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Abstract:

Title: Universal Health Coverage: a useful endeavor? An analysis on the progress of
coverage in the CPLP countries

Author: Rita Bobone de Lucena

Long has healthcare been at the center of socio-economical and political priorities.
Providing accessible care to all is undeniably one of the most basic needs all
populations must have access to. In the light of this, the World Health Organization
developed the concept of Universal Health Coverage promoting access to health
interventions at affordable costs.

Although the concept is still recent, major efforts are being made in this area, with
countries sharing their experiences and investing deeply on innovative ways to improve
their healthcare.

The purpose of this dissertation is to provide an overview on the evolution of Universal
Health Coverage in a group of countries, to understand what efforts are still to be done,
and what major setbacks are countries facing. The CPLP was chosen for its
heterogeneous composition, enabling an interesting data comparison and illustrating
well the global diversity in health provision. Therefore, a major focus is given on what
is universal coverage, how to measure and monitor it, as well as what are the main
obstacles on its way. To support these literary findings, data on the countries was
collected and analyzed with different indicators picturing the current expenses in
healthcare and evolution of population growth and availability of resources. Finally, to
understand the correlation between indicators, a statistical measure was made proving
repeatedly how countries are improving in their pursuit of universal coverage but how

there is still room for improvement.
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Introduction:

“Healthcare systems must contribute to equity and social justice” (WHO, 2008)

Defending global access to healthcare seems a logical concept, one that is probably
innate in every human being based on our sense of justice and human dignity. But if in
the past this idea has faced many obstacles, it is still today far from the desirable goal
and in many communities healthcare is still a privileged right reserved to a privileged
few (Lancet, 2012).

It was in this context, and taking advantage of the arrival of the new millennium, that
the Millennium Development Goals were designed. But, while many of them were
related with health (such as ending hunger, improving child and maternal care and
combating a series of widespread diseases), they were not sufficient to ensure progress
in this area. A more practical and cross-sector approach was needed.

To face this issue, which was gaining greater proportions with the world’s population
growth and with the rising demand for higher standards in health services, a new
concept was designed to meet this challenge: universal health coverage (UHC). Defined
in the 58" session of the World Health Assembly in 2005, it promotes “access to key
promotive, preventive, curative and rehabilitative health interventions for all at an
affordable cost” (Latko et al.; 2011). Therefore, UHC must implicate both healthcare
and its financing system, to improve access and reduce the number of people suffering
financial catastrophe due to heath care expenditures. In fact, in 2011 it is estimated that
more than 60 million people were pushed below the poverty line in India, because of the
costs incurred in health services (Lancet, 2012). And apart from those who purchased
the service and were pushed below poverty, there are those others who don’t even seek
care because of the costs involved. This is why the financing method of the healthcare
systems must be improved in most countries, and pool funding systems must be
developed so to spread the financial risk across the population and prevent direct
payments as the major source of healthcare funding, since it is the major barrier
preventing access to services (Evan & Etienne, 2010). Furthermore, healthcare systems
should be built around incentives to ensure the best use of funds, and guarantee

efficiency and the equitable use of resources (Evan & Etienne, 2010).



In order to understand the current state of the situation, and where the overall progress
of UHC is, it seemed interesting to develop a dissertation focusing on the progress made
in the past years. However, time and resources were limited, so the study had to be
narrowed down to a few countries that could provide a reliable picture of the different
phases of development of UHC across the globe. Many researchers have published
papers on restricted economic areas such as the European Union (EU) or the
Organization for Economic Cooperation and Development (OECD), while others prefer
to analyze the situation in developing or poorer countries. But since the situation both in
developed and under-developed countries is of interest, and to gain a better insight of
the evolution of UHC, the choice of countries had to contemplate both cases. So, it
ended up being the Comunidade de Paises de Lingua Portuguesa (CPLP) — Community
of Portuguese-Speaking Countries — as it appeared to be a reasonable choice, since
besides sharing a common tongue and historical bonds, these countries are from
different geographical regions and are at different stages of economic development.

The main Research Question is “Assessing how Universal Healthcare Coverage is
progressing in the CPLP countries”. In order to do this, an analysis of indicators was
made. Collected in the World Bank and the World Health Organization database, the
indicators were chosen to represent the current state of the countries health-financing
situation, the population evolution and availability of resources. To better understand
the path these countries have been going through, the data was collected in a time period
of ten years: from 2003 to 2012 (the last year with information available for all
countries and for almost all indicators). Having a decade of information would help
achieve the key goal to observe what are the main trends happening in these countries
and to identify the main contrasts between them. All information will then be discussed
to draw out conclusions.

This dissertation is therefore divided in five different chapters, the present one being the
introductory. The second chapter presents a literature review, where the concept of
Universal Health Coverage and the underlying obstacles and necessities will be further
explained. The third chapter will explore the data collected, and will provide insights on
the progress of universal coverage among the countries of the CPLP. The results
obtained will be discussed in the fourth chapter, where the limitations of this analysis
and future needed research will also be highlighted. The fifth and last chapter will

conclude this dissertation.



Literature Review:

An overview on global health:
According to McKinsey Healthcare, the healthcare industry is now the world’s largest

with a value and cost three times greater than the banking sector. The alarming growth
of the world’s population, expected to reach 9.6 billion in 2050 (The Economist, 2014),
is one of the main factors giving the healthcare industry an increasing significance. The
improvement of life conditions coupled with the current average life expectancy of 70
years (WHO, 2012) is forcing several improvements in health provision.

However, there are still marked inequalities across the globe concerning healthcare
access: while in some countries almost 100% of births are attended by professional
healthcare workers, in other countries this rate is below 10% (WHO, 2010). Similarly, if
routine vaccinations were available to all children below the age of 5, 16 million lives
would be saved (WHO, 2010).

Despite these disparities, the expenses on healthcare have been growing steadily in the
past decade: in 2011 countries spent on average 9.1% of their GDP on health,
comparing to 8.2% in 2000 (WHO, 2014). Nevertheless there is still a large gap
between the minimum and maximum spent: 1.7% to 17.7% of GDP, in 2011 (WHO,
2014).

Although the situation varies from country to country, health care systems end up
evolving under constant pressures and different interests. The challenge is to make the
promotion and protection of people’s health compatible with the need to incentivize the
economic growth of the community (Sousa 2009; WHO, 2010). In the last decades,
health policies have changed course and focus many times, and it appears that these
constant political changes are too much to be followed by the system that ends up
growing at its own pace (Sousa, 2009).

Against common thinking, health challenges are present not only in under-developed
countries. Even though scientific, technological, social and economic evolution of the
last decades contributed to solve many health issues, populations from developed
countries are confronted today with new and more complex problems related to other
health necessities: longer life expectancy and the growing incidence of chronic diseases.
Similarly, the inversion of the age pyramid brought new challenges these countries were
not prepared to embrace. They are determining new health needs such as continuous

personalized care and more varied infrastructures (Sousa, 2009; WHO, 2013).



Nevertheless, poverty has an enormous impact on a population’s health outcomes. It
prevents not only the access to care, but also affects a number of other important health
characteristics such as nutritional adequacy (including the accessibility and quality of
drinking water). But other aspects of daily life are also of great importance for the
health status of a population: existence, or lack thereof, of appropriate shelter with
adequate sanitation, safety of the environment, higher probability of exposure to toxic
substances, lack of literacy and schooling which will limit knowledge about healthy
behaviors, and the effect of low social status over stress and psychosocial wellbeing
(Sachs, 2012).

It was in view of this situation that the concept of universal coverage was established

and started to be pursued by many countries and organizations.

What is Universal Coverage?
Universal Coverage (UC), or Universal Health Coverage (UHC) is a concept defining

that all people should receive quality health services meeting their needs, without
exposing them to financial hardship or poverty in paying for them (WHO, 2013).

Both components of UHC are inter-related and should benefit the entire population: the
good quality of essential health services that must be available according to need, and
the protection from financial hardship (WHO, 2014).

UHC has to be a dynamic concept, adaptable to each country differently. As quality is
improved through new technologies; cures and medical products come at higher costs
although they are of better quality. This ambivalence is a struggle even for rich
countries where it is hard to maintain the high level of standards previously established,
both of service and broad population coverage, and keep low out-of-pocket payments
(WHO, 2013).

Universal Coverage also incorporates principles of equality in access, quality and
financial protection. It is also a multi-sector issue as it involves both social and financial
dimensions as well as health dimensions. It appears logic that achieving UHC would
contribute to a healthier workforce and therefore increases in labor and productivity and
economic growth. Additionally, Universal Health Coverage improves education
outcomes, since healthier children do better at school (Basch, 2010). At the social level
UHC guarantees equal access to the same quality and range of health services for
everyone (WHO, 2013).



Taking this into account, each country or organization working to achieve Universal
Coverage must center themselves around three critical dimensions:

e Population: who is covered? Does the system include all people who need health
services? (WHO, 2013)

e Services: which services are covered and at what quality? Which services are
going to be the primary focus of UC: non-communicable diseases, or injuries?
Shouldn’t the implementation of UC embrace not only treatment but also
prevention, promotion, rehabilitation, and palliative services? It is also important
to consider that UHC requires access to medicine and some health technologies,
motivated health workers in sufficient numbers, health infrastructures covering
evenly a given geographical area and information systems allowing informed
decision-making both for patients and health professionals (WHO, 2013).

e Cost: how much of the cost of an intervention is covered? If the service’s entire
cost is an out-of-pocket payment, it will prevent the poor from using the
services, and for many treatments even the rich will suffer financially after a
long period of disease. So, how to implement pool funds such as taxes or
insurance contributions? What actions are necessary in order to spread the
financial risk across the population and allow cross subsidy from rich to poor,
from healthy to ill, and increase access services and financial protection? (WHO,
2013)

Because these three characteristics are specific to each country, there can’t be universal
rules of implementation and validation for Universal Coverage (WHO, 2013). What
works for one country does not apply for another, and what might be possible to
implement in a richer country is simply an unreachable task in a poorer country.

