Abstract 
We aimed to provide systemic, empirical evidence on the coverage expansion of primary health care (PHC) linking to good health in LMICs. We conducted a pooled, cross-sectional analysis using the 2011 World Health Statistics for WHO Member States at low- and middle-income levels (n=102). With life expectancy, infant mortality, and under-five mortality as health indicators, we examined the effect of service coverage rate using variables under three two domains:  (health expenditure and PHC (, public health provision, primary care access). Our results indicated that after controlling for GNI per capita, higher total health expenditure as a share of GDP is was associated with shorter life expectancy (ß=-0.99; P=0.014), higher infant mortality (ß=1.65; P=0.155) and under-five mortality (ß=4.82; P=0.020). Multivariate analysis also showed that higher coverage of public health services is was significantly associated with improved population health. Making public health and primary care services accessible and be used by everyone is the wise means towards improved health.
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Introduction 
Striving for universal health coverage is an admirable goal everywhere.1 The choice of what provisions to implement and how to finance health systems to achieve or maintain universal health coverage (UC) (UHC) and avert household impoverishment remain common pragmatic issues for all nations. Inadequate funds and resources place further strain particularly on low- and middle-income countries (LMICs). Yet, UC universal coverage for primary health care (PHC) has been rigorously discussed and placed on top of health reform agenda for LMICs - first rekindled by the Declaration of Alma-Ata in 1978, followed by the 2005 WHA World Health Assembly and 2008 World Health Report, in the belief that it could act as an effective means to improve population health while providing financial protection.1-3
However, there is still limited evidence demonstrating that UC universal coverage of PHC is wise investment. Selective and comprehensive PHC have been previously examined in certain LMICs where they contributed substantially to the improvement in under-five mortality,4 but most existing research is confined to case studies or selected groups of countries.4-7 Furthermore, we acknowledge that paths to reaching UC UHC depend on the unique mixes of social dynamics, together with macroeconomic, cultural and geopolitical attributes of every country.5-7 Yet, to provide systemic assessment on the coverage expansion of PHC linking to the improvement of population health in LMICs is of timely importance.8
The present study addresses this shortcoming by conducting multi-country, cross-sectional analyses to investigate the influence of PHC coverage on the health of people in 102 LMICs for whose data are readily available. Through findings of this study, we hope to provide a more comprehensive evidence base needed to shed light on the pragmatic issues associated with pursuing UHC and better population health.


Method
Study design and sample
Using a pooled, cross-sectional design, we reported the effect of PHC coverage on population health of LMICs (n=102). We collected our data from the 2011 World Health Statistics.9 Out of the 143 LMICs listed as World Health Organization (WHO) Member States, we included 102 of them in the study for their availability of all the parameters required for the regression analyses (Table 1). Difference between modeled and excluded (n=41) member states is was negligible (see Ssupplementary Ttable). 

Measures 
We examined three health outcomes measured at the country-level: life expectancy, infant mortality, and under-five mortality. They have beenwere chosen for their generality and importance in assessing health of populations. Life expectancy is was measured as average number of years that a person at birth is expected to live. Infant mortality is was the probability of dying by age 1 per 1000 live births. Under-five mortality is was measured as the probability of dying by age 5 per 1000 live births.
To investigate influence on these outcomes, we included predictors broadly categorized under three two domains, namely health expenditure (total expenditure on health as a share of gross domestic product, general government expenditure on health as a share of total expenditure on health), and PHC. We used two indicators for health expenditure: total expenditure on health as a share of gross domestic product (GDP) and general government expenditure on health as a share of total expenditure on health. The former represents how much funding (public and private) is allocated to the health sector relative to a country’s wealth, while the latter is an indicator of public participation in health care financing showing the level of priority the government gives to improving access to health care in developing countries.10
There are two characteristics associated with PHC: public health provision (proportion of population using improved drinking-water sources, skilled birth attendance coverage, measles immunization coverage among 1-year-olds) and primary care access (ratio of number of physicians to number of hospital beds). By definition from the Alma-Ata Declaration, Here we divide PHC into public health and primary care services for that theythese two attributes together embodyy the concept of a PHC-based system focusing on promotion and prevention.2 In recognizing the importance of type and accessibility of services, we computed the ratio of number of physicians to number of hospital beds as an indicator of relative availability for primary care services, with a lower ratio implying a lower accessibility to primary care services relative to secondary and tertiary care capacity which is represented by number of hospital bedshigher ratio implying more availability of primary care services relative to secondary and tertiary care capacity. Primary care, in this context, referred specifically to essential medical care that is accessible and is served by clinicians.11
For public health services, population using improved drinking water sources was used as a proxy for safe drinking water and served to assess the improvement in environmental health through public health measure and its contribution to decline in mortality. Skilled birth attendance was an indicator for maternal mortality measurement since professional care during pregnancy and delivery can significantly reduce maternal deaths. Measles immunization served as a guide to the public health efforts in eradicating diseases and reduction in infant and under-five mortality.With this measure, we can depict that in a country, if an inpatient has been served by limited number of physicians which is indicative of insufficient accessibility or inequitable distribution of primary care services. 

