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INTRODUCTION
 In the preamble to the Constitution of the World Health 
Organization, the participating countries agree that “The 
health of all peoples is fundamental to the attainment of 
peace and security and is dependent upon the fullest co-
operation of individuals and States.”, and in turn “Govern-
ments have a responsibility for the health of their peoples 
which can be fulfilled only by the provision of adequate 
health and social measures”. Thus, states are committed to 
creating conditions for effective and accessible health care 
for all citizens [1]. 

The best way to provide health care and medical ser-
vices to anyone, anywhere, and the most effective way to 
achieve health for all primary care as has been recognized 
by States Parties after defining the principles of primary 
care in Alma-Ata in 1978 [2] and their review and approval 
in Astana in 2018 [3]. These documents led to a global 
rethinking of healthcare delivery and became a framework 
for States Parties` execution of healthcare reforms to cover 
the majority of a person’s health needs throughout their 
life including prevention, treatment, rehabilitation and 
palliative care [3]. Such health care reform is an ambitious 
task for countries with limited resources, and it is difficult 
to implement even in peacetime, as a result in 2019 this 
coverage was not fulfilled for half of the people [3]. 

The health care system, which exists among the fac-
tors that affect safety and therefore cannot improve or 

maintain the health of the population, exists in special 
conditions and differs in resource-intensive, labor-in-
tensive and management methods from the system in 
stable conditions. A relatively new term for global health, 
“fragile settings,” has been introduced to describe this 
phenomenon [4]. This term refers to the socio-political 
conditions under which changes for the better in the 
health of the population, made possible by advances in 
technology and governance, can be slowed down or even 
reversed, as well as to denote conditions that generate 
gaps in public health, provision of services, use of services 
and access to them. By definition, the types of such con-
ditions are also armed conflict, in particular, protracted 
armed conflict, war and post-conflict reconstruction. 
In fact, during the crisis, resources and infrastructure 
naturally suffer, sometimes leaving only 10% of pre-war 
opportunities, and the population’s need for medical care 
is growing naturally [5]. It is important to note that in 
2013, one in six people on the planet lived in fragile and 
post-conflict conditions [6]. A large body of literature 
sought to provide international actors with the evidence 
base for the humanitarian and development response to 
the armed conflicts in the health sector. However, there 
is a knowledge gap of real-life approaches employed by 
recognized governments to ensure health coverage of 
citizens, in particular, for the population of the disputed 
territories, struggling for independence. 
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THE AIM
To review real-life approaches employed by recognized 
governments to ensure health coverage of citizens in 
fragile settings, including the population of the disputed 
territories, struggling for independence.

MATERIALS AND METHODS
Research design. Qualitative, descriptive desk study, com-
parative policy analysis.

Study structure. The study consisted of three subse-
quent stages. Firstly, the selection of study objects. For 
the purposes of this research the following criteria were 
applied to determine the sample: 1. The disputed territo-
ry is defined as a region or autonomous province that is 
struggling for independence from a country to which the 
disputed territory belonged prior to the conflict. 2. There 
was an ongoing armed conflict over the disputed territory 
in 2020. 3. Presence of the de-facto government on the 
disputed territory. These criteria were chosen predomi-
nantly to obtain state-of-the-art knowledge compatible 
with the current health policies concerning armed conflict 
in Eastern Ukraine. Moreover, these criteria serve the idea 
of utilizing accessible information for understanding logic 
of policymaking in diverse settings.

Methods. Content analysis of documents, the peer-re-
viewed articles, open-access databases, policy documents 
and original sources were utilized in order to archive the 
study aim. Multidimensional approach to source selection 
was chosen for objective assessment of the current poli-
cy- and decision-making practices. For each domain the 
official governmental source (legislative act, policy paper, 
official report etc.) was primarily retrieved.  Supplementary 
information was collected from official sources of inter-
national agencies. Information from media sources and 
peer-reviewed articles was utilized to fill gaps in official 
data and support interpretation. 

REVEW AND DISCUSSION
 As definition of the armed conflict remains an issue and 
is extensively debated [7], for the purpose of this review 
the conflict is treated as ongoing if mentioned in at least 
two of three chosen sources - the monitoring news source 
“Wars in the word” and Uppsala Conflict Data Program 
data for 2019. 

