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Universal Health Coverage: A Smart Investment

Just as a patient with a weak immune system is more susceptible to disease, the Ebola crisis reminds us that a nation with a weak health
system is more susceptible to epidemics. This lesson is on our minds not only because of the crippling impact of the worst Ebola outbreak in
history, but also because today is the inaugural Universal Health Coverage Day.

Today also marks the second anniversary of the United Nations' declaration in support of Universal Health Coverage (UHC), so that no one
should fall into poverty to pay for the health care they need. A global coalition of more than 500 organizations, including the World Bank
Group and the Rockefeller Foundation, are engaging citizens around the world in support of this goal as both a human right and a smart
investment.

100 million people fall into poverty each year to pay for health care.

This mobilization toward UHC defies a one-size-fits-all approach, recognizing that diverse contexts will drive country-specific paths.
Whatever the path taken, it's indisputable that progress towards UHC will bolster weak health systems.

Ebola spread so quickly in part because of weak health systems in Guinea, Liberia, and Sierra Leone. But weak systems are also dangerous
breeding grounds for more common conditions like cancer, heart disease, and hypertension.

Too many countries rely on broken systems for financing and delivering care. Their citizens have to dig deep into their pockets
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Five things to know about the first-ever global progress report on universal health
coverage

SUBMITTED BY ROBERT MARTEN  ON THU, 06/18/2015

Last Friday, I had the privilege of attending the launch of a new global report that provides the clearest picture to
date of countries’ progress moving toward universal health coverage (UHC). UHC is critical for building resilient
health systems, which protect communities and strengthen societies in times of crisis and calm alike.

The report, released by the World Health Organization and the World Bank Group, builds on long-standing
engagement and support by my organization, The Rockefeller Foundation, to develop indicators to measure and
monitor progress for UHC. It is the first of its kind and represents a significant step forward in the global push to
achieve health for all. Here’s why:
 

1. This report reflects the continued global movement for UHC. More than 100 low- and middle-income
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Abstract: Universal health coverage (UHC) has been
defined as the desired outcome of health system
performance whereby all people who need health
services (promotion, prevention, treatment, rehabilitation,
and palliation) receive them, without undue financial
hardship. UHC has two interrelated components: the full
spectrum of good-quality, essential health services
according to need, and protection from financial hardship,
including possible impoverishment, due to out-of-pocket
payments for health services. Both components should
benefit the entire population. This paper summarizes
the findings from 13 country case studies and five
technical reviews, which were conducted as part of the
development of a global framework for monitoring
progress towards UHC. The case studies show the
relevance and feasibility of focusing UHC monitoring on
two discrete components of health system performance:
levels of coverage with health services and financial
protection, with a focus on equity. These components link
directly to the definition of UHC and measure the direct
results of strategies and policies for UHC. The studies also
show how UHC monitoring can be fully embedded in
often existing, regular overall monitoring of health sector
progress and performance. Several methodological and
practical issues related to the monitoring of coverage of
essential health services, financial protection, and equity,
are highlighted. Addressing the gaps in the availability
and quality of data required for monitoring progress
towards UHC is critical in most countries.

Introduction

A movement towards universal health coverage (UHC)—
ensuring that everyone who needs health services is able to get
them, without undue financial hardship—has been growing across
the globe [1]. Close to half of the countries of the world—across all
income levels—are currently engaged in health reforms that aim
to extend, deepen, or otherwise improve coverage with needed
health services and/or financial protection. These reforms have
led to a sharp increase in the demand for expertise, evidence, and
measures of progress and also a push to make UHC one of the
goals of the post-2015 development agenda [2].

UHC has been defined as the desired outcome of health system
performance, whereby all people who need health services
(promotion, prevention, treatment, rehabilitation, and palliation)
receive them, without undue financial hardship [1]. UHC has two
interrelated components: the full spectrum of good-quality,

essential health services according to need and protection from
financial hardship, including possible impoverishment due to out-
of-pocket payments for health services. Both components should
benefit the entire population. In the context of this framework,
‘‘essential’’ is used to describe the services that a country decides
should be available immediately to all people who need them. The
contents of the services vary by setting.