Data analysis
For the independent and dependent variables, we derived their descriptive statistics as illustrated in Table 1, and examined their correlation with each other by computing Pearson’s correlation coefficient. Correlations with absolute magnitude of greater than 0.17 are were significant at P<0.05 (Table 2). To assess changes in life expectancy, infant mortality, and under-five mortality rates, we initially incorporated only the health expenditure predictors in the multivariate analysis (Model A; Table 3). In the multivariate model (Model B), we additionally included the effect of public health provision and primary care access factors. We also adjusted for the gross national income (GNI) per capita at purchasing power parity (per 1000 international dollars) in the multiple linear regression models, and weighted on population size of each country. GNI per capita is was controlled for in consideration of countries at their stage of economic development. All analyses are were conducted using SAS statistical package version 9.2 (SAS Institute, Cary, NC).


Results
Descriptive analysis
We first identifiedy 6 predictors that addressed the three general categories of strategies for improving population health in LMICs, encapsulating subjects of health expenditure, public health services and primary care access, and for which data appeared available. Descriptive characteristics of these variables are presented in Table 1. 
According to data retrieved from the 2011 World Health Statistics, mean life expectancy at birth is was 65.1±10.4 years for the 102 LMICs considered. Average infant mortality and under-five mortality rates are were 39.6±29.2 and 60.9±53.6 per 1000 live births, respectively. Furthermore, these countries allocated a mean of 6.3% of their GDP to total health spending, average about 50.8% of which is was generated by public sources. In terms of public health interventions, mean service coverage for safe water sources, skilled birth attendance, and measles immunization reached 82.6%, 75.4%, and 84.6%, respectively. Overall, mean ratio of practicing physicians to hospital beds is was 0.5 (minimum: 0.009; maximum: 2.3). 

Correlation matrix of regression variables
Correlation analysis is was conducted to provide some insight regarding the importance of financial factors and service programs, and on their impact on health of people in the LMICs (Table 2). Public health service delivery seemeds to have the strongest correlations (in magnitude) with the three health outcomes, aside from GNI per capita. Correlation coefficients for proportion of population using improved drinking-water sources with life expectancy, infant mortality and under-five mortality are were 0.769, -0.805 and -0.800, respectively. This is to say that higher coverage for safe drinking water is was strongly associated with longer life expectancy, lower infant mortality and lower under-five mortality. Similarly, corresponding coefficients for skilled birth attendance coverage are were 0.764, -0.740, and -0.733, and for measles immunization coverage are were 0.485, -0.560, and -0.511, respectively. Physician-to-bed ratio and the three health indicators also have had coefficients of 0.564, -0.459, and -0.482 (Table 2).

