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ABSTRACT 

	Background: Health equity and universal health coverage are critical global health priorities, especially with regard to the 2030 Sustainable Development Goals. Yet, systemic obstacles exist, impeding billions from accessing essential healthcare services, particularly in low- and middle-income countries. 
Purpose of the Study: This study explores the pivotal role of community healthcare systems as the strategy for achieving health equity and universal health coverage, framed within social justice and primary healthcare principles. 
Methodology: A review and synthesis of global, regional and country specific evidences, along with policy frameworks and best practices was conducted using databases such as PubMed, Google Scholar, CINAHL, PsycINFO, Scopus, WHO and UNAIDS websites. The results were analyzed and only relevant and evidence-based studies were included in the study.
Findings: Evidence from high-income, low-and middle-income countries underscore the crucial role community-based health systems play in providing accessible, culturally appropriate, and cost-efficient healthcare to communities around the world. Key barriers were identified. However, evidenced-based and innovative solutions exist. Policy recommendations emphasize recruitment, training and integration of community health workers into national health systems, inclusive financing, investment in digital infrastructure, and cross-sectoral collaborations.
Conclusion: Effective community healthcare systems have resulted in significant increase in service use, and has bridged the health disparity gaps in local communities. This positions community healthcare as a strategic pivot to achieving health equity and sustainable health for all.
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1. INTRODUCTION 

1.1 Background
Health is a basic human right and a vital element of social and economic development. Nevertheless, a major global health challenge, particularly in low- and middle-income countries (LMICs), is unequal access to essential healthcare services, where health systems are often fragmented and under-resourced [1, 2]. To tackle this challenge, the global health community has increasingly emphasized Universal Health Coverage (UHC) as a strategic objective to ensure that all individuals and communities get the healthcare they need without experiencing financial strain [3]. A crucial aspect for achieving UHC is community healthcare systems (CHS), which forms the basis of fair, people-centered, and sustainable healthcare [4, 5].
1.2 Definition of Terms
1.2.1 Universal Health Coverage (UHC): The World Health Organization (WHO) defines UHC as ensuring that “all people have access to the health services they need, when and where they need them, without financial hardship” [6].
1.2.2 Health equity: This is defined as the absence of unfair and preventable differences in health among population groups categorized by economic, social, demographic, or geographic factors [7]. Achieving health equity necessitates intentional adoption of approaches to address structural barriers, social injustices, and the unequal distribution of opportunities and resources.
1.2.3 Community healthcare Systems (CHS): This encompasses networks of structures, processes, resources, individuals, and institutions that work collaboratively to deliver health services, promote health and ensure access to care at the community level. These systems incorporate community involvement, local leadership, and health delivery to meet the unique health needs of populations [8].
1.2.4 Community healthcare access: This refers to the ability of individuals and households, especially those in underserved and marginalized areas, to obtain timely and affordable primary healthcare services within or near their communities. This encompasses both the physical availability of services and the socio-cultural acceptability of care [9, 10].
1.3 Global and Regional Context
Despite global commitments, progress toward UHC remains inconsistent. As of 2023, over 2 billion people still do not have access to essential health services, and nearly 1 billion faced catastrophic health expenditures annually [11]. Europe, the Americas and West Pacific have better health coverage compared to sub-Saharan Africa, parts of Latin America, South Asia, and Eastern Mediterranean which bear disproportionate burden of health inequities, with rural and peri-urban populations facing the greatest access challenges [12, 13]. This is shown in Figures 1 below.
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Figure 1. The Universal Health Coverage (UHC) Service Coverage Index by Region [14].
 (The UHC Service Coverage Index is measured on a scale from 0 (worst) to 100 (best) based on the average coverage of essential services including infectious diseases, reproductive, maternal, newborn and child health, non-communicable diseases and service capacity and access).
In sub-Sahara Africa, the UHC service coverage index was below 50 in most countries, indicating limited population coverage of essential health services. Only few countries exceeded the 60‑point threshold such as Mauritius, South Africa, Cabo Verde, and Seychelles, with consolidated health systems. 
Below is a chart showing UHC service coverage index in selected sub-Sahara African countries.
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Figure 2. UHC in Selected sub-Saharan African Countries (Adapted from [15])
1.4 Rational and Study Objectives
This study aims to explore the crucial role CHS play in enhancing access to essential healthcare services. Rooted in ethical principles and policy effectiveness, the study will explore best practices in delivering effective and equitable services, particularly in LMICs. Furthermore, it will highlight how access to community healthcare bolsters primary health care (PHC) systems, an approach identified by the World Health Organization (WHO) as the most cost-effective route to attaining UHC by 2030 [16].  
The specific objectives include:
1. To examine how community healthcare systems serve as the lever to achieving health equity and universal health coverage [17];  
2. To analyze barriers and enablers of community health access, particularly in marginalized populations [18];
3. To highlight best practices and policy interventions that enhance community health delivery from contexts where such interventions are effective [4].  

