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ABSTRACT Two commonly used metrics for assessing progress toward
universal health coverage involve assessing citizens’ rights to health care
and counting the number of people who are in a financial protection
scheme that safeguards them from high health care payments. On these
metrics most countries in Latin America have already “reached” universal
health coverage. Neither metric indicates, however, whether a country has
achieved universal health coverage in the now commonly accepted sense
of the term: that everyone—irrespective of their ability to pay—gets the
health services they need without suffering undue financial hardship. We
operationalized a framework proposed by the World Bank and the World
Health Organization to monitor progress under this definition and then
constructed an overall index of universal health coverage achievement.
We applied the approach using data from 112 household surveys from
1990 to 2013 for all twenty Latin American countries. No country has
achieved a perfect universal health coverage score, but some countries
(including those with more integrated health systems) fare better than
others. All countries except one improved in overall universal health
coverage over the time period analyzed.

T
he developing world—and some
parts of the developed world, too,
including the United States—is in
the midst of a major push toward
universal health coverage.1 This

aim to achieve universal health coverage raises
two questions: “How can we track progress to-
ward universal health coverage?” and, “When
canwesaya countryhas reacheduniversal health
coverage?” Two commonly used metrics involve
assessing citizens’ rights to health care and
counting the number of people participating
in a financial protection scheme that protects
them from catastrophic health care costs. The
latter could be a social health insurance scheme
or a national health service–type system that
pools resources, from tax revenues, social insur-
ance contributions, or both, and that provides
access to health services that are zero-price (or

close to zero-price) at the point of use.2 On these
two metrics, many—if not most—countries have
already reached universal health coverage. Yet
many countries continue to engage in cover-
age-oriented reforms, which suggests that these
twometrics do not fully capture the core ideas of
universal health coverage.
The countries of Latin America,3 which are the

focus of the empirical exercise in this article,
illustrate the point nicely. All twenty countries
have explicit provisions in their constitutions or
some other legalmechanism that guarantees the
right tohealth care for all citizens4 (see the “UHC
initiatives in LatinAmerica” section in theonline
Appendix).5 These countries do well on the met-
ric of membership in a financial protection
scheme: As early as the 1920s, ministries of
health began providing subsidized if not free
care to their entire populations.6 What neither
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metric captures is whether people needing
health services actually get them and how much
they actually might pay for them. A country can
establish a legal right to free health care but may
not have the policies, resources, and enforce-
ment mechanisms in place to ensure that people
who need care can obtain it without financial
hardship.2,7 Likewise, people may be in a finan-
cial protection scheme, but if thebenefit package
of their scheme is narrow or shallow, they may
not get the care they need in a timely fashion or
may get the care but may experience financial
hardship as a result of paying for it.
These disconnects between policy intent and

what actually happens in practice explain why
LatinAmerica has seen somuch coverage-orient-
ed health reform activity. After World War II,
dissatisfaction with the depth of coverage pro-
vided by health ministries led to the gradual es-
tablishment of parallel social health insurance
schemes for formal-sector workers and their
families. (Formal-sector workers have an em-
ployer andanemployment contract;work [most-
ly] fixedhours in aplace ofwork that is subject to
health and safety regulations; receive a fixed sal-
ary that is taxed; and pay social security contri-
butions that carry entitlements to benefits such
as health and unemployment insurance and a
pension.) However, the resultant inequalities
in health coverage between families covered by
social insurance and by ministries of health
prompted major reform efforts in ten of the
twenty Latin American countries, the aims of
which were to reduce and ultimately close the
gap in coverage between different parts of the
population andmove toward a single, integrated
financing and delivery system. Some countries
are further advanced in health reform than
others: Brazil, Costa Rica, and Cuba have had
fully integrated systems for some time; Chile,
Colombia, andUruguayhave, in effect, advanced
semi-integrated systems; Argentina, the Domin-
ican Republic, Mexico, and Peru have less ad-
vanced semi-integrated systems; andother coun-
tries have yet to start the integration process4

