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ABSTRACT
This paper reviews the experience of six low- income 
and lower middle- income countries in setting their own 
essential packages of health services (EPHS), with the 
purpose of identifying the key requirements for the 
successful design and transition to implementation of the 
packages in the context of accelerating progress towards 
universal health coverage (UHC). The analysis is based 
on input from three meetings of a knowledge network 
established by the Disease Control Priorities 3 Country 
Translation Project and working groups, supplemented by a 
survey of participating countries.
All countries endorsed the Sustainable Development 
Goals target 3.8 on UHC for achievement by 2030. The 
assessment of country experiences found that health 
system strengthening and mobilising and sustaining health 
financing are major challenges. EPHS implementation 
is more likely when health system gaps are addressed 
and when there are realistic and sustainable financing 
prospects. However, health system assessments were 
inadequate and the government planning and finance 
sectors were not consistently engaged in setting the 
EPHS in most of the countries studied. There was also a 
need for greater engagement with community and civil 
society representatives, academia and the private sector in 
package design. Leadership and reinforcement of technical 
and managerial capacity are critical in the transition 
from EPHS design to sustained implementation, as are 
strong human resources and country ownership of the 
process. Political commitment beyond the health sector is 
key, particularly commitment from parliamentarians and 
policymakers in the planning and finance sectors. National 
ownership, institutionalisation of technical and managerial 
capacity and reinforcing human resources are critical for 
success.
The review concludes that four prerequisites are crucial for 
a successful EPHS: (1) sustained high- level commitment, 
(2) sustainable financing, (3) health system readiness, and 
(4) institutionalisation.

INTRODUCTION
Although countries pledged to achieve 
universal health coverage (UHC) by 2030,1 
the current pace of progress indicates that 
more than one- third of the world’s popula-
tion will not have access to essential health 
services by this target date.2 The situation 
is compounded by the adverse effects of 
the COVID- 19 pandemic on health systems 
worldwide and the resulting disruptions in 

SUMMARY BOX
 ⇒ Setting and revising essential packages of 
health services must be country- executed and 
country- owned.

 ⇒ Packages developed without sustained commitment 
from high level government leaders and adequate 
engagement of national authorities are less likely to 
be implemented.

 ⇒ Early, committed engagement of the government’s 
planning and finance sectors is essential in ensuring 
affordability and committed funding of the universal 
health coverage (UHC) package—there is limited 
value in investing in package development without 
a realistic financing plan.

 ⇒ Even a perfectly designed, affordable package has 
no major impact unless health system gaps are ad-
dressed and there are adequate and well- trained 
human resources to deliver effective services—in-
cluding a clear role for the private sector.

 ⇒ Sustainability for revising and implementing UHC 
packages requires leadership, political stability, sus-
tained resources and institutionalisation of technical 
and managerial capacity.

 ⇒ There is a need to reinforce technical assistance to 
low- income and lower middle- income countries in 
UHC- related programmes, including through region-
al institutions.
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access to quality health services. Since countries must 
re- double their efforts in improving such access, there is 
growing demand from governments of low- income and 
lower middle- income countries (LLMICs) for technical 
assistance in health system strengthening and UHC.3

The third edition of the Disease Control Priorities 
series (DCP3)4 5 provides an up- to- date review of cost- 
effectiveness of health interventions through a systematic 
appraisal of evidence, new economic analysis and expert 
judgement of a wide range of health services. The goal 
is to influence resource allocation decisions at country 
level to achieve the highest impact of health interven-
tions provided by LLMICs.

Two model essential packages of health services 
(EPHS)—also called health benefits packages—were 
developed to serve as a guide and starting point for the 
development or revision of EPHS. The first is the essen-
tial UHC (EUHC) package, which includes 218 interven-
tions designed for lower middle- income countries. The 
second is the high priority package, a subset of the EUHC, 
that includes 108 interventions, proposed as a model for 
low- income countries. The criteria adopted for selecting 
health services are evidence of impact, cost- effectiveness, 
financial risk protection, equity and feasibility of imple-
mentation.4 The DCP3 approach recommends that the 
package is financed publicly and is implemented to 
achieve UHC in a stepwise manner through a progressive 
universalism approach.5 In this approach, the package is 
initially designed to provide highly cost- effective health 
services, particularly for diseases that disproportionately 
affect the poor. As health resources grow, coverage will 
increase and include a wider range of interventions.6 By 
publicly financing the highest priority health services, the 
DCP3 approach covers the three key dimensions of UHC: 
providing unimpeded access to all population groups, 
expanding the range of essential services and reducing 
financial risk.

