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We now consider the experiences of other countries in providing large-scale health care for two reasons. First, many other countries have constructed programs that predate U.S. programs by generations and provide variations in programs and experiences worth discovering. Second, and more importantly, even with the passage of the Affordable Care Act, the U.S. system has some gaping holes compared with the coverage extended by many other systems. Understanding the approaches used by other countries helps us to assess our own system.</para></section>

<section id="ch22lev1bm" role="bm"><title id="ch22lev1bm.title"/><section id="ch22lev1sec1"><title id="ch22lev1sec1.title">Contemporary Health Care Systems</title>
<para>Many industrialized countries either provide health care directly through the government or provide publicly funded health insurance with comprehensive coverage. Rather than describing details about the health care programs of dozens of countries,</para> <para>we will characterize the basic types of systems employed and develop a few examples in detail. 
  <footnoteref preference="1" label="1" role="generated" linkend="ch22fn01"/> </para>
<section id="ch22lev2sec1"><title id="ch22lev2sec1.title">A Typology of Contemporary Health Care Systems</title>
Böhm and colleagues (2013) classify thirty advanced health care systems from the Organization for Economic Cooperation and Development (OECD) according to three core system dimensions:

· Regulation

· Financing

· Service provision

provided by three categories of actors:

· State-based – Typically employees of the state.

· Societal – Private non-profit providers, reflecting a societal element, resembling neither for-profit market participants nor part of the state administration. 

· Private – Market based actors

Although these three types of systems and three types of actors can produce 27 combinations, the authors argue that only ten are “plausible.” As shown in Table 21-1, they group all but one of the countries into one of five plausible combinations for the year 2008.   
(Table 21-1 – Classification of Health System Types)

National Health Service (State Regulation; State Financing; State Provision); including Scandinavian countries, Portugal, Spain, and the United Kingdom);

National Health Insurance (State Regulation; State Financing; Private Provision); including Australia, Canada, and Italy;

Social Health Insurance (Societal Regulation; Societal Financing; Private Provision); including Austria, Germany, Luxembourg, and Switzerland;

Private Health System (Private Regulation; Private Financing; Private Provision); the sole country in this category is the United States;

Etatist Social Health Insurance (State Regulation; Societal Financing; Private Provision); including Belgium and France, Eastern Europen countries Poland and Slovakia, as well as Israel, Japan and Korea. 
The United States classification pre-dates the 2010 passage of the Affordable Care Act, which could change its place in future analyses.  

(Table 21-2 – Health System Indicators for OECD Countries)

<para>In comparing economic data across countries, <link linkend="ch22table01" preference="1" type="forward">Table <xref linkend="ch22table01" label="22-1"><inst>21-2</inst></xref></link> shows per capita health expenditures expressed in U.S. dollars in many countries for 2013-2014.  Seeking to make these numbers comparable across countries, experts adjust these figures by the purchasing powers of the local currencies (known as <emphasis>purchasing power parity</emphasis> or <emphasis>PPP</emphasis>). Other columns show each country’s health care spending as a percent of GDP for selected years.</para>
<para>The countries vary substantially. No country spends as much as the United States, either in terms of absolute expenditures ($8,713), or percentages (16.4) of the Gross Domestic Product.  Contrast the US percentage with our neighbors Canada (10.2 percent) or Mexico (6.2 percent).  Several Western European countries (including Austria, Belgium, Denmark, France, and Germany) spend between 10 to 11 percent.  The United Kingdom, in contrast, spends only 8.5 percent of its GDP on healthcare. 

Figures like these, as well as concerns about health care access, have led many to question what Americans are getting for their spending. However, high expenditures may have three meanings:</para>
<orderedlist numeration="arabic" spacing="normal" inheritnum="ignore" continuation="restarts"><listitem><para><inst>
1.
</inst>High average level of services</para></listitem>
<listitem><para><inst>
2.
</inst>High resource costs for services</para></listitem>
<listitem><para><inst>
3.
</inst>Inefficient provision of services</para></listitem></orderedlist>
<para>In examining cross-country differences, we note that high levels of services reflect at least the possibility that populations have chosen to spend their incomes in this fashion. We have noted previously that higher income levels lead to higher consumption levels of all normal goods, including health care. Cross-national studies indicate a substantial responsiveness of health care expenditures to increased income (relatively large income elasticity). U.S. expenditure levels reflect in part the higher per-capita income level in the United States.</para>
(Table 21-3 Medical Staffing, Equipment, and Technology)
<para>As shown by the comparative data in <link linkend="ch22table02" preference="1" type="forward">Table <xref linkend="ch22table02" label="22-2"><inst>21-3</inst></xref></link>, the resources available across countries vary widely. Several countries have more practicing physicians per 1,000 than the United States (2.56).  Austria has almost twice as many.   In contrast, South Korea, Mexico, and several non-OECD countries have fewer. There is a wide range of practicing nurses across the countries, with Iceland, Norway and Switzerland having the most.

The countries also vary in using technology, measured in units per million people.  In 2013, the US had 40.97 computerized tomography (CT) scanners per million.  Relative to most countries this is a large number, although Australia has more (55.94).  Similarly, the US has 38.05 magnetic resonance imaging machines (MRI), which is larger than most countries other than Japan.  Compare the US with the United Kingdom.  Roughly speaking, the US has five times as many CTS units per person as the UK, and over six times as many MRI installations.  We will be comparing expenditure patterns and we will discover the UK spends a much smaller share of its GDP on health care.</para>

<para>For a better perspective on the relative success in controlling inflation, examine <link linkend="fg22_00100" preference="1" type="forward">Figure <xref linkend="fg22_00100" label="22-1"><inst>21-1</inst></xref></link>. The upward trends in expenditure shares continued into the early 1990s for the United States, and eased some through the 1990s. U.S. expenditures accelerated in the first years of the twenty-first century and jumped in the “Great Recession” of 2008–2009, as did Canada, France, Germany, and the United Kingdom. The recent jump stems in part to a fall in the denominator (GDP per capita) for these countries. Nonetheless, comparing the United States with these other countries shows an increasing spread in expenditure shares, although all have been rising.
<section id="ch22lev1sec2"><title id="ch22lev1sec2.title">The United Kingdom—The National health service</title>
<para>This section examines the national health system of the United Kingdom in detail, and the following section looks at China. After that, we will look at Canada and contrast Canada’s plan, a national health insurance system, with that of the United States, a private system.</para>
<section id="ch22lev2sec2"><title id="ch22lev2sec2.title">The National Health Service<footnoteref preference="1" label="2" role="generated" linkend="ch22fn02"/></title>
<para>Great Britain established its National Health Service (NHS) in 1946, and it provides health care to all British residents. About 80 percent is funded by general taxation, with about 19 percent from national insurance and about 1 percent from user charges. Capital and current budget filter from the national level down to the regional and then to the district level. The plan pays general practitioners on a capitation basis and hospital physicians largely on a salaried basis. In addition to the NHS, there is also a private-sector health system. About 11 percent of the population purchases private health insurance.</para>
NHS care is largely free at the point of use to all who are “ordinarily resident” in England, as are nonresidents with a European Health Insurance Card. For other people, such as non-European visitors or illegal immigrants, only treatment in an emergency department and for certain infectious diseases is free. 
Not all services are<para>Not  free. English patients pay £8.20 (about $10.82 at the August 2016 exchange rate of $1.32 per £1) for each prescription, but close to 90 percent of prescriptions are exempt from charges, and patients in Scotland, Wales and Northern Ireland are not charged. As of 2016, patients pay no more than £222.50 (about $294) for each “course of [dental] treatment.” This maximum, called Band 3, includes crowns, dentures and bridges—others treatments are far less. Those receiving means-tested benefits and their adult dependents, children under age 16 (under age 19 if a student), pregnant women, and nursing mothers are exempt from dental and prescription charges.</para>
<para>The general practitioner (GP) serves as the gatekeeper to the health care system. GPs are not government employees, but are self-employed and receive about half their incomes from capitation contracts. GPs typically treat routine conditions and refer patients to hospitals for more specialized care. The referral usually will be to a district hospital. Once at the hospital, the patients are under the care of physicians (consultants) who are allocated staffed beds and junior hospital staff to work under their direction.</para>
<para><link linkend="ch22table01" preference="0" type="backward">Table <xref linkend="ch22table01" label="22-1"><inst>21-2</inst></xref></link> shows the U.K. spending per capita ($3,235) in 2013 as 37.1 percent of the U.S. level ($8,713), and a little more than half, when expressed as a ratio of GDP (8.5 percent as opposed to 16.4 percent). How does the United Kingdom keep its health care expenditures this much lower while providing universal access to health care? Patients have relatively easy access to primary and emergency care, but specialty care is rationed through waiting lists and limits on the availability of new technologies. A relatively simple model illustrates this phenomenon.</para>
<section id="ch22lev3sec1"><title id="ch22lev3sec1.title">A Model of Rationed Health Care and Private Markets</title><para><inst>  


</inst>We can examine the practices of an NHS-type of organization diagrammatically. </para>
<para>Panel A of <link linkend="fg22_00200" preference="1" type="forward">Figure <xref linkend="fg22_00200" label="22-2"><inst>21-2</inst></xref></link>  treats the supply of health services as totally unresponsive to price, or inelastic. Why? The supply curve (a vertical line) indicates that the quantity supplied does not respond to the service price reflecting what the government provides irrespective of price. Furthermore, the money price of the services is set by the government at <emphasis>P</emphasis>*, which is typically less than <emphasis>P<subscript><inst></inst>c<inst></inst></subscript></emphasis>, the market clearing price. Because of this, we predictably see excess demand (<emphasis>Q</emphasis>* – <emphasis>Q</emphasis><subscript><inst></inst>0<inst></inst></subscript>) at the administered price <emphasis>P</emphasis>*. Because most health care cannot be bought and resold (you can’t send someone else to get your eyes tested or your teeth fixed), other rationing, largely waiting time-related, become important. For many ailments, NHS patients have faced waiting time (for treatment) periods of months, or even years.</para>
<para>A separate market for services has developed for those who choose to enter the private market without governmental aid, either due to strong preferences for private care or due to the ability to pay more than the NHS price. Returning to <link linkend="fg22_00200" preference="0" type="backward">Figure <xref linkend="fg22_00200" label="22-2B"><inst>21-2B</inst></xref></link>, excess demand at the administered price <emphasis>P</emphasis>* represents in part those who are queued and who might wish to pay in the private sector to avoid the long waits. Indeed, some of those in the queue might be willing to pay far more than P* for the services.  Those who participate in the private market, shown in panel B, will pay <emphasis>P<subscript><inst></inst>p<inst></inst></subscript></emphasis> for the quantity of services, <emphasis>Q<subscript><inst></inst>p<inst></inst></subscript>.</emphasis> The two markets exist simultaneously, although as <link linkend="ch22sb01" preference="1" type="forward">Box <xref linkend="ch22sb01" label="22-1"><inst>21-1</inst></xref></link> indicates, not always comfortably.

</para></section>
<sidebar id="ch22sb01" label="22-1" float="1" type="bx1"><inst>Box 21-1</inst>
“Jump the queue for cataract operations by paying yourself”

The separation between the English NHS and the private system is not always a large or a comfortable one. In 2015 Daily Mail reporter Sophie Borland noted that 41 of 78 England hospital trusts (organizations generally serving either a geographical area or a specialized function such as an ambulance service offered patients the opportunity to pay for cataract surgery themselves.