2. METHODOLOGY AND THEORETICAL/CONCEPTUAL FRAMEWORK
2.1 Methodology
2.1.1 Study Design
This study utilized a qualitative and mixed methods study design. The purpose was to synthesize existing evidence on the pivotal role of CHS in achieving health equity and UHC. Key areas such as accessibility, availability, affordability, health financing and relevance of CHS were explored.
2.1.2 Search Strategy
Thorough literature search was conducted using relevant keywords across various databases such as PubMed, Google Scholar, CINAHL, PsycINFO, Scopus, WHO and UNAIDS websites. A combination of Medical Subject Headings (MeSH) and free-text terms was done. Boolean operators (AND, OR) were used to combine terms for a more precise and sensitive search.
 ("Community-based Healthcare Systems"[Title/Abstract] OR "Community Healthcare Systems"[Title/Abstract])
AND ("Health Equity"[Title/Abstract] OR "Healthcare Access"[Title/Abstract])
AND ("Universal Health Coverage"[Title/Abstract] OR "Health for all"[Title/Abstract])
AND (“Primary HealthCare”[Title/Abstract] OR  “Primary Heath Care”[Title/Abstract])
AND (“Community Health Workers (CHWs)”[Title/Abstract] OR “Health Extension Workers” [Title/Abstract])
AND (“Low-and Middle Income Countries (LMCs)”[Title/Abstract] OR “Resource Limited Settings” [Title/Abstract])
AND ("2010/01/01"[Date - Publication]: "2025/07/31"[Date - Publication])

2.1.3 Article Screening and Selection Process
A thorough review and synthesis of global, regional and country specific evidences, along with policy frameworks and best practices was conducted using databases such as PubMed, Google Scholar, CINAHL, PsycINFO, Scopus, WHO and UNAIDS websites. The PRISMA (Preferred Reporting Items for Systematic Reviews and Meta-Analyses) framework was used for articles selection. Literature selection was done to include only relevant studies, covering publications between January 2010 and July 2025 and was limited to only studies published in English.
The initial search yielded 2,539 records. After removal of duplicates using Zotero, 1,243 unique articles remained. These were subjected to a title and abstract screening, during which 984 articles were excluded for not meeting the inclusion criteria. A total of 259 articles were selected for full-text review, after which 195 articles were removed. Finally, 64 articles met all criteria and were included in this review. 