The dimensions have commonly been depicted as a cube,
shown in Figure 1 (adapted from [3,4]). The first axis represents
the population, the people who need health services. The services
axis depicts the quality health services they need. The vertical axis
is the proportion of the total cost of providing services to the
population that is financed through ‘‘pooled financing systems’’ as
opposed to direct payments by patients, shown in Figure 1 as the
box labelled ‘‘current pooled funds.’’

In this illustration, a little more than a half the population is
covered for about half of the possible services they need, but only
half the cost of these services is met from pooled funds. There is
thus a shortfall of service coverage among those who receive
services, inequity in service coverage (a large fraction of the
population receives no services), and a lack of financial protection
(those who receive services pay a large part out-of-pocket and
hence risk financial hardship). To get closer to UHC, the country
would need to provide services to the people who currently need
them but don’t receive any, provide more services to those who
currently receive some but not the full range of services they need,
and raise the fraction of health spending financed through pooled
funds to improve financial protection. At the same time, health
services need to be of sufficient quality to achieve the desired
outcomes, so improving quality will be a priority in many settings.

Each country progresses in filling the different dimensions of the
box (Figure 1) according to its preferences and constraints, trading
off what services are provided, who gets them, and how much they
are financed out of pooled funds. As such, UHC is the ultimate
objective or goal, with countries starting from different places, with
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Leading the way towards universal health coverage: 
a call to action
Julio Frenk

Policy innovations and lessons associated with the quest for universal health coverage in Latin America are the result of 
a complex epidemiological transition, an extended process of democratisation, and high economic growth in recent 
times that has facilitated additional investments in health. The goal of universal health coverage is part of a third 
generation of health-system reforms, which implies a comprehensive scope of policy interventions, including the 
introduction of explicit ethical frameworks, the enhanced attention to fi nancial arrangements, and the transformation 
of major dimensions of the organisation of health systems. The call for action emphasises the next steps that could help 
reach the goal of universal health coverage both in the Latin American region and the rest of the developing world.

Introduction
Latin America has enormous potential to contribute to the 
solution of health problems across the developing world. 
However, this region has been conspicuously absent from 
the global health debate in the past decades. One of the 
reasons is the perception that countries in this part of the 
world have focused more on addressing their challenges 
than have other developing regions. Although this might 
be true for Latin America as a whole, major diff erences 
exist among and within countries. Bolivia, El Salvador, 
Guatemala, Honduras, and Nicaragua all have a low 
human development index.1 Brazil has one of the most 
unequal income distributions in Latin America, which 
itself, is one the most unequal regions in the world.2,3 As a 
result of persistent discrimination, indigenous populations 
in Bolivia, Ecuador, Guatemala, Mexico, and Peru, have 
much higher infant mortality rates than do the rest of the 
population.4

The magnitude and complexity of its challenges is 
one reason why Latin America should have a more visible 
presence in the global health agenda. Furthermore, 
Latin America has recently been a source of innovations 
that might help both the international debate and the 
design of national policies in countries from other regions. 
Latin America shares with the rest of the developing world 
many health challenges, which it has faced making use of 
conceptual and policy innovations that merit international 
dissemination.

As an early example of conceptual innovation, in the 
late 1980s, researchers from the National Institute of 
Public Health of Mexico documented the distinctive 
characteristics of the epidemiological transition in 
middle-income countries.5,6 These fi ndings had a major 
eff ect on the design of health policies in the region 
and elsewhere.

As an example of programmatic innovation, in the 
second half of the 1990s, Brazil and Mexico almost 
simultaneously implemented conditional cash-transfer 
programmes (Bolsa Familia in Brazil and Oportunidades in 
Mexico) to alleviate poverty.7,8 These programmes, which 

included several health interventions, were very successful 
and were eventually extended to almost all the region and 
other parts of the developing world. They are now deemed 
to be partly responsible for the decrease in poverty in 
Latin America during the past decade.3,9 Mention should 
also be made of Brazil’s Family Health Programme 
(Programa Saúde da Família), which has aff ected infant 
and adult mortality and avoidable hospitalisations.10,11

An additional methodological innovation associated 
with conditional cash transfers in Mexico was the use 
of rigorous assessments—the brainchild of the late 
demographer José Gómez de León.12 By contrast with the 
common situation of programme assessment being an 
afterthought that comes too late to produce meaningful 
results, rigorous assessment was a central feature of the 
original design of Oportunidades. This programme is 
one of the clearest examples of so-called embedded 
evaluation, a model that was also used to assess the public 
insurance programme Seguro Popular.13 In Seguro Popular, 
Victora and Peters14 wrote: “We welcome this contribution 
to the policy debate…because [it] raises the many 
challenges of doing real-life eff ectiveness evaluations, and 
because it proposes innovative approaches that might 
prove to be useful”.