Although countries are at different stages of development, vary in terms of range and
distribution of health services and in the availability of health workers, have different
economic and social development and so have different needs for external support;
some transversal actions can be pursued by all countries that wish to attain Universal
Health Coverage. The first step is to review where they are in terms of UHC and how
their health system is currently working. Then they must develop or revise strategies for
an appropriate financing: creating a multi-stakeholder process involving all key players
(all ministries, sub national governments, private sector, civil society, etc). And finally,
they must implement their new policies and strategies, and keep a regular monitoring

and evaluation of progress, to revise and strengthen strategies (WHO, 2012).
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Monitoring progress:
As the search for Universal Coverage spreads across the globe, there is an increase in

the demand for expertise evidence and measures of progress to make data comparable
between countries and to draw conclusions about the worldwide state of health coverage
(WHO, 2014). Furthermore, monitoring progress is a complementary and critical action
to achieve desirable health outcome goals such as: ending preventable deaths,
promoting healthy life habits, reducing poverty and protecting household incomes
(WHO, 2014).

Although it cannot be considered as substitute to other health goals, monitoring UHC
should be a primary concern to understand the overall progress in health performance. It
is an effort made mainly around two components: level of coverage of health services
and level financial protection with focus on equity. It would also require regular
assessment of inputs such as: financing, health workforce and medicines; and outputs
such as: service provision, coverage of interventions, health impacts and the social
determinants of health. Monitoring can be made at two different levels: country level
and global level (WHO, 2014).

Country monitoring is very specific and should reflect the country’s unique
epidemiological and demographic profile, health system, level of economic
development and the population’s demands and expectations. This kind of tracking is
important because countries have different focuses: emerging economies might focus on
how to expand essential services to remote areas, while high income countries will
focus on modifying the range of available health services for their growing elderly
population. However, the domains to be monitored are the same (quality of services and
financial protection) and are relevant to all countries (WHO, 2014).

Global monitoring is valuable for standardizing measures so that they are comparable
across borders and over time. Furthermore, if countries were to adopt a common
monitoring with internationally standardized indicators, it would be much easier to draw
periodic comparisons allowing countries to learn from one another. Nevertheless, global
monitoring is not a substitute for country monitoring especially because priorities for
will differ among countries (WHO, 2014).

As stated before, some principles of monitoring are standard for all countries. For
example, measuring progress on both measures (quality of services and financial
protection) should be taken simultaneously, and should comprise the full spectrum of

essential health interventions: promotion, prevention, treatment, rehabilitation and
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palliatives; and their associated costs. Similarly, all countries should monitor benefits
for their entire population throughout life course, for all ages, genders and sub-groups
(healthy as well sick). It is also important to capture all levels of the health system: from
widespread interventions (tobacco prevention) to interventions for specific groups
(obstetric care). As for financial protection tracking, they should follow all levels of the
health system, as costs incurred may vary widely (WHO, 2014).

Additionally, to facilitate the analysis, measures should be disaggregated by
socioeconomic and demographic strata in order to allow assessment of the equitable
distribution of services and financial protection coverage (WHO, 2014).

Measuring UHC:
Measuring the coverage of essential health care services is more complex. There has to

be a large set of indicators classified differently according to the type of intervention,
target population, risk factors, and do on. So, indicators are organized into two main
broad categories set to cover the spectrum of interventions: prevention (promotion and
prevention) and treatment (treatment, rehabilitation, palliation) (WHO, 2014).

Each indicator is chosen according to three factors (WHO, 2014):

e Relevance: does it measure a health condition that is a priority? Is the
intervention cost effective? Is the service or condition addressed as a potentially
major health care expenditure?

e Quality: do the indicators represent effective or quality adjusted coverage?
Could complementary indicators be used to capture information on the quality of
service?

e Availability: are the indicators measured regularly, reliably, and comparably
with existing instruments?

For preventive care, there are already a number of well-established indicators of
interventions promoting health or preventing illness (vaccination rate) and other
indicators that monitor interventions to prevent non-communicable diseases (non-use of
tobacco) (WHO, 2014).

On the other hand, treatment indicators are relatively few, reflecting the difficulty in
determining what are the needs and conditions affecting only a fraction of the
population, which often require facility based care (surgery). Even in high income

countries, where there is extensive data, there are few indicators in use: illnesses that
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require long term hospitalization and treatment are often associated with higher
financial risks, and are the ones peoples avoid the most. For some conditions like
diabetes, where clinical tests are used, household surveys could help determine the size
of the population in need and also the number treated and serve as future indicators
(WHO, 2014).

Keeping in mind that UHC is a commitment to equity, there are still risks that poorer
segments of the population could be left behind. So it’s critical to have measures
disaggregated by a range of socioeconomic and demographic “stratifiers”: household
income, expenditure or wealth, place of residence and gender. To measure the coverage
of financial protection two common indicators are used: incidence of “catastrophic”
health expenditures - number of households that incur payments higher than their
resources - and the incidence of impoverishment due to out of pocket payments — degree
to which health spending causes extreme hardship by pushing families below the
poverty line(WHO, 2014).

However, the impoverishment indicator does not measure the number of families that
are pushed even further into poverty, which have to be captured by adding the number
of non-poor families impoverished by health expenditures to the number of already poor
families who incur out-of-pocket payments. The total is the number of households that

are pushed into poverty or deeper into poverty. (WHO, 2014).

Targets for assessing country progress towards UHC should also have a specific time
bound limit. This means identifying from the available data sufficiently ambitious, yet
achievable, improvements in equitable coverage of essential health services and
financial protection. The ultimate goal is 100% coverage, but it’s practical to set targets
based on empirical baseline data and past trends in the whole population and among the
poorest, taking into account issues in measuring need and effective coverage. Different
targets will be set accordingly: for vaccination higher targets are achievable, for other
conditions such as hypertension or HIV it’s not accurate to set 100% targets, so a given
country should set at least 80% coverage of essential health services. For financial
protection, a target that is both ambitious and achievable gives 100% protection from

catastrophic hardship and impoverishment health payments (WHO, 2014).
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Together, these measures can provide a snapshot of a given health system performance
with respect to coverage of some essential health services and financial protection, for
the population as a whole and for critical equity groups. Using the targets and
indicators, countries can identify their coverage gaps and determine how far and fast
they should improve the performance of their health systems to achieve progress
towards UHC. This common framework for monitoring UHC is designed to facilitate
comparison of progress among countries (WHO, 2014).

Naturally, each country is expected to contribute with further measurements of service
coverage and further equity stratifying measures in order to adapt UHC monitoring to
its own context. However, it is important to remind that UHC monitoring is not a
substitute for other measures of performance (e.g. health worker density and
distribution). Instead, it should be seen as a major part of a monitoring framework in
which inputs and outputs are linked to health outcomes.

The indicators make a valuable contribution to assess a health system’s performance
and achievement of desired health outcomes, though further investment is required to
develop new evaluating methods and indicators. Furthermore, betting in strategies like
data collection - through household surveys with standardized questions and from
facilities on services provided - to assess coverage of services and financial protection is

an important asset to have that also brings good value for money (WHO, 2014).

Obstacles to UHC:
Obstacles to UHC rise in many different sectors. From technological to leadership

problems the absence of guidance and of clear instructions can affect the goal of
Universal Coverage in countries of all income level (WHO, 2013).

In terms of leadership the main necessity would be for governments to have a clear
vision of the entire health system and come up with broader strategies to address both
social, health and gender inequalities. The main issues found in any country range from
unsuitable control of quality in health facilities to incoherent architecture of the
healthcare systems. Nevertheless, other problems such as lack of transparency and poor
accounting systems are often great obstacles preventing the establishment of universal
coverage measures. Improving this area with regulations and medicine policies are also

to be considered in every country (WHO, 2013).
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Financing has a very strong impact on the quantity and quality of health services
available. A healthcare system whose financing is based on out-of-pocket payments is
not only preventing people from seeking care but also provoking financial hardship in a
large slice of the population (Evans & Etienne, 2010). However, it is also important to
highlight other measures contributing to a system’s inefficiency and inequalities. One of
these is the payment and working conditions of health care workers which can be a
perverse incentive contributing to an unclear accountability. Reviewing other money
applications could also be of assistance in using better a country’s health budget:
allocating resources to low-cost interventions with higher impact (primary level
preventive care) instead of privileging high-cost and low-value investments (such as
hospital funding) (WHO, 2013).

The quality and adequacy of health services as well as the management of human
resources are also an important obstacle to universal health coverage. In many countries
the shortage and irregularity of supplies affects treatments, and often the continuity of
treatment is disregarded because of limited resources (Evans & Etienne, 2010).
Similarly the quantity of health caregivers has to be appropriate in order to have a
functioning system assuring coverage to all in need. However, what is usually found is a
lack of available professionals in rural areas, and the existing ones are often
inadequately trained with their skills lacking updating, suffering also from low
motivation due to poor working conditions (WHO, 2013). Finally, there is need for
better health infrastructures: renovating buildings and improving the even geographic
distribution of health centers are actions all countries need to take (WHO, 2013).

The increasing need of having valid evidence and information to give better care is
another important obstruction rising in every country. Preventive actions could be taken
at national level if data from the population was correctly aggregated and managed. On
another level, the lack of sufficient resources such as technology and medicines makes

several treatments and interventions unaffordable for the poorest (WHO, 2013).

Initiatives and choice of interventions
External support should be given and available to all countries who which to seek

guidance in their path to UHC. The range of help given should go from assistance in
assessing the current heath financing system: understanding how it is operating and

what are the available options that could accelerate implementation of changes enabling
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universal coverage (WHO, 2012). It is also important to understand what are the
desirable changes and the ones politically and economically feasible. Obviously there
are different interests at play; therefore dialogue must be privileged across all relevant
partners so the best synergies between the health planning process and health financing
strategies can be found (WHO, 2012).