More than half of those over age 65 suffered from cataracts, or cloudy patches in the lens that make blur or mist the vision. A simple 45-minute operation, with doctors using ultrasound waves to break up the cataract has dramatically improved sight for millions around the world. 


Most hospitals charge patients between £700 and £1,000 per eye for cataract treatment, but the price had risen to £2,552 at Frimley Park Hospital in Surrey and £2,700 at Maidstone and Tunbridge Wells NHS Trust in Kent.


Many NHS trusts impose rules to determine who is eligible for cataract treatment, and routinely turn away patients who cannot read, sew or watch television.  Those patients who do meet the strict criteria must often wait eight months for treatment, over which time their eyesight may deteriorate further and impair basic tasks and hobbies.


The providers actively seek private-pay clients.  The University Hospital Southampton’s website informs patients that ‘surgery will be offered much sooner than the usual NHS wait’. It adds: ‘Our cataract choice service offers a new option, between the traditional private sector and the NHS, bringing private healthcare within the reach of many more people.’ North Cumbria offers patients free parking and a daily newspaper, while at Frimley Park they can choose meals from an ‘exclusive a la carte menu’.

<source><emphasis>Source:</emphasis> Borland, Sophie Jump the queue for cataract operations by paying yourself: Half of hospitals allow patients to contribute themselves (but you'll pay THREE times over the odds), Sophie Borland, The Daily Mail, April 10, 2015, http://www.dailymail.co.uk/news/article-3032835/Jump-queue-cataract-operations-paying-Half-hospitals-allow-patients-contribute-ll-pay-THREE-times-odds.html, accessed, May 13, 2016.  
<section id="ch22lev3sec2"><title id="ch22lev3sec2.title">Performance under the NHS and More Recent Reforms</title><para><inst>  </inst>On the one hand, a system such as the NHS that depends on queuing in line for access to care often leads participants to postpone or simply not purchase certain services. On the other hand, the NHS devotes considerable resources to such high-return services as prenatal and infant care (see Box 21-2). To these populations served, and to the larger public seeking equitable provision of care to these segments of the population, the universal nature of the service is particularly beneficial.

</para>
<sidebar id="ch22sb01" label="22-1" float="1" type="bx1"><inst>Box 21-2</inst>
How your health visitor can help

Many Americans would be surprised to know about the “health visitor” program for newborns and babies in the United Kingdom.  Most analysts view this type of program as very beneficial by marginal benefit-marginal cost criteria.  The following quote describes the services provided.

A health visitor will usually visit you at home for the first time around 10 days after your baby is born. Until then you'll be under the care of your local midwives.

A health visitor is a qualified nurse who has had extra training. They're there to help you, your family and your new baby stay healthy.

Your health visitor can visit you at home, or you can see them at your child health clinic, GP surgery or health centre, depending on where they’re based. They will make sure you've got their phone number.

If you’re bringing up a child on your own or struggling for any reason, your health visitor can offer you extra support.

Talk to your health visitor if you feel anxious, depressed or worried. They can give you advice and suggest where to find help. They may also be able to put you in touch with groups where you can meet other mothers.

Source: http://www.nhs.uk/Conditions/pregnancy-and-baby/Pages/services-support-for-parents.aspx , accessed June 16, 2016.

<para>In addition, although the United Kingdom has spent considerably less on health care than the United States and many other countries, by most measures of mortality and morbidity the United Kingdom does about as well. Many nonmedical factors are involved in determining disease and death rates in a population and these factors will vary across countries.</para>
<para>Since 2000, the NHS has faced two major problems. The first relates to capacity constraints—shortages of doctors and nurses, as well as relatively small levels of acute hospital beds. Also, a shortage of nursing home beds has meant difficulties discharging elderly patients from the hospital, preventing hospitals from taking on new admissions. Second, incentive problems pervaded the system. NHS providers were paid salaries to work 11 sessions per week in the NHS. If NHS providers were willing to work (and be paid) for only 10 of the 11 sessions, they were allowed to work as much as they liked in the private sector—where they were paid on a fee-for-service basis. The longest NHS waiting lists occurred in specialties with the highest private earnings.  </para>
<para>The NHS has made major efforts to reduce patient waiting times. In 2005, the Healthcare Commission reported that the number of people waiting more than six months for admission as inpatients in England decreased by 85 percent from March 2000 to March 2005. There was also a significant drop in the number of people waiting more than 13 weeks for an appointment as outpatients—down by 92 percent over the same period. For specialties with high inpatient death rates, the number waiting less than six months increased by 8 percent between 1999 and 2005.<footnoteref preference="1" label="3" role="generated" linkend="ch22fn03"/> </para>
<para>However, by March 2007, one in eight NHS hospital patients still had to wait more than a year for treatment. A Department of Health analysis of 208,000 people admitted to the hospital in March showed that 30 percent waited more than 30 weeks and 12.4 percent more than a year. Many people also experienced problems gaining access to NHS dentists, with nearly two-thirds of all dental practices not taking on new NHS patients.</para>
Waiting time problems continue.  <para>As of 2016, the NHS actively seeks to limit waiting times to 18 weeks. A 2016 visit to the NHS website shows:</para>
<extract><para>“You have the legal right to start your non-emergency NHS consultant-led treatment within a maximum of 18 weeks from referral, unless you choose to wait longer or it is clinically appropriate that you wait longer.”</para></extract>
Moreover<para>Mo:</para>
“Patients with urgent conditions such as cancer and heart disease will be able to see a specialist more quickly. For example, you have the right to be seen by a specialist within a maximum of two weeks from GP referral for urgent referrals where cancer is suspected.”
<para>The target remains elusive. In April 2015 Haroon Siddique (2015) reported for the Guardian that the number and proportion of NHS hospital patients in England waiting more than 18 weeks to begin treatment had risen to their highest levels in almost seven years.  In February, nearly 40,000 admitted patients had not started consultant-led treatment within 18 weeks of referral, and more than 13,000 waited more than 26 weeks. Authorities sought for 90% to receive treatment within 18 weeks but only 87% did so.

<para>NHS’s experience in the area of cost containment seems clear. Rationed care cuts money costs. Even with increased expenditures from the health care reforms, analysts expect total U.K. expenditures to remain well below the European Union and the United States.</para></section></section></section>
<section id="ch22lev1sec3"><title id="ch22lev1sec3.title">China—an emerging system</title>
<para>The Chinese health economy has undergone substantial changes since the 1949 formation of the People’s Republic. Governmental policies moved from a doctrinaire political system with administered prices in the first three decades, to more market-oriented processes since the 1980s, affecting coverage and focus. We begin by describing the Chinese health care economy.  We then examine the organization of health care, and the role of the private sector. We then consider some government policy initiatives and measures of system performance. We finish with observations about the future of the Chinese health economy.<footnoteref preference="1" label="5" role="generated" linkend="ch22fn05"/> </para>
(Table 21-4 </inst>Comparative Health Services Data: Four Asian Countries, 2013)


<para>China is a large world economy, but its per capita income is small compared to many of the Western countries. <link linkend="ch22table03" preference="1" type="forward">Table <xref linkend="ch22table03" label="22-3"><inst>21-4</inst></xref></link> compares the Chinese health economy to developing nations India and Indonesia, as well as to more advanced Japan. According to the World Health Organization (WHO), China spends considerably more on health per capita than do India and Indonesia, but less than Japan. Measures of life expectancy at birth and probability of dying are more favorable than India and Indonesia, but less favorable than Japan.</para>
(Table 21-5 – Demographic structure and social demographics of China, 1980 – 2012)


Many are not familiar with general Chinese economic and demographic data.  Table 21-5 shows how the population has stabilized (in part due to the long term, and only recently terminated “One Child” policy), with an increasing median age, and percentage of elderly.  It has also become far more urban with over half the population now living in urban areas.  The Chinese economy has exploded, with growth rates greater than 7 percent per year (at this rate GDP would double in 10 years).  China is currently the second largest economy in the world, although its large population leaves it behind many other countries in per capita terms.

(Table 21-6 – The top six causes of death in China in selected years)


Meng and colleagues (2015) note that since the 1990s, the most significant changes in causes of death in China have been the continuous increase in malignant tumors, cerebro-vascular diseases and heart disease, compared with communicable diseases, chronic respiratory diseases and digestive diseases (Table 21-6). Many of these are “life-style” diseases related in particular to smoking (over 350 million smokers) and dietary considerations.  From 1990 to 2010, chronic respiratory tract diseases dropped from top to fourth as a cause of death, with a decline in proportion of deaths from 24.9% to 13.5%; malignant tumors became the leading cause of death, with their proportion increasing from 19% to 26.5%.
Describing the delivery system, <para>Eggleston and colleagues (2008a) point to separate urban and rural systems starting in the early 1950s. In urban areas, the three-tier network was composed of street clinics, district hospitals, and city hospitals. In rural areas it consisted of village clinics, township health centers (THCs) and county hospitals. Provincial and central hospitals provided high-level referral care. Under this system, the Ministry of Health or the local Bureau of Health managed the majority of the provider organizations.</para>
<para> Maoist Communist rule through the 1970s sought to assure access to care. Providers received direct budgetary support to cover the difference between costs and revenues earned from the nominal fees that were paid. The government financed preventive and other public health services and provided anti-epidemic stations at province, prefecture, and county/district levels, as well as at THCs and village clinics.</para>
<para>When the government routinely subsidized the providers, if prices differed from costs, this had little impact because the government could eliminate deficits through subsidies. Without government subsidies, however, in subsequent years, providers have tended to favor high-technology diagnostics at the expense of less-profitable basic services.

The current Chinese health system has systems for

· health financing, 

· health service delivery and 

· health supervision. 

By 2013, the three insurance schemes covered more than 95% of the total population, although benefits vary by insurance scheme due to differing funding levels. The delivery of health-care services had previously relied on a system of predominantly public hospitals and other public health-care facilities including traditional medicine hospitals. Meanwhile, the growing role of the private sector as supplementary of the public financing and delivery system has been emphasized in health care financing and delivery. Private health insurance expenditure reached 3.6% of total expenditure on health in 2013, while private health institutions accounted for 45.1% of health institutions.
China (notes Eggleston 2012), as other East Asian countries such as Japan, South Korea, or Taiwan, has never had gatekeeper requirements.  Patients can traditionally self-refer to any provider, although social health insurance programs limit coverage for providers outside the given locality (county or municipality).

The Chinese system has featured a continuing disparity between urban and rural care.  The adoption of more market-based policies led to wide divergence in health-related resources. In 2012, write Meng and colleagues (2015), there were 8.54 health-care professionals per 1000 population in urban areas and 3.41 in rural areas.  The number of beds per 1000 people (2012) is 6.88 in urban areas, compared to 3.11 in rural areas.
</para>

<para>The 1990s saw the initiation of several new policies in both urban and rural areas. In urban areas, municipal risk pooling for employees, known as Basic Medical Insurance (or BMI) was established. The government also established a series of medical savings accounts, but they did not stipulate the means of provider payment. As a result, most people purchase treatment under a fee-for-service (FFS) model. In rural areas, the government established a new cooperative medical scheme (NCMS), which combines household contributions with central and local government subsidies. It was piloted in 2003, and Chen and colleagues (2011) report that 95 percent of the counties were implementing the scheme by 2008.</para>
In the 1980s and 1990s, with an absence of universal health insurance coverage and the low coverage of basic medical insurance, health expenditure largely consisted of out-of-pocket (OOP) payments. Recent government investment in health and establishment of basic medical insurance have reduced OOP health payments and raised the accessibility and equity of health services. 