Multivariate analysis
The final analysis jointly considereds all the predictors previously consideredexamined. Our findings indicated that impact on health is was improved first and foremost by increased service coverage in public health provision, followed by enhanced accessibility to primary care (Table 3). Results from multiple regression analyses including only health expenditure factors (Model A) showed that after controlling for GNI per capita, higher total health expenditure as a share of gross domestic productGDP is was associated with shorter life expectancy (ß-coefficient -0.99; P=0.014) and higher infant mortality (ß-coefficient 1.65; P=0.155) and under-five mortality (ß-coefficient 4.82; P=0.020) (Table 3, Model A). Furthermore, the percentage of health expenditure from public sources has had no bearings on all three health indicators. This implies that neither the magnitude nor the source (public or private) of spending on health care directly contributeds to better health outcomes at population level.
In addition, who to be covered and what benefits to be included are vital. PHC in this study, in line with definition in existing literature, encompasseds public health services and primary care services. Influence of PHC provision is was ubiquitous across three indicators. Our results indicated that a higher coverage rate of public health services (i.e., improved drinking-water sources, skilled birth attendance, and measles immunization) is was significantly associated with longer life expectancy, and lower infant mortality and under-five mortality (adjusted R-squared of 0.865, 0.768, and 0.778, respectively) (Table 3, Model B). For instance, regression coefficients of percentage of population using improved drinking-water sources on life expectancy, infant mortality, and under-five mortality are were 0.26 (P<0.0001), -0.84 (P<0.0001), and -1.80 (P<0.0001), respectively. Similar patterns are were observed for skilled birth attendance and measles immunization coverage. A higher physician-to-hospital bed ratio is was also related to improvement in life expectancy for people in LMICs (ß-coefficient 2.50; P=0.005).


Discussion
In this study, we conducted a pooled, cross-sectional study exploring PHC coverage particularly for LMICs, which is unique from previous case-study discussions on high-income or developed countries. Our findings demonstrated that broader coverage of PHC is was significantly associated with longer life expectancy, and diminishing trends in infant mortality and under-five mortality. This is in contrast with the negative health outcomes we find found to be related to increased health expenditure as a share of the country’s gross domestic productGDP. These results are in alignment with previous findings that, in LMICs, good health could be achieved with low cost.4,6-7, 120-131

Health financing 
In the scrutinized LMICs, nearly half of their health expenditure comes non-public funding which essentially involves contributions from tax revenues, external aid,  direct payments by users, and private health insurance, and mandatory social health insurance schemes. General government expenditure on health as a share of total expenditure on health is a direct public investment in the health sector and a critical player in the mix of financing sources: a higher share denoting the concomitant level of government effort to improvement in population health. Poor individuals from the poorer countries have proven to gain most from additional government health spending as opposed to the better-off who can easily access private services.131-142  Promising consequences on access to care and financial protection for the poor attributable to demand-directed improved public budget have also been evident for southeast Asian countries like Cambodia and Laos.153 
A growth in health spending allows for more health services but sometimes efficiency of delivery and quality of care can be inadequate, leading up to health setbacks rather than progress. From our results, we see that better health is not contingent on the proportion of GDP allocated to health. Mis-targeted provision or lack of central stewardship running alongside to ensure increased uptake of essential care could hamper one nation’s path towards UHC in spite of abundance of resources.131 A relevant example country that has effectively confronted this issue is Mexico. Seguro Popular, as an important constituent of Mexico’s System of Social Protection in Health (SSPH) and its progress towards UHC, has been exercised by the strengthened input and leadership by its government resulting in universal access to a comprehensive set of services including promotion, prevention, treatment and rehabilitation.164 Aside from improvements in effective coverage and mobilization of additional public resources, the financial protection made possible by the segregation of funding between person and non-personal health services is one notable fruit in Mexico’s successful implementation.164-175 Another frequently discussed means of effectively driving LMICs forward in offering universal, affordable care is to avert the high out-of-pocket payments under the basis of sufficient funding,1,8,186-197 as well as to rely more on risk pooling financing strategies to avoid financial catastrophe.1,131 

Primary health care
In addition to the proportion of costs to be covered (height) in rolling out health systems, there are also matters relating to the extension of population coverage (breadth) and which services should be provided (depth).1 Stronger effects on population health have been linked with promotive and preventive provisions relative to inpatient or curative services in a multi-country analysis.5 In this study, we looked at indicators for public health and primary care services. Access to safe drinking water helps reduce water borne diseases, births attended by skilled personnel prevents maternal deaths and unsafe delivery due to obstetric complications, and measles immunization reduces morbidity and premature deaths - all of which are proxy measures of distribution of public health services. Their expanded coverage equates to fairer distribution of necessary care within populations involving uptake by the marginalized subpopulations, presumably entailing better governance and supportive health infrastructure. Indeed, we observe that they are strongly and positively associated with better health outcomes. 
	Using supply of physician workforce in relation to hospital beds as our proxy for accessibility to primary care, we find that it is crucial in improving life expectancy. Primary care practice facilitates more efficient management of health problems before specialty-oriented services or hospitalization is required. We believe that a high physician-to-hospital bed ratio is a good indicator of receiving not only disease-focused preventive care but also, more importantly, the primary care services.2018 Primary care practice facilitates more efficient management of health problems before specialty-oriented services or hospitalization is required. Although we did not examine primary care physicians exclusively, we can expect a proportion of those considered are primary care physicians who have backup support from specialists for specific diseases. It has been suggested that primary care physicians do at least as well as specialists in caring for ‘generic’ diseases, and primary care has beneficial effects on coverage of preventive and curative services and health outcomes.19 A surplus of specialists instead of primary care physicians is still being observed in many countries today. 

