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w Summary
This paper sets out an overview of the current
healthcare system in Canada, and also includes profiles of eight European healthcare systems. Some “best
practices” from the latter are appended by way of illustration, as well as charts offering a few country comparisons.
Canada’s healthcare system, described as “deep but
narrow,” offers universal and free access to medically
necessary treatments and procedures, at the primary
(physician or clinic) and secondary (hospital) care level. But significant gaps in coverage remain, the most
notable ones being the absence of a national pharmacare program and the exclusions of dentistry and
much long-term care.
Given this country’s constitutional structure, there is
really a confederation of thirteen different systems in
place, with a common core of five principles as set out
in the Canada Health Act and enforced by the federal
spending power. (Public administration; comprehensiveness; universality; portability; and accessibility.)
There is considerable fragmentation in health care delivery across the country and within provinces. Accessibility can be a problem after-hours for many, and is
generally so for the indigenous populations of Canada.
Wait times have been and continue to be a systemic
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problem, serious enough to spark court cases by supporters of privatization.
Eight European countries with differing healthcare systems are briefly outlined. As might be expected, each
system has its unique history and design features. Each
country considers the delivery of healthcare a social
priority. All face similar problems—rising costs, an
ageing population, regional disparities, availability of
human and material resources—and have developed
their own solutions.
Every European system looked at draws upon public and
private resources. This appears to be more or less seamless, and tends to be a matter of historical evolution.
One common characteristic of all the systems is a high
degree of decentralized delivery and decision-making.
Another is the implication of the public in their own
system, often through consultative bodies and patients’
rights legislation.
The principle of universality prevails in each of the
countries, whether as an outgrowth of occupational insurance schemes or implemented as state policy. Easy
availability of primary and hospital care, and of prescription drugs, are hallmarks of all the European nations surveyed.
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w Introduction
The Canadian healthcare system is a point of
pride for most of us. Too often, we find ourselves
comparing it to the US, with its dismal record of
bankruptcies due to medical bills, and its vastly inequitable access. But a far better comparison
would be to Western European countries, with their
well-entrenched systems of public healthcare.
To be blunt, they tend to work better than ours, and
they deliver more.
What can we learn from them? How can we improve our healthcare system in that light?
This paper does not address the “how,” so much as
the “what.” Canada’s healthcare system is fundamentally sound, but has wide gaps in coverage—it
is “deep but narrow.” We have no national pharmacare program, for example, although four provinces run versions of one. For far too many, longterm care and homecare present huge financial
obstacles. Most of us pay the full cost of dentistry,
which is not inconsiderable, for ourselves and for
our children.
Canada has fewer doctors per capita than any of
the eight nations surveyed, and fewer nurses than
five of them. The health of our population, too, suffers in comparison. Infant mortality, for example,
is shockingly high—significantly more so than the
European comparators. Dental health is frequently
poor. Life expectancy as a whole is relatively good
(while exceeded by Sweden, France and Italy), but
both the infant mortality and life expectancy of our
indigenous populations are a national disgrace.
4
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Profiles of the healthcare systems of eight European
countries strongly suggest that is possible to do better. The services covered are significantly more comprehensive, and they are generally more accessible
and more equitably delivered as well. And, judging
from the general good health of their populations,
their versions of public healthcare are getting the
job done.
We should avoid drawing a direct line, of course,
from a healthcare system to the health of a population. A host of other factors (traditional lifestyle and
diet, family support, socioeconomic and environmental conditions) preclude a simple cause-and-effect
explanation of a nation’s health—hence the heading used throughout the paper, “Outcomes/popular
health,” which suggests, instead, a correlation.
But that being acknowledged, it is obvious that
ready access to a well-running public healthcare
system is a significant factor in ensuring collective
good health. Such a system can always be made
more efficient, effective and comprehensive within
a progressive political context. Public health and
wellness campaigns, school programs, affordable
long-term care and home care, universal dental
and vision care, prompt medical treatment and affordable medication as needed, are all part of the
fabric of an ideal system.
But it need not remain an ideal, as the European
examples indicate. All such improvements are, as
indicated, practicable and do-able. What is needed
is political will, including the complex navigation
of our jurisdictional arrangements, the appropriate
5
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allocation of government resources, and fair-minded dealing with the providers of medical goods and
services, including, in the case of pharmacare, the
pharmaceutical companies.
Healthcare reform alone will not bring Canada to
an optimum state of health. Income inequality in
Canada, for example, currently rising, has significant harmful effects upon public health. Related to
that, food insecurity, which affects one in eight Canadian households, takes its obvious toll, and pollution
does as well.
But a healthcare system is, like politics, the art of
the possible. A better one is within our reach.
We can build it—if we choose.