Since their launch in December 2017, the DCP3 
evidence and packages have been used by several coun-
tries to design or revise their national EPHS.7–10 The 
experience of six LLMICs has recently been reviewed 
by a knowledge network of professionals engaged in 
DCP3- related country work to extract lessons learnt 
and update evidence and good practice. The review 
covered seven key areas in the process of designing an 
EPHS: requirements for successful EPHS design (current 
paper), decision- making processes,11 estimating costs,12 
financing,13 building implementable packages, role of 
the private sector14 and monitoring and evaluation.15 
The seven papers in this collection cover the key findings 
of the review. Because there is limited value in investing 
in the development of an EPHS if the process does not 
lead to high- level government endorsement, this first 
paper specifically assesses the requirements for an appro-
priate design of UHC packages. Since the ultimate goal 
is to improve healthcare, the paper also aims to identify 
the essential elements needed for the transition from 
package design to implementation and improved access 

to services that are essential for accelerating progress to 
UHC.

We conducted an initial review of the experiences of 
Afghanistan, Ethiopia, Pakistan, Somalia, Sudan and 
Zanzibar–Tanzania in setting their own EPHS by estab-
lishing a knowledge network of professionals working 
in priority setting and UHC- related policies. The World 
Bank classifies Pakistan and Zanzibar–Tanzania as lower 
middle- income countries, and the remaining four as 
low- income countries.16 Key representatives from each 
of the six countries presented their experiences during 
the first DCP3 country review meeting in Geneva on 
27–28 September 2021, organised by the DCP3 Country 
Translation Project at the London School of Hygiene & 
Tropical Medicine. It was attended by a network of 60 
experts and professionals engaged in DCP3- related work. 
The team collectively decided to conduct a survey to 
fill in gaps and standardise data from all six countries 
and to stimulate group discussions. A group consisting 
of the authors of this paper updated and presented the 
review to the network during the second and third DCP3 
country review meetings held on 6 December 2021 and 
31 March 2022, respectively. The current analysis is based 
on the discussions in these meetings and the group 
work in between meetings. Online supplemental box S1 
summarises the review meeting, the survey and the devel-
opment of the framework for this paper.

PACKAGE DESIGN PROCESS
The other papers in this collection describe the different 
processes followed by the six countries to design their 
packages.11–15 In this paper, we focus on steps that directly 
relate to the requirements that determine successful 
package design and increase the prospects of a successful 
rollout.

All countries required 1–3 years to design their pack-
ages (table 1). This is not surprising given the importance 
of ensuring that the guiding principles are adopted, 
effective partnerships are secured, baseline assessments 
are effectively conducted and processes for prioritisation 
and costing are sound and reliable. The time taken to 
develop the package also depends on local circumstances 
and capacity and varies considerably between countries. 
The Pakistan and Sudan packages were developed for the 
first time, while others were revisions and expansions of 
earlier versions that existed before the endorsement of 
the Sustainable Development Goals (SDG) target 3.8 in 
2015. Baltussen et al review the experience of the six coun-
tries in prioritising essential health services.11 All coun-
tries used the DCP3 evidence to guide the prioritisation 
of essential health services, but two countries, Somalia 
and Sudan, used additional sources of evidence such as 
the WHO–UHC Compendium.17 Packages covered all 
DCP3 delivery platforms (community, health centre, first- 
level hospital, tertiary care and population- based inter-
ventions), but the Pakistani government decided early in 
the course of the package design to focus during the first 
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5 years of implementation on the district level system, 
which covers the first three platforms.