(see the “UHC initiatives in Latin America” sec-
tion in the Appendix).5

In this article we operationalized the frame-
work to monitor universal health coverage pro-
posed recently by the World Bank and the World
Health Organization (WHO)8,9 and used the
methodology to ask how quickly Latin America
is progressing toward universal health coverage.
It is the largest assessment of universal coverage
to date, using more than 100 household surveys
from twenty countries. In contrast to previous
studies,9,10 we used the same metrics across all
countries, went beyond health service indicators
covered by the Millennium Development Goals

(which focus on maternal and child health con-
ditions and communicable diseases common in
developing countries), and employed an all-
encompassing universal health coverage index.

Study Data And Methods
Definition Of Terms The World Bank and the
WHO8,9 defineuniversal health coverage asbeing
achieved when everyone—irrespective of their
ability to pay—gets the health services they need
without suffering undue financial hardship in
the process. Universal health coverage thus
has, in our terminology, two dimensions: service
coverage and financial protection. Each dimen-
sion has two domains: health service coverage
that includes prevention and treatment, andpro-
tection from catastrophic and impoverishing
payments. In each domain, our choice of indica-
tors was dictated in part by data availability. Be-
cause we were interested in not only how the
population as a whole fared but also how the
poor fared compared to the better-off, our data
came from population-based household surveys
instead of from administrative data, which cover
only those using health services and typically
lack information on socioeconomic status.
Health Service Coverage Of the two health

service coverage domains, a metric to analyze
prevention was the easier to operationalize. A
person’s need for a preventive interventionoften
depends only on sex and age, and a household
survey respondent can reasonably be expected to
knowwhether and when the preventivemeasure
was received.We used four indicators to capture
the prevention domain: four or more antenatal
visits, full immunization for children, breast
cancer screening, and cervical cancer screening
(see “Methods” in the Appendix).5

Our first two prevention indicators were
among the six proposed in the World Bank
andWHOMonitoring Framework9 for universal
health coverage. We included the two cancer
screening indicators because they speak to the
growing importance of noncommunicable con-
ditions in the global burden of disease, and both
interventions were recommended despite reser-
vations amongexperts overbreast cancer screen-
ing11 (see “Methods” in the Appendix).5 We ex-
cluded four Framework indicators from this
analysis: improved water source, adequate sani-
tation, fulfillment of family planning require-
ments, and nonuse of tobacco.While all are im-
portant for health, none is a health intervention
per se: Water and sanitation infrastructure are
the responsibility of agencies beyond the health
sector whose investment decisions are only par-
tially influencedbyhealth considerations; family
planning and tobaccouse arehousehold choices,
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albeit constrained ones, and are also influenced
by nonhealth considerations. More relevant to
universal health coverage would be indicators
that capture health prevention and promotion
efforts, and efforts by the health system to im-
prove access to relevant goods and services, such
as family planning. Data for such indicators are
hard to come by.
The health treatment domain metric is harder

to operationalize than the prevention domain,
and the data are harder to obtain. For some
health interventions, we can investigate treat-
ment given a specific need. We used three such
indicators: whether a baby was delivered by a
skilled birth attendant, whether a child with di-
arrhea received the appropriate treatment, and
whether a child with acute respiratory infection
received appropriate treatment. But these three
indicators donot go far in capturing themajority
of treatment episodes in a typical health system.
We therefore resorted to a rather crude indicator:
whether or not a respondent to health surveys
had been admitted to a hospital in the previous
year. This indicator has been widely used in im-
pact evaluations of universal health coverage in-
itiatives12–14 and gets at the idea that limited hos-
pital supply and high out-of-pocket expenses
may lead to underuse of inpatient care.However,
in contrast to the other indicators, we cannot
here identify the subpopulation in need. We
therefore used a benchmark to assess whether
there is under- or overutilization of inpatient
care: the WHO Service Availability and Readi-
ness Assessment15 benchmark of 10 admissions
per 100 people, which is equivalent, we estimat-
ed on the basis of World Health Survey data, to a
rate of 9.03 people per 100 reporting at least 1
admission in the previous twelve months.16,17

