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Universal Health Coverage Assessment: Republic of the Fiji Islands

Introduction

This document provides a preliminary assessment of the
Fijian health system relative to the goal of universal health
coverage, with a particular focus on the financing system
and related aspects of provision.

In the 2010 World Health Report, universal health
coverage is defined as providing everyone in a country
with financial protection from the costs of using health
care and ensuring access to the health services they need
(World Health Organisation 2010). These services should
be of sufficient quality to be effective.

This document presents data that provide insights into the
extent of financial protection and access to needed health
services in the Fiji Islands.

Key health care expenditure
indicators

This section examines overall levels of health expenditure
in the Fiji Islands and identifies the main sources of health
financing (Table 1).2 In 2012, total health expenditure
accounted for 4.0% of the country’s GDP, an amount that
was lower than the average of 4.5% for other lower-middle-
income countries and half the global average of 9.2%.

Public allocations to fund the health sector were around
9.4% of total government expenditure in 2012. This was
higher than the average of 8.5% for other lower-middle-
income countries and reflects the fact that, in Fiji, health
has always been one of the top three sectors in terms of
the size of the government budget it receives. However,
government spending on health as a proportion of the

Table 1: National Health Accounts indicators of health care expenditure and sources of finance in Fiji (2012)

Indicators of the level of health care expenditure

1. Total expenditure on health as % of GDP 4.0%
2. General government expenditure on health as % of GDP 2.6%
3. General government expenditure on health as % of total government expenditure 9.4%
4a. Per capita government expenditure on health at average exchange rate (US$) 122
4b. Per capita government expenditure on health (PPP$) 202
Indicators of the source of funds for health care

5. General government expenditure on health as % of total expenditure on health 66.2%
6. Private expenditure on health as % of total expenditure on health 33.8%
7. External resources for health as % of total expenditure on health# 5.6%
8. Out-of-pocket expenditure on health as % of total expenditure on health 21.7%
9. Out-of-pocket expenditure on health as % of GDP 0.9%
10. Private prepaid plans on health as % of total expenditure on health 8.6%
Notes:

#Some external resources flow through government and some through NGOs. Indicators 5 and 6 therefore add up to 100% whereas indicator 7 in this Table is a separate
indicator altogether. This is different from Figure 1 where donor funds are distinguished from tax-based financing.
Source: Data drawn from World Health Organisation’s Global Health Expenditure Database (http://apps.who.int/nha/database/Key Indicators/Index/en)

?The data in this section all derive from the 2012 data in the World Health Organisation’s Global Health Expenditure Database (http://apps.who.int/nha/database/Home/
Index/en). Comparisons with other countries are based on figures expressed in terms of purchasing power parity. The country’s income category is determined from the
World Bank's classification for the same year (http://data.worldbank.org/about/country-and-lending-groups).
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budget was still well below the 15% target set by the
Organisation for African Unity’s 2001 Abuja Declaration
(which was the same as the global average for 2012).

In fact, government health expenditure translated into
only 2.6% of Gross Domestic Product (GDP). While this
amount was considerably higher than the 1.7% average
for lower-middle-income countries for that year, it is low
for what is essentially the mandatory pre-paid component
of a health financing system. The global average, for
example, was 5.3%.

Nonetheless, per capita government expenditure on health
was around $202 (in terms of purchasing power parity) in
2012. This was as much as three times the lower-middle-
income country average of $67, but less than a third of the
global average of $652.

In 2012, donor financing accounted for around 6% of
total health sector expenditure, which means that, unlike
other Pacific islands, the country is not highly dependent on
external financing. Compared to the other islands, it has
more domestic resources and stronger education and health
systems. However, the percentage was considerably higher
than the lower-middle-income country average of 2%.

