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Melhor saúde para todos por 
meio de sistemas integrados de 

eSaúde

CRICS 8º, Rio de Janeiro, 
19 de Setembro, 2008



Mission

To make use of the enterprising, 
creative forces of globalization 
to ensure that the opportunities 

unleashed by globalization 
are accessible 

to more people, more fully, in more places – 
and that poor or vulnerable people 

are equipped to seize them.



Issue Areas

• Climate Change and the Environment

• The Risks of Accelerating Urbanization

• Broken Social Contracts

• Basic Survial

• Health
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Health Systems Spending

...And some of the neediest countries 
receive very little health systems aid 
...And some of the neediest countries 
receive very little health systems aid

Even with broad definition1, <15% of total 
global health contribution target of health 

systems... 

Even with broad definition1, <15% of total 
global health contribution target of health 

systems...

1.  See appendix for categories of aid included in definition
Note: Data only includes bilateral and some multilateral agencies, and does not include private non-profit organizations
Source: Online query of two sectors in the OECD Creditor Reporting System (CRS) Database: (1) Health (2) Population Policies & Reproductive Health, 2006

17 15 10 10 6

72

26

78 84
76 79 84

17

57

8 6
14

81

21

8
15 15

0

25

50

75

100

G
ha

na

V
ie

tn
am

N
ig

er
ia

U
ga

nd
a

C
am

bo
di

a

K
en

ya

R
w

an
da

In
di

a

Total contribution (%)

Health systems
Vertical disease control

Other (basic health, reproductive health, 
medical research and services)

($B)

2006 Global Bilateral 
and Multilateral 

Public Health Contributions

Sample countries: 
Share of total contributions 

per aid category

Largely targeting 
doctors, nurses, 
traditional public 

health

% of total 
contribution 49% 19% 15% 11% 5%

Presenter
Presentation Notes
Health systems have been neglected:

Multilateral and bilateral ODA in 2006 was focused primarily on vertical disease control, 

HIV/AIDS kills just 3% of the children shown earlier, yet it accounts for 80% of American oversees development aid for health - the largest in the world.

When looking at how much is directed at health systems strengthening (at best) far less than 15% of the ODA

This phenomenon holds true for many of the least developed countries, many of which are potential focus countries for THS



Why has health systems been neglected?

Political dynamics of the Cold War

The Alma-ata declaration was built around public-sector delivery in communities

AIDS took prominence over in past few decades

Chronic diseases are only recently overtaking infectious diseases as the main burden for developing countries



Quality
• Ignorance/misapplication of 

proven interventions
• Fatal mistakes
• Few provider incentive structures
• Lack of quality standards

Access
• Limited availability of basic health services
• A global crisis in human resources for 

health
• Uneven availability of medicines and 

supplies

HEALTH 
SYSTEMS

Affordability
• High out-of-pocket expenditures
• Impoverishing catastrophic 

expenses
• Undeveloped health insurance

The resulting problems …

Presenter
Presentation Notes
At the center of this challenge, both the problems and their solutions, are Health Systems  - commonly defined as all organizations, people, and actions whose primary intent is to promote, maintain, or restore health, whether public or private, formal or informal. 



As a result of decades of neglect, weak health systems are common and characterized by poor stewardship, dysfunctional financing, insufficient human resources, underdeveloped information systems and inadequate management 



For people, rich and poor, in such dysfunctional systems the problems express in inadequate access, quality and affordability of health services: [CLICK]



Access

In Chad, the poorest 20% of its people lives 20 km farther from the nearest healthcare facility than the richest 20%

Random samples of health clinics in several developing countries show physician absence rates over 40%, with higher rates in remote areas

Private sector accounts for 60 to 80% of health services in Africa and Asia but they are not managed accordingly by the MoH



On Quality

Study in one developing country found only 14% of acute cases of diarrhea were treated appropriately with oral re-hydration salts

100K deaths from fatal mistakes in US



And on Affordability 

Poorest countries pay the greatest portion of health expenditure out-of-pocket: ~70% vs. 20% for richest countries. 