Our skilled birth attendant indicator is the
only treatment indicator from the Framework.
We included diarrhea and acute respiratory
infection treatment indicators because they are
core additional monitoring indicators for the
child mortality Millennium Development
Goals,18 are health services, and are widely avail-
able in household surveys.We excluded antiret-
roviral therapy, TB case detection and treatment
success, hypertension treatment, and diabetes
treatment, mostly on the grounds that few
household surveys collect the necessary data.19

To better ascertain broad patterns and trends,
we constructed two service coverage composite
scores, both capturing service use only among
childrenandwomen: amaternal and childhealth
index, equal to the average of the five maternal
and child health indicators; and a cancer screen-
ing index, equal to the average of the two screen-
ing indicators.
Financial ProtectionWe stuck closely to the

Framework and used catastrophic out-of-pocket
spending on health care services (defined as
spending that exceeds a specific threshold of a
household’s total consumption) and impover-
ishing spending on health care services (defined
as occurring if a household falls below the pov-
erty level because of out-of-pocket payments).20

The latter gets directly at the question of out-of-
pocket payments leading to financial hardship.
Catastrophic spending need not cause impover-
ishment; instead, this domain captures exposure
to financial risk. For the catastrophic spending
approach, we needed a threshold (we chose
25 percent of total consumption); for the impov-
erishment approach, we needed a poverty level
(given that Latin America is a relatively affluent
region, we used the $2.00-a-day international
poverty level instead of the $1.25-a-day level).21

As with the service coverage indicators, we also
captured the distribution of the catastrophic
spending indicator.
Summary Index Of Universal Health Cov-

erage Achievement To facilitate tracking uni-
versal health coverage progress, we aggregated
our indicators into an overall summary index of
universal health coverage. First, we took the
complements of the financial protection indica-
tors so that they captured the fraction of the
population not incurring catastrophic spending
andnot impoverished. Second,we rescaled three
indicators so that they ranged from0 to 100,with
100beingbest protected from financial hardship
from health care spending. Third, we took into
account differences across income groups, by
using an “achievement” index;22 this assigned
an achievement score below the population
mean to countries that achieved high service
coverage rates by disproportionately covering
the better-off. This inequality adjustment was
applied to all indicators except the “not impov-
erished” indicator. Fourth, all indicators were
multiplied by 100.
The fifth and final step was to aggregate the

rescaled and inequality-adjusted indicators into
an overall universal health coverage index. We
weighted service coverage and financial protec-
tion equally. We aggregated using a geometric
mean instead of an arithmetic mean: This penal-
ized countries that—for a given arithmetic
mean—scored very highly on one dimension
but very poorly on theother.Weweighted equally
the two domains of financial protection, but we
assigned a higher weight (25 percent) to the
prevention domain than to the treatment do-
main (75 percent), based on relative spending
patterns. To put this in context, the countries of
the Organization for Economic Cooperation and
Development (OECD), a club of mostly rich
countries, spend only 5 percent of their total
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health services spending onprevention.23Within
the prevention domain, we weighted indicators
equally, but within the treatment domain we as-
signed a 50 percent weight to inpatient admis-
sions and split the remaining 50 percent equally
across the other treatment indicators. This is
roughly in line with the equal spending split
between inpatient and outpatient care in the
OECD countries.23 We explored the sensitivity
of our results to switching to a different set of
weights where all eight service coverage indica-
tors are given an equal weight.

