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As the USA engages in what promises to be a vibrant 
debate over how the world's most costly health-care 
system can efficiently and equitably provide access to 
quality health services to all American people, 
controversies about universal health coverage are brought 
into high relief, not only in the USA, but also worldwide. 
Since the mid-20th century. most nations have signed 
many accords, establishing that provision of health is a 
fundamental human right;'-' health for all should be not 
only an aspirational target but also an essential frame­
work for the United Nations system;'/' international 
donor mechanisms should include support for essential 
health systems and health-workforce development;7·' 
poor population health contributes to social and economic 
instability and undermines development efforts;' and 
specific targets for country achievements in health should 
be set, and funded, through international instruments. 

The world community is at a crucial juncture in 
implementation of all these understandings and agree­
ments, each of which underscores the need for, and 
utterly depends upon, extending universal health 
coverage. The nearly US$25 billion yearly enterprise" that 
is global health features a long list of bold, targeted 
programmes, from child vaccination efforts to appropriate 
treatment of tens of millions of people now living with 
HIV/AIDS. Yet, the full bill for health spending in the 
world may already surpass $6 trillion or 10% of the global 
gross domestic product (GOP), and the financing 
challenges in low-income and middle-income countries 
will increasingly be domestic, just as they are in 
high-income countries." There is increasing appreciation 
of the links between disease and population health and 
nations' security, foreign policy, economic, and general 
social wellbeing."-" Amid the unfolding HINIA influenza 
pandemic, political leaders everywhere are appreciating 
the strong link between health systems in low-income 
and middle-income countries, and the ability of the global 
scientific community to acquire real-time assessments of 
epidemic spread and clinical effect. And new threats to 
health arising from climate disruption suggest the need 
for vast infrastructures of adaptation to population-scale 
health disasters resulting from rising global carbon 
dioxide concentrations: catastrophic weather events, 
drought, heatstroke and dehydration, new infectious 
diseases emergence, food and malnutrition crises, and 
human migrations. " 

On an immediate basis. the global campaign to provide 
antiretroviral drugs to people with HIV living in 
low-income countries, coupled with the worldwide 
increase in cancer, cardiovascular disease, diabetes, and 
other long-term management ailments, have prompted a 
shift in thinking about global health. For decades , global 
health referred mainly to prevention of infectious 
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diseases and epidemic control. Campaigns nowadays 
increasingly address lifelong interventions that need 
permanent systems of medical assessment and treatment 
in addition to population approaches to health promotion. 
In the 20th century global health world, vaccination was 
a dominant approach, often administered in one-off 
campaigns. The 21st century exigencies for global health 
dawned in Durban, South Africa, at the International 
AIDS Conference, amid demand for universal access to 
antiretroviral drugs, and the lifelong disease management 
required to sustain the life-sparing effects of the drugs. 

As WHO Director-General Margaret Chan has correctly 
pointed out, "I think we can now let a long-standing and 
divisive debate die down. This is the debate that pits 
single-disease initiatives against the agenda for 
strengthening health systems." Chan continued in her 
address in June, 2009. "As J have stated since taking office. 
the two approaches are not mutually exclusive. They are 
not in conflic..i. TIley do not represent a set of either-or 
options. It is the opposite. They can and should be mutually 
reinforcing. We need both:" 

Debate has emerged, pitting-we believe, incorrectly­
health-systems support against targeted health campaigns . 
In truth, development of systems capable of delivering 
health, generally. or specifically targeted campaigns and 
health initiatives. all rely on the existence of health 
financing mechanisms that offer universal access to 
health. The specific nature of such financing schemes and 
service delivery models will vary, dependent on nations' 
economic and cultural norms. To assume that universal 
health coverage necessarily requires a single-payer 
government mechanism would be a mistake, and 
adherents to that position doom the people of the poorest 
nations to generations of medical deficiency. In classic 
terms, debates may be framed as the Bismarck model 
versus the Beveridge model, but this ' dichotomy is 
increasingly viewed as being as false as that which seeks 
to pit vertical schemes of health against horizontal. c 

Whether a nation chooses a mixed economy model of 
coverage, single-payer mode, donor-issued voucher 
mechanism, or other innovative models of universal 
financing is not the issue; provision of universal health 
coverage is the issue facing the entire global health 
construct. Sadly, for most of the world's populations 
universal health coverage remains a mirage, blurred 
further out of focus by the present world financial crisis. 

In the USA, for example. where spending on health 
topped $2 . 4 trillion in 2008, or 17% ofGDP," an estimated 
47 million citizens have no health coverage whatsoever, 
and another 2545 million are covered by insurance that 
is so inadequate that major medical events may cause 
family bankruptcy (panel). Studies in the USA show that 
at least half of all bankruptcies filed by American families 
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in 2005 were eventuated by medical events and 
catastrophic health expenditures," " and about a quarter 
of all home foreclosures filed in 2007 (before the world 
financial crisis) were the result of the inability to meet 
mortgage payments because of such costs."' The USA is 
projected to spend $4 ·1 trillion by 2016, and 25% ofGDP 
in 2025 on health. '" " Health spending is also growing at 
alarming rates in other countries of the Organisation for 
Economic Cooperation and Development." Blit the 
dilemmas of health-care financing for rich countries are 
less of a global concern than are the tragic failures 
witnessed in poor and emerging market nations. 