It is no surprise that, for a country with moderate levels
of government expenditure on health, out-of-pocket
payments played a relatively small role in Fiji (at about 22%
of total financing in 2012). This was close to the global
average of 21% and the 20% limit suggested by the 2010
World Health Report to ensure that financial catastrophe
and impoverishment as a result of accessing health care
become negligible (World Health Organisation 2010). This
suggests that Fiji is able to offer its citizens good financial
protection. However, in comparison to other countries in
the Pacific region, Fiji sits af the top of the scale in terms
of out-of-pocket expenditure. This is because there are
limited or non-existent private health providers in most
other Pacific Islands.

Finally, in 2012, private health insurance in Fiji played a
relatively large role, accounting for 8.6% of total health
sector financing: the lower-middle-income country average
was only 2.7%.

All in all, though, private expenditure — which includes
out-of-pocket payments, that portion of donor financing
that flows through non-governmental organisations and
voluntary prepaid plans — accounted for only a third of
health financing in Fiji: public financing was by far the
dominant source at 66%. This is a striking feature of the

Fijian system and the reverse of the general situation in
lower-middle-income countries where, in 2012, private
financing accounted for almost two thirds (62%) and
public financing just over one third (38%) of total finances.

Structure of the health system
according to health financing
functions

Figure 1 provides a summary of the structure of the Fijian
health system, depicted according to the health care
financing functions of revenue collection, pooling and
purchasing, as well as health service provision. Each block
represents the percentage share of overall health care
expenditure accounted for by each category of revenue
source, pooling organisation, purchasing organisation
and health care provider.®

Revenue collection

As shown in Figure 1, general taxation was the single
largest source of revenue for the health sector in 2012.
Direct and indirect taxes make up 26% and 84% of general
taxes respectively (Fiji Revenue and Customs Authority
2012). Income tax is compulsory for those working in the
formal sector and receiving an income above a certain
threshold, while Value-Added Tax (VAT) is charged across
the entire population.

The other form of prepayment in Fiji is private voluntary
health insurance. It is purchased mainly by wealthier
individuals and big multinational organisations: only a
very small proportion of the population is covered.

The remaining 22% of financing was accounted for by
out-of-pocket payments in the form of user fees. These
are paid mostly at private health facilities, usually by the
more affluent sections of society. Public health services
are largely free of charge but a small proportion (3%) of
out-of-pocket payments are made at public health centres
and hospitals for certain specialised health services. User
fees at government facilities have exemptions for children
less than 15 years of age, and for personnel working for
any security forces, such as the army and police. There
are some reduced fees for persons employed by the
government. The purpose of public sector user fees is to
recover some costs but they have not been very effective
in this regard.

3The data quoted in this section are slightly different from the previous section because they are based on more detailed disaggregation by the author of the Fiji National

Health Accounts 2011/12 (Ministry of Health 2012b).



Figure 1: A function summary chart for Fiji (2012)
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Source: Created by the author using data from Ministry of Health (2012b)

There is no social or national health insurance scheme
in Fiji; nor are there any specific earmarked taxes for the
health sector.

Australian Aid accounted for close to 60% of total donor
financing. Most donor funds go into specific grants for
projects. In 2012, close to 55% of donor funds went into
preventative care programmes and activities. The other
45% was used mainly for governance and health system
strengthening activities.

Pooling

The main pooling arrangement for health funds is the
general government budget which is based on general
taxation. Out of this budget, funds are allocated to the
Ministry of Health to manage the delivery of health care
services across all state-owned health facilities.

Donor funds are mostly pooled by their own agencies. For
example, Australian Aid funds are pooled by its Fiji Health
Sector Support Programme and Global Fund finances are
pooled by the Grant Management Unit that it set up.

There are other pools of health funds, but these are
much smaller and fragmented. These smaller pools are
usually organisation-based schemes where employers
pool funds to cover the health expenses incurred by
their employees. Employees mainly participate in these
schemes on a voluntary basis and are usually expected to
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contribute financially. Thus, the Public Service Commission
health insurance scheme has membership open to all
public servants; however, less than 2% of civil servants are
members of the scheme.

As Figure 1 shows, a fifth of the total financing system is
not pooled because of direct out-of-pocket payments.