Conducting an analysis of the fiscal space and deter-
mining how the UHC services will be funded is a crit-
ical step at the onset. The decision on how the package 
is financed during the implementation phase varied 
between countries. Based on their national vision and 
strategic plan, policymakers in Pakistan decided on 
public financing of the 88 high- priority services of the 
district- level package. The other five countries adopted 
financing mechanisms that included other prepayment 
schemes, including health insurance schemes, combined 
with user fees and donor funding.

The cost of the package also varied (table 1). Gaudin et 
al reviews the costing process conducted in five of these 
countries.12 Afghanistan had the lowest per capita package 
cost in the first year of implementation (US$6.9), while 
Ethiopia had the highest (US$40). In some cases, the per 
capita cost during initial implementation was higher than 
the public health expenditure or even the current health 
expenditure. For the first year of implementation, this 
situation required either further prioritisation or consid-
eration of different financing schemes for the different 
groups of interventions.

Because of the differences in the delivery platforms 
and in financing mechanisms, the number of health 
interventions varied considerably, from 88 in Pakistan to 
over 1000 in Ethiopia.

SECURING POLITICAL COMMITMENT
Political commitment to UHC and the resolve to improve 
access to essential health services is one of the key prereq-
uisites to reaching SDG target 3.8; we analysed such 
commitment through four questions (online supple-
mental table S1). Since there is no reliable tool to accu-
rately assess political commitment, these questions were 
considered as proxy indicators. All six countries endorsed 
UHC as a target in their national health strategies and 
the UHC package is part of the national SDG plans and 
monitoring schemes. However, the planning and finance 
sectors of the government have not been consistently 
engaged in most countries; despite participation in meet-
ings and discussions, their engagement has not been 
sustained in some countries, particularly in the fiscal 
space assessment and the planning for increased funding. 
There was also no evidence of a concrete commitment by 
parliament.

ASSESSING HEALTH SYSTEM AND FINANCING MECHANISMS
Assessment of health system performance and capacity, 
including financing, is a critical step at the onset, since 
its outcome has a major influence on package design, 
and how it will be financed and implemented. Table 2 
presents the most recently reported information on 
selected health system indicators, particularly those 

Table 1 Background information on and characteristics of the EPHS in the six focus countries

Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar (Tanzania)

Year of completion of 
the package

2021 2019 2020 (Generic EPHS), 
2021 (six provincial 
and federating areas 
EPHS)

2020 2022 2022

Time required to 
construct the package

2 years 1–2 years 2 years 1–2 years 2 years 3 years

Main source of 
evidence adopted as 
a guide

DCP3 DCP3 expanded with 
service listing in UHC 
Compendium

DCP3 DCP3 and UHC 
Compendium

DCP3 expanded 
with other 
packages

DCP3

New package or 
revision based on a 
previous package

Revision and 
expansion

Revision and 
expansion

New package* Revision and 
expansion

New package Revision and updating

Delivery platforms 
targeted by the 
package

All delivery platforms† All delivery platforms District- level 
platforms‡

All delivery platforms All delivery 
platforms

All delivery platforms

Cost of the EPHS in 
US$ per capita in the 
first year§

6.9 40.0 13.0 for the federal
EPHS¶

7.4 23.3 37.0

Number of 
interventions in the 
final package

158 1018 88 412 824 314

Position of the country 
on the source of 
financing the final 
package

Prepayment schemes 
and donor funding

Public finance, donor 
funding and user fees

Public finance with 
gap filling from donor 
funding

Public finance, donor 
funding and user fees

Public finance, 
prepayment, 
donor funding 
and user fees

Public finance, public 
health insurance, 
prepayment, donor 
funding and user fees

*A rudimentary EPHS existed in two provinces focusing on a few programmes.
†DCP3 delivery platforms are community, health centre, first level hospital, referral and specialty hospitals and population- based interventions.
‡All five delivery platforms were prioritised and costed, but the government decided to initially implement the three district level platforms.
§All packages will have increasing coverage along the timeline of the Sustainable Development Goals target 3.8 and the projected costs will be considerably higher and require an 
increase in health allocation.
¶EPHS in each province/area has a different set of interventions and unit cost.
DCP3, third edition of the Disease Control Priorities series; EPHS, essential packages of health services; UHC, universal health coverage.
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focusing on the status of health services delivered, health 
financing and the health workforce.

