

CHAPTER 13


NATIONAL HEALTH SYSTEMS 
Introduction

Assuring access to health care for all is a basic principle of the New Public Health. Medical care is important, not only to the individual, but also to the population, as it has at its disposal effective methods of preventing many diseases and stopping the progress of others. Despite its value, medical care is not sufficient to produce a high standard of health for the population. A person may have access to medical care, but personal or community risk factors produce ill health which medical care can only attempt to alleviate. Availability and access to care must be seen in the context of the activities of the individual and of society to prevent disease and to promote health.  


 
Most industrialized countries have implemented national health programs as health insurance systems or national health services. Each was developed in the political context of the country and continues to evolve with their own and international experience. Developing countries are also trying to achieve universal access to care and Health for All by expanding primary health care and social security plans providing benefits to workers. As they move up the scale of economic development, developing countries are also addressing how to achieve equity in access to health care as well as to expand the funding basis for health care through national health insurance. 


Each national health system has its own characteristics and problems. Their management requires continuous evaluation based on well-developed information systems, trained health management personnel and involvement of society through professional organizations and advocacy groups. There is no defined "gold standard" plan to provide universal access to health care that is suitable for all countries. Each country develops and modifies a program of national health appropriate to its own cultural needs and resources available. But there are evolving sets of patterns in health care, so that countries can and do adopt from one another.
 


Barriers to care can be geographical, cultural, social and psychological as well as financial. Removing financial barriers to care is necessary but not sufficient to optimal health. Equity in access to quality health care, with inter-regional and socio-demographic equitable services are vital to good public health standards. The services needed are not only those that are available on patient demand, but must reach out to the entire population, especially those at high risk who are often least likely to seek appropriate care. 


A program that provides equal access for all may not achieve its objective of better heath for the population unless it is accompanied by governmental enforcement of environmental and occupational health laws, food, nutrition and water standards, improved rural care, higher educational levels and provision of health information to the public. Additional national programs are needed to promote health generally and to reduce specific risk factors for morbidity and mortality. Responsibility for health lies not only on medical and other health professionals, but also on society and its executive instruments, governmental and voluntary organizations, and on the individual and the family. 


Individual access to an essential basket of services as a prepaid benefit (i.e. insurance) is integral to a successful national health program. Each country addresses this issue according to its means and traditions, but the benefits should be examined as to which are most effective at least cost and meet epidemiologic and demographic needs. Payments for heart transplantation may be beyond the means of a health system, but early and aggressive management of acute myocardial infarction is effective in saving lives at modest cost. Improved diets, smoking reduction and physical fitness are even more effective and less costly. Prevention is cost-effective and should be integral to the development of service priorities within the basket of service.


In this chapter, national health systems are presented representing major models of organization, which may be influential in health care system formulation in both developing and developed countries, and in countries restructuring their health services. Health care systems and financing are under pressure to assure access to health for all their citizens, keep up with advancing medical technology, and contain costs. Because a health system is judged by more than its costs and measures, included in the chapter are some indicators of health status of the population, including morbidity and mortality. This topic has developed a complex terminology of its own, and some of the key words used in discussing national health systems are included in table 14.1. They are defined in the text and in the glossary. 

Health Systems in Developed Countries

Evolution of Health Systems

The tradition of prepayment of health care goes back to ancient times, when municipal doctors employed by local authorities provided care for the poor and the slaves. In the middle ages, the church provided charitable care for the poor. In the medieval and Renaissance periods, guilds provided prepaid health benefits to their members. This later evolved into the Friendly Societies (Benevolent societies) as mutual benefit programs for burial, pensions and health benefits for members. In the twentieth century, these evolved into union sponsored and private health insurance plans. 


Social Insurance: Otto von Bismarck, Chancellor of Germany, introduced the first national health insurance plan for workers. It followed previous legislation in Germany establishing workmen's compensation on railroads (1838) and compulsory miners' benevolent societies (1854). Workmen's compensation and other benefits were extended in 1871 to many workers in other industries, such as those in domestic service, in mines, factories and quarries, and seamen. Bismarck's 1883 legislation was intended to improve the health of workers and their families, and especially of potential army recruits, as well as to stave off the political advancement of the socialist parties. The program was based on the principle of social insurance, with payroll deductions at the place of work with contributions from the employer and employee, to cover medical care, unemployment benefits and pensions for workers.

 
The Bismarckian model of national health insurance established Sick Funds (Krankenkassen) as insurers to provide payment to the physician, hospital or other provider. In the years before World War I, many countries in central and Eastern Europe implemented similar health plans.  In the period between the World Wars, national health insurance programs developed in many countries in the industrialized world. In Europe, most countries developed models based on the Bismarckian approach, preserving private medical practice with fee-for-service payment through Sick Funds. The Bismarckian model is used widely in Europe and Israel. This model has also influenced post-Soviet health reforms in Eastern Europe.



In 1911, the Prime Minister of Great Britain David Lloyd-George introduced national health insurance for workers and their families. General practitioners were paid on a capitation basis rather than on a salary, preserving their status as self-employed professionals. Initially this plan covered one-third of the population, but increased to one-half by 1940. Administration was through approved mutual benefit societies (the Friendly Societies), and sometimes based on insurance companies and trade unions. The Scandinavian countries gradually developed universal compulsory health insurance, with services organized by the local authorities at the municipal or county levels. 


The Social Security model of health insurance for urban workers also became prominent in many countries in Latin America. Social security plans are financed by mandatory contributions of workers and employers, and is administered by the nation state. The Social Security Act of 1935 in the United States was developed to provide benefits for widows, orphans and the handicapped, as well as pensions, and provides a base for future reform seeking more universal coverage. Since 1965, this Act has provided the basis for United States medical and hospital coverage of the elderly under Medicare and the poor under Medicaid. The 1995 proposed national health insurance in the United States was also based on a Social Security funding system.

 
National Health Service: In some countries, the state directly assumed the responsibilities for both social security and heath care. The Welfare State took on measures such as unemployment and disability insurance, special disability benefits for the blind, widows, orphans, the elderly through pensions and child benefits to raise levels of child care and nutrition through general governmental revenues from taxation and other sources. 


In 1918, following the Russian Revolution, the new Soviet Union (USSR) introduced its national health plan for universal coverage within a state-run system of health protection. The Soviet model, designed and implemented by Nikolai A Semashko, provided free health care for all as a government financed and organized service. Its first objective was to provide free service for the total population, with a balance of primary and secondary care and universal and equitable access to care through district organization of services. It achieved control of epidemic and endemic infectious diseases and expanded services into the most remote areas of the country.


In the early days of World War II, the British government established a national Emergency Medical Service to operate hospitals in preparation for the large scale civilian casualties expected. The plan established national health planning and rescued many hospitals from near bankruptcy resulting from the Great Depression. During World War II, a post-war social reconstruction program was developed by William Beveridge, at the behest of the wartime government of Winston Churchill. The Beveridge Report of 1942 outlined the nature of the future welfare state including a national health service, placing medical care in the context of general social policy. The wartime government coalition was committed to the principle of a national health service, which had wide public support, despite opposition from the medical association. 


In 1948, the Labor government of Clement Attlee implemented the National Health Service (NHS), a nationally financed, universal coverage system of care providing free care by general practitioners, specialists, hospitals and public health services.


National health Insurance: The Canadian system of tax based, national health insurance evolved from provincial initiatives led by Tommy Douglas, premier of the province of Saskatchewan. Initiated in 1946, provincial plans provided insured hospital services, later followed by medical and other services. Developed over the period 1946-1971, they were promoted by federal governmental cost-sharing, political support and regulation. These plans were initially financed by taxation and premiums, but later by general tax revenues alone. The Canadian "medicare" plans are publicly administered by the provinces with federal standards, cost-sharing and comprehensive coverage. Care is provided by private medical practitioners on a fee-for-service basis, and by hospitals operated by non-profit voluntary or municipal authorities, with payment by negotiated medical fee schedules and hospital block budgets. This type of plan was later adopted in a number of countries including Australia.

The United States

In 1996 the population of the United States was 271.2 million, with a 1996 GNP per capita of $28,020 and an infant mortality of 7/1000 live births (22th in the world). The United States has a federal system of government with 50 states each having its own elected government with legislative, judicial, enforcement and taxing powers. The constitution gives primary responsibility for health and welfare to the states, but direct federal services are provided to the armed forces, veterans and Native Americans. However, the federal government has established a major leadership role in health by development of national standards, regulatory powers and information systems. It also serves as a major financing agency for research, health services and training programs. 


Federal Health Initiatives

In 1798 the federal government undertook responsibility for health of seamen by establishing the Marine Hospitals (later the Public Health Service). In the late 19th and early 20th centuries, the federal Department of Agriculture Extension Service promoted nutrition and hygiene education throughout the rural areas of the country. Later legislation provided federal grants to establish state, municipal and county health departments. Health hazards in poor standards of food and drugs, nursing homes, lack of care for the elderly and the poor, dangerous automobiles, environmental pollution and deficiencies in health services, led to governmental intervention to protect the public interest. The Food and Drug Control Act of 1906 was promulgated to regulate and control commerce. In 1921, the Sheppard-Towner Act established the federal Children's Bureau which administered grants to assist states to operate maternal and child health programs which were later incorporated into the Social Security Act. 


In 1927, the Committee on the Costs of Medical Care, a private commission funded by several foundations, recommended that the United States implement a national health program in which medical care would be provided by group practices with voluntary pre-payment to promote efficient health care for all. From the 1920s, labor unions won health insurance benefits through collective bargaining. However, these initiatives were slowed due to the poverty caused by the Great Depression from 1929-1936. The Social Security Act of 1935 increased social support for millions with handicaps, occupational injuries, widows and orphans and the elderly, thus alleviating some of the worst effects of the depression. 
During World War II, millions of Americans in the armed forces and their dependents, previously with limited access to prepaid health care, were enrolled in a national plan for free health care (Emergency Maternity and Infant Care for the Wives and Children of Servicemen). At the same time, health benefits through voluntary insurance for workers were vastly expanded in place of wage increases, which were forbidden by federal wartime regulation. At the end of the war, millions of veterans were eligible for health care through the Veteran's Administration (VA), which established a national network of federal hospitals for this purpose.  


In 1946, an attempt to bring in national health insurance legislation (the Wagner-Murray-Dingell Bill) failed in the United States Congress. One section of the bill was approved, enabling the federal government to initiate a program of categorical grants to upgrade hospital facilities around the country under the Hill-Burton Act. Massive federal funding was also provided through the National Institutes of Health (NIH) to promote research, strengthening public and private medical schools, teaching hospitals and research facilities. The federal government also established the Centers for Disease Control and Prevention (CDC) as well as public health grants providing assistance to state and local public health activities. 


From the 1940s through the 1960s, voluntary health insurance became the major method of prepayment for health care needs, mostly through employment contracts. The private insurance industry developed rapidly, with minimal governmental regulation to ensure fair pricing and payment. During the 1970s and 1980s, employers became concerned about the costs of health insurance for their workers, and pressed the government to act to restrain health care costs. Federal initiatives included public insurance for the elderly and poor, promoting efficiency in payment for hospital care and later promotion of HMOs and managed care.


Medicare and Medicaid 

In the mid-1960s, despite the growth of voluntary and employment-based health insurance, a large percentage of the elderly and poor American population lacked health insurance. In 1965, President Lyndon Johnson introduced Medicare for the aged (i.e. over age 65, the disabled and persons on renal dialysis) as Title XVIII of the 1935 Social Security Act. This brought some 10% of the population under a age and disability limited form of national health insurance. Medicaid, Title XIX of the Social Security Act, also enacted in 1965, provided federal sharing for acceptable state health plans for the poor, with local authority participation. These two plans together brought some 25% of Americans into public systems of health insurance. Limitations included variable definitions of poverty in each state, and co-payments for Medicare beneficiaries.


Public funding for health in the US includes Medicare and Medicaid, research and medical education, and promotion of community health centers and services in impoverished or underserved areas. The percentage of public funding in the United States rose from under 25% in 1960 to over 46% of total health expenditures in 1996. The population enrolled in Medicare increased from 19 million in 1966 to 38.4 million in 1997, including 4.8 million disabled persons under age 65. The average persons served per 1,000 enrollees increased from 570 in 1977 to 826 in 1995 with payments per person served increasing from $1,332 to $5,074 in those years. The Medicaid enrolled population increased from 28.2 million in 1991 to 32 million in 1997, with the proportion enrolled in managed care programs increasing from 9.5% in 1991 to 47.8% in 1997. 


Medicare and Medicaid brought many previously non-insured persons under health insurance coverage. This contributed to increasing health expenditures in the public sector, a concern for both critics and supporters of public health care programs. Groups arguing against universal health coverage point to cost increases and the conservative majority in Congress talk of cutting back on Medicare benefits. Supporters of universal access call for cost reduction by restricting medical payments and excessive hospital utilization. All recognize that unrestrained cost increases will harm health care in the country. The rise in administrative costs also generate debate and together with the large percentage of uninsured in the population, generated both governmental and employer initiatives in health care reform. 


The Changing Health Care Environment

Rapid cost increases have been attributed to many factors: an increasing elderly population; high levels of morbidity in the poor population; the spread of AIDS; competition for costly medical technology; specialization with high laboratory costs; large-scale public investment in medical education and research and health facility construction; high levels of preventable hospitalizations; an institutional orientation of the health system; high administrative costs due to multiple private billing agencies in the private insurance industry; high incomes for physicians, especially for specialists; and high medical malpractice insurance costs. The United States still lacks national health insurance and a large portion of the population has no health insurance protection (18%) or are at a very poor level of coverage (at least 15%). 

Table 13.1: Health Expenditures, Total, Public and by Type of Service, United States 1960-1998

	Expenditures
	1960
	1970
	1980
	1985
	1990
	1995
	1998

	Total (billion $)
	26.9
	73.2
	247.2
	428.2
	697.5
	988.5
	1,146.8

	Per capita expenditures ($)
	 143
	346
	1,063
	1,711
	2,688
	3,621
	na

	% GDP
	 5.3
	7.4
	9.2
	10.5
	12.1
	 13.6
	13.7

	Public expenditures as % of total 
	24.5
	37.2
	42.0
	41.3
	42.2
	 46.2
	46.2

	Research and construction (%)
	 6.3
	7.3
	 4.7
	 3.8
	 3.5
	 3.1
	2.9

	Total health services (%)
	93.7
	92.7
	95.3
	96.2
	96.5
	96.9
	97.1

	  % Hospitals
	34.5
	38.2
	41.5
	39.3
	36.8
	35.4
	33.4

	  % Nursing homes
	 3.2
	 5.8
	 7.1
	 7.2
	 7.3
	 7.9
	 7.6

	  % Home health care
	 0.2
	 0.3
	 1.0
	 1.3
	 1.9
	 2.9
	 2.9

	  % Sub-total
	37.9
	44.3
	49.6
	47.8
	46.0
	46.2
	43.9

	  % Physicians
	19.7
	18.5
	18.3
	19.5
	21.0
	20.4
	 19.3

	  % Dentists
	 7.3
	 6.4
	 5.4
	 5.1
	 4.5
	 4.6
	  4.7

	  % Other professionals
	 2.3
	 1.9
	 2.6
	 3.9
	 5.0
	 5.3
	  5.8

	  % Drugs, medical supplies
	15.8
	12.0
	 8.7
	 8.7
	 8.6
	 8.4
	  9.3

	  % Others, vision etc.
	 6.0
	 4.0
	 3.6
	 3.0
	 3.1
	 3.9
	  4.0

	  % Administration and health   insurance net cost
	 4.3
	 3.7
	 4.8
	 5.6
	 5.5
	 4.9
	  6.5

	  % Government public health
	 1.4
	 1.8
	 2.7
	 2.7
	 2.8
	 3.2
	  3.6


 Source: Health United States, 1996-97; 1998 data from Smith S, Freeland M, Heffler S, McKusick D and the Health Expenditures Projection Team. The next ten years of health spending: what does the future hold? Health Affairs. 1999;17:128-132.


Most hospitals are owned and operated by non-profit agencies, including federal, state and local governments, voluntary organizations and charitable or religious organizations. Privately owned hospitals operating for profit increased from 7.8% of community short term hospital beds in 1975 to 12.7% in 1996. Private medical practice, with payment by fee-for-service, is the major form of medical care. More recently, HMOs and other forms of managed care are being promoted as a method of organizing effective health care with restraint on cost increases. 



Prepaid group practice (PGP), originated from company-provided contract medical care, especially in remote mining camps. The Community Hospital of Elk City, Oklahoma, established in 1929, is considered the first real medical cooperative or prepaid group practice. Later, many rural cooperatives were formed to provide prepaid medical care. Union-sponsored health services were developed to provide medical care in poor coal mining areas in the Appalachian mountains, as well as in an urban cooperative in Washington, DC in 1937. In the 1940s, New York City sponsored the Health Insurance Plan of Greater New York to provide prepaid medical care for residents of urban renewal and low-income housing areas. This was later supported by organized union groups such as the municipal employees and garment industry workers. 



PGP became best known in the Kaiser Permanente network developed for workers of Henry J Kaiser industries, at the Boulder and Grand Coulee Dam construction sites in the 1930s. This experience was applied in Kaiser's rapidly growing industries in the San Francisco Bay area. Kaiser Permanente health plans now provides care for millions of Americans in many other states. Initially opposed by the organized medical profession and the private insurance industry, PGP gained acceptance by providing high quality, less costly health care. This became attractive to employers and unions alike, and later to governments seeking ways to constrain increases in health costs. 


Since the 1970s, the more generic term Health Maintenance Organization (HMO) has been used, especially by the federal government seeking to promote this concept. The HMO concept, linking health insurance and medical care in the same organization, was promoted through legislation by President Richard Nixon in 1973. The HMO has become an accepted part of medical care in the United States and an important alternative to fee-for-service, private practice medicine.


In order to encourage more efficient use of hospital care, the method of payment was changed during the 1980s to a system called Diagnosis Related Groups (DRGs), in which the insurer pays according to the diagnosis as opposed to the previous system of paying by the number of hospital days, or per diem. This encourages hospital staff to treat the patient expeditiously and to discharge the patient as quickly as possible. Payment for Medicare and Medicaid patients was shifted to this method. In many states this has also become standard for patients with private health insurance. Between 1980-90, due to the DRG payment system and HMOs or managed care systems, which promote alternatives such as home and ambulatory care, hospital utilization has been reduced in the United States. While total costs of health care increased in this period, without reduction of hospital utilization the increase would have been considerably higher. 