Purchasing

In Fiji the Ministry of Health is the largest purchasing
organisation. Through the Ministry of health, health services
are purchased for the entire population and everyone is
entitled to the same range of service benefits. In the case
of government health services, entitlement to benefits is not
based on contribution status.

Larger public facilities receive their own budgets whereas
smaller facilities have budgets that are clustered at the
level of a division. These budgets are devised on an
historical basis and are therefore not highly responsive to
population needs. Facilities spend according to the line
items in their budgets and staff are salaried. Thus, despite
the opportunity afforded by a large tax-funded financing
pool, the Fijian health system does not make use of active
purchasing to stimulate efficiencies and responsiveness.

Donors largely purchase services through contracts
with non-governmental organisations (NGOs) and
external consultants.
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There are a number of private health providers. Private
services are mainly purchased individually on a fee-for-
service basis. These services are mainly outpatient care:
there is only one private hospital in the whole country.

Provision

The majority of health care expenditure (66%) was spent
on government health providers. State-owned facilities
catered for 98% of all inpatient visits and 70% of all
outpatient visits in 2012 (Ministry of Health 2012a).

Over the vyears, the country’s three major regional
(western, northern and central) hospitals have been the
largest recipients of government resources, consuming
51% of the government budget in 2012. These facilities
largely provide inpatient and specialised services, employ
health specialists and consultants, and are equipped
with modern medical equipment and supplies. Recently
initiatives have been introduced to direct more resources
intfo primary health care facilities (health centres and
nursing stations). Thus, the closure of outpatient services
at the national referral hospital in 2011 was intended
to force patients to utilise the services of primary health
care facilities.

The more sophisticated and complex health service
benefits tend only to be available in the urban centres. The
only national referral hospital is located in the capital city,
Suva, for example. Thus urban dwellers are advantaged
over rural dwellers in access to health services.

Provision through not-for-profit providers consumed 0.6%
of total financing from all sources while private-for-profit
providers accounted for as much as 31% of total health

sector financing, despite catering for a small proportion
of outpatient visits and a very small proportion of inpatient
visits. As Figure 1 shows, the majority of expenditure on
medicines is in the private sector.

Financial protection and equity
in financing

A key objective of universal health coverage is to provide
financial protection for everyone in the country. Insights
into the existing extent of financial protection are provided
through indicators such as the extent of catastrophic
payments and the level of impoverishment due to paying
for health services. This section analyses these indicators
for Fiji and then moves on to assess the overall equity of
the health financing system.

Catastrophic payment indicators

Using the 40% threshold of non-food household
expenditure for assessing catastrophic payments, Table
2 shows that a very small proportion (0.05%) of the
population incurred catastrophic spending in Fiji in 2010
as a result of accessing health care. However, it is agreed in
the international literature that this method understates the
actual problem because it may not capture the reality that
there are people who do not utilize health services when
needed because they are unable to afford out-of-pocket
payments at all (Wagstaff and van Doorslaer 2003). In Fiji,
some services are not available in smaller rural clinics, for
example, and it is likely that some patients are deterred
from travelling to urban centres because of the associated
cost of transport.

Table 2: Catastrophic payment indicators for Fiji (2010)*

Catastrophic payment headcount index

(the percentage of households whose out-of-pocket payments for health care as a percentage of
household consumption expenditure exceeded the threshold)

Weighted headcount index**
Catastrophic payment gap index

(the average amount by which out-of-pocket health care payments as a percentage of household

consumption expenditure exceed the threshold)

Weighted catastrophic gap index**

Notes:

0.05%

0.08%

0.01%

0.01%

* Financial catastrophe is defined as household out-of-pocket spending on health care in excess of the threshold of 40% of non-food household expenditure.
** The weighted headcount and gap indicate whether it is the rich or poor households who mostly bear the burden of catastrophic payments. If the weighted index exceeds the

un-weighted index, the burden of catastrophic payments falls more on poorer households.