6
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Healthcare
Profiles
Country by country
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C ANADA
1. Overview
History
While the universal hospital care plan established in 1947 by the
CCF government in Saskatchewan is often regarded as the beginning of medicare in Canada, provincial governments (responsible
for health under the Canadian Constitution, formerly the British
North America Act) had been involved to some degree in public
healthcare since 1874.
Ontario was the first province to mandate free hospital care for the
poor in that year, and the first to introduce a workers’ compensation
scheme in 1914 that covered medical and rehabilitation expenses for
workers injured on the job. Ontario was also first to institute a medicare
plan for those on social assistance, in the mid-1930s. Other provinces
followed suit.
In 1934, in the midst of the Depression, pre-confederation Newfoundland initiated a system of small hospitals and medical care to serve
outport fishing communities; by the time it had joined Canada (1949),
47% of the population was covered.
Immediately after WWII, the federal government proposed a 60%-40%
cost-sharing agreement with the provinces to establish universal health
insurance. It was rejected. But in 1956, Ontario proposed a shared-cost
hospital plan; the federal government agreed to fund any province that
8
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agreed to a set of minimum national standards. By 1961, all ten provinces had agreed to participate.
This infusion of federal money enabled Saskatchewan to take the next
step: a universal, single-payer medicare plan, which served as the model for a Canada-wide healthcare regime. By 1972, all provinces and
territories had adopted the plan, but with varying degrees of coverage.
The Canada Health Act of 1984 used the federal spending power to
enforce national healthcare standards. The legislation discouraged extra-billing by physicians and patient user fees by withholding federal
transfer payments in the same amount. By 1988, both practices had
become largely a thing of the past.
More recently, however, the public healthcare system has come under
sustained attack. Illegal extra-billing and user fees at private clinics
have begun to proliferate across the country, exacerbated by provincial inaction (e.g., British Columbia) or open defiance of the Canada
Health Act (Saskatchewan), the latter tacitly agreed to by the federal
government. There have been legal challenges in Quebec and BC to the
public system: the latter is still before the courts.

Current system design and characteristics
Every province and territory has its own medical insurance plan, adhering to the five core principles outlined in the Canada Health Act:
public administration;
comprehensiveness (medically necessary hospital care, physician services and dental surgery in a hospital);
universality (all residents covered);
portability (coverage maintained anywhere in Canada); and
accessibility (regardless of ability to pay).
Canadian citizens/permanent residents are guaranteed access to
medicare. Limited services for undocumented immigrants (including
unsuccessful refugee claimants) are available through the provinces/
territories.
9
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While publicly administered, healthcare in Canada includes the wide
use of private diagnostic and other services, and most doctors practise
as individual contractors.
Private health insurance (held by approximately two-thirds of Canadians) is usually employment-based and covers elements of healthcare
not supported under the public system, such as drug expenses, dental
care and vision care. All of these require patient co-payments.
Because health comes under provincial/territorial jurisdiction, the system is, in some respects, really thirteen systems with a common core.
Health planning is carried out at the provincial/territorial level, as well
as public health programs. Remuneration of doctors is negotiated with
the provincial/territorial medical associations.
The federal government is responsible for enforcing national standards,
regulates prescription drugs, and provides a package of benefits (e.g.,
drugs, dental care, vision care) to indigenous peoples (First Nations and
Inuit). Certain expensive drugs may be provided by the federal health
department’s Special Access Program.
Hospital and physician care are free at point of service. Pharmaceuticals and long-term care are subsidized to varying degrees, depending
upon jurisdiction. Limited subsidies are also available for hearing aids
and glasses.
Primary care is delivered by a family doctor or clinic, including walk-in
clinics. Public or non-profit hospitals deliver most acute care.
Dentistry is not covered under national healthcare (other than for Aboriginal peoples under a federal program), nor are ambulance services,
psychological counselling, and most physiotherapy. There are targeted
dental care programs for social assistance recipients, children seniors and
those with disabilities, depending upon provincial/territorial jurisdiction.
Long-term care is not insured under medicare; provincial/territorial
subsidies vary by jurisdiction. Care requiring 24-hour nursing supervi10
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sion is funded by provinces/territories, as is hospice care. Most primary
mental care is handled by family physicians, following massive deinstitutionalization in the 1960s and 1970s.
There is no national or provincial/territorial patients’ rights legislation,
and little formal public participation in the healthcare system.
In 2015, 70.7% of total health spending came from tax revenues. Total
health spending was 10.9% of GDP in 2017.