The UHC service coverage index is below 50 in all coun-
tries (on a scale from 0 to 100, based on 16 tracer indica-
tors of health service coverage), with a range between 25 
in Somalia and 49.9 in Pakistan.

A major challenge in financing the EPHS is that the 
fiscal space for public expenditure on health is very 
limited in all countries and it is considerably lower than 
the initial cost required for implementing the package in 
some of these countries. The current per capita health 
expenditure ranged between US$33 in Ethiopia and 
US$66 in Afghanistan. Per capita public spending on 
health is as low as US$5 and US$6 in Afghanistan and 
Ethiopia, respectively. Government spending on health 
as a percentage of the current health expenditure ranges 
from less than 10% in Afghanistan to 53% in Zanzibar. 
Out- of- pocket expenditure as a share of current health 
expenditure is high in most countries, with the highest 
being in Afghanistan (79%). The incidence of cata-
strophic expenditure (household spending on health 
that exceeds 10% of total household budget) is lowest in 
Zanzibar and highest in Sudan.

Compared with the financial resources available in the 
six countries, the cost of the package illustrated in table 1 
is higher than the government health expenditure in 
some of them. Table 2 presents the ratio of the package 
cost to the government health expenditure, which ranges 
between 0.7 and 6.7. The mismatch between the finan-
cial resources available for public spending and the esti-
mated cost of the package represents a major challenge 
for the transition to implementation, even if part of the 
financing gap is covered by development partners and 
donors.

An equally important challenge of the transition to 
effective implementation is the health system capacity in 
LLMICs. Although all health system building blocks need 

to be assessed, the state of human resources is especially 
important since it often impedes access to health services 
and influences the prioritisation of interventions and the 
overall design of the essential package. Based on the SDG 
index threshold of doctors, nurses and midwives,18 the 
figures in table 2 indicate serious shortages in the health-
care workforce in the countries reviewed.

ENGAGING KEY STAKEHOLDERS
A comprehensive stakeholder analysis was not conducted 
in some countries at the initial stage of package develop-
ment (table 3).

As highlighted before, not all countries had mean-
ingful engagement of the finance and planning sectors, 
and only one country engaged community and civil 
society representatives during the package design process 
(table 3). The private health sector, which currently 
delivers a major proportion of the high- priority health 
services,14 19 did not seem to be involved in four out of the 
six countries. A more elaborate review of the role of the 
private sector in package design and implementation is 
covered by Siddiqi et al.14 Of the multilateral partners, the 
WHO was involved in providing technical assistance in 
all countries and the United Nations International Chil-
dren’s Emergency Fund (UNICEF) and the World Bank 
in most of them. However, the United Nations Develop-
ment Programme (UNDP) did not seem to be signifi-
cantly engaged in all six countries.

DEVELOPING AND IMPLEMENTING A ROAD MAP
Table 4 includes findings on the package development 
process and the various elements of the road map. At 
least two countries do not have a unit on priority setting, 
health economics or health technology assessment—such 
a unit is needed for designing, revising and monitoring 
the UHC package. Institutionalisation and capacity 

Table 2 Selected health system indicators for the EPHS*

Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar† (Tanzania)

UHC Service Coverage Index 37 39 49.9 (2020) 25 44 43*

Proportion of population with household expenditures on health greater 
than 10% of total household expenditure or income (SDG 3.8.2) (%)

14.6 (2013) 4.9 (2015) 4 (2017) NA 18.4 
(2009)

3.8 (2011)*

Current health expenditure (CHE) per capita (US$) 66 33 48 NA 47 34

Domestic general government health expenditure (GGHE- D) as 
percentage of gross domestic product (%)

1.08 0.74 1.08 NA 1.04 1.56*

Government spending for health per capita US$ 5 6 19 NA 11 18.2

Ratio between the EPHS cost per capita in the first year of 
implementation and government spending for health