Table 13.3: Health Maintenance Organization Plans and Membership, 


United States, 1976-1997

	HMOs
	 1976
	1980
	1985
	1990
	1995
	1997

	Plans
	174
	235
	478
	 572
	562
	651

	Enrollment (millions) 
	6.0
	9.1
	21.0
	33.0
	50.9
	66.8




Source: Health, United States, 1998.


During the late 1980s, the term managed care was introduced, expanding from HMOs of the Kaiser Permanente type to include other non-profit and for-profit systems. Managed care plans of the HMO type operate their own clinics and staff (i.e. the staff model). Other managed  plans, operate on a Not-for-Profit or a For-Profit basis. These are Independent Practice Association (IPAs) operating with physicians in private practice, or Preferred Provider Organizations (PPOs) which provide care with doctors and other providers associated with the plan providing services to the enrolled members or beneficiaries at negotiated prices.  


Following the failure of the Clinton national health insurance proposal, managed care experienced tremendous growth as employers sought to provide their employees with comprehensive coverage at reasonable costs. Managed care systems have been able to cut costs in health care in ways that the US government could not. In 1996, 74 percent of insured American workers were enrolled in managed care plans, as compared to 55 percent in 1992. In California, with a long tradition of HMOs, by 1997 over 75% of insured persons, exclusive of Medicare and Medicaid beneficiaries, were enrolled in Managed Care. In the US as a whole, in addition to the nearly 58 million enrolled in HMOs, another 91 million persons are enrolled in PPOs, with 25% of Medicaid and 10% of Medicare beneficiaries in managed care plans (HCFA website page, 1998). 


In the United States, the search for cost-containment has led to the development of a series of important innovations in health care delivery, payment and information systems. HMOs have demonstrated that good care provided efficiently can operate with lower hospital admission rates than care provided on a fee-for-service basis. 


The managed care revolution of the 1990s has brought about profound changes in health care organization in the US. Hospitals and other specialty services are competing for contracts with managed care organizations and establishing community service systems of their own in order to compete for "market share" of insured clients. In many locales, excess hospital beds have become an economic burden, forcing many hospitals to down-size or sell out to larger hospital chains. Hospitals have responded by establishing contracts with managed care organizations, by reducing bed capacity; others have closed as they were unable to compete for sufficient patient flow. 


Federal and state initiatives are attempting to define patient's rights in managed care because of public complaints with limitations of managed care. At the same time, initiatives to increase Medicaid and Medicare beneficiary enrollment is underway. In response to widespread complaints regarding managed care restricting access to specialty services and shortened hospital stays, the US Congress passed a bipartisan-sponsored law that requires minimum 48-hour maternity stays. Further legislation to protect consumers' rights and choice of doctor may develop. The American Public Health Association in 1997 called for close monitoring and evaluation of managed care, especially when provided by for-profit organizations. The American Medical Association (AMA) promotes legislation restrictive to managed care plans. Federal and state legislative initiatives are unlikely to gain strong legislative action because of fear of initiating new inflationary pressure in the health expenditures. However, restoration of the situation of fee for service as the predominant mode of health care provision in the United States is unlikely.


Health Information

The United States has developed extensive information systems of domestic and international importance. The CDC publishes the Morbidity and Mortality Weekly Report (MMWR), which sets international standards in disease reporting and analysis. The United States National Center for Health Statistics (NCHS), the Health Care Financing Administration (HCFA), the US Public Health Service (USPHS), the Food and Drug Administration (FDA), the National Institutes of Health (NIH) and many NGOs carry out data collection, publication and research activities important for health status monitoring. National nutrition surveillance (NHANES, see chapter 8) and other systems of health status monitoring are reported in the professional literature and in weekly publications of the CDC. National monitoring of hospital discharge information facilitates the understanding of patterns of utilization and morbidity. These information systems are vital for epidemiologic surveillance and managing the health care system. 


The 1965 US Surgeon General's Report on Smoking, and many publications since, linking smoking and lung cancer, have had a major impact on public knowledge and behavior. Media coverage of health events and topics is very extensive, and public levels of health knowledge grows steadily,but this varies widely by social class and educational levels . 


Health Targets


Despite rapid increases in health care expenditures during the 1970s and 1980s, improved health promotion activities and rapidly developing medical technology, the health status of the American population has improved less rapidly than that in other western countries. Infant mortality in the United States in 1996 remained higher than that in 24 other countries, and even that of the white population was higher than that of 16 countries which spent much less per person and a lesser percentage of GNP per capita on health care. 


In 1979, the United States Surgeon General published Healthy People which set forth a series of national health targets for a wide variety of public health issues. These defined 226 objectives in 15 program areas in the 3 categories of prevention, protection and promotion. These goals and objectives were formulated based on research and consultation by 167 experts in different fields who participated in a conference by the US Public Health Service. Consensus was based on position papers, studies and conferences involving the national governmental health authority, the National Academy of Science's Institute of Medicine and professional organizations, such as the American Academy of Pediatrics and the American College of Obstetrics and Gynecology. Many private individuals and organizations contributed to this effort, including state and local health agencies, representatives of consumer and provider groups, academic centers, and voluntary health associations.


These targets have been periodically assessed as performance indicators of the US health system and then updated. Progress made during the 1980s included major reduction in death rates for three of the leading causes of death: heart disease, stroke and unintentional injuries. Infant mortality decreased, as did the incidence of vaccine-preventable infectious diseases.  


Healthy People 2000, published in 1992 by the Surgeon General's office, details 332 specific health targets, in 6 groups, for the year 2000, in the areas of health promotion, health protection, preventive services, surveillance and data systems, age-related and special population groups (see chapter 11). It is estimated that nearly 1 million deaths occur annually in the United States from preventable causes. Reduction in risky behavior, health promotion at work, reducing regional inequities in health care provision, and education in health care self-management all have the potential to improve health and reduce the rate of increase in health expenditures. 

Table 13.4: Categories and Program Areas for Health Objectives, United States, 1979 To 1995
	Categories
	Specific Groups or Activities with Measurable Targets
	

	Health Promotion
	Improve physical activity and fitness 

Nutrition; reduced deficiency and excess dietary conditions 

Reduced tobacco use and exposure

Reduce alcohol and drug abuse

Promote family planning

Promote improved care for mental illness, mental disorders

Reduce violent and abusive behavior 

Promote educational and community-based programs
	

	Health Protection
	Reduce unintentional injuries

Improve occupational safety and health

Reduce environmental toxic exposure

Improve food and drug safety

Improve oral health
	

	Preventive Services
	Reduce maternal and infant illness and risk factors

Reduce risk factors for heart disease and stroke

Reduce risk factors and morbidity from cancer

Improve case finding and management of diabetes and    other chronic disabling conditions

Reduce incidence of HIV infection

Reduce incidence of sexually transmitted diseases

Improve immunization coverage to control infectious diseases

Increase use of clinical preventive services
	

	Surveillance and monitoring
	Improve surveillance and data systems at federal, state and local levels
	

	Age-related objectives
	Improve services and utilization of services for children, adolescents and young adults, adults and the elderly
	

	Special population objectives
	Improve access to and care of people with low income; African Americans, Hispanics, Asian and Pacific Islanders

American Indians and other Native Americans
	


Source: Public Health Service. Healthy People 2000: National Health Promotion and Disease Prevention Objectives. United 


States Department of Health and Human Services. Boston: Jones and Bartlett, 1992. 



Since a 1995 review of progress in the United States Healthy People 2000 project there has been continued progress in reducing mortality from heart disease and stroke, and fewer deaths from alcohol-related automobile accidents. Adults are using less tobacco, eating less fat, exercising more, showing lower cholesterol levels and fewer stress-related problems. Cancer incidence and mortality declined between 1991 and 1995 by some 8%. Measles and gonorrhoea cases continued to decline. Hemophilus influenza morbidity and mortality have largely disappeared. More people are living in communities with clean air (77% in 1993 versus 50% in 1988), and blood lead levels in children are declining. AIDS is an enormous public health challenge, with death rates increasing from 16.3 to 23.4/100,000 for the age group 25-44 years, but have declined since 1994. Teenage pregnancy is very common, with 1 in 10 girls becoming pregnant every year up to 1995, but has declined in the period 1996-97. Despite improvements in health behavior, some one-third of adults in the United States were still overweight in 1993, an increase from 26% in the period 1976-1980; the national target for 2000 is 20%. Homicide rates have been increasing, although there was a reported drop in most US cities since 1994-95, with improving economic conditions and dropping unemployment rates. 



Health promotion has received wide public, governmental and professional support in the United States over the past two decades. In part this reflects a long tradition of education on health matters in the rural agricultural sector and school health education. Nutrition and anti-smoking consciousness has grown in part because of wide media attention to many important epidemiological studies. 



Many states have adopted use of these targets as their own measures of health status and performance. Annual publications by the United States Public Health Service, in cooperation with the National Center for Health Statistics, make available a wide set of data for up-dating health status and process measures relating to these national health goals. The value of working toward health targets is widely accepted and many states have adopted this approach. Development of Healthy People 2010 has begun, with focus group sessions, public meetings, and a website (http://www.health.gov/healthypeople), enabling people across the country to make their voices heard. Healthy People 2010 is expected to be released during 2000.



Advocacy

Consumer advocacy in the United States has been a potent factor for change since the 1960s. It has contribute to strengthened governmental regulation in a wide area of public health-related fields (chapter 2). These include automobile safety features and emission control, environmental standards, Mothers Against Drunk Driving (MADD), nutritional labelling and fortification of basic foods, and legal action against cigarette manufacturers. Food fortification pioneered in the United States, is not mandatory as it is in Canada, but is nevertheless nearly universal, based on advocacy, informed public opinion and an innovative, highly competitive food industry. Despite much public controversy, fluoridation of community water supplies covers 52% of the population, a higher coverage than most industrialized countries. Advocacy groups can also promote regression in public health measures, as with groups currently fighting against immunization on the grounds of exaggerated concerns over reactions to vaccines. Some opposed to abortion have greatly affected public policy and promote sometimes violent activities against proponents and providers of abortions. Research and wide media coverage of health issues produced high levels of individual and community consciousness of health-related issues and a climate receptive to health promotion.


Social Inequities

Lack of universal access and the empowerment it brings encourages an alienation or non-engagement with early health care, promoting emergency room care and hospitalization in response to undertreated health needs. With large numbers of uninsured and many lacking adequate health insurance, access and utilization of preventive care is below that needed to achieve social equity in health, especially for maternal and child health and for chronic diseases such as diabetes, cancer and heart disease. As measured by IMR, the gap between the white and black populations of the United States remains high, the gap even increasing between 1983 and 1995 (chapter 6). Much of this social gap is due to inequities in health insurance coverage and socioeconomic factors. 



Efforts to improve immunization coverage of US infants to meet national health targets have been partially successful with efforts directed toward poor population groups. Still unsatisfactory levels of coverage in inner city and poor rural areas, explained large outbreaks of measles in the period 1991-1992. Coverage rates improved from 83% for DPT, 72% for polio and 83% for measles in the late 1980s, to over 90% for most vaccines in the period 1996-97. However, the percentage of those fully immunized according to the current recommended schedule was 78% in 1996-97 surveys. Mandatory immunization as a condition of school entry has been established in all 50 states and has helped, but efforts to fully immunize the preschool population on time will require special attention of the public health system for years to come, especially as important new vaccines such as varicella are added to the routine immunization program.


Similarly, chronic disease and trauma are also excessively diseases of poverty with higher rates of morbidity and mortality in virtually all categories. Universal access to comprehensive care can reduce the social inequity even when income gaps are high. Conversely, increasing family disposable income for the poor is an effective way of reducing the social inequities in health. The two are complementary and equally important in social policy in the United States. 


The Clinton Plan and Beyond

In the early 1990s, health insurance became  a major political issue in national and state politics in the United States. A high percentage of the population were without any or adequate health insurance. Loss of health coverage with change of place of employment, and the rapidly increasing cost of private health insurance generated widespread pressure for a national health program. In 1992, Governor Bill Clinton promised a national health plan in his 1992 presidential campaign. In the fall of 1993, the Clinton health plan was presented to the American public and the process of seeking Congressional approval began.


The Clinton health plan was based on compulsory universal health insurance through the place of employment, with alternative plans available to choose from at different costs. A state could opt to form its own health insurance program and even designate its own Department of Health to fulfill this function. Physicians could contract with health insurance plans to provide care on a fixed fee schedule, or in HMOs, whether based on group or individual practice. 


The Clinton health plan failed in Congress in late 1994. Apathy was widespread among the majority of the population who already had good insurance benefits under Medicare or employment-based health insurance. Their interest was in the status quo, and the insurance industry and organized medical community used this to defeat the bill. Federal legislation protects workers' benefits under collective bargaining, preventing states from mandating health insurance benefits. Federal assistance and waivers for state health insurance allow states to opt for managed care for Medicaid beneficiaries. Medicare and Medicaid waivers also allow states to include these beneficiaries in state health plans, but will be difficult to achieve without enabling legislation in Congress. At the same time, conservative attacks on public programs such as Medicare keep the issue of national health insurance on the public agenda. State initiatives for universal health coverage are an alternative approaches to achieving national universal access to health care.


Many employers have switched to managed care coverage, offering indemnity plans to the employees at additional cost. The switch to managed care became an avalanche, with a high percentage of the population insured at their workplace becoming members of HMOS or other forms of managed care. The swing to managed care produced major effects in the health care system, for doctors increasingly pressed to join HMOs or PPOs, but also for hospitals and for the consumer who had to adjust to the rules of managed care. Restrictions on access to specialists and new procedures generated public and political criticisms, but did not slow the economically driven changeover, and its profound effects on health care.  


In 1996, many state legislatures introduced legislation to regulate HMOs, of which 56 laws were enacted in 35 states. Criticisms of for-profit HMOs are appearing frequently in the popular media, and there is a growing backlash of opinion against imposed limitations on specialist referrals, emergency room visits, hospitalization and some therapeutic interventions (e.g. bone marrow transplants for terminal cancer cases). Some of these have also generated legal suits for malpractice with large settlements. A 1998 Commission on Health Quality appointed by President Clinton produced a Bill of Rights for patients which calls for additional information on health plans, right of appeal to an independent panel on health plan decisions regarding denials of coverage for emergency care or access to specialists.


The nonprofit prepaid group practice type of HMO uses over 90% of premiums for patient care, whereas the for profit plans spend higher proportions of premiums for administration, including very high salaries for executive staff. The growth trend of managed care will certainly continue, but perhaps with greater regulation of potential exploitation by for-profit HMOs, in order to ensure access to services based on medical criteria in the patient's interest and quality assurance. 


Summary

The United States has managed to achieve many of the targets set by the 1979 Surgeon-General's Healthy People report. At the same time, the annual average increases in health care expenditures in the United States slowed markedly from the 1986-90 period with average annual increases of 10.7%, falling to 6.9% in the 1991-94 period. This is partly due to lower general inflation rates (<3%), but also to cost containment measures being adopted by the health insurance industry, the growth of managed care and rationalizing the hospital sector by downsizing and promoting lower cost alternative forms of care.


National health insurance was again delayed by failure to approve the Clinton health plan, but the issue is likely to continue at the federal level. However, state initiatives with federal waivers and perhaps cost-sharing, could dominate health care reform in the late 1990s and early years of the 21st century. In the mid to late 1990s, employers are promoting managed care options for their workers, so that managed care is growing rapidly through market mechanisms. State governments are acting to regulate this by legislation requiring minimum hospital stay for obstetric cases, by limiting managed care programs from certain kinds of contracts for services, and establishing appeals mechanisms for managed care members. Increasing access to Medicaid by raising the income levels defining poverty will increase health insurance coverage, while managed care on a mandatory basis will help to sustain cost constraint.


The term non-system is often applied, but not fully justified. It is a health system. It would be more accurate to consider it a diffused system. Social and regional inequities in health status are still present, but not necessarily greater than in countries with universal access to health care. Further, there are many programs in the United States which have important positive public health benefits, such as universal school lunch programs, WIC nutrition support for poor women, infants and children, food stamps for the working poor, fortification of basic foods, free care in emergency rooms and for urgent hospital care for the poor, Medicare for the elderly and Medicaid for the poor. Nevertheless, equitable universal access is lacking, and the system is the costliest in the world, without the best health levels of health as measured by process indicators, such as immunization and prenatal care coverage, nor in outcome measures such as infant and other mortality rates. Still, social inequities in these heath status indicators are important indicators of failures within the health system in the United States. 

Canada

Canada is a federal country with 10 provinces and two northern territories, a population of 29.9 million and a GNP per capita of $19,020 in 1996. In 1997, life expectancy was 79 years, and infant mortality 6/1,000 live births; maternal mortality in 1990 was 6/100,000. Responsibility for health is defined constitutionally as being at the provincial level of government, except for the aboriginal Indian and Inuit populations, armed forces and veterans. Starting in the 1930s, federal grants-in-aid were given to the provinces for categorical health programs, such as cancer and public health programs. Based on this precedent, Canada's national health program is a system of provincial health insurance with federal government financial support. It developed in stages between 1946 and 1971, first with hospital and diagnostic services and subsequently with medical care insurance, now collectively known as Medicare. It brought all Canadians into a system of publicly financed health care, while retaining the private practice model of medical care. Hospital care is provided mostly through non-profit, non-governmental hospitals.


The Canadian health program differs markedly from that of the United Kingdom and the United States. Each of the three health systems reflects the political and cultural traditions of their country. Each is being modified to constrain the rate of cost increases and preserve, or develop, universal coverage. After decades of stress on developing national health insurance, Canada has increased emphasis on health promotion. 


Evolution of National Health Insurance

Initiatives for national health insurance in Canada go back to the 1920s, but definitive action occurred only after World War II. The development of national health insurance was partly the result of the experience of the Great Depression of the 1930s, a strong agrarian cooperative movement, and the collective wish for a better society following the war. In 1946, the recently elected social democratic government of Saskatchewan, a large wheat growing province of 1 million persons in the western prairies, established a hospital insurance plan providing hospital care for all residents of the province on a prepaid basis under the leadership of Tommy Douglas, the founder of Canada's medicare program. Within several years, other provinces developed similar plans, and in 1956, the federal government passed legislation (the Hospital Services and Diagnostic Services Act) to provide a cost-sharing plan for provinces, adopting universal, publicly-administered hospital insurance plans. By 1961, all ten provinces and the two territories had implemented hospital insurance plans meeting federal criteria in a two-tiered national health insurance plan, i.e. universal provincial health plans with federal standards and cost-sharing. 