Source: Irava (2012)
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As Table 2 also shows, catastrophic payments in Fiji
affected poorer households more, as revealed by a
higher proportion for the weighted headcount compared
to the un-weighted headcount. This is probably because
out-of-pocket payments represent a higher proportion
of poorer households’ consumption, compared to richer
households. A higher prevalence of catastrophic spending
might also reveal a failure in mechanisms to protect some
poor households through fee exemptions and waivers. The
data in Table 2 are from 2010, however, and the situation
may have changed since then.

Impoverishment indicators

While the extent of catastrophic payments indicates
the relative impact of out-of-pocket payments on
household welfare, the absolute impact is shown by the
impoverishment effect. In Fiji, about 21% of the population
lived below $1.25 per day in 2010 (see Table 3). An extra
1% dropped into poverty as a result of paying out-of-
pocket when accessing health services. This translated into
about 1,500 people per year falling info poverty because
of out-of-pocket expenditure on health care.

The normalised poverty gap (also shown in Table 3)
measures the percentage of the poverty line necessary
to raise an individual who is below the poverty line to
that line. The difference between the prepayment and
the post-payment poverty gaps was negligible in 2010.
This proportion might be very low due to the fact that the
methodology only captures those who access health care
services, excluding those already very poor individuals who
cannot afford to pay for health care.

Equity in financing

Equity in financing is strongly related to financial protection
(as described by the indicators above) but is a distinct
issue and health system goal. It is generally accepted that
financing of health care should be according to the ability
to pay.

A ‘progressive’ health financing mechanism is one in
which the amount richer households pay for health care
represents a larger proportion of their income. Progressivity
is measured by the Kakwani index: a positive value for
the index means that the mechanism is progressive; a
negative value means that poorer households pay a
larger proportion of their income and that the financing
mechanism is therefore regressive. Table 4 provides an
overview of the distribution of the burden of financing
the Fijian health system across different socio-economic
groups (i.e. the financing incidence) as well as the Kakwani
index for each financing mechanism.

In Fiji there are two main sources of general government
revenue: direct taxes levied on individuals and firms (such
as personal income tax and company income tax); and
indirect taxes (which are levied on items that are consumed
by households, such as VAT, fuel levies and excise taxes
on tobacco and alcohol products). Direct taxes were
progressive in 2010 since only those working in the formal
sector paid this tax and the amount paid increased with
income. Indirect taxes were most likely regressive since VAT,
which represented over half of these taxes, was regressive.
This was because everyone paid VAT on most products,
food items and services, although some basic food items
are VAT-exempt to alleviate the cost to poorer households.

Table 3: Impoverishment indicators for Fiji, using a range of poverty lines (2010)

World Bank poverty lines

$1.08 $1.25 $2.15
(1993 prices) (2005 prices) (1993 prices)

Pre-payment poverty headcount 9.8% 21.0% 30.0%
Post-payment poverty headcount 9.8% 21.2% 30.1%
Percentage point change in poverty headcount 0.1% 0.1% 0.1%
(pre- to post-payment)

Pre-payment normalised poverty gap 30.1% 35.0% 38.1%
Post-payment normalised poverty gap 30.2% 35.0% 38.2%
Percentage point change in poverty gap 0.0% 0.0% 0.1%

(pre- to post-payment)

Source: Author’s calculations based on Irava (2012)
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Commercial voluntary insurance schemes were progressive,
since only the more affluent members of society (or those
working for large employers) can afford to purchase
insurance. These people make up a relatively small section
of the population.

Interestingly, out-of-pocket payments were found to be
progressive. This was because it is mainly high-income
households who utilise private services and pay user fees.
Health services at public facilities are largely free with
relatively limited user fees charged for certain specialised
medical procedures, and exemptions for poorer patients.
The progressive nature of out-of-pocket payments is
consistent with the catastrophic headcount findings, which
indicate that catastrophic spending is very limited.

Overall, financing was pro-poor because almost half of
funding came from progressive sources.