Coverage expansion and population health
Table 3 summarizes changes in population health with joint consideration of health financing, public health coverage and primary care access. Influence from broader coverage of public health services that can be inclusive of the poor is exceptionally favorable for all health indicators in LMICs. A prominent impact by physician-to-bed ratio is also detected in extending life span. High coverage provisions are especially essential for providing accessible first-contact care and integrating care for multiple health needs, and should be prioritized for nations with very low income to reduce mortality rates. Comprehensiveness of PHC initiatives areSupporting evidence has been illustrated in selected countries like Vietnam and Thailand where population health was greatly improved as a result of increased skilled birth attendance was greater than 80% and the decrease in under-five mortality averaged to as high as 8.5% between 1990-2006 in the latter nation.4 Adopting universal health financing schemes may additionally have social implications. Individuals previously deprived of their entitlements to essential care, for instance, can now face decreased bankruptcy filings and family budgetary crises caused by impoverishing health expenditures.8,15 
Despite the advancement in population outcomes generated by the expanded availability of subsidized services and public health facilities in the recent decade, there has been concern that augmented public spending in LMICs did not effectively target the worse-off but was instead pro-rich resulting in no changes in health.131 Contribution by public funding in health from our analysis, indeed, appears negligible. One may also argue that contribution of a nation’s GDP on health could be a fundamental driver towards universal health coverageUHC, particularly in LMICs. Our data results showed a contradictory picture. Deterioration of services coverage result under inequitably distributed resources such as funding and staff that are not secured to sustain routine operations, and external aid that is not being entirely distributed to the most underserved areas.6,210 Impact of interventions, thus, must be evaluated across socioeconomic gradients within populations to ensure fair distribution of resources and health.120,221 Nevertheless, we recognize that the observed improvements in health are under the assumption that resources are sufficient. 

Strengths
Although success stories like “Good Health at Low Cost” have demonstrated that considerable improvement in health can be achieved at low levels of income,6-7 but their pragmatic investigation has limited only to certain case-study countries and lacked a comprehensive inspection of other health systems that failed in achieving this goal. Our study adds to this finding by extending the scope of investigation to all LMICs listed as in WHO Member States for whose data were accessible. Our results in fact link universal health coverage UHC to improved population health in LMICs. By focusing on population-based health outcomes, we are able to quantitatively estimate health at the population level, facilitating in cross-country comparison at the macro-level. We provide a robust evaluation of health system policies across LMICs in helping to build knowledge base and illustrate how core components of health systems are coupled with good health. We realize that achieving universal health coverageUHC should not be a utopian dream for LMICs. 

Limitations
Multi-country analyses at national level also have caveats. First, a sum of 41 Member States is not modeled in the analyses due to insufficient data which suggest lack of robust monitoring systems and capacity still existing today. Second, advancement in health is reflected upon numerous intrinsically linked factors such as politics, culture, economics, education, lifestyle and governance – making attribution of effect difficult to assess. Intra-country variation is thus masked. Despite these shortcomings, this is a global analysis conducted to elucidate the role of UC universal coverage for PHC and to describe what has worked for LMICs collectively. This will provide useful insight as to how reforms can be pursued.
Sociopolitical influences on health are also not considered which may modify the empirical associations we found between PHC and our health indicators. We acknowledge that discrepancies in cultural, political and economical tendencies of each nation will guide the course of their strategy to achieve universal health coverageUHC, enabling a system that is ‘ideologically sound, politically tenable, and administratively feasible.’232 The context in which each health system has been shaped is core to implement change to current policies and extend coverage of essential services. As the Beijing Statement from the Second Global Symposium on Health Systems Research clearly reinforces, UHC is a societal imperative that is inclusive of contribution from local to the global context in forms of innovation and advancement via health systems research.243 In view of distinct contextual characteristics of every country, it is likely that each will find its definitive path to health system reform subsequent to the construction of a comprehensive, empirical evidence base.5 