25M families go into poverty every year because of catastrophic health expenditures (which accounts for half the backruptcies in the US)

Even the richest country in the world can insure all its citizens while in Sub-Sharan Africa the problem is not even on the table (<5% have insurance) 







Addendum: Ill health is an immediate and present challenge in the daily life of poor families, and healthcare spending tips millions of people into poverty[i] Every year, nearly 50 million households worldwide, or more than 150 million individuals, face catastrophic health-care expenditures; of these, about 25 million households containing more than 100 million people are pushed into poverty by these costs.[ii] �



Country's total health spending 
strongly tied to GDP

• As country's GDP rises, total 
health spending also rises

• This relationship is largely 
unaffected by
– Policy interventions in or 

beyond health sector
– External donor assistance 

(which rather may displace  
spending elsewhere)

– Relative share of public / 
private spending has little 
impact on total spending

Strong link between countries' 
wealth and total health 

spending 

Strong link between countries' 
wealth and total health 

spending
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R2 = 0.94

“The First Law of Health Economics”

Source:  Jacques van der Gaag and Vid Stimac, 2008; WHO/IMF 2005

N = 174

Presenter
Presentation Notes


In this slide we plot the relationship between GDP and total health spending in data recently available for all countries

Not surprisingly richer countries spend more in health than poorer ones.  But the obvious relationship hides two other important facts: 



[CLICK]  First, the relationship is not just positive but highly correlated (“R” squares of 95% are unusual): this means that little else accounts for THE, including policy interventions.  Furthermore, it shows that the share of public and private spending are in a dynamic state of complementary equilibrium.



And third, external donors do not seem to make a difference.  In a small country like Swaziland, for example, external donor assistance will have an impact on social outcomes in the short term, but in the long term most experts feel it will only displace domestic investment and funding in healthcare.



This is what Prof. van der Gaag has called “The first law of health economics” and applies equally to countries with national health systems (like Vietnam and India) or those with over 80% of health in private hands (like Aritria); in countries devoting the greatest proportion of their government budgets to defense as in those with no army (Costa Rica); and so on.





The Economic Transition of Health
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Income 
Elasticity

Greater than 1

Country %
Nigeria 465 
Thailand 311 
Bangladesh 298 
Kenya 263 
Tanzania 198 
India 193 
Vietnam 173 
Ghana 150 
Cambodia 142 
Uganda 84 
Rwanda 79 
South Africa 36 

Projected THE growth (2005-2013)

Total Health Expenditure increases as countries grow wealthier

Presenter
Presentation Notes
Another important point in this data (here shown with nominal data only for THE) is that as GDP grows, THE grows exponentially faster.



Tied to an unprecedented growth in GDP around the world in the last 30 years, most countries are having unprecedented surge in health spending, a phenomenon we are calling “The economic transition of health” (driven not by Adcovacy and immune to cost control – as we know in the US, or in China where THE has grown 50 fold in the last 25 years)



{CLICK}  As economic development unfolds, THE will grow dramatically in the 21st century, even in the poorest countries we are targeting with our strategy



Economist thus point out that, at macro level, health spending behaves as a national luxury (income elasticity is >1, i.e. THE as a proportion of GDP is greater in richer countries), but for people within countries, health spending behaves as an individual necessity (income elasticity is <1, i.e. health spending as a proportion of income is greater among poorer families). 



But poorer families living in richer countries without health insurance or social protection will face unaffordable health care inflation and a growing risk of catastrophic health expenditure. 



The outcome of this historical transformation in health can be good (as in Mexico or Thailand) or not so good (as in China and the US) and it will depend on political will, professional stewardship, and better HS performance. 

External assistance is needed to steer this transformation in the right direction. 









Without the political will for universal coverage (social protection and health insurance), this situation will worsen as GDP grows, exacerbating health disparities, trapping individuals and families in poverty, and undermining efforts to improve health outcomes for all. 