Supporting and encouraging continuous monitoring and feedback is fundamental, but
innovation and learn-by-doing approaches should also be at the center of external
support. Each country has to have an autonomous evaluation, monitoring and
innovation system. In this way, countries can benefit from other’s experiences and
different areas of the health care system can be improved. It is also a valuable strategy
to understand the financial options available, and see in what ways more money can be
raised, how to reduce risk, improve transparency and accountability to have more
efficiency and reduce inequalities (WHO, 2012).

Organizations like WHO or existing partnerships like the European Union can also play
an important role in giving support global or regional level respectively. They can be
useful platforms for exchanging information and obtaining advice or help (Lancet,
2012; WHO, 2012).

This would make the process of achieving universal coverage easier for any country
who wishes to start moving in that direction. Guidelines would be prepared and would
lead the analysis needed. Experience sharing would be much easier across countries of
different income-level countries in different regions, as well as getting in touch with
innovative methods (Lancet 2012; WHO, 2012).

This kind of sharing is a great tool for countries needing support in doing a financial
analysis, tracking expenses or reorganizing their resources. Innovative ideas and
dialogue across professional would be available as well as across relevant political
institutions (WHO, 2012).

UHC planning
Planning coverage must be a task performed at country level. Elaborating a plan

assessing which diseases causes more burdens on the population is a very specific issue
to each nation. Therefore, establishing options to deliver care and prioritize

interventions is something particular to each country’s situation. This kind of planning
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will allow a better overview of the population’s needs and will highlight inequalities so
they can be tackled (Victora et al., 2004).

A consideration about the levels of coverage a country is able to offer is also important.
Several interventions might achieve medium coverage, but few are the ones who
actually have high coverage. In order to choose effectively the set of interventions the
benefits and the scale at which they can be performed must be considered. Furthermore,
attention has to be given to the duality of pursuing short-term universal coverage and
the long-term goal of strengthening the health system (Victora et al., 2004).
Unfortunately, the time-frames of governments and donor organizations are rarely
longer than five years. And when in charge, they usually prioritize short-term high
impact coverage actions rather than preferring a long-term approach benefitting the
quality of planning, implementation and integration of efforts. Learning from the past is
crucial and the constant governmental and staff turnover do not contribute to keep track
of institutional memory (Victora et al., 2004).

Strategies to overcome inequalities:
Health care systems should be regarded as key players in diminishing inequalities,

because there are many linkages of poverty with poor health. Of course, other elements
such as the lack of proper housing, safe drinking-water and sanitation are not directly
related to the health system but are also greatly responsible for poor health conditions
(Sachs, 2012; WHO, 2013). Still, the health sector is particularly important because a
large portion of the diseases burdening poor households result from a limited category
of diseases. They are known as group | diseases integrated by communicable diseases
and nutritional deficiencies. They should be the main focus of universal coverage
interventions because there are powerful low-cost measures that can be taken to prevent,
treat, or cure the disease. Consequently, much of these diseases could be tamed at fairly
low-cost, relieving poorer households of this burden (Sachs, 2012).

In 2012, Sachs proposed a minimum basic package of health needs, probably costing
around US$50-60 per person, prioritizing effective low-cost interventions. It would
cover with high effectiveness mostly group | diseases - diarrhea, pneumonia,
vaccinations, malaria control, malnutrition, perinatal deaths, and maternal deaths
(related to pregnancy and childbirth) - but also in some of group 11 (hon-communicable)

and group 11 (trauma).

17



Still, this proposition brings out two main concerns: health financing and the
organization of health-care delivery. In fact, in low-income countries many families
lack cash at many points of the year, so ending service fees might be the only solution
to allow all citizens access to healthcare (Sachs, 2012). Even the smallest of sums,
usually put in place to prevent wasteful use of resources, can block the poorest from
accessing the most basic forms of health care.

To fight against these inequalities, there are many economies of scale and scope
available to ensure a broader coverage of health interventions. It was already used to
fight Malaria, when distribution of free bed-nets started and the number of deaths fell
dramatically (Sachs, 2012).

In these lowest-resourced countries, the greatest need is to strengthen the public sector.
Usually, these countries have very large out-of-pocket sums, forcing those who can
afford care to go to private institutions and leaving the poor out of even the most basic
treatments (Sachs, 2012).

However, simply pouring money into the public health care system is not enough. There
is need for appropriate and sustainable measures, using resources efficiently and
adequately. Roughly 5% of expenses in healthcare could be saved if there was less
inappropriate use of medicine and equipment (Lancet, 2012; WHO, 2013), and
similarly, it is known that 20 to 40% of all resources are wasted because of
inefficiencies of the systems: length of hospital stay, patients wrongly admitted, medical
mistakes, corruption and fraud are some of the common causes of this waste (Lancet,
2012; WHO, 2013). Measures of critical assessment, using technologies properly, and
motivating health workers, improving hospital performance especially in accountability
and transparency issues are some of the actions a country can implement to pursue UHC
(WHO, 2013).

Another important strategy lies in raising awareness about inequalities in wealth,
education, income, and other important factors determining who accesses the services,
since they are also obstacles to UHC. Partnerships between ministries (health,
education, financing) to overcome these barriers are a possible complementary strategy
(WHO, 2013).

Investing in research is essential, because no development will be achieved without it.
But, it is a difficult area for research, because problem formulation is difficult and

evaluative studies are scare, and some approaches are often not applicable. Still, as the
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literature grows in this area, new opportunities to refine and develop rigorous methods
arise (Bravata et al., 2005).

Health care systems functions:
Providing health is defined by any set of activities whose primary intent is to improve or

maintain health (Murray et al., 2000). The healthcare system is responsible for making
the resources and workers available but is also in charge of financing, regulating and
providing care (Murray et al., 2000).

As mentioned before, health systems can largely influence macroeconomic production.
Therefore, some methods of financing such as employment-based insurance may delay
a country’s economic performance (Murray et al., 2000; WHO, 2013).

There are three main goals for a health system: health, responsiveness and fairness in
financial contribution:

e Health: the central goal, which is to improve the health of the population. The
loss of this objective would lead people to choose not to have them. The system
must worry with the average level of population health and with health
distribution inequalities within the population (Murray et al., 2000).

e Responsiveness: enhancing the responsiveness of the health system, to
legitimate expectations of the population. Not only in actions of respect (for the
dignity, autonomy and confidentiality of the patient), reflecting the interaction of
the population with the system, but also in dimensions reflecting the patient as a
consumer deserving satisfaction (having the possibility to choose which
institution and which doctor to have) (Murray et al., 2000).

e Fairness in financial contribution: financial risk pooling is a very important
measure to prevent that no family becomes become impoverished, or pay an
excessive share of their income in obtaining needed health care. Therefore, those

who have less should pay less (Murray et al., 2000).

The concept of efficiency and performance, in economics, is defined by producing a
given output at the lowest possible cost, or to attain the maximum producing quantity
with a fixed budget. Therefore, measuring the performance of the health system is very
hard to measure, because it’s relative to so many different factors. It is also difficult to

compare countries among each other, since they have very different circumstances and
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have different resources available. Performance should also be evaluated in a longer
time frame, and regarding all three goals of the system (Murray et al., 2000).
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Analysis:

Methodology:
This research in the dissertation was developed with quantitative measures. The goal

was to search and analyze the development of Universal Health Coverage in the CPLP
countries, and for this purpose, a set of indicators was chosen. Collected in the World
Bank and in the World Health Organization websites, the indicators were categorized
into three main groups who would help understand the current state of health

expenditures, population evolution and resource analysis for these countries.

Choice of countries and overview of each system:
The CPLP (Comunidade de Paises de Lingua Portuguesa) is a community for

Portuguese speaking countries. After some years of designing the project, it was finally
founded in 1996 with the goal of joining together the countries who shared not only a
language but also an historical heritage and a common view in democratic and
development values (CPLP, 2015).

This organization takes action mainly in priority sectors such as Education, Healthcare
and the Environment; mobilizing internal and external help and resources, creating new
and maintaining current mechanisms. More and more the resources available come from
Governments but also from other large organizations such as the United Nations and the
World Health Organization (CPLP, 2015).

The current nine members are Angola, Brazil, Cape Verde, Guinea-Bissau, Guinea-
Equatorial, Mozambique, Portugal, Sao Tome and Principe and Timor-Leste.

To analyze Universal Healthcare Coverage in the CPLP countries would give a varied
overview on how UHC is developing worldwide. This group of countries represents a
geographical variety of realities, but also an economical and social diversity, which will
bring a pretty accurate picture of the different problems UC faces around the world.
Therefore, the needs of one of the poorer countries compared to another will not be
limited to economic necessities, but also to other geographic and climatic constraints.
The analysis was made in eight of the nine members, because of the very recent
adhesion of Guinea-Equatorial (2013) who just yet started to benefit from the

Community.
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Angola
Angola is classified as an upper-middle income country of the African region and

although the country has been registering enormous growth in the past years, many
inequalities are still to be resolved. Their GDP per capita is slightly below other African
countries of the same class, and so is their life expectancy and maternal mortality rate
(WHO, 2012). Furthermore, Angola also still has a large percentage of its population
with no access to sanitation and clear water sources (WHO, 2012).

Table 1- Angola Key Facts

20.820.525

GDP (in $US) 115 billion
GDP per capita (in $US) 5,482

Spent in Healthcare:

% of GDP 3,474
4 billion
190
52
Maternal mortality rate (per 100,000 610
live births)
Number of under 5 deaths (per 100,000 172,6
live births
% of population with access to:
Improved sanitation facilities 60,13
Water source 54,28

Sources: World Bank, WHO

Funding of healthcare in Angola happens essentially through domestic funding, with
external resources representing only 2% of the total. However, only 3.5% of the GDP is
allocated to healthcare. Additionally, when purchasing a health service, 27% of its cost
is paid through out-of-pocket expenditures, meaning that individuals must have a large

amount of cash available to access healthcare (WHO, 2012)
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Figure 1- Angola's sources of funding

WHO FUNDS BB 7= Funding from abroad
L s Domestic funding
. Spending by houssholds

: - B2% 1% Expenditure by government
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Sources: World Bank, WHO

Comparisons with the other countries of the same category demonstrate how meager

Angola’s investments in healthcare are. Government expenditure is far below the
average of $247 per capita of other upper-middle income countries of Africa.
Household spending per capita are below the average as well, meaning that the families

resources are often allocated to other goods than healthcare (WHO, 2012).