Identify: Records identified through database searching, n=2539
Exclusion: Full-text Articles Excluded with Reasons, n=195
Exclusion: Records Excluded, n=984
Eligibility: Full-text Articles Assessed for Eligibility, n=259
Included: Studies Included in Review, n=64
Screening: Records after duplicates removed, n=1243
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Figure 3: PRISMA Flowchart for Articles Selection
2.1.4 Ethical Approval
No ethical approval was required as this study is based on publicly available literature. However, ethical standards of transparency and accuracy in reporting were strictly followed.
2.1.5 Limitations of the Study
· The review included only studies published in English, therefore relevant non-English studies might have been excluded.
· The quality of included studies differ, as some where published articles in various journals while others were accessed through the websites of international organizations such as WHO and UNAIDS.
2.2 Theoretical/Conceptual Frameworks
This study would be based on relevant theories and conceptual models that enables us understand the relationship between CHS, health equity and UHC. These frameworks explore how structural, policy, and grassroots elements interact to affect health access and outcomes. 
2.2.1 The Right to Health and Social Justice
The principle that health is a fundamental human right is central to community healthcare access. International documents such as the Universal Declaration of Human Rights (Article 25), and the International Covenant on Economic, Social and Cultural Rights (Article 12) support this view.  The right to “the highest attainable standard of physical and mental health” for all is acknowledged by these documents [19, 20].
The social justice perspective argues that health disparities reflect broader social and economic inequalities. Therefore, access to essential healthcare should be considered as an ethical imperative, not merely a policy option. The recognition of marginalized voices, redistribution of resources, and democratization of health systems is emphasized by this theory [21].
2.2.2 The Primary Healthcare Approach (PHC)
The provision of essential, community-based services is the basic function of the PHC. It promotes accessibility, availability, and community involvement, recognizing that health systems must be grounded in the social, economic and cultural contexts of the populations they serve. PHCs provide services that meets the basic needs of the people [22].
2.2.3 Equity-Oriented Frameworks for Access
Achieving equity in health involves understanding the availability of services, as well as their accessibility, acceptability, affordability, and appropriateness [23]. This model illustrates that access is a dynamic interplay between the characteristics of health services and the ability of populations to seek, reach, afford, and engage with care. This involves not just addressing the physical distance it takes to access care but also cultural barriers, literacy levels, gender norms, and financial limitations, and workforce shortages that may impede service use [24].
2.3 Conceptual Framework for This Study
A hybrid conceptual framework was adopted from the models discussed above for this study. It combines the Social Justice Theory for normative equity analysis, the Primary Health Care Philosophy for community-centered service delivery, and the equity-oriented model for access.
This integrative approach enables a comprehensive examination of CHS as both a practical means of delivering health services and a transformative strategy for achieving health equity and UHC.

3. COMMUNITY HEALTHCARE SYSTEMS: A PILLAR OF UHC
To achieve UHC, it is crucial to expand essential service coverage and financial protection, and ensure that health systems are community-based, equitable, and responsive. CHS is central to this vision, serving as both the entry point and the backbone of primary healthcare delivery [25]. Figure 4 below is a diagram showing CHS as the central player to health equity and UHC.
Availability of Health infrastructures, Trained Personnel, Adequate Financing, Community Involvement, Local Governance