In the past decades in Latin America, additional policy 
innovations associated with the quest for universal health 
coverage have emerged. This Lancet Series is a timely 
and relevant contribution to the process of shared 
learning that should inform the common search for 
improved health-system performance.15,16

As noted in some of the reports of the Series,17,18 the 
search for universal health coverage in Latin America is 
the result of a complex epidemiological transition, an 
extended process of democratisation, and high economic 
growth in recent times that has facilitated additional 
investments in health. From an ethical and political point 
of view, universal health coverage in Latin America has 
been driven by a fundamental change in the way that 
access to health services is conceived, from a benefi t of 
employment to a right of citizenship. The decoupling of 
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What Is Universal Health Coverage 
(UHC)?

• Definition often imprecisely stated. 
• Usually refers to a financial reform extending 

insurance coverage in varying degrees to a 
larger part of a country’s population. 

• UHC does not mean “health care for 
all” (HCA) – 
• a health care delivery system that 

provides equal services for the entire 
population regardless of an individual’s or 
family’s financial resources (more later).



protection among all population groups, such as Thailand [16],
Brazil [6], Singapore [13], and Chile [7]. Some countries have
linked the UHC goal with broad health reforms (e.g., China [8],
Estonia [10], and Ghana [11]). Other countries are in the process
of developing overall UHC policies and focused largely on the
Millennium Development Goals (MDGs), but are also expanding
strategies to enhance access to services and financial protection
(e.g., Ethiopia [9], Bangladesh [5], and Tanzania [15]).

No matter what policy or strategy is in effect or the stage of
implementation, countries will have to embed UHC progress
monitoring in overall monitoring of health system performance
and health progress. Currently, no country has a separate
monitoring framework for UHC, but for some, UHC is well
integrated in the overall sector monitoring framework (e.g.,
Thailand [16] and Estonia [10]). The experience from Thailand
[16] describes how a system that monitors progress towards UHC
can be built up over a long period, but having a solid framework
with indicators, targets, data sources, data quality assessment and
analysis, and clear roles and responsibilities of country institutions
is likely to improve monitoring and enhance its efficiency.

The indicators used to monitor health sector performance
generally include the main UHC progress indicators. For instance,
Ethiopia already monitors three dozen service coverage and
financial protection indicators on a regular basis [9]. Furthermore,
in other countries the assessment of the current situation and
recent progress towards UHC includes a focus on coverage and
financial protection indicators, but also considers the full array of
health system performance indicators at the same time (e.g., Chile
[7] and Estonia [10]). In Singapore, even though there is no

monitoring framework for UHC, indicators of access, quality, and
affordability of services are regularly tracked and reported to
Parliament as part of the key performance indicators of the
Ministry of Health [13]. Finally, several countries have extensive
systems of periodic health sector performance reviews at subna-
tional and national levels which provide an excellent vehicle for
UHC monitoring (e.g., Ghana [11] and Brazil [6]).

The paper on monitoring UHC in the context of tuberculosis
care and prevention provides a global example of how the disease-
specific monitoring of intervention coverage and financial
protection take into account the full array of indicators, from
input to impact, to assess programme performance [22].

Coverage of Health Services
Measures for monitoring specific health interventions and

reductions in risk factors can be classified differently, depending
on the condition, the type of intervention, the characteristics of
the target population, and the level of delivery of the
intervention. In the UHC monitoring framework, the measures
are grouped into two broad categories to cover the spectrum of
interventions: prevention (which includes services for health
promotion and prevention) and treatment (which includes
services such as treatment, rehabilitation, and palliation). There
are many service coverage indicators. Drawing on indicators
agreed on by WHO for monitoring intervention coverage in the
context of the MDGs and noncommunicable diseases (NCDs),
the framework proposes measurement of coverage for a small set
of prevention and treatment tracer interventions based on
criteria related to relevance, quality, and availability of the

Figure 1. Progressive realization of universal health coverage.
doi:10.1371/journal.pmed.1001731.g001

PLOS Medicine | www.plosmedicine.org 3 September 2014 | Volume 11 | Issue 9 | e1001731



What Is Universal Health Coverage 
(UHC)?

