policy dialogue 
around the choice of the UHC policy. The decisions were taken by a small 
governmental coalition, without participation from stakeholders and 
without proper communication with the public. 

By contrast, Senegal adopted a much more participatory process to design 
its UHC policy, and is accordingly rated better along several quality criteria 
of the “participation” and “process” dimensions of our analytical 
framework. The quality of the situation analysis, the focus on the worse-
off and the various strategies developed to expand CMU coverage 
(through CBHI but also various fee exemption and subsidization initiatives) 
also rated positively. 

Transversal analysis 

Yet, the analysis above shows that many quality criteria relating to policy 
dialogue processes, as identified through the literature, are not really met 
in the two countries under consideration. In both countries, decisions were 
made mostly by technocrats, under strong political leadership up to the 
level of the President of the Republic, ensuring strong government 
coordination and ownership. Moreover, both countries have placed strong 
emphasis on expanding financial risk protection to a larger part of the 
population, with special measures for the worst off, in order to improve 
equity. Yet, the two countries performed poorly in a number of 
dimensions: they failed to introduce mechanisms to identify and manage 
conflicts of interest, to provide feedback, follow-up or to help problem 
resolution; decision-making was not transparent (notably regarding the 
criteria used); and there is a lack of accountability regarding the results of 
the process. 

Moreover, none of the two countries has really institutionalized a policy 
dialogue process around UHC decisions. Actually, the existing health sector 
coordination mechanisms have been bypassed to a certain extent, and 
were insufficiently involved in negotiating the trade-offs in regard to UHC 
– whereas the health sector has a crucial role to play in providing an 
appropriate supply of services to the insured population. The two 
countries differ in some respects, as shown in Table 3, with Senegal 
outperforming Benin at several levels. Benin used a more technocratic, 
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paternalistic approach, while still promoting a neoliberal policy. Senegal 
used a more communitarian, consensual approach – even if the initial 
chosen option did not take account of the evidence base on the poor 
capacity of CBHIs to enable expansion of health insurance on a voluntary 
base. 

Our interviews indicate that the insufficient degree of participation, 
communication and dialogue with stakeholders contributes to explaining 
the populations’ lack of ownership and trust towards the UHC policies 
decided by the government. For instance, in Senegal, the membership 
contribution to CBHIs is subsidized by the State (100% for the poor, 50% 
for the rest of the population), rendering it insignificant for most of the 
rural and informal population (less than 6 USD per year). The low 
penetration rate of CBHIs among the target populations can be explained 
by this lack of communication. 
 

Discussion 

The dimensions of quality processes identified through the literature 
review incidentally correspond to a large extent to the factors that 
influence policy reforms according to political scientists: those relative to 
institutions (processes, context), interests (actors, power), ideas (content, 
evidence, values) and policy networks.22  If we apply the analytical grid of 
the “3Is” (institutions, interests, ideas) plus policy networks, we observe 
that it is mostly regarding the “ideas” dimension (quality of situation 
analysis & decision criteria in our framework) that the two countries under 
consideration are performing particularly well, since they designed their 
UHC based on an analytical work complemented by the values of the 
government. “Interests” (participation of stakeholders in our framework) 
are clearly an important factor influencing the decisions taken, since in 
both cases, a small (in the case of Benin) or broader (in the case of Senegal) 
governmental coalition managed to impose its views, without however 
ensuring sufficient participation on the part of other stakeholders. Policy 
networks have been particularly influential in Senegal since the 
government has been influenced by the CBHI and the USAID implementing 
agencies networks.46  The “institutions” (process of policy dialogue in our 
framework) could be much improved in both countries, in particular in 
Benin. 