The Chinese have reacted strongly to public health emergencies, particularly the severe acute respiratory syndrome (SARS) epidemic in 2003.  Decision-makers reacted to perceived inadequate public health inputs, poor rural health infrastructure and weak risk-pooling capacity of medical security schemes.   


Basic health insurance schemes saw public funding increased threefold to reach 320 yuan (about $48) per capita in 2014. The share of public funds as a percentage of the total expenditure on health reached 30%. China has also sought to allow private health-care facilities to enter more areas of service provision and improve the policy environment where these facilities operate. Between 2009 and 2012, the number of private hospitals increased from 6,240 to 9,786, and the overall number of non-public hospitals increased from 10,640 to 13,533. Meng and colleagues (2015) note that compared with the second stage of health reform (1979–2002), government policy post 2003 has encouraged capital to enter the health market, and has given support for the non-profit focus of public health facilities and for preventive care.

All of these developments have led to a rapidly growing health care system.  Between 1995 and 2012, China’s total health expenditure increased by a factor of 12.9, with the percentage of GDP growing from 3.5% to 5.4%. In 2012 for example, 30.0% of the total health expenditure was covered by the government budget, 35.6% by social insurance and 34.4% by OOP payments. Eggleston (2012) summarizes coverage of this early 21st century Chinese health economy as “wide” and “shallow.

The Canadian Health Care System</title>

R<para>RRapid increases in U.S. health care costs and pre-ACA concern over the large number of uninsured led many in the United States to look at Canada’s health system as a model for reform. Many Americans perceive that Canada has developed a comprehensive and universal national health insurance program that is cost-effective and highly popular.</para>

<section id="ch22lev2sec3"><title id="ch22lev2sec3.title">Background</title>
<para>Canada and the United States share a long border and similar heritage in terms of language, culture, and economic institutions.<footnoteref preference="1" label="8" role="generated" linkend="ch22fn08"/>
 The health care systems evolved similarly until the 1960s and as recently as 1971, both countries spent approximately 7.5 percent of their GDPs on health care.</para>
After<para>Af 1971, however, the health care systems moved in different directions. While Canada has had publicly funded national health insurance, the United States has relied largely on private financing and delivery (although government has been heavily involved through Medicare, Medicaid, and numerous regulatory programs). During this period, spending in the United States grew much more rapidly despite large groups that were either uninsured or minimally insured.</para>
<para>The Canadian system of financing and delivering health care is known as Medicare, not to be confused with the U.S. Medicare program for the elderly. In Canada, each of the ten provinces and three territories administers a comprehensive and universal program partially supported by grants from the federal government.<footnoteref preference="1" label="9" role="generated" linkend="ch22fn09"/> </para>

The Canada Health Act of 1984 defines five principal features to all Canadian health care.  <para>TheyT Each provincial health care insurance plan must be: 1) publicly administered; 2) comprehensive in coverage; 3) universal; 4) portable across provinces and outside the country; and 5) accessible (i.e., without user fees and with free choice in the selection of providers). </para>
Allin and Rudoler report that in 2014 about half of all practicing physicians (2.24 per 1,000 population) were general practitioners, or GPs (1.14 per 1,000 population), and half (1.10 per 1,000 population) were specialists (Canadian Institute for Health Information, 2015b). Primary care physicians generally serve as gatekeepers, and many provinces pay lower fees to specialists for nonreferred consultations. Most physicians are self-employed in private practices and paid fee-for-service, although there has been recent movement toward group practice and alternative forms of payment, such as capitation (per person, rather than per service) models.
<para>Canadian hospitals are private and generally not-for-profit institutions, although their budgets are approved and largely funded by the provinces. However, Allin and Rudoler report that some provinces have introduced activity-based funding to pay for additional services targeted to reduce waiting times. Ontario, for example, adopted activity-based funding for cataract, joint replacement, and cardiac bypass surgery, and has successfully reduced waiting times.</para>
<para>Two key provisions of the 1984 Canada Health Act guide Canada’s Medicare:</para>
<itemizedlist id="ch22it03" mark="bull" spacing="normal"><listitem><para><inst>•
</inst>No extra billing by medical practitioners or dentists for insured health services under the terms of the health care insurance plan;</para></listitem>
<listitem><para><inst>•
</inst>No user charges for insured health services by hospitals or other providers under the terms of the health care insurance plan.</para></listitem></itemizedlist>
<para>The provinces and territories also provide coverage to certain groups of people (e.g., seniors, children, and social assistance recipients) for health services that the publicly funded health care system does not generally cover. These supplementary health benefits often include prescription drugs, vision care, medical equipment and appliances (prostheses, wheelchairs, etc.), independent living, and the services of podiatrists and chiropractors. Dental services are much like services in the United States—either uninsured, privately insured, or group insured through place of employment. The level of health coverage varies across the country. Many Canadians have supplemental private insurance coverage, through group plans, which covers the cost of these supplementary services.</para>
<para><link linkend="ch22table04" preference="1" type="forward">Table <xref linkend="ch22table04" label="22-4"><inst>21-7</inst></xref></link> provides comparative data on the two countries. While geographically larger than the United States, Canada has about 11 percent of the U.S. population. Canada’s GDP per capita is about 80.8 percent of the U.S. level. With a national health system providing universal coverage, public funds account for over 67 percent of total health spending. Canada has maintained substantially lower health spending and share of GDP per capita than the United States, despite its universal health insurance system and its longer lengths of stay.</para>
(<table id="ch22table04" label="22-4" float="1" frame="none" prefix="Table"><title id="ch22table04.title"><inst>Table 21-7 </inst>Comparative Data: Canada and the United States – 2013-2015)</title><tgroup cols="3" colsep="0" rowsep="0" align="left"><colspec colnum="1" colname="c1" align="left" colwidth="400"/><colspec colnum="2" colname="c2" align="char" char="." colwidth="50"/><colspec colnum="3" colname="c3" align="char" char="." colwidth="50"/><spanspec spanname="s1" namest="c1" nameend="c3" align="left"/>
According to the World Bank, <para>Canada has about 2.1 practicing physicians per 1,000 people, compared with 2.4 in the United States and about 9.5 nurses per 1,000 compared to 9.8 in the United States.  A considerable portion of the U.S. population has gone without insurance coverage, even with the recent passage of the Affordable Care Act, but Americans spend almost twice as much per capita on health care ($9,086 versus $4,569). Canadians drink a little less alcohol and smoke a little more than do Americans. Despite lower spending, <link linkend="ch22table04" preference="0" type="backward">Table <xref linkend="ch22table04" label="22-4"><inst>21-7</inst></xref></link> shows that life expectancy, a commonly compared health status indicator, is about 4.3 years longer for women and 4.8 years longer for men in Canada. Finally, public opinion polls indicate that Canadians support their system more than Americans support theirs and are concerned about any threats to it. Given the Canadian record on cost savings, health care scholars, policymakers, and politicians have shown great interest in determining the sources for its apparent success.</para></section>
<section id="ch22lev2sec4"><title id="ch22lev2sec4.title">Physician Fees and Quantity</title>
Table 21-7 shows that Americans spend about twice as much on health care as do Canadians.  Do Americans get twice the level of services (provider visits, hospital days, pharmaceuticals)?  Do providers charge twice as much for services?  Are the services twice as good in the US?  Because health care is a complicated bundle of literally thousands of potential components, these questions have required careful analysis of these component parts.

<para> 
Fuchs and Hahn (1990) sought to break down Canadian and U.S. expenditures by specific services. The authors estimated that 1985 spending on health care per capita was 38 percent higher in the United States. More striking was the disparity in spending on physician services; 72 percent higher in the United States, and 178 percent higher for the procedures component.</para>
<para>With aggregate spending equal to the product of prices and quantities, the authors wanted to identify differences in fees (prices) and utilization per capita (quantities). Overall, fees were 239 percent higher in the United States for 1985. Though there were variations in the ratios across service categories, U.S. fees were considerably higher in each category. The net incomes of U.S. doctors were also substantially higher than were their Canadian counterparts.</para>
To explain the smaller Canadian fees, we observe that Canadian provincial governments constitute monopsonies (single buyers) of physician labor, and some feel that this reduces overall spending. Monopsony means that the provincial governments face upward-sloping supply curves for physicians, so that the marginal labor cost of raising the fees for one physician requires raising the fees for all others. This results in lower fees than with competitive buyers, and in hiring fewer workers than in a competitive market (readers can look ahead to <link linkend="fg22_00500" preference="1" type="forward">Figure <xref linkend="fg22_00500" label="22-5C"><inst>21-3C</inst></xref></link> for a monopsony analysis). Negotiations with the local medical societies reflect this monosony power as compared to the United States with its myriad buyers.</para>
<para>The differences in service volume found by Fuchs and Hahn were perhaps more surprising than the fee differentials. Despite the much higher spending per capita for physician care, the quantity of care per capita was considerably lower in the United States. Thus, the savings in Canada, at least for physician care, did not come from reduced volume of care.</para>
<para>The Fuchs and Hahn findings provided provocative insights and led readers to numerous questions about the two systems. After discussing the Canadian system in more detail, we return with a study by June and Dave O’Neill (2008) that revisits some of the questions.</para></section>
<section id="ch22lev2sec5"><title id="ch22lev2sec5.title">Why Are Fees and Hospital Costs Lower in Canada?</title>
<para>Hospital patients in Canada have longer lengths of stay, in part because of the greater use of Canadian hospitals for chronic long-term care. Nonetheless, after adjusting for differences in case mix between the two countries, Newhouse, Anderson, and Roos (1988) found that the cost per case-mix adjusted unit was roughly 50 percent higher in the United States. Several reasons may explain this phenomenon.</para>
<para>In Canada, unlike the United States, physician fees result from negotiation between physicians’ organizations and the provincial governments, as well as from other limits on total spending. Physicians cannot evade the fee controls by charging extra (sometimes called <emphasis>balance billing</emphasis>) to patients who can afford it.</para>
<para>The provinces also regulate hospital costs similarly through approval of hospital budgets. Hospitals and provinces negotiate operating budgets financed by the provincial governments. The capital budget may include other sources of funding, but provinces still must approve capital expenditures. Thus, a centralized mechanism allocates resources to the hospital sector and determines the distribution of resources among hospitals. Occupancy rates are higher in Canadian hospitals. Also, returning to Table 21-3, looking at CTS, MRI, and mammographs, provinces have limited the capital costs associated with expensive new technologies.</para>
<section id="ch22lev2sec6"><title id="ch22lev2sec6.title">Administrative Costs</title>
One of Canada’s<para>CanC major cost advantages involves administrative and other overhead expenses. Almost all U.S. patients have experienced coverage or billing problems due to extensive and complex paperwork practices. Patients moving among providers must provide the same information to multiple providers multiple times. With inaccurate transmittal of data, inconvenience can turn into something much worse if providers make inaccurate decisions based on incomplete or inaccurate data.  For providers and third-party payers, too, the paperwork is not simply inconvenient, but expensive, as it involves major personnel and data systems allocations.</para>
Woolhandler, Campbell, and Himmelstein (2003) compared 1999 Canadian and United States administrative costs and calculated U.S. excess per capita administrative costs of $752, or $209 billion in aggregate. They argued that a single-payer, Canadian-style health system for the United States would save $0.71 out of every $1 of U.S. administrative costs.</para>
<para>Re-examining their data, Aaron (2003) argued that analyzing per capita expenditures overstate the difference because it depends on arbitrary assumptions relating to currency values and wage rates. According to Aaron, administrative costs in the United States accounted for about 31 percent of total health care spending compared to 16.7 percent in Canada. This 14.3 percentage point differential, if applied to the United States, would save 46.1 percent (i.e., 14.3 divided by 31) of U.S. administrative costs (compared to Woolhander et al.’s 71 percent), or $489 per capita. However, even this more conservative calculation pointed to excess spending at that time of $159 billion per year!</para>
<para>Subsequent analyses verify this result. Pozen and Cutler (2010) break down the $1,589 difference in 2002 health expenditures per capita between the U.S. and Canada. Adjusting for population size, there are 44 percent more administrative staff in the U.S. system than in the Canadian system. The authors find that higher administrative costs in 2002 accounted for $616 or 39 percent of the difference. A 2012 calculation by the textbook authors multiplied that figure by 310 million Americans, yielding a total of $232 billion dollars in “excess” administrative costs, or between 8 and 9 percent of total U.S. health expenditures.  A 2014 article by Himmelstein and colleagues validates these potential savings for the US hospital sector, noting that 25 percent of all US hospital spending consists of administrative costs, compared with 12 percent for Canada and Scotland (other nations fall in between). 