The primary list of countries and territories struggling for 
independence was retrieved from news monitoring source 
Wars in the word. An updated “List of ongoing conflicts” 
displays in total 46 Regions and autonomous provinces 
that are struggling for Independence. [8]. 

Since none of these armed conflicts started in 2018 and 
2019, the Uppsala Conflict Data Program data for 2019 
was used for additional verification. 12 conflicts of the 
primary list were verified and 1 additional item for analysis 
added [9].

Henceforth, for further selection only coinciding 13 
territories of interest were chosen.

The search on presence of the de-facto government 
on the territory was conducted separately for each of 13 
territories. The main criterium of this search was that the 
de-facto government should claim independence from the 
country, to which the disputed territory belonged prior to 
the conflict.  6 of 13 territories were chosen in process (see 
Table 1): Ambazonia (Cameroon), Somaliland (Somalia), 
Darfur (Sudan) European Federated States of Novorossia 
formed by the union of Self-proclaimed Donetsk People’s 
Republic and Self-proclaimed Luhansk People’s Republic 
(Ukraine), Artsakh/Nagorno-Karabakh (Armenia, Azer-
baijan), occupied territories of Palestine (Israel).

The chosen conflicts have similarities in the protracted 
or potentially protracted nature of the conflict. As there is 
no agreed definition of the protracted conflict, but there is 
a common understanding of criteria of longevity, intracta-
bility and mutability [10]. The current conflict in Somalia 
started in 2009 [11], hostilities in Sudan (Darfur) - in 
2003 [12], in Ukraine (European Federated States of No-
vorossia formed by the union of Self-proclaimed Donetsk 
People’s Republic and Self-proclaimed Luhansk People’s 
Republic) - in 2014 [13], Artsakh/Nagorno-Karabakh 
(Armenia, Azerbaijan) - in 1988 [14], occupied territories 
of Palestine (Palestine) in 1948 [15]. Despite the dispute 
over Ambazonia in Cameroon starting in 2017 [16], the 
political prelude to the conflict [17] and its intractability 
may lead to its potentially protracted nature. 

For each of these countries, except Artsakh/Na-
gorno-Karabakh (Armenia, Azerbaijan) as the conflict 
over this territory escalated in autumn 2020 [18], [19], 
the United Nations Office for the Coordination of Hu-
manitarian Affairs developed the Humanitarian Response 
Plan in 2019. All these Humanitarian Response Plans 
included health component to a different extend as any 
humanitarian crisis represents a critical threat to the health 
of the population [20] which means, that the recognized 
government is not able to cover humanitarian needs in 
health coverage of the civil population residing in the area 
of interest. As the information of the scope of the health 
emergency is not accessible for Artsakh/Nagorno-Kara-
bakh (Armenia, Azerbaijan), this territory was excluded 
from the further analysis.

For Somalia the WHO assigned the Grade 3 of emergen-
cy with massive public health ramifications and declared 
need for vast involvement of the agency in the health crisis 
management [21].

In Somalia 3,15 million were deemed in need and 2,5 
million people`s humanitarian needs for health were to 
be covered by the Humanitarian Response Plan in 2020 
[22]. However, the Essential Package of Health Services 
was launched in 2014 in Somalia with particular attention 
to maternal, reproductive, neonatal and child health; com-
mon communicable diseases, HIV, sexually transmitted 
infections, tuberculosis; improvement of surveillance and 
control; provision of first aid and care of injured and ill 
[23].  The goal of universal basic health care by 2016 [24] 
was not attained as the UHC service coverage index in 
Somalia remains extremely low - 25 points [25]. 
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In 2019 Cabinet of Ministers of the Federal Government 
of Somalia adopted a National Development Plan (2020-
2024) aiming to reduce poverty through political measures 
involving large external debt relief. This plan includes a 
section on the Health sector, and states that it is planned 
to develop legislation and regulation to endorse standards 
of care in public (almost funded externally, the last esti-
mation $10-12 per capita) and private sectors.  Essential 
Health Services Packages will be complemented by the 
Reproductive, Maternal, Neonatal, Child and Adolescent 
Health Strategy [26].

As of 2017, both Somalia monitored the progress of their 
national health policy/strategy/plan towards Universal 
Health coverage [27] and did not pass legislation on Uni-
versal Health coverage [29]. 

