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The Worst
Study Ever?

Exposing the scandalous methods behind
an extraordinarily influential ‘World Heath Report’

By Scott W. Atlas

HE WORLD HEALTH Organiza-
tion’s World Health Report 2000,
which ranked the health-care sys-
tems of nearly 200 nations, stands
as one of the most influential social-
science studies in history. For the
past decade, it has been the de facto
basis for much of the discussion of the health-care Sys-
tem in the United States, routinely cited in publie dis-
course by members of government and policy experts.
Its most notorious finding—that the United States
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ranked a disastrous 37th out of the world’s 191 nations
in “overall performance™—provided supporters of
President Barack Obama’s transformative health-care
legislation with a data-driven argument for swift and
drastic reform, particularly in light of the fact that the
U.S. spends more on health than any other nation.

In October 2008, candidate Obama used the
study to claim that “29 other countries have a higher
life expectancy and 38 other nations have lower infant
mortality rates” On June 15, 2009, as he was beginning
to make the case for his health-care bill, the new presi-
dent said: “As I think many of you are aware, for all of
this spending, more of our citizens are uninsured, the
quality of our care is often lower, and we aren’t any
healthier. In fact, citizens in some countries that spend
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substantially less than we do are actually living longer
than we do.” The perfect encapsulation of the study’s
findings and assertions came in a September 9, 2009,
editorial in Canada’s leading newspaper, the Globe
and Mail: “With more than 40 million Americans
lacking health insurance, another 25 million consid-
ered badly underinsured, and life expectancies and
infant mortality rates significantly worse that those
of most industrialized Western nations, the need for
change seems obvious and pressing to some, especially

The study’s failings were plain from the
outset and remain patently obvious;
but they went unnoticed, unmentioned,
and unexamined because World Health
Report 2000 was so politically useful.
This object lesson in the ideological
misuse of politicized statistics should

serve as a cautionary tale.
when the United States is spending 16 percent of GDP
on health care, roughly twice the average of other
modern developed nations, all of which have some
form of publicly funded system.”

In fact, World Health Report 2000 was an intel-
lectual fraud of historic consequence—a profoundly
deceptive document that is only marginally a mea-
sure of health-care performance at all. The report’s
true achievement was to rank countries according to
their alignment with a specific political and economic
ideal—socialized medicine—and then claim it was an
objective measure of “quality”

WHO researchers divided aspects of health care
into subjective categories and tailored the definitions
to suit their political aims. They allowed fundamental
flaws in methodology, large margins of error in data,
and overt bias in data analysis, and then offered con-
clusions despite enormous gaps in the data they did
have. The flaws in the report’s approach, flaws that
thoroughly undermine the legitimacy of the WHO
rankings, have been repeatedly exposed in peer-
reviewed literature by academic experts who have
examined the study in detail. Their analysis made
clear that the study’s failings were plain from the out-
set and remain patently obvious today; but they went
unnoticed, unmentioned, and unexamined by many
because World Health Report 2000 was so politically

useful. This object lesson in the ideological misuse
of politicized statistics should serve as a cautionary
tale for all policymakers and all lay people who are in-
clined to accept on faith the results reported in studies
by prestigious international bodies.

Before WHO released the study, it was commonly
accepted that health care in countries with socialized
medicine was problematic. But the study showed that
countries with nationally centralized health-care sys-
tems were the world’s best. As Vincente Navarro noted
in 2000 in the highly respected
Lancet, countries like Spain and
Italy “rarely were considered
models of efficiency or effective-
ness before” the WHO report.
Polls had shown, in fact, that
Italy’s citizens were more dis-
pleased with their health care
than were citizens of any other
major European country; the
second worst was Spain. But in
World Health Report 2000, Italy
and Spain were ranked #2 and #7
in the global list of best overall
providers,

Most studies of global
health care before it concentrated on health-care
outcomes. But that was not the approach of the WHO
report. It sought not to measure performance but
something else. “In the past decade or so there has
been a gradual shift of vision towards what WHO calls
the ‘new universalism’” WHO authors wrote, “respect-
ing the ethical principle that it may be necessary and
efficient to ration services?”

The report went on to argue, even insist, that
“governments need to promote community rating
(i.e. each member of the community pays the same
premium), a common benefit package and portability
of benefits among insurance schemes.” For “middle
income countries” the authors asserted, “the policy
route to fair prepaid systems is through strengthening
the often substantial, mandatory, income-based and
risk-based insurance schemes.” It is a curious version
of objective study design and data analysis to assume
the validity of a concept like “the new universalism”
and then to define policies that implement it as proof
of that validity.