Administrative costs are real costs, and defenders of the US multiple insurer system might argue that it provides varieties of coverage to match consumer preferences.  However, the incrementally large administrative costs of a multiple insurer-multiple payer system in the US system do not appear to bring commensurate benefits.</para></section>
<section id="ch22lev2sec7"><title id="ch22lev2sec7.title">A Comparison</title>
<para>The foregoing data suggest that the Canadian system is more effective than the U.S. system in several respects. Costs are lower, more services are provided, financial barriers do not exist, and health status as measured by mortality rates is superior. Canadians have longer life expectancies and lower infant mortality rates than do U.S. residents.</para>
<para>However, the Canadian system has had its own financial problems. As a result of unprecedented federal deficits in the 1990s, the Canadian government substantially reduced its cash transfers to the provinces. Despite considerable improvement in the federal government’s fiscal health, provinces must find new sources of tax revenue, impose more stringent fee and budgetary controls on health providers, increase efficiency in health care delivery, scale back on benefits by no longer insuring some previously covered services, and impose user fees.</para>
<para>Similar to the United States, the provinces have forced large reductions in hospital capacity with a corresponding substitution of outpatient care for inpatient care. Regional boards with budgetary authority have replaced centralized provincial departments.</para>
<para>Watson and Allin (2016) report that sub-national cost-control measures include mandatory annual global budgets for hospitals and health regions, negotiated fee schedules for health care providers, drug formularies, and reviews of the diffusion of technology. Further, many governments have developed pricing and purchasing strategies to obtain better drug prices. In July 2010, the ten provinces and three territories agreed to establish a “pan-Canadian” public sector purchasing alliance of common drugs and medical equipment and supplies.</para>
System c<para>Sysritics charge that health care is rationed in the sense that all the care that patients demand, or would be provided to meet their best interests, cannot be supplied on a timely basis. As noted in the model on the British NHS, rationing below market price leaves some people, who would be willing to pay more, unable to purchase any of the good at all.</para>
Comparative international surveys indicate[Chaoulli material removed]

<para>C that capacity limits and new technology result in longer waiting periods (discussed in Table 21-8 below) for hospital services in Canada. The “safety valve” of a private system, like the United Kingdom, for those willing to pay more is not readily available, although some Canadians (particularly those near large U.S. border cities such as Buffalo and Detroit, or with winter homes in Florida) use U.S. facilities for this purpose.</para>
Solid research comparing the two systems has been sparse.  This section presents two papers that attempt to decompose the differences. <para>June and Dave O’Neill (2008) raise three questions regarding American and Canadian differences:</para>
<orderedlist numeration="arabic" spacing="normal" inheritnum="ignore" continuation="restarts"><listitem><para><inst>
1.
</inst>What differences in health status can be attributed to the two systems?</para></listitem>
<listitem><para><inst>
2.
</inst>How does access to needed health care resources compare?</para></listitem>
<listitem><para><inst>
3.
</inst>Is inequality in access to resources different?</para></listitem></orderedlist>
<para role="continued">They use a data set from the Joint Canada/U.S. Survey of Health (JCUSH), designed and conducted jointly by Statistics Canada and the U.S. National Center for Health Statistics, which asked the same questions to representative samples of U.S. and Canadian residents.</para>
The <para>Tauthors examine various aggregate data sources to break down differences in life expectancy (Canadians live longer) and causes of mortality (Americans are more susceptible to nondisease determinants such as accident and homicide). Americans tend to have lower birthweight babies (with higher mortality rates), and Americans tend to be more obese. The authors argue that while health care systems (including better prenatal care) can help, they have much less direct effects on important factors such as obesity.</para>
<para>Regarding unmet needs, the authors use the JCUSH to examine difficulty in receiving health care. Those with an unmet need were asked the reason for the unmet need—had to wait too long or service not available; cost (i.e., could not afford service); or a reason other than those two. The “wait too long/service not available” reason (56.3 percent) dominated among the Canadians who had an unmet need, while for U.S. residents cost (54.7 percent) was the major factor and “waiting too long” (13.2 percent) was relatively minor.</para>
<para>The authors also examined the effect of unmet needs on the Health Utility Index (HUI) of health status and found that in Canada unmet needs reduced the HUI by 0.097 (compared to a mean of 0.898) when the individual cited waiting as a reason for unmet need. The effect was much smaller and not significant for Americans.</para>
<para>Inequality in access relates peoples’ scores on the HUI to income. The HUI provides a description of overall functional health based on eight attributes—vision, hearing, speech, mobility (ability to get around), dexterity of hands and fingers, memory and thinking, emotion, and pain and discomfort. If a single-payer system equalized health irrespective of income, one would expect income to show a zero impact. Comparisons of subjects in the U.S. and Canada showed the relationship of health to income to be <emphasis>roughly similar</emphasis> in the two countries.</para>
<para>The authors conclude that the U.S. and the Canadian systems provide similar results. The need to ration “free” care may ultimately lead to long waits or unavailable services and to unmet needs. In the United States, costs often lead to unmet needs, but costs “may be more easily overcome than the absence of services.” When those ages 18 to 64 were asked about satisfaction with health services and the ranking of the quality of services recently received, more U.S. residents than Canadians responded that they were fully satisfied (51.5 percent vs. 41.3 percent) and ranked quality of care as excellent (40.4 percent vs. 37.7 percent). Satisfaction and quality of care may relate to expectations as well as to objective measures.</para>
<para>The authors do not address the differential in per capita health care expenditures, which at the time were over 80 percent higher in the United States. They ask, “Is the U.S. getting sufficient additional benefits to justify these greater expenditures and where should we cut back if cutbacks must be made? Alternatively, what would Canada have to spend to increase their technical capital and specialized medical personnel to match American levels or to eliminate the longer waiting times? And would it be worthwhile to them to do so?”</para>

Two Canadian scholars, <para>Duclos and Échevin (2011) address the O’Neill income-health relationship in more detail. Using alternative analytical methods (“stochastic dominance”) they rank Canada and the U.S. using data from the Joint Canada/United States Survey of Health. They find that Canada dominates the United States over the two groups of lower health statuses in terms of the bi-dimensional distribution of health and income. This occurs because Canada has better health distribution, a lower correlation between income and health, and lower income inequality.
<section id="ch22lev1sec5"><title id="ch22lev1sec5.title">Different Systems: The Public’s EvaluationS</title>
<para>Decisions about health care systems ultimately reflect the attitudes of the public with regard to satisfaction, cost of care, and quality of care. Schoen and colleagues (2016) surveyed citizens of Australia, Canada, France, Germany, the Netherlands, New Zealand, Norway, Sweden, Switzerland, the United Kingdom, and the United States who had had recent experience with their countries’ health care systems, regarding general satisfaction, access to care, cost of care, and quality of care. All of the countries are economically advanced, but they have a wide range of insurance and care systems.  The surveys used common questionnaires translated and adjusted for country-specific wording. </para>
<para>Although the researchers evaluate many health economy dimensions, we focus on issues of access, avoidable deaths, and satisfaction. As we noted earlier, satisfaction with a system comes both from expectations and system performance. Different people may register different levels of satisfaction with the same services and outcomes, depending on their expectations.</para>
<para><link linkend="ch22table07a" preference="1" type="forward">Table <xref linkend="ch22table07a" label="22-7A"><inst>21-8</inst></xref></link> shows that access (item a) varies according to the service needed. Participants in the German system reported a high degree of same-day/next-day appointment success (76 percent), whereas Canadians were a little more than half as likely (41 percent) to see a provider either the same or the next day, with the United States the next lowest at 48 percent. In contrast, several countries had very small numbers (France, Germany, the Netherlands, Switzerland, and the United States in single digits) waiting 4 months or more for surgery.  Canadians (18 percent) 

<sidebar id="ch22sb03" label="22-3" float="1" type="bx1"><inst>Box 21-3</inst>
<title id="ch22sb03.title">“Someone Else Needed It More than I Did”</title>
Expectations are critical in evaluating health system outcomes.  <para>While vacationing in Florida, one of the authors (Goodman) played golf with a Canadian who remarked that this was his first round after having had his hip replaced. The surgery had incurred no out-of-pocket costs, and he felt fine. When asked how long he had to wait for surgery, he responded “18 months.” Did the wait bother him? “No . . . it was free when I got it, and someone else needed it before I did.”</para></sidebar><NOXMLTAGINDOC><DOCPAGE NUM="486"></DOCPAGE></NOXMLTAGINDOC>
and Norwegians (22 percent) had the highest rates.  <link linkend="ch22sb03" preference="1" type="forward">Box <xref linkend="ch22sb03" label="22-3"><inst>21-3</inst></xref></link> provides a Canadian example.<link linkend="ch22table08b" preference="1" type="forward"/></para>

Avoidable deaths per 100,000 people (item b) refer to the systems ability to respond to health care needs.  While it is impossible to bring the level down to 0, a well-functioning health care system would reduce it.  Of the eleven countries surveyed, avoidable deaths vary from 64 for France to 115 for the United States.


Item (c) of the Table suggests that in most countries close to half of the population view their system as working “well”, with UK citizens having the highest percentage – 63 percent.  Many citizens among the 11 countries view fundamental changes as needed, but most of those surveyed do not believe that the system needs to be rebuilt.  Survey data on the need for rebuilding varies from 4 percent for the UK to 27 percent for the US.

Differences in Health Care Spending Across Countries</title>
<para>Different countries have different incentive systems, and, in fact, have differing shares of national product in the health care sector. Having described the systems, and examined the health sector shares of national product, it is appropriate now to explore why the shares differ.</para>
<section id="ch22lev2sec8"><title id="ch22lev2sec8.title">A Model of Health Expenditure Shares</title>
<para>Consider a model of health expenditures and call total expenditures on health care <emphasis>E.</emphasis> By definition, these expenditures equal the price of health care multiplied by the quantity of health care consumed, or <emphasis>E</emphasis>  <emphasis>PQ.</emphasis> Defining the share of national income spent on health care as <emphasis>s,</emphasis> we calculate <emphasis>s</emphasis> as the ratio of <emphasis>E</emphasis> to national income, <emphasis>Y,</emphasis> or:</para>
<equation id="ch22eq01" label="22.1"><inst></inst><mediaobject float="0"><textobject role="xpressmath">
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We have seen that share, <emphasis>s, </emphasis>can increase because either the price or quantity has increased, or because the national income has decreased. In fact, mathematically: 
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So, for example if the price of care increases by 1 percent, the quantity decreases by 0.5 percent, and income stays constant, the share will increase by (+0.1 – 0.05), or +0.05 percent. 