For many people living in low-income countries, health 
services are obtained through out-of-pocket expenditures. 
Globally, such costs account for 19% of expenditure on 
hea!th." For low-income countries such as Bangladesh, 
Cambodia, Ghana. India. Pakistan, or Vietnam, it 
accounts for more than 50% of the total health 
expenditures." High out-of-pocket expenditure restricts 
long-time economic survival" and leads to further poverty 
and impoverishments. In a review of household 
expenditure surveys from 89 countries, Carrin and 
colleagues "" noted that due to the various charges 
associated with accessing health-care services, 44 million 
people face severe financial hardships and another 
25 million are pushed into poverty every year. High 
out-of-pocket expenditures also prompt parents to 
withdraw children from schooling, using education fees 
to cover medical costs as necessary." 

Governments have missed opportunities to create 
rational health financing with prepaid risk pools, whether 
public or private, as exist in most high-income countries. 
And donors have shown little inclination to support such 
schemes. Although overall global health spending soared 
from $5·6 billion in 1990, to 521 ·8 billion in 2007, general 
health-sector development assistance has essentially 
remained level during that period, and both public and 
private donors have shown little interest in health-care 
financing or infrastructure. " In the meantime, health 
spending is growing at unprecedented rates in countries 
of low and middle income, even as some governments 
try .to restrict their health budgets. As a rule. public 
spending has lagged well behind private expenditures, 
and the poorest people worldwide pay the highest 
percentages of their wealth for health," often through 
inefficient and regressive out-oC-pocket payments. This 
perverse economic trend-in which the poorest people 
have the most costly care, as a percentage of personal 
income and without the benefits of health insurance or 
social protection-is a major contributor to maternal 
mortality and to parental decisions denying education to 
girls. ,., Conversely. introduction of universal health­
financing schemes has profoundly improved perfornlance 
in other social sectors, such as education, and lowered 
bankruptcy filings and family budgetary crises."' 

This cycle of illness, impoverishment, and further 
illness is best interrupted with prepayment of health 
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Panel: Difficulties with estimation of number of people in 
USA without health coverage 

Estimates of the numbers of American people without health 
coverage, or grossly underinsured by present plans, vary 
widely and are subject to fluctuation based on 
unemployment rates and political debate. No published 
estimate, reflect the effect of the 2008-09 economic 
downturn and high USunemployment rates. Families USA, 
a liberal advocacy grOll!>' undertook a poll which found that 
86,7 milli()n,A.mer!canpeopl~ were without health insurance 
at some time during 2007 or 200S-most, for more than 
6 months. '9The US Census Bureau estimated that during 
2007. before thennancial dowriturn, 45·7 million American 
peoplewefe witho~t coverage."" An independent analysis 
reckons that there will 'be 52 million uninsured American 
peopl~ by the endof2009.u Estimates ofthe size of the 
underinsured popl,Ilationdepend, partly, on the definition 
used in describinginstifficient coverage. One study finds that 
betWeen 2003 and 2007, there was a 60% increase in 
underinSurar'l'c~, I~aving 25 million Americans Ylith excessive 
out~of-pocketp~Yn1el'\tS,despite paying for insurance." If 
underinsurance Was defined as coverage that needed families 
~o ~pend more than 10% of yearly household income on 
health (out-of~~!Ock~t costs)the total in 2003 was 
48·8 million American people." With a definition of 
underinsimlnceas a State in which the coverage fails to 
ac:leqL.iately coverthe ~6~ts of d~ctbr visits, treatments, and 
'medicirieS7tonsunlerRepor'tiestimates that 45·2 million ' 
American peopIE!areunderinsured."The share of 
banktuptdes attributable to medical problems (62·1%) rose 
by 50% between 2001 and 2007. i. 

costs through universal health coverage. The 58th session 
of the World Health Assembly in May, 2005, endorsed a 
resolution urging its member countries to work towards 
sustainable health financing, defining universal health 
coverage as access for all to appropriate health services at 
an affordable cost. The World Health Assembly also 
urged countries to strive for achievement of universal 
health coverage by using, on the basis of their specific 
contexts, a mix of prepayment systems including 
tax-based financing and social health insurance." 

A report (figure) published by the Social Security 
Department of the International Labor Organization 
listed its member countries according to formal total 
coverage by different types of health insurance, including 
those provided by the State; by social, mutual, and private 
health insurance; and by employers. On the basis of their 
definition, nearly SO countries have attained near 
universal coverage. Yet few have done so in Africa, Asia. 
and the Middle East. Of the 32 countries in Sub-Saharan 
Africa for which data were available, 12 did not have any 
coverage, 11 had fewer than 10% coverage, and nine had 
more than 10'%. In the countries with more than 10% 
coverage, Gambia had 99 ·9%, Gabon 55%. Kenya 25%, 
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F;gure: Extent of univers~1 coverage worldwide 
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The encircled region has the poorest rate of health coverage in the world. Internat ional Labor Organization defined coverage as the population formally covered by 
sOlial health protection (eg. under legislation, without reference being made to effective access to health services, quality of services. or other dimensions of 
(overage), explaining the depiction of the USA and South Africa. Source: data compiled by the International Labor Organization, 2008, from multiple sources; 
mapping by .he Results for Development Insti.ute (R4D). 

Namibia 22·5%, and Rwanda 36·6% (although coverage 
for this country has recently improved through a national 
system of Mutuel/,s) . Of the five south Asian countries 
listed, Bangladesh had 0·4%. India 5 ·7%, Nepal 0 ·1%, 
Pakistan 0%, and Sri Lanka 0·1%." 

