
Supplementary file #4: review of country-level evidence, current status, and 

trajectories 

As described in the methods of the article, we sought to assess the current state of primary health care 

in the 14 countries profiled by Kruk et al. in their 2010 paper—the last summative review of primary 

health care initiatives in LMIC. (1) Below, we summarize progress made (or lack thereof) across the three 

performance domains addressed in Kruk (2010): effectiveness, equity, and efficiency. The end of this 

document summarizes levels of evidence and current trajectories of these PHC systems in Table 1. 

Afghanistan 

Overview 
Impression of primary care health system: Improving (moderate evidence base) 

Despite a history of decades of conflict, Afghanistan has made concerted systematic efforts to develop 

primary care systems dating back at least 20 years. Most recently, in spite of ongoing political strife and 

violence, the government has continued to make further investments in primary care, moving in a 

generally positive direction. Specific improvements to the primary health system include improvements 

in the health systems services, infrastructure, and consumables via the Basic Package of Health Services, 

the implementation and expansion of integrated management of childhood illnesses (IMCI) services, and 

the removal of user fees in 2008.  

Detailed Evidence Summary  

Effectiveness:  

Afghanistan has made significant improvements in under-five, infant, and newborn mortality from 1990 

to 2015. (2) Multiple reforms that have contributed to these improvements are described in the 

literature. In 2001, Afghanistan began implementing a Basic Package of Health Services which over time 

led to the number of facilities more than doubling, leading to improved access and utilization of health 

services; increased rates of deliveries attended by a skilled birth attendant; improved supplies of 

essential medicines; and strengthened health ICT systems.(3)  These successes were facilitated by a 

focus on translating policy and strategy into practical interventions; focusing health services on priority 

health problems; clearly defining services to be delivered at each service level; and contracting out the 

provision of the Basic Package of Health services to non-governmental organizations and private 

entities.(3)  

During this time, Afghanistan also strengthened its focus on improving HRH systems, leading to a 

fivefold increase in midwives within the country between 2002 and 2010s. (4) Additionally, Afghanistan 

also initiated implementation and scale-up for facility-based IMCI in 2003 and introduced CHW-based 

IMCI protocols in 2008. (2) These efforts have led to improved assessments, more rationale use of 

antibiotics, and improved counseling on home care. (2) Finally, along with these other reforms, 

Afghanistan also introduced a national balanced scorecard system. A study of over 600 facilities 

between 2004 and 2008 found that the scorecard led to improved: patient and community satisfaction 
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with services; provider satisfaction; capacity for service provision; quality of services; improvements in 

IMCI indices; and a stronger overall vision for pro-poor and pro-female health services in the country. (5)  

Equity:  

Implementation of the Basic Package of Health Services led to improved access to care for rural 

populations and women, and an assessment of rural versus non-rural facilities found that the quality of 

care is similar. (3,5,6)  

However, persistent inequities remain; for example, literate women and wealthy women were found to 

be 84% and 70% more likely to have a skilled birth attendant, respectively, than illiterate women and 

women in the poorest quintile. (7,8) 

Efficiency:  

The assessment of rural versus non-rural facilities described above found that systems costs for similar 

services at remote versus non-remote facilities were 1.49 times as high, representing an “equity-

efficiency trade-off.” (6) Pre-2008, facilities that implemented user fees were found to have a slower 

increase in service utilization than facilities that did not. (9) In 2008, user fees were removed leading to 

increased utilization with no loss of quality. (10) 

Bolivia 

Overview 
Impression of primary care health system: Indeterminate (low evidence base) 

There is a significant lack of published evidence regarding the Bolivian primary health system. There 

have been some documented attempts by the government to improve primary health care, including 

policy reforms to guarantee health as a human right, but the overall lack of evidence makes it “virtually 
impossible to draw definite conclusions” about the current status or trajectory of the health system.(11) 

Detailed Evidence Summary  

Effectiveness:  

In 2007, it was documented that 45% of primary health care centers throughout the country did not 

have a physician. (12) The 2007 reforms in Bolivia guaranteed health as a human right, but very little, if 

any, articles or data are available describing changes since this reform. A recent review found that while 