Although t<para>he preceding expression is an identity, mathematically true by definition, it can provide useful insights. If the price of health care, <emphasis>P,</emphasis> increases by the same rate as all other prices, the health care share of national income does not change because percent change in price is offset by percent change in national income (prices multiplied by quantities). If health expenditures pQ increase at the same rate as income y, again health care share does not change.</para>
<section id="ch22lev3sec3"><title id="ch22lev3sec3.title">Applying the Model</title><para><inst>  </inst>Rather than looking just at the percentage changes that occur, we try to examine why. Suppose the prices of health care relate to the kind of health system the country has or to the social insurance scheme. Also, recognize that the quantity of health care used, <emphasis>Q,</emphasis> tends to increase when national income, <emphasis>Y,</emphasis> increases. Note further that through the de-mand relationship, quantity of health care, <emphasis>Q,</emphasis> is negatively related to the price of health care, <emphasis>P</emphasis>.</para>
<para>Consider several ideas in turn:</para>
<orderedlist numeration="arabic" spacing="normal" inheritnum="ignore" continuation="restarts"><listitem><para><inst>
1.
</inst>An increase in health care price would increase the share if there were no consumer response. The extent to which consumers reduce quantity demanded (in response to price changes) will offset the increase in prices.</para></listitem>
<listitem><para><inst>
2.
</inst>An increase in the share of population who use health care would tend to increase health care expenditures, and the share of GDP going to health care.</para></listitem>
<listitem><para><inst>
3.
</inst>An increase in national income, <emphasis>Y,</emphasis> unaccompanied by an increase in health care demand would decrease the share. However, if increased income leads to increased demand, the effect depends on the demand elasticity. A one percent increase in national income that leads to a one percent increase in expenditures (that is, the income elasticity equals 1.0), will result in a constant share.</para></listitem></orderedlist>
Moreover, market structure matters! <para>MarEconomists often implicitly view expenditures in the context of perfectly competitive markets. If valid, as noted in <link linkend="fg22_00500" preference="0" type="forward">Figure <xref linkend="fg22_00500" label="22-5A"><inst>21-3A</inst></xref></link>, then the total health expenditures box (the numerator of fraction of GDP going to health care) accurately reflects the resource costs <emphasis>P</emphasis>* of health care at the margin. Anderson and colleagues (2003), however, argue that the markets for the health workforce (especially physicians) are still largely national and even local within countries. Moreover, many markets related to health care within localities do not satisfy the rigorous conditions of the textbook model of competition.</para>
<para>We find varying degrees of monopoly power on the “sell” side of the market and varying degrees of monopsony power on the “buy” side. Because monopolists (<link linkend="fg22_00500" preference="0" type="backward">Figure <xref linkend="fg22_00500" label="22-5B"><inst>21-3B</inst></xref></link>) equate marginal costs to marginal revenues, they can raise prices above those they would obtain in perfectly competitive markets. This earns them “economic rents,” defined as the excess of the prices actually received by sellers above the minimum prices the sellers would have to be paid to sell into the market. <link linkend="fg22_00500" preference="0" type="backward">Figure <xref linkend="fg22_00500" label="22-5B"><inst>21-5B</inst></xref></link> shows that the resource costs (the box defined by the supply curve) are considerably less than the total expenditures (the sum of the resource costs and the monopoly rents), with the difference going as rents to providers. Monopoly quantity <emphasis>Q<subscript><inst></inst>b<inst></inst></subscript></emphasis> is also less than <emphasis>Q</emphasis>*, under competitive markets because in order to increase prices, monopolistic providers sell less.</para>
Some c<para>Some ountries try to reduce the rents earned on the supply side by creating market power on the buy (monopsony) side of the market. A single-payer system (similar to the one used by Canadian provinces) would be related to a “pure monopsony.” A pure monopsonist (<link linkend="fg22_00500" preference="0" type="backward">Figure <xref linkend="fg22_00500" label="22-5C"><inst>21-3C</inst></xref></link>) must pay increased resource costs to all supply factors, so the monopsonist faces a market marginal cost curve, not unlike the monopolist’s marginal revenue curve. Here, the producer provides quantity <emphasis>Q<subscript><inst></inst>c<inst></inst></subscript>,</emphasis> but expenditures are much smaller than in <link linkend="fg22_00500" preference="0" type="backward">Figure <xref linkend="fg22_00500" label="22-5B"><inst>21-3B</inst></xref></link>.</para>
<para>Note again that in either the monopolistic or the monopsonistic case, the quantity of services provided falls short of the optimum <emphasis>Q</emphasis>*. We have intentionally drawn the <link linkend="fg22_00500" preference="0" type="backward">Figure <xref linkend="fg22_00500" label="22-5"><inst>21-3</inst></xref></link> monopoly and monopsony quantities <emphasis>Q<subscript><inst></inst>b<inst></inst></subscript></emphasis> and <emphasis>Q<subscript><inst></inst>c<inst></inst></subscript></emphasis> to be identical, but in the monopolistic case, extra resources are <emphasis>transferred</emphasis> as monopoly rents from the buyers to the sellers.</para>
The US<para>The T Medicare program and Medicaid programs do possess some monopsonistic purchasing power, and large private insurers may enjoy some degree of monopsony power in some localities, but the highly fragmented buy side of the U.S. health system is relatively weak by international standards. This is one factor, among others, that might explain the relatively high prices paid for health care and for health professionals in the United States.</para>
<para>In comparison, the government-controlled health systems of Canada, Europe, and Japan allocate considerably more market power to the buy side. In each Canadian province, the health insurance plans operated by the provincial governments constitute monopsonies. They purchase (pay for) all of the health services that are covered by the provincial health plan and used by the province’s residents. Even pure monopsonists are ultimately constrained by market forces on the supply side—that is, if the buyers offer too little, health care providers will not supply their goods or services. However, monopsonistic buyers may enjoy enough market power to drive down the prices paid for health care and health care inputs fairly close to those reservation prices characterized by the supply curve.</para>
<para>For the United States, most measures of aggregate utilization, such as physician visits per capita and hospital days per capita, typically lag below the medians of other Western countries. Since spending is a product of both the goods and services used and their prices, this implies that U.S. consumers pay much higher prices than consumers elsewhere. However, U.S. policymakers must reflect on what Americans are getting for their greater health spending. Anderson and colleagues conclude that the answer lies in the higher prices paid by U.S. health consumers.</para>
<para>In a follow-up analysis, Anderson and colleagues (2005) revisit the high level of U.S. health expenditures, examining two commonly proposed explanations. The first is that other countries have constrained the supply of health care resources, particularly for elective services, which has led to waiting lists and lower spending. If<para>I I consumers in other countries must wait for procedures that U.S. consumers can get immediately, then the international consumers are bearing waiting time costs that do not enter national accounts. The researchers argue, however, that the procedures for which waiting lists exist in some countries represent a small part of total health spending. Using U.S. survey data, they calculated the amount of U.S. health spending accounted for by the 15 procedures that account for most of the waiting lists in Australia, Canada, and the United Kingdom. Total spending for these procedures in 2001 was $21.9 billion, or only 3 percent of U.S. health spending in that year.</para>
The second explanation for higher costs is that the threat of malpractice litigation and the resulting defensive medicine in the United States adds to malpractice premiums and, more importantly, the practice of defensive medicine, hence increasing costs. </para><para>Mello and colleagues (2009) update the analysis to address the claim that the U.S. medical liability system leads to unneeded care and extra expenses, examining indemnity payments, administrative costs, and the identifiable hospital and physician costs due to defensive medicine. They estimate these costs to be $55.6 billion, in 2008 dollars, or about 2.4 percent of total health care spending. 
The most obvious inference is that eliminating all defensive medicine would have only a minor impact on overall health care spending.  Moreover, not all of these costs represent waste—some of them almost certainly provide positive benefits to the patients, or appropriately deter potential malpractice. </para></section></section></section>

Conclusions</title>
<para>In this chapter, we have examined a variety of health care systems found around the world. Variations exist in terms of financing, provider payment mechanisms, and the role of government, including the degree of centralization. The United States stands out with the highest expenditures on health care as well as the highest percentage of the GDP devoted to health care.</para>
<para>Systems that ration their care by government provision or government insurance incur lower per-capita costs. In the largely private U.S. system, however, waiting times tend to be shorter than in rationed systems, a conclusion that follows from theory as well as from observation. Americans have been more dissatisfied with their health system than Canadians or Europeans have been with theirs. The study of comparative systems suggests several features of other systems that may be worth adopting. It also suggests that cultural differences among countries could dictate that systems tailored to the local culture continue to differ even in the long run.</para>
<para>Countries have sought to control costs in a variety of ways. Strategies include global budgets, increased cost sharing, and various market incentives. Single-payer plans, as in Canada, offer theoretical economies of administration, but it may be difficult to identify whether the observed cost advantages in Canada would survive translation into a reformed U.S. system.</para>
<para>The United States has fundamentally left cost containment to managed care. Although managed care achieves cost savings and may have contributed to the decline in the U.S. health cost growth rate, its potential will be limited to the extent that employers fail to offer true financial advantages to consumers who choose the low-cost health plans. American-style HMOs, for example, probably would not transfer unchanged to other countries because of cultural and system structure differences.</para>
Most agree<para>Most that U.S. health system reform must address five critical elements:</para>
· <itemizedlist id="ch22it04" mark="bull" spacing="normal"><listitem><para><inst></inst>A health “safety net” for all residents, irrespective of age, health status, or employment status</para></listitem>
· <listitem><para><inst></inst>Mechanisms that promote cost containment
· Quality, high-value care</para></listitem>
· <listitem><para><inst></inst>Choice for patients and providers</para></listitem>
· <listitem><para><inst></inst>Ease in administration</para></listitem>
<listitem><para><inst></inst>The next chapter examines these reform elements in more detail, and the degree to which the Affordable Care Act has addressed them.</para></listitem></itemizedlist></section></section><section id="ch22lev1rm" role="rm"><title id="ch22lev1rm.title"/><summary id="ch22sum01">
<title id="ch22sum01.title">Summary</title>

<orderedlist numeration="arabic" spacing="normal" inheritnum="ignore" continuation="restarts"><listitem><para><inst>
1.
</inst>A useful typology of health benefit systems exams three core dimensions (regulation, financing, and service provision), and three categories of actors (state-based, societal, and private). Combinations of these two sets provide 5 major systems that summarize most of the more advanced health economies.
<listitem><para><inst>
2.
</inst>Among all countries, the United States is by far the biggest spender in absolute per-capita terms. It is also the biggest spender as a share of GDP.</para></listitem>
<listitem><para><inst>
3.
</inst>The United Kingdom’s NHS provides relatively easy access to primary and emergency care. It rations elective services either through long waiting lists or by limiting the availability of new technologies. The NHS devotes considerable resources to high return services, such as prenatal and infant care.</para></listitem>
<listitem><para><inst>
4.
</inst>The United Kingdom has reformed its health system to include elements of competition. The United States has fewer practicing physicians per capita than the United Kingdom and about the same level of inpatient beds per capita. Health care spending per capita in the United Kingdom, however, is only 37 percent of the U.S. level.</para></listitem>
<listitem><para><inst>
5.
</inst>The Chinese system has moved from a more “command-based” system to a more market-based system.  By 2013, the three insurance schemes covered more than 95% of the total population, although benefits vary by insurance scheme due to differing funding levels.