Equitable use of health services
and access to needed care

In assessing the degree to which an health system is
equitable, ideally one would like to add an analysis of
utilisation of health care to the analyses of financial
protection and equity in financing. To be meaningful, the
distribution of health care utilisation by socio-economic
group would need to be supplemented by information
on the relative need for health care across different
socio-economic strata. The universal coverage goal of
promoting access to needed health care can be interpreted
as reducing the gap between the need for care and actual
use of services, particularly differences in use relative to
need across socio-economic groups.

Unfortunately Fiji has not undertaken any assessments of
the distribution of the use of different categories of health

Table 4: Incidence of different domestic financing mechanisms in Fiji (2010)

Financing mechanism

Direct taxes
Personal income taxes
Corporate profit taxes
Other direct taxes
Total direct taxes
Indirect taxes
VAT
Excise tax
Import and export tax
Total indirect taxes
Non-tax revenue
Mandatory health insurance contributions
Total public financing sources
Commercial voluntary health insurance
Out-of-pocket payments
Total private financing sources

Total Financing Sources

Percentage share Kakwani index

10% 0.34
11% 0.27
4% -
25% -
23% -0.07
4% -
15% -
41% -
9% -
n/a n/a
75% -
8% 0.11
17% 0.20
25% -
100% 0.54

Note: Estimates are based on per adult equivalent expenditures; n/a = not applicable; - = data not available.

Source: Irava (2012)
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services across socio-economic groups. There are some
data on public sector utilisation but these tend to be
aggregate data and not categorised by socio-economic
group. In the case of the private sector, there are no data. In
addition, the Demographic Health Survey and Household
Income and Expenditure Survey do not have health
modules or ask questions on health services utilization.
However, it is likely that there is differential access to health
care between different socioeconomic groups because of
the skewed distribution of health care facilities.

Conclusion

The Fijian health system is largely publicly financed: 66%
of total health expenditure was funded through general
taxation in 2012. The progressive nature of direct taxes
ensures that general taxation is progressive overall. Out-of-
pocket expenditure as a share of total health expenditure,
while having increased over the past few years, remains
relatively low (at approximately 22% in 2012). This out-of-
pocket expenditure was largely incurred by people in the
higher income brackets of society.

What is more, there is very little fragmentation of pooling
mechanisms in Fiji. The large majority of health funds
are pooled and managed by the Ministry of Health. This
integrated pooling enhances income cross-subsidies.

Health financing in Fiji is therefore equitable. This indicates
that those with the worst ability to pay for health care bear
the lowest financing burden (and vice versa).

Further, the financial protection indicators of catastrophic
health care expenditure and impoverishment due to health
care spending are both very low. This means there is a low
incidence of households pushed into poverty because of
having to pay for health care.

With respect to health financing, only indirect taxes were
regressive, mainly because of VAT. If there is to be further
improvement of financial protection, then a more detailed
examination of the equity impact of the way VAT is currently
structured is warranted.

With respect to equity of access, government funds are used
to provide health services across the range of public health
providers at little or no cost to the population. Public facilities
provide the majority of outpatient services and the vast
majority of inpatient visits. However, because the Ministry of
Health is both the pooling organisation and the provider of

the majority of health services, there exist inefficiencies that
reduce the effectiveness of the Ministry to better address the
health care needs of the population. These inefficiencies
result from many factors, but an important factor is the lack
of accountability of most public servants, including few
monitoring and evaluation mechanisms.

In addition, the skewed distribution of public health services
results in better access to health services for the population
living in urban areas compared to residents of remote and
rural areas. This is aggravated by the small but growing
private sector that mainly provides curative outpatient
health services in urban areas, on an out-of-pocket basis.

In summary, Fiji’s existing health financing system provides
a good foundation for achieving Universal Health
Coverage goals. Certainly there needs to be improvement
with respect to reducing inefficiencies, improving access for
rural localities and increasing the budget funds allocated
to health. However, it appears from the analysis above that
the tax-based system that offers care to all, largely free of
charge, should be maintained.
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