Sources:   Getzen TE. Health care is an individual necessity and a national luxury: applying multilevel decision models to the analysis of health care expenditures. J Health Economics 2000; 19:259-270;  Xu K, Evans D, Carrin G, Aguilar-Rivera AM, Musgrove P, Evans T. Protecting households from catastrophic health spending. Health Affairs 2007(26:4):972-83.



is that tied to an unprecedented growth in GDP around the world in the last 30 years, most countries are having unprecedented growth in health spending. This is driven by this phenomenon (which we are calling “The economic transition of health”), and not by any particular advocacy or policy (in fact it occurs despite efforts to contain the growth in health cost – as we know in the US, or in China where THE has grown 50 fold in the last 25 years)



For health care, as countries get richer, they want more health care because they want what health care gives them: health care contributes to a greater quantity and quality of life. This is true of every country. What is also true is that there are diminishing returns in physical health outcomes with increased health spending, and that inequitable spending can lead to very poor health outcomes for those who can not afford their country’s thirst for health. 















Countries with similar spending 
have range of health outcomes
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R2 = 0.58

GDP per capita ($US, PPP) 
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Poorer countries' 
health is worse 
off, in general...

...but poor 
countries vary 

widely in health 
outcomes

And good health 
exists across a 
range of GDP
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Similar health outcomes at different levels of wealth:
what matters is not total spending, but how it is used

Source: WHO/IMF 2005

Presenter
Presentation Notes
To better understand health systems,  we have followed the money



When we look at the health outcomes that money buys, we find a range of observations, earlier framed as “Good health at low cost”:



[CLICK]

First, as expected, poorer countries have a much higher childhood mortality than richer ones

[CLICK]

But the correlation is not as high

That is, health outcomes vary widely among poor countries (several fold even in the same region and with similar rates of HIV, GDP already acounting for levels of education, fertility and water & sanitation

[CLICK]

And good health exist across a wide range of GDP and thus health spending, revealing a yet unstudied and unexploited range of performance in health systems which could greatly benefit poor people



The message is clear:  what matters is not how much is spent in health but how its used.

While health policy has little to do with total amount spent, its importance is paramount on how it is spent.





( gross domestic product (GDP) at purchasing power parity (PPP) per capita  )





eHealth includes …

eHealth:

the use of 
information and 
communication 
technologies 
(ICT) to 
improve health

• Health information systems
• Public health informatics:
• Health and clinical informatics:
• Health system administration and 
operations

• Healthcare and expertise

• Health research, advisories 
and education



www.ehealth-connection.org



eHealth Topics

Week 1

Week 2

Week 4

Week 3

Public Health Informatics
Interoperability

Capacity Building
Access to Information

Electronic Health Records
Mobile Health

Policy
Unlocking the Market



Some Bellagio Outcomes

• Exchange for standards 
(eg HINARI mode)

• Guidance document for interoperability
• mHealth Alliance
• Worldwide eHealth Collaborative Action 

Network (WE-CAN)
• eHealth promotion and entrepreneur 

networks and portals



Interoperability across Dimensions

Across programs Across geographies

Across points of care Across technologies

Census

TB

Malaria

HIV/AIDS

Hospital
Health 
clinic

Community 
health worker



Barriers to Access

• Connectivity
• Information Literacy
• Language
• Context
• Legal
• Economic
• Visibility of Southern language



Bellagio Declaration, July 2008

1. Health information and knowledge are social 
determinants of health. 

2. Health information policies should be part of 
health policy.

3. E-health involves different stakeholders with 
different interests and needs.



Bellagio Declaration, July 2008

4. National and global research programs are 
essential.

5. The implementation of global eHealth 
initiatives should be based on national and 
international partnerships.

6. eHealth must be used to overcome barriers to 
access and use of quality health information 
and to enable the convergence of initiatives, 
products and solutions.



Bellagio Declaration, July 2008

7. Priority should be given to settings with weak 
production of and access to information and 
knowledge.

8. The information and knowledge sources and 
tools should be openly accessible and 
interoperable.

9. Information and knowledge sharing should be 
implemented through community 
participation.



Bellagio Declaration, July 2008

10.Human resource capabilities should 
incorporate the necessary skills for health 
information and knowledge management and 
sharing.
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