COMMUNITY HEALTHCARE SYSTEMS
UNIVERSAL HEALTH COVERAGE
EQUITY









Figure 4. CHS as the Lever for Achieving Health Equity and UHC (Adapted from [25] by the Authors).
3.1 Importance of Community Healthcare Systems in Achieving UHC
Community healthcare plays a crucial role in expanding the reach of health systems to rural, peri-urban, and marginalized populations often left out of mainstream health services [26]. The WHO highlights robust primary care rooted in the community as a fundamental aspect of UHC, focusing on continuity of care, patient-centeredness, and social accountability. By providing basic health services, CHS reduce the burden healthcare poses on secondary and tertiary care facilities, and promote early detection and prevention [27]. In a post-covid-19 pandemic era intervention, a community-based vaccine rollout program in Kanawha County in West Virginia, United States of America, resulted in remarkably improved equitable access to the Covid-19 vaccine to over 47% of the residents. This was because the services were taken to meet the people where they live, and was done through house calls and mobile clinics in neighborhoods [28]. Such success can be adapted to enhance healthcare delivery in underserved communities where people do not have access to the traditional health systems.
3.2 Models of Community Healthcare Delivery
Various models of community healthcare delivery have been implemented across different contexts, ranging from government-led initiatives to non-governmental and hybrid systems which have proven to be successful and replicable. Notable examples include:
· Ethiopia’s Health Extension Program (HEP) sends female health workers to rural villages, which significantly improved maternal and child care.
· Brazil’s Family Health Strategy, a community-based team approach that brought together different health workers such as Doctors, Nurses, Pharmacists, etc, to deliver healthcare at the community level. This significantly improved service usage and trust in the quality of care given.
· India’s Accredited Social Health Activist (ASHA) program which utilizes female health workers to connect households to public health services. This significantly increased service utilization by pregnant women.
Despite their contextual differences, these models share the belief that effective healthcare must be people-centered, equitable, and locally adapted [29].
3.3 Role of Community Health Workers (CHWs)
CHWs are frontline agents of community health systems. Trained to provide health promotion, preventive, and curative services, they serve as bridges between communities and formal health facilities. Their role is particularly crucial in resource-constrained settings, where the physician-to-population ratio is extremely low [30]. CHWs should be mobilized and given adequate training, alongside robust incentive package to enhance their retention in rural areas [31].
3.4 Integration with National Health Systems
For community healthcare to significantly contribute to UHC, it must be systematically integrated into the national health strategies and budgets [32]. Integration efforts should include policy alignment, where CHWs are officially recognized as part of the health workforce, facilitating seamless patient transitions between community care and higher-level facilities [33]. Countries like Thailand and Rwanda have shown that investing in CHWs can lead to long-term benefits in coverage, equity, and system efficiency [34]. Also, a study by [35] in Gombe State, Nigeria revealed how village health workers were selected, trained and integrated into the formal health structure. This was instrumental in improving maternal and child health services, and also enhanced community ownership of healthcare programs. 

4. BARRIERS TO COMMUNITY HEALTHCARE ACCESS
4.1 Geographical and Infrastructural Barriers
In many LMICs, the physical distance to healthcare facilities remains a major challenge, especially in rural and hard-to-reach areas. Research indicates that populations living more than 5 km away from the nearest health center are considerably less likely to access essential health services, such as antenatal care and child immunizations [36].
Poor road infrastructure, lack of transportation options, and seasonal inaccessibility due to flooding or difficult terrain further exacerbate these challenges in rural areas. For example, in Nigeria, residents of riverine and mountainous areas have to travel for several hours or even days to access basic medical care, which often discourages them from seeking healthcare [37].
4.2 Economic and Financial Constraints
Even when healthcare services are geographically accessible, out-of-pocket expenditures or informal fees can act as barriers. According to the World Bank, nearly 1 billion people worldwide spend more than 10% of their household income on health, driving many into poverty [38].
Impoverished individuals often choose between healthcare and daily survival needs, which can result in delayed care or self-medication. Community health programs meant to alleviate these financial burdens through free or subsidized services, suffer from underfunding, irregular supplies, or informal charges [39, 40].
4.3 Sociocultural Factors and Health Literacy
Sociocultural norms, beliefs, and practices play a crucial role in influencing health-seeking behaviors. In certain communities, illnesses are perceived through traditional or spiritual perspectives, prompting individuals to consult herbalists, spiritual leaders, or family elders before seeking formal medical care. Gender norms also influence access to healthcare. In patriarchal societies, women may lack the autonomy to seek medical care without male approval or may prioritize the health of their children and husbands over their own [41]. Many women often neglect their own healthcare needs while working to meet the needs of family.
In addition, low levels of health literacy further exacerbates these issues. When people lack adequate knowledge of disease symptoms, treatment plans, or the importance of preventive care, they are not likely to engage with community health services [42].
4.4 Human Resource Challenges
Human resource shortages and limitations represent a significant bottleneck in community health delivery. CHWs often receive insufficient training, resulting in inconsistent service quality, thereby hindering many from accessing the services they provide at the community level. Additionally, CHWs experience burnout due to inadequate compensation or lack of salaries, as well as limited career advancement opportunities. This diminishes motivation, retention, and results in high rural-urban migration in search of better opportunities [43]. Addressing these challenges necessitates structural transformation, political commitment, and ongoing community involvement. The figure below illustrates the barriers to community healthcare access. 