1.4 6.7 0.7 NA 2.1 2.0

GGHE- D as percentage of general government expenditure (%) 3.9 4.8 6.0 2.0 5.6 9.5

Out- of- pocket expenditure as percentage of CHE (%) 79.3 37.9 56.5 NA 67.4 16.0

Medical doctor per 10 000 population 2.5 1.1 11.2 0.22 2.6 0.5*

Nursing and midwifery personnel per 10 000 population 4.5 7.8 4.8 1.2 11.5 5.7*

*Data included in this table are mainly based on the WHO’s Global Health Observatory, except for figures updated or reported by the country representatives. https://www.who.int/
data/gho/data/indicators. Last accessed on March 19, 2022.
†Data highlighted with an asterisk (*) belong to Tanzania; the rest is for Zanzibar.
EPHS, essential packages of health services; NA, not available; SDG, Sustainable Development Goals; UHC, universal health coverage.
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strengthening in these areas within the Ministry of Health 
varied between countries. The list of priority decision- 
making areas where training and capacity building is 
required covers priority setting, health technology assess-
ment, equity analysis, costing, budget impact and health 
service delivery models.

KEY CHALLENGES AND LESSONS LEARNED
The review highlights critical challenges at different 
stages of the EPHS development. Some of these chal-
lenges are directly related to the processes and method-
ologies used, including gaps in preparation and in readi-
ness, while others are inherent in the capacity, resources 
and performance of the health system. These challenges 
were compounded by the timing of the exercise in some 
countries that coincided with the COVID- 19 pandemic.

UHC is a political choice and priority.1 Only two coun-
tries reported some engagement of parliamentarians 
at some stage of the package development process, but 
there were no formal decisions or resolutions made on 
UHC or the EPHS. Similarly, although most countries 
reported some involvement of the finance and planning 
sectors in the package development process, the level 
and timing of engagement was not clear.

As mentioned before, assessing health systems 
building blocks and financing mechanisms is an essential 
component of package development. Scarcity of health 
resources requires trade- offs and tough choices. An 
extreme case is the situation in Afghanistan, where only 
about 8% of the current health expenditure is financed 
through the government budget and almost 80% comes 
from out- of- pocket expenditure. The countries reviewed 

Table 3 Stakeholders’ involvement in the six countries

Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar (Tanzania)

Was any stakeholders’ analysis conducted 
at the initial stage of the UHC EPHS 
development?

No No Yes Yes No No

Who were the national and international stakeholders centrally involved in the EPHS process?

Parliament No No Some 
parliamentarians

Social Standing 
Committee

No No

Finance No Director of Economic 
Planning

Yes No No Yes

Planning No No Member of Social 
Sector of Planning 
Commission and 
staff

Yes No Yes

Community and patients’ groups No No No No No Yes

Private sector No No Yes Yes No No

National academia No National universities Aga Khan 
University and 
Health Services 
Academy

Yes National 
Public Health 
Institute

No

Multilateral organisations WHO WHO, UNICEF, 
UNFPA, WFP IOM 
and UN health and 
nutrition cluster

WHO, UNICEF, 
Global Fund, GAVI 
and WB

WHO, UNICEF 
UNFPA and WB

WHO WHO and UNICEF

Humanitarian and development partners BMGF and WB UK, Italy, 
USAID, Sweden, 
Switzerland, Norway, 
Finland, Germany 
and Canada

BMGF, USAID and 
FCDO

UK, Sweden, 
Italy, Switzerland, 
Canada, 
Germany, USAID, 
Gavi and Global 
Fund

EU WHO, UNICEF and 
UNFPA

Others International 
academic 
institutes

International 
academic institutes

International 
academic 
institutes

– Consultancy 
firm

International 
academic institutes 
and Bureau of 
statistics

What type of support was provided by multilateral organisations?