Prescription drugs
Canada is the only country with a national healthcare system that
has no national pharmacare program. Instead there is a patchwork of
varying degrees of financial support for prescription drug purchases.
The cost of prescription drugs in Canada, meanwhile, is the third-highest in the world.
Four provinces have pharmacare programs of their own: Manitoba,
Nova Scotia, British Columbia and Quebec. The latter has a mandatory plan in which residents must either take out available private insurance, or enroll in the public one (RAMQ). It has been criticized as
expensive and inequitable.
Many Canadians (other than hospital patients) who do not have a
private drug plan, or who do not fall into specific groups (as defined by
individual provinces/territories), must pay the full cost of their prescription drugs, or forego purchasing their prescriptions—as one in ten do.

2. Accessibility/Delivery
The perennial shortcoming of the Canadian healthcare system is wait
times. These have formed the basis, in fact, of recent legal challenges
to the public healthcare system invoking the constitutional right to life,
liberty and security of the person.
11
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In addition, the “deep but narrow” coverage of medicare has left
gaps in health care. Long-term care, for example, the demand for
which will increase as the population ages, can be prohibitively expensive, and Canadians are dependent upon a fragmented, poorly
co-ordinated array of public and private supports to meet various
other health needs. It is estimated that between 66%-84% of elder
care is delivered by informal caregivers, who can qualify for tax
credits.
After-hours care suffers from an over-reliance on hospital emergency departments. Only about a third of Canadians report the ability
to access it elsewhere. More than half of physicians in Canada have
no arrangement for after-hours care. In most jurisdictions there is a
24-hour “telehealth” line, where a registered nurse can respond to
patient inquiries.
Relatively poor Aboriginal access to health care is partially due to
cultural barriers, including racism; partly because of the logistics
of health services delivery in remote locations; and in part due to
federal government inaction or even active resistance to providing
equitable access.
With the obvious exception of the on-reserve Aboriginal community, the healthcare system does not experience large disparities in access. Equalization payments and the Canada Health Transfer allow
less-affluent regions to meet national healthcare standards.
The number of doctors in Canada (2.54/1000 in 2015) is considerably lower than the OECD average. The number of nurses, however
(9.9/1000 in 2015), slightly exceeds that average.

3. Outcomes/Popular Health
Canada’s average mortality rate was 82.13 years in 2015, significantly higher than the OECD average of 80.6 years. In 2017, it was
12
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projected to be 79 years for men and 83 years for women in the
general population.
Among the Aboriginal population, however, the figures are considerably lower. Inuit had a projected life expectancy of 64 years
for men and 73 years for women in 2017; for Métis and First Nations, the figures are 73-74 years for men and 78-80 years for
women.
Infant mortality is high in Canada—even “shockingly high”—
compared to most OECD countries: 4.5/1000 live births. For indigenous peoples, the statistics are even worse: in 2012, the rates for
First Nations and Inuit were 190% and 360% higher than for nonFirst Nations and those living in non-Inuit locations, respectively.
There is a gender difference, too, with respect to health services,
and hence health outcomes: women are reportedly less likely to
receive needed critical care, and older women are more at risk of
receiving inappropriate medication.
Obesity, including child obesity, according to the Journal of the
Canadian Medical Association, has reached epidemic proportions
in Canada, as is the case in other developed nations. Smoking, on
the other hand, had dropped to 13% of the population by 2015,
the lowest rate ever recorded to that date. In 2016, 16.6% of Canadians were drinking alcohol to a degree that put their long-term
health in jeopardy, and this figure may be underreported.
Given the significant out-of-pocket costs and lack of public funding for dentistry, a high level of inequality in terms of dental
care has been noted. Two successful school dentistry programs, in
Saskatchewan and in Manitoba (for rural children), were discontinued.
There are targeted programs (e.g., for those on social assistance),
but most Canadians either pay the full costs or, like approximately six million Canadians, avoid dental care because of cost.
13
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4. Future trends
The notion of a national pharmacare program has become part of the
national debate about the future of Canadian health care, and may
finally be on the horizon.
Bilateral agreements between the federal government and the provincial/territorial governments have replaced past attempts to achieve
consensus across the country with respect to health care cost-sharing
as a whole. All provinces and territories have now signed on to a lower
annual Canada Health Transfer increase, in return for receiving new
money to address targeted areas such as home and community care,
mental health, and addiction. The effectiveness of this initiative will
take some time to measure.