Barriers to Community Healthcare Access
Economic and Financial Constraints

Poverty
Out-of-pocket expenses
Inadequate funding
Physical distance
Geographical and Infrastructural
Poor road networks
Poor infrastructures
Sociocultural Factors and Health literacy
Gender norms
Belief systems
   Low literacy
Human Resource 
Inadequate training
Poor remuneration
Limited career advancements

















[bookmark: _GoBack]Figure 5. Barriers to Community Healthcare Access (Source: Authors, 2025)

5. INNOVATIONS AND BEST PRACTICES IN STRENGTHENING HEALTHCARE SYSTEMS AND EXPANDING ACCESS
Despite the ongoing challenges in accessing community healthcare, various innovative strategies and best practices have been developed worldwide to improve equity, advance UHC, and reach underserved populations. These innovations encompass service delivery models, digital health, financing models, and community engagement strategies [44, 45]. The practices that have effectively expanded access, and offer insights for replication and scale-up are discussed below.
5.1 CHWs and Task Shifting/Task Sharing
Task shifting involves the strategic redistribution of tasks among health workforce teams, and has become a cost-effective approach to addressing human resource shortages in underserved regions [46]. CHWs, nurses, and mid-level providers are increasingly trained to provide primary care, maternal and child health services, and to manage chronic diseases. Evidence from high income countries, such as Belgium, revealed that CHWs were instrumental in facilitating access to PHC and helping people utilize technologies to access health services [47]. Also, China’s policy which targeted the training of CHWs in rural communities greatly increased their net flow and retention between 2008 and 2017. This was successful because the Chinese government provided CHWs with good remuneration, academic trainings with tuition subsidies, and career promotions [48]. Conversely, evidences from LMICs such as Rwanda, the CHW system incorporated task sharing with performance-based incentives, allowing CHWs to manage basic illnesses at the community level, leading to a 70% reduction in under-five mortality between 2000 and 2015 [49]. 
5.2 Digital Health and Mobile Technology
Community health service delivery has been transformed by mobile health (mHealth) tools, which has enhanced access, communication, data collection, and accountability. In Kenya, platforms like m-TIBA enabled low-income users to save, receive, and pay for health services via mobile phones, thereby increasing access to essential care and health financing [50].
In Bangladesh, the mPower Health platform provided CHWs with real-time decision-support tools for maternal and newborn care, improving diagnostic accuracy and service delivery [51].These digital innovations help eliminate delays in care and strengthen the linkages between households and facilities. These approaches can be adopted to other contexts to promote health equity and UHC.
5.3 Community-Based Financing Models
Various community-based financing approaches offer innovative solutions to out-of-pocket expenses and health financing inequity. For example, the National Health Insurance Scheme (NHIS) in Ghana evolved from local community-based health insurance (CBHI) pilots, resulting in increased service utilization and protection against catastrophic health expenditures [52]. Communities can create financing models that are suitable to their population.
5.4 Community Engagement and Co-production of Health
Involving communities in health planning, implementation, and monitoring enhances responsiveness, accountability, and trust in the system. In systems where community participation is encouraged, there is a wide adoption of community healthcare services [53, 54].
Participatory learning and action (PLA) cycles, in which community groups identify and address local health issues, has shown to enhance maternal and neonatal health outcomes in LMICs [55], and can be replicated in other similar contexts.
5.5 Integrated Service Delivery Models
These models combine preventive, promotional, and curative services at the community level. In Liberia, the National Community Health Assistant Program delivered an integrated package that included reproductive health, malaria, tuberculosis, and child health services in remote communities. Evaluation has shown increased treatment coverage and reduced mortality [56].
Innovative approaches, whether in workforce deployment, technology, financing, or community mobilization, demonstrate that expanding access to community healthcare is feasible and effective. These strategies highlight the importance of adapting solutions to local contexts, building resilient health systems, and involving communities as co-creators of health [57].