As the US example shows, vast wealth does not ensure 
health, and attaining universal coverage is a complicated 
affair. Moreover, direct links cannot be made between the 
amounts of monies spent by states (either per head, as a 
percentage of national GOP, or in absolute total sums) 
on health and outcomes achieved in the standards of 
population or individual health. Scrutiny of a dozen 
nations with highly divergent health systems (or lack 
thereof). and per head yearly spending ranging from 
US$12 to $4631 shows no discemable correlation between 
expenditures and health outcomes (table). In particular, 
the outcome similarities between Costa Rica, Cuba, and 
the USA, in view of their logarithmic spending differ­
entials and disparate systems of delivery and financing, 
are striking. It is tempting to conclude that US outcomes, 
despite large expenditures, are similar to those in the two 
latin American countries because the US has less than 
75% population health coverage , versus universal 
coverage in Costa Rica and Cuba. 

In low-income countries, the obstacles to universal 
health coverage begin with the obvious-money. The 
WHO Macroeconomic Commission" suggested that a 
minimum per head allocation of USS34 is sufficient, but 
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the average per head expenditure for low·income 
countries is $25, and can be as low as $4 (Ethiopia) and 
$12 (Bangladesh) ." 

For decades, discussion of universal health coverage 
has been mired in larger political debates. To accept 
either simplistic praise or criticisms of universal health 
coverage would be a mistake. Data show a complex 
picture-eg, achievement of universal health coverage is 
not linked to country GOP. Many countries with low 
GOPs, such as Costa Rica, Cuba, Gambia, and Gabon, 
have attained impressive prepaid coverage compared 
with those with higher GOPs, such as China. India. and 
the USA. At issue are political commitment and 
health·systems design and management, particularly of 
its financing. 

Further. attainment of high rates of population coverage 
might not necessarily lead to low out-of-pocket 
expenditures or improved health status. Tunisia . for 
example, has attained universal coverage, but its 
out-of-pocket expenditure is 45%." This example indicates 
that there are bottom·line requirements for coverage, 
suggesting that even a package as inexpensive as $34 per 
head per year has to include a range of medical delivery 
and health options to substantially affect population 
health outcomes , and avoid impoverishing individuals 
through high out·of-pocket expenditures . 

In Vietnam, for example. nearly all poor people are 
covered by some form of health insurance or protection . 
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but the quality of care they receive in government health 
centres. or the range of medical exigencies covered by 
their financing plans. is inadequate .~ Thailand. however. 
has achieved universal coverage with reasonable quality 
of care ensured. and improved health outcomes (table). 

Successful health-financing schemes are an indicator of 
a gamut of political ideologies and philosophies; there is 
no one ideal system. and most feature a mix of public and 
private components. However. that attaining affordable 
universal health coverage. coupled with highly-ranked 
health outcomes. is linked to a common political process is 
striking. Most nations that have laudable success have at 
the highest levels of political power addressed three key 
questions. First. what are the role and responsibility of the 
State for the health of its people? Second. what are the 
responsibilities of the individual for his/her health) Last. 
what third-party players are acceptable. with which roles 
and responsibilities in health coverage for the nation's 
popi.tlation? 

The answers to the three questions vary widely, on the 
basis of the culture. political tendencies. and economics 
of a specific nation. There is no correct set of answers. 
but failure to formally address these questions guarantees 
both poor health coverage and achievements, often 
coupled with great financial inefficiency. Conversely. 
many low-income countries have confronted the three 
questions. and settled on innovative answers that have 
provided highly promising outcomes. 

Rwanda. where the ecollomy is mostly informal. focused 
on the third question about the role of non-governmental. 
and non-individual. players in the health of its people. A 
mutual insurance scheme known as Mutuelles seeks to 
bring all citizens under health insurance through a 
combination of government financing. and individual 
payments of US$2 per year. For people unable to afford 
their yearly $2 copayment. a third party-the Global Fund 
to Fight AIDS, Tuberculosis and Malaria-makes up the 
difference, paying premiums for 1· 5 million Rwandan 
people." In Bangladesh, the non-governmental organ­
isation BRAC ensures the health care for more a million 
very poor people under its Challenging the Frontiers of 
Poverty Reduction programme. ~· Many countries have 
accepted third-party responsibility in the fornl of employer 
coverage for its workforce. including those engaged in the 
info-rmal economy. [n India. for example, an estimated 
370 million workers are engaged in the informal economy; 
about 30 million are covered by community-based social 
protection schemes." 

In 2000. the Mexican Government formally addressed 
all the three questions in an effort to diminish the 
impoverishing effect of catastrophic illness that 
bankmpted 3-4 million Mexican people every year and to 
provide access to care for 53 million uninsured citizens. 
In a process that culminated in 2003 legislative approval. 
Mexico increased federal expendi tures on health (from 
4·8% ofGDP to 6·5% in 2006) and created innovative 
schemes to leverage taxation, employer contributions. 
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Combined malel Maternal Pe,heod Estimated Population not 
femalellf. mortality"", spending population surviving to 
expectancy 100000 (USS [rankl*) withh.oIth 40y.arsohge 
(years [rank)*) birth. ( ... nlet) covenge("') ("'[rankIS) 

Bangladesh 63·21 (128) 350(35) 12 (116) <10% 214% (47) 

Cambodia 61-7 (175) 440(29) 17(111) 244"'(43) 