The preoccupation with regard to ensuring sound policy dialogue, which is 
particularly relevant in the context of UHC negotiation, is actually not new: 
because of the complexity of the health sector, especially in aid-dependent 
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contexts, it is a continuation of sector-wide approaches and the 
implementation of aid effectiveness principles in the health sector.47,48 
Such a dialogue and partnership approach is supported by most influential 
global health actors through UHC2030, which provides a multi-stakeholder 
platform to promote collaborative working within countries and globally, 
in terms of health systems strengthening (https://www.uhc2030.org/). In 
many countries, health sector coordination mechanisms already exist – 
e.g. heath sector coordination committee, annual review of the health 
sector, evaluation of national policies or plans are some of the channels 
that can be used to boost inclusive policy dialogue. However, in the two 
Western African countries under consideration, existing coordination 
mechanisms of the health sector have been bypassed, to a certain extent, 
during the UHC policymaking process. 

Beyond institutional partners, in contexts such as those of Benin and 
Senegal, where the informal sector is dominant in the economic structure, 
policy dialogue should be established with informal sector representatives. 
This is important to determine together what their health protection needs 
are, as well as their preferred modalities of participation in the financing 
of health services. In this dialogue, a more important place must be given 
to the populations, as potential members or members of CBHIs, patients 
or those accompanying them. Involving them in a dynamic policy dialogue 
may give meaning to their contribution to the pre-financing of the health 
system. 
 

Conclusions  

The literature points to a number of ideal characteristics that are supposed 
to ensure good quality policy dialogue or effective negotiation processes 
in the context of complex policymaking. These are relevant for the 
countries engaged towards UHC since the latter involves important trade-
offs. Indeed, involving stakeholders in accountability mechanisms is a good 
way to improve commitments from both users and decisions makers on 
UHC. We have developed an analytical framework that enables us to assess 
whether or not UHC policymaking processes rely on a transparent and 
effective policy dialogue process that enables governments to take 
account of actors’ perspectives and limit power influence, and are 
evidence- and value-based. Overall, the two case studies presented here 
show that, in practice, there are important gaps that reduce the quality of 
those processes, hence affecting the results in terms of transparency and 
accountability. The analytical framework enables us to identify room for 

https://www.uhc2030.org/
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improvement in terms of the country-led negotiation processes for UHC in 
the two countries, and could also inspire other low- and middle-income 
countries in their attempt to progress towards UHC. 
 

References 

1.  World Health Organization. Health Systems Financing – The Path to 
Universal Coverage, The World Health Report 2010. 2010. 
http://www.who.int/whr/2010/en/. Accessed November 13, 2017. 

2.  GIEDION U., ALFONSO E.A., DIAZ Y., The impact of universal coverage 
schemes in the developing world: a review of the existing evidence. 
Universal Health Coverage (UNICO) studies series; no. 25. 2013. 
http://documents.worldbank.org/curated/en/349621468158382497/The-
impact-of-universal-coverage-schemes-in-the-developing-world-a-review-
of-the-existing-evidence. Accessed November 13, 2017. 

3.  COTLEAR D., NAGPAL S., SMITH O., TANDON A., CORTEZ R., Going Universal 
– How 24 Developing Countries Are Implementing Universal Health 
Coverage Reforms from the Bottom Up. 2015. 

 http://documents.worldbank.org/curated/en/936881467992465464/pdf/
99455-PUB-Box393200B-OUO-9-PUBDATE-9-28-15-DOI-10-1596-978-1-
4648-0610-0-EPI-210610.pdf. Accessed November 13, 2017. 

4.  McINTYRE D., RANSON M.K., AULAKH B.K., HONDA A., Promoting universal 
financial protection: evidence from seven low- and middle-income 
countries on factors facilitating or hindering progress. Health 
Res Policy Syst. 2013;11. doi:10.1186/1478-4505-11-36 

5.  ATUN R., de ANDRADE L.O.M., ALMEIDA G., et al., Health-system reform 
and universal health coverage in Latin America. The Lancet. 
2015;385(9974):1230-1247. doi:10.1016/S0140-6736(14)61646-9 

6.  MAEDA A., CASHIN C., HARRIS J., IKEGAMI N., REICH M.R., Universal health 
coverage for inclusive and sustainable development: a synthesis of 
11 country case studies. Directions in development; human development. 
2014. 
http://documents.worldbank.org/curated/en/575211468278746561/Univ
ersal-health-coverage-for-inclusive-and-sustainable-development-a-
synthesis-of-11-country-case-studies. Accessed November 13, 2017. 