14
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F INLAND
1. Overview
History
Finland’s current healthcare system arose gradually over many years.
Healthcare as a public responsibility can be traced back to the 1870s.
Public healthcare initially focused upon tuberculosis and other public
health issues, including mental health. In the 1950s-1960s, the number
of hospitals tripled, and their operation was decentralized to the municipalities. Most (90%) of public health spending was on hospital care
during that period.
A universal National Health Insurance (known as “Kela”) scheme was
introduced in 1963.
In 1979, the Occupational Health Care Act was passed, requiring employers to provide their workforce with occupational health services. By
1995, 80% of the workforce was covered.
User fees, which had been abolished years earlier, were re-introduced
in 1993 during a severe economic downturn. In 2015, these fees were
increased by 30%.
Finnish municipalities have traditionally held considerable power, and
since 1993, as a result of state downloading, have been charged with
administering the primary healthcare system through a system of local
15
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healthcare centres. They are currently responsible for providing most of
Finland’s healthcare services.

Current system design and characteristics
Health care in Finland is delivered at three levels: municipal (primary
care), regional (hospital care) and state (specialized hospitals). There
are also three parallel systems: public health care, occupational healthcare, and a small but growing private sector (17% of doctors, double the
number two decades ago), in which services are paid for either through
private medical insurance or out-of-pocket.
Kela reimburses citizens and permanent residents for physician treatment (even a portion of private medical expenses), dental care, and
hospital examination and treatment. Preventive healthcare, maternity
care and child health are free and universal. Children under 18 receive
all of their medical care free. Contributions to Kela are based upon income.
Employers are required to pay for occupational healthcare; some even
provide on-site medical services. Kela reimburses them 50%. Some employers provide private insurance as a benefit.
All in all, 74% of health spending is publicly funded—lower than the
EU average (79%): most of the rest is paid by households.
Municipal health centres are usually staffed by three general practitioners, a midwife, nurses and administrative personnel. The nurses
are highly skilled, performing some functions reserved for doctors in
other countries. The centres frequently have in-patient wards.
Innovations such as a legislated school lunch program and the well-established “baby boxes” have played their role in promoting wellness in
Finland, the latter by encouraging the use of existing maternal welfare
services.
Patients’ rights are guaranteed by law.
16
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Prescription drugs
Pharmaceuticals are subsidized to varying degrees by Kela: approximately 40% in general, with higher rates of reimbursement for patients
with chronic diseases or life-threatening ones. All patients are reimbursed almost entirely (2.50 Euros per script) after an annual expenditure of 605.13 Euros (2018) has been reached.
Price controls have been used, and generics promoted, to keep costs
down. As a share of health spending, pharmaceutical costs have
dropped, from 16% in 2000 to 12.5% in 2015—both lower than the EU
average of 17%.

2. Accessibility/Delivery
Municipal health centres are open during the work-week. They must
provide telephone contact and attend to patients within three working
days, sometimes over the phone. They offer a wide range of services,
to the general public and to schools: these include general care and
screening, counselling, homecare, maternity care, and dentistry.
Many services are free, but there are user fees for doctor’s appointments,
visiting an emergency clinic, and getting a medical certificate. A fee is
also payable for missed appointments.
Not surprisingly, urban centres are better served than rural areas. But
relatively low health spending by the current government has produced
long queues, even in Helsinki. Appointments can take many weeks. Reliance upon private doctors is a consequence.
Low-income and unemployed people do not fare as well as employees
who can access the occupational health regime and/or afford private
insurance, wait times are a particular problem.
The number of doctors and nurses per capita has risen since 2000. The
number of nurses per capita is now the second-highest in the EU. Den17
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mark (14.6/1000 of population, compared to an EU average of 8.4).