CostaRi", 77-4(53) 29(98) 257 (41) >95% 4%(108) 

Cuba 77-2(55) 33(96) NA .,.95% 4-4%(104) 

I,eland 78(48) 6 (U6) 1569 (20) >95% 

Jordan 787 (39) 41(90) 139(62) 79~, (8 1) 

~exico 75·8 (72) 55 (81) 236 (45) 70-95% 

South Africa 48,9 (206) 230 (46) >95% 24-4% (44) 

Sweden 80·74(10) 5(132) 2145 (11) >95% 

Thailand 72-8(111) 44(86) 112 (68) .gO% 9% (75) 

USA 78,_14(48) 8 (U1) 4631 (1) 76% 

Vietnam 71·33 (128) 95 (65) 17 (110) 10-40% 12·8%(58) 

NA"~Ot .wilable ... .;:nJ·d3·~: '~Rank -Qf 225 count~ies:. tRank of 136 countries. jRank of 133 countries. SRank of 
'il1\:~~tries; ·.~~~;\i(~d:&nlWHO .• ~ Int..-national·tAbor Org.Jniution, based on most re<ently available dOlt..; 
rears ioriablo .by C9iJntry#d;"i!i~~or.. -

Tablr. Relation. between ~ey h~h indicatoB, spending, and acceSs to health c~v_._ .. _g. _______ _ 

and individual payments. moving the country towards 
universal health coverage_ Between 2003 and 2007, the 
number of Mexican people covered increased by 20%. 
use of health services soared, and the numbers of 
households facing impoverishment as a result of medical 
costs plummeted. Mexico is on track to achieve its goal of 
universal health coverage by 2010." 

The entire Latin American continent is on track to 
achieve universal health coverage within the next decade. 
The achievement of Latin America offers hope to Africa. 
the Middle East, and Asia-but success looms only 
because of years of hard work and innovation across the 
continent. 

History suggests that ensuring universal coverage 
takes some time; in the UK, nearly five decades of hard 
work and political debate were needed. South Korea did 
it faster. but still needed about two decades to attain 
universal coverage. There is no timetable attached to 
the WHO 2005 resolution for universal health 
coverage, ~ although a clearer path could emerge in a 
2010 World Health Report dedicated to the topic. 
Daunting as the challenge of universal health coverage 
for the world's citizenry might seem, the global 
community committed to several equaUy impossible 
tasks: universal access to antiretroviral drugs for people 
living with H[V; the Millennium Development Goals ; 
and poliomyelitis and measles eradication. 

[t is prudent for the world community to accelerate 
efforts aimed at ensuring health coverage for all . linking 
the goal with all donor. non-governmental organisation. 
and country health aspirations and targets related to 
health. rights. and poverty. This effort will need working 
on many fronts. starting with the political wi1l of 
governments and civil societies. Countries are obliged 
to follow core obligations under the Universal 

'-004 

1297 



• Viewpoint 

1298 

Declaration of Human Rights, including ensuring 
access to health facilities, goods, and services to 
everyone.''' According to Article 12 of the International 
Covenant on Economic, Social. and Cultural Rights," 
adoption of a national public health strategy and plan of 
action is a core obligation. Backman and colleagues" at 
the Nordic School of Public Health in Sweden surveyed 
national plans for explicit commitments to universal 
access to health. Of 29 countries surveyed, only 15 had 
such explicit statements in their national plans. 

Mexico's S~guro Popular shows the importance of 
phasing in coverage innovations, beginning with the 
most vulnerable populations in society. Under the 
2003 scheme, the most dramatic efforts targeted 
unemployed Mexican people and those working in the 
informal economy or farming. 

The introduction of universal health coverage through 
insurance schemes that initially target special groups, 
such as women and children, very poor people, and those 
with catastrophic illnesses, is a strategic approach that is 
gaining traction. For example, a new global campaign 
linked to the Millennium Development Goals promotes 
"Free quality services for women and children at the 
point of use and other access barriers removed"." United 
Nations Secretary-General Ban ki-Moon in his address to 
the Global Health Forum ill New York, USA, this year 
lent unequivocal support to the universal health coverage 
aspiration, and to near-term targeting of poor and 
vulnerable populations. 

A strong advocacy drive is needed both nationally and 
globally. Further, the call for universal coverage should 
resonate well beyond the traditional boundaries of global 
health, bridging development and health programmes, 
non-governmental organisations, UN agencies, and 
donor agencies. This call is a health aspiration, offering 
antipoverty and pro-rights agendas. 
Contributors 

Ap·M originated the idea. AMRC did the initialliteratllre searches and 
wrote the first draft of the report. All subsequent research, drafts . and 
the final report were written by LG. with input and review from AP·M 
,nd AMRC. 

Conflicts of interest 
We declare that we have no conAicts of interest. 

Acknowledgments 
We thank Kammerl" Schneider. Assistant Dir""tor of the Glob.llicalth 
Program of the Council on Foreign Relations, for her research assist3nce . 

References 
I General Assembly of the United Nations. The Universal Declaration 

of Human Rights. Palai. de Chaillot. Paris: Dec 10. 19-18. 
http://www.un.org/en/documents/udhr / (acces.ed July 23, 2009). 

General Assembly of the United Nations. The International 
Covenant on Economic, Social and Culturll Rights . New York, NY, 
USA: O"c 16, \%6. http: //w ... w2 .ohchr.org/english /law/cescr.htm 
(accessed luly 23. 2009). 