• UHC conveys symbolism of universal 
access to health services.  

• UHC proposals usually describe ways to 
extend services to populations that face 
barriers to access: 
• poor people 
• ethnic/racial minorities 
• otherwise marginalized groups  

• The use of the term “universal” conveys 
concern about the severe access barriers 
affecting people around the world.



What Is Universal Health Coverage 
(UHC)?

• However, the UHC approach does not 
necessarily entail a unified, accessible 
health care delivery system.  

• In fact, most UHC proposals actually 
disfavor such unified systems.  

• Instead, the proposals argue for a 
multifaceted financing reform that would 
extend some services, but not necessarily 
all needed services, to those who currently 
lack health insurance. 



What Is Universal Health Coverage 
(UHC)?

• In most UHC proposals, the public sector 
enters into a competitive relationship with 
an expanded private sector. 
• Private, usually for-profit insurance 

corporations play an important role.  
• Through UHC, these insurance 

corporations gain access to public trust 
funds dedicated to health and social 
security benefits.



What Is Universal Health Coverage 
(UHC)?

• Corporations are then paid from these 
funds for providing “managed care” 
services on a prepaid, capitated basis.  

• As shown in prior research, corporations 
use much of the capitation payments for 
investment in the global financial 
marketplace. 

• A reduced role for the state and 
privatization of public services make UHC 
consistent with other neoliberal policies. 



What Is Universal Health Coverage 
(UHC)?

• UHC schemes in countries like Colombia 
and Mexico: 
• The state gathers funds through 

mandatory taxes and premiums. 
• The state disburses funds to corporations 

that contract for delivering services to 
insured individuals and families.  

• The state directly delivers services for the 
remaining uninsured poor through public 
sector hospitals and clinics, which 
become increasingly stressed due to 
budgetary cutbacks.



What Is Universal Health Coverage 
(UHC)?

• UHC almost always involves tiered 
benefits packages, with differing benefits 
for the poor and non-poor.  

• A national reform provides a minimum 
package of benefits that experts view as 
essential.  

• The poor and previously uninsured receive 
basic insurance with a requirement of little 
or no copayment out of pocket.  

• The non-poor or their employers can 
purchase additional benefits. 



What Is Universal Health Coverage 
(UHC)?

• For instance: Under minimum packages, 
all women would be entitled to periodic pap 
smear screening for cervical cancer.  

• But treatment of cervical cancer if revealed 
by pap smear screening would not 
necessarily be covered under the benefits 
packages – 
• leaving women vulnerable to variability 

in local government funding and policies. 



What Is Universal Health Coverage 
(UHC)?

• In Mexico’s UHC program (Seguro 
Popular) benefits available for treatment 
of cervical cancer for poor women with 
positive pap smears have varied 
according to the financial resources and 
policies of different Mexican states.



What Is Universal Health Coverage 
(UHC)?

• ALAMES authors point out: the concept of 
UHC has become “hegemonic” in global 
health policy circles.  

• Ideological assumptions:

•  Efficiency increases if financing 
is separated from service delivery, 
and if competition is generalized 
among all subsectors (state, social 
security, and private). 
•  The market in health is the best 
regulator of costs.  
•  Demand rather than supply is to 
be subsidized. 

•  Private administration is more 
efficient and less corrupt than public 
administration. 
• Deregulation of health and social 
security trust funds allows the user 
freedom of choice and an ability to 
opt for the best administrator of his or 
her funds.  
•  Quality is assured by fostering 
the client's satisfaction through 
competition of providers in the 
marketplace.



What Is Universal Health Coverage 
(UHC)?

• Another “hegemonic” ideological 
assumption: INVESTING IN HEALTH 
(World Bank, 1993) 

• 2 meanings: 
• Investing in health as a route to 

economic productivity and development 
• Investing in health as a route to 

enhanced profits for multinational 
corporations



What Is Universal Health Coverage 
(UHC)?

• Limited studies of UHC’s outcomes in 
countries such as Colombia, Chile, and 
Mexico based on data rather than 
assertions:  

• Have not confirmed the above 
assumptions regarding managed care, 
competition in markets, efficiency, cost 
reduction, or quality.  
• Under UHC, access barriers remain or 
worsen as costs increase and corporate 
profit making expands.