The nature of the enterprise came more fully
into view with WHO?’s introduction and explanation of
the five weighted factors that made up its index. Those
factors are “Health Level” which made up 25 percent
of “overall care”; “Health Distribution,” which made
up another 25 percent; “Responsiveness,” accounting
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for 12.5 percent; “Responsiveness Distribution” at12.5
percent; and “Financial Fairness,” at 25 percent,

The definitions of each factor reveal the ways in
which scientific objectivity was a secondary consider-
ation at best. What is “Responsiveness,” for example?
WHO defined it in part by calculating a nation’s “re-
spect for persons.” How could it possibly quantify such
a subjective notion? It did so through calculations of
éven more vague subconditions—“respect for dignity;”
“confidentiality” and “autonomy”

And “respect for persons” constituted only
50 percent of a nation’s overall “responsiveness.” The
other half came from calculating the country’s “client
orientation.” That vague category was determined in
turn by measurements of “prompt attention,” “quality
of amenities,” “access to social support networks,” and
“choice of provider”

Scratch the surface a little and you find that
“responsiveness” was largely a catchall phrase for
the supposedly unequal distribution of health-care
resources. “Since poor people may expect less than
rich peaple, and be more satisfied with unresponsive
services,” the authors wrote, “measures of responsive-
ness should correct for these differences.”

Correction, it turns out, was the goal. “The
object is not to explain what each country or health

system has attained,” the authors declared, “so —

much as to form an estimate of what should be A m att er- Of‘fa Ct en d orse

possible.” They appointed themselves deter-

by more progressive, prepayment in place of out-of-
pocket expenditure. And the latter should be small
not only in the aggregate but relative to households’
ability to pay.”

This matter-of-fact endorsement of wealth re-
distribution and centralized administration should
have had nothing to do with WHO’s assessment of the
actual guality of health care under different systems.
Butinstead, it was used as the definition of quality. For
the authors of the study, the policy recommendation
preceded the research. Automatically, this pushed
capitalist countries that rely more on market incen-
tives to the bottom of the list and rewarded countries
that finance health care by centralized government-
controlled single-payer systems. In fact, two of the
major index factors, Health Distribution and Re-
sponsiveness Distribution, did not even measure
health care itself. They were both strictly measures of
equal distribution of health and equal distribution of
health-care delivery.

Perhaps what is most striking about the catego-
ries that make up the index is how WHO weighted
them. Health Distribution, Responsiveness Distribu-
tion, and Financial Fairness added up to 62.5 per-
cent of a country’s health-care score, Thus, almost
two-thirds of the study was an assessment of equal-

ment

of wealth redistribution and
centralized administration should
have had nothing to do with
WHO'’s assessment of the actual
quality of health care. For the
authors of the study, the policy

minants of what “should” be possible “using
information from many countries but with a
specific value for each country.” This was not
50 much a matter of assessing care but of deter-
mining what care should be in a given country,
based on WHO’s own priorities regarding the
allocation of national resources. The WHO re-
port went further and judged that “many coun-
tries are falling far short of their potential, and

most are making inadequate efforts in terms of
responsiveness and fairness.”

recommendation preceded the

ONSIDER the discussion of Financial 1 €S€ar: Ch-
Fairness (which made up 25 perecent L e SRR

of a nation’s score). “The way health care is
financed is perfectly fair if,” the study declared, “the
ratio of total health contribution to total non-food
spending is identical for all households, independent-
ly of their income, their health status or their use of
the health system.” In plain language, higher earners
should pay more for health care, period. And people
who become sick, even if that illness is due to high-risk
behavior, should not pPay more. According to WHQO,
“Financial fairness is best served by more, as well as
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#ty. The actual health outcomes of a nation, which
logic dictates should be of greatest importance in any
health-care index, accounted for only 25 percent of the
weighting. In other words, the WHO study was domi-
nated by concerns outside the realm of health care.
Not content with Penalizing free-market
economies on the fairness front, the WHO study actu-
ally held a nation’s health-care system accountable for
the behavior of its citizens. “Problems such as tobacco
consumption, diet, and unsafe sexual activity must be

29

3/26/2011 2:11 PM



p.4.jpg (JPEG Image, 1133x1600 pixels)

1ofl

included in an assessment of health
system performance,” WHO declared.
But the inclusion of such problems is
impossible to justify scientifically. For
example, WHO considered tobacco
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(with and without fatal injuries)

assessment, asif anideal health-care system could turn
back time to undo car crashes and prevent homicides,
Ohsfeldt and Schneider did their own life-expectancy
calculations using nations of the Organisation for Eco-
nomic Co-operation and Development (OECD). With
fatal car crashes and murders included, the U.S. ranked
19 out of 29 in life expectancy; with both removed, the
US. had the world’s best life-expectancy numbers (sce
table above).

But even if you dismiss all that, the unreli-
ability of World Health Report 2000 becomes inargu-
able once you confront the sources of the data used.

30

In the study, WHO acknowledged that it “adjusted
scores for overall responsiveness, as well as a mea.
sure of fairness based on the informants’ views as to
which groups are most often discriminated against
in a country’s population and on how large those
groups are” [emphasis added]. A second survey of
about 1,000 “informants” generated opinions about
the relative importance of the factors in the index,
which were then used to calculate an overall score.