7.  REICH M.R., HARRIS J., IKEGAMI N., et al., Moving towards universal health 
coverage: lessons from 11 country studies. Lancet Lond Engl. 
2016;387(10020):811-816. doi:10.1016/S0140-6736(15)60002-2 



19 

8.  DMYTRACZENKO T., ALMEIDA G., Toward Universal Health Coverage and 
Equity in Latin America and the Caribbean: Evidence from Selected 
Countries. Directions in Development. 2015. 

 http://www.paho.org/hq/index.php?option=com_content&view=article&i
d=11065%3A2015-universal-health-coverage-latin-america-
caribbean&catid=3316%3Apublications&Itemid=3562&lang=en. Accessed 
March 22, 2018. 

9.  SUMMERS L.H., Economists’ declaration on universal health coverage. 
Lancet Lond Engl. 2015;386(10008):2112-2113. doi:10.1016/S0140-
6736(15)00242-1 

10.  World Health Organization. Making fair choices on the path to universal 
health coverage. Final report of the WHO Consultative Group on Equity and 
Universal Health Coverage. 2014. 

 http://www.who.int/choice/documents/making_fair_choices/en/. 
Accessed November 13, 2017. 

11.  BALTUSSEN R., JANSEN M.P., BIJLMAKERS L., TROMP N., YAMIN A.E., 
NORHEIM O.F., Progressive realisation of universal health coverage: what 
are the required processes and evidence? BMJ Glob Health. 2017;2(3). 
doi:10.1136/bmjgh-2017-000342 

12.  BREARLEY L., MARTEN R., O’CONNELL T., Universal Health Coverage: A 
Commitment to Close the Gap. New York: The Rockefeller Foundation, Save 
the Children, UNICEF and the World Health Organization; 2013. 

13.  World Health Organization. Global Survey on Health Technology 
Assessment by National Authorities. Main Findings. Geneva, Switzerland; 
2015. http://apps.who.int/medicinedocs/en/d/Js22174en. 

14.  TERWINDT F., RAJAN D., SOUCAT A., Priority-setting for national health 
policies, strategies and plans. In: Strategizing National Health in the 
21st Century: A Handbook. Vol Chapter 4. World Health Organization. 
Geneva, Switzerland: Schmets G, Rajan D, Kadandale S; 2016. 

15.  GLASSMAN A., GIEDION U., SMITH P., What’s in, What’s out? Designing 
Benefits for Universal Health Coverage. 2017. 

16.  LAUER J.A., RAJAN D., BERTRAM M.Y., Priority Setting for Universal Health 
Coverage: We Need to Focus Both on Substance and on Process Comment 
on “Priority Setting for Universal Health Coverage: We Need Evidence-
Informed Deliberative Processes, not Just More Evidence on Cost-
Effectiveness”. Int J Health Policy Manag. 2017;6(10):601-603. 
doi:10.15171/ijhpm.2017.06 



20 

17.  SAVEDOFF W.D., de FERRANTI D., SMITH A.L., FAN V., Political and 
economic aspects of the transition to universal health coverage. Lancet 
Lond Engl. 2012;380(9845):924-932. doi:10.1016/S0140-6736(12)61083-6 

18.  STUCKLER D., FEIGL A.B., BASU S., McKEE M., The political economy of 
universal health coverage; Background paper for the global symposium on 
health systems research 16-19 November 2010. 2010. 
https://pdfs.semanticscholar.org/3261/5063a79a268af0aeea7fbab993fb6
09a78b1.pdf. Accessed November 13, 2017. 