“it is clear that Bolivia has made important and significant progress in the development of a national 
health system focused on primary care in an intercultural setting,” the dearth of available evidence 
“make it virtually impossible to draw definite conclusions.” (11) 

Equity:  

Despite the 2007 reforms, limited healthcare access has been described for as much as 77% of the 

population of Bolivia. (12) In 2009, 57% of all Bolivians lacked health insurance and only 12% were able 

to pay for private insurance. Access barriers for the non-Spanish speaking indigenous population (35% of 

Bolivia’s total population) have been documented.  
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Efficiency: no data 

Brazil 

Overview 
Impression of primary care health system: Improving (high evidence base) 

There is extensive evidence to document forward progress in the Brazilian primary health system. While 

there remain many gaps and challenges, the system is functioning at the level and quality of many 

systems in wealthier nations, is incurring lower costs per patient for similar outcomes, and is focused on 

progressive policy and implementation reforms to continue its progress in the near future. Specific 

initiatives that have documented impact include the Family Health Strategy (FHS) and the Mais Medicos 

program.  

Detailed Evidence Summary  

Effectiveness:  

The Family Health Strategy implemented in Brazil is a robust, progressive, team-based and community-

centered primary health strategy. (13,14) The FHS has focused on improving access and making primary 

care the first point of contact, in part through the formation of family health teams that include 

community health agents. FHS expansion has resulted in improvements in child health, including large 

and sustained reduction in infant mortality. Among adults, the FHS has increased rates of “usual source 
of care” within PHC, which has contributed to reductions in hospitalization rates for ambulatory care-

sensitive conditions, reductions in complications from chronic conditions, and, ultimately, large 

reductions in mortality secondary to cardiovascular and cerebrovascular causes.(14–17) Additionally, 

implementation of the FHS has been described as increasing the institutionalization of evaluations. (13) 

The FHS also has many challenges. Management of FHS at the municipal level has led to large variability 

in service availability and quality.(14) The rapid expansion of FHS led to shortage of doctors, which the 

government has responded to with the “controversial” Mais Medico program, which has imported 
approximately 15,000 physicians from Cuba and other countries. (14) Multiple studies have documented 

challenges in patient-provider communication and coordination of care, which has been compounded 

by a lack of health ICT. (14,15,18,19) Despite improvements in continuity, 66% of adults still do not have 

a regular doctor and access to care remains an issue. (18)  

To address some of these challenges, Brazil recently introduced the National Program for Improving 

Primary Care Access and Quality. (20) This is likely the largest primary care PBF program in the world, 

and has led to a near doubling of investment in primary care. However, no data is yet available on the 

program’s outcomes or its ability to address the shifting epidemiological burden of disease in Brazil. 

Equity:  

The Family Health Strategy focused on the poorest segment of the population and has been shown to 

have reduced inequities and have had the strongest effect in improving usual source of care in the 
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poorest areas of the country. (14,21) However, the FHS has struggled to reach the middle class, who 

often prefer to seek private sector services. (14) 

Efficiency:  

It is estimated that Brazil spends $50 per person per year on the FHS program, making it “extremely” 
cost-effective.(14) 

Costa Rica 

Overview 
Impression of primary care health system: Stable to improving (low evidence base) 

There is a dearth of published evidence regarding the Costa Rican primary health system, but what has 

been written seems to imply that there is stability and possible improvement of an already high-

functioning system in recent years. HRH-strengthening programs for both physician and non-physician 

cadres, integration of public health and primary health services, multidisciplinary teams, geographic 

empanelment, and improved monitoring and evaluation systems all imply forward progress within the 

government primary health system, but effectiveness or impact data do not yet exist.  