In 1961-2, Douglas and the Province of Saskatchewan again led the way by implementing a universal plan for medical services (Medicare). This was opposed by a bitter, 23 day doctors' strike which resulted in some compromises, but the universal plan came into effect, paying doctors bills on a fee-for-service basis. Again, this was based on the principles of universal coverage, comprehensive benefits, and public administration. 


Following the controversies over this plan, a federal Royal Commission on Health Services (the Hall Commission) recommended establishment of similar plans with federal cost-sharing. In 1966, the federal government introduced its Medicare Act. Federal cost-sharing of approved provincial plans was based on reimbursement combining 25% of national average medical care expenditures per capita and 25% of the actual expenditures by each specific province. This provided for higher than national average rates of support to poorer provinces as well as portability between provinces. By 1971 all provinces had implemented such plans.


Reform Pressures and Initiatives
 
The Canadian health program established universal coverage for a comprehensive set of health benefits without changing the basic practice of medicine from its individual medical practice on a fee-for-service basis. Poorer provinces were able to use the cost-sharing mechanism to raise standards of health services and a high degree of health services equity was achieved across the country. 


Rapid increases in health care costs led to a review of health policies in 1969 (the Federal-Provincial Committee on the Costs of Health Services). The resulting report stressed the need to reduce hospital beds and develop lower cost alternatives to hospital care, such as home care and long-term care. Federally-led initiatives during this period extended coverage to home care and long-term nursing home care, while restricting federal participation in cost-sharing to the rate of increases in the GNP. Since then, many provincial and federal reports have examined the issues in health care and recommended changes in financing, cost sharing, hospital services and development of primary care.


In 1974, a new approach to health was outlined by the federal Minister of Health Marc LaLonde in a landmark public policy document, New Perspectives on the Health of Canadians. This report described the Health Field Theory in which health was looked at as a resultant of genetic, lifestyle and environmental issues, as well as medical care itself. As a result, health promotion became a feature of Canadian public policy, with the objective of changing personal lifestyle habits to decrease risk factors such as smoking, obesity, and physical inactivity. The pioneering work in nutrition from the National Nutrition Survey published in 1971, led to the adoption of federal mandatory enrichment regulations for basic foods with essential vitamins and minerals (see chapter 8) and the Ottawa Charter on Health Promotion (see chapter 2). 


In the mid-1980s, physicians' organizations pressed for the right to bill patients above the rates paid for by Medicare, but this was forbidden by national legislation (the Medical Care Act), passed unanimously by the federal Parliament.This act penalizes provincial governments which allow extra-billing by physicians by withholding federal funding. 


Canada's supply and utilization of hospitals remains high, but provincial governments have begun programs to reduce hospital bed supplies in the 1990s. The Canadian health program is currently experiencing high rates of cost increase, approximately 12% annually during the 1980s, while GDP grew at 3% per year. National expenditures on health reached 10.1% of GDP in 1992. Of these expenditures, hospitals account for some 40%, and other institutions such as long-term care facilities 11% of the total. At the same time, federal governmental cost-sharing in health expenditures has gradually declined since the 1970s, so that provincial governments are facing difficulty with continued financing at current levels. 
In the 1970s, the Province of Manitoba instituted reforms to establish district Health systems integrating hospitals, nursing homes, home care, preventive services and medical practice reaching many of the rural areas of the province over the next several decades. In the 1990s, Saskatchewan began development of similar integrated district health service and regionalized hospital systems. Other provinces, similarly under pressure on health costs are reducing hospital bed supplies and increasing community health services.  

 
Health Status

Since the implementation of Medicare, Canada's position in major health status indicators improved in comparison to other countries. Infant mortality rates were higher than those of the United States up to the 1960s, (28 vs 22/1,000), but have been lower in the 1990s (7 vs 8/1,000 in 1996). Canada's 1990 maternal mortality rate was 5/100,000 compared to 12 for the United States and 9 for the United Kingdom. Canada's life expectancy at birth was 79 in 1996 compared to 77 years in the United States; the gap increased from 2 years in 1988 to 2.7 years in 1993 for men, and from 2 to 2.9 years for women. 


Immunization coverage for infants was reported in 1995-96 as 89% for polio, 93% for DPT and 98% for measles). Canada's immunization coverage of infants, while better than that of the United States, is below those of the United Kingdom and the Scandinavian countries. Canada ranks among the 10 countries with lowest mortality rates from overall mortality, cerebrovascular disease and diseases of the heart, but is 15th or higher for neoplastic disease, diabetes, motor vehicle accidents and homicide. 


Summary

Canada's health system has successfully established universal, tax-supported national health insurance in North America. The Canadian health program has important lessons for health care reform internationally. Universal health insurance without reform in the mix of services, the way they are funded and adequate attention to prevention are all questions that need to be considered in the Canadian model. At the same time, Canada pioneered the idea of heath promotion from the 1970s in such areas as in Healthy Cities, fitness, food enrichment and other areas.It is a model with drawbacks, partly because it has tended to freeze the private practice model, and was slow in producing reform measures until provinces were unable to cope with the burden of costs as the federal government reduced its share of health care financing.


The quality of care is high and Medicare is one of the most popular public institutions in Canada of which most Canadians, including physicians, are proud. Current reforms appear to be succeeding in controlling the rate of increase in costs in some provinces. The health status of Canadians is among the highest in the world. Despite the financial burden and the need for economic analysis with priority selection, given the popularity of the program, the Canadian commitment to universal, publicly administered health care is likely to continue, and the Canadian model will be of impirtance in reform for other countries, particularly the neighboring United States .

The United Kingdom


The United Kingdom population in 1997 was 58.2 million and the 1996 GNP per capita was $19,600, ranking it economically well below Scandinavian, North American and many European countries. The UK ranked 18th among the leading nations in infant mortality rate in 1997, 6/1,000. Maternal mortality was 10/100,000 (1980-97).


 Dental health has improved, and communicable diseases have come under control. NHS hospitals have maintained high professional and technical standards, despite modest levels of funding of the service. Immunization coverage in 1995-96 was 94% for DPT, 96% for poliomyelitis and 92% for measles, with the UK adopting MMR vaccine for infancy and a second dose of measles vaccine at school entry. The UK has achieved low infant and child mortality rates, 12th among the leading nations.



The British have developed a unique and important model of health care as a tax financed public service that is widely influential in other national health systems. It is popular and successful in achieving it's initial goals and has undergone periodic reforms since its inception in 1948, surviving many changes of government and political philosophy.


The National Health Service

As describe earlier, the United Kingdom developed its present national heath service over many years. The Poor Laws of the 18-19th centuries, the Friendly Societies, the National Health Insurance of 1911 for workers and their families, the National Emergency Medical Service of World War II, the Beveridge Report and in 1946, under the Labor government of Clement Attlee, parliamentary approval of the National Health Service Act, with implementation in 1948, under the leadership of Aneurin Bevan.


The National Health Service is financed through general tax revenues to provide comprehensive service to the entire population. The NHS was originally organized as three parallel services: the hospital service with salaried doctors; the general practitioner (and dental) services provided by independent practitioners with capitation payment; and the public health service with salaried staff. The hospital and general practice services were operated by separate public boards or councils; the public health service was administered by the local authorities.


Structural Reforms of the National Health Service


During several stages of reform in the 1970s and 1980s, the NHS was reorganized, reducing the number of administrative levels, trying to achieve integration and coordination between highly specialized and fragmented services. The 1974 reform established Regional Health Authorities, and integrated Area Heath Authorities (AHAs) beneath them to replace previous multiplicity of hospital management committees, boards of governors, and local health authority committees. The AHAs were non elected lay bodies which absorbed public heath and hospital management functions, consolidating many previously overlapping jurisdictions. Multidisciplinary management teams were introduced at the AHA and district levels, with decision making by consensus, stressing professional managerial competency.


A further reorganization in 1982 abolished the AHAs, placing the managerial responsibility at the District Health Authority level, with a stress on further decentralization of management authority to hospital and community service structures. Reviews of the NHS during the conservative government led by Margaret Thatcher, focussing on managerial efficiency, governmental and business viewpoints, the growth of the private sector, consumer group advocacy issues, and protection of consumer rights.  


From 1960 to 1990, the number of acute care hospital beds in the United Kingdom was reduced from 530,000 to 320,000. Despite the aging of the population, average length of stay in NHS hospitals (as opposed to private ones) fell from 12.4 days in 1980 to 8.6 days in 1991. Community care services of all kinds were increased during this period.


Health Promotion


During the 1950s and 1960s, mortality from cardiovascular diseases increased in the United Kingdom, as in most industrialized countries. These rates began to decline in the 1970s in the United States, Canada, France and other countries, but remained high in the United Kingdom for another decade, only declining substantially since 1978. This delay in reduction of CHD mortality may be explained by then prevailing conservative attitudes toward treatment of acute myocardial infarction in the UK, while many other countries were adopting aggressive, intervensive methods of treatment and intensive care units; at the same time the NHS was slow in response to changing approaches to heath promotion and risk factor reduction. Despite a decline of 30% in mortality from ischemic heart disease from 1970 to 1994, the UK continues to have higher mortality rates from cardiovascular diseases compared to many countries in Europe. These and other public health issues, including relatively low immunization coverage levels, led to formulation of health promotion strategies in the Department of Health.


In the late 1980s and early 1990s, a number of major initiatives sought to improve prevention and health promotion activities in the United Kingdom, including greater public awareness of healthy nutrition and the risks of smoking. Incentive payments to GPs resulted in a sharp improvement in immunization rates. Local authorities are required to have specialized staff to promote motor vehicle safety, which has contributed to a reduction in road crash mortality of more than 1/3 over the past 15 years. A new Water Act and the Environmental Pollution Act of 1990, increased the supervisory and regulatory role of the national government in these areas of public health. 


The 1990 Health of the Nation report (see chapter 2) placed health promotion and national health targets as a major focus of a national health program. Declining mortality from the major causes of death (cardiovascular diseases, cancer and trauma) may reflect an increasing effect of health promotion activities in the UK. The New Labour government of Tony Blair, elected in 1997, is considering further reform in the NHS especially in methods of financing primary care and the market forces of GP fund holding. 


Reforms Since 1990


In 1990, the National Health Service and Community Care Act attempting to further rationalize management of the NHS. Three types of statutory health authorities were redefined: Regional Health Authorities (RHAs), District Health Authorities (DHAs) and the Family Health Service Authorities (FHSAs). Regional and District Health Authorities (RHAs and DHAs) became the primary administrative levels, while the FHSAs manage contracts with the GPs. The NHS operations in Wales, Scotland and Northern Ireland operate under similar arrangements. 



The 14 RHAs assess health needs, set strategic direction for service development, monitor quality of management and care and allocate resources to promote cost-effective services. They also promote medical audit, specific program development (e.g. transplantation services) and provide assistance to health providers such as hospitals with management problems. RHAs do not provide services. The DHAs operate under the authority of boards similar to those of the RHA, and are the major purchasers of services from hospitals and other providers. They contract with hospitals for services based on assessed need and on satisfaction with hospital performance. They may also operate NHS hospitals or other services, such as ambulance services. 


Reforms in the NHS since 1990 have included the introduction of competition between providers, the development of community health services, and further reduction of the supply of hospital beds. These were intended to introduce greater choice for the patient and the primary care provider (the GP), with incentives for efficiency and quality of care. 


Family Health Service Authorities (FHSAs) operate under the 1990 Act and are governed by Boards similar to the RHA and DHA. The FHSA is responsible for contracting with General Practitioners (GPs), general dental practitioners, optometrists and community pharmacists. The FHSA role has expanded to include formulation of policies, supervision of facilities and services, as well as remuneration of the contracting providers. Patients register with GPs and are referred to hospitals and specialists in keeping with medical needs. GPs have traditionally been paid on a capitation basis for the patients registered with them, and the patient has the right to change GPs. Capitation is the allocation of funds per person registered as a service beneficiary for a specified period of time to cover care for a range of services. Weighted capitation is allocation per person, with adjustments made for factors such as age, sex and regional standardized mortality rates, which reflect both need and demand for health services. Standardized mortality rates are currently used as a proxy for morbidity in capitation allocation in the National Health Service (see Chapter 4). GPs are now paid extra premiums for performance indicators, e.g. specific preventive services such as immunization, Pap smears and mammogram screening. 


A major new innovation has been to allow the FHSAs to administer budgets for Fund Holder GPs, in the form of per capita payments including both GP and hospital services. The GPs are increasingly working in health centers, with district public health nurses attached. By 1995, some one-third of GPs work as fund holders with per capita payment by the NHS for ambulatory and hospital care. This empowers the GP to negotiate with the hospitals, reduce waiting times and improve other health care conditions for his or her patients, placing the hospital in the position of having to compete for the referral work of the GP. Experiments with financing of hospital care through the GPs were designed to raise the quality of care and promote cost containment. The GP fund holder movement seems to be a successful program, although not well evaluated. 


Hospitals are encouraged to become National Health Service Trusts, which are non-profit public corporations governed by boards of trustees appointed by the national government, usually representing the local authorities. Hospital Trusts must demonstrate management capacity and viability to operate as economic units. They must compete for referrals, striving for patient and GP satisfaction. Hospitals are no longer funded directly by the NHS, but derive their income from providing services to the Health Authorities, Fund Holding GPs, private insurance and self-paying patients, paid for services mainly by DRG. This permits them to operate as independent economic units, enabling them to charge for services, determine staff conditions, raise capital by borrowing money and, within limits, to buy or sell land or facilities.  


Financing of the NHS continues to be by governmental allocations from general tax revenues. Some revenues come from other sources, including user fees, such as for prescription drugs or dental services. Operating budgets are allocated to RHAs to cover costs of hospital, community health and primary care services. The allocation is determined on the basis of population size and adjusted by SMRs, with some local weighting factors based on service utilization. The DHAs are in turn funded by the RHAs, using similar criteria. RHAs administer GP fundholding units, while FHSAs are funded to pay for contracting primary care services. Capital allocations to replace and modernize facilities and equipment are based on long-term planning at the RHA level.



Market reforms in the United Kingdom are still being developed. Despite being the subject of continuous scrutiny in the press and at political levels, the NHS has provided universal access and maintained high quality at reasonable costs. Health expenditures in the UK decreased from 4% of GNP in 1949 to 3.8% in 1960, increasing to 4.7% in 1970 and 7.4% in 1992. This has been, and continues to be lower than expenditures in most industrialized countries. 


In 1999, the Labor government of Tony Blair initiated a new reform of the NHSA, establishing primary care groups (PCGs)throughout the country with GP groups serving population groups of between 30-250,000 persons. The PCGs replace the purchasing of services previously performed by the fund holding GPs and the Health authorities. They will be able to retain annual surpluses to improve their service facilities, which may serve as an incentive for efficiency. The central management of the NHS gains new tools to improve monitoring with a Commission for Health Improvement (CHIMP) and a National Institute for Clinical Excellence (NICE) established in 1999. GPs gain on-line appointment systems and patients a free 24 hour telephone nurse consulting service, in attempts to modernize the NHS and its front line contact with patients. The government has also committed itself to increase funding for the NHS by 4% above inflation over the period 1999-2003.


Social Inequities

Social inequities in the health status of the population of Britain, which were part of the justification of the establishment of the NHS, have persisted despite 45 years of the service. The Black Report (Douglas Black, 1982) documented this problem, and subsequent reports indicate the persistence and even worsening of social inequalities into the 1990s. Changes in definitions and distribution of the population in the different social classes may explain some of the differences; however, there is a widening of the social gap between the social classes, with continuous increase in the SMR of class V and continuous decline in SMRs for classes I and II (see chapter 4). The ratio between class I and class V in SMR was 90/110 in 1931, 75/142 in 1961, and 65/168 in 1981. Higher cause-specific mortality in lower socioeconomic classes is seen especially in cardiovascular disease, trauma and cancer.


This social gap is not easily explained on the grounds of the classic health risk factors alone. The health gap correlating to economic disparities, may be due to poor diet, more smoking, less physical activity, and social and working conditions with less reward, personal satisfaction and control of life events than for the higher social classes. There are also regional differences in SMRs in the United Kingdom; the reasons for these are not always well understood, but probably relate to a variety of social, economic, personal lifestyle and environmental risk factors.


In 1998, Sir Donald Acheson one of the senior professors of public health in the UK, issued his Blair-government initiated inquiry into social disparities in health in Britain. His report confirmed the findings of the Black report and evaluated findings of the many studies of social gradients in health status since that report was issued. The Acheson Report has been a factor in governmental policies in tax and welfare reform, preschool child care programs, tobacco legislation and in some aspects of NHS reforms.


Summary

Successive governments of the different political parties have supported the NHS, and despite criticism, it remains a popular institution with the British public, surviving many changes of political leadership over the past 50 years. Reform, on the average of every decade, has enabled the NHS to evolve with experience and to meet the changing economic and health needs of the country. Decentralization to DHAs has been achieved with payment to the DHA by the NHS on a per capita basis, with an adjustment factor based on age, sex and morbidity. Changing epidemiologic patterns have also led the Department of Health and the NHS to develop health promotion strategies. The aging population, with 15% aged 65 and older, provides a challenge in terms of care and cost control.


Recent stress placed on health promotion has helped to reduce high rates of mortality from cardiovascular disease and trauma. This may help to reduce social and regional inequalities in health still present after nearly a half century of universal access. NHS reforms in the early 1990s were intended to promote client's rights and GP satisfaction with secondary and tertiary care, with the GP role as gate-keeper. It is still too early to evaluate innovations launched in the early 1990s to promote cost efficiency and cost awareness. 