GenerJl A,sel1lbly of the United Nations. The Convention on the 
Elimina.tion of All Forms of Discrirnination against Women. 
Nt: ... York. NY, USA; Dec 18, 1979. http://www.un .org /womenwatch/ 
daw/cedaw/cedaw.htm (accessed luly 23, 2009). 

4 General Assembly of the United Nations. The Conwntion on the 
Rights of the Child. New York. NY, USA: Nov 20, 19119. htlP://www2. 
ohchr.org/english/law/pdf/crc.pdf (accessed July 23, 20(9) . 

--.005 

Declaration ()f Alma·Ala. International Conft·rence on PrillJ.ln: 
Health Care. Alrm·Ata, USSR : Sept (,,-\2 . 1978. http://www.wi,,, .i nt! 
hpr/NPHjdocs/ dec!lfa tion_almaata.pdf (accessed July 21. 2009) . 

(, CQpenhJ~en Declaration on Social Deyelopment. 1995 . "':orlJ 
Summit for Sodal Develupmcnt. http ;/Iwww.un.()r~/csa/s(x:dc'! 
wssd /dccLpartc.hhnl (access~d July 23, 20C/9.) 

Frenk J. Strengthening he-31th sy:;tems to promote st'curity. 
Lancet 2009: 373: 2181-82. 

Reich M R, Takl.?mi K. G8 and stn.·ngthcning vI' health s}':itt'ITI »; 

follow·up to the TO)'ako .ummit. Lall"tt 2009: 373: 508-15. 

9 \\'orld Bank . \\!Ilrld development report 1993: investing in health . 
Washington DC: World Bank, 1993. Imp:/ /W'.I.'W.wd<.w()('ldhan k. 
orgl external / defa ult/main )po go P KaMI9 3027 &pi r K~64187? 37&.thc 
SitePK~523679&menurK~64187510&searchMonuPK~6418728J& 
siteName-WDS&entitvID=Ooo009265_3970716142319 
(accessed July 19.2009). 

JO Ravishanbr N, Gubbins P. Cooley RJ . et a!. Financing of global 
health: tracking development assistance for health from 1990 to 
2007. Lanai 21J09: 373: 2113-24. 

II World Development Indicators database. Washington DC: World 
Banlc. 2009. http://siteresources.worldbank.org/ OATASTATISTICS/ 
Resources/wdi09introch2.pdf (accessed ILd)' 23. 2009) . 

12 Garrett L. HIV and national security: where art'!' the links? /\ Coundl 
on Foreign Relations Report. Nt-w York: Council on Foreigl\ 
Relations, 2005. 

13 Ban J. Health as a global security challenge. 
Slloll Hall j Diplonl [nl Reltt! 2003: 4: 19-29. 

14 Patterson A. Tho Athcln state and the AIDS crisis . Aldcrshot: 
Ashgate. 2oo·t 

15 Costello A, Abbas, M. Allen A, et a!. Managing the health effects of 
climate change. Lall": 2009; 373: 1693-733. 

16 Chan M. Why the world needs global health initiati"'s. AdJress at 
the high-level dialogue on maxhnizing positive synergies bt't\''''l~t' ll 
health systems and global health initiatives. Venice. Ital): lune 22. 
2009. http://www.who.int/ dg/speech .. s/2009/global_health_ 
initiativeL2oo90622/ en/index.html (accessed July 23. 2009). 

17 Kutzin J. Ibraimo," A, Jakab M. O ' Dougherty S. Bismarck meets 
Beveridge on the Silk Road: coordinating fund ing sources to cr ... ~Jt'~ 
a universa1 financing system ill Kyrgyzstan . 
BuU World H,ullh Orgilit 2009: 87: 549-54. 

18 Keehan S, Sisko A, Truffe r C. et aL Health spc-nding projection . 
through 2017: (he baby-boom generation i::; comillg to Medicaf(~. 
Hwltlo Aff (Millwood) 2008 : 27: wI45-55. 

19 Families USA. Americans at risk one: in thre~ uninsureu . March, 
2009. http:/ /www.familiesusa.org/ resources/publicltil>ns/rep.>rts/ 
americans·at·risk·findings.html (accessed July 18, 2U09). 

20 Pifer·Bixler J. Study: 86.7 million Americans uninsured over last 
two years. CNN.colll : March 9, 2009. http://www.cnll . 
com/2oo9/HEAlTH/03/04/ uJ1inSlued.epidemic. 
obama/ (accessed July 20, 200'.!) . 

21 DeNavas·Walt C. Proctor B. Smith J. Income. poverty. and health 
insurance coverage in the United States: 2007. Washington DC: 
US Census Bureau, 2008. 

22 Gilmer TP. Kronick RG. Hard times and health insurance: how many 
Americans ... ill be uninsured by 2010? H,,,'thAff(MillwDoJ) 2IX)9: 
28: w57J-77. 

23 Schoen C. Collins SR. Kriss IL. Doly MM. How many,.­
underinsured? Trends among US adult" 201)3 and 2007. The 
C"mmonw"alth rund, 2008. 

U Blnthin JS. Bernard DM . Changes in fin:lIlcill burdens for he,lth 
care: national estimates: for the population younger lil.ln 65 ),eJrs, 
1996 to 2()OJ. jAMA 2006; 296: 2712-19 . 