Data Our data came from 112 population-
based household surveys (see “Data” in the Ap-
pendix).5 The first set of surveys we used were
from the major global household survey pro-
grams: the Demographic and Health Survey,
theMultiple Indicator Cluster Survey, the Living
Standards Measurement Study, and the World
Health Survey. In each case, a fairly standardized
questionnaire was used across all countries and
years.Weused all fifty-one such surveys that have
been conducted in Latin America since 1990.
Many Latin American countries either do not

have these surveys or have had only one or two
surveys since 1990. Moreover, the Demographic
and Health Survey and the Multiple Indicator
Cluster Survey are health surveys and do not
capture out-of-pocket spending and household
consumption. Therefore, we also made use of
surveys developed and implemented by national
statistical agencies. One disadvantage of using
these surveys is that they do not have a standard-
ized questionnaire. Another is that they are not
all publicly accessible. In twenty-eight cases, we
were able to take advantage of the harmoniza-
tion and accessibility efforts of the Luxembourg
IncomeStudy and theWorldBank. In eight coun-
tries (Argentina, Brazil, Chile, Colombia, Costa
Rica, Guatemala, Mexico, and Peru), we sought
access to and then harmonized original survey
microdata. This yielded another thirty-three sur-
veys.While we have found at least one survey for
each of the region’s twenty countries, there is
considerable cross-region variation in availabili-
ty of appropriate data for an assessment of prog-
ress toward universal health coverage.

Limitations Our study had several limita-
tions.While our indicators are the best currently
available, they are far from perfect, and we hope
that future work will be able to present a fuller
picture of universal health coverage progress.We
have tried to reduce the risk of overemphasizing
the more easily measured prevention domain by
including inpatient admissions as a treatment
indicator and weighting treatment more heavily
than prevention. However, as richer surveys be-
come available, there will be plenty of scope to
improve on the measurement of treatment.

Also, some of our choices vis-à-vis prevention
could be questioned. Should indicators such as
access to safe water be included in the measure-
ment of universal health coverage even though
they reflect efforts outside the health system?
Should indicators such as breast cancer screen-
ingbe includedwhenexperts are soundingwarn-
ings about current practice? In any case, in the
future it ought tobepossible to capture abroader
set of prevention activities and to incorporate
information on quality.
Finally, in a comparative exercise such as this,

data availability is amajor challenge: Despite the
fact that our indicators are fairly unsophisticated
and undemanding, of the twenty countries in
Latin America only nine have complete data on
our ten universal health coverage indicators; in
only eight of these countries were we able to get
data for two points in time.

Study Results
Health Service Coverage At least as far as ma-
ternal and child health interventions, cancer
screening, and inpatient admissions are con-
cerned, it would appear that while Latin America
mayhave achieved (ormay be close to achieving)
universal health coverage when assessed on the
basis of guaranteed rights and coverage by finan-
cial protection schemes, it has not achieved
100 percent health service coverage according
to our analysis (see “Results” in the Appendix).5

The trend is, however, upward, or toward in-
creasing health service coverage, at least for ma-
ternal and child health and cancer screening.
Exhibit 1 shows the results for the maternal

and child health composite indicator:24 Among
the thirteen countries for which we have data,
the fraction of the target population receiving
the five key maternal and child health interven-
tions increased from an average of 45 percent in
1990 to 70 percent in 2012. The news for cancer
screening (data not shown) is not as good: The
population rate for cancer screening is rising
about 10 percentage points every twenty years.
On average, only 6.8 percent of the population
had at least one inpatient admission in the pre-
vious twelve months.While this is 97 percent of
the figure for inpatient admission in the unin-
suredUSpopulation in2002, it is only75percent
of the 2002WHO Service Availability and Readi-
ness Assessment benchmark for the developing
world and only 59 percent of the 2002 OECD
average.Wehave insufficient data to track admis-
sions over time.
As far as maternal and child health and cancer