<listitem><para><inst>
6.
</inst>The Chinese system has developed a substantive disparity between urban and rural care.

<listitem><para><inst>
7.
</inst>The Chinese system has expanded and is now characterized by about one-third, of the expenditures covered by the government budget, another third by social insurance and another third by out of pocket payments.  Eggleston views the coverage of the current system as “shallow” and “wide”.
<listitem><para><inst>
8.
</inst>Compared to the U.S. system, the Canadian system has lower costs, more services, universal access to health care without financial barriers, and superior health status. Canadians have longer life expectancies and lower infant mortality rates than do U.S. residents.</para></listitem>
<listitem><para><inst>
9.
</inst>Canada’s single-payer system appears to have substantially lower administrative cost burden than the United States.</para></listitem>
<listitem><para><inst>
10.
</inst>National health systems appear to reduce health spending. However, careful analysis across alternative systems must impute the additional time costs, as well as differential quality of care in NHS systems, before deciding conclusively on the full costs of alternative systems.</para></listitem>
<listitem><para><inst>
11.
</inst>Comparisons of health care systems feature competitive systems, as well as varying degrees of monopoly power on the “sell” side of the market and varying degrees of monopsony power on the “buy” side. 

12.
Monopolistic systems like the US can raise prices above those they would obtain in perfectly competitive markets, thus earning “rents,” the excess of prices received by sellers above the minimum prices the sellers would have to be paid to sell into the market. </para></listitem>
<listitem><para><inst>
13.
</inst>Analysts believe that a monopolistic model characterizes the U.S. system more than systems (Canada, Europe, or Japan) that allocate more market power to the buy side.</para></listitem></orderedlist></summary><problemset id="ch22ps01" role="qonly">
<supertitle id="ch22ps01.supertitle">Discussion Questions</supertitle>
<general-problem id="ch22ps01gen001" label="1" maxpoints="1"><inst>
1.
</inst><question id="ch22ps01q001"><para>Discuss the factors that may lead one nation to spend more per person on health care than another nation. What are the implications of finding health care to be income elastic in cross-national studies? When health care is income elastic, will richer countries tend to have a higher or lower proportion of GDP spent on health care?</para></question></general-problem>
<general-problem id="ch22ps01gen002" label="2" maxpoints="1"><inst>
2.
</inst><question id="ch22ps01q002"><para>In countries in which there is nonprice rationing for care, waiting time costs may be substantial. How could you measure the economic costs of the waiting time?</para></question></general-problem>
<general-problem id="ch22ps01gen003" label="3" maxpoints="1"><inst>
3.
</inst><question id="ch22ps01q003"><para>Create a table comparing the British, Chinese, and Canadian health care systems with respect to financing, availability, and costs of care. How do they compare with the system in the United States?</para></question></general-problem>
<general-problem id="ch22ps01gen004" label="4" maxpoints="1"><inst>
4.
</inst><question id="ch22ps01q004"><para>Suppose that the price of health care services rises and the quantity demanded falls. Under what conditions might the health care share of GDP fall? Rise?</para></question></general-problem>
<general-problem id="ch22ps01gen005" label="5" maxpoints="1"><inst>
5.
</inst><question id="ch22ps01q005"><para>It is important to compare items under the rubric of “all else equal.” What crucial factors must be adjusted when comparing health expenditures across countries?</para></question></general-problem>
<general-problem id="ch22ps01gen006" label="6" maxpoints="1"><inst>
6.
</inst><question id="ch22ps01q006"><para>Distinguish between a National Health Insurance system and a National Health Service. Provide examples of each. What kind of a system does the United States have?</para></question></general-problem>
<general-problem id="ch22ps01gen007" label="7" maxpoints="1"><inst>
7.
</inst><question id="ch22ps01q007"><para>As noted in <link linkend="ch22table07a" preference="0" type="backward">Table <xref linkend="ch22table07a" label="22-7"><inst>21-8</inst></xref></link>, consumer satisfaction varies among a number of measures of access and cost. Are these measures useful indicators of the performance of health care systems?  Could you think of any others?</para></question></general-problem>
<general-problem id="ch22ps01gen008" label="8" maxpoints="1"><inst>
8.
Many economists feel</inst><question id="ch22ps01q008"><para>M that markets are efficient unless characteristics are present that lead to market failure. What sorts of market failure in the health economy can be used to justify adoption of universal NHI? What kinds of government failure can be used to argue against this proposal?</para></question></general-problem>
<general-problem id="ch22ps01gen009" label="9" maxpoints="1"><inst>
9.
</inst><question id="ch22ps01q009"><para>Do countries with more comprehensive national programs for the provision of health care tend to have lower average costs than the United States? Do they have lower rates of growth in costs? Discuss.</para></question></general-problem>
<general-problem id="ch22ps01gen010" label="10" maxpoints="1"><inst>10.
</inst><question id="ch22ps01q010"><para>Speculate about the level of technology available across countries. Do you think that better health care is available in the United States than in Canada? Do international health indices suggest this? What are the complicating issues?</para></question></general-problem>
<general-problem id="ch22ps01gen011" label="11" maxpoints="1"><inst>11.
</inst><question id="ch22ps01q011"><para>What ideas discussed in this chapter would be suitable to recommend to a country just now revising its health system? To pursue equity, that is wide coverage? To pursue cost containment, that is lower costs or smaller growth rates?  

<general-problem id="ch22ps02gen007" label="7" maxpoints="1"><inst>
12.
</inst><question id="ch22ps02q007"><para>The Organization for Economic Cooperation and Development (OECD) provides some of the best data available for comparative international work. Its website is <ulink url="http://www.oecd.org">www.oecd.org</ulink>. Use the OECD data to examine the health care system of Mexico along the following dimensions:</para>
<itemizedlist id="ch22it06" mark="bull" spacing="normal"><listitem><para><inst>
•
</inst>financing</para></listitem>
<listitem><para><inst>
•
</inst>expenditure</para></listitem>
<listitem><para><inst>
•
</inst>technology</para></listitem>
<listitem><para><inst>
•
</inst>coverage
</para></question></general-problem></problemset><problemset id="ch22ps02" role="qonly">
<supertitle id="ch22ps02.supertitle">Exercises</supertitle>
<general-problem id="ch22ps02gen001" label="1" maxpoints="1"><inst>
1.
</inst><question id="ch22ps02q001"><para>Consider the allocation of services in the United Kingdom’s NHS, as noted in <link linkend="fg22_00200" preference="0" type="backward">Figure <xref linkend="fg22_00200" label="22-2"><inst>21-2</inst></xref></link>. If the government raises the administered price up from <emphasis>P</emphasis>*, trace what would happen to expenditures in the NHS and in the private sectors.</para></question></general-problem>
<general-problem id="ch22ps02gen002" label="2" maxpoints="1"><inst>
2.
</inst><question id="ch22ps02q002"><para>Define income elasticity of health care demand. 


a. If income increases by 1 percent and the income elasticity of health care demand is 0.75, does the share of income going to health care increase or decrease? Why?


b. If income increases by 1 percent and the income elasticity of health care demand is 1.75, does the share of income going to health care increase or decrease? Why?
<general-problem id="ch22ps02gen003" label="3" maxpoints="1"><inst>
3.
Define price elasticity of health care demand.


a. </inst><question id="ch22ps02q003"><para>Suppose the price elasticity of health services is –0.4. What will happen to the share of health care expenditures, given a 10 percent decrease in health care prices?


b. </inst><question id="ch22ps02q003"><para>Suppose the price elasticity of health services is –1.5. What will happen to the share of health care expenditures, given a 10 percent decrease in health care prices?</para></question></general-problem>
<general-problem id="ch22ps02gen004" label="4" maxpoints="1"><inst>
4.
</inst><question id="ch22ps02q004"><para>For more advanced students, <link linkend="ch22table01" preference="0" type="backward">Table <xref linkend="ch22table01" label="22-1"><inst>21-2</inst></xref></link> provides data for at least rudimentary estimates of income elasticity of health care expenditures. Estimate a regression equation of the following form:</para>
<informalequation id="ch22if01"><mediaobject float="0"><textobject role="textequation"><para>Log (Expenditures per capita)  <emphasis>a</emphasis>  <emphasis>b</emphasis> log (GDP per capita)</para></textobject></mediaobject></informalequation>


<para>What is the implied income elasticity of expenditures across countries?</para></question></general-problem>
<general-problem id="ch22ps02gen005" label="5" maxpoints="1"><inst>
5.
</inst><question id="ch22ps02q005"><para>From the data in <link linkend="ch22table01" preference="0" type="backward">Table <xref linkend="ch22table01" label="22-1"><inst>21-2</inst></xref></link>, estimate a regression equation of the following form:</para>
<informalequation id="ch22if02"><mediaobject float="0"><textobject role="textequation"><para>Log (Life Expectancy at Birth)  <emphasis>c</emphasis>  <emphasis>d</emphasis> log (Expenditures per capita)</para></textobject></mediaobject></informalequation>


<para>What does your resulting equation say about the “effectiveness” of expenditures per capita (without adjusting for any other factors)?</para></question></general-problem>
<general-problem id="ch22ps02gen006" label="6" maxpoints="1"><inst>
6.
</inst><question id="ch22ps02q006"><para><link linkend="fg22_00500" preference="0" type="backward">Figure <xref linkend="fg22_00500" label="22-5"><inst>21-3</inst></xref></link> shows various types of national health insurance systems.</para>
<orderedlist numeration="loweralpha" spacing="normal" inheritnum="ignore" continuation="restarts"><listitem><para><inst>
a. </inst>Compare the total expenditures in panels A and B. Which set of expenditures is larger? What determines which will be larger? Why?</para></listitem>
<listitem><para><inst>
b. </inst>Compare the total expenditures in panels B and C. Which set of expenditures is larger? In which are resource costs larger? Why?</para></listitem>
<listitem><para><inst>
c. </inst>If the demand curves truly reflect consumer preferences, which of the three panels is economically efficient? Show the economic losses and the transfers for those panels that are not economically efficient.</para></listitem></orderedlist></question></general-problem>

Table<figure id="fg22_00100" label="22-1" float="1" prefix="Figure"><inst>Table 21-1 – Classification of Health System Types

	Healthcare system type
	Regulation
	Financing
	Provision
	Cases
	

	
	
	
	
	
	

	National Health Service
	State
	State
	State
	Denmark
	Sweden

	
	
	
	
	Finland
	Portugal

	
	
	
	
	Iceland
	Spain

	
	
	
	
	Norway
	UK

	
	
	
	
	
	

	National Health Insurance
	State
	State
	Private
	Australia
	New Zealand

	
	
	
	
	Canada
	Italy

	
	
	
	
	Ireland
	

	
	
	
	
	
	

	Social Health Insurance
	Societal
	Societal
	Private
	Austria
	Luxembourg

	
	
	
	
	Germany
	Switzerland

	
	
	
	
	
	

	Private Health System
	Private
	Private
	Private
	USA
	

	
	
	
	
	
	

	Etatist Social Health Insurance
	State
	Societal
	Private
	Belgium
	Poland

	
	
	
	
	Estonia
	Slovakia

	
	
	
	
	France
	Israel

	
	
	
	
	Czech Republic
	Japan

	
	
	
	
	Hungary
	Korea

	
	
	
	
	Netherlands
	

	
	