WHO Technical 
support

Technical and 
financial support

Technical and 
financial support

Technical and 
financial support

Technical 
support

Technical and 
financial support

UNICEF Technical 
support

Technical review Technical and 
financial support

Technical 
support

No Technical support

UNDP All no

World Bank Technical 
support

Technical and 
financial support

Technical and 
financial support

Technical and 
financial support

Technical 
support

No

*An existing profile from Reform Directorate at the MOH was used.
BMGF, Bill & Melinda Gates Foundation; EPHS, essential packages of health services; EU, European Union; FDCO, Foreign, Commonwealth and Development Office UK; GAVI, 
GAVI, the Vaccine Alliance; IOM, International Organization for Migration; MOH, Ministry of Health; UHC, universal health coverage; UNFPA, United Nations Population Fund; UNICEF, 
United Nations International Children's Emergency Fund; USAID, United States Agency for International Development; WB, World Bank; WFP, World Food Programme.
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have low levels of domestic government health expendi-
ture (table 2), which are very far from the Abuja Declara-
tion target of spending 15% of government budgets on 
health.20 As noted in the findings, funding the package 
should not only cover initial implementation. Population 
growth in some countries and the progressive increase 
in the coverage of interventions along the UHC timeline 
will result in rising costs that will far exceed the current 
expenditure and any forecasted economic growth. There-
fore, between initial implementation and 2030 UHC 
targets, governments must plan for additional resources.

The experience in the six countries indicated that all 
of them must consider feasible options for increased 
health allocations, including re- prioritisation of the 
government budget. Irrespective of the level of fiscal 
constraints, the focus on public financing must be on 
high- priority, high- impact interventions.5 Overall, imple-
mentation is less likely if the country invests in a package 
development exercise without first assuring realistic and 
sustained finance prospects. Soucat et al in this series 
review the challenges, current experience and directions 
on package financing.13

Countries also have limited capacity because of serious 
gaps across health system building blocks. In such a situa-
tion, two difficult questions should be addressed by poli-
cymakers in countries aiming to achieve UHC.21 First, 
which health services should be considered for full popu-
lation and full cost coverage? Second, how can health 
planners expand the size or power of pooled funds so 
that they can achieve UHC? Addressing these questions 
should be at the centre of the health system assessment 

that is conducted at the initial phase and in parallel with 
the prioritisation phase.

It is not possible to deliver effective services without 
the necessary human resources. Addressing these gaps 
through a carefully planned and realistic health work-
force strategy will be a basic requirement for the transi-
tion from package design to implementation.22 Capacity 
building should start as soon as possible based on the 
health service delivery model required for package 
implementation.

Engaging key internal and external stakeholders is 
critical for national ownership of the process and its 
outcome. In this respect, we highlight the importance 
of civil society dialogue and engagement of community 
groups particularly in focusing on people’s perceptions 
of their priority health needs.23 Apart from Zanzibar, 
where this requirement has been partly acknowledged, 
none of the countries were engaged in serious interac-
tion with people’s representatives. Thailand’s experi-
ences in implementing UHC and forming the National 
Health Assembly for public participation is worth high-
lighting. The commitment to UHC became a collective 
community demand. As a result, despite an unstable 
political environment, repeated changes of governments 
and ministers of health and frequent elections, the 
commitment to achieve the required change and imple-
ment the package was maintained.24 In contrast, package 
implementation in Colombia, the Dominican Republic 
and Peru has faced significant challenges since national 
stakeholders and especially the beneficiaries were not 
involved in the package development.25

Table 4 Essential elements of a road map for EPHS development in the six focus countries

Afghanistan Ethiopia Pakistan Somalia Sudan Zanzibar (Tanzania)

Establishing a project secretariat within the MOH Yes Yes Yes Yes No Yes

Existence of a unit within the MOH for health economics 
or health financing

Yes Yes Yes No Yes No

Considering capacity building in the initial action plan 
for developing UHC HBP

Yes Yes Yes No No Yes

Identifying and acting on areas required for training and 
capacity building

Priority setting, 
health system 
assessment 
and health 
economics

Systematic 
review, 
economic 
evaluation, 
equity 
analysis, 
budget 
impact and 
costing

Evidence 
generation 
and use in 
prioritisation, 
organisational 
restructuring 
for the 
implementation, 
management and 
health systems