Detailed Evidence Summary  

Effectiveness:  

A recent case study detailed four critical health reforms undertaken in Costa Rica over the last 25 years, 

including integration of public health and primary care services, the formation of high-functioning 

multidisciplinary teams, geographic empanelment of the population to these teams, and strong 

measurement systems with data feedback loops.(22) Additionally, various human resource-

strengthening interventions have been undertaken to improve access to services; however, no 

effectiveness data is presented.(23) A study of the managerial and financial reimbursement structures in 

Costa Rica concluded that these systems consume too much time, reducing the comprehensiveness of 

clinical consultations and inducing disproportionate consumption of hospital emergency services.(24) 

The authors suggest that these systems should be restructured to optimize for access, quality of care, 

patient-centeredness, and efficiency. 

Equity: No Data  

Efficiency: No Data  

Cuba 

Overview 
Impression of primary care health system: Indeterminate (low evidence base) 

While there is historic documentation of a robust and progressive focus on primary health system 

development within the Cuban system, there is scant recent literature describing the current status or 
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trajectory. Historical data suggests that the Cuban system functions at or even above the quality levels 

of many wealthier nations, for significantly lower costs; however, there is no recent update to these 

data, so it is impossible to say if this trend has continued, is improving, or has stagnated.  

Detailed Evidence Summary  

Effectiveness:  

Limited evidence is available about recent progress or performance of the Cuban primary health care 

system. However, a time-agnostic description of the system highlights low under-five mortality and 

infant mortality; high life expectancy; complete empanelment such that everyone has a primary care 

provider with access to referral specialist care; and an absence of user fees. (25)  

Equity: 

Campion et al. describe essentially complete universal coverage.(Campion and Morrissey 2013) 

Efficiency:  

No cost data is available in the literature, but in general a low-cost and highly-efficient system is 

described. (25)  

Gambia 

Overview 
Impression of primary care health system: Indeterminate (low evidence base) 

There is almost no published data, historically or recently, to describe the effectiveness of the Gambian 

primary health system, nor its current trajectory. The articles that have been published do not present 

sufficient data to make responsible conclusions about status or trajectory.  

Detailed Evidence Summary  

Effectiveness: No data. 

Equity:  

It has been shown that access to care—measured as severity of disease presentation and delay of 

presentation—is decreased for villages that lack free transportation to clinics. (26) Access was not linked 

to age or gender. 

Efficiency: no data 

Ghana 

Overview 
Impression of primary care health system: Improving (moderate evidence base) 
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The Ghanaian primary health system is making forward progress, with documented evidence to support 

improved coverage and expanded service provision. National health insurance and the development and 

scale-up of the national community-based health planning and services (CHPS) have resulted in 

improved antenatal care and postnatal care coverage, increased rates of skilled deliveries, and 

reductions in under-five mortality. A focus on expansion of services to previously marginalized rural 

communities and pro-poor health financing have resulted in improved equity gaps. Despite these 

improvements, the Ghanaian system faces persistent challenges, including access barriers, poor quality 

service implementation in certain areas, and increasingly rising costs, especially in the context of aging 

populations and epidemiologic transitions.  

Detailed Evidence Summary  

Effectiveness:  

The Community Health Planning and Strategy (CHPS) program was initiated in 1990 through a small 

pilot, which found a 50% reduction in under-five mortality within three years. (27) Since then, the 

program has been scaled nationally, although progress has been strongest in one region. The CHPS 

program provides evidence of the importance of deep community engagement to ensure that service 

planning and delivery is response to local needs. The CHPS program employed several strategies to do 

so, including: recruiting community health nurses from neighboring communities so that they had 

knowledge of local culture but could also remain a socially-neutral source of care; involvement and 

advocacy with local politicians to get buy-in and mobilize start-up funds; engaging community groups in 

assessing healthcare quality to increase accountability of leaders and health workers.(27–30) The 

introduction of a national health insurance scheme in Ghana in 2003 has been associated with increases 

in utilization of antenatal care, postnatal care, and skilled delivery in insured compared to non-insured 

women.(31) Additionally, patients with government insurance report higher approval ratings than non-

insured patients.(32) Through the Population Health Implementation and Training Program, Ghana 

made significant improvements to its health ICT systems, including simplifying data collection registers 

to reduce data collection time and speed the analysis and feedback of data to frontline 

users.(33)Multiple innovations in care delivery in Ghana have also been described, such as an 

emergency referral program for rural clinics without access to emergency surgical care, which showed a 

reduction in in-facility maternal mortality and strong community approval.(29) 