6. POLICY RECOMMENDATIONS AND FUTURE DIRECTIONS
6.1 Policy Recommendations
To achieve health equity and UHC through CHS, bold, inclusive, and evidence-informed policy measures must be implemented. Herein, we present actionable policy recommendations and future directions for creating sustainable, equitable, and community-centered health systems.
1. Strengthen PHC as the Foundation for UHC: Governments should prioritize and invest in comprehensive PHC. PHC systems must be people-centered, accessible, culturally sensitive, and fully integrated with referral systems [58].
2. Institutionalize and scale up Community Health Worker (CHW) Programs: Institutionalize and scale up CHWs programs with adequate remuneration, adequate trainings, career development opportunities, and integration into national health systems [59].
3. Ensure Equitable Health Financing and Social Protection: Develop inclusive financing mechanisms that reduce out-of-pocket expenses and provide financial protection for underserved populations through community-based financing, or social health protection schemes [60].
4. Invest in Digital Health Infrastructure: Governments should implement national digital health strategies to facilitate use of mHealth, telemedicine, and health information systems, particularly in underserved areas [61].
5. Promote Inclusive Governance and Community Participation: Establish mechanisms where community can be involved in health policy design, planning, and evaluation. Policies must ensure that marginalized voices, including women, people with disabilities, rural residents, are included in decision-making [62].
6. Encourage Cross-Sectoral Collaboration: Address social determinants of health through multi-sectoral collaboration, linking health with education, sanitation, housing, and nutrition. Health equity cannot be achieved by the health sector alone. Policies must coordinate with sectors that influence living conditions and health behaviors [63].
7. Monitor Progress and Foster Accountability: Develop robust monitoring, evaluation, and learning frameworks that track progress in community health systems, health equity, and UHC milestones. Community scorecards and health dashboards can promote citizen-led accountability [64].
6.2 Future Directions
As countries advance towards UHC, the future of community healthcare must embrace:
· Localization of Solutions: Community health strategies must be context-specific, locally led, and culturally relevant.
· Sustainable Financing: It is essential for governments to enhance the mobilization and allocation of domestic resources for healthcare, while also decreasing dependence on foreign aid. This approach will ensure long-term sustainability of health programs and prevent their collapse when foreign aid ceases or is withdrawn.
· Human-Centered Technology: Digital tools must be user-friendly, inclusive, and accessible.
· Climate-Responsive Health Systems: Community health must integrate climate resilience, given the growing impact of environmental change on health outcomes.
In summary, policy reforms that prioritize strengthening CHS are not only essential for UHC and health equity but are non-negotiable. The desired change requires political will, sustained investment, intersectoral collaborations, and a reimagining of communities, not as passive recipients but as equal stakeholders in healthcare. 
7. CONCLUSION
The quest for health equity and UHC is among the most crucial global health goals of the 21st century. However, systemic barriers to accessing essential health services are still encountered by countless individuals in LMICs. These barriers, deeply rooted in factors such as poverty, low literacy levels, geography, disability, and sociocultural norms are surmountable. An effective solution to these barriers is strategically positioning CHS as a lever to meet the health needs of the people. It serves as both a gateway and foundation for equitable and inclusive healthcare. It plays a vital role in reaching marginalized groups, promoting preventive care, building trust for involvement, and enhancing health outcomes on a large scale. Long-standing disparities are eliminated when community health approaches are sufficiently funded, professionalized, and integrated into national health strategies. The strategic use of CHWs, digital health tools, and community involvement mechanisms not only expand coverage but also strengthens the resilience of health systems, especially during health emergencies.
Community healthcare has emerged as a symbol of hope and resilience, to combat the increasing health challenges, emerging diseases, demographic shifts, and socioeconomic inequalities being faced by the world. The path to health equity and UHC is not found in distant promises or abstract models, but rooted in efficient and effective CHS.  
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