25 Anon . Study finds 24% of Americans ul1deril1sured. 
ConsumerAlfairs.com. Aug 6. 2007. http)/""' ....... conslimerJlfairs. 
curn/news04/2007/0~/cu_illsurartce.htrnl (accessed July 20, 200')) . 

26 H immelstein DU, Thorne D, Warren W. Wonlhandler S. I\kdical 
bankruptcy in the United Stlte .. . 2007: results of a national s tudy. 
Am J Ai," 2009: 122: 741-46. 

27 Himmelstein D. Warren E, Thorne D, Woolhander S. Illness alld 
injury as COlltributurs to bankruptcy. H&:ulth Al[ (Milh v~~I)J ) 
2005: w5-GJ . 

28 The Access Project. Home sick: how medical debt undermines 
hou!iing st.!curity. Boston: Aec .. :ess Proiect. 2005 . 

www.thelancet.com Vol374 October 10,1009 



29 Roberts,Jn CT Egdhof R, Hoke M, Get sick , get out: the medical 
causes of home mortgage foreclosures. Health Motn .. Ckvel2008: 
18: oS-1M, 

30 PoisallA, TruRer C, Smith $ , et al. Hellth spending projections 
through lOll>: modest changes obscun' part D's impact. 
H"ltnAlfI Milhvood ) 2007: 26: w242-53 , 

31 11,. long·term outlook for hellth care spending, Report to the 
Uni led Stales Congress, Washington DC, November 2007-
hup: / / www,cbo,gov/ftpducs/87lC(/doc8758/ l l·\3·LT.He.lth,pdf 
(Jccessed July 2), 2009), 

32 Narayan Pl(. Do health expenditures catch·up? Evidence from 
OECD colin tries, Nealtn fwn 20m: 16: 'I'll-lOOK, 

3.1 WHO, National health accounts. Geneva: World Health 
Org.nizalio", 2007. http://www.who.int /who.is/ whos tatl007_ 
ohl'althsystclTls_nha.pdi" (accessed July 23, 20(9) , 

34 intcrllationailabour Organization. Social health protection: an ILO 
stratce.'1" towards universal access to health care. Gen~va : US Sodal 
Security Department, 2008, 

35 Leive A, Xu K. Coping with out-oC-pocket health payments: 
<: mpirical evidence from 15 African countries. 
8,,/1 W.,rld H(alth Organ 2008: 86: 84')-46, 

16 Carrill G, Mathaller l. Evans DB , Universal coverage of health 
services: tailoring its impit:l1lcntation. 
B,./I ",,,rid H<alth Organ 20011: 86: 817-908, 

17 Insti tll te for Hellth Metrics lnd Evaluation, Finlncing global health 
2009: tracking development assistance for health. Seattle: University 
of Washington, Seattle. 2009 , 

18 Grtzen TE , Health care is an individual necessitv and a national 
lUXUry: applying Illultilevel decision models to tl;e analysis of health 
tare e'penditllres,.I Health feDn 2000: 19: 266-67. 

.19 Obaid TA, The global economic crisis and health : why investillg in 
women is a smart choice, New York: UNFPA, 2009, http:/ /,,,",,,w.unfpa, 
org! pllblic/cJche/offollce/Nl'''~/pid/ 3()27 (accessed July 23,2009). 

-K) Fr~nk 1. Gornt'z- Dantcs O. Knaul FM. The democratization of 
hfalth in Mexico: financial innovations for universal coverage. 
Bull WorlJ Heoill. Organ 2009: 87: 542-41.1, 

www.thel."cet.<orn Vol374 October 10,2009 

41 World Health Assembly Resolution 58,33. Geneva: World Health 
Organization, 2005, http://www.who.int/gb/ebwha/ pdL 
files / WHA58/WHA58_33·en,pdf(accessed July 23,2(09), 

42 WHO Commission on Macroeconomics and Health, 
Macroeconomics and health: lnvesting in health for economic: 
development. Geneva: World Health Organization. 2001. 
http://www,paho.org/ English/ H DP/ H DD/ Sachs ,pdf (accessed 
July 23, 2(09), 

4,1 World Bank. World Development Indk.tors 2002, http:/ / www. 
nalionmaste/',com/grlph/h~l_.pe_per_pe/'-heJlth·spending-per· 
1"""011 (acces.cd luiy 21. 2iiil'i) , 

44 Liehcnn~n S, W.~staff A. Health fitla1H:ing and ddivcry in Vietna m: 
looking forward, Wlshingtnn DC: The World [hnk. 2009, 

4S Anon , Shari ng the burden of sickness: Illutual hellth insl/once in 
Rwanda, 8ull World Needln Organ 2008: 86: 823- 24, 

4(, BRAC-AKFC Learuing Partnership, http: //www,akfc. 
ca/en/knowledge_center/akfcbrac.shtml (accessed JlIne 15, 
2(09), 

47 Frenk J. Gomez-Dantes O. Knaul FM, The democrJtization of 
health in Mexico: financial innovatlons for universal (overag~ . 
Bull World Health Organ 2009: 87: 542-48, 

4S Yates R. Universal health care and the remo"al of user fees , 
Laned 2009: 373: 2078-81. 