Figure 2- Angola's per capita expenditure

Per capita expenditure in US$ (constant 2012 US$)
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Sources: World Bank, WHO

Brazil
Brazil is considered an upper-middle income country of the American Region. Albeit

having a higher GDP per capita than the average countries of the category and a lower
maternal mortality rate, Brazil still has a lower life expectancy than others and a high
rate of under-five deaths. On the other hand, it matter to point out the large coverage of

the population’s access to water and sanitation facilities (WHO, 2012)
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Table 2- Brazil Key Facts

198.656.019

GDP per capita (in 3US) 11,348
Spent in Healthcare:
% of GDP 9,309
In $US 210 billion

Per capita (in $US) 1,056
73
Maternal mortality rate (per 100,000 58

live births)

Number of under 5 deaths (per 1,000 14,5
live births)

% of population with access to:
Improved sanitation facilities 81,33
Water source 97,54

Sources: World Bank, WHO

Figure 3- Brazil's sources of funding

WHO FUNDS 100% 0 Funding from abroad
HEALTH CARE 7 . Domestic funding

Spending by households

WHO BUYS - &% 3% Expenditure by government
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Sources: World Bank, WHO

Brazil funds 100% of its healthcare, but still forces the population to incur a large
percentage (31%) of out-of-pockets payments, creating therefore a barrier for those with
less money.

But a constant progress in this sector is being made, and the trend seems to be to keep
increasing expenses in healthcare. Brazilians households’ expenses on health services
have been growing and are higher than other upper-middle income American countries.
The same goes for government expenditure per capita, which has been steadily
increasing for the past decades (WHO, 2012)
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Figure 4- Brazil's per capita expenditure

Per capita expenditure in US$ (constant 2012 US3§)
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Sources: World Bank, WHO

Cape Verde
Cape Verde stands in the low-middle income group of African countries. With a small

amount of the GDP spent in healthcare, the country still presents and impressively low
maternal mortality rate and under-five deaths. As for water and sanitation facilities
access, although the current number are not shocking there is still progress to be
achieved (WHO, 2012)

Table 3- Cape Verde Key Facts

Key facts (2012)
Population 494.401

1 billion
3,700
Spent in Healthcare:
% of GDP 3,896
71 million
144

Life expectancy 71

Maternal mortality rate (per 100,000 94
live births

Number of under 5 deaths (per 1,000 26,7
live births)
% of population with access to:
Improved sanitation facilities 64,94
Water source 89,29

Sources: World Bank, WHO
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Figure 5- Cape Verde's sources of funding

WHE FUNDS 3% g, Funding from abroad
HEALTH CARE 7 Domestic funding
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Other

Sources: World Bank, WHO

Provenience of funding is largely domestic, but a good slice (28%) of financial support

is still depending on foreign contributions. Stressing that out-of-pocket expenditures
only account for 22% of the costs is essential, as it is one of the lowest rates of all CPLP
countries.

Like other countries, the tendency for the past years is for the amount invested in health
care to grow. In this case, only households spending per capita are below the average

even if an increase is being registered (WHO, 2012)

Figure 6- Cape Verde's per capita expenditures

Per capita expenditure in US$ (constant 2012 US$)
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Sources: World Bank, WHO

Guinea-Bissau
Guinea-Bissau is among the low-income countries of Africa. With a large population

and a low GDP, the country only spends $30 dollars per capita in healthcare.
Additionally, the life expectancy is very low, and few have access to sanitation

facilities.
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Table 4- Guinea-Bissau Key Facts

1.663.558

GDP per capita (in 3US) 507
Spent in Healthcare:
% of GDP 5,865
In $US 50 million

Per capita (in $US) 30

49
Maternal mortality rate (per 100,000 1000

live births)

Number of under 5 deaths (per 1,000 127,9
live births)

% of population with access to:
Improved sanitation facilities 19,67
Water source 73,64

Sources: World Bank, WHO

Extensive funding comes from outside the country, and the state’s participation in
health costs id very low: 23%, limiting the population access to health services. 43% of
costs have to be paid by households, and in a country with a low GDP per capita is

creates an obstacle to extensive population coverage.

Figure 7- Guinea-Bissau's sources of funding

WHO FUNDS 68% 4% Dnm§tn funding
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Sources: World Bank, WHO

Contrary to most of the other CPLP countries, the expenses in the health sector have
been going up and down. Although Guinea-Bissau is not far from the average of other
low income countries in Africa, there has been a recent decrease resulting especially in

very low expenses of households in health.
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Figure 8- Guinea-Bissau's per capita expenditures

Per capita expenditure in US$ (constant 2012 USS§)
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Sources: World Bank, WHO

Mozambique
Mozambique is a low income African country, and faces similar issues as Guinea-

Bissau. Not only a very low amount is spent per capita in health services, but the
population has also very scarce access to clean water and sanitation facilities.
Furthermore, under-five deaths are very high, as well as maternal mortality, and life

expectancy is also extremely low.

Table 5- Mozambique Key Facts

Key facts (2012)
25.203.395

GDP (in $US) 14 billion
GDP per capita (in $US) 579
Spent in Healthcare:
% of GDP 6,423
In $US 937 million
Per capita (in $US) 37
49
Maternal mortality rate (per 100,000 550
live births)
Number of under 5 deaths (per 1,000 90,6
live births)
% of population with access to:
Improved sanitation facilities 21,01
Water source 49,24

Sources: World Bank, WHO
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As such, financial is given essentially from external sources, and probably these foreign
entities also cover the 51% of healthcare costs. Therefore, the Mozambican population
faces only 5% of out-of-pocket expenditures, less than Cape Verde (however Cape

Verde relies majorly on domestic funding).

Figure 9- Mozambique's sources of funding

WHO FUNDS 447 iy Funding from abroad
HERLTH SARES Domestic funding
. Spending by househokds
> I S il Expenditure by government

Orther

Sources: World Bank, WHO

Even if the situation can be compared in several indicators with Guinea-Bissau, the
investing trend is more promising, with two out of three curves showing growing
tendencies. Household expenses in health are contrary to the other variables. To explain
this, we can hypothesize that apart from having to allocate resources to other essential
goods; the reliance in traditional methods is still very strong in Mozambique and can be

an explanation for this low rate.

Figure 10- Mozambique's per capita expenditures

Per capita expenditure in US$ [constant 2012 U S§)
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Sources: World Bank, WHO
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Portugal
Portugal is a high income European country, but despite the stable situation in several

indicators, other areas of the healthcare sector have been suffering with the recent
financial crisis. However, the high rates of access to basic sanitation and clean water is

to be highlighted, as well as the very low maternal mortality and under-five death rates.

Table 6- Portugal Key Facts

10.514.844

GDP (in $US) 218 billion
GDP per capita (in $US 20,160
Spent in Healthcare:
% of GDP 9,448
20 billion
1,095

79

7
live births
live births

% of population with access to:
Improved sanitation facilities 100
Water source 99,84

Sources: World Bank, WHO

Figure 11- Portugal's sources of funding

WHO FUNDS 100% Funding from abroad
HEALTH CALRE 7 . Domestic funding
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Sources: World Bank, WHO

Funding happens exclusively from domestic resources, but the population still has to
incur 32% of out-of-pocket costs for health services. As opposed to other CPLP
countries the growth in healthcare expenditure has been increasing slowly, actually
registering a decrease after the 2008 financial crisis. When compared to the average of
other high income European countries, Portugal stands below in government

expenditure, and slightly above in household spending.

30



Figure 12- Portugal's per cpaita expenditures

Per capita expenditure in U5$ (constant 2012 US$)
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Sources: World Bank, WHO

Sao Tome and Principe
Sao Tome is a low-middle income African country, and already the difference is noted

in its health situation. By spending $109 per capita, Sao Tome is able to have a better
life expectancy than other CPLP countries and ensure 97% of its population a clean
water source. However, efforts have to be made to provide widely sanitation facilities.
Its small population might be an explanation for null maternal mortality and under-five
death rates.

Table 7- Sao Tome and Principe Key Facts

Key facts (2012

188.098
GDP (in $US) 0.26 billion
GDP per capita (in $US 1,386
Spent in Healthcare:
% of GDP 7,879
In $US 21 million
Per capita (in $US) 109
68
Maternal mortality rate (per 100,000 0
live births)
Number of under 5 deaths (per 1,000 52,8
live births)
% of population with access to:
Improved sanitation facilities 34,41
Water source 97
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Sources: World Bank, WHO

Despite its better situation, Sao Tome and Principe still relies heavily on external
funding, and its population pays the largest out-of-pocket payments from all CPLP
countries. More than half of the cost has to be spent by households, with the
government paying only 32% of the expense.

Figure 13- Sao Tome and Principe's sources of funding

WHO FUNDS 57% 435, Domestic: funding
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Sources: World Bank, WHO

There have been several peaks in the per capita expense of Sao Tome, but mainly 2003
and 2008 total expenses per capita plummeted, are slowly recovering. It is also to be
noted that from 2005 on household expenses surpass government expense per capita.
Nevertheless, Sao Tome lies above the average of the other countries of the same
category.

Figure 14- Sao Tome and Principe's per capita expenditures

Per capita expenditure in US$ (constant 2012 US$)
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Sources: World Bank, WHO
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Timor-Leste
Timor-Leste is a low-middle income of the South East Asian Region. Being a recent

country, Timor still has to work on several issues such as assuring clean water and
access to sanitation facilities to its whole population. Maternal and under-five mortality

are pretty high, and measures must be taken to reduce them.