3. Outcomes/Popular Health
Life expectancy in Finland was 81.6 years in 2015—a significant improvement from 2000 and one year above the European Union average.
Infant mortality is very low (currently <2/1000 live births), and continues to drop.
Public education programs continue to address smoking and alcoholism; the rates of both have been significantly reduced. The latter may
be offset, however, by the deregulation of alcoholic beverages sales by
the government.
Finland’s indigenous people (the Sami) had a lower mortality rate in
the 1980s than the Finnish population in general, but is now at the
same level, likely due to increased integration.

4. Future trends
Finland is moving from a multi-payer to a single-payer system, to be
financed through general taxation.
The current Finnish government is planning to implement a major
overhaul of the healthcare system by 2020. One major aspect is healthcare administration: responsibility for the organization and delivery of
services will be more centralized, moving from the municipal level to
18 regional governments. Greater integration of service, and centralization of emergency and specialist care, are part of the reform.
The system will be made more open to the private sector. The centre-right government hopes this will save three billion Euros over ten
years. This part of the package has not been without controversy.
18
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D ENMARK *
1. Overview
History
Denmark has a long tradition of state-managed healthcare, establishing a number of public hospitals in the 1800s. Health insurance was
created by co-operatives and philanthropic organizations in the second
half of the 19th century, and, as of 1892, it was subsidized by the state.
Insurance covered hospital stays and primary care by GPs. By 1973,
90% of the population was insured. Free health examinations for pregnant women and pre-school children, and school medical services, were
introduced country-wide in the 1930s-1940s.
In 1973, private health insurance was replaced by a national healthcare system financed out of general taxation: this was administered by
municipalities and county governments.
In the 1980s, in part as a cost-containment measure, home care began
to replace institutional care for ill and disabled older citizens.
Largely in the interests of providing equal levels of quality and service
in healthcare across the country, the government replaced its 14 counties with five regions in 2007, and its 275 municipalities were merged
into 98. The state and municipalities took on new healthcare tasks,
while the role of the regions was reduced.
19
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Current system design and characteristics
Danish health care has been heavily decentralized since the mid-18th
century. At present, the municipalities are responsible for primary care
and prevention, financing this in part through local taxation.
Regional governments, which receive block grants from the government, administer hospital, prenatal care centres and community
psychiatric units. They pay the salaries of GPs, dentists, and physiotherapists, and cover pharmaceutical costs. The government sets and
implements policy, and is responsible for overall health expenditures
at all three levels. In practice, those levels are considerably intertwined.
Dental treatment is free for those under 18, and provided via the school
system in on-site or nearby clinics. It is reportedly 99% utilized. Dental
care is partially covered for those over 18.
Homecare has been replacing nursing home care over time. There were
27,600 homes in 2001, dwindling to 9,400 by 2009.
There are 200-300 patient activist groups, which are an integral part of
the healthcare system. They participate in public debate and advocate
in the area of health policy.
There is also a growing private sector, seen by some as a threat to
healthcare equity principles. GPs, pharmacists and other self-employed
medical professionals have always been private practitioners. Private
hospitals and clinics constituted 2.2% of total hospital activity in 2010.
Private insurance is widely used to cover co-payments for drugs, physiotherapy and dentistry. Insurance to permit greater access to private
health providers is often paid for by employers.
There is an array of user fees in the system, independent of a patient’s
income, which one report describes as having “no logical pattern.”
State health expenditure in Denmark was 10.6% of GDP in 2015. In
20
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2013, Denmark spent USD4,553 per capita, higher than the OECD average of USD3,453.
Patients’ rights have been guaranteed by law since 1998.

Prescription drugs
Prescription drugs are largely subsidized, with a graduated system of
annual deductibles depending upon usage. Those 18 and over pay full
cost up to an annual maximum of 890 Kroner (2018)—about $187
CDN. From there they pay 50% up to the second threshold (app. $305
CDN), 25% up to the next one (app. $657 CDN), and 15% after that.
For children, payment is 60% to the second threshold, and then the
same scale applies.
Further subsidies are available for those with chronic illnesses, with
terminal illness, or those with low income.
Costs of pharmaceuticals are presently contained through a government-run system of internal reference pricing, which has encouraged a
switch to generic over brand-name medicines.