The NHS has guranteed access to health care for all, but failed to alleviate social class inequalities in health status. this discrepancy may be due to lags in adoptin of health prmotion efforts adopted in other industrialized countries to reduce the burden of cradiovascular diseases, cancer and other diseases that affect the poor more than the well to do. The NHS has succeeded in its mission of providing universal access in a tax-financed and relatively economical service. The Beveridge model NHS has been influential in the Nordic countries since the 1950s and in countries of southern Europe (Greece, Italy, Portugal, Spain and Turkey) in their various reform programs since the 1970s. The NHS remains an important and successful international model for health care systems, and perhaps one of the most cost effective.
The Nordic Countries

The health care systems in the Nordic countries each has its own characteristics with reforms in progress in each country. Denmark, Finland, Iceland, Norway and Sweden, with social democratic governments both before and after World War II, in many ways pioneered the welfare state. They were later influenced by the UK's NHS, but with strong regional or local governmental organization and taxation have had more emphasis on a decentralized program of health services. Their achievements in social welfare and health care over many decades have been widely acclaimed as the most successful model for social protection in prosperous industrial economies. 


Commonly, between 50-70% of health system revenues are generated from personal income taxes levied at the regional (Sweden, Norway, Denmark) or municipal (Finland) levels of government. Most of the remainder comes from general revenues raised by the national government through value added taxes or excise and personal or corporate income taxes. The national funds are distributed as block grants to reduce interregional inequities, with additional grants for medical education. National sickness funds pay for ambulatory visits. Municipal governments pay for long-term care for the elderly. Patient co-payments provide 2-3% of Sweden's county health expenditures and were introduced in Finland in 1993. The user fees are not a hardship because of the widespread prosperity and well established social security systems of the Scandinavian countries.


The Nordic countries have traditionally emphasized maternal and child health and have achieved low rates of infant mortality. They have high rates of mortality from CVDs as compared to countries in southern Europe. This is thought to be related to dietary patterns with high fat diets, along with smoking and heavy alcohol usage. These risk factors have been the subject of much effort at health promotion and are slowly declining.


Sweden

In 1997 Sweden's population was 8.8 million, and the 1996 GNP per capita was $25,710. The 1997 infant mortality was 4/1,000 live births and life expectancy at birth was 78 years. The 1997 crude birth rate was 12/1,000 population, with 100% of births taking place in medical facilities and the maternal mortality rate of 5/100,000 (1980-97). Immunization coverage in infancy in 1995-97 was 99% for polio and DPT, and 96% for measles. 


Sweden's health insurance system evolved over many decades, and became compulsory in 1955, covering compensation for medical clinic and hospital services and private ambulatory care. Swedish health care is tax-financed, with funding mainly from employers and government, but patients are charged a co-payment for services. Health expenditures as a percent of GDP increased from 7.5% in 1972 to 9.6% in 1982, declining to 7.5% in 1993. 



The county or municipality is the principal level of government responsible for management of health care. There are 23 county councils and three large municipalities with populations ranging from 60,000 to 1.5 million. In 1993, the counties or municipalities, which have an income tax base of financing, provided 75% of funding for health care, with 7% coming from the national government, 5% from national insurance, 2-3% from patient fees and the remainder from miscellaneous sources. Current reforms include improved primary care coupled with reduction in the hospital bed supply. Primary care is provided in health centers staffed by salaried GPs, nurses and other staff serving about 15,000 clients. In 1993, private practice accounted for about 20% of total doctor visits. 


Sweden has traditionally had a very high ratio of hospital beds to population. In the late 1960s this included 5 acute care, 5 long-term, and 6 mental hospital beds per 1000 population. Hospitalization was a common form of care, especially in areas with sparse population and long distances to hospitals and doctors. Reduction in hospital beds supplies has been a long-term strategy in Sweden since the 1940s, and emphasized since the 1960s, with a steady reduction in medical, surgical and community care beds, as well as psychiatric beds. Long-term social care for the elderly has been transferred to social service agencies. As a result of this policy, Sweden is one of the few countries in the world to actually reduce the percent of GNP spent on health care, declining from 8.7% in 1986 to 7.3% in 1996. This was accomplished while maintaining a high quality service and improving national health indicators, such as IMR and maternal mortality rates, which are among the lowest in the world. Figure 13.1 shows the decline in acute hospital bed supplies in Sweden, Finland and Denmark from the 1970s to the mid 1990s.

Fig 13.1: Acute Care Hospital Bed Supplies, per 100,000 Population, in 

Sweden, Finland and Denmark, 1970-1996
	


  Source: Health for All Data Set, World Health Organization, European Region, 1999.


Recent reforms in Sweden have allowed contracting out for public sector services. This has strengthened the role of primary care providers, now more able to select more efficient and user-friendly services. Hospitals operate as economic units, balancing revenues and expenditures and must compete for patients in the new public market for health care. Public institutions must also compete with the private sector and in some instances, purchase services from private providers. This has helped to reduce waiting time for operations and led to bankruptcy of inefficient or unacceptable hospitals. 


Finland

Finland is a republic with a population of 5.1 million persons in 1997, and a 1996 GNP per capita of $23,240. Finland has achieved one of the lowest infant mortality rates in the world, declining from 22/1,000 live births in 1960 to 4/1,000 in 1997. Maternal mortality is 6/100,000 live births (1990-97). Child care is provided free by the municipalities; this has resulted in 1995-96 vaccination coverage rates of 100% for polio, 100% for DPT and 98% for MMR for 1 year old children (1995-97). Despite very high immunization coverage for polio, Finland experienced an outbreak of polio due to use of an inadequately immunizing IPV vaccine in the 1980s. Longevity increased by 5.5 years for men and 5.1 years for women between 1971-1991, with 77 years overall in 1997, an increase from 68 years in 1960.


Finland has three tiers of government. Strong municipal governments provide primary, secondary and tertiary care services, as well as public health, education and other social services. The states subsidize municipalities to provide these services, with management by locally elected officials. Taxes on income are shared between the municipal and national governments. Universal access to care is guaranteed to all. 



Health policy is determined at the national level which regulates capital investment in health facilities and subsidizes municipalities, which are responsible for providing health and social services. State and municipal governments together collect approximately half of total taxation, high compared to other countries, reaching 46% of GDP. The economy was in recession during the early 1990s with a decline in GNP, and as a result, the percentage of GNP spent on health care rose sharply, from 6.8% in 1982 to 9.4% in 1992, the falling to 8.8% in 1993 and 8.3% in 1994. 


High rates of mortality from cardiovascular diseases, injury and suicide affect middle-aged men disproportionally. The widely known North Karelia project (see chapter 5) to promote reduction in risk factors for heart disease stimulated national efforts and contributed to substantial reductions in mortality rates from these diseases. Cardiovascular mortality rates declined by 25% from the 1970s to the 1980s, in part because of changes in diet with less meat and greater vegetable consumption. Smoking rates for men in the early 1970s reached 50%, but have declined to one-third in 1993, with 20% of women smoking. Overall alcohol consumption is low, but binge drinking is common and relates to the high suicide and trauma rates. 


Finland had high hospital bed ratios up until the 1970s when it changed health policy, recognizing the limitations of hospital care and placing greater emphasis on primary care, preventive and social services and health promotion. Hospital bed supplies are still being decreased, with shorter lengths of stay and increasing ambulatory care and out-patient care. Mental hospital beds were reduced by 50% during the 1980s. The total hospital bed to population ratio declined from 15.6 in 1980 to 10.0/1000 population in 1993. Acute care hospital beds per 1,000 decreased from 4.8 to 3.9 from 1975 to 1995.


Reform in primary care services during the 1980s has reduced inefficiency, bureaucracy and waiting times, and raised consumer satisfaction. A combination of capitation and fee-for-service payment is used. During 1993, reforms in health care financing have converted national support for municipal health services to block grants based on capitation formulas to the municipalities which now fund both the hospitals and primary care services. This allows the municipalities greater freedom in seeking a new balance of services and redirecting resources from the hospital to the primary care sectors. Local health centers provide most medical and health related services, including rehabilitative and addiction services. 


Hospital-based physicians are permitted to do private practice. Over 90% of GPs work in publicly operated health facilities, but nearly one-third also conduct private practices in their spare time. GP satisfaction with the changes in the health system, with the combination of capitation and fee-for-service is reportedly high.



The search for greater efficiency now includes a mix of planned and market economies in health. The strong tradition of publicly-operated health services will continue despite introduction of market elements, but regional inequities may be an undesired result. Health reform in Finland will continue with decentralized service management and central planning and financial support. 

Western Europe


The countries of continental western and central Europe pioneered national health insurance through place of employment, with the national government regulating conditions of insurance, fee schedules, and setting of national health policies. The generic type is termed the Bismarckian National Health Insurance program, and is characteristic of Germany, France, Holland, Belgium, Luxembourg, Austria and Switzerland, each with distinct characteristics and mixed features of social insurance with national service elements. These have been termed "sickness insurance," based on the solidarity principle of workers benefits, including old-age pensions, disability benefits and compensation for loss of working capacity. The funds have maintained a treatment-oriented approach and only under exceptional circumstances have they undertaken disease prevention, much less health promotion.


Germany

Germany is a federal state with a century old tradition of social protection legislation. Most aspects of management are delegated to self-governing insurers and associations of providers. Germany's population in 1997 was 82.1 million following unification with eastern Germany, and its 1995 GNP per capita was $28,870. Infant mortality in 1997 was 5/1,000 live births. Maternal mortality in 1990-97 was reported as 8/100,000. Life expectancy at birth in 1997 was 77 years. Immunization is given by private practitioners and coverage for infants is relatively low, 45% for DPT, 80% for polio and 75% for measles (1995-97). 


Bismarckian Health Insurance

Germany's system of national health insurance, based on Otto von Bismarck's plan introduced in 1883 for low income workers, is financed through a social security system by employer and employee contributions. As discussed earlier, the Sickness Insurance Act of 1883 provided that all workers earning below a designated level be insured by a Sick Fund, with employer-employee contributions. 


The Sick Funds (Krankenkasse) might be owned by unions or employer associations, which can operate their own health services to provide comprehensive medical and hospital services for enrolled members and their families. These unions or mutual benefit societies may also provide cash benefits for accidental injuries, burial benefits and widow's pensions. This plan was later extended to cover virtually the entire population and remains the foundation of Germany's health and social insurance up to the present time. 



Premiums, or payments for the Sick Fund by the employee, are income-based, and not linked to medical usage. Associations of Sick Funds and physicians' associations negotiate fee schedules for services, and the Sick Funds are empowered to set employer/employee rates based on anticipated costs. 
By 1914, 13% of the total population was insured. This increased to 32% in 1932, 85% by 1960, and 90% in 1986. In 1993, 85% of the population was covered by mandatory insurance through local or national Sick Funds, and 15% by private voluntary insurance schemes.  At present, the statutory, compulsory health insurance is financed by employers (50%) and employees (50%).  Health benefits are very broad, covering medical, dental, hospital care and prescription drugs, as well as home care and rehabilitation at spas. 


State governments have the authority to plan hospitals, of which half are operated by municipalities, one-third by non-profit NGOs and the remainder are for-profit operations. By 1972 and 1985 legislation, hospital capital costs were funded by state and local government through a certificate of need. Operating costs were paid on a per diem basis by the Sick Funds by standard rates for all patients but differing among hospitals. There were no incentives for hospitals to reduce costs of utilization.


The professional associations and hospitals have had a strong role in determining the costs of health care by high salary levels and promoting an emphasis on high technology, high levels of surgery and overlapping services. Patients have choice of physician, but may be obliged to join one of the 1241 Sick Funds according to the choice of the employer or a person's professional grouping. The poor and unemployed are obliged to join the AOK Sick Fund (Allegemeine Ortskrankenkasse), which has special government support and is obliged to accept anyone.


Health Insurance Reform

In Germany, governments contribute 21% of total health expenditures, while employer/employee contributions make up 60%, out-of-pocket 11% and private insurance 7%. Hospitals were paid on a per diem basis, including salaried physician services. In 1986, global budgeting was introduced for hospitals, intended to promote cost-effective services, out-patient treatment and hospital financing for greater ambulatory care and coordination of medical care. Germany has a high hospital bed supply and low occupancy rates. In 1988, and again in 1993, Health Reform Laws were passed trying to restrain health costs, the latter law limiting fee increases, the supply of physicians and use of expensive technologies in ambulatory care. In 1986, Germany spent $1,014 per capita on health care (compared to $1,289 for Canada and $1,917 for the United States), but these increased to 2,233 for Germany, 2,065 for Canada and 3,898 for the US in 1996. The percent of GDP spent on health in Germany increased from 9.2% in 1986 to 10.5% in 1996, second highest in the world after the US.


Germany's health care standards are among the highest in the world, but mortality rates from cancer, cerebrovascular disease and heart disease place Germany between 16th and 24th place among the leading countries. Health promotion approaches are not part of Sick Find responsibilities, but are under discussion in health reforms. Germany's health system has to cope with the challenge of integrating the former East German health system and population. This is more than a matter of raising standards of medical care; poverty, unemployment, low standards of housing and nutrition will be major factors in this process.


Netherlands

In 1997, the Netherlands had a population of 15.7 million and a life expectancy of 78 years, among the world's highest, with a 1996 GNP per capita of $25,940. The infant mortality rate declined from 18 in 1980 to 6/1,000 live births in 1997, compared to US rates of 26 and 8/1,000 respectively. Maternal mortality was 10/100,000 live births in 1980-97. Immunization coverage in infancy in 1990-93 was 95-96% for DPT, polio and measles. The Netherlands experienced two outbreaks of poliomyelitis among non-immunized religious groups from imported poliovirus in 1987 and 1992.


The health care system of the Netherlands is a combination of public and private financing, with private delivery of care. The system evolved from medieval guilds and mutual benefit associations to health insurance through employer-employee payments to non-profit Sick Funds or private insurance plans. By 1933 health insurance offered by such groups covered 41% of the population. National health insurance was introduced in 1941 (by the Germans!!). Sick Funds were established on a geographic basis covering a majority of the population. Employees contribute 4.95% and employers 3.15% of wages. Physicians are paid fee-for-service for insured patients and by capitation for Sick Fund patients. 


Patients must have a referral from their general practitioner before seeing a specialist (i.e. the GP as gatekeeper). This helps to prevent unnecessary referrals, strengthening the role of the GP and helping to control health care costs. Most specialists are hospital-based and are paid on a fee-for-service basis. Hospitals are not-for-profit and paid on a block budget negotiated with the sick funds and private insurers. The supply of hospital beds is closely regulated by government as is technology investment, restraining cost increases for the hospital sector. 


Reform of the health system in the Netherlands emphasizes competition and market-based approaches to give consumers greater choice of Sick Funds or private insurance. Health expenditures as a percentage of GDP increased from 6.7% in 1972 to 8.4% in 1982, remained relatively stable until 1993 when it rose to 8.9%, subsequently falling to 8.6% in 1996. The acute care hospital bed to population ratio was reduced from 5.5 in 1970 to 3.9 beds/1000 population in 1995. 


Mortality patterns show the Netherlands population to be relatively high at risk for cancer, but lower than most northern European countries for cardiovascular disease. The Dutch health system has been very successful in restraining cost increases as compared with the United States, Canada and many other European countries, while providing universal coverage, preserving primary care medical services and achieving health status measures among the best in the world.

Japan

Japan, a centralized industrialized democratic country with a 1997 population of 125.6 million and a per capita GDP of $40,940 in 1996, had one of the lowest infant mortality rates in the world, 4/1,000 live births. Maternal mortality was reported at 8/100,000 in 1980-970. Immunization coverage in 1995-97 was 100%, 98% and 94% respectively for DPT, polio and measles vaccines. Longevity is among the world's highest with a 1996 combined male and female life expectancy of 80 years .


Following World War II, the Japanese placed emphasis on maternal and child health, providing free maternal and child care services. Pregnant women receive maternity bonuses to encourage early prenatal care; child care services include an extensive immunization program, screening for diseases of the newborn, developmental testing and special care for low birth weight or handicapped newborns. 


Japan has very low rates of heart disease, diabetes and malignant disease mortality, but relatively high rates of stroke and trauma (motor vehicle accidents and suicides). Coronary heart disease death rates in Japan are low, 25/100,000 for men as compared to 118-164 in Canada, the United States, Sweden and the United Kingdom. However, cerebrovascular death rates are higher than in these countries. Stomach cancer rates are higher, but lung and breast cancer mortality lower. The Japanese diet is low in animal fat and cholesterol, which may relate to the low cardiovascular disease mortality rates, but high in smoked and salty foods perhaps explaining higher cerebrovascular disease and stomach cancer mortality rates. 


National Health Insurance

The basic health insurance program was enacted in Japan in 1922 as an extension of the employment-related social insurance law of 1874. In 1935, health insurance was extended to all manual workers, then extended in 1938 for self-employed persons. 


By the mid-1960s virtually the entire population was covered by a health insurance plan, either through employers, local government or trade associations. Government-managed health insurance covers employees of small businesses of less than 300 employees, which encompasses some 29% of the population. Large companies, or groups of companies, with more than 700 employees, as an alternative to the government health insurance plan, can set up independent insurance plans for their employees. This currently covers some 25% of the population. Mutual aid associations provide coverage for civil servants, educators and others (approximately 10% of the population). 


Two laws, one promulgated in 1972 and the other in 1992, provide coverage for the elderly and low income earners (32% of the population). Insurance for these groups are administered by local authorities or trade associations. There are also many health laws governing a wide range of issues including nutrition, tuberculosis prevention, communicable disease control, mental health, environmental sanitation and health planning. 


Financing and Services

Japan's health service is financed by a payroll tax with rates fixed by law at 3.6-4.55% for employees and 4.1-4.7% for employers. Government subsidies for health insurance covers 65% of health costs, with control of costs by national obligatory fee schedules for a basket of covered services. Co-payments by patients include 10% for employees and 30% for their dependents for hospital care and out-patient care. Health plan benefits include medications, long-term care, dental care and some preventive services, as well as medical and hospital services. Preventive care is provided free of charge through a nationwide network of health centers with costs shared by the central and local governments. 
 Expenditures for health increased from 4.8% of GDP in 1972 to 6.8% in 1982, but have remained stable since, with expenditures of 6.9% of GDP in 1992, well below those of most industrialized countries. Expenditures per capita in Japan were $1,376 in 1992, compared to $3,094 for the United States, $1,949 for Canada, $1,037 for Sweden and $1,151 for the United Kingdom.