For Sudan, Cameroon, Ukraine and Palestine the Grade 
2 of emergency was assigned meaning moderate public 
health sequela and need for moderate international in-
volvement for covering gaps in healthcare assurance [21].

 In Sudan 8,62 million were deemed in need and 5,03 
million people`s humanitarian needs for health were to be 
covered by the Humanitarian Response Plan in 2020 [29]. 
The core priorities of the humanitarian health in Sudan are 
the promptness of response to multiple health emergen-
cies, ensuring equitable access to humanitarian healthcare 
services, and building local capacities for the provision of 
the continuum of care, resilience and risk mitigation. 

Throughout the conflict, healthcare capacities, both 
service and managerial, declined steadily. Not only Sudan 
shows particularly low UHC service coverage index - 44 
[25], but there is a considerable inequality in access to care 
that is already scarce. Less than a half of health facilities 
are supplied with the essential pharmaceuticals, only one 
third can deliver primary healthcare services [29]. 

Sudan`s health system is deteriorated and faces nu-
merous challenges on multiple levels. Its health system`s 

capacity is undermined by external political and internal 
instability. In this turmoil the health system evolved from 
declaring free of charge service for all through privatization 
to the health insurance fund system [30]. As of 2017, Sudan 
monitored the progress of their national health policy/
strategy/plan towards Universal Health coverage [27] and 
did not pass legislation on Universal Health coverage [28]. 

In Cameroon 2,6 million were deemed in need and 1,2 
million people`s humanitarian needs for health were to be 
covered by the Humanitarian Response Plan in 2020 [31]. 
In the zone of conflict, efforts to ensure health coverage 
were made by both   government   and   humanitarian agen-
cies.  The role of community health workers established 
to provide basic care, the systems of collecting vaccines 
and therapy for chronic diseases were adjusted for access 
to care for the internally displaced and patients receiving 
care out of region. These achievements are not enough to 
ensure proper health coverage as the gap in health system 
strengthening is created, on the one hand, by humanitarian 
agencies withdrawing staff and assistance from risk zones 
and, on the other hand, by government restricting the 
humanitarian organization in aid provision. Moreover, 
these joint efforts are limited and not countrywide [32].

To address the issue of Universal Health Coverage on 
a country level, the government tried different financial 
strategies, including, but not limited to the promotion of 
free care policies and insurance. Strategies of governance 
for Universal Health Coverage employed different scenarios 
of one, two or multiple local governing bodies [33]. On the 
contrary, Cameroon neither passed legislation on Universal 
Health coverage [28], nor monitored the progress of their na-
tional health policy/strategy/plan towards Universal Health 
coverage as of 2017 [27], conversely, this country shows the 
lowest UHC service coverage index in this group - 46 [25].

In Occupied Palestinian Territories 1,3 million were 
deemed in need and 800 thousand people`s humanitarian 

Table 1. Territories selected for analysis

Name of territory Country Ongoing 
conflict

De-facto 
government

Ambazonia1 Cameroon1 + 2 + 2

Artsakh (ex Nagorno-Karabakh)1 Azerbaijan1 + 3 + 3

Occupied territories of Palestine1 Israel1 + 4 + 4

Somaliland1 Somalia1 + 5 + 5 

Darfur1 Sudan1 + 6 + 6

European Federated States of Novorossia formed by the union of Self-proclaimed 
Donetsk People’s Republic and Self-proclaimed Luhansk People’s Republic1 Ukraine1 + 7 + 7

1  Wars in the World. List of ongoing Conflicts; 2020 Dec 22 [cited 2021 Jan 17]. Available from: https://www.warsintheworld.com/?page=stat-
ic1258254223

2. Uppsala Conflict Data Program. Cameroon: Ambazonia; 2019 [cited 2021 Jan 17]. Available from:  https://ucdp.uu.se/conflict/14129
3. Uppsala Conflict Data Program. Azerbaijan: Artsakh (Nagorno-Karabakh); 2019 [cited 2021 Jan 17]. Available from:  https://ucdp.uu.se/conflict/388
4. Uppsala Conflict Data Program. Israel: Palestine; 2019 [cited 2021 Jan 17]. Available from:  https://ucdp.uu.se/conflict/234
5. Uppsala Conflict Data Program. Somalia: Somaliland; 2019 [cited 2021 Jan 17]. Available from:  https://ucdp.uu.se/conflict/14074
6. Uppsala Conflict Data Program. Sudan; 2019 [cited 2021 Jan 17]. Available from:  https://ucdp.uu.se/country/625
7. Uppsala Conflict Data Program. Ukraine; 2019 [cited 2021 Jan 17]. Available from:  https://ucdp.uu.se/country/369



REAL-LIFE APPROACHES EMPLOYED BY RECOGNIZED GOVERNMENTS TO ENSURE HEALTH COVERAGE...