Burden of 
disease, 
health system 
performance 
assessment, 
health 
economics, 
economic 
evaluation, 
equity analysis, 
budget impact 
and costing

Priority 
setting

Priority setting, health 
economics and 
costing

Capacity building mechanisms that have been adopted/
implemented

On- job training Training and 
graduate 
studies at 
MSc and PhD 
Level

Training, inside 
and outside of 
the country and 
graduate studies

No Short 
trainings

Short trainings for 
12 members of core 
team and 1 Master 
and 2 PhDs

Institutionalising capacity building in the plan No Yes To some extent No Yes No

Developing a communication strategy as part of the 
EPHS action plan

No No Yes, during 
implementation

No No No

EPHS, essential packages of health services; MOH, Ministry of Health; UHC, universal health coverage.
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The role of external stakeholders is equally important. 
Experience indicates that technical and logistic support 
from WHO and UNICEF has been invaluable. However, 
as previously mentioned, it is important to note that 
UNDP, which coordinates the SDG monitoring initiatives, 
has not been significantly involved. In general, no strong 

coordination appears to have been established with the 
SDG monitoring part of the government.

Although all six countries reviewed in this paper illus-
trated an initial political commitment to the package 
(online supplemental table S1), sustainability of this 
commitment in countries with political instability is a 
major concern. Afghanistan, Somalia, Pakistan, Sudan 
and Ethiopia rank highly among almost 200 countries 
globally for likelihood of political instability and/or 
politically- motivated violence, including terrorism.26 
After defining the package, Afghanistan faced a regime 
change, and Pakistan, Sudan and Somalia had changes in 
government. Such instability is commonly associated with 
economic constraints and limited fiscal space for health 
and social services.

Sustainability of EPHS implementation is more likely 
if economic realities are seriously considered during the 
package design and the technical expertise and skills are 
institutionalised.27 The dynamic of power and financing 
are important in package design and implementation 
because these often involve trade- offs and redistribution 
of resources between services and service providers. Good 
governance is therefore needed to ensure that setting 
EPHS follows equity and fairness principles, including 
stakeholders’ involvement, transparency and account-
ability, particularly in defining entitlements and identi-
fying benefits. This is also why institutionalisation needs 
a strong leadership structure that meets legal, political, 
technical, human and financial requirements to govern 
the EPHS at the national or subnational level, depending 
on the authority structure of the country.28 Countries will 
be moving in the right direction if the governance struc-
ture is adopted or adapted to serve as a permanent UHC 
or national health reform and coordination unit. In this 
respect, capacity building is critical and sustainable skills 
are essential for priority setting, monitoring and evalua-
tion and periodic revision of interventions.

BASIC REQUIREMENTS FOR SUCCESSFUL PACKAGE DESIGN 
AND TRANSITION TO IMPLEMENTATION
Many countries designed EPHS before setting UHC as 
a global commitment in 2015,25 29 30 but not all were 
implemented. Some packages were defined by countries 
in fragile situations and chronic crises, sometimes with 
the support and engagement of development agencies 
and donors, such as in Afghanistan,7 northern Syria,31 
Somalia32 and Yemen.33 In some of these countries, the 
package aimed to identify a minimum set of essential 
services for emergency funding or for contracting with 
the private sector or non- governmental organisations to 
provide primary care services. While these reasons justify 
the need for the service package, the definition of the 
EPHS in the six countries has a broader objective and 
serves as a major milestone for the realisation of UHC. 
It is with this wider scope in mind that we reviewed the 
experience of six LLMICs in preparing for the develop-
ment of the package and ensuring a robust process and 

Box 1 An outline of requirements for country 
readiness and prerequisites for successful design of 
essential packages of health services and transition to 
implementation

Securing political commitment
1. Ensuring sustained political commitment for universal health cov-

erage (UHC).
a. Commitment and a clear government position, including that of 

financing and planning sectors.
b. Commitment at the level of the parliament.
c. Commitment at the subnational level, particularly in decentral-

ised systems.
d. Demonstrated commitment to fund the package and to finance 

the UHC road map.
Engaging key stakeholders
1. Conducting stakeholder analysis of key national players, including 

the private sector, academic and public health institutions, commu-
nity representatives and external partners.