Despite this progress, Ghana faces many challenges, including the finding that only 33% of the 

population has access to basic chronic care services. (34) Additionally, dissatisfaction from providers has 

been documented, including delays in reimbursement of insurance claims, insufficient coordination 

across the system, inadequate funding for primary health services, and lack of robust services—
particularly lab services—at PHC facilities.(35)  

Equity:  

The elimination of user fees and establishment of a national health insurance scheme are pro-poor 

progressive financing mechanisms, however data shows that the poorest women have lower facility 

delivery rates and that there are significant differences between wealthy and poor, urban and rural, and 

insured versus non-insured populations in access to basic chronic care management services. (34,36) 
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Furthermore, 65.5% of households were reported to have faced catastrophic health expenditures in the 

last year, and 54.8% at the last outpatient visit. 

Efficiency:  

In 2012, Ghana introduced capitation payments to contain costs related to fee-for-service and 

diagnostic-related groups.(37) 

Iran 

Overview 
Impression of primary care health system: Stable (moderate evidence base) 

The Iranian health system has historically already been functioning at a high level, with outcomes 

equivalent to many wealthier nations, despite significantly lower spending. Recent evidence suggests 

that the health system is facing many challenges including the ineffective design and implementation of 

the Family Physician program, rising costs with prohibitive out-of-pocket expenditures, fragmented 

health information and financing systems, persistent rural versus urban disparities, and an aging 

population and resulting epidemiologic transition that the system is struggling to accommodate. 

Nonetheless, the government has continued to attempt further reforms, including the recent Health 

Sector Evolution Plan, which has shown some early promise as a positive step forward. Generally, the 

problems that the Iranian system is facing are similar to challenges found in many high-income countries 

and, while very real, there is evidence that the public sector is taking steps to address these challenges.  

Detailed Evidence Summary  

Effectiveness:  

In the last decade, Iran has faced multiple challenges, including rising costs, poor referral systems, high 

OOP payments, an increasing chronic disease burden, and issues regulating an expanding private 

sector.(38,39) A Family Physician Program initiated in 2005 alongside a Rural Health Insurance Program 

was reportedly unsuccessful at improving continuity in rural primary care and resulted in fragmentation 

of and conflict within the purchases/provider relationship. (40–42) To address some of these challenges, 

a payment reform has been initiated in which family physicians are to be reimbursed on a risk-adjusted 

capitation basis to decrease costs while ensuring primary care access and quality. This system will also 

include performance-based rewards for value-based healthcare. The program is demonstrating early 

successes, but no robust data is available yet. (38) 

Multiple resources were found describing Iran’s national community health worker program and efforts 

to inculcate a culture of patient safety in the primary health care system, however no effectiveness data 

was available.(43,44)  

Equity:  

Despite government efforts, persistent rural/urban inequities remain.(38,40–42)  
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Efficiency: no data 

Kerala 

Overview 
Impression of primary care health system: Indeterminate (low evidence base) 

Kerala has a strong history of a high-quality primary health system with near universal coverage and 

outcomes at the levels of many wealthier nations, for much lower costs. There is, however, a dearth of 

recent published evidence to clearly understand the current status or trajectory of the health system. 

Documentation of “higher-level” primary health services, such as palliative care provision and 
adolescent-specific services, imply that the system is moving in a positive direction, but in the absence 

of evidence, it is not possible to make determinate conclusions.  