19.  TANGCHAROENSATHIEN V., EVANS D.B., MARTEN R., Universal Health 
Coverage: Setting Global and National Agendas. Glob Health Gov. 
2013;VI(2). 

20.  DOVLO D., MONONO M.E., ELONGO T., NABYONGA-OREM J., Health policy 
dialogue: experiences from Africa. BMC Health Serv Res. 2016;16 
Suppl 4:214. doi:10.1186/s12913-016-1447-x 

21.  SHIFFMAN J., Knowledge, moral claims and the exercise of power in global 
health. Int J Health Policy Manag. 2014;3(6):297-299. 

 doi:10.15171/ijhpm.2014.120 

22.  SHEARER J.C., ABELSON J., KOUYATE B., LAVIS J.N., WALT G., Why do policies 
change?  Institutions, interests, ideas and networks in three cases of policy 
reform. Health Policy Plan. 2016;31(9):1200-1211. 

 doi:10.1093/heapol/czw052 

23.  O’CONNELL T., RASANATHAN K., CHOPRA M., What does universal health 
coverage mean? Lancet Lond Engl. 2014;383(9913):277-279. 
doi:10.1016/S0140-6736(13)60955-1 

24.  BALTUSSEN R., JANSEN M.P., MIKKELSEN E., et al., Priority Setting for 
Universal Health Coverage: We Need Evidence-Informed Deliberative 
Processes, Not Just More Evidence on Cost-Effectiveness. Int J Health Policy 
Manag. 2016;5(11):615-618. 

25.  GOPINATHAN U., OTTERSEN T., Evidence-Informed Deliberative Processes 
for Universal Health Coverage: Broadening the Scope Comment on “Priority 
Setting for Universal Health Coverage:  We Need Evidence-Informed 
Deliberative Processes, Not Just More Evidence on Cost-Effectiveness”. 
Int J Health Policy Manag. 2016;6(8):473-475. 

 doi:10.15171/ijhpm.2016.148 

  



21 

26.  CHALKIDOU K., LI R., CULYER A.J., GLASSMAN A., HOFMAN K.J., 
TEERAWATTANANON Y., Health Technology Assessment: Global Advocacy 
and Local Realities Comment on “Priority Setting for Universal Health 
Coverage: We Need Evidence-Informed Deliberative Processes, Not Just 
More Evidence on Cost-Effectiveness”. Int J Health Policy Manag. 
2016;6(4):233-236. doi:10.15171/ijhpm.2016.118 

27.  NABYONGA-OREM J., DOVLO D., KWAMIE A., NADEGE A., GUANGYA W., 
KIRIGIA J.M., Policy dialogue to improve health outcomes in low income 
countries: what are the issues and way forward? BMC Health Serv Res. 
2016;16 Suppl 4:217. doi:10.1186/s12913-016-1450-2 

28.  SCHMETS G., RAJAN D., KADANDALE S., Strategizing National Health in the 
21st Century: A Handbook. Geneva, Switzerland: World Health Organization. 

29.  MWISONGO A., NABYONGA-OREM J., YAO T., DOVLO D., The role of power 
in health policy dialogues: lessons from African countries. BMC Health 
Serv Res. 2016;16 Suppl 4:213. doi:10.1186/s12913-016-1456-9 

30.  BALTUSSEN R., MITTON C., DANIS M., WILLIAMS I., GOLD M., Global 
Developments in Priority Setting in Health. Int J Health Policy Manag. 
2017;6(3):127-128. 