What Is Universal Health Coverage 
(UHC)?

• Obamacare adheres closely to the 
UHC model.
• Structural characteristics of the 
Affordable Care Act are the same as 
prior neoliberal proposals advocated 
by the World Bank worldwide.



Obamacare:  
The Neo-liberal Model Comes Home to 
Roost in the United States 
 - If We Let It	

Howard Waitzkin 
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New Orleans, LA 

November 17, 2014 

http://convention2.allacademic.com/one/asa/asa12/index.php?click_key=1&cmd=Multi+Search+Search+Load+Publication+For+Extra&publication_id=570325&PHPSESSID=5811f2689bf9fd464b07fd68c7a2e050


A dynamic, young, newly elected president 
makes health reform one of his highest priorities. 

His proposal aims to improve access for the 
uninsured and underinsured. 

To achieve that goal, he decides to collaborate 
with the private, for-profit insurance industry. 

Public hospitals and other public-sector 
institutions would compete with the private 
insurance sector for public, tax-generated 
revenues.
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• César Gaviria Trujillo

• President of Colombia, 1990-1994

• Health reform enacted by Law 100, 1994

• Reform mandated and partly financed by 
loans from World Bank

• World Economic Forum: financial elites

• Model for health reform around the world and 
now in the United States
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Colombia’s Universal Health Care Coverage: A Lesson Learned, 
by Max Feinstein, 8/11/15 (http://student.pnhp.org/post/
126466134005/colombias-universal-health-care-coverage-a)
• What I quickly discovered is that the major Colombian health 

insurance reform that occurred over 20 years ago looks a 
whole lot like our Patient Protection and Affordable Care Act, 
aka Obamacare. 


• Thanks to the reform, over 97 percent of Colombian’s now 
have health insurance. 


• Reports in the literature provide support for the anecdotes 
that I heard from patients and health care providers alike – 
Colombian health insurance companies engage in corrupt 
practices to intentionally obstruct their own patients’ access 
to health care.


RECENT OBSERVATIONS BY PHP 
STUDENT
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taxes (Figure 1). Healthcare Insurers (Empresas Promo-
toras de Salud - EPS) were introduced for managing the
Contributory Regime, as well as Subsidized Regimen
(Empresas Promotoras de Salud Subsidiadas - EPS’S).
They were to compete for the enrolment of population
and received a capitation payment to cover different ben-
efit packages in each regime (Plan Obligatorio de Salud -
POS and Plan Obligatorio de Salud Subsidiado - POS-S)
[4]. Currently, the contributory market is characterized
by the predominance of private insurers - 86.1% of the
affiliation - and the concentration in 5 private insurers
that hold 50% of markets share [5]. The largest public
insurer has been transformed into a mixed company with
private capital and 5.8% of membership [5]. Competition
for contracts with the insurers was also introduced
among public and private healthcare providers (Institu-
ciones Prestadoras de Salud - IPS). Healthcare for the
uninsured (vinculados) and services excluded from the
POS-S are provided by public hospitals funded by local
and regional authorities [6], that represent 31.3% of total
healthcare providers [7]. The uninsured have to pay for
services and the insured make a co-payment according to
their income [8].
The reform of the Colombian healthcare system has

been, and still is, presented as a successful experiment
in improving access to care [9,10]. However, it has

been a long, complicated process, and the results are
controversial [11,12]. In spite of the significant increase
in public health expenditure from 3% to 6.6% of GDP,
over the 1993 to 2007 period [13], around 15.3% to
19.3% of the population remains uninsured [14,15];
and 38.7% are insured under the subsidized regime
[15] that covers a range of services (POS-S) greatly
inferior to that provided by the contributory one
[16,17]. Approximately 17% of health expenditure is
devoted to administrative costs [18], of which more
than 50% is spent on supporting daily operations
(financial, personnel, and information management)
and enrollment processes [19].
Furthermore, several studies seem to indicate a

decrease in realized access to services [20,21], and point
to significant barriers related to characteristics of popu-
lation, such as insurance enrolment [22-28], income
[22,25,26,28], education [22-27,29] and, characteristics
of services, such as geographic accessibility and quality
of care [26,30]. In 2005, the maternal mortality rate, an
indicator that is sensitive to the overall healthcare sys-
tem, was 130/100.000 in Colombia, compared to 30/
100.000 in Costa Rica, while per capita 2004 health
expenditure were similar (USD 549 and USD 598,
respectively) but a GNP per capita lower in the former
(USD 6130 and USD 9220) [31].