2. Accessibility/Delivery
Health coverage is universal for Danish citizens and residents. There
are two options in the national system: one of them offers more access
to specialists, without referrals. But only 1% of the population has chosen that path, indicating general satisfaction with the referral system.
Maximum wait times, even for elective surgery, are legislated. Since
2007, the waiting period for hospital admission is one month. If that
requirement is not met, patients may seek private treatment at government expense. In practice, elective surgery wait times are just under
two months.
21
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There are some inequities in health delivery, including a rural/urban
divide. To overcome communications difficulties with immigrants/refugees, there has been, since 2011, a right to interpretation services on
arrival, which lapses after four years.
82% of Danes are satisfied with ease of access to and availability of
their GP, but this is below the EU average (88%). Inpatient and outpatient care is highly rated (93% and 96%, respectively).
The number of nurses in Denmark is higher than the EU average. Over
the period 2001-2009, the number of doctors rose by 2.8% annually.
Relatively high cancer mortality rates have been linked to gaps in the
primary care system (early diagnosis), and, possibly, insufficient access
to specialist care.

3. Outcomes/State of popular health
Denmark has a relatively low life expectancy: 79.66, ranking 49th in
the world and below the EU average (80.6 in 2015). Denmark has high
rates of alcohol consumption and obesity, which need to be systematically addressed.
Infant mortality has been steadily decreasing since the 1950s: in 2004
(OECD) it was 4.4/1000 live births, which had declined to 3.7/1000 by
2015.

4. Future trends
Primary care has been identified as an area requiring improvement.
This has been hampered by the discontinuance of a comprehensive
computerized medical record system, declared illegal in 2014 and now
inaccessible.
22
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Improved cancer screening, and public health education targeting excessive alcohol use and obesity are likely to be implemented over time.
________
*(Note: this synopsis deals with mainland Denmark. Greenland, a Danish
possession with home rule, is non-comparable in numerous ways and would
require its own summary.)

23
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N ORWAY
1. Overview
History
Norway’s interest in public healthcare arguably stretches back further than 400 years. More than a century ago (1909), nearly a third
of Norway’s workforce was covered by mandatory sickness insurance.
The modern healthcare system was ushered in after WWII with a series
of legislation: a system of public health services, school medical and
dental services, a universal sickness benefit (1956) and many other initiatives since.
The public health sector continued to grow exponentially. In 1980, it
employed 181,000; by 2000, that had risen to 356,000.
As of 2001, every citizen has the right to a permanent doctor (GP) in
their area.
Public health spending increased from 3.5% to 8% from 1950 to 1976.
A radical reform of the old centralized system took place in 1982, when
state health administration was regionalized. In 2002, the state took
back the control of hospitals.
At the present time, Norway spends more per capita on health than
any other country but the US and Switzerland. (Spending is more or
24
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less the EU average percentage of GDP; the apparent discrepancy is
accounted for by a very high GDP/population ratio.)

Current system design and characteristics
The state accounts for 83-85% of total health spending in recent years,
well above the OECD average (73%). Private health insurance in Norway is accessed by 9% of the population (15% of the workforce): 91% of
those premium costs are borne by employers.
Out-of-pocket payments (mostly user fees) are required for visits to doctors and physiotherapists, and for day surgery: these charges account
for about 14% of total health spending. Hospital admissions and in-patient treatment are free
Dentistry is fully covered for those under 18, as well as the mentally
handicapped, some old age pensioners, and those deemed in need of
dental care by county officials. Those between the ages of 19-20 have
75% coverage. Adults pay the full cost of dental care.
The healthcare system in Norway operates on three levels: the state
(which determines policy and its implementation), four regional authorities, and its 428 municipalities.
Primary, nursing and preventative care are provided at the municipal
level, as well as long-term care (including home care). The country’s
85 hospitals come under the jurisdiction of the four regional health
authorities.
Patients’ rights are mandated by law.

Prescription drugs
The costs of prescription drugs are capped. After an annual deductible
of 206 Euros (2015), 90% of prescription costs are reimbursed. (Prescription drugs for low-income pensioners and children under 16 are free.)
Some prescription medicines (the “white class”) are fully reimbursed;
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others (the “blue class”) are subsidized.
Norway’s drug costs are one of the lowest in Europe, and have been falling by an average of 2.4% annually over the past several years. Prices
of brand-name drugs are strictly regulated, and incentives are used to
encourage competition in the generic section of the market, where external reference pricing is applied.