Detailed Evidence Summary  

Effectiveness:  

Examples of new palliative care and community adolescent-specific pediatric practices exist but do not 

have robust effectiveness data. (45,46)  

Equity: no data 

Efficiency: no data 

Liberia 

Overview 
Impression of primary care health system: Stable to improving (low evidence base) 

Despite many continued weaknesses, and the recent devastation of the Ebola epidemic, the Liberian 

health system seems to be making forward progress. Evidence is very limited, but suggests that the 

implementation of a Basic Package of Health Services and, subsequently, the essential package of health 

services, along with a burgeoning CHW and integrated community case management (iCCM) 

infrastructure, are all moving the system in a positive direction. The system still struggles with profound 

equity gaps, service coverage gaps, and some of the worst outcomes globally, but, given Liberia’s status 
as a fragile state, the health system has some evidence of progress.  

Detailed Evidence Summary  

Effectiveness:  

The initiation of the implementation of a Basic Package of Health Services in 2003 was effective, with 

80% of government clinics meeting minimum standards by 2010.(47) Following this success, 

implementation was expanded to an Essential Package of Health Services. Between 2007 and 2013, 

Demographic and Health Survey data indicate improvements in antenatal, postnatal, and IMCI-related 

care. Nevertheless, at the time of the Ebola outbreak Liberia’s health system still lacked sufficient 
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human resources; drugs and supplies; adequate facility infrastructure; effective health ICT systems; and 

policies to address NCDs, mental health, and HIV/AIDS, particularly in rural areas.(47–49) The Ebola 

outbreak is known to have exacerbated these pre-existing weaknesses.(48)  

Equity:  

Notable inequities between rural/remote regions and more urban areas have been noted. (47,49) 

Efficiency: no data 

Mexico 

Overview 
Impression of primary care health system: Stable to improving (moderate evidence base) 

Historically, Mexico’s primary health system has been known to be quite strong, and the 
implementation of Seguro Popular dramatically improved coverage and outcomes in many areas 

throughout the country. Recent evidence is not very robust, but suggests continued forward progress. 

Specifically, the PREVENIMSS primary care program has shown significant impacts on NCD outcomes and 

mortality, in line with the national priorities to address an aging population undergoing an epidemiologic 

transition. Further evidence shows that, among insured patients, chronic care access and outcomes are 

improved. Nonetheless, many challenges remain, including access gaps for poorer patients, gaps in 

insurance coverage, low rates of empanelment and access to primary care providers, low patient 

satisfaction scores in primary care facilities, high OOP expenditures, and fragmented referral systems.  

Detailed Evidence Summary  

Effectiveness:  

The PREVENIMSS program was initiated in 2002 to improve primary health care and reduce the burden 

of disease in Mexico. (50) Since then, the program has demonstrated improvements, including 

decreased incidence of cervical cancer, breast cancer, and cerebrovascular disease as well as decreased 

mortality from diabetes mellitus, hypertension, ischemic heart disease, cerebrovascular disease, cervical 

cancer, and breast cancer. Additionally, 80% of respondents in a recent study reported that the care 

they received was excellent, very good, or good. (15) 

However, many challenges remain. For example, only 21% of adults over the age of 50 were reported to 

have access to basic chronic care, and significant proportions of adults reported having no regular 

doctor, difficulty communicating with their doctor, and a lack of coordination in primary care. (15,18,34) 

Significant heterogeneity between states in terms of primary care hospitalizations exist, implying varying 

degrees of quality. (51)  

Equity:  

Access to basic chronic care services is more likely for individuals with health insurance, wealthier 

individuals, and those living in urban areas. (34) Higher rates of hospitalization for poorer populations 

have been found. (51) Indigenous populations are enrolled in Seguro Popular and use services at greater 
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rates than non-indigenous people, leading researchers to conclude that socioeconomic conditions in 

general (and not ethnicity specifically) determine healthcare utilization.(52) Catastrophic expenditures 

are disproportionately worse in the poorest quintiles, an individuals with insurance are less likely to 

have catastrophic OOP expenditures than those without insurance. (34)  

Efficiency: No data. 

Niger 

Overview 
Impression of primary care health system: Indeterminate (low evidence base) 

There is a significant dearth of published evidence regarding Niger’s primary health system. There is 
some discussion in the literature surrounding the removal of user fees, and the implementation of iCCM 

and CHW programs, which collectively imply progressive and forward-thinking public sector strategy. 