Table 8- Timor-Leste Key Facts

1.210.233

GDP (in $US) 1,27 billion
GDP per capita (in $US 1,160
Spent in Healthcare:
% of GDP 4,289
76 million
68
67

live births
live births

% of population with access to:
Improved sanitation facilities 38,93
Water source 70,49

Sources: World Bank, WHO

Timor-Leste’s healthcare rests mainly in foreign financial support, but the government
assures 94% of the cost of any health service. Households only face 6% of out-of-
pocket payments.

Figure 15- Timor-Leste's sources of funding

WHO FUNDS BT 38 Dnmt.?sm Tuaneching
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Sources: World Bank, WHO

Household’s per capita expenditure has been rising very slowly and are far below the
average; while the government’s disbursements, rising faster but not steadily, still lie

above the average.
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Figure 16- Timor-Leste per capita expenditures

Per capita expenditure in US$ (constant 2012 USS§)
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Data comparison: trends and evolutions, major disparities
Although it might not reflect the situation in 2015, for purposes of comparison, all data

analyzed relates to 2012 since is the latest year with cross-sector information given for
all countries. In that year, the situation still appeared very unequal across the CPLP
members: Portugal with a GDP of $218 billion spends 9.5% of it in healthcare assigning
$1095 per capita, while Brazil with a $2248 billion GDP allocates 9.31% to health
services and spends $1056 per capita. In fact, the total expenditure in Healthcare, as a
percentage of GDP, is dispersed from 3% to 9.5%. Additionally the weight of private
expenditure is very different from country to country; the extremes are Cape Verde with
22% and Guinea-Bissau with 77% (WHO, 2012; World Bank, 2012).

As for other more specific indicators such as Life Expectancy the eight countries are
widely spread over more than 30 years. A Mozambican can expect to live 49.8 years on
average while a Portuguese expects 80.3 years of life. In Portugal 100% of the
population has access to sanitation facilities and drinkable water sources while in
Mozambique only 21% have access to sanitation facilities and 49% to water sources
(WHO, 2012; World Bank, 2012).

Conscious of these inequalities, the purpose is to understand what underlying factors are
causing such disparities among countries. Although several reasons can be thought of —
natural catastrophes, political instability, etc... - the main focus will be to look into

several health or health related indicators and financing information of the eight
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different healthcare systems, in order to compare them and look for their central issues.
However, other reasons might be taken into account to explain the data.

Also, in order to understand the conditions and the real situation of each country it is not
possible to make a static analysis of only one year 2012. Therefore all indicators will be
analyzed in the recent years, to show a more truthful view of the progression and
development of these nations.

Health expenditures:

As % of GDP:
The % of GDP invested in Health shows the weight health expenses have as a part of

the country’s Gross Domestic Product. Total expenditure in health incorporates both
public and private expenses and includes a number of health services such as:
prevention and treatment, emergencies, family planning and nutrition activities; but
excludes water and sanitation provision (World Bank, 2012). Although all countries
spend less than 10% of their GDP in health, Angola, Cape Verde and Timor redirect

less than 5% of their national budget to Healthcare.

Table 9- Total Health expenditure as a % of GDP

. —&— Angola
, Total Health expenditure as a % of GDP
14 —fl— Brazil
12
= Cape Verde
10 '—P—.ﬁﬁ‘ ==
=>¢= Guinea-
8 Bissau
6 == Mozambique
4 =®— Portugal
2 Sao Tome
0 . . . . . . . : : and Principe
2003 2004 2005 2006 2007 2008 2009 2010 2011 2012 Timor-Leste
Sources: graphic drawn based on information from the World Bank and WHO
Per capita:

The expenditure per capita is one of the indicators where the most remarkable

differences are. Although all countries appear to have increased their expenditure in
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healthcare per capita in the past years, the disparity in amounts invested is striking.
There is a large gap between the countries spending more than $1000K — Brazil and
Portugal — and all the others situated below the line of $200K of expenses per capita
(World Bank, 2012).

Table 10- Health expenditure per capita

Health expenditure per capita —o—Angola
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Sources: graphic drawn based on information from the World Bank and WHO

This second table shows with more detail the evolution in the expenditure per capita for
the six countries with lower investment. Again, the expenditure tends to increase in
every country; however, there are still three countries with health expenditure equal or
below $50K: Guinea-Bissau with $30K, Mozambique with $37K and Timor with $50K;
which, as seen previously, are countries that have more than 50% of foreign funding for

health services.
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Table 11- Health expenditure per capita: detail

Health expenditure per capita
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Sources: graphic drawn based on information from the World Bank and WHO

Out-of-pocket expenditures:
Out-of-pocket expenditure (OOP) is what a person has to pay to receive treatment apart

from the amount that is covered by insurance and tax. So, a high percentage of out- of-
pocket expenditure means that apart from insurance and tax payments, one still has to
have liquidity to benefit from healthcare. Having 51.5% of OOP expenditure like Sao
Tome and Principe is very demanding for the population, restricting a large part of
accessing the System and having their needs taken care of (World Bank, 2012).

Table 12-Out-of-pocket expenditures

Out-of-pocket Health Expenditure as a % of
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Sources: graphic drawn based on information from the World Bank and WHO
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Private expenditure:
Private healthcare expenditure gives us an idea of how the majority of the population is

covered, and in which sector efforts are being made to provide better healthcare.
Guinea-Bissau leads with 77% of private expenditure, suggesting little government
implication in the Healthcare area, but in a country where funding from abroad
represents 66% of Healthcare, it would be expected to have a private health sector with

an important representation.

Table 13- Private health expenditure
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Population:
The dimension of a country’s population can be determinant to the capacity of

achieving sufficient health coverage. In the past decade, the CPLP population registered
growth, but coming especially from the countries who are in developing stage. Angola’s
population grew in 5 million -35%- representing the largest growth in all countries, and
Timor-Leste passed the one million people barrier, increasing its population in 30%.
Sao Tome and Principe, Mozambique and Guinea-Bissau saw their populations growing
in 28%, 27% and 22% respectively, which in Mozambique and Guinea is possibly due
to the beginning of the stabilizing situation after years of political instability.
Nonetheless, Brazilian, Cape Verdean and Portuguese population registered very small
growth comparing to the other countries, with 9%, 6% and 1% increase in population
since 2003.
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Table 14- CPLP Population

CPLP population in 2012
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Sources: graphic drawn based on information from the World Bank and WHO

Life expectancy:

Life expectancy is a growing indicator in all countries. While some face the ageing of

the population and the inversion of the age pyramid— which will require a new set of

health needs and the emergence of new diseases — other countries are facing population

boost as an indicator of better, or improving, life conditions that eliminate more and

more the possibility of premature death.

Table 15- Life expectancy
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Sources: graphic drawn based on information from the World Bank and WHO
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Under-five deaths:
Witnessing a declining trend in the number of deaths in little infancy shows how far

living conditions are improving. But still, there are major disparities across countries of
the CPLP. Three countries are below 30 deaths per 1000 live births, the minimum being
in Portugal with 3.8 deaths, and the other five still facing a significant number of
deceased children.

Table 16- Under-five deaths

Number of under 5 deaths (per 1000 live
births)
250 == Angola
—{l— Brazil
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= Cape Verde
150 | X e Guinea-Bissau
7Y == Mozambique
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- =®- Portugal
50 I : : : 1 e  ——Sao Tome and
Principe
A *- .* ﬂir‘ ~—Timor-Leste
0 _J T ' T ’ T . T ‘ T ‘ T . T T
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Sources: graphic drawn based on information from the World Bank and WHO
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Resources:

Physicians:
The number of physicians per 1.000 people is below 1 in 5 countries, and the number of

nurses and midwives is below 1 in 3 countries showing how few resources they have

available to cater the needs of growing populations.

Table 17- Number of physicians

Data from: Data from:

0,08 2009 0,166
2006 1,694 2010 1,764
2004 0,49 2010 0,295
2004 0,12 2010 0,045
2004 0,03 2012 0,04
2005 3,44 2010 3,868
N/A No data N/A No data

Sources: graphic drawn based on information from the World Bank and WHO

Nurses and midwives:

Table 18- Number of midwives

Data from: Data from:

2009

1,35 1,66

2003 3,84 2010 6,419
2004 0,87 2010 0,453
2004 0,7 2010 0,551
2004 0,32 2012 0,412
2005 4,59 2010 5,331
2004 1,867 2004 1,867
2004 2,189 2011 1,112

Sources: graphic drawn based on information from the World Bank and WHO
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Hospital beds:
The same happens to the number of beds available to treat people internally in hospitals.

Although the data is from different years, one can expect that the situation has not
largely progressed since the lack of new information is not a good sign.

Table 19- Number of hospital beds

Last data

from:

2005 0,8
2012 2,3
2010 2,1
2009 0,96
2011 0,7
2011 3,4
2011 2,9

Wimorteste | 200 59

Sources: graphic drawn based on information from the World Bank and WHO

Access to sanitation facilities and clean water source:
In both these variables the tendency is to have more and more population with access to

basic needs: water source and sanitation access. However, 4 countries still cannot assure
sanitation facilities for more than 50% of their population, and 4 countries guarantee
clean water source to less than 80% of their population.

Table 20- Sanitation facilities

Sanitation facilities (% population with —*—Aneol

access) —f— Brazil
C= O
== Cabo Verde

(V)4
100 ¢ S — 00—

=>&= Guinea-Bissau

== Mozambique

—®— Portugal

==t==S30 Tome and
Principe
Timor-Leste

1995 2000 2005 2010 2012

Sources: graphic drawn based on information from the World Bank and WHO
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Table 21- Clean water source

Clean water source (% population with

acceSS) =&— Angola
o—-—0— - —— Brazil

90 -
,‘/‘—é ~#— Cabo Verde

=>&= Guinea-Bissau
20 V/(

% / == Mozambique
60 ~

/ —®— Portugal
50

Sao Tome and
Principe
30 : : : : : . Timor-Leste

100

40 -

1990 1995 2000 2005 2010 2012

Sources: graphic drawn based on information from the World Bank and WHO
Correlations:
Correlation is a measure translating the extent of statistical interdependence between
two variables. It is measured between -1 and 1 with any result from 0.8 to 1 considered
a very strong positive correlation, and similarly a result between -0.8 to -1 is a very
strong negative correlation. Results near O translate the absence of dependence between
variables. A positive correlation implies that the two variables increase or decrease
together, while a negative correlation happens when an increase in one variable is
accompanied by a decrease in the other one.
This statistical tool was used for every country to measure the correlation between some
of the variables presented. The goal is to understand if variables are independent from
each other or not. This would help to figure whether the efforts on one area,
expenditures for example, would influence variations on another (e.g. population

variables).