49 Universal Declaration on Human Rights (l94S)- Articie 25: 
http://www.un.org/en/documents/udhr/ (l«essed July 23. 2(09) , 

50 International Covenant on Economic, Social and Cultural Rights 
(1976)-Artide 12. http://www.unesCQ,org/education /informatioll / 
nfsunesco/pdf/SOC[ALE,PDF (accessed July 23, 2009) , 

51 Backman G, Hunt P, Khosla R. et a!. Health systems and the right 
to health: an assessment of 194 countries , wllert 2008: 
372: 2047-85, 

52 The Global Campaign for Health Millennium Development Goals 
2009, plJ, http://,,,·ww,ausaid,gov.au/publications/pdf/leacLby_ 
exampkpdf (accessed July 2), 2(09), 

ViewpOint: _ 

1299 



misinterpretation during MRI .3 Radiologists with a 

background in fetal MRI or antenatal ultrasound might be 

the best placed to develop post -mortem MRI in the fetus, 
or a perinatal pathologist with a detailed understanding 

of development and pathological changes. 
A new specialty in radiology seems to be emerging.' In 

the future, specialists might work in a multidisciplinary 
team with pathologists to undertake the complete 
minimally invasive autopsy. Although a multidisciplinary 
team is expensive, it is probably necessary to reduce error 
and maintain skills in both specialties. 

and forensic medicine experts working alongSide 
radiologists and pathologists. Until we have established 

how to select cases in which imaging can be part of a 

minimally invasive autopsy, the traditional autopsy with 

imaging as an adjunct should be encouraged. 

Elspeth Whitby 
Unit of Academic Radiology. University of Sho!ffield. Royal 
Hallamshire Hospital. Sheffield S10 2JF, UK 
e.whitby@sheffield.ac.uk 
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Whatever our personal thoughts are, minimally 
invasive autopsy is here to stay. The public have been 2 

ma~e aware of the procedure through the media and 
television dramas, and therefore a relative requesting .. 
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an MRI as an alternative is not unusual, especially when 
there are religious reasons for objection to an autopsy. 
Indeed, if the Coroners and Justice Bill completes its 

6 parliamentary passage, alternative options to the ThoyyiI S. Cleoly /0. Sebi,. NL et • . Post-mortem OlGlmination of hu~n 
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Crucial to the future of the minimally invasive autopsy 
is the progress of the techniques and the development 
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of specialist centres, allowing trained personnel to 
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Call for global health-systems impact assessments 
Despite unprecedented increases in global health funding 
in recent years, major challenges remain for reduction 
of global health disparities. Methods that anticipate 
the effect of targeted global health initiatives on health 

systems are needed and will improve health worldwide. 
Such methods-or health-systems impact assessments 
(HSIAs}-should be developed and used before global 
health initiatives are implemented (panel)."; 

A growing body of evidence shows that although 
targeted global health initiatives have led to scaling up 

of some key health interventions. notably treatment of 
AIDS, they might also affect health systems-sometimes 
negatively.)'" At times, the capacity of people and 

institutions has been sacrificed for quick results, Some 

researchers and practitioners have recognised the need 
for HSIAs.;" · Indeed, WHO's Maximizing Synergies 

Collaborative Group recently published an article 

WWW.thelancel.(om VoI374 Auguot 8. 2009 

in The lancet that highlighted the effects of global 
health initiatives on existing health systems, and 
called for "rigorous methods by which to assessw such 
interactions.u We agree with that need, and echo the 
call of Ronald Waldman that "A health systems 'impact 
statement' should be de rigueur for all disease-specific 
global initiatives and for local ones as well",ll 

WHO has identified six health-systems building blocks: 
service delivery; health workforces; health-information 

systems; medical products, vaccines, and technologies; 
health financing; and leadership and governance. '5 Global 
health initiatives can affect all dimensions of these health 

systemrin positive and negative ways. For example, the 
health woiticrce is negatively affected when donors need 
external contractors instead of using local workf~rces, or 

when disease-specific programmes divert health workers 
from other comprehensive health responsibilities. 
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• Comment 

Pond: Hulth-systM1S impact assessments (HSIAs)-Cil for KtJOn .,' 

Sign onto the cal' at:http-JIghsi&WOictp~~ 

Those ~ in global he ... shouIdholdgcNllMllf1tsandother ~organiYIior5 
illCOOIIntabie for the effect of rjd»J hNhtI KtMtIes on t'Xi5tlng health systIems 

WHO should: 
• tm the Hi in ~ and chwmiIlItion ofHSIAs tNt can be UJldby all groups 

associated with global health 
include prominent S«tion for dMopmtnt andcisserninaDlndHSIAsontheirwebsite 

All donOl'5, ~ by major cIonoB such a the Bill. MeInda Gates foundation, the US 
President's Emergen<:y PLln for AIDS Relief, the GaobaI Fund to ~ AIlS. Tubertubis 
and Malaria. ;and the WOOd Bank should: 
• ~rf! that all global he .... initiatM!s and ~1fw!yfund1:llciinto ' 

;account the effect on the existing health systems 
• fund ;activities to de¥efop and i~at ~ evidtll(~-based HSIAs 

Govemment leaders and ministly of health personnel. partjcuIarfy in deWIopiIlg 
countries. shouId;assess and dIXvment efftd of global health InitIaIMs and progI"".'M5 

on their existing health system, im!spectiw of who funds the P"09",nme 

Academic institutions;and meWlers should prioritise meardt for *"eIopment of 
HSiAs that Me evidence-b;ased and tae into account local raIitIes . 