1271

needs for health were to be covered by the Humanitarian 
Response Plan in 2020 [34]. Occupation, fragmentation of 
territory, the “Separation Wall”’ and movement restrictions 
imposed by Israeli authorities create barriers to the right to 
health for Palestinians and impede sustainability of quality 
healthcare services [35].  In 1993 the Palestinian Authority 
(PA), functioning through the Ministry of Health (MOH), 
was established following the 1993 Oslo Peace Accords 
given responsibility for the administration of health care 
in the region. Although it continues functioning, the Israeli 
state retains control over the core domains of access to care 
- financing, movement, infrastructure, and pharmaceutical 
market, health workforce. The local health system demon-
strates, therefore, limited access to care and remains reliant 
on humanitarian aid [36]. Therefore, high overall rate of  
UHC service coverage index in Israel - 82 [25] does not 
concern Occupied Palestinian Territories. As well, Israel 
neither passed legislation on Universal Health coverage 
[28], nor monitored the progress of their national health 
policy/strategy/plan towards Universal Health coverage 
[27], consequently, no information on health coverage 
of Palestinians can be retrieved and supported by Israely 
government commitments. 

The Universal Health Coverage in these territories is in 
process as of 2020 with the support of other state parties 
with the WHO facilitation as there is neither policy imple-
mented, nor basic health package defined [37].

In Ukraine 1,3 million were deemed in need and 1,3 
million people`s humanitarian needs for health were to be 
covered by the Humanitarian Response Plan in 2020 [38].  
As of 2017 Ukraine did not monitor the progress of their 
national health policy/strategy/plan towards Universal 
Health coverage [27], but It has a relatively high overall 
rate of UHC service coverage index in - 68 [25].

A Public Health and a Health Financing Concepts for 
reducing high out-of-pocket expenditure and improving 
access to care were elaborated and approved in 2016, Na-
tional Health Purchasing Agency and developing a State 
Guaranteed Benefit Package were established (40 (UHC 
Partnership, n.d.)). By then, Ukrainian governments passed 
legislation on Universal Health coverage [28]. However, 
Ukraine is the only country chosen for these analyses for 
which data on the discrepancies between overall health 
coverage and coverage of conflict-affected territories con-
trolled by the recognized government from the point of 
view of the public sector health infrastructure [40]. 

We found it difficult to retrieve any solid data on the 
evolution of health systems in conflict-affected countries 
as well as information on approaches and results of recog-
nized governments to ensure universal health coverage in 
conflict-affected zones governed by the de-facto govern-
ment in situations of the ongoing crises. Reports given by 
humanitarian actors show gaps in health coverage, but not 
actually complement the overall data on countries given 
by other international agencies or demonstrate inequal-
ity between conflict-affected and peaceful parts of these 
countries. Consequently, the specific indicators of uni-
versal health coverage should be established to enable ev-

idence-based government policymaking in fragile settings. 
Lack of governmental capacity and situations of externally 
driven health policy exacerbate the need for state-of-the-
art knowledge and recommendations to alleviate human 
suffering and maximize public good in a sustainable way.

CONCLUSIONS
 Open-access sources let us draw only several conclusions 
on common features of real-life approaches employed by 
recognized governments to ensure health coverage of cit-
izens, including the population of the disputed territories, 
struggling for independence. 
-  Protracted nature of conflict leads to health system 

fragility resulting in adverse effects on conflict-affected 
population health coverage.

-  Health policy in such settings is often externally driven 
due to lack of capacities of recognized government and 
reliance on external funding.

-  Safety and political concerns impede imposition of 
the context-specific durable solutions for the universal 
health coverage.

-  Recognized governments lack access to real data to 
perform evidence-based decision-making.

-  Conventional decision-making based on external de-
mand leads to permanent underperformance of health 
governance.
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