Japan has a very high hospital bed-to-population ratio, and few beds designated for long term or nursing care. Hospital utilization rates are therefore distorted compared to other countries. Admission rates are lower than in Western countries, with a greater proportion of care provided on an ambulatory basis, but average lengths of stay are 4-8 times as long. The hospital beds ratio, 15.8/1,000 in 1990, with an average length of stay of 49 days, is high compared to OECD averages of 8.4 and 14.4 respectively. Hospitals, generally small with an average size of 166 beds, include both acute and chronic nursing care patients. On the other hand, Japan has relatively fewer physicians with a ratio of 1.6/1,000 in 1989 as compared to the OECD average of 2.5/1,000. 



Patients have free choice of doctors, 2/3 of whom work as private practitioners in both public and private hospitals. About 1/3 of physicians are solo general practitioners, paid on a fee-for-service basis, which favors primary care. National fee schedules promote primary care by financial incentives. Physicians also dispense medicines in their private clinics, so that Japanese consume more medications than most industrialized populations. Physician contact rates are at least double those in western countries, 12.9 contacts per capita per year, compared to 2.8 in Sweden, and 5-7 in Canada, the United States and the United Kingdom. 


Japan has had very low birth and fertility rates since the 1950s. This, coupled with low mortality rates, are contributing to an aging of the population, posing a problem for the health services in the years ahead. These include a need for geriatric facilities, nursing homes, home care and support services for family care of the elderly. Proliferation of medical technology is a problem in the health system, and cost containment is now a major issue, with governmental regulation in health care likely to increase.


Summary

The Japanese health system is highly decentralized, but regulated by the national authorities, with success in lowering mortality rates for most ages and conditions to among the lowest in the world, while restraining health costs. Incentives for primary care seem to have been successful, despite its promotion of excess use of medication. Japan has a high total hospital bed ratio because it has a high percentage of elderly in its population and lacks alternative facilities for long-term care. The problem of caring for the elderly will be a challenge in the years ahead.


Russia 

The Russian Federation is the largest country in the world, stretching from Europe to the Pacific, with a highly urbanized (74%) and educated multi-ethnic population of 148 million persons, a strong industrial base and abundant natural resources. Despite major improvements in healkth status during the Soviet period, it's health status lagged well behind other industrialized countries and sine the collapse of the Soviet regime, health conditions has worsened dramatically. 


The Soviet health system, developed since 1918 brought health care to a vast underdeveloped country. This system provides universal access, within a governmental operated system of service. It was a source of pride to the Soviet state, and was recognized internationally as an important model, because of its successes from the 1930s. With universal access to preventive and curative care, control of infectious disease was achieved and the health status of the population improved. During the 1950s, the Soviet model health system was widely promoted and emulated in eastern Europe, and in newly independent countries in Africa, Asia and the Middle East as well as in Latin America. It also influenced the development of the Alma-Ata approach of Health for All based on primary health care. 


From the 1960s an epidemiologic transition occurred in varying degrees in the different republics and ethnic populations of the Soviet Union. This transition was characterized by declining mortality from infectious diseases and rising death rates from non-infectious diseases. Life expectancy remained static during the 1970s and 1980s. In the 1990s, life expectancy declined dramatically since 1990, especially for men, during the economic and social crisis following the break-up of the Soviet Union. In 1992, the President of the Russian Federation, Boris Yeltsin, issued a Report on the Health of the Russian Federation detailing the current poor state of national health and the need for health reform.


After the breakup of the Soviet Union, the Russian Federation entered a period of political, economic and social reform with important effects on the national health system and health of the population. In 1993 a compulsory national health insurance plan was adopted to augment funding and promote decentralized management of health care and movement toward a market economy in health. The health issues are, however, complex and changing methods of financing medical care services alone may worsen the health situation by reducing access to care. For this reason, this section will deal not only with the system of care, but reform needs as well.


The Soviet Model



Prior to the 1917 revolution, Russia was a largely rural country with higher mortality rates than European countries. Public medical care and other social services for the rural poor majority were established in Czarist Russia in 1864 under the local district assemblies or Zemstvos, providing tax-financed services for medical and hospital care. Health insurance was established in 1912 based on the Bismarckian social security model, covering about 20% of industrial workers. 


Following the harsh conditions of World War I, the 1917 October Revolution and the Civil War, Russia was racked by mass epidemics and starvation. In 1918, reconstruction planning included the Soviet concept of health care formulated by Nikolai Semashko, based on the principles of government responsibility for health; universal access to free services; a preventive approach to the "social diseases"; quality professional care; a close relation between science and medical practice; continuity of care between health promotion, treatment of the sick and rehabilitation; and community participation. 


The state undertook to provide free medical services for all, through a governmental, unified health system. The "social diseases" referred to all diseases related to the poor living and working conditions of the workers, mainly infectious and occupational diseases, as well as maternal and child health problems. Epidemic control was implemented on an urgent basis, especially for tuberculosis, typhoid fever, typhus, malaria and cholera. Community prevention approaches were enforced, often with use of draconian measures. Prophylactic measures such as quarantine were implemented, urban sanitation and hygiene improved, and malarial swamps drained. Medical prevention of social diseases focussed on regular check-ups for the population-at-risk.


From the 1920s, emphasis was placed on prevention and control of infectious diseases. In order to meet the needs of the system of providing health care throughout the country, increases in the supply of hospitals, polyclinics, doctors and nurses was a national priority. The health system was developed, financed and managed under strong central government control. Mandatory norms for facilities and manpower were enacted by the Commissariat (later Ministry) of Health, under strict regulation of the central authorities of the Communist Party. These norms were revised periodically at Party Congresses, with expansion of services the major policy orientation. The policy of continuing to increase the supply of hospital beds and medical personnel was reiterated in the mid-1980s, and continued into the 1990s. 


General government revenues provide financing of health services as part of national plans for social and economic development.  The central administration directly employed staff, paid salaries and provided supplies for all health care facilities, research and training institutes. Directors of health facilities therefore administered their allotted resources, supplies and manpower with no opportunity for program management or financial accounting of service costs.

  
 In 1937, all insurance and hospital-based sick funds were closed, and hospitals and other health facilities nationalized and organized under district health management. Virtually all health personnel became public employees. Parallel services were provided within industries and for special categories, especially party leadership, some ministries, defence and security personnel, miners, heavy industries and transport workers. 


During World War II the Soviet health system was mobilized for the war effort, providing care for huge numbers of military and civilian casualties. Despite harsh conditions for both military and civilian populations, no mass epidemics occurred. External observers including Garrison in the 1920s, Sigerist in the 1940s, Field in the 1960s and more recently Roemer, as well as Russian medical historians, Yeravinski, Smirnov and others have noted the remarkable achievements of reducing epidemic diseases, meeting wartime demands, and bringing health care to the whole country. 


Post-war stabilization allowed restoration of the health service. In order to assure equal access, the district system evolved with each required to have Sanitary-Epidemiologic Stations (SESs), hospitals, polyclinics and specialized treatment facilities according to national norms based on population size. The SESs supervised water, sewage, air, and ground quality, as well as conducting epidemiologic investigations of infectious disease outbreaks and monitoring child health and nutrition status. Medsanchest clinics located in industrial plants provided on-site medical and occupational health services, and prophylactory health centers provided a variety of medical rehabilitation services, sanatoria and vacation benefits. Originally, polyclinics in each district were linked as outreach facilities to the district hospital with staff rotation between them to promote continuity of care and improve professional education. But this became impractical because of rapid expansion of the number of polyclinics. Prevention of disease continued to be based on routine screening check-ups for workers and other specified groups. 



As a response to the increasing prevalence of chronic diseases in the mid 1960s, the Communist Party Plenum in 1983 decided to implement annual dispanserizatzia or checkups as a uniform program for the general population, provided in polyclinics, hospitals and specialized clinics. The checkups an treatment involved clinical care, follow-up ambulatory or hospital care, sanatoria (i.e. rest homes) and a change of work if necessary. The screening program increased demands for hospitalization because of limited ambulatory diagnostic resources.  



Despite limited resources allotted to the health system, central government health planners continued to place emphasis on increasing the supply of hospital beds and manpower. In the mid-1980s, the Ministry of Health enunciated the continued direction of health policy as concentrating on: "development of preventive medicine and improvement of health care facilities through a program for building general and specialized hospital establishments." With central control of financing, the state set mandatory norms for manpower and hospital beds, and controlled medical education to produce the manpower to operate the system. The state monopoly on health produced, however, led to a conceptual stagnation which biased the system toward hospital care, without financial or epidemiological accountability for efficiency and effectiveness. 



The government-operated health system was funded with health expenditures of 3-3.5% of GNP, while other industrialized countries expend 7-13% of GDP. The Russian GDP declined from $3,220 in 1991 to $2,240 in 1995. The 1994 estimate of expenditures on health was 2.3% of GDP. Despite the declining resources for health care, Russia maintains a very high hospital bed to population ratio and continues to produce medical graduates at high rates. 


Table 13.6: Hospital Beds and Doctors Per 10,000 Population, Russian Federation, 


Selected Years, 1913-1996
	Resources
	1913
	1940
	1950
	1960
	1970
	1980
	1990
	1996

	Hospital Beds/10,000
	15
	43
	59
	82
	113
	130 
	131
	116

	Doctors/10,000*

	1.5
	7.4
	14.5
	20.9
	29.0
	40.3
	 40.7
	 40.7



Note: * Includes all categories of doctors. 


Source: Adapted from Field, op cit; and Ministry of Health of the Russian Federation, 1996.


Epidemiologic Transition

Life expectancy improved up to the 1960s, but since has lagged well behind other countries. In 1960, life expectancy was 69 years, but declined to 65.8 (59 for men and 72 for women) in 1993. Increasing mortality rates from cardiovascular diseases and trauma are primarily responsible for these declining rates. Cardiovascular disease mortality is twice as high as in OECD countries. Trauma mortality in males is 2.5-3 times that of the industrial countries. 


Even before the impact of the collapse of the Soviet system was felt in 1991, mortality rates in Russia were much higher than those in other industrialized countries as seen in table 13.7. Standardized mortality rates in Russia were 1.5 times for total mortality and even higher in categories such as CVD, trauma and infectious diseases. Control of infectious diseases, has declined since 1991, with epidemics of diphtheria, primarily among adults, throughout Russia, with measles and pertussis increasing. There is also evidence of cholera in southern Russia. 

Table 13.7: Age Standardized Mortality Rate Per 100,000 Population For Selected Causes of Death in Russia and Selected Countries, 1990-91

	Country
	Total Mortality
	Total

Cancer
	Lung

Cancer
	IHD
	CVD
	Respirat

Disease
	Infect

Diseases
	Trauma

	Russia
	1454
	237
	56
	404
	308
	 76
	13
	152

	Lithuania
	1246
	218
	47
	546
	154
	 59
	10
	129

	Germany
	1015
	238
	42
	201
	119
	 61
	6
	 55

	Denmark
	997
	258
	57
	241
	 90
	 72
	8
	 67

	United States
	933
	255
	64
	215
	 62
	 84
	13
	 62

	England/Wales
	926
	248
	58
	241
	105
	 98
	5
	 31

	Israel
	910
	183
	28
	183
	 86
	 68
	19
	 52

	Sweden
	845
	188
	25
	226
	 89
	 62
	6
	 27

	Canada
	826
	227
	60
	189
	 62
	 72
	6
	 51

	Japan
	720
	185
	32
	 43
	101
	 94
	11
	 33


  Source: World Health Statistics Annual 1993, pps 438-463. 

  Note: The data is standardized to the European population. 


 Infect. dis.= infectious diseases; Trauma includes accidents, poisonings, homicide, suicide.


 IHD = ischemic heart disease; CVD = cerebrovascular disease.


The crude birth rate has declined in Russia to less than 9/1,000 population, with low fertility rates (TFR=1.8), well below replacement levels. Infant mortality rates are 3-4 times those in European countries, reported by UNICEF as 20/1,000 in 1997. Abortion is the main method of birth control and modern methods are not widely available or trusted. Maternal mortality in Russia in 1992 was 52/100,000, even in central cities. Overall high mortality and low birthrates create a situation of declining population. In 1993, deaths exceeded births by 800,000. 

 
The worsening mortality pattern is due to a combination of factors: stress, alcohol, smoking, violence, lack of a balanced diet, lack of modern health care technology, environmental pollution and a general mood of anxiety and depression related to the dramatic decline in economic and political stability since 1990. Males are not surviving to pension age. 


The decline in heath status since 1990 cannot be blamed solely on the current economic crisis, nor entirely on the health care system. A combination of factors encouraged a medical bias towards care of individual patients and failure to apply the successful experience of the 1930s to the control of epidemics of non-communicable disease. The concept of prevention took on a primarily medical orientation, stressing routine checkups. Health policy continued to promote increased supply of doctors, polyclinics and hospital beds. An over-sized hospital sector with a passive strategy of treatment and long stay in hospital was unable to keep up with technological advances and consumed a large share of the very limited amount of funds allocated to health care. Poor medical care, inadequate diet and environmental pollution and lack of public health efforts contribute to this process and a sense of public health crisis in the country.   


Post-Soviet Reform

The Russian Federation continues to provide basic social security and health care for all citizens. Until 1990, when social insurance was established, all social benefits were funded from the general budget of the government. In 1993, a compulsory health insurance scheme was introduced with payment by employers to regional health insurance funds. Decentralization of management, of state services and financing of health care has increased regional and local health autonomy with 

direct funding from local industries, that are autonomous in operation of services. Declining real expenditures and severe shortage of foreign currency hamper drug and other supplies. The sudden and complete decentralization has hampered central management capacity to develop new policies for public health issues such as immunization, nutrition and health promotion for reduction of trauma and alcohol-related morbidity and mortality, as well as health management issues such as national norms for hospital beds and manpower. 


 Economic and cost-effectiveness analysis is vital to reform in health care, especially in harsh economic conditions. Calculation of the cost of a service is fundamental. Regional or district authorities now have financial responsibility and power to reallocate funds and shift priorities from institutional treatment to prevention and ambulatory care, but this requires abandonment of previous national norms for hospital beds and manpower, which are still accepted as guidelines. 


Development of information systems and training of leadership personnel in modern management theory and practice and reduction of the hospital sector with transfer of resources to primary care will permit improved health care efficiency and quality. Reforms can be based, in part on reallocation of existing resources, but additional funding will be required to meet the cost of transition and raise the quality of care. 


Health reforms are essential to preserve universal access and to raise population health status, medical care and public health to current international standards. Achieving these will require changes in financing of health care, adoption of international health targets and changes in manpower development programs. Each of these will depend on a set of priority programs which will require new standards at the national, oblast (province/state in Russia) and local health authority levels of government. Decentralization and diffusion of the overly-centralized system will permit greater flow of information and help to develop dialogue on health issues essential to raise health awareness and management practices to meet the needs of the people in the post- transition period. 


The SES have great potential to lead in the adoption of health promotion activities at the community and district level by raising public awareness and knowledge of health issues. This will mean a change in attitude from defenders of the system to responders to community needs. That requires redefining objectives, training programs for new manpower, modernized technology for laboratories and surveillance for food, water, air, soil and other environmental quality issues.  


The current system of health care organization and financing in Russia could be converted to a modern managed care system perhaps by adoption of the capitation method of payment as used in the Scandinavian countries, and the United Kingdom and the HMO model in the United States. HMOs are in some ways similar to the Russian concept of polyclinic-hospital unit of health care organization. Adaptation of the principles of HMO has been started on a pilot basis in the cities of Tula and Kaluga. Through a process of experimentation and trial and error, the introduction of compulsory health insurance and decentralization of management of the health system is producing a potential for reform. 
Effective epidemiologic data collection, analysis and distribution are essential to promote knowledge of risk factors and their control for those at the policy, provider and community levels to define cost-effective programs to meet local conditions.  Widely available relevant data for government and the general public will help change knowledge, attitudes and practices related to risk factors.


The Russian health system has important assets with potential for change. Universal access should be preserved. Decentralization is stimulating local initiatives in health care reform. Greater innovation in seeking cost-effective health measures and responsiveness to local and regional epidemiologic evidence will contribute to responsiveness to consumer needs and to advancing medical standards. Health financing reform may help to raise the level of resources, but this is unlikely during the present economic crisis. The search for needed resources will have to take place by reordering of priorities and reallocation of expenditures. 


Summary

Russia in the 1990s is in the midst of a health crisis with declining longevity, high and rising mortality rates and the reappearance of epidemic diseases. This crisis relates not only to the period of economic transition, but goes deep into the former Soviet health system. This state-operated service provided free, universal health care with ample, indeed excessive resources in medical personnel, hospital beds, polyclinics and other services, but with quantity compromising quality. The system operated as a state monopoly, controlling budgets, setting mandatory norms, and controlling manpower training and research. It lacked adequate mechanisms for epidemiologic or economic analysis and accountability to the public. The epidemiologic transition from predominance of infectious to the non-infectious diseases was addressed by further increases in the quantity of services. Policy and funding favored hospitals over ambulatory care, and individual routine checkups over community-oriented preventive approaches. 


Reform since 1991 has centered on national health insurance and decentralized management of services, but lacks a broad national health strategy to address the fundamental public health problems and especially the present enormous excess of preventable mortality. The obligation of finding a new direction rests primarily with the Russian federal and local government health authorities. Establishing adequate epidemiological data, and defining and working toward health targets require political, moral, professional and financial support, both at home and abroad. 

Israel

Israel in 1997 had a population of 5.8 million, with a GNP per capita of $15,870 (1996). Infant mortality in 1997 was 6/1,000 live births and maternal mortality was 5/100,000 (1980-97). Infectious disease control has been effective. Immunization rates are high, with 1995-97 rates of 92% for DPT, 93% for polio and 94% for measles. Despite high immunization rates, an epidemic of polio with 15 cases occurred in 1988, and measles epidemics in 1991 and 1994, and congenital rubella syndrome in 1992. All of these led to the adoption of improved immunization policies. 


Health indicators for Israel show an advanced state of health but with important ethnic, regional and gender inequities. In infant mortality, Israel ranked 18th in 1993 among the advanced countries, a rise in ranking from 24th place in 1992. For longevity, Israel is 2nd among the leading countries for males and among the top ten for female longevity. Despite persistently high smoking rates, male cancer rates are well below those of Europe, including mortality from lung cancer. Breast cancer rates, while falling, are still above European rates. Diabetes mortality rates are relatively high for both men and women.  