Conclusion
Access is the major contributor to optimal effectiveness of implemented provisions tackling issues of distribution.221 Our Investigation supports that good health depends on the expanded coverage and comprehensive provision of PHC services. Not only is it governed by how much of a country’s GDP is spent on health care and where the money comes from, but more importantly, health of population is hinged on where the money is spent. For LMICs where resources are restricted, universal coverageUC for PHC is a wise investment, particularly if the Millennium Development Goals are to be achieved. As there is no blueprint in the course to success for each country, our findings provide invaluable insights into promising means in our quest towards universal health coverage. 
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	Table 1.  Descriptive analysis of variables used for low- and middle-income WHO Member States (n=102).

	　
	　
	LMICs

	　
	　
	Mean
	SD
	Median
	Min
	Max

	Health outcomes
	
	
	
	
	

	
	Life expectancy at birth (years)
	65.1 
	10.4 
	68.5 
	44
	80

	
	Infant mortality rate (probability of dying by age 1 per 1000 live births)
	39.6 
	29.2 
	29.5 
	4
	114

	
	Under-five mortality (probability of dying by age 5 per 1000 live births)
	60.9 
	53.6 
	34.5 
	6
	199

	Health expenditure
	
	
	
	
	

	
	Total expenditure on health as % of gross domestic product
	6.3 
	2.3 
	5.9 
	2.0
	13.6

	
	General government expenditure on health as % of total expenditure on health 
	50.8 
	17.7 
	51.2 
	6.5
	86.1

	Public health 
	
	
	
	
	

	
	Population using improved drinking-water sources (%)
	82.6 
	16.0 
	87.5 
	38
	100

	
	Births attended by skilled health personnel (%)
	75.4 
	24.7 
	82.5 
	6
	100

	
	Measles immunization coverage among 1-year-olds (%)
	84.6 
	13.9 
	89.5 
	41
	99

	Primary care
	
	
	
	
	

	　
	Ratio of number of physicians to number of hospital beds 
	0.5 
	0.5 
	0.4 
	0.009
	2.3

	Note: 122 countries with available data on gross national income per capita based on purchasing power parity.


LMICs: low- and middle-income countries; SD: standard deviation; Min: minimum; Max: maximum.



	Table 2.  Correlation matrix of regression variables for low- and middle-income countries (n=102).

	Variable
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12

	1
	Life expectancy at birth (years)
	--
	
	
	
	
	
	
	
	
	
	
	

	2
	Infant mortality rate (probability of dying by age 1 per 1000 live births)
	-0.904 
	--
	
	
	
	
	
	
	
	
	
	

	3
	Under-five mortality (probability of dying by age 5 per 1000 live births)
	-0.904 
	0.971 
	--
	
	
	
	
	
	
	
	
	

	4
	GNI per capita (PPP, per 1000 int. $)
	0.660 
	-0.684 
	-0.657 
	--
	
	
	
	
	
	
	
	

	5
	Total expenditure on health as % of GDP
	0.033 
	-0.082 
	-0.040 
	0.142 
	--
	
	
	
	
	
	
	

	6
	General government expenditure on health as % of total expenditure on health 
	0.242 
	-0.335 
	-0.293 
	0.325 
	-0.066 
	--
	
	
	
	
	
	

	7
	Population using improved drinking-water sources (%)
	0.769 
	-0.805 
	-0.800 
	0.663 
	0.164 
	0.227 
	--
	
	
	
	
	

	8
	Births attended by skilled health personnel (%)
	0.764 
	-0.740 
	-0.733 
	0.715 
	0.139 
	0.368 
	0.750 
	--
	
	
	
	

	9
	Measles immunization coverage among 1-year-olds (%)
	0.485 
	-0.560 
	-0.511 
	0.334 
	0.164 
	0.379 
	0.523 
	0.500 
	--
	
	
	

	10
	Ratio of number of physicians to number of hospital beds 
	0.564 
	-0.459 
	-0.482 
	0.346 
	-0.021 
	-0.035 
	0.420 
	0.343 
	0.145 
	--
	
	