There is, however, no data regarding the effectiveness of these initiatives, thus it is not possible to 

conclude much about the current status or the trajectory of the health system 

Detailed Evidence Summary  

Effectiveness:  

Integrated community case management and community health worker programs have been 

implemented in Niger, however no evidence of impact has been reported. (53,54) Lagarde et al. report 

on the removal of user fees and show mixed results on utilization in different districts, with some 

showing improved and some showing decreased utilization. (55) 

Equity:  

The removal of user fees may be assumed to be a pro-poor policy, however the evidence of this is 

complex and contextually mediated. (55) 

Efficiency:  

Sri Lanka 

Overview 
Impression of primary care health system: Stable to improving (moderate evidence base) 

Sri Lanka’s primary health system has historically been quite strong, with extensive PHC coverage and 

under—five mortality rates and life expectancies at levels equivalent to much wealthier nations. Recent 

evidence suggests that the health system continues to be strong, and possibly improving, although with 

the limited published data it is difficult to conclusively determine a trajectory. Recent literature has 

documented equally high quality of care provision in both the private and public sectors with excellent 

patient satisfaction scores, and generally low costs. The government has prioritized pro-poor 
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progressive health financing mechanisms, and while not completely absent, equity gaps are considered 

to be lower than many similar nations.  

Detailed Evidence Summary  

Effectiveness:  

Equally high quality of care has been demonstrated in the public and private sector, with levels 

approaching quality seen in high-income country health systems.(56) Additionally, very high levels of 

patient satisfaction and perception of quality of care have been reported. Despite gaps in NCD 

diagnostic capacity and essential medicine availability, performance overall was higher than other 

countries included in the same study (including Benin, Bhutan, Eritrea, Sudan, Suriname, Syria, and 

Vietnam).(57)  

Equity:  

Sri Lanka has maintained a pro-poor financing structure throughout the health system, with progressive 

distribution of health financing burden.(36) 

Efficiency:  

Rannan-Eliya et al. demonstrated generally low expenditures throughout the public sector while 

achieving very good outcomes.(58) 

Thailand 

Overview 
Impression of primary care health system: Stable to improving (high evidence base) 

The Thai health system has a robust history of high-quality service provision with nearly universal care 

and good outcomes. Historic programs expanding services to rural populations made great impact in the 

health outcomes and health equity domains. There is a good amount of recently published literature, 

but the data presented overlaps with the period of time described by Kruk 2010, making it difficult to 

determine if the system has maintained high-functioning stability, or if it is truly improving. Specifically, 

the literature describes low levels of unmet health needs, a focus on chronic care programs, generally 

widespread access of services even in rural areas, pro-poor health financing, and initiatives aimed at 

reducing OOP expenditures which have reduced equity gaps. However, the system continues to struggle 

with problems that many other high-functioning health systems have, including epidemiologic 

transitions and aging populations, and the effective implementation of pay-for-performance financing 

schemes.  

Detailed Evidence Summary  

Effectiveness:  

Overall, Thailand has low levels of unmet health needs and “nearly universal” health insurance 
coverage. (36,59) Although persistent differences in travel time to PHC clinics exist among those clinics 

service the poorest and illiterate populations, even these populations of high rates of public insurance 
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coverage and access to primary health care.(60) The implementation of national health insurance has 

led to increased overall sales (reimbursed by insurance) of essential medicines, specifically for NCDs 

such as hypertension, diabetes mellitus, and hyperlipidemia. (61)  

Equity:  

Overall, Thailand has equitable access to health services.(36) However, there is a persistently inequitable 

distribution of health workers in rural areas.(62) To address this, in recent years, Thailand has 

undertaken initiatives to increase the supply of generalist physicians, particularly in rural areas; provide 

fiscal incentives to rural practitioners to increase retention; and eliminate co-payments.(63) 

Following the introduction of national insurance, use of primary health care facilities became more 

concentrated among the poor while use of provincial/general hospitals became more concentrated 

among wealthier populations.(64) The authors of this study suggest that there is a need for future 

policies to focus on the quality of primary care across facility levels and equitable referrals to secondary 

and tertiary health facilities when required. 