Sick Funds were initiated in 1912 based on mutual benefit principles derived from central European models, associated with the union movement and other political organizations. The Sick Funds have grown to provide medical care insurance and services to over 95% of the population. They provide services through neighborhood and specialized clinics, or affiliated doctors in their own clinics, purchasing hospital care from governmental- or NGO-operated hospitals in areas where they lack their own. 


Preventive care, originated in 1911 by nurses visiting from the United States and sponsored by Hadassah, an international women's organization. In 1918, Hadassah sent the American Zionist Medical Unit from the United States to help establish a network of health facilities throughout the Jewish settlement. This consisted of 44 doctors, nurses, dentists and other personnel with medical equipment and financial support from Hadassah and the Joint Distribution Committee. The Unit opened hospitals in many urban centers, established nursing training and preventive care programs for immigrants and school children, as well as Mother and Child Health Stations (Tipot Halav or Drop of Milk Stations). These were located in all towns, villages and neighborhoods throughout the country in order to provide prenatal care and child care for infants and toddlers. They provide immunization, child development monitoring and nutrition counselling to almost all the infants in the country, and prenatal care for most women in the country, others going to private doctors. 


The British mandate from 1917-1948 brought successful colonial administrative experience and development of basic pubic health law and systems, licensing of medical professions, sanitation, food and drug laws, as well as public health laboratories, malaria control and many other features of public health of the standard of the time.


From 1912-1948, the health system grew based on primary health care through the Tipot Halav and the labor movement's Sick Fund clinics in towns and villages throughout the country, providing ready access to primary care treatment and referral services. Following the establishment of the State of Israel in 1948, massive immigration from post-Holocaust Europe and the Middle-East brought an enormous burden of health problems to the country. 


The new Ministry of Health established regional hospitals throughout the country in abandoned British army camps, providing acute care, rehabilitative services, mental health and chronic care services. Other hospitals are owned by the major Sick Funds and by NGOs. Since the 1970s, there has been a policy of reducing hospital bed supplies relative to the population, combined with greater reliance on ambulatory and primary care and greater efficiency in medical and hospital care.


Health Resources and Expenditures

Health care expenditures as a percentage of GNP increased from 6.9% in 1980 to 7.9% in 1990 and 8.4% in 1995. Over the period 1985-95, total bed capacity was reduced from 6.5 to 5.9/1,000, but there was a shift in composition of the beds, with an increase in geriatric and rehabilitation beds, from 1.8 to 2.4/1,000, but fewer acute care, from 2.8 to 2.3/1,000, and psychiatric beds, from 1.9 to 1.2 beds/1,000.

 
Expenditures on hospital care increased from 34% to 41% of total health expenditures from 1975-1990, followed by a decrease to 39% in 1993. There has been a steady decline in the hospital bed supply, days of care, and average length of stay. Ambulatory care and community health consume about one-thirds of total expenditures, an increase since 1975. Fixed capital formation has fallen steadily since the 1970s as a percent of overall expenditures. Salaries in the health sector have been low compared to other sectors in the society, as has been capital investment. Cost restraint as well as improving the physical infrastructure and keeping up with technological advances in medicine will be a major challenge for the future.

Table 13.9: Health Expenditures, Hospital Resources and Utilization, Israel, 1960-1997
	Resources/Utilization
	1960
	1970
	1980
	1985
	1990
	1997

	Health expenditures as % GNP
	5.5
	5.4
	6.9
	6.8
	7.9
	8.4

	Acute care beds/1,000
	3.1
	3.2
	3.0
	2.8
	2.6
	2.3

	Hospitalization (acute) days/1,000/year
	954
	1148
	997
	911
	834
	785

	Discharges (acute)/1,000/year 
	115
	129
	158
	163
	158
	181

	Average length stay (acute care)
	8.3
	8.9
	6.3
	5.6
	4.8
	4.3

	Mental health beds/1,000
	2.1
	2.4
	2.2
	1.8
	1.5
	1.1

	Mental diseases days/1,000
	615
	631
	721
	623
	496
	379



 Source: Statistical Abstract of Israel, 1975, and Ministry of Health. Health, Israel, 1998.


Health Reforms

Israel implemented a national health insurance (NHI) plan on 1 January 1995 covering the total population through the universal National Social Security after many years of debate and gradual reform of health services. The individual pays for this through a 3% deduction from his or her salary along with an equivalent employers contribution to a mandatory National Insurance payment. Each family must select membership in a Sick Fund which is, in effect, a Health Maintenance Organization. The National Insurance Institute transfers funds to the Sick Funds according to a per capita formula with a larger per capita payment for the elderly and population in development towns. 



Table 13.10: Health Expenditures (%) by Type of Service, Israel 1975-1995   

	Category/Year
	1975
	1985
	1990
	1995

	Hospitals and research

 
	33.9
	42.7
	40.7
	40.6

	Public clinics/prevention

	28.6
	32.5
	32.6
	34.5

	Dental care

   
	11.5
	11.0
	12.0
	11.1

	Private physicians



	3.1 
	3.4
	4.9
	4.5

	Medicines, equipment purchased by individuals 
	4.5 
	4.7
	4.8
	3.5

	Fixed capital formation
	17.4
	4.9
	5.3
	4.7

	Government administration
	1.0
	0.8
	0.8
	1.1

	TOTAL
	100
	100
	100
	100

	National expenditures as % of GNP
	6.0
	6.8
	7.8
	8.6


 
Source: Statistical Abstract of Israel 1996, and Health in Israel, 1998.


The Ministry of Health supervises the Sick Funds which are required in the new law to provide a basic basket of services which is very comprehensive. The Sick Fund is obliged to provide all specified services and arrange for those services it cannot itself provide. The Sick funds provide comprehensive care either through their own neighborhood clinics or through affiliated private physicians who are paid on a capitation basis. 

Table 13.11: Status of Health Promotion Initiatives in Israel and their Effects, 1997
	Topic
	Action
	Effects

	Smoking
	Anti-smoking legislation

Restricted advertising

Anti-smoking promotion by NGOs
	Declined for men from 1973 to 1993 from 41% to 39%, and for women from 36% to 31%

	Cancer Prevention
	Promoting mammography, reduced sun exposure; restricting smoking 
	Slowly improving public awareness; cancer increasing, but far lower than most European rates, except for breast cancer

	Nutrition
	Health education 

Mediterranean diet; high vegetable, fruit intake; high but declining sugar consumption; low consumption of animal fats 
	Possible contribution to rapidly declining cardiovascular mortality and low rates of cancer

	Motor vehicle accidents 
	Mandatory seat belts implemented

Highway speed limits raised

Inadequate highway patrols
	Overall fatality rates declining

Increased case fatality rate from road crashes

Driver behavior unimpeded by fear of punishment Electronic monitoring demonstrated to be more effective

	Water Quality
	Mandatory chlorination since 1988

No mandatory filtration, coagulation
	Less waterborne diarrhoeal disease

	Sewage
	Increasing treatment
	Reuse of wastewater increasing

	Enrichment of basic foods
	Law permits but does not require

Private manufacturers initiatives
	Breakfast cereals enriched  

Infant formulas and cereals enriched

Basic foods (bread, salt, milk) not enriched

	Food Quality
	Food supervision strengthened

Standards improved to international levels
	Public awareness increased 

Low fat foods now widely available

	AIDS/STD prevention
	School health education
	Widespread information on use of condoms, and   avoidance of transmission in drug use

	Heathy Cities
	Active association of heathy cities
	Several cities organizing heathy cities programs

	Dental health
	Fluoridation of municipal water supplies 
	Fluoridation reaching 45% of population

	School Health Education
	Long delayed, improving in 1990s

No school lunch program
	"Know your body" studies widespread in schools



The Sick Funds are accountable for the services rendered and the individual is entitled to change Sick Funds semi-annually. Most hospitals are operated directly by the Ministry of Health, but are meant to be transferred to independent trusts. They will operate as economic units able to allocate funds as they deem necessary and compete for clients being paid on a DRG basis. Regionalization of services will be difficult to achieve in the present configuration of the NHI law because each Sick Fund has its own regional organization.



Health promotion is gaining strength in Israel and health awareness has generally increased. The compulsory seat belt law has met with compliance by a large majority of car drivers and similar legislation requiring use of helmets for motorcycle riders is also generally implemented, Similar requirements are proposed for bicycle users. Increases in permitted speed limits on major highways has been followed by a rise in motor vehicle deaths and case fatality rates. 


Anti-smoking legislation banning smoking from public buildings and work places has helped to reduce smoking in the adult population, especially among males. Smoking is still practiced by some 30% of adults. Low fat foods are now commonly available in supermarkets. Private food manufacturers fortify their baby formulas and cereals with vitamins and minerals. Breakfast cereals are also enriched, but food fortification of bread, milk and salt with essential minerals and vitamins is not practiced. Obesity is common especially in women over age 45, and while consciousness of the importance of physical fitness is increasing, it is still not at an acceptable level.


Regional, social and ethnic disparities are still important in Israel's health status; the Arab population has higher rates of infant mortality than the Jewish population, 12 versus 6/1000 in 1996. Large scale immigration of Russians and Ethiopians in the 1990s, brings together people with different risk factors. Regional distribution of health resources favors the more concentrated population centers, while the more rural areas receive fewer resources per capita. 


The health agenda requires attention to health promotion as well as to the structure of health services in the new health reform. The Ministry of Health concentrates on reform in health services and national health insurance, and has not yet developed a cohesive strategy with health targets and adaptation of health promotion strategies. With decentralized administration of services, the national health authority would be better able to design programs to remove these disparities. This has become a powerful argument for regional budgeting, which is opposed by the centrally-managed Sick Funds.

 
Summary

The Israeli health system has been a quasi-national health service for many years. The system has helped the Israeli population achieve low rates of mortality from infectious and non-infectious diseases and life expectancy among the longest in the world, but important inequities and deficiencies in health promotion initiatives remain to be resolved. The 1995 implementation of national health insurance provides greater equity in financing and reduces political manipulation of the health system. Future evolution toward a regionalized service as envisioned in the NHI law is problematic because of the strong centralized management of the Sick Funds. Primary care services still separate preventive and treatment community-based facilities, so that the Sick Funds are insufficiently prevention-oriented. Regional and social inequities in health are present and the NHI model may not alleviate these problems without some regionalization of financing and service management. 


Health Systems in Developing Countries

In most developing countries, health services inherited from colonial regimes were underfunded and subsequently influenced by the Soviet model of health care in the 1950s-1960s. The development of primary health care was neglected and excessive allocation of resources went to teaching hospitals in the main population centers, leaving little for the rural majority. As a result, most developing countries are facing the need to reform their health systems. 


During the 1980s emphasis slowly moved toward primary care under the influence of the Health-for-All initiatives sponsored by the World Health Organization. Achievements during the 1980s and 1990s included greatly improved immunization coverage, widescale use of ORT and improving sanitation. There has been a decline in birth rates in most regions of the world, including sub-Saharan Africa, which had until the 1990s seemed totally resistant to birth control. Birth control continues to play a central role in national health programs along with immunization, ORT, promotion of breast feeding and supplemental feeding for infants. 


Many countries in the developing world are raising productivity and per capita GNP so that a combination of universal primary education and improved economic status are furthering the potential for continuing improvement in health standards. In Sub Saharan Africa, low and declining levels of economic activity reduce the likelihood of increasing funds for health care. Poverty, malnutrition and high birth rates associated with declining child mortality produce the Poverty-Population-Environment (PPE) problem which worsens national growth potential and becomes a self-sustaining cycle. 


As Western diets, lifestyles and technology arrive, developing countries are facing a dramatic increase in chronic diseases such as hypertension, diabetes, strokes, coronary heart disease and motor vehicle accidents. This, along with increasingly costly technology, places new burdens on health services, as are the diseases of poverty, tuberculosis, AIDS, malaria and childhood infectious diseases. 


Most developing countries spend less than 4% of their low national incomes on health and much of that on costly hospitals in the capital cities. Lack of adequate funding raises interest in national health insurance, especially in the mid-level developing countries, with the purpose of bringing more of the population into the health care system and raising additional funds for health care beyond the little that is provided through government allocations. 



In this section, following brief regional overviews, we give several examples of developing countries actively working to reform their health care systems. Health insurance is needed to increase funding for health care and provide for the growing urban employed and middle class health needs, but at the same time, Ministries of Health must provide direct service to the rural poor majorities. As in developed countries there will be no uniform approach, but sharing of lessons learned will be helpful.

Sub-Saharan Africa


The region includes 40 countries with a total population of 576 million persons in 1996 and a GNP per capita of $501. Annual births of 24.8 million in 1996 represent a decline in total fertility from 6.6 in 1960 to 5.9 in 1996. Life expectancy increased from 44 years in 1970 to 51 years in 1996. Mortality of children under age 5 declined from 256/1000 in 1960 to 177/1000 in 1994. Maternal mortality remains very high with a rate of 597/100,000 in 1990. Immunization rates for the major diseases hover around 52-56%, and tetanus immunization of pregnant women at 38%. Malnutrition (acute and chronic) further damages child health status. Tuberculosis, malaria, AIDS and other infectious diseases are major contributors to high rates of morbidity and mortality. In addition, chronic diseases and trauma are increasingly important contributors to the total burden of disease. 


In the face of economic decline, political chaos in many countries and the aforementioned health problems, resource allocation for health budgets have been jeopardized in many countries. Some countries in the region devote less than $2 per capita to health budgets. Despite these challenges, progress has been made in efforts to improve sanitation and expand primary care services to the underserved rural areas and urban slums, giving hope for effective public health in the coming century. 


Dramatic progress has been made in the eradication of poliomyelitis, dracunculiasis an onchocerciasis. Less progress is seen in tuberculosis, schistosomiasis and malaria control. WHO recommends wie ranging new efforts in prevention of cancer by immunization against hepatitis B, screening transfusion blood for hepatitis C, schistosomiasis control, smoking and alcohol control, reducing risk factors for cardiovascular diseases and diabetes, mental health, and oral health. The effects of civil war, collapse of governments in some areas and refugee situations has had dreadful effects on pubic heath. During the mid 1990s, signs of stabilization in government in some countries of SSA and economic progress offer new hope for the future of this potentially wealthy continent. 


Nigeria

Nigeria is the most populous of the sub-Saharan countries of Africa, with 118 million population in 1997, approximately 1/3 urban and 2/3 rural, the latter living in 97,000 villages. The annual number of children born in one year is 5 million. Despite the vast oil wealth brought in during the 1980s, Nigeria, currently living under a repressive military regime, has a GNP per capita in 1996 of $260. In basic health indicators this country is among the least developed countries. 


Adult literacy rates for men increased from 47% in 1960 to 67% in 1995, and for women from 23% to 47%. The birth rate has declined among the educated urban population, but remains high in the Moslem northern half of the country and the southern primarily Christian rural areas, with overall total fertility rate of 6.0 children per woman in 1997. Only 37% of infants are delivered by trained health personnel.


Infant mortality declined from 122 in 1960 to 112/1,000 live births in 1997. Child mortality in 1997 was reported at 187/1,000, down from 207 in 1960. Maternal mortality was 1,000/100,000 live births in 1990, with only 31% of births attended by trained health personnel in 1990-1996. An estimated 3/4 million children and 42,000 women die in childbirth each year. Life expectancy at birth increased from 43 years in 1970 to 52 in 1997. 


Infectious diseases are the major causes of death, predominantly: malaria, measles, meningitis, pneumonia, yellow fever, dysentery, tuberculosis and AIDS.  Immunization rates increased during the early 1980s but declined in the latter part of the decade. Immunization of pregnant women against tetanus was 23% in 1995-97; infant immunization for BCG was 29%, 21% for DPT, 25% for polio and 38% for measles. Preventable diseases such as measles accounts for 12% of child deaths. AIDS is a major public health issue in Nigeria as in other sub-Saharan Africa countries.


Health care insurance is through Social Security and state National Assistance together with special group coverage for members of the armed forces and organized urban groups such as those working in the transport sector. The public health services suffer from low salaries, lack of supplies and inefficient administration. Private practice is common in the urban centers, serving mainly the middle class. Drugs are expensive and imported in an unrestricted fashion. 


The health system inherited from the British colonial period included limited hospital care in the urban centers, and some medical training facilities. Following independence in 1960, the state-operated health system began to develop a widened network of primary care services, in parallel with state primary education. Health care expenditures in 1992 were $1.50 per capita, and health constituted 5% of the national budget. The present health system is seriously under-funded and covers only 2/3 of the population, with large parts of the rural population outside of the system. Access to health services in the period 1985-92 was estimated by UNICEF at 85% for the urban population, 62% for the rural and 66% for the total population. 


Curative services have received the major share of the fiscal resources in hospitals and primary care clinics. Proposed changes in allocation will allocate health resources in Nigeria as follows:



* 15% to federal government-operated specialty hospitals;



* 25% to state government-operated district hospitals; and



* 60% to local government-operated primary health care clinics, including maternal and child health, school health, and other aspects of primary health care.


Medical manpower is 1:10,000 population, but most physicians are located in the urban areas. Despite medical training being considered of a high standard, overall quality of care and efficiency in health management is low. The federal government is undertaking initiatives to broaden health insurance in order to raise revenues for health care and to increase equity of access to services. A National Health Care Fund is being established which will receive funds from federal government general revenues, rural cooperative health insurance premiums and employed persons health insurance.

This is expected to expand coverage for basic health care to a large part of the rural and urban poor population by the year 2000.



Nigeria's health problems are severe even by developing country standards. Medical education has been given high priority with 12 medical schools, but there is no school of public health. This reflects priorities of curative services, while the basic health problems of the country require the application of well-known and cost-effective public health programs. Increasing death rates from the non-infectious diseases and trauma require attention in planning preventive and curative services for the future.


Summary

The evolution from a colonial health service very limited in scope to a centrally-managed service with serious under-funding, and then to a more universal system reflects current trends in many countries. Facing a population explosion and contracting economies, African countries have gone through a very difficult transition in the 1980s. The primary care system needs strengthening to meet the challenge of preventable diseases, which has been exacerbated by a decline in immunization coverage in recent years. Decentralization of organization to increase the role of the state and local government authorities will improve community participation and efficiency of services. It may also increase revenues by providing a mechanism for local financial input.