screening interventions are concerned, we also
found that the receipt of health interventions is
almost always lower among the poorest 20 per-
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cent of the population than among the richest
20 percent. The good news is that the gap be-
tween the poorest and richest quintiles in use of
these health services is shrinking—at least for
maternal and child health interventions (see
“Results” in the Appendix).5 Among the thirteen
countries for which we have data, the gap in the
maternal and child health composite indicator
shrank fromnearly 40 percentage points in 1990
to less than 20 points in 2012 (Exhibit 2). The
gap in cancer screening between the poorest and
richest quintiles (data not shown), however,
shows no sign of shrinking. In the case of in-
patient admissions, some Latin American coun-
tries have pro-poor gradients. An analysis of the
World Health Survey data for other countries
shows that this is not uncommon in middle-
income countries and is the norm in high-
income countries. This may reflect greater
medical needs of the poor but may also reflect
underuse by or underservicing of the poor in
primary care, and an undue reliance on the hos-
pital to treat conditions that could have been
prevented or managed by ambulatory providers.
Some Latin American countries are closer to

reaching universal health coverage on the health
service coverage dimension than others. Exhib-
its 1 and 2 show that Brazil, Colombia, the Do-
minican Republic, Ecuador, Honduras, Mexico,
andUruguaydowell in termsof thematernal and
child health population average, with Brazil, the
DominicanRepublic, andMexico also doingwell

in terms of the gap in maternal and child health
coverage between poorest and richest quintiles.
Of these countries, only Brazil, Colombia, Mex-
ico, and Uruguay also do well on the cancer
screening population average, with Colombia
and Mexico having the smallest gaps between
poorest and richest quintiles.
Financial Protection Although all Latin

American countries have brought almost every-
one into a financial protection scheme for health
care costs of one type or another, we found that
no country had eliminated the problems of cata-
strophic and impoverishing out-of-pocket pay-
ments. The trend is, however, downward, or to-
ward improving protection from high out-of-
pocket payments for health care services. Among
the fourteen countries for which we have data,
the fraction of households experiencing impov-
erishment as a result of out-of-pocket payments
for health care services fell from 1.2 percent in
1992 to 1.0 percent in 2012 (Exhibit 3).We saw a
similar downward trend for catastrophic spend-
ing on health care, which fell from around
3.5 percent to 2.5 percent over the same period.
The rates may seem small, but the implied num-
ber of people affected is large: Applying our esti-
mated rates to the total population of each coun-
try in the year of the most recent survey, we
estimate that across the fourteen countries,
16.0million people incurred catastrophic spend-
ing for health care, and 5.6 million were impov-
erished by out-of-pocket health care payments.

Exhibit 1

Trends In Maternal And Child Health Coverage In Selected Latin American Countries

SOURCE Authors’ calculations from surveys listed in the online Appendix (see Note 5 in text). NOTES Maternal and child health coverage
is defined as the average across five maternal and child health indicators: four or more antenatal visits, full immunization, delivery by a
skilled birth attendant, appropriate treatment of a child with diarrhea, and appropriate treatment of a child with acute respiratory
infection.
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Exhibit 2

Gap In Maternal And Child Health Coverage Between The Poorest And Richest Population Quintiles Of Selected Latin
American Countries

SOURCE Authors’ calculations from surveys listed in the online Appendix (see Note 5 in text). NOTES Maternal and child health coverage
is defined as the average across five maternal and child health indicators: four or more antenatal visits, full immunization, delivery by a
skilled birth attendant, appropriate treatment of a child with diarrhea, and appropriate treatment of a child with acute respiratory
infection. The chart shows the excess of the richest quintile’s rate over the poorest quintile’s rate. Quintiles are as defined in the
Demographic and Health Survey and Multiple Indicator Cluster Survey and are based on housing characteristics and the ownership
of consumer durables.