Figure 1 The model of managed competition in the Colombian healthcare system. Figure legend text: FOSYGA: Fondo de Solidaridad y
Garantía (Solidarity and Guarantee Fund); EPS: Empresa Promotora de Salud (Insurance Company for the Contributory Regime); EPS’S: (Insurance
Company for the Subsidized Regime); IPS: Instituciones Prestadoras de Servicios de Salud (Healthcare Provider); ESE: Empresa Social del Estado
(Public Health Provider). ® Monetary flows. Source: authors.
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What Is Health Care for All (HCA)?

• HCA sees heath care as a human right. 
• Services are provided in a national 
system. 
• Access does not differ according to 
people’s income, wealth, occupation, 
gender, racial/ethnic characteristics, age, 
or other criteria. 



What Is Health Care for All (HCA)?
• A single public system provides 
outpatient, inpatient, and preventive 
services; that is the model of Cuba.  
• Or, in countries as diverse as Brazil and 
Canada, HCA is based on public sector 
funding for services provided in either the 
public sector or by private practitioners, 
hospitals, and clinics. 

• However, participation by for-profit 
corporations is prohibited or tightly 
regulated. 



What Is Health Care for All (HCA)?
• Unifying principle: The national health 
system should not include tiers with 
differing benefit packages for rich and poor.  

• For instance, Canada prohibits private 
insurance for services provided in its 
national health program. 
• Canada’s wealthy must participate in 
the publicly financed system. 
• The presence of the entire population 
in a unitary system assures a high 
quality national program.



What Is Health Care for All (HCA)?

• These principles of HCA also are 
fundamental in PNHP’s single payer 
proposal for the USA.



What Is Health Care for All (HCA)?
• The ALAMES article in The Lancet series 
expresses the HCA vision: “ALAMES 
argues for the right to health for all citizens, 
without distinction, with the state as the 
guarantor of finance and administration.” 
• In Latin America, countries trying to 
advance the HCA model include Cuba, 
Brazil, Bolivia, Ecuador, Uruguay, and 
Venezuela. 

• All have moved in the direction of HCA 
after rejecting the prior neoliberal 
models.



Who Supports Universal Health 
Coverage (UHC)?

• Rockefeller Foundation 
• World Bank 
• WHO/PAHO (with and funded by World Bank) 
• United Nations (supported by USA) 
• Lancet (funded by Rockefeller) 
• MEDICC, CubaSalud 2015 (ditto) 
• Public health elites (ditto and World Bank) 

• David Legge: “the usual suspects” linking 
international health organizations, 
international financial institutions, 
corporations, and “philanthro-capitalism.”



Who Supports Universal Health 
Coverage (UHC)?

• The Rockefeller Foundation, World 
Bank, and WHO currently are 
beginning to use UHC and HCA as 
synonyms. 
• Very misleading mystification of the 

political economic realities.



Who Supports Health Care for All 
(HCA) Rather Than UHC?

• Association of Latin American Social 
Medicine (ALAMES) 
• Cuba’s chapter of ALAMES 

• Worldwide People’s Health Movement 
(PHM) 

• Global Health Watch (GHW) 
• Physicians for a National Health Program 

(PNHP) and other groups struggling for a 
single payer national health program in the 
USA



MEDICC Review, 2015, Vol 17, SuplementoS16

Comentario

El derecho a la salud: ¿cuál es el modelo para América Latina?
Nila Heredia, Cristina Laurell Asa, Oscar Feo, José Noronha, Rafael González-Guzmán, Mauricio Torres-Tovar

Publicado en línea en The Lancet el 16 de octubre, 2014 y traducido al español con permiso. 
Inglés disponible en: http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(14)61493-8/abstract 