Non-gowmmental org;anis;ations and staff who partidpatIr In hurnanbrian work shedd: 
• participate in development of ;and sign ortto codes of conduct. sudtas the NGO cocte 

of Conduct' 

• ~ke into illCcount effect of their ,"ogr.JI1,!I~O!'_~~",:se~I .. , .... ~~. _. ,_ .~. 
work with ;academi( ;and other institutions to cIM!Iop HSlA5111K _ ~to 
their specific situation . • . . . , : ' . , 

Tht Ali;anc.e for Health Policy ;and S~ ReseardI, the HIIIiIth ~~ Ndwodt, . . ' 
the Countdown Wortcing Group on HNIth PoIicyandHealth~ tht~ 
He~ Impact Assessment Consortium. the Institute fof HeiiIttI MetriCs ~ Ewbtion. '. 
;and others involwd in he;a/th systems acMxacy and resNtth should; 

• support development of HSIAs and indicatOlS that are fticietlClt-ba.d, easy to use. 
;and appropn;ate to the implementing organismon's CIpIdty..d sitWtion 

• coll;aborate to ~ish a websitewhete methods Mel ecpertise in the concbtof 
HSIAs are displayed 

'34 

The methodological challenges that face those who 

attempt to predict the effect of programmes on health 

systems are complex. Noteworthy contributions have 

been made in recent years that will assist in development 

of an evidence· based approach. Some impact assessments 

already exist across social sectors-most notably envi ron­

mental impact assessments. Health-impact assessments 

anticipate the health effects of proposals from sectors 

outside health,'6 whereas health-system assessments 

review the various components of health systems. The 

health-system-assessment community has developed 

an approach that might be useful for development of 

indicators and methods for HSIAs, and WHO recently 

introduced the draft version of a toolkit to assist in 

monitori"9 health-systems strengthening.l1l~ 

We are aware of two published frameworks that 

anticipate the outcome of health programmes on 

health systems. In 2003, Bennett and co-workers:· 

predicted the possible effects of the Global Fund to Fight 

AIDS. Tuberculosis and Malaria on the broader health 

system. According to recent reports,~I'>-" many of their 

predictions were correct. Atun and co-workers' toolkit'" 

to analyse the wider health-system context in disease· 

specific programmes has been used in various settings. 

These HSIA frameworks include or suggest indicators 

such as the diversion of health workers, strengthening 

of laboratory capacity, and financing arrangements. 

These and other indicators will need to be validated and 

updated as we leam more about the ways in which global 

health initiatives affect health systems. 

This call brings with it the risk of too much analysis. 

Different degrees of depth and rigour in HSIAs are needed. 

depending on the project. local participation should 

be solicited to ensure that assessments are relevant and 

effective. Indeed, the development of HSIAs should 

strengthen local health systems. Although HSIAs have 

not yet been developed rigorously as a widely accepted 

evidence-based method. global health organisations 

should not wait for their development before thinking 

about the effect of their activity on future health systems. 

Development and use of HSIAs should take place in 

tandem. 

Use of HSIAs will often need a change in philosophy 

and approach. Every organisation that is planning a 

health intervention in a developing country will need 

to give thought to the long-term implications of its 

actions. Activities should be viewed in the context of 

improvement of health rather than being focused on 

short-term indicators or a few specific diseases. HSIAs 

should be used by all who participate in global health, 

including volunteers with small non-governmental 

organisations, researchers, and large donors. 

Without HSIAs, initiatives targeted at specific diseases 

will probably. at best. continue to duplicate efforts within 

health systems and divert personnel and resources; or, 

at worst. erode long-term capacity. Although initiatives 

often focus on and publicise short-term goals. these 

interim markers should not obscure long-term objectives. 

The aim of WHO. ministries of health. clinicians. public 

health promoters. and others who are connected with 

global health is, simply. better health. The long·term 

improvements in health that we seek will be reached only 
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through the combined use of effective technologies and 

inte.rventions (including addressing social determinants), 
with improved individual and institutional capacity. The 

time has come for the use of HSIAs, an idea that will lead 

to worldwide sustainable improvements in health. 
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Health and development financing in Africa 

Improving performance and further advancing the 
G8's accountability in global health was part of the 

working-group themes for health experts at the 2009 
G8 Summit.' As an example, what do we learn from 

the European Court of Auditors' (ECA) Special Report, 

entitled European Commission development assistance 
to health services in sub Saharan Africa?' 

The ECA warns that in general there is no clear 
correlation between the health situation of a country 
and the amount of health assistance received; in 

Mali and Ethiopia, AIDS receives greater attention 

regardless of whether the overall health situation is as 

bad or even worse than the HIV/AIDS situation. The 

same is also true in several sub-Saharan countries with 

low. HIV prevalence and high maternal mortality. The 

independent evaluation of the World Bank's support for 

health, nutrition, and population states that excessive 
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earmarking of foreign aid for communicable diseases 
can reduce capacity in health systems.} 

The S-year evaluation of the Global Fund to Fight 
AIDS. Tuberculosis and Malaria says that ·some 

countries received considerably more HIV per capita 
funding than others with similar epidemic and regional 
profiles·.' Tuberculosis and malaria funding, per person 
at risk, varies across countries: Are the most in need (ie, 

the most exposed) benefiting the most from external 
funding? Are poor people benefiting as they should 

according to the policies of development agencies? 
It seems not.>-I Will the financial crisis encourage the 

donor community to ensure resource allocation (a 

public health evidence-based approach), help countries 

meet all health Millennium Development Goals, address 

chronic diseases, and be more equitable towards African 

populations in regions with different needs? 

Comment. 
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