	11
	Physician density (per 10000 population)
	0.611 
	-0.587 
	-0.601 
	0.595 
	0.144 
	0.120 
	0.557 
	0.640 
	0.337 
	0.525 
	--
	

	12
	Hospital beds (per 10000 population)
	0.402 
	-0.469 
	-0.479 
	0.483 
	0.082 
	0.167 
	0.460 
	0.535 
	0.366 
	-0.013 
	0.761 
	--

	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Mean
	65.1 
	39.6 
	60.9 
	5.6 
	6.3 
	50.8 
	82.6 
	75.4 
	84.6 
	0.5 
	11.2 
	23.4 

	　
	SD
	10.4 
	29.2 
	53.6 
	4.5 
	2.3 
	17.7 
	16.0 
	24.7 
	13.9 
	0.5 
	12.4 
	21.7 

	Note: Correlations with an absolute magnitude greater than 0.17 were significant at P<0.05.

	GNI: gross national income; PPP: purchasing power parity; GDP: gross domestic product..





	[bookmark: RANGE!B1:N21]Table 3.  Multivariate analyses of health indicators on life expectancy, infant mortality, and under-five mortality rate for low- and middle-income group countries using separate models (n=102).

	　
	　
	Life expectancy
	　
	Infant mortality
	　
	Under-5 mortality

	　
	　
	Coefficient
	SE
	p-value
	　
	Coefficient
	SE
	p-value
	　
	Coefficient
	SE
	p-value

	Model A
	
	
	
	
	
	
	
	
	
	
	

	
	Intercept
	63.59
	2.57 
	<0.0001
	
	55.57
	7.47 
	<0.0001
	
	58.78
	13.24 
	<0.0001

	
	GNI per capita (PPP, per 1000 int. $)
	1.78
	0.17 
	<0.0001
	
	-4.34
	0.50 
	<0.0001
	
	-8.27
	0.89 
	<0.0001

	
	Total expenditure on health as % of GDP
	-0.99
	0.40 
	0.014 
	
	1.65
	1.15 
	0.155 
	
	4.82
	2.04 
	0.020 

	
	General government expenditure on health as % of total expenditure on health 
	-0.05
	0.04 
	0.258 
	
	-0.09
	0.13 
	0.462 
	
	0.33
	0.23 
	0.152 

	
	Model Fit (Adj. R2)
	0.516 
	
	0.462 
	
	0.459 

	Model B
	
	
	
	
	
	
	
	
	
	
	

	
	Intercept
	23.41
	3.64 
	<0.0001
	
	172.90
	13.18 
	<0.0001
	
	283.17
	22.78 
	<0.0001

	
	GNI per capita (PPP, per 1000 int. $)
	0.03
	0.15 
	0.859 
	
	-0.42
	0.53 
	0.430 
	
	-0.82
	0.92 
	0.376 

	
	Total expenditure on health as % of GDP
	-0.69
	0.21 
	0.0016 
	
	0.92
	0.77 
	0.235 
	
	3.12
	1.33 
	0.0208 

	
	General government expenditure on health as % of total expenditure on health 
	0.011
	0.03 
	0.731 
	
	-0.22
	0.12 
	0.063 
	
	-0.14
	0.20 
	0.497 

	
	Population using improved drinking-water sources (%)
	0.26
	0.04 
	<0.0001
	
	-0.84
	0.14 
	<0.0001
	
	-1.80
	0.24 
	<0.0001

	
	Births attended by skilled health personnel (%)
	0.15
	0.02 
	<0.0001
	
	-0.17
	0.08 
	0.0379 
	
	-0.27
	0.14 
	0.0495 

	
	Measles immunization coverage among 1-year-olds (%)
	0.14
	0.03 
	<0.0001
	
	-0.59
	0.12 
	<0.0001
	
	-0.81
	0.21 
	0.0002 

	
	Ratio of number of physicians to number of hospital beds 
	2.50
	0.86 
	0.005 
	
	3.34
	3.10 
	0.285 
	
	3.40
	5.36 
	0.527 

	　
	Model Fit (Adj. R2)
	0.865 
	　
	0.768 
	　
	0.778 

	Note: Model A contains economic development and health expenditure variables only; Model B is Model A with addition of public health service and primary care variables.

	SE: standard error; GNI: gross national income; PPP: purchasing power parity; GDP: gross domestic product.