Efficiency:  

Overall, Thailand has maintained a pro-poor distribution of healthcare benefits and adopted progressive 

health financing mechanisms.(36) Catastrophic OOP expenditures are low and, though greater in poor 

than non-poor populations, occur primarily through use of private clinics and drugstores implying that 

such events are rare within the public system. (65,66) Finally, though the 2013 introduction of a PBF 

financing scheme was seen as initially problematic, but the government has worked to re-formulate the 

policies and structure of the program to be more locally responsive and relevant. (67) 

Conclusions 
There is good evidence to show 

significant progress in several of the 

reviewed countries. Clear progress 

has been made in the scope of 

services, quality of services, access for 

marginalized populations, and 

progressive health financing 

initiatives. There are, of course, many 

persistent challenges. Some of these 

challenges seem to be improving, 

while others appear to be stable from 

Kruk’s prior descriptions.  

In some of the higher-performing 

health systems such as Mexico, Sri 

Lanka, Iran, Brazil, and Ghana, it is 

notable that the challenges are similar 

to those faced by the health systems of 

Country Evidence base Trajectory 

Afghanistan Moderate Improving 

Bolivia Low Indeterminate 

Brazil High Improving 

Costa Rica Low Stable to improving 

Cuba Low Indeterminate 

Gambia Low Indeterminate 

Ghana Moderate Improving 

Iran Moderate Stable 

Kerala Low Indeterminate 

Liberia Low Stable to improving 

Mexico Moderate Stable to improving 

Niger Low Indeterminate 

Sri Lanka Moderate Stable to improving 

Thailand High Stable to improving 

Table 1: Summary of the quality of evidence and impression of the trajectory 

of each health system 
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much wealthier nations (e.g. chronic care provision, effective empanelment, patient satisfaction scores, 

epidemiologic transition, and aging populations). This can reasonably be interpreted as a positive 

finding, given these health systems’ lower costs but similarly high-quality outcomes.  

Interestingly, none of the countries assessed in this review was found to be clearly worsening. On the 

one hand, this could be interpreted as an encouraging finding. On the other hand, this may be bias 

simply due to a lack of “negative” publications, or due to the lack of overall published data about these 

countries (see Limitations, below). In particular, with regards to the seven countries with “Low” levels of 
evidence, it is quite possible that the system is overall performing poorly, but in the context of such poor 

performance, published evaluations have understandably been de-prioritized by health system leaders. 

Thus, there may be a selective bias for the worst performing health systems to be described even less  

than slightly higher-performing health systems. In juxtaposition, in more well-resourced settings such as 

Brazil (the country with the strongest evidence base in this review), even though there are many 

persistent gaps in the system, robust academic institutions provide sufficient evidence across the 

spectrum of “positive” and “negative” studies, to more adequately evaluate accomplishments and 
persistent challenges.  

Limitations of this review 

Generally speaking, this review is significantly limited by a lack of robust evidence for the countries 

being assessed. Available evidence was graded as low if fewer than seven articles were available; 

moderate if 7-13 articles were available; and high if 14 or more articles were available. Eight (57%) of 

the fourteen countries reviewed were categorized as “Low” for the quality of the evidence, with six of 
those eight having three or fewer articles published during the period of review. Five of those six were 

ultimately categorized as an “Indeterminate” trajectory given the dearth of evidence. Only three 

countries (21%) were qualified as “High” quantity of evidence. In this context, any conclusions arising 
from this review must be interpreted with conservative caution, recognizing that a lack of positive or 

negative evidence in the published literature does not necessarily reflect the true realities of those 

health systems, only the realistic constraints of a health systems review based only in the published 

literature. Finally, given the short period of time between the Kruk evaluation and our current 

evaluation, it is important to recognize that population-level interventions may not yet have had 

sufficient time to demonstrate their potential impact, and that some of the interventions that were 

undertaken even prior to the Kruk 2010 evaluation may still have benefit in the future, even if their 

impact has not yet been documented.  
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