Judgments about what constituted “high qual-
ity” or “low quality” health care, as well as the effect
of inequality, were made by people WHO called “Key
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informants” Astonishingly, WHO provided no details
about who these key informants were or how they were
selected. According to a 2001 Lancet atticle by Celia
Almeida, half the responders were members of the
WHO staff. Many others were people who had gone to
the WHO website and were then invited to fill out the
questionnaire, a clear invitation to political and ideo-
logical manipulation.

Another problem emerges in regard to the
references used by the report. Of the cited 32 metho-
dological references, 26 were from internal WHO
documents that had not gone through a peer-review
process. Moreover, only two were written by people
whose names did not appear-among the authors of
World Health Report 2000. To sum up: the report fea-
tured data and studies largely generated inside WHO,
with no independent, peer-reviewed verification of the
findings. Even these most basic requirements of valid
research were not met.

The report’s margin of error is similarly ludi-
crous in scientific terms. The margin for error in its
data falls outside any respectable form of reporting.
For example, its data for any given country were “es-
timated to have an 80 percent probability of falling
within the uncertainty interval, with chances of 10
percent each of falling below the low value or above
the high one.” Thus, as Whitman noted, in one cat-
egory—the “overall attainment”

had data from only 56 countries for Health Inequality,
a subcategory; from only 30 countries for Respon-
siveness; and from only 21 countries for Fair Financ-
ing. Nonetheless, rankings were “calculated” for all
191 countries.

Musgrove gives specific examples of overtly defi-
cient data that was directly misused by WHO. He stated
that “three values obtained from expert informants
(for Chile, Mexico, and Sri Lanka) were discarded in
favor of imputed (i.e. estimated) values” and that “in
two cases, informants gave opinions on one province
or state rather than the entire country” Musgrove
wrote to Christopher Murray, WHO's director of the
Global Program on Evidence for Health Policy at
the time, on August 30, 2000, about the study’s han-
dling of the missing statisties: “If it doesn’t qualify
as manipulating the data, I don’t know what does...at
the very least, it gravely undermines the claim to be hon-
est with the data and to report what we actually find”

issued and forgotten, it would still be a case study
in how to produce a wretched and unreliable piece
of social science masquerading as legitimate research.
That it served so effectively as a catalyst for unpre-
cedented legislation is evidence of something more
disturbing. The executive and legislative branches of

IF World Health Report 2000 had simply been

index—the U.S. could actually
rank anywhere from seventh to
24th. Such a wide variation ren-
ders the category itself meaning-
less and comparisons with other
countries invalid.

And then there is the plain
fact that much of the necessary
data to determine a nation’
health-care performance were
simply missing. The WHO report
stated that data was used “to
calculate measures of attainment
for the countries where informa-

The executive and legislative branches
used WHO’s document as an implicit
Exhibit A to justify imposing radical
changes to the health-care system, even
in the face of objections from the
American people. To blur the line
between politics and objective analysis
is to do violence to both.

tion could be obtained...to esti-

mate values when particular numbers were judged un-
reliable, and to estimate attainment and performance
for all other Member States.”

According to a shocking 2003 Lancet article by
Philip Musgrove, who served as editor in chief of part
of the WHO study, “the attainment values in WHO’s
World Health Report 2000 are spurious.” By his calcula-
tion, the WHO “overall attainment index” was actually
generated by complete information from only 35 of the
191 countries. Indeed, according to Musgrove, WHO
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the United States government used WHO’s document
as an implicit Exhibit A to justify imposing radical
changes to America’s health-care system, even in the
face of objections from the American people. To blur
the line between politics and objective analysis is to do
violence to them both.

Despite the compelling studies that undermine
this erroneous document, many government officials,
policymakers, insurers, and academics have continued
to use it to justify their ideology-based agenda, one that

31
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seeks centralized, government-run health care. Donald
Berwick, later up for the position of Obama’s director of
the Center for Medicare & Medicaid, used its guestion-
able data to make a grand case against the U.S. health-
care system in 2008: “Even though U.S, health-care ex-
penditures are far higher than those of other developed
countries, our results are no better. Despite spending
on health care being nearly double that of the next most
costly nation, the United States ranks thirty-first among
nations on life expectancy, thirty-sixth on infant mor-
tality, twenty-eighth on male healthy life expectancy,
and twenty-ninth on female healthy life expectancy.”
(This last bit came from updated 2006 WHO data.)

32

What we have here is 3 prime example of the
misuse of social science and the conversion of sta-
tistics from pseudo-data into propaganda. The basic
principle, casually referred to as “garbage in, garbage
out,” is widely accepted by all researchers as a caution-
ary dictum. To the authors of World Health Report
2000, it functioned as its opposite—a method to Justify
a preconceived agenda. The shame is that so many
people, including leaders in whom we must repose
our trust and whom we expect to make informed
decisions based on the best and most complete data,
made such blatant use of its patently false and overtly
politicized claims. s>
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