Angola:
(Appendix 1)

In the past ten years, the percentage of GDP Angola allocated to healthcare has been
decreasing. However, the opposite has happened to the expenses per capita, where a
steady growth is noted. In fact, these two variables have a correlation of -0.7, in the

limit of being considered very strong.
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The strong negative correlation (-0.8) between the expenses per capita and out-of-
pocket expenditures show how the rise in government expenses in health care are
accompanied by a lower weight in out-of-pocket payments incurred by the population.
The same happens with the per capita expenditures and private expenditures (-0.8), and
the same conclusions can be drawn: a raise in public expenditures in Angola, are
followed by a decrease in private expenses.

As for the population, it appears that the decrease in under-5 deaths is very strongly
correlated with the increase in life expectancy. In fact these two variables have a
negative correlation of -0.99. Similarly, the increase in expenditures per capita has a
strong negative correlation with the decrease of under-5 deaths: -0.9.

These results help us understand that a decrease in percentage of GDP allocated to
healthcare does not translate into a lack of healthcare evolution. In fact, despite the
decrease, there are still several achievements that stand out in both areas, namely the
strong increase in expenses per capita and the reduction of out-of-pocket payments, as

well as the diminishing under-5 deaths.

Brazil:
(Appendix 2)

In Brazil, as the percentage of GDP allocated to healthcare has augmented, so have the
expenditures per capita. Therefore, there is a strong correlation between these two
variables showing a coefficient of 0.9. Inversely, out-of-pocket expenditures have
followed a downwards path during the last decade which is negatively correlated to the
increase in per capita expenses (-0.76). On the other hand, private expenditures and
expenses per capita appear not to have any kind of significant correlation with a
coefficient of -0.4.

Life expectancy and under-5 deaths are strongly correlated with -0.99, showing the
evolution in the living conditions of the Brazilian population.

This analysis shows how the weight of private expenditure in the Brazilian healthcare
system seems to have no direct dependence with the amount of government expense. It
is also worth noting the improvement in under-5 deaths, and in the increase of life
expectancy. Although in a period of ten years there can be no direct causality between
these two variables, they both mirror the evolution and improvements in living

conditions of the Brazilian people.
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Cape Verde:
(Appendix 3)

As what happened with Angola, the percentage of GDP allocated to healthcare
decreased in Cape Verde during the last decade. But similarly, the amount of health
expenses per capita increased, and therefore there is a strong negative correlation
between these two data sets: -0.85. Yet, out-of-pocket payments have had no significant
variance for the past years, which is translated into a correlation of -0.6 with the amount
spent per capita. Furthermore, there is a similar correlation (-0.55) between private
expenditure, which has kept an almost constant weight inside the Cape Verdean health
system, and expenditures per capita.

On the population side, life expectancy and unfer-5 deaths are negatively correlated, as
with Angola and Brazil. However, there is no strong correlation: -0.7, since there have
been little improvements in the under-five mortality.

Although there can be several improvements made in the amount of out-of-pocket
payments and the rate of child mortality, expenses per capita have raised significantly in

the past years and life expectancy is improving at a steady rate.

Guinea-Bissau:
(Appendix 4)

The increase in government expenditure per capita and the overall growth of the
percentage of GDP allocated to healthcare are strongly correlated (0.86). Out-of-pocket
expenditures have both increased drastically and decreased in the past decade, and
therefore, there is no strong correlation between them and the expenses per capita (-0.5).
A similar observation id made between private expenditure and the expenses per capita.
With a -0.75 correlation, it is important to note that the private healthcare has a major
role in Guinea reaching 82% of total health expenditures.

The percentage of GDP does not appear to have a very strong correlation with the
decrease in under-5 deaths, with a coefficient of -0.6, but the dependence of this last
variable with life expectancy is very strong: -0.99.

When looking at Guinea’s data, it is important to highlight the great weight of private

expenditure as well as the high percentage of out-of-pocket payments. However, there
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has been a substantial reduction in child deaths, and slowly but steadily, the government
appears to be allocating more resources per capita.

Mozambique:
(Appendix 5)

The Mozambican percentage of GDP allocated to healthcare has been going up and
down for the past decade; therefore it is not significantly correlated to any other
variable.

However, some conclusion can be made with other variables. Out-of-pocket payments
have plummeted, while the expenditures per capita have risen sharply, these motions are
translated in a very strong correlation coefficient of -0.8. On another hand, private
healthcare has also gained importance and grew considerably in the recent years. Its
correlation with the amount spent per capita is very strong and positive: 0.88.
Mozambique is another country where the decrease in child mortality is very much
accentuated and although life expectancy hasn’t improved much, there is a correlation
of -0.96 between these two variables.

In this case, the importance of alleviating the burden of out-of-pocket payments is to be

highlighted, as well as the impressive reduction in under-5 mortality rate.

Portugal:
(Appendix 6)

In Portugal, there has been little variance in the percentage of GDP allocated to
healthcare, and despite some variations, the amount spend per capita rose in the past
decade. These two variables show a mild correlation of 0.65 between themselves.
Similarly, the amount of expenditures per capita is not significantly correlated with
private expenditures and the amount of out-of-pocket payments: coefficients of 0.47 and
0.34 respectively.

But also in this case, life expectancy and under-5 deaths are strongly correlated (-0.8),
with Portugal showing further progress in an already low child mortality rate, and

keeping the rise in life expectancy.
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Sao Tome and Principe:
(Appendix 7)

Sao Tome and Principe not only experienced a significant decrease in the percentage of
GDP allocated to its healthcare sector, but also went through some variations in the
amount allocated per capita for health expenses. This translates into a very insignificant
correlation between these two variables: -0.1. Another variable that suffered variation
during the past decade was the amount of out-of-pocket expenditures, which also has an
insignificant correlation with the expenditures per capita: 0.15; and the situation repeats
itself between expenditures per capita and private expenditure: 0.009.

However, if we replace the expenditure per capita variable and the correlation is
measured with the percentage of GDP, some interesting results appear. The overall
increase in out-of-pocket payments, as well as in private expenditure brings negative
correlations with the decrease of percentage of GDP: -0.98 an -0.9 respectively.

Another amazing reduction in the under-5 mortality rate is to be duly, and a small, but
important growth in the life expectancy result in a very strong correlation of -0.99.

Timor-Leste:
(Appendix 8)

In Timor-Leste the percentage of GDP allocated to healthcare went through an overall
decrease, but the expenses per capita rose significantly. Even so, these two variables are
poorly correlated, with a coefficient of -0.21.

Following the decrease in the percentage of GDP, the out-of-pocket payment increased
and these two variables are strongly correlated with a coefficient of -0.95.

The weight of private expenditure decreased in the years studied, and its correlation
with the increase of expenditures per capita is almost significant: -0.68.

As with other countries, Timor-Leste managed to reduce heavily its rate of under-5 five
deaths, but also ameliorated the life expectancy of its population, leaving these two

variables with a -0.99 coefficient of correlation.
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Discussion:
What conclusions can we draw from these findings on the progress of Universal Health

Coverage in the CPLP countries?

From an overall perspective, the importance of healthcare appears to be more
recognized as countries are making efforts to increase its weight inside national
accounts. However, although this set of indicators shows an evolution towards UHC
there is still a long way to go.

In the health expenditures section, the eight countries stand at very different stages. The
total health expenditure as a percentage of GDP is very different: in the past decade
Portugal has never spent less than 9% of its GDP in health while Angola and Cape
Verde have never allocated more than 5% of their GDP to health expenses. Despite
these differences in the total percentage, most countries have fluctuations of 1,3% and
2,4% between maximum and minimum, expect for Sao Tome and Principe that has
5,5% difference and Timor-Leste with 6,3%. Additionally the variation in these two
countries had a decreasing tendency with the maximum happening in 2003 for Sao
Tome (11,8%) and in 2006 for Timor-Leste (10,6%). As seen before, they are countries
that have an important contribution in healthcare from foreign funding, which might
influence the percentage of GDP spent in healthcare. As for expenditures per capita,
they also grew in every country for the past decade, but again they are separated in
different orders of magnitude. Portugal and Brazil spend over $1000k while the other
six countries spend below $200k. However, the Portuguese expenditure has been
decreasing since 2008 while in the other countries the tendency is for the expenditure
per capita to grow. Concerning out-of-pocket expenses, there is a concentration around
the 20% and 30%. The upper extreme is Sao Tome and Principe with 51% followed by
Guinea-Bissau with 43%, and at the bottom are Mozambique and Timor-Leste with 5%
and 4% respectively. The weight of Private expenditure is the indicator most dispersed
with rates going from 22% in Cape Verde to 77% in Guinea-Bissau. Many of the
private expenditure contributions fall into informal systems such as bribery, other out-
of-pocket expenditures might be in place to ensure payment of the caretakers and the
existence of medicine.

Population is the section where the tendencies are uniform in two of the indicators,
although we are dealing with very different sizes of population. Indeed, the CPLP is
constituted by countries with populations of very different sizes and growth rates, which

can be one of the major obstacles to attain UHC. Brazil is the most populated with 198
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million people in 2012, 17 million more than in 2003. On another hand, Sao Tome and
Principe has a population of 188k, which was 147k in 2003. However, all populations
have been growing, and one of the reasons might be due to the fact that life expectancy
has grown in all eight countries during the past years, although there is an appalling
dispersion between the expected living years in the countries (Portugal with 80 years
and Mozambique with 49). Another reason for the population growth might be the
decrease in under-five deaths in all eight countries of the CPLP, but also in this
indicator there are major discrepancies between the 3.8 deaths per thousand live births
in Portugal, and the 167 in Angola.