Latin America and the Caribbean


This region includes 22 countries, with a population of 487 million persons. Average GNP per capita increased from $2,883 in 1994 to $3,681 in 1997. The crude birth rate fell from 42 to 23/1000 population between 1960 and 1997, while total fertility rates fell from 6.0 in 1960 to 2.7 in 1997. Crude mortality declined from 11 to 6/1,000 population from 1970 to 1997, while child mortality fell from 158 to 41/1,000 and infant mortality from 106 to 33/1000 live births from 1960 to 1997. These all indicate impressive economic and health care progress for the region. Maternal mortality in 1990 was still high, 190/100,0000 live births, with 78% of women attended by trained personnel in childbirth. Life expectancy increased from 60 to 70 years from 1970 to 1997.


Continent-wide eradication of wild poliovirus and success in control of measles and other vaccine-preventable diseases have been achieved. Tuberculosis, malaria, Dengue fever, Chagas disease, cholera are still major public health problems. Communicable, maternal and perinatal causes account for 32% of all deaths, injuries 10%, while non-communicable diseases account for the remaining 58% of all deaths. Cardiovascular diseases are increasing as the associated risk factors of smoking, fatty diet, inactivity, hypertension and diabetes are more prevalent than in the past throughout the area. 


Rapid urbanization has created sprawling urban slums, with serious sanitary and other health hazards, placing great strain on social and infrastructure services. Access of the rural population to health services remains one of the critical issues in improving population and individual health throughout the continent. 


Colombia

Colombia is a mid-level developing nation of 37 million population in 1997, more than 2/3 urban, with a per capita GNP of $1,330 in 1992 increasing to $2,140 in 1996. The infant mortality rate decreased from 82/1,000 in 1960 to 25/1,000 live births in 1997. Child mortality declined from 130/1,000 in 1960 to 31/1,000 in 1996. Life expectancy at birth increased from 57 in 1960 to 71 years in 1997. Maternal mortality remains high at 100/100,000 in 1990, and even in the cities such as Cali it is high at 80/100,000 (1992). Primary school enrollment is universal, and literacy rates are high (87% in 1990). The percentage of people living below the absolute poverty level in 1992 was 32% of the urban and 70% of the rural population.


The national territory is divided into 32 departments, further sub-divided into 107 regions and local government authorities. The local governments are responsible for health centers, health posts, sanitary services, health promotion, and community health worker programs. Physicians are paid a salary, but often work several jobs or conduct private practice.


The first hospitals were established in the Spanish colony in 1513, with a leprosy hospital set up in 1564. In 1798 Spanish law required all provinces to operate a hospital under management of religious orders. Basic public health laws were enacted in 1601 and the first medical school was founded in 1636. Sanitation boards established in 1825, followed by the Department of Charity and Rewards in 1848, were in charge of hospitals for the poor and slaves. A central Board of Hygiene, established in 1887, later evolved into the national health authority and in 1946 became the Ministry of Health.


Health System

The health system in Colombia consists of 3 major elements; the official sector, Social security and the private sector. Each sector has a separate constituency an services, but with substantial crossover. 

The largest sector is the National Health System enacted in 1975, meant to cover some 70% of the population. It is administered by the Ministry of Health, providing national policies and local implementation at the district level. The municipalities provide hospital and ambulatory care with extensive use of promatoras de salud or community health workers. It is funded by government allocations (36%), departments and local contributions and taxes (22%), sale of service to insurance plans (12%) and the rest from various other sources including endowments and properties.


Social Security, enacted in 1937, covers industrial and commercial employees, the self-employed, for comprehensive medical services. Civil servants, police and military personnel and families are insured under a parallel program. The Social Security System covers some 24% of the population. The private sector includes private medical insurance for some 3% and the armed forces 2.6% of the population. 



The private sector with private hospitals and medical services covers a small percentage of the population. Overall, not more than half the population is covered with health insurance, but local health authorities, largely on their own budgets, provide basic child health care, and to a lesser extent, maternal care to their populations. 


National Health Plans

A ten year national health plan (1968-1977) focused on reducing morbidity and mortality from preventable diseases by mass vaccination, programs in STD and malaria control, nutrition and feeding, occupational and dental health, as well as improving the organization and delivery of health services. In 1970, the main health problems were defined as: diarrhoeal diseases, childhood infectious diseases, malnutrition, TB and malaria. By 1986, a major epidemiologic transition had occurred and the primary causes of death were homicide and violence, cardiovascular diseases, neoplasms, and malnutrition. Malaria, still a major public health problem in the coastal lowland, is coming under control in areas served by specially trained community health workers able to diagnose and treat the disease.


 Some 40% of the population lack access to health services, while there is serious overlapping of services for others. Regulation of hospitals and medical practice is weak. Hospital care is over-utilized, while primary care is under-attended. Health expenditures have been less than 4% of GNP. In 1993, Colombia had 105 physicians/10,000 population, compared to 245/10,000 in the US, but only 49 nurses and midwives compared to 878/10,000 in the United States. However, uncontrolled growth of private medical schools is creating a rapid increase in production of physicians. These private medical schools must be accredited and supervised closely. National examinations for licensing is being considered, but not yet implemented. Increased training for family practice is expected to help reduce the trend to specialization and the over-supply, and sometimes unemployment of physicians. 


The official system managed at the municipal level is focused on providing primary health care using promatoras community health workers recruited from the population served, trained for 3 months and carrying on intensive outreach and health educational functions. This has made a major contribution to marked improvement in infant and child mortality, very high coverage of immunization (92-98% for various EPI vaccines), as well as successful National Immunization Days for polio eradication and measles elimination. Primary care has also contributed to family planning with 72% of women using contraception, and the crude birth rate declining from 37/1,000 population in 1970 to 24/1,000 in 1996. 

During this same period, the crude death rate fell from 9/1,000 population to 6/1,000.


During 1990-1993, a review of health led to formation of a new national strategy intended to promote efficiency and expand coverage of services. This reform will attempt to integrate the various national programs and institute mandatory national health insurance based on employment, with employee and employer contributions, and tax support. The reform seeks to implement universal coverage, equity of access, free choice of provider, institutional autonomy, decentralized administration, and national regulatory mechanisms. 


Mandatory health insurance under Social Security plan with employer (67%) and employee (33%) contributions. This is meant to finance and provide a national basket of services to be defined by a National Council of Social Security chaired by the Minister of Health, and including other national agency officials and consumer representatives. Payment will be by capitation to Health Promoter Entities (EPSs), which the individual elects to join. The EPS is responsible to provide the basket of services and may do this directly or by contract with other institutions. Health Service Provider Institutions (IPSs) will be health providers organized as administratively and financially independent organizations. The IPSs will be subject to accreditation, medical audit and quality control measures. Primary care is to be provided through GPs who act as referring agents (gatekeepers) for specialized services. 


Health reform is meant to introduce universal coverage and consumer choice of HMO-like organizations based on the concept of universal access to a market-oriented set of service alternatives. This will provide an important experience in health care reorganization in a mid-level developing country, as well as a major step forward for Colombia's social security, but will not resolve the problem of providing care for the underserved rural population. Direct service development of primary heath care continues as a responsibility of the Ministry of Health with some assistance by NGOs. Promatoras, or community heath workers, are an important part of that strategy. 

Asia

UNICEF divides Asia into two groups: South Asia, and East Asia and the Pacific. The former includes India, and has a total population of nearly 1.3 billion persons, while the latter, including China, has 1.8 billion persons. Japan is excluded, being linked to the industrialized countries. The countries of South Asia have progressed less rapidly than those of East Asia in terms of economic, demographic and health status indicators. Each is a diverse group of nations, but many have common problems, including infectious diseases (e.g. AIDS, tuberculosis and malaria), poor nutrition for the majority, problems related to rapid urbanization, and the growing problem of non-infectious diseases.

Table 13.12: Countries of South and East Asia, Demographic and Health Indicators 

	Indicators
	South Asia
	East Asia and the Pacific

	Countries
	India, Pakistan, Bangladesh, Nepal, Afghanistan, Sri Lanka, Bhutan
	China, Indonesia, Malaysia, Korea (North and South), Philippines, Thailand, Vietnam, Cambodia, Hong Kong, Singapore and others

	Population (000s) 1997 
	1,291,153
	1,818,498

	Annual births (000s) 1997
	35,361
	34,141

	Total fertility rates 

1960

1990 

1997
	6.1

4.0

3.4
	5.8

2.5

2.1

	Under 5 mortality 

1960

1990

1997
	239

135

116
	201

 58

 52

	Maternal mortality rates 1990
	610
	210

	Life expectancy at birth

1960

1970

1997
	44

48

61
	 49

 58

 68


  Source: UNICEF. State of the World's Children, 1999.


China

China with a population of 1.2 billion persons in 1997. GNP per capita increase from $300 in 1988 to $370 in 1990 and $750 in 1996. China is in the process of rapid change and economic growth. Life expectancy increased from 61 years in 1970 to 70 years in 1997; infant mortality fell from 140/1,000 in 1960 to 38 in 1997. Immunization coverage in 1996 was 95-97% for DPT, polio, measles and tuberculosis. The crude birthrate fell from 33/1,000 population in 1970 to 16/1,000 in 1997. Maternal mortality in 1980-97 was 60/100,000, a decline from 1,500/100,000 in 1949. 


There is strong social value placed on health care and education, with major achievement in development of a health care infrastructure during this century. Primary school education is universal. Adult literacy increased from 79% to 90% for males, and from 53 to 73% for females between 1980 and 1995. Deliveries attended by trained health personnel in 1990-96 were 84% of all births. As a result of falling birth rates and mortality patterns, the population pyramid is becoming similar to that of developed countries, with a rapidly aging population.


Ancient China had a rich tradition of medical care and vital statistics. The Confucian and Taoist streams of Chinese culture supported a "high order" medical system, emphasizing both preventive and curative services. Classical medical texts documented an empirical base of pharmacopeias and therapeutic traditions. The Yin-Yang principle of resonant harmonies between alternative structures was in contrast to the single causation emphasis of Western culture. Ancient Chinese medicine based itself on treatment with herbal medicines, and at the same time included a holistic, psychosomatic perspective. Preventive medicine included attention to diet, rudimentary sanitation, personal hygiene, destruction of rabid animals, inoculation against smallpox, and an orientation to the well-being of the individual as essential to health. However, this high order medicine, was available only to the elite of a rigid feudal-bureaucratic society. The vast bulk of the rural population had to rely on folk medicine based on herbal and other traditional practices. 


Western medicine was introduced to China with the advent of missionary activities in the 19th century. This was accepted as another eclectic element of medicine and medical schools were opened in the early 20th century, to train medical personnel in western medicine. In the period 1911-1949, medicine and pubic heath advanced with establishment of the national Ministry of Public Health (1927), 30 medical colleges, municipal public health departments, rural district hospitals, military medical services, a factory inspection service, and an array of public health professional departments including maternal and child health, and a large number of provincial medical centers. This brought vaccination, ophthalmic and other forms of surgery, western hospitals, clinics and medical schools to the provinces and rural areas. The Japanese invasion and civil war that ravaged China from 1936 to 1948 halted this progress.


Since the establishment of the People's Republic of China under the leadership of Mao Tse Tung in 1949, China placed improvement of living and health conditions among the rural population as a high national priority. Between 1949-1965, China, acting with advisors from the Soviet Union, emphasized rapid expansion of training of mid-level health personnel - nurses, midwives, dispensers and feldshers (chapter 14), as well as doctors, whose number increased from 13,000 in 1945 to 150,000 in 1966. Hospital bed supply was also expanded rapidly so that by 1965 every county had at least one modern hospital. 


In 1966, as part of the Cultural Revolution, policy review placed emphasis on traditional medicine and self-sufficiency in health care at the community level. Western medical training was reduced in scope and duration. Auxiliary or Barefoot Doctors were trained briefly in a mixture of Western and traditional Chinese medicine. The barefoot doctors brought health care to 27,000 communes and urban neighborhoods, focusing on sanitation, family planning information, immunization and treatment of common illnesses. Since the 1960s, emphasis on family planning has resulted in a slowing of population growth. The policy of one child per family is enforced with many sanctions. This has led to widespread social problems including female infanticide and abandonment.


The rural population of China constitutes some 80% of the total population. Rural health care was based on Cooperative Medical Services (CMS) funded by the rural communes using barefoot doctor and referral services. This provided effective preventive and curative services to the vast bulk of the rural population of China during the 1960s and 1970s. However, the economic reform in agriculture as part of the transition to a market economy, in effect, abolished the rural communes. As a result, the CMS system had no organizational or financial basis, and was replaced by fee-for-service practice by the former barefoot doctors, who became private medical practitioners during the 1980s. By 1986 only 9.5% of the rural population was still covered by the CMS system, in comparison to 90% in 1978. The effects have been studied and greater use of emergency service and hospitalization has resulted with less diligence in performance of preventive health services. In some areas, the CMS model is being restored as cooperative measures under local initiatives. The national Ministry of Health, and provincial/region or municipal Departments of Public Health are responsible for health services in their jurisdictions, with a high degree of local autonomy. 


From 1976 to the present, a new focus on modernization replaced the zeal of the cultural revolution, associated with a period of rapid economic growth. Barefoot doctors were retrained and examined for licensing as village doctors. In 1993, China had 115 physicians/10,000 population and 88 nurses/midwives/10,000 population, compared to 177 and 641/10,000 respectively in Japan.


Hospital bed ratios in China increased from 4.6 beds/1000 population in 1985 to 6.1 in 1989 in urban areas and decreased slightly from 1.5 to 1.4 beds/1000 in the rural areas during the same time period. Similarly, health professionals increased in urban areas to 12.6 health professionals per 1000 urban residents compared to 2.3 per 1000 rural residents in 1989. Polyclinics and sanitary-epidemiological stations were established throughout the country; patients were charged fees for services to support the health system. The World Bank estimates expenditures on health at 3.3% of GNP. National or provincial governments covered 30% of total health expenditures, while employment-based insurance covered 31%, private expenditures 32% and communes 7%. 


In the 1990s a national campaign to eradicate poliomyelitis is underway, showing good results in reduction of cases from 5,065 in 1990 to 1,191 in 1992, by supplemental oral polio vaccine National Immunization Days (NIDs) for children up to age 4 years. The crude mortality rate fell from 25/1,000 in 1949 to 9 in 1970 and 5/1,000 in 1996. Maternal mortality fell from 1,500 per 100,000 births in 1949 to 95/100,000 in 1990. Other health indicators are seen in the following tables.

 Table 13.13: Health Indicators, China, 1960-1996

	Indicator
	1960
	1997

	IMR
	140
	38

	Child mortality rate
	209
	47

	Life expectancy
	44
	70

	Crude birth rate
	37
	16



 Source: UNICEF. State of the World's Children, 1999.


Serious health problems in China include high rates of lung cancer in polluted industrial cities, with very high rates of smoking. The leading causes of death are similar to those in developed countries, but regional disparities with rural populations have higher death rates in all categories. Urban health care has always been at an advantage in China.


 Table 13.14: Vital Statistics, People's Republic of China, 1949-1992

	Indicator/Year
	1949
	1952
	1965
	1970
	1980
	1990
	1992

	Crude birth rate/1,000
	36.0
	34.0
	37.8
	33.4
	18.2
	21.1
	18.2

	Crude mortality rate/1,000
	25.0
	10.9
	9.5
	7.6
	6.3
	6.7
	6.6

	Natural increase/1,000
	16.0
	23.1
	28.3
	25.8
	11.9
	14.4
	11.6



  Source: Ministry of Public Health, Beijing, 1994.


China's achievements in control of infectious diseases has been matched by success in birth control and in arranging access to medical care for a population of over 1.2 billion people. China has achieved better outcome in terms of infant and child mortality and life expectancy with low health expenditures (3.5% of GNP) than many other developing countries. This is probably the result of a long-term program of developing primary care for the rural and urban poor population. The transition to a market economy will leave many with no care. Aging of the population and the one child per family population policy creates a situation where the tradition of family care of the elderly will be by a couple who will have sole responsibility for 4 parents. This will be compounded by the rapid movement of young people to the cities for economic opportunity, so that care of the elderly will be a major problem in the coming decades. 


As the country rapidly expands its economic potential, national health insurance is in an advanced stage of preparation. The Chinese experience in health improvement for its huge population in a chaotic period is an enormous achievement considering her economic level of development. She has successfully reduced fertility rates in an attempt to limit population growth and reduced infant, child and general mortality rates, but faces challenges in transforming the health system to a market economy and from the effects of her profound demographic shift. 

Comparing National Health Systems

The major participants in national health insurance networks include government, employers, insurers, consumers, providers and the public. Governments have increasingly come to recognize the economic and social value of improving the health of the population. They carry this out through public health measures to ensure the basic health of the nation, as well as through legislation regarding the nature of health insurance, whether it is provided through private or public insurance mechanisms. In both the original United Kingdom's Beveridge and the Soviet Semashko models, the government directly finances and provides health care. The UK's services are provided by independent contractors, general practitioners and hospitals operated by freestanding hospital boards (now trusts). The Semashko model is a totally state financed and operated service, with decentralized management.


In the Bismarck model, health insurance is organized through places of employment, and Sick Funds pay for services of private medical practice and non-government hospitals. The Canadian plan finances health services by provincial governments funded by general tax revenues, but care is provided by private practitioners and not-for-profit community-based hospitals. In all variations of health insurance systems, the place of the government as provider and insurer is important to the care received by the consumer and the general state of public health. 


There are many variations in methods of assuring national access to health care. Different approaches taken in the development and current structure of health systems in the United States, Canada, United Kingdom, the Nordic countries, Japan, Russia, Israel and the developing countries are given as examples in this chapter. 


Improved health, as measured by outcome indicators such as reduced morbidity, mortality or socio-physiologic dysfunction, is the major underlying objective of a national health system. This is sometimes forgotten in debates that may reflect interests of groups such as insurers, providers, institutions, governments, professional groups or even political philosophies. 


A typology of national health systems based on methods of financing and administration of health services provides a framework for their classification and for comparisons. Mixed models have also developed as the dynamics of health system reform evolves in many countries.