31.  ROMAN T.E., CLEARY S., McINTYRE D., Exploring the Functioning of Decision 
Space: A Review of the Available Health Systems Literature. Int J Health 
Policy Manag. 2017;6(7):365-376. doi:10.15171/ijhpm.2017.26 

32.  HALL W., Don’t Discount Societal Value in Cost-Effectiveness Comment on 
“Priority Setting for Universal Health Coverage: We Need Evidence-
Informed Deliberative Processes, Not Just More Evidence on Cost-
Effectiveness”. Int J Health Policy Manag. 2017;6(9):543-545. 
doi:10.15171/ijhpm.2017.03 

33.  World Health Organization. Health Technology Assessment (HTA) Country 
profile. 2016.  

 http://www.who.int/health-technology-assessment/country-
profile/en/#D. 

34.  CHALKIDOU K., CULYER A.J., Making Choices on the Journey to Universal 
Health Care Coverage: From Advocacy to Analysis. Value Health J Int Soc 
Pharmacoeconomics Outcomes Res. 2016;19(8):910-912. 

 doi:10.1016/j.jval.2016.04.021 

35.  DANIELS N., Accountability for reasonableness. BMJ. 2000;321(7272):1300-
1301. doi:10.1136/bmj.321.7272.1300 



22 

36.  DANIELS N., SABIN J.E., Accountability for reasonableness: an update. BMJ. 
2008;337:a1850. doi:10.1136/bmj.a1850 

37.  WILKINSON T., SCULPHER M.J., CLAXTON K., et al., The International 
Decision Support Initiative Reference Case for Economic Evaluation: An Aid 
to Thought. Value Health J Int Soc Pharmacoeconomics Outcomes Res. 
2016;19(8):921-928. doi:10.1016/j.jval.2016.04.015 

38.  NABYONGA-OREM J., OUSMAN K., ESTRELLI Y., et al., Perspectives on health 
policy dialogue: definition, perceived importance and coordination. 
BMC Health Serv Res. 2016;16 Suppl 4:218.  

 doi:10.1186/s12913-016-1451-1 

39.  WOODS B., REVILL P., SCULPHER M., CLAXTON K., Country-Level Cost-
Effectiveness Thresholds: Initial Estimates and the Need for Further 
Research. Value Health J Int Soc Pharmacoeconomics Outcomes Res. 
2016;19(8):929-935. doi:10.1016/j.jval.2016.02.017 

40.  SMITH N., HALL W., MITTON C., BRYAN S., URQUHART B., What constitutes 
high performance in priority setting and resource allocation? Decision 
maker narratives identified from a survey and qualitative study in Canadian 
healthcare organizations. Health Serv Manage Res. December 2014. 
doi:10.1177/0951484814559714 

41.  PEACOCK S., MITTON C., BATE A., McCOY B., DONALDSON C., Overcoming 
barriers to priority setting using interdisciplinary methods. Health Policy 
Amst Neth. 2009;92(2-3):124-132. doi:10.1016/j.healthpol.2009.02.006 

42.  DEVILLE C., Same objective, different paths: An analysis of Universal Health 
Coverage policies in Benin and Senegal. Presented at the: International 
Conference on Global Dynamics of Social Policy, Social policy dynamics in 
(West and Central) Africa; October 25, 2018; University of Bremen. 

43.  Présidence de la République du Bénin. Assurance pour le Renforcement du 
Capital Humain (ARCH). Fiche de projet. April 2017. 

44.  DEVILLE C., FECHER F., PONCELET M., L’Assurance pour le renforcement du 
capital humain (ARCH) au Bénin : processus d’élaboration et défis de mise 
en œuvre. Rev Fr Aff Soc. 2018;(1):107-123. 

45.  BOSSYNS P., LADRIÈRE F., RIDDE V., Une assurance maladie à grande échelle 
pour le secteur informel en Afrique subsaharienne. Six ans d’expérience au 
Sénégal rural 2012 – 2017. Stud Health Serv Organ Policy. 2018;(34). 