El interés suscitado por la atención sanitaria universal se ha 
intensifi cado en los últimos tiempos gracias al debate de la 
Cobertura Universal de Salud, incorporada en los acuerdos pos-
teriores al 2015. No obstante, estos términos han de examinarse 
con cuidado ya que adquieren diferentes connotaciones, según 
los distintos intereses sociales, políticos y fi nancieros. Algunos 
sostienen que la cobertura universal puede lograrse a través 
de seguros obligatorios, ya sean sociales, privados o públicos, 
en diversas combinaciones, mediante la segmentación de la 
población, según la capacidades adquisitiva de los grupos socia-
les. Esta posición considera que la salud es, en lo fundamental, 
responsabilidad del individuo y que la atención en salud ha de ser 
fi nanciada por particulares y empleadores y no por el Estado, o al 
menos no debe constituir una responsabilidad fi nanciera primor-
dial del mismo. El fi nanciamiento estatal sólo podría considerar 
a los grupos en extrema pobreza o en situación de riesgo. Las 
experiencias de los países que han implementado el modelo de 
cobertura universal bajo la forma de seguro social público, tales 
como Colombia, México y Chile no han logrado mejoras sustan-
ciales, debido a su orientación comercial y a los costos de los 
subsidios estatales.

Mientras tanto, la Asociación Latinoamericana de Medicina Social 
(ALAMES) aboga por el derecho a la salud para todos los ciudada-
nos, sin distinción alguna, con el Estado como garante del fi nan-
ciamiento y la administración. Cuba, que ha puesto en práctica 
este modelo durante casi 50 años, y Brasil con más de 25 años de 
experiencia demuestran, a través de sus indicadores de salud, que 
la posibilidad de implementar una política basada en el derecho a 
la salud, inclusiva a todas las personas sin distinción y con fi nan-
ciamiento Estatal, resulta menos costosa.

En la actualidad, la campaña a favor de la “Cobertura Universal 
de Salud” es muy intensa. Todos parecen concordar con este 
objetivo. Sin embargo, es importante hacer hincapié en que la 
cobertura universal de salud es un término ambiguo. En particular, 
esto es evidente en América Latina, donde se emplean dos con-
ceptos diferentes.Uno se refi ere a las modalidades de los seguros 
de salud, sean voluntarios u obligatorios, públicos o privados o en 
diferentes combinaciones. El otro concepto se refi ere a un sistema 
único de salud pública; es decir, un sistema de salud unifi cado, con 
fi nanciamiento estatal proveniente de los impuestos.

Es fundamental diferenciar los dos conceptos y establecer criterios 
uniformes de análisis para comparar sus logros. En este contexto, 
éstos son: la población y la cobertura médica en sus categorías de 
acceso universal segmentado y el uso del servicio y las posibles 
barreras; el origen y la gestión de los fondos para la salud; el tipo 
de proveedores; el gasto en materia de salud pública y privada; la 
distribución de los costos y el gasto de bolsillo; el impacto en las 
medidas de salud pública y en las condiciones sanitarias; así como 
la equidad, la participación popular y la transparencia. Observa-
dos en conjunto revelan hasta qué punto es posible alcanzar el 
derecho a la salud, como un valor social muy extendido.

La experiencia latinoamericana en la reforma del sector salud solo 
puede entenderse en el contexto del ajuste estructural, que se 
extendió por el subcontinente a partir de la década de 1980. Estas 
políticas debilitaron, en gran medida, a los ministerios de salud y 
a las instituciones de seguridad social. Por lo tanto, el sector de la 
salud pública y cuasi-pública pasó por un prolongado período de 
gran carencia fi nanciera y de recursos, que desencadenó un pro-
ceso de reforma, en la mayoría de los países, bajo la supervisión 
del Banco Mundial.

El modelo hegemónico de la reforma continúa siendo el del ase-
guramiento público “universal”, diferente a los modelos europeos, 
porque está confi gurada bajo los principios del mercado (interno 
o externo) y la competencia administrada bajo múltiples formas. 
Los ejemplos más conocidos son: Chile con un seguro obligatorio 
y sistemas públicos y privados paralelos; Colombia, con el seguro 
obligatorio y la competencia entre diversos gestores de fondos y 
proveedores; y México, con un sistema mixto de seguros obliga-
torios (seguridad social) y voluntario (Seguro Popular); en teoría, 
las funciones de regulación, de gestión de fondos / adquisición 
y prestación de servicios están separadas; pero, en la práctica, 
existe una participación directa del sector privado. Los tres siste-
mas poseen diferentes planes de seguros de salud, según la 
cantidad de la prima, los subsidios públicos y los costos de las 
transacciones.[1–3]