The amount of resources available is probably the chapter where the differences are
more marked. The amount of physicians and nurses are very limited in most countries
of the CPLP (below 1 for 1,000 people in three countries), and the same happens with
the number of hospital beds that appear to be scarce in some countries: below one bed
per 1,000 people in Angola, Guinea-Bissau and Mozambique. As for essential the
essential resource access: clean water and sanitation facilities; the CPLP countries seem
to be moving in the right direction, with growing percentage of their population having
water and sanitation available. But once again, the difference between Portugal - who
assures 100% of sanitation facilities and 99% of clean water source to its population —
and Guinea (providing sanitation facilities only to 19% of the population), or

Mozambique (clean water is available only to 49% of their people) is abysmal.

This analysis helps us to conclude that the premise of Universal Health Coverage being
very specific for each country is true. The measures needed for the CPLP countries are
varied, and what must be the priority for one cannot be for another. However, an
adoption of common measures and strategies to all countries could be designed, so that
countries could share their insights on how to better achieve their goals. But each case
has very specific needs. Positive trends should be considered as a point of start to future
efforts: access to clean water for 100% is feasible. Those indicators who can reach the

highest possible should be taken as goals by the countries who are further from it.

Limitations and future research:
The first limitation brought by this study is the boundary set by analyzing only the eight

countries of the CPLP. The Community is diverse, but is constituted mainly by
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countries in development, which brings a very specific point of view about the
development of Universal Coverage. Therefore, inside this group Portugal’s situation
appears to be pretty good, and seems to be far in its progression towards achieving
UHC. However, it is important to contextualize these types of analysis, because when
included in an EU study or an OECD comparison, the country’s achievements might be
far from good. Additionally, as policies change and this analysis is limited to the year
2012, a new study should be carried out to reflect changes in policies and actions
implemented since. Studying the quality of care would be an interesting indicator to
include in further analysis

Another limitation is the nature of the analysis, which was purely quantitative. For a
deeper understanding of the progression of UHC a qualitative analysis must be
undertaken. With the quantitative analysis, the trends and current situation can be
followed and analyzed. Adding a qualitative study would help understand the causes of
these evolutions in the different indicators. In this case, it would be particularly useful
to include data from national organizations: health ministries, interviews to all health
professionals, collecting deeper knowledge on another sectors (economical, social, and
educational) for a better assessment of the situation; and therefore would enable a more
enriching perspective that would bring a better comprehension on the roots of the
problems, and the best way to move forward. The data itself might not be entirely
reliable and in some cases we are working with estimates.

It would be also relevant to consider other socio-economical and geo-political data, such
as the dependency of certain CPLP economies on resources. Interestingly, recent studies
have shown a significant negative relationship between natural resource dependence and
public health spending proving additional resources could be destined to healthcare
(Cockx & Francken, 2014)

Undertaking a deeper analysis with more indicators, and a better knowledge of the
current political and economic constraints could lead to the implementation of a joint
effort in the Healthcare sector within the CPLP. This joint health program would serve
as a direct application of WHO principles of Universal Health Coverage, and a

reference tool for cross-learning and knowledge sharing among countries.
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Conclusion:
The purpose of this work was to study the development of the idea of Universal Health

Coverage in the CPLP countries. The World Health Organization and other institutions
have called all countries for action in the healthcare sector in order to get a worldwide
improvement on the global provision of care without imposing financial hardship (Serra
& Smith, 2012).

One could think that foreign aid should be a crucial part of health financing, and in fact
it reaches high percentages in some of these countries, filling in the gaps in the domestic
resources availability. Logically, this would imply an enlargement of the population
covered and would lead to an improved coverage and service delivery. But aid might
not have this effect, if it leads governments to decrease domestic funds directed towards
healthcare, or if the money is not wisely and effectively spent in the country’s greater
needs (Serra & Smith, 2012). Indeed some studies suggest that aid has largely failed and
that a country’s developed should be financed in a way that guarantees economic
growth, rather than relying on aid. Both these measures would have implications on
national health spending (Fernandes, 2011)

So clearly, universal coverage can be achieved in a number of ways as the diversity of
approaches taken by countries around the world confirms. Each country has to take a
path according to its greater needs, resources available culture and legacy from previous
and existing health systems policies. However, the richness of cross-country learning
cannot be overlooked because adapting, rather than adopting, measures is highly
recognized as the better strategy. Creating specific measures for a given country is also
a step for a country to depend on its own financing instead of depending of what foreign
aid brings. Additionally, achieving universal coverage is a long process, and countries
must expect long-term results (Rodin & de Ferranti, 2012).

Because of time constraints, it was impossible to dive as deep into the eight different
health systems as hoped, and the analysis was limited to a set of indicators collected in
the World Bank and the World Health Organization Database. However, it was possible
to conclude from this analysis the different necessities each country is facing. And
while for some all efforts must concentrate in providing access to clean water to the
whole population, for other countries it has to revolve around controlling the out-of-
pocket payments and eliminating barriers to some segments of the population. This

analysis was mainly focused on indicators from the Health sector. Social, economical
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and educational indicators would be very enriching and would explain several trends,
and must be taken in account by governments to plan future steps.

It is important to remember that good health can be achieved at low cost, if resources
are wisely allocated. Success depends largely on political commitment to the health
sector, and in recognizing its importance for the overall development of a country
(Savedoff et al; 2012).

However, in their pursuit of Universal Coverage, countries must be aware of the
implementation time, and expect results in a long-term basis. To make the most out of
this transition sharing knowledge between countries is a very important tool:
comparisons between geographical and economic regions is important, but a larger view
comparing what would appear to be more distant countries will add value and create

synergies across all the international community.

“Universal Coverage is the single most powerful concept that public health has to
offer” - Dr. Margaret Chan, Director-General of the World Health Organization
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Appendixes:

Appendix 1: Angola

Table 1: Correlation between the total health expenditure as % of GDP and the health
expenditure per capita:

2003 4,931 45
2004 5,121 63
2005 4,158 71
2006 4,542 111
2007 3,383 115
2008 3,845 177
2009 4,371 174
2010 3,408 144
2011 3,442 178
2012 3,474 190
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 -0,69404 1

Sources: table built based on information from the World Bank and WHO

Table 2: Correlation between the health expenditure per capita and out-of-pocket

expenditures:

2003 45 46,87
2004 63 42,32
2005 71 38,09
2006 111 22,72
2007 115 26,94
2008 177 19,68
2009 174 29,43
2010 144 28,07
2011 178 26,21
2012 190 26,69
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 -0,81217 1

Sources: table built based on information from the World Bank and WHO
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Table 3: Correlation between the health expenditure per capita and private health
expenditure:

2003 45 57,11
2004 63 52,14
2005 71 50
2006 111 33,46
2007 115 34,56
2008 177 29,35
2009 174 39,05
2010 144 39,52
2011 178 37,4
2012 190 37,84
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 -0,78792 1

Sources: table built based on information from the World Bank and WHO

Table 4: Correlation between the health expenditure per capita and the number of under-
5 deaths

2003 45
2004 63 204,5
2005 71 200,9
2006 111 196,8
2007 115 192,3
2008 177 187,7
2009 174 182,4
2010 144 177,5
2011 178 172,6
2012 190 167,4
Colunal Coluna 2
Coluna 1 1
Coluna 2 -0,91658 1

Sources: table built based on information from the World Bank and WHO
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Table 5: Correlation between the life expectancy and the number of under-5 deaths:

2003 47,39
2004 48 204,5
2005 48,54 200,9
2006 49,01 196,8
2007 49,44 192,3
2008 49,85 187,7
2009 50,25 182,4
2010 50,65 177,5
2011 51,06 172,6
2012 51,46 167,4
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,99227 1

Appendix 2: Brazil

Sources: table built based on information from the World Bank and WHO

Table 1: Correlation between the total health expenditure as % of GDP and the health

expenditure per capita:

2003 7,025 214
2004 7,131 257
2005 8,17 387
2006 8,482 491
2007 8,47 609
2008 8,283 714
2009 8,754 733
2010 9,008 989
2011 8,898 1.119
2012 9,309 1.056
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 0,895282 1

Sources: table built based on information from the World Bank and WHO
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Table 2: Correlation between the health expenditure per capita and out-of-pocket
expenditures:

2003 214 34,83
2004 257 33,19
2005 387 37,58
2006 491 36,04
2007 609 34,01
2008 714 32,08
2009 733 32,27
2010 989 30,6
2011 1.119 31,34
2012 1.056 30,95
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,76553 1

Sources: table built based on information from the World Bank and WHO

Table 3: Correlation between the health expenditure per capita and private health
expenditure:

2003 214 55,63
2004 257 52,98
2005 387 59,86
2006 491 58,31
2007 609 58,18
2008 714 57,24
2009 733 56,43
2010 989 52,98
2011 1.119 54,26
2012 1.056 53,58
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 -0,39475 1

Sources: table built based on information from the World Bank and WHO
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Table 4: Correlation between the life expectancy and the number of under-5 deaths:

2003 71,16
2004 71,44 22,9
2005 71,72 21,4
2006 71,99 20
2007 72,26 18,6
2008 72,53 17,4
2009 72,8 16,3
2010 73,08 15,3
2011 73,35 14,5
2012 73,62 13,7
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,99403 1

Sources: table built based on information from the World Bank and WHO

Appendix 3: Cape Verde
Table 1: Correlation between the total health expenditure as % of GDP and the health

expenditure per capita:

2003 4,997 87
2004 5,061 99
2005 4,858 103
2006 5,115 125
2007 4,302 135
2008 3,963 146
2009 4,242 150
2010 4,258 145
2011 4,025 153
2012 3,896 144
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 -0,8588 1

Sources: table built based on information from the World Bank and WHO
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Table 2: Correlation between the health expenditure per capita and out-of-pocket
expenditures:

2003 87 23,78
2004 99 23,89
2005 103 23,63
2006 125 21,4
2007 135 20,11
2008 146 22,11
2009 150 22,17
2010 145 21,78
2011 153 22,95
2012 144 21,17
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,62736 1

Sources: table built based on information from the World Bank and WHO

Table 3: Correlation between the health expenditure per capita and private health
expenditure:

2003 87 25,02
2004 99 25,13
2005 103 24,87
2006 125 22,53
2007 135 21,28
2008 146 23,35
2009 150 23,65
2010 145 23,24
2011 153 24,49
2012 144 22,61
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 -0,55034 1

Sources: table built based on information from the World Bank and WHO

60



Table 4: Correlation between the life expectancy and the number of under-5 deaths:

2003 70,97
2004 71,42 21,7
2005 71,87 27,9
2006 72,3 28,2
2007 72,71 28,3
2008 73,11 28,2
2009 73,49 27,8
2010 73,86 27,3
2011 74,21 26,7
2012 74,54 26
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,71953

Sources: table built based on information from the World Bank and WHO

Appendix 4: Guinea-Bissau

Table 1: Correlation between the total health expenditure as % of GDP and the health
expenditure per capita:

2003 5,776 20
2004 5,309 20
2005 5,716 24
2006 5,885 24
2007 6,085 29
2008 6,007 34
2009 6,757 36
2010 7,069 38
2011 6,28 35
2012 5,865 30
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 0,861094 1

Sources: table built based on information from the World Bank and WHO
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Table 2: Correlation between the health expenditure per capita and out-of-pocket
expenditures:

2003 20 42,4
2004 20 45,96
2005 24 46,05
2006 24 47,86
2007 29 44,73
2008 34 47,43
2009 36 42,07
2010 38 39,63
2011 35 41,33
2012 30 43,18
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 -0,51332 1

Sources: table built based on information from the World Bank and WHO

Table 3: Correlation between the health expenditure per capita and private health
expenditure:

2003 20 77,03
2004 20 83,63
2005 24 81,04
2006 24 81,84
2007 29 77,6
2008 34 80,73
2009 36 71,67
2010 38 67,93
2011 35 73,17
2012 30 77,28
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,75733 1

Sources: table built based on information from the World Bank and WHO
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Table 4: Correlation between the life expectancy and the number of under-5 deaths:

2003 51,97
2004 52,17 157,1
2005 52,38 152,8
2006 52,61 148,5
2007 52,84 144,2
2008 53,08 140
2009 53,32 135,9
2010 53,56 131,7
2011 53,8 127,9
2012 54,03 123,9
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,99898 1

Sources: table built based on information from the World Bank and WHO

Appendix 5: Mozambique
Table 1: Correlation between the total health expenditure as % of GDP and the health

expenditure per capita:

2003 6,392 15
2004 5,913 16
2005 6,868 22
2006 6,513 21
2007 5,962 22
2008 5,497 24
2009 5,954 25
2010 5,72 22
2011 6,357 33
2012 6,423 37
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 0,144071 1

Sources: table built based on information from the World Bank and WHO
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Table 2: Correlation between the health expenditure per capita and out-of-pocket

expenditures:

2003 15 11,7
2004 16 12,98
2005 22 10,19
2006 21 10,35
2007 22 8,07
2008 24 6,22
2009 25 5,99
2010 22 571
2011 33 5,06
2012 37 5,04
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,81163 1

Sources: table built based on information from the World Bank and WHO

Table 3: Correlation between the health expenditure per capita and private health
expenditure:

2003 15 35,73
2004 16 40,44
2005 22 37,3
2006 21 39,33
2007 22 41,01
2008 24 47,02
2009 25 53,2
2010 22 42,43
2011 33 55,99
2012 37 55,75
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 0,878448 1

Sources: table built based on information from the World Bank and WHO
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Table 4: Correlation between the life expectancy and the number of under-5 deaths:

2003 47,66
2004 47,74 133,4
2005 47,85 127,5
2006 48,02 119,9
2007 48,23 113,3
2008 48,49 107,3
2009 48,8 102,5
2010 49,14 97,2
2011 49,49 90,6
2012 49,84 87,2
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,96274 1

Sources: table built based on information from the World Bank and WHO

Appendix 6: Portugal
Table 1: Correlation between the total health expenditure as % of GDP and the health

expenditure per capita:

2003 9,734 1.514
2004 10,049 1.779
2005 10,353 1.886
2006 10,033 1.915
2007 9,994 2.185
2008 10,219 2.425
2009 10,814 2.382
2010 10,797 2.324
2011 10,235 2.302
2012 9,448 1.905
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 0,650452 1

Sources: table built based on information from the World Bank and WHO
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Table 2: Correlation between the health expenditure per capita and out-of-pocket
expenditures:

2003 1.514 23,36
2004 1.779 23,43
2005 1.886 23,88
2006 1.915 25,12
2007 2.185 25,46
2008 2.425 26,88
2009 2.382 25,88
2010 2.324 25,81
2011 2.302 27,31
2012 1.905 31,65
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 0,339914 1

Sources: table built based on information from the World Bank and WHO

Table 3: Correlation between the health expenditure per capita and private health
expenditure:

2003 1.514 31,31
2004 1.779 31,92
2005 1.886 32,04
2006 1.915 33
2007 2.185 33,32
2008 2.425 34,7
2009 2.382 33,47
2010 2.324 34,06
2011 2.302 34,99
2012 1.905 37,36
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 0,468402 1

Sources: table built based on information from the World Bank and WHO
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Table 4: Correlation between the life expectancy and the number of under-5 deaths:

2003 77,22
2004 77,67 4,7
2005 78,07 4.4
2006 78,42 4,2
2007 78,32 4,1
2008 78,52 4
2009 78,73 3,9
2010 79,03 3,8
2011 80,47 3,8
2012 80,37 3,8
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,81465 1

Sources: table built based on information from the World Bank and WHO

Appendix 7: Sao Tome and Principe
Table 1: Correlation between the total health expenditure as % of GDP and the health
expenditure per capita:

2003 11,805 78
2004 11,033 79
2005 10,005 81
2006 7,841 68
2007 7,133 66
2008 6,29 75
2009 7,51 94
2010 7,068 86
2011 7,61 108
2012 7,879 109
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,12473 1

Sources: table built based on information from the World Bank and WHO
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Table 2: Correlation between the total health expenditure as % of GDP and out-of-

pocket expenditures:

2003 11,805 30,27
2004 11,033 33,12
2005 10,005 34,65
2006 7,841 52,64
2007 7,133 54,84
2008 6,29 62,88
2009 7,51 52,65
2010 7,068 56,15
2011 7,61 56,01
2012 7,879 51,55
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,98397 1

Sources: table built based on information from the World Bank and WHO

Table 3: Correlation between the total health expenditure as % of GDP and private
health expenditure:

2003 11,805 48,85
2004 11,033 53,43
2005 10,005 47,09
2006 7,841 67,59
2007 7,133 70,03
2008 6,29 74,69
2009 7,51 66,61
2010 7,068 64,1
2011 7,61 65,76
2012 7,879 68,31
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 -0,91882 1

Sources: table built based on information from the World Bank and WHO
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Table 4: Correlation between the health expenditure per capita and out-of-pocket
expenditures:

2003 78 30,27
2004 79 33,12
2005 81 34,65
2006 68 52,64
2007 66 54,84
2008 75 62,88
2009 94 52,65
2010 86 56,15
2011 108 56,01
2012 109 51,55
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 0,15025 1

Sources: table built based on information from the World Bank and WHO

Table 5: Correlation between the health expenditure per capita and private health

expenditure:

2003 78 48,85
2004 79 53,43
2005 81 47,09
2006 68 67,59
2007 66 70,03
2008 75 74,69
2009 94 66,61
2010 86 64,1
2011 108 65,76
2012 109 68,31
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 0,089307 1

Sources: table built based on information from the World Bank and WHO
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Table 6: Correlation between the life expectancy and the number of under-5 deaths:

2003 63,97
2004 64,26 70,3
2005 64,58 67
2006 64,89 64
2007 65,19 61,4
2008 65,45 59
2009 65,67 56,7
2010 65,85 54,6
2011 66 52,8
2012 66,13 51
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,99902 1

Sources: table built based on information from the World Bank and WHO

Appendix 8: Timor-Leste
Table 1: Correlation between the total health expenditure as % of GDP and the health

expenditure per capita:

2003 7,549 24
2004 8,568 27
2005 7,257 33
2006 10,603 46
2007 8,025 41
2008 8,623 55
2009 6,761 50
2010 5,626 46
2011 4,648 46
2012 4,289 50
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 -0,21621 1

Sources: table built based on information from the World Bank and WHO
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Table 2: Correlation between the total health expenditure as % of GDP and out-of-

pocket expenditures:

2003 7,549 2,95
2004 8,568 2,64
2005 7,257 2,73
2006 10,603 2,33
2007 8,025 3,08
2008 8,623 2,62
2009 6,761 3
2010 5,626 3,66
2011 4,648 3,8
2012 4,289 4,04
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,94754 1

Sources: table built based on information from the World Bank and WHO

Table 3: Correlation between the health expenditure per capita and private health
expenditure:

2003 24 31,05
2004 27 27,81
2005 33 22,69
2006 46 15,11
2007 41 20,35
2008 55 16,45
2009 50 19,59
2010 46 23,74
2011 46 24,67
2012 50 26,22
Coluna 1l Coluna 2
Coluna 1 1
Coluna 2 -0,68441 1

Sources: table built based on information from the World Bank and WHO



Table 4: Correlation between the life expectancy and the number of under-5 deaths:

2003 61,83
2004 62,49 80,2
2005 63,1 75,5
2006 63,69 71,4
2007 64,26 67,7
2008 64,83 64,4
2009 65,39 61,6
2010 65,94 59
2011 66,49 56,8
2012 67,02 54,6
Coluna 1 Coluna 2
Coluna 1 1
Coluna 2 -0,99426 1

Sources: table built based on information from the World Bank and WHO
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