	
	
	
	

	Social-based mixed-type
	Societal
	Societal
	State
	Slovenia
	


Source: Böhm and colleagues (2013)</inst><title id="fg22_00100.title">C</title><mediaobject float="0"><imageobject><imagedata fileref="FG_22_001.eps" width="256" depth="256"/></imageobject><source><inst>
	Derived from Fig. 3. Dispersion of OECD healthcare systems

	Does not need permission



Table 21-2 – Health System Indicators for OECD Countries

	
	GDP per capita (US$ PPP)
	Health spending per capita  (US$ PPP)
	Pct GDP Spent on Healthcare
	Life Expectancy at birth

	Country
	2013b
	2013b
	2013b
	1970a
	2013b

	Australia
	44,976
	3,866
	8.6
	70.8
	82.2

	Austria
	45,082
	4,553
	10.1
	70.0
	81.2

	Belgium
	41,573
	4,256
	10.2
	71.1
	80.7

	Brazil
	15,256
	1,471
	9.6
	58.9
	75.0

	Canada
	42,839
	4,351
	10.2
	72.9
	81.5

	Chile
	22,178
	1,623
	7.3
	62.3
	78.8

	China
	11,661
	649
	5.6
	62.9
	75.4

	Colombia
	12,695
	864
	6.8
	--
	75.2

	Czech Rep.
	28,739
	2,040
	7.1
	69.6
	78.3

	Denmark
	43,782
	4,553
	10.4
	73.3
	80.4

	Estonia
	25,823
	1,542
	6.0
	70.0
	77.3

	Finland
	39,869
	3,442
	8.6
	70.8
	81.1

	France
	37,671
	4,124
	10.9
	72.2
	82.3

	Germany
	43,887
	4,819
	11.0
	70.6
	80.9

	Greece
	25,854
	2,366
	9.2
	73.8
	81.4

	Hungary
	23,336
	1,720
	7.4
	69.2
	75.7

	Iceland
	42,035
	3,677
	8.7
	74.0
	82.1

	India
	4,175
	215
	5.1
	48.8
	66.5

	Indonesia
	10,023
	293
	2.9
	52.4
	70.9

	Ireland
	45,677
	3,663
	8.0
	71.2
	81.1

	Israel
	32,502
	2,428
	7.5
	71.8
	82.1

	Italy
	35,075
	3,077
	8.8
	72.0
	82.8

	Japan
	36,236
	3,713
	10.2
	72.0
	83.4

	Korea
	33,089
	2,275
	6.9
	62.1
	81.8

	Latvia
	22,958
	1,055
	4.6
	69.8
	73.9

	Lithuania
	25,715
	1,573
	6.1
	70.7
	73.5

	Mexico
	16,891
	1,049
	6.2
	60.9
	74.6

	Netherlands
	46,162
	5,131
	11.1
	73.7
	81.4

	New Zealand
	34,899
	3,328
	9.5
	71.5
	81.4

	Norway
	65,640
	5,862
	8.9
	74.4
	81.8

	Poland
	23,985
	1,530
	6.4
	70.0
	77.1

	Portugal
	27,509
	2,482
	9.0
	66.7
	80.8

	Russian Fed.
	25,247
	1,653
	6.5
	68.3
	70.7

	Slovak Rep.
	26,497
	2,010
	7.6
	70.0
	76.5

	Slovenia
	28,859
	2,511
	8.7
	68.7
	80.4

	South Africa
	12,553
	1,121
	8.9
	52.9
	56.8

	Spain
	33,092
	2,928
	8.8
	72.0
	83.2

	Sweden
	44,646
	4,904
	11.0
	74.8
	82.0

	Switzerland
	56,940
	6,325
	11.1
	73.1
	82.9

	Turkey
	18,508
	941
	5.1
	54.2
	76.6

	United Kingdom
	38,255
	3,235
	8.5
	71.9
	81.1

	United States
	53,042
	8,713
	16.4
	70.9
	78.8

	
	
	
	
	
	

	Source: OECD Health Statistics 2015, http://dx.doi.org/10.1787/health-data-en.

	a 1970 or nearest year
	b 2013 or nearest year
	
	


	Table 21-3 Medical Staffing, Equipment, and Technology
	
	
	

	2013 or most recent year
	
	
	
	

	
	
	Physician Density per 1,000 population
	Nurse Density per 1,000 population
	CT scanners per

million

population
	MRI per

million

population
	Mammographs

per million

population

	
	
	2013
	2013
	2013
	2013
	2013

	
	OECD Countries
	
	
	
	
	 

	Australia
	3.39
	11.52
	55.94
	15.18
	22.96

	Austria
	4.99
	7.87
	29.60
	19.22
	23.64

	Canada
	-
	9.48
	14.67
	8.83
	17.33

	Chile
	-
	-
	14.76
	9.43
	12.18

	Czech Republic
	3.69
	7.99
	15.03
	7.42
	11.70

	Denmark
	-
	-
	38.06
	-
	16.62

	Estonia
	3.28
	6.17
	18.97
	11.38
	8.35

	Finland
	3.02
	-
	21.70
	22.06
	28.31

	France
	3.10
	-
	15.43
	10.94
	-

	Germany
	4.05
	12.96
	-
	-
	-

	Greece
	-
	-
	35.17
	24.30
	60.01

	Hungary
	3.21
	6.43
	7.88
	3.03
	14.56

	Iceland
	3.62
	15.45
	-
	21.83
	15.59

	Ireland
	2.69
	-
	16.70
	13.45
	13.23

	Israel
	3.43
	4.87
	9.53
	2.81
	..

	Italy
	3.90
	-
	-
	24.62
	33.47

	Japan
	-
	10.54
	-
	46.87
	31.58

	Korea
	2.17
	5.22
	37.09
	25.66
	54.38

	Luxembourg
	2.81
	11.93
	21.58
	12.59
	8.99

	Mexico
	2.16
	2.62
	5.31
	2.06
	9.24

	Netherlands
	-
	-
	11.54
	11.49
	..

	New Zealand
	2.81
	10.00
	17.55
	11.18
	24.84

	Norway
	4.31
	16.67
	-
	-
	-

	Poland
	2.24
	5.27
	17.17
	6.44
	12.40

	Slovak Republic
	-
	-
	15.33
	6.65
	15.70

	Slovenia
	2.63
	8.27
	13.09
	8.74
	16.00

	Spain
	3.81
	5.14
	17.59
	15.34
	15.85

	Switzerland
	4.04
	17.36
	36.15
	..
	..

	Turkey
	-
	-
	-
	-
	11.88

	United Kingdom
	2.77
	8.18
	8.10
	6.16
	8.55

	United States
	2.56
	
	40.97
	38.05
	 

	
	
	
	
	
	
	

	
	Non-OECD Countries
	 
	
	
	
	

	China (PRC)
	1.65
	2.01
	-
	-
	-

	Colombia
	1.77
	1.03
	-
	-
	-

	India
	0.73
	1.25
	-
	-
	-

	Indonesia
	0.31
	1.15
	-
	-
	-

	Latvia
	3.19
	4.88
	34.78
	10.43
	23.35

	Lithuania
	4.28
	7.55
	23.67
	10.48
	12.65

	Russia
	4.90
	7.43
	11.28
	3.99
	-

	S. Africa
	0.76
	1.21
	-
	-
	-

	Source: OECD Health Statistics 2015, http://dx.doi.org/10.1787/health-data-en.
	
	


<figure id="fg22_00100" label="22-1" float="1" prefix="Figure"><inst>Figure 21-1  </inst><title id="fg22_00100.title">Percent of GDP Spent on Health Care, 1960-2014</title><mediaobject float="0"><imageobject><imagedata fileref="FG_22_001.eps" width="256" depth="256"/></imageobject><source><inst>
</inst><emphasis>Source:</emphasis> OECD, 2015.</source></mediaobject></figure>
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Figure 21-2  </inst><title id="fg22_00200.title">Prices and Quantities in a Controlled Market</title><mediaobject float="0"><imageobject><imagedata fileref="FG_22_002.eps" width="256" depth="256"/></imageobject></mediaobject></figure>
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Table 21-4 </inst>Comparative Health Services Data: Four Asian Countries, 2013</title><tgroup cols="5" colsep="0" rowsep="0" align="left"><colspec colnum="1" colname="c1" align="left" colwidth="250"/><colspec colnum="2" colname="c2" align="left" colwidth="50"/><colspec colnum="3" colname="c3" align="left" colwidth="50"/><colspec colnum="4" colname="c4" align="left" colwidth="50"/><colspec colnum="5" colname="c5" align="left" colwidth="50"/><spanspec spanname="s1" namest="c1" nameend="c5" align="left"/>
	Categories<thead><row><entry valign="top"><para>CatC</para></entry>
	<entry valign="top"><para>China</para></entry>
	<entry valign="top"><para>India</para></entry>
	<entry valign="top"><para>Indonesia</para></entry>
	<entry valign="top"><para>Japan</para></entry></row></thead>

	<tbody><row><entry valign="top"><para>Total population (in thousands)</para></entry>
	<entry valign="top"><para>1,353,337</para></entry>
	1,252,140</para></entry>
	<entry valign="top"><para>249,866</para></entry>
	<entry valign="top"><para>127,144</para></entry></row>

	<row><entry valign="top"><para>Gross national income per capita (PPP 
international $) – World Bank</para></entry>
	12,132<entry valign="top"><para>11.000</para></entry>
	5,351<entry valign="top"><para>5,00</para></entry>
	9,752<entry valign="top"><para>9,000</para></entry>
	37,600<entry valign="top"><para>37</para></entry></row>

	<row><entry valign="top"><para>Life expectancy at birth male/female (years)</para></entry>
	<entry valign="top"><para>74/77</para></entry>
	<entry valign="top"><para>65/68</para></entry>
	<entry valign="top"><para>69/73</para></entry>
	<entry valign="top"><para>80/87</para></entry></row>

	<row><entry valign="top"><para>Probability of dying between 15 and 60 years m/f (per 1,000 population)</para></entry>
	<entry valign="top"><para>103/76</para></entry>
	<entry valign="top"><para>239/158</para></entry>
	176<entry valign="top"><para>111/121</para></entry>
	<entry valign="top"><para>81/42</para></entry></row>

	<row><entry valign="top"><para>Total expenditure on health per capita ($ 2013)</para></entry>
	676<entry valign="top"><para>67</para></entry>
	2<entry valign="top"><para>15</para></entry>
	

293<entry valign="top"><para>2</para></entry>
	3,741<entry valign="top"><para>33,741</para></entry></row>

	<row><entry valign="top"><para>Total expenditure on health as % of GDP (2009)</para></entry>
	5<entry valign="top"><para>5.6</para></entry>
	<entry valign="top"><para>4.0</para></entry>
	3.1<entry valign="top"><para></para></entry>
	10<entry valign="top"><para>110.3</para></entry></row>


<row class="5" role="tfoot"><entry spanname="s1"><source>Source: Health and population data, World Health Organization, <ulink url="http://www.who.int/countries/en/">http://www.who.int/countries/en/.  Income data, </ulink>. … http://data.worldbank.org/indicator/NY.GNP.MKTP.PP.CD/countries, accessed March 3, 2016

<figure id="fg22_00300" label="22-3" float="1" prefix="Figure"><inst><figure id="fg22_00400" label="22-4" float="1" prefix="Figure"><inst>Table 21-5 – Demographic structure and social demographics of China, 1980 – 2012.