2. Engaging the planning and finance government sectors and the 
National Bureau of Statistics as early as possible.

3. Building national consensus and conducting societal dialogue on 
health services.

Assessing health system and financing mechanisms
1. Conducting an in- depth assessment of the health system, including 

governance structure, infrastructure, delivery arrangements, health 
workforce, information system.

2. Mapping of health services currently provided, based on the 
DCP3 model packages, UHC Compendium or previously existing 
packages.

3. Assessing fiscal space, existing health financing mechanisms and 
sustainability of health financing; deciding on the level of public 
funds provided to finance the package.

Developing and implementing a road map
1. Agreeing on principles, especially transparency, impartiality and 

inclusiveness.
2. Defining a governance structure to design the EPHS and sustain 

implementation and revision.
3. Ensuring prioritisation and package costing are data- driven and 

evidence- informed.
4. Agreeing on the steps, decision criteria and processes for prioritis-

ing and costing interventions.
5. Defining the scope of the EPHS, including health delivery platforms 

with special focus on primary healthcare.
6. Developing an action plan, including roles, mandates, required skills 

and resources, including capacity building in priority setting and 
UHC package design.

Securing a successful transition to sustainable implementation
1. Ensuring affordable and sustainable financing of high- priority 

health services along the UHC timeline.
2. Addressing health system gaps and reinforcing health service deliv-

ery, including the role of the private health sector.
3. Addressing the risk of instability in fragile and politically unstable 

contexts and proposing risk mitigation measures with stakeholders.
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a successful outcome. Based on the experience of these 
countries, we believe that the steps listed in box 1 are 
necessary for a successful design and transition to imple-
mentation of the EPHS.

We believe that all steps in this box are important in 
reinforcing the EPHS development process, particularly 
those that address gaps impeding implementation. As 
stated previously, there are key requirements that have to 
be considered in order to address the limitations in the 
package development process highlighted by the review. 
First, strong decisions on package rollout are more diffi-
cult to make in the absence of high- level government 
leadership and ownership, as well as active engagement 
of key stakeholders. Second, it is not realistic to expect 
improved access to essential interventions without a 
serious assessment of financing needs and health system 
constraints and related plans to secure the required 
resources and to address existing health system gaps. 
Third, experience shows that the private sector does not 
play a significant role in the design of UHC packages 
despite the fact that it currently provides a major propor-
tion of primary healthcare services in the six countries 
reviewed. It is essential to consider measures to address 
key barriers related to governance, regulation, account-
ability and quality of services. The fourth requirement 
is that of institutionalisation. Priority setting, package 
design and monitoring of implementation are part of 
a dynamic process which requires building managerial 
and technical capacity in ministries of health and partner 
institutions in order to respond to policy changes and to 
monitor implementation. In this respect, we also believe 
that establishing and strengthening existing regional 
centres will make an important contribution to national 
efforts to institutionalise package design and implemen-
tation capacities in LLMICs.

In general, the analysis of the experience in the six 
countries demonstrates areas of strengths and weak-
nesses. We believe that a review of the contents of box 1 
will support countries in identifying areas where rein-
forcement is needed during package design or revision.

CONCLUSIONS
Based on the experience of the six countries, we believe 
that the steps listed in box 1 are necessary for successful 
design and transition to implementation of a UHC 
package of essential health interventions. Two categories 
of steps are related to initial situation analysis, including 
the level of political commitment and the state of the 
country’s health system. The remaining steps focus on 
other components of the package development process 
and transition to implementation. Despite the achieve-
ments made by all countries and the innovation involved, 
the review suggests important areas that warrant further 
strengthening, particularly in relation to the require-
ments necessary for the transition from package design 
to implementation. These areas include the need for 
stronger engagement of key government stakeholders, 

involvement of civil society and community groups, an 
in- depth review of the health system, including health 
financing mechanisms and service delivery models, and 
ensuring the engagement of the private sector. It is also 
essential to reinforce technical support to LLMICs in 
these areas.
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