Exhibit 3

Impoverishment As A Result Of Out-Of-Pocket Payments For Health Care Services In Selected Latin American Countries

SOURCE Authors’ calculations from surveys listed in the online Appendix (see Note 5 in text). NOTES Impoverishment is defined as
occurring if a household falls below an income threshold of $2 per day because of its out-of-pocket payments—that is, if adding a
household’s out-of-pocket payments to its consumption of nonmedical goods places the household above the poverty level but not
otherwise. The $2-a-day poverty level is the higher of the two internationally recognized poverty levels used to track progress on
poverty in the developing world. See the Appendix for more details.
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Some countries have done better on financial
protection thanothers: Just one-fifthof 1 percent
of Costa Rica’s populationwas impoverished as a
result of out-of-pocket spending on health care
services, and an even smaller fraction of Pana-
ma’swas; the figure for theDominicanRepublic,
by contrast, was 5 percent. Colombia andMexico
also did well on protecting their populations
from impoverishment as a result of out-of-pocket
payments for health care services. Focusing on
countries with more than two data points on the
financial protection indicators, it appears that
Guatemala and Mexico have experienced a
downward trend, as these countries provided
better protection from impoverishment in re-
cent years than in earlier years, while Colombia
and Peru saw deteriorations in financial protec-
tion in the mid-2000s but have experienced im-
provements since then.
Overall Universal Health Coverage Per-

formance In Exhibit 4, we pulled the service
coverage and financial protection results togeth-
er using the universal health coverage index. The
data are for the earliest and latest years available
in each country. Unsurprisingly, given the re-

sults discussedabove, nocountryhas yet reached
universal health coverage according to the over-
all universal health coverage performance mea-
sure. However, we see progress in all countries
except Brazil. All but one of the improving coun-
tries raised its universal health coverage score by
improving its health service coverage scorewith-
out improving its financial protection score. Co-
lombia and Nicaragua improved their overall
universal health coverage scores, but their finan-
cial protection scores worsened. Mexico stands
out as the only country that has moved further
toward universal health coverage by improving
both health service coverage and financial pro-
tection.25

Some countries improved their overall univer-
sal health coverage scores more than others did.
The countries with the biggest annual improve-
ment in universal health coverage scores were
Peru (2.2 percent) and Paraguay (1.5 percent).
Next came the Dominican Republic (0.9 per-
cent), Guatemala (0.8 percent), and Nicaragua
(0.7percent). The three countrieswith the small-
est annual increases in universal health coverage
score were Mexico (0.3 percent), Colombia

Exhibit 4

Universal Health Coverage (UHC) Index: Levels And Trends In Selected Latin American Countries

SOURCE Authors’ calculations from surveys listed in the online Appendix (see Note 5 in text). NOTES The universal health coverage
index is the geometric mean of a country’s performance on health service coverage and financial protection. The contours show com-
binations giving the same universal health coverage index value. Health service coverage captures performance—in terms of popula-
tion average and inequality across the income distribution—on ten indicators. Financial protection captures performance on two. All
are scaled from 0 (worst) to 100 (best). See “Definition of Terms” in the text and “Methods” in the Appendix for further details. Numbers
to right of each country’s name indicate the date to which the data refer (multiple surveys are typically used, and the date is the
average date of the surveys used), and the country’s score on the universal health coverage index. Points shown in red type and
filled-in circles denote earlier data points. Points shown in blue type and outlined circles denote later data points.
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(0.1 percent), and Brazil (-0.1 percent). To some
degree, of course, small annual increases were
more likely among the latter group of countries
because they already had relatively high univer-
sal health coverage scores in the baseline year.
While all countries have either improved their

overall universal health coverage score or kept it
unchanged, we see variations in where countries
are today in terms of universal coverage. Brazil’s
lack of change reflects in part the fact that it
already had a very high score (81). Universal
coverage scores for Colombia (80) and Mexico
(78) are close behind that of Brazil. The scores of
four countries—the Dominican Republic, Nicar-
agua, Paraguay, and Peru—cluster in the high
60s or, in Peru’s case, 70.With universal cover-
age scores of just 63 and 59, respectively, Ecua-
dor and Guatemala havemade the least progress
toward universal coverage, although, as already
noted, there is progress in Guatemala.