BOX 13.3:  PARTICIPANTS IN NATIONAL HEALTH SYSTEMS 
1.  Government - national, state and local health authorities;

2.  Employers - through negotiated heath benefits for employees; 

3.  Insurers - public, not-for-profit and private for-profit;

4.  Patients, clients or consumers - as individuals or groups;

5.  Risk groups - persons with special risk factors for disease e.g age, poverty;

6.  Providers - hospitals, managed care plans, medical, dental, nursing, laboratories, others;

7.  Not-for-profit provider institutions;

8.  For-profit institutions, individuals and groups;

9.  Teaching and research institutions;

10. Professional associations;

11. Social security systems;

12. The public; 

13. Political parties;

14. Advocacy groups - age, disease, poverty or public interest groups;

15. The media;

16. Economies - national, regional and local;

17. International health organizations and movements;

18. Pharmaceutical and medical technology industries.

1

Economic Issues in National Health Systems

As discussed earlier, the costs of health care have become a major issue in national health systems. This is in part due to the rising costs of technology in medicine and the increasing age of the population with associated increasing importance of chronic disease, but it is also due to the traditional emphasis on institutional care. Health expenditures for preventive care, health promotion and environmental health are usually not well financed nor analyzed in routine economic data reporting. This makes economic analysis and comparison of interventions difficult to carry out, thereby handicapping the search for cost-effective interventions.


National expenditures on health care are usually expressed in terms of US dollars as a percentage of Gross National Product (GNP) or Gross Domestic Product (GDP). The two economic figures are expressions of the total goods and services in a country, but GDP excludes international transfer of funds. Health care costs are also expressed directly as expenditures per capita (per person, per year), and indirectly as resources such as the number of hospital beds or medical manpower per 1,000 (or 10,000) population. The percentage of GNP spent on health care often is not necessarily directly related to health indicators, such as infant mortality or longevity as funds may be allocated to or spent on less effective and more costly care. This said, countries with low GNP per capita which spend less than 4% on health have poorer health indicators because there is insufficient resources to provide a basic health level for all. Under-financing and inappropriate allocation of funds has been a severe problem in most Soviet health systems and also in many developing countries.

Table 13.15: Typology of Financing and Administration of National Health Systems

	Type
	Financing Source
	Administration

	Bismarckian health insurance through social security e.g. Germany, Japan, France, Austria, Belgium, Switzerland, Israel
	Compulsory employer-employee tax payment to Sick Funds or through Social Security 
	Germany - governments regulate Sick Funds which pay private services; strong Sick Fund and doctor's syndicates; Israel's Sick Funds compete as HMOs with per capita payments for mandatory basket of services 

	Beveridge National Health Service e.g. United Kingdom, Norway, Sweden, Denmark, Italy, Spain, Portugal, Greece 
	Government - taxes and revenues; UK national financing; Nordic countries combine national, regional and local taxation
	Central planning, decentralized management of hospitals, GP service and public health; integrated district health systems with capitation financing in UK 

	Semashko national health systems e.g. former USSR 
	Government - taxes and revenues; post Soviet national health insurance   
	Strong central government planning and control; Financing by fixed norms per population; allocation of facilities and manpower promote increase in hospital beds and medical staff; Post 1990 reforms emphasize decentralization with capitation and compulsory health insurance i.e. payroll taxation

	Douglas national health insurance through government e.g. Canada, Australia
	Taxation - cost-sharing between provincial and federal governments
	Provincial government administration; federal government regulation; medical services paid by fee-for-service; hospitals on block budgets; reforms to regionalize and integrate services

	Mixed private/public system e.g. United States; Latin America (e.g Colombia), Asia (e.g Philippines) and African countries (e.g. Nigeria)
	Private insurance through employment and public insurance through Social Security for specific population groups
	Strong government regulation (US); mixed private medical services, public and private hospitals, state/county preventive services; DRG payment to hospitals, rapid increase in managed care; extension of Medicaid coverage



The supply of health care services remains one of the difficult and controversial topics in health planning. Economic analysis usually focusses on methods of financing in health care, and on methods of reimbursement or payment for services, placing less emphasis on the supply and quality of services. The World Bank's 1993 World Development Report, discussed in previous chapters, places major emphasis on the economic benefits of prevention and cost-effective measures to reduce the burden of disease. Excessive hospital utilization is not cost-effective. 


Roemer's Law (see chapter 11) states that hospital utilization under insurance varies with bed supplies. Despite its essential truth, evidence shows that payment systems for hospital care can be modified so that there are incentives to prevent unnecessary admissions and to shorten hospital stays. As health costs increased rapidly, the concept of providing health care with fewer hospitalizations and more emphasis on ambulatory service became one of the essentials of health policy in many countries since the 1970s. 


Health resource indicators are quite variable among the developed market economy countries. Acute care bed ratios represent the number of general, short term beds per 1,000 population. Total beds/1,000 includes all institutional beds utilized for in-patient medical care, but not geriatric custodial care. There is no standardized set of international definitions, and some of the differences may be due to variability of definitions used, but acute care hospital beds/1,000 is a more precise and comparable definition (table 13.3). Many countries are actively reducing hospital bed supplies (United Kingdom, the Nordic countries, most western European countries, the United States and Israel), developing alternatives to hospital care, using incentive payments to promote ambulatory or day-hospital treatments. 

Table 13.16: Population, GNP per Capita, Health Facilities and Utilization and 

Health Indicators, Selected Countries and Years, 1989-97 

	Countries
	Population

(millions)

1997
	GNP per Capita $

1996
	% GNP for Health 1997
	Acute Care Beds/1000 1995
	Average Length of Stay (days) 1995
	Discharges/

1,000 

1994-95
	Infant

Mortality/ 1,000 

1996
	Life Expectancy

1996

	USA
	271.6
	28,020
	13.5
	3.4
	6.5
	88
	7.8
	76

	Canada 
	29.9
	19,020
	9.2
	4.3
	7.5
	na
	6.0
	79

	Sweden
	8.8
	25,710
	8.6
	3.0
	5.2
	163
	4.0
	78

	Germany
	82.2
	28,870
	10.4
	6.9
	12.1
	192
	5.0
	76

	Finland
	5.1
	23,240
	7.2
	4.0
	5.5
	209
	4.0
	76

	Denmark
	5.2
	32,100
	7.4
	4.0
	6.1
	197
	5.2
	75

	Israel
	5.8
	15,870
	8.0
	2.4
	4.5
	203
	6.3
	77

	United Kingdom
	58.2
	19,600
	6.7
	2.0
	4.8
	117
	6.1
	77


 Source: Health, United States, 1998. UNICEF. State of the World's Children, 1999; OECD Health Data 1998. 




The hospital bed ratio is often a matter of historical patterns, medical practice traditions and concepts, medical technology and organization, as well as existing financial incentives or disincentives for more efficient care. Since the elderly are greater consumers of health services than the young, another major factor that influences this ratio is the age distribution of the population. Investment in alternatives to hospital care and health promotion reduce morbidity helping to control costs of health care. This requires investment in education, legal action, screening, nutrition education, group counselling and selective home support services, and many other elements of the broad concept of health promotion. 


Important factors in determining costs of national health systems include salary or income of providers, levels of technology in the service, health planning criteria (norms), hospital bed supply and utilization, availability of home care and comprehensive community care services, use of integrated or regionalized models of health care delivery, methods of paying for hospital services, using incentive payment systems to promote more efficient use of resources, and emphasis on prevention and health promotion. All of these are issues in the reform of national health systems. Table 13.3 shows a comparison of expenditure, resource, utilization and outcome indicators for selected industrialized countries.


No analysis of a health system can be complete without addressing the importance of poverty as a major contributing factor to morbidity and mortality. Poverty is associated with high rates of mortality from strokes, coronary heart disease, trauma, asthma and cancer. Poverty is also related to many specific risk factors for illness: low educational levels, poor housing conditions, poor nutrition, psychological depression, cigarette smoking, alcohol and drugs abuse, teenage pregnancies, single parenthood, early bereavement or abandonment, lack of prenatal care, low birth weights, family and neighborhood violence and others. Universal access to traditional medical care may alleviate some of these effects, but fails to address the core issues. Social policy and health programs are inter-dependent, each contributing to improving quality and length of life. Health planning, including economic indicators, must take this factor into account.

Reforming National Health Systems

Health care systems are continuously evolving. Impetus for reform of a health system may derive from a need for cost restraint, universal coverage, efficiency in use of resources, or an effort to improve satisfaction of consumers or providers. The objective of improving health of the population is also a motive, but this is often expressed as improved access, equity, efficiency, quality of care and outcomes. 


Political and philosophical considerations for health reform often stress issues such as universal access, equity in resource distribution, manpower and hospital beds, but it is equally important to focus on targets for improving the health of the general population and special groups at risk. Philosophical and historical issues and arguments for national health insurance have included the need for social protection as a matter of national honor, but a system that fails to improve national health in terms of international outcome indicators does not produce this all-important honor.


Debates and reforms in organizing health systems continue and increase in intensity as the political objective of Health-for-All meets the reality of rising costs. Efficiency in use of resources and satisfaction of the public and providers are major issues in all health systems. There is no single best means, despite claims by proponents of state-operated systems and equally ideological claims by market-force proponents. Direct importation of a total health system model is not feasible, because there are many factors contributing to the development of a health system relating to the political, social and professional cultures of each country. 



The assumption that market forces produce a better quality of health care is commonly expressed. This point of view has merit if taken in the sense that personal management of finances and choices in health care empower the individual to choose. This may be an advantage for a better educated urban population living near specialized services unavailable to others. Free choice for consumers and freedom of choice (autonomy) for providers are different aspects of the market force issue. Taken together, they provide a measure of protection of the rights of the consumer and provider to choose health systems. However, they diminishes the responsibility and ability of the system to reach out and provide care and preventive services, so that important programs such as immunization, prenatal care and care of the elderly may suffer as a result. This set of rights is also sometimes in conflict with the imperative of cost control and may also have the undesired effect of promoting excess services such as unnecessary surgery, which has costly and potentially harmful consequences. Market mechanisms that promote individual and health system responsibility can make important contributions in health. 


Governmental responsibility to promote health requires initiatives which may limit individual rights. Adding chlorine and fluoride to water, or iodine to salt or folic acid to bread requires people who may not directly benefit to accept this in the interests of the need of others in the community. A governmental authority may close a business which is hazardous to health, such as an unhygienic restaurant. Management of health care systems must address macroeconomic and microeconomic issues for efficiency. Communities and regions will often address health planning in terms of its impact on business, jobs and prestige in the community, as opposed to national or regional plans and priorities.


Since the 1970s, there has been a growing stress on health promotion as a way of reducing the burden of chronic disease and the cost of health care for those diseases. This was stimulated and promoted by the Health Field Concept (1974), the Alma-Ata Conference on primary health care (1978) and WHO's Health-for-All concept (1978). Specific health targets in the United States (Healthy People 2000) and in the European region of WHO (1985) (see chapter 2) placed emphasis on measurable objectives as the basis for health planning, affecting the planning process. 


The 1990s is a decade of major reforms in national health systems. Industrialized countries are attempting to restrain cost increases while retaining universal access. Sweden has brought down its health expenditures by reducing hospital bed supplies. The United States, building on its social security-based health insurance plan for the elderly and the poor, failed in its 1995 attempt for national heath insurance, but is undergoing dramatic changes in the managed care revolution, propelled by the need to control the rate of cost increases. Canada is facing a crisis in sustaining its national health insurance system as federal withdrawal of funding leaves the provinces to finance a generous range of benefits and high levels of hospital bed supply. Israel has moved from voluntary Sick Funds to national health insurance, with the Sick Funds as managed care systems. The eastern European countries are in a state of transition away from the pre-1990 Soviet model, adopting national health insurance and decentralized administration of services. In developing countries there is concern that directly financing services through the government will hinder development of health services, so that there is a tendency to look toward national health insurance as a way to improve funding of services and bring more people into care. China has moved toward fee-for-service in its rural health care for some 70% of its population. All countries are struggling to develop adequate prevention models to reduce the burden of disease that can bankrupt a national health system.


Universal access to health care does not necessarily address social inequities in health. Removal of financial barriers by itself does not guarantee good health. Many social, cultural, and environmental health risk factors are not correctable or preventable by medical or hospital care. They may be of greater importance than the medical care provided (see chapter 3). The models presented may serve as examples for other countries, and will continue to do so. It is therefore useful to understand how they evolved, their successes and failures, and how they are continuing to develop.


There are two basic directions for reform which are sometimes in conflict. One is the primary health care approach. This is based on tackling the basic health problems of developing countries by promoting PHC as a public service through decentralized delivery and administration. The alternative approach, based on the market economy theory, is to promote access to health care by national health insurance, funded through employer-employee contributions, or through general taxation. 


The fundamental differences in these two approaches presents a dilemma for the developing countries and in many ways for the developed countries as well as they struggle to control health care costs. A health insurance approach may increase funds available for health care, but invites increases in expenditures for care, inequities in access to care, and an emphasis on curative as opposed to preventive service. This is decidedly a medical approach, promoting hospital and physician services, with public health inadequately addressed and left to the care of private medical practitioners. 


The market approach assumes that promoting competition will increase quality of care and attention to consumer needs, but is often associated with over-utilization of costly services and drives health costs to very high levels. It is a luxury available only to the very wealthiest countries and still may not provide all citizens with equal access to services. Developing countries may not have adequate funds to provide health care for all. At the same time developed economies may not be able to fund health services on demand at levels that consumers and providers might consider ideal. This has led many countries to restrict the supply of hospital beds and place other limitations on services and is the basis for the managed care approach in the United States.

Table 13.17: Goals, Issues, Strategies and Tactics for National Health Policies

	Goals
	Issues
	Strategies/Tactics

	National political commitment to improved health for all
	Health as a government responsibility

Universal access

Adopt international standards

Regional and social equity in access

Free choice by consumers and providers

Healthy life-style as national policy
	Health promotion as policy

Law/regulations

Regulate consumers rights in health

Public information on health

Advocacy groups - public, professional

	Financing within national means for social benefits 
	Adequate overall financing (>6%GNP)

Shift from supply planning to cost per capita per output

Categorical grants to promote national objectives
	Increase financing at national, state and local                   government levels

Health insurance as supplement

Define "basket of services" and consumer rights 

Reduce acute care beds to <3.5/1,000

District health authorities with capitation funding



	Management for cost-effectiveness
	Cost containment

Cost-effective health initiatives

Decentralized management

National policy, monitoring and standards 

Information systems/monitoring

District health profiles
	Increase primary care

Increase home care, long-term beds

Increase home care, non-admission surgery, long-term       care facilities

Health information systems

Managed care and DRGs

	Defining national health targets
	Define leading causes of morbidity,  mortality and    YPLL, hospitalization with regional analysis

Health promotion vs treatment philosophy

Prioritization for use of available resources

Use relevant international standards
	Social factor analysis in health

Improve health KABP

Community attitudes to health promotion

Promote public health, nutrition, environment, 

 immunization policies



The public service model is often poorly funded and leaves a national program under-funded with problems of quality and morale for the provider as well as the consumer. However, this approach is still essential in underdeveloped situations, whether in a developing or developed country. Even the most developed countries have substantial population groups living in poverty, with poor health conditions. The United States has some 40 million persons without health insurance and probably an equal number with very inadequate coverage. It also has rural areas ill served by collapsed rural health services. Study of international experience of health care systems helps to promote international standards and criteria. 


The health sector is under great pressure to constrain costs. Employer/employee contribution systems are implementing changes to control costs since health costs are partly responsible for making their industry non-competitive in the global market. At the same time, there are inflationary pressures of aging of the population, medical technological innovation and high professional and public expectations. Health system reform includes downsizing the hospital sector and building up community health care. 

Health Systems and the New Public Health

National health systems throughout the world are in process of change, seeking restraint in increasing costs, universal coverage, equity in access and quality, as well as efficiency and effectiveness in use of resources to achieve health targets. Many countries are looking for ways to provide universal and equitable care, while controlling costs and improving efficiency. There is no one answer to the search for a health system that works. 


Social security and social welfare systems took up the task of assuring access to health services over the past century. National health systems evolved to provide access to medical, hospital, preventive and community health services. Financing of services through general taxation based on progressive income tax, resource and excise taxes may be the most equitable way of raising funds. Many countries use Social Security systems based on employer-employee contributions to pay for health services. Universal access is a means of assuring that the economic barrier is removed for the total population and may lead to increased access to medical and hospital services for those previously excluded. It does not, of itself, guarantee achievement of important health targets. Allocation of resources is an even more fundamental problem. 


Beyond financing and resource allocation, there are many "non-tariff" barriers to health. Even in highly developed national health systems, such as that of the United Kingdom, social class, place of residence, education level and ethnicity play important roles in morbidity and mortality rates. Factors other than medical or hospital care are vital, as classic risk factors for disease, such as diet, smoking and physical fitness. Partly, however, social class differences in morbidity and mortality are the result of less well-defined aspects of poverty, such as depression, fear, insecurity and lack of control over one's life. These are issues that are important to achieve national health goals and equity.


Health systems must be continuously evaluated. Traditional outcome indicators, such as infant and child, maternal and disease-specific mortality rates are important, but not sufficient. Incidence of vaccine-preventable diseases, immunization rates for infants, anemia rates in infancy and pregnancy and handicapping conditions are also necessary. Newer measures such as DALYs and QALYs (see chapters 3 and 11) may help to change the emphasis from mortality to quality of life measures as part of evaluation. National health systems require data systems which will generate the information needed for this continuous process of monitoring. High quality academic centers for epidemiologic, sociologic and economic analysis are needed to train health leaders and managers and to carry out the studies and research vital for health progress.


Despite the structural diversity and underlying philosophical differences in national health systems, there are important common elements. They are large employers and among the largest industries in their respective countries. All face problems of financing, cost-constraint, overcoming structural inefficiencies and at the same time, finding incentives for high quality and efficiency. 


A national health system is a holistic entity with many parts. The quality of the community infrastructure (sewage, water, roads, communication), the quantity and quality of food, levels of education and professional organization are all parts of this continuum. Narrow planning for health systems ignore this message at the risk of missing its targets of improved health indicators. National health systems are not only methods of financing and assuring access to services, they are part of the larger social and economic development of a society and a major contributor to improved quality of life. 

Websites

World Bank. Health reform.online website   http://www.worldbank.org/healthreform/index.htm

Canadian Institute for Health Information. National Health Expenditure Trends, 1975-1998 at website 
http://www.cihi.ca/medrls/execsum.htm

Health Care Financing Administration   http://www.hcfa.gov/stats/indicatr/tables/

United States Department of Health and Human services. Health, United States, 1998. 
http://www.cdc.gov/nchswww/products/pubs/pubd/hus/hus.htm  (note this requires Adobe Acrobat software to download). Also available on CD-ROM including Lotus spreadsheet
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