  



23 

46.  CAFFIN J-H., L’aide au développement et le financement basé sur la 
performance : quelle performativité ? Analyse du processus de 
conceptualisation et de diffusion du financement basé sur la performance 
dans la gestion des systèmes de santé africains par la Banque Mondiale et 
l’USAID. Etude du cas du Programme national de financement basé sur les 
résultats du Ministère de la Santé du Sénégal. November 2018. 

47.  CASSELS A., A Guide to Sector-wide Approaches for Health Development: 
Concepts, Issues and Working Arrangements. 1997. 

48.  Organization for Economic Coordination and Development, Working Party 
on Aid Effectiveness, Task Team on Health as a Tracer Sector (OECD/WP 
EFF/TT-HATS). Progress and Challenges in Aid Effectiveness. What Can We 
Learn from the Health Sector? 2011. 

 

 
  



24 

  



25 

 

 

This yearly series of working papers (WP) aims to publish works resulting from 
the scientific network of CIRIEC.   The WPs are subject to a review process 
and are published under the responsibility of the President of the 
International Scientific Council, the president of the scientific Commissions or 
the working groups coordinators and of the editor of CIRIEC’s international 
scientific journal, the Annals of Public and Cooperative Economics. 
 

These contributions may be published afterwards in a scientific journal or 
book. 

The contents of the working papers do not involve CIRIEC’s responsibility but 
solely the author(s’) one. 
 

The submissions are to be sent to CIRIEC (ciriec@uliege.be). 
 

 

 

Cette collection annuelle de Working Papers (WP) est destinée à accueillir des 
travaux issus du réseau scientifique du CIRIEC.  Les WP font l’objet d’une 
procédure d’évaluation et sont publiés sous la responsabilité du président du 
Conseil scientifique international, des présidents des Commissions 
scientifiques ou des coordinateurs des groupes de travail et du rédacteur de 
la revue scientifique internationale du CIRIEC, les Annales de l’économie 
publique, sociale et coopérative.  
 

Ces contributions peuvent faire l’objet d’une publication scientifique 
ultérieure. 

Le contenu des WP n’engage en rien la responsabilité du CIRIEC mais 
uniquement celle du ou des auteurs. 
 

Les soumissions sont à envoyer au CIRIEC (ciriec@uliege.be). 
 

 

 

This working paper is indexed and available in RePEc 

Ce working paper est indexé et disponible dans RePEc 

ISSN 2070-8289 
ISBN 978-2-931051-35-1 

EAN 9782931051351 
http://doi.org/10.25518/ciriec.wp202005 

D/2020/1406/5-d 
 

 

mailto:ciriec@uliege.be
mailto:ciriec@uliege.be
http://doi.org/10.25518/ciriec.wp202005


26 

 

WP Collection 2020 

2020/01 Building Sustainable Local Food Solutions: How Canadian Indigenous 
Communities are Using the Social and Solidarity Economy to Implement 
Zero Hunger 

 Jennifer SUMNER, M. Derya TARHAN & J. J. McMURTRY 

2020/02 L’Economie solidaire en Turquie et son écosystème : un avenir encore 
incertain 
Olivier GAJAC & Selin PELEK 

2020/03 Le recouvrement des coûts : un défi pour une gestion durable des 
déchets ménagers en Algérie. Cas de la Commune d’Annaba 

 Tahar TOLBA, Aurore MORONCINI & Youcef KEHILA 

2020/04 Agricultural production cooperatives and agricultural development: Is 
there a niche after all?  Findings from an exploratory survey in China 

 Axel WOLZ, Shemei ZHANG & Ya DING 

2020/05 Long Way to Universal Health Coverage (UHC): Are Policy Dialogue 
Processes Appropriate to Negotiate Trade-Offs in Africa?  The Cases of 
Benin and Senegal 

 Elisabeth PAUL, Fabienne FECHER, Céline DEVILLE, Youssoupha NDIAYE, 
Farba Lamine SALL, N’koué Emmanuel SAMBIÉNI, Remo MELONI &  
Denis PORIGNON 

 

 



 



28 

 