Discussion
Our goals in this article were to operationalize
the WHO and the World Bank universal health
coverage Monitoring Framework, to construct
an overall index of universal health coverage
achievement, and to use themethods tomeasure
progress toward universal health coverage in
Latin America.
Inevitably, in operationalizing the universal

health coverage index, we were forced to choose
specific indicators and to make specific assump-
tions. We tried to avoid overemphasizing the
more easily measured prevention domain by
giving a higher weight to treatment and by in-
cluding inpatient admissions alongside other
treatment indicators.We also tried to avoid over-
emphasizing maternal and child health indica-
tors by including noncommunicable disease in-
dicators. However, as already highlighted in the
“Limitations” subsection above, in our imple-
mentation of the universal health coverage in-
dex,we captured less thanwewouldhave likedof
the set of health services delivered by a typical
health system.Akeymessage forpolicymakers is
that tracking progress toward universal health
coverage in a more comprehensive way will
require investments in better data, especially
household surveys.
Despite capturing only a small subset of health

service interventions, the results arenonetheless
of interest from a policy perspective, highlight-
ing differences across health service areas and
across countries, aswell as changesover time.We
saw lower rates of coverage on cancer screening
than onmaternal and child health interventions,
and in both of these interventions the poor lag
behind the better-off. On inpatient admissions,

Latin America as awhole reaches only 75 percent
of the WHO Service Availability and Readiness
Assessment benchmark for thedevelopingworld
despite being one of the more affluent regions.
We saw some improvement, albeit slow, over
time in financial protection. Our universal
health coverage index pulls the data together
into a single all-encompassing index: The index
takes values between0and 100,with largernum-
bers indicating higher performance. At the top
levels of performance, Brazil, Colombia, and
Mexico cluster around the universal health care
score of 80, and at the bottom, Ecuador and
Guatemala cluster around the universal health
coverage score of 60.
Comparisons across countries andover timeof

the universal health coverage index cannot, of
course, yield specific policy recommendations.
However, the data do reveal an association be-
tween universal health coverage attainment and
the degree of integration of a country’s health
system.The two countries (Brazil andColombia)
with fully integrated or advanced semi-integrat-
ed systems do better (score of 81) than the three
countries (theDominicanRepublic,Mexico, and
Peru) with less advanced semi-integrated sys-
tems (72). These countries, in turn, do better
than the four countries (Ecuador, Guatemala,
Nicaragua, and Paraguay) that have yet to start
integrating their health systems (64). Of course,
the more integrated countries also have relative-
ly high per capita incomes, so it cannot be con-
cluded that integration necessarily caused the
higher universal health coverage index; the as-
sociation is, however, suggestive.
The data also reveal variations in speed of in-

crease in the universal health coverage index
over the periods for which we have data. Para-
guay and Peru progressed the fastest over the
time period we analyzed—in Paraguay’s case,
despite the absence of health reforms. Brazil
and Colombia progressed very little, but their
big reforms had already occurred by the start
of the period covered by our data, and both coun-
tries started the period with a high universal
health coverage score. Mexico, which also
started with a high universal health coverage
score, did progress, albeit slowly, during the pe-
riod covered, which was also a period of major
health reforms.

Conclusion
Latin America hasmade strong political commit-
ments to universal health coverage and also does
well in two narrow universal health coverage
metrics—namely, legal guarantees to health care
and the share of the population in a financial
protection scheme. However, Latin American
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countries are still some distance away from
achieving universal health coverage, defined in
the broader sense, at least on the basis of the
indicators we included in our universal health
coverage index. The good news is that almost all

countries have improved their universal health
coverage score over time. While Latin America
may not have yet reached universal health cover-
age, it is making progress toward it. ▪
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