	Table 1.1 Descriptive Economic and Demographic Data for China, 1980 – 2012 
	
	
	
	

	
	
	
	
	
	
	
	

	Indicators
	1980
	1985
	1990
	1995
	2000
	2005
	2012

	Total population (million)
	981.2
	1,051.0
	1,135.2
	1,204.9
	1,262.6
	1,303.7
	1,350.7

	Female (%)
	48.4
	48.4
	48.4
	48.4
	48.3
	48.3
	48.2

	By age:
	
	
	
	
	
	
	

	   0–14 (%)
	35.4
	30.9
	29.3
	28.5
	25.6
	20.5
	18.0

	   15–64(%)
	59.5
	63.5
	64.9
	65.3
	67.5
	71.8
	73.3

	   Over 65 (%)
	5.1
	5.6
	5.8
	6.2
	6.9
	7.7
	8.7

	Annual population growth rate (%)
	1.3
	1.4
	1.5
	1.1
	0.8
	0.6
	0.5

	Population density (number of people/km2)
	105.2
	112.7
	121.7
	129.2
	135.4
	139.8
	144.8

	Total fertility rate (%)
	2.7
	2.8
	2.5
	1.7
	1.5
	1.6
	1.7

	Crude birth rate (per 1000)
	18.2
	21.0
	21.1
	17.1
	14.0
	12.4
	12.1

	Proportion of urban population (%)
	19.4
	22.9
	26.4
	31.0
	35.9
	42.5
	51.8

	
	
	
	
	
	
	
	

	GDP (PPP) $ Billion
	-
	-
	1,110.0
	2,151.4
	3,616.3
	6,470.2
	14,782.7

	GDP (PPP) $ per capita
	-
	-
	1,006.6
	1,785.6
	2,864.1
	4,162.9
	10,944.5


	Source: World Bank, World Development Indicators, 2014


Table 1.2  - Meng et al. (2015)




	Table 21 - 6 - Top Six Causes of Death in China in Selected Years
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	
	1990
	1995
	2000
	2005
	2010

	Rank
	Cause
	Pct
	Cause
	Pct
	Cause
	Pct
	Cause
	Pct
	Cause
	Pct

	
	
	
	
	
	
	
	
	
	
	

	1
	Chronic respiratory tract diseases
	24.9
	Chronic respiratory tract diseases
	25.3
	Malignant tumors
	22.3
	Malignant tumors
	26.3
	Malignant tumors
	26.5

	
	
	
	
	
	
	
	
	
	
	

	2
	Cerebro-vascular diseases
	19.0
	Malignant tumors
	20
	Cerebro-vascular diseases
	21.4
	Cerebro-vascular diseases
	21.7
	Cerebro-vascular diseases
	23.4

	
	
	
	
	
	
	
	
	
	
	

	3
	Malignant tumors
	19.0
	Cerebro-vascular diseases
	19.7
	Chronic respiratory tract diseases
	21.4
	Chronic respiratory tract diseases
	19.5
	Heart disease
	20.8

	
	
	
	
	
	
	
	
	
	
	

	4
	Heart disease
	13.4
	Heart disease
	12.1
	Heart disease
	15.3
	Heart disease
	15.1
	Chronic respiratory tract diseases
	13.5

	
	
	
	
	
	
	
	
	
	
	

	5
	Injuries and poisoning
	8.8
	Injuries and poisoning
	10.9
	Injuries and poisoning
	9.7
	Injuries and poisoning
	8.8
	Injuries and poisoning
	7.9

	
	
	
	
	
	
	
	
	
	
	

	6
	Digestive diseases
	5.2
	Digestive diseases
	4.7
	Digestive diseases
	3.9
	Digestive diseases
	3.4
	Digestive diseases
	2.7


Source: National Health and Family Planning Commission, 2014

Table 1.4  - Meng et al. (2015)

Table 21-7 Comparative Data: Canada and the United States – 2013-2015
	<thead><row><entry><para> </para></entry>
	<entry valign="top"><para>Canada</para></entry>
	<entry valign="top"><para>United States</para></entry></row></thead>

	<tbody><row><entry valign="top"><para>Population—2013 in millions<superscript><inst></inst>a<inst></inst></superscript></para></entry>
	35.3<entry valign="top"><para>35.335.3</para></entry>
	316.1<entry valign="top"><para>3</para></entry></row>

	<row><entry valign="top"><para>Population over 65 (2013, %)<superscript><inst></inst>a<inst></inst></superscript></para></entry>
	<entry valign="top"><para>1515.2</para></entry>
	<entry valign="top"><para>14.1</para></entry></row>

	<row><entry valign="top"><para>GDP—2010 (trillions of 2014 $US)<superscript><inst></inst>b<inst></inst></superscript></para></entry>
	<entry valign="top"><para>1.57</para></entry>
	17.42<entry valign="top"><para>1</para></entry></row>

	<row><entry valign="top"><para>GDP per capita—2014 (2014 $US)<superscript><inst></inst>b<inst></inst></superscript></para></entry>
	44,100<entry valign="top"><para>44,100</para></entry>
	54,600<entry valign="top"><para>5454</para></entry></row>

	<row><entry valign="top"><para>Health spending per capita—2013 ($US PPP)<superscript><inst></inst>a<inst></inst></superscript></para></entry>
	<entry valign="top"><para>4,569</para></entry>
	9,086<entry valign="top"><para>9,0869,086

	<row><entry valign="top"><para>Health spending—2013 (% of GDP)<superscript><inst></inst>a<inst></inst></superscript></para></entry>
	<entry valign="top"><para>10.7</para></entry>
	<entry valign="top"><para>17.1</para></entry></row>

	<row><entry valign="top"><para>Percent of total health spending (2013a<superscript><inst></inst>aa<inst></inst></superscript>):</para></entry>
	<entry><para> </para></entry>
	<entry><para> </para></entry></row>

	<row><entry valign="top"><para>  Public Expenditures</para></entry>
	67.3<entry valign="top"><para>37.367</para></entry>
	<entry valign="top"><para>46.2</para></entry></row>

	<row><entry valign="top"><para>  Inpatient care</para></entry>
	22.0<entry valign="top"><para>22.022</para></entry>
	18.0<entry valign="top"><para>1811

	<row><entry valign="top"><para>  Outpatient care</para></entry>
	34.0<entry valign="top"><para>3</para></entry>
	52.0<entry valign="top"><para>52.0</para></entry></row>

	<row><entry valign="top"><para>  Pharmaceuticals</para></entry>
	16.8<entry valign="top"><para>2</para></entry>
	11.7<entry valign="top"><para>2</para></entry></row>

	<row><entry valign="top"><para>Acute care inpatient beds/1,000 population (2013<superscript><inst></inst>a<inst></inst></superscript>)</para></entry>
	<entry valign="top"><para>1.7</para></entry>
	<entry valign="top"><para>2.5</para></entry></row>

	<row><entry valign="top"><para>Average length of stay (acute care days) (2013<superscript><inst></inst>c<inst></inst></superscript>)</para></entry>
	<entry valign="top"><para>7.6</para></entry>
	<entry valign="top"><para>5.4</para></entry></row>

	<row><entry valign="top"><para>Uninsured population in percent (2015c<superscript><inst></inst>cc<inst></inst></superscript>)</para></entry>
	<entry valign="top"><para>0.0</para></entry>
	11.4<entry valign="top"><para>.11</para></entry></row>

	<row><entry valign="top"><para>Out-of-pocket payments per capita ($US)—2013<superscript><inst></inst>a<inst></inst></superscript></para></entry>
	623<entry valign="top"><para>6</para></entry>
	1,074<entry valign="top"><para>1</para></entry></row>

	<row><entry valign="top"><para>Tobacco (% population 15+)—2013<superscript><inst></inst>a<inst></inst></superscript></para></entry>
	14.9<entry valign="top"><para>1</para></entry>
	<entry valign="top"><para>13.7</para></entry></row>

	<row><entry valign="top"><para>Alcohol consumption (liters/capita 15+)—2012<superscript><inst></inst>a<inst></inst></superscript></para></entry>
	<entry valign="top"><para>8.1</para></entry>
	<entry valign="top"><para>8.8</para></entry></row>

	<row><entry valign="top"><para>Life expectancy (in years) at birth—females (2011<superscript><inst></inst>a<inst></inst></superscript>)</para></entry>
	<entry valign="top"><para>83.6</para></entry>
	<entry valign="top"><para>81.1</para></entry></row>

	<row><entry valign="top"><para>Life expectancy (in years) at birth—males (2011<superscript><inst></inst>a<inst></inst></superscript>)</para></entry>
	<entry valign="top"><para>79.3</para></entry>
	<entry valign="top"><para>76.3</para></entry></row>


<row class="3" role="tfoot"><entry spanname="s1"><source>Source: <superscript><inst></inst>a<inst></inst></superscript>OECD <emphasis>Health Data 2015</emphasis>, March 2016; <superscript><inst></inst>bWorld Bank <inst></inst></superscript>http://data.worldbank.org/indicator/, 2015); c Gallup poll http://www.gallup.com/poll/184064/uninsured-rate-second-quarter.aspx<superscript><inst></inst></source></entry></row></tbody></tgroup></table>

Table 21-8 - Selected Health System Performance Indicators for 11 Countries - 2013 or most recent year

	
	
	Australia
	Canada
	France
	Germany
	Netherlands
	New Zealand
	Norway
	Sweden
	Switzerland
	UK
	US

	
	
	
	
	
	
	
	
	
	
	
	
	

	a. Adults’ access to care, 2013
	Able to get same-day/next-day appointment when sick
	58%
	41%
	57%
	76%
	63%
	72%
	52%
	58%
	n/a
	52%
	48%

	
	Very/somewhat easy getting care after hours
	46%
	38%
	36%
	56%
	56%
	54%
	58%
	35%
	49%
	69%
	39%

	
	Waited 2 months or more for specialist appointment
	18%
	29%
	18%
	10%
	3%
	19%
	26%
	17%
	3%
	7%
	6%

	
	Waited 4 months or more for elective surgery 
	10%
	18%
	4%
	3%
	1%
	15%
	22%
	6%
	4%
	n/a
	7%

	
	Experienced access barrier because of cost in past year
	16%
	13%
	18%
	15%
	22%
	21%
	10%
	6%
	13%
	4%
	37%

	
	
	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	
	
	

	b. Avoidable deaths, 2013
	Mortality amenable to health care (deaths per 100,000 population)
	68a
	78a
	64a
	88
	72
	89a
	69
	72
	n/a
	86
	115b

	
	
	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	
	
	

	c. Public views of health system, 2013
	Works well, minor changes needed
	48%
	42%
	40%
	42%
	51%
	47%
	46%
	44%
	54%
	63%
	25%

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Fundamental changes needed
	43%
	50%
	49%
	48%
	44%
	45%
	42%
	46%
	40%
	33%
	48%

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	Needs to be completely rebuilt
	9%
	8%
	11%
	10%
	5%
	8%
	12%
	10%
	7%
	4%
	27%


a 2011

b 2010
Table 3. Selected Health System Performance Indicators for 11 Countries - 2013 or most recent year

Source: Mossialos, Elias, Wenzl Martin, Osborn, Robin, Sarnak, Dana, 2015 International Profiles of Health Care Systems, Commonwealth Foundatation (2016), http://www.commonwealthfund.org/publications/fund-reports/2016/jan/international-profiles-2015, accessed June 7, 2016
Figure 21-3  </inst><title id="fg22_00500.title">Health Expenditures by Market Structure
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