Aunque se afi rma que la cobertura de la población es elevada, 
ninguno de los tres sistemas lo ha logrado; por ejemplo, se calcula 
que en México el 20% de la población carece de cobertura del 
seguro[4], también existe un problema metodológico puesto que la 
“cobertura” es considerada como la “cobertura del seguro”. Otros 
aspectos de la cobertura pública no se contemplan cuando se dan 
las cifras indicativas de progreso; por consiguiente, constituye un 
indicador controvertido utilizado en el Informe sobre la salud en el 
mundo 2000 para clasifi car “desempeño”. La cobertura médica; es 
decir, las intervenciones de salud cubiertas por el seguro, por lo 
general, se limitan a “planes básicos” que se traducen en acceso a 
los servicios necesarios y al uso de los mismos de modo limitado y 
desigual.[5–7] Este problema se agrava por la injusta distribución 
geográfi ca y social de los recursos,[6–8] que afecta a los grupos 
y regiones marginadas. Además, los planes limitados promueven 
seguros médicos complementarios, privados o con cuotas adicio-
nales.[7,9,10]

La lógica de los planes explícitos con copagos y la obligación de 
costear los servicios no cubiertos por el seguro, la distribución 
desigual de los servicios, y la difi cultad de regular a los 
administradores y proveedores privados, tiene un impacto directo 
en el uso de los servicios o gastos de bolsillo. Por ejemplo, en 
Colombia estas restricciones han ocasionado, al menos, miles de 
recursos de protección contra el Estado ya que violan el derecho 
constitucional a la vida.[11] Otro ejemplo gráfi co lo constituye 
México, donde por cada peso pagado por los benefi ciarios, el 
Seguro Popular gasta 0.93 pesos.[4]
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1. What is the People’s Health Movement – PHM
The PHM is a global network bringing together grassroots health activists, civil society organizations and academic institutions from around the world, particularly
from low and middle income countries (L&MIC). We currently have a presence in around 70 countries. Guided by the People’s Charter for Health (PCH), PHM
works on various programmes and activities and is committed to Comprehensive Primary Health Care and addressing the Social, Environmental and Economic
Determinants of Health.

  

The world is facing a global health crisis characterized by growing inequities within and among nations and millions of
preventable deaths, especially among the poor.  These are in large degree due to unfair economic structures which lock
people into poverty and poor health. In 2000, concerned activists, academics and health workers got together for the first
People’s Health Assembly. The People’s Charter for Health (PCH), our founding document was developed and PHM was
born.

 

The People’s Charter for Health – PCH, is the framework within which PHM acts and offers strategic
guidance to the movement.  It is both a tool for advocacy and a framework for action. By endorsing
the Charter one becomes part of PHM. The PCH endorses the Alma Ata declaration, and affirms
health as a social, economic and political issue but above all, a fundamental human right.

 Vision of PHM: "Equity, ecologically-sustainable development and peace are at the heart of our vision of a better world - a world in which a
healthy life for all is a reality; a world that respects, appreciates and celebrates all life and diversity; a world that enables the flowering of
people's talents and abilities to enrich each other; a world in which people's voices guide the decisions that shape our lives...."

 

Objectives:

To promote Health for All through an equitable, participatory and inter-sectoral movement and as a Rights Issue.
 To advocate for government and other health agencies to ensure universal access to quality health care, education and social services according to people's
needs and not their ability to pay.
To promote the participation of people and people's organisations in the formulation, implementation and evaluation of all health and social policies and
programmes.
To promote health along with equity and sustainable development as top priorities in local, national and international policymaking.
To encourage people to develop their own solutions to local health problems.
To hold local authorities, national governments, international organisations and corporations accountable.

Go to top of page

2. Structure of PHM
PHM is a network of networks, organisations and individuals with some centrally supported programs (for more information refer below). As a movement, we do not

About the People's Health Movement

About PHM Resources News & Analysis Get Involved Learn PHM Campaigns Donate Now to PHM Join the Solidarity Network
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Our Tasks

• “Relentless demystification” (Chomsky) 

• Counter-hegemonic struggle toward 
Health Care for All