2. Accessibility/Delivery
99.6% of Norwegians are registered with a local general practitioner.
The number of medical practitioners has been rising over several decades; the numbers are high in comparison with other EU countries.
Due to new treatment options, the number of hospital beds has been
steadily reduced since the 1980s.
Geographical and social inequities persist, however. Citizens in rural/
remote areas need to travel far to access health care. Specialists are
concentrated in urban areas. A widespread ambulance network does
help to offset this disadvantage.
Norway has less inequality than any EU country (NB: Norway is not an
EU member, but is part of the European Economic Area [EEA].) But socioeconomic differences with respect to access persist nonetheless. Less
well educated people suffer a 50% higher rate of chronic and long-term
ailments.
Long wait times are an on-going concern, especially for elective surgery.
New immigrants and national minorities are posing some challenges
to the health system with respect to integration and equality of access,
due to a complex of factors. Health authorities are positively engaging
these challenges, but there is insufficient data in some areas—for example, with respect to indigenous Sami.
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3. Outcomes
Norway’s population is in good health overall. Life expectancy in 2013
was 81.53 years, above the EU average of 80.14. The gap between life
expectancy and healthy life years is about half of the EU average. In
fact, Norway’s healthy life expectancy ranks 10th in the world for women and 13th for men.
Mortality rates from all causes of death were almost 15% below the EU
average. Mortality from ischemic heart disease, stroke and cancer were
individually lower than the EU averages. This is in part as a result of
public education and prevention, and also due to the quality care delivered in Norway’s hospitals.
Infant mortality has dropped steadily. In 1990, it was 7 per 100,000
births; in 2015, 3.7 (OECD).
Lastly, it might be noted that the job satisfaction of Norwegian physicians is increasing.

4. Future trends
No austerity measures appear to be on the horizon. Changes in administrative structures, service provision and new infrastructure are part of
the 2015-2020 Norwegian government’s five-year plan. Growth in the
healthcare sector is expected, and more user/patient involvement in
the over-all design of the system is being encouraged.
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S WEDEN
1. Overview
History
Public healthcare in Sweden has a long history, beginning with the appointment of publicly-funded doctors in 1733, the rural ones financed
by the national government, and the urban ones, out of municipal
funds.
In 1946, Sweden passed the National Health Insurance Act, which was
not implemented until 1955. It stipulated universal health coverage, to
be funded out of county tax revenue.
By the 1960s, 80% of physicians worked in government-administered
hospitals. In 1970, a reform made all doctors salaried employees of
the hospitals, although they could practise privately as well. The 1984
“Dagmar reform” significantly restricted this.
The government reintroduced a private sector option in the 1990s,
hoping to shorten patient wait times. But waiting lists soon began
to rise again after an initial drop, as did costs. Citizens were provided guarantees of maximum wait times in 2005; this was legislated
in 2010.
Between 2006 and 2014, a centre-right government opened the door to
private-sector delivery of public healthcare. This has provoked massive
popular opposition, but the trend continues.
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In 2015, Sweden introduced a patients’ rights law, the last of the Nordic
countries to do so.

Current system design and characteristics
Healthcare in Sweden is delivered at three levels: the state government,
21 county councils/regions (there are six medical regions into which
counties are grouped) and 290 municipalities. Most of the responsibility for the provision of care falls to the intermediate level (county councils/regions). The municipalities are responsible for services for persons
with disabilities, and geriatric care. The state sets policy (as of 2003,
this was codified in 11 health objectives), but the system is largely funded by the counties/regions.
Sweden spends more on healthcare than the OECD average: in 2013,
11.0% of GDP, compared to the OECD average of 8.9%. 84% of health
funding came from public sources. The rest is primarily user fees; those
under 20 are exempted by most county councils. User fees for health
care visits have an annual cap.
Much of the country’s medical spending is on primary care, delivered
locally, and on the hospital system. There are about 70 public county
hospitals, with two-thirds of them being acute care hospitals open 24/7.
Since 2005, more emphasis has been placed upon outpatient and primary care.
Public health screening, maternity support and free vaccination for
children are features of the health system. Mammography was made
free in 2016, and in 2017, contraception for women was subsidized for
women up to and including the age of 20.
The number of doctors (4.188/1000 population: 2014) and nurses, including midwives (11.876/1000: 2014) significantly exceeds the EU average.
Dentistry is free up to the age of 20, and that limit is slated to rise to the
age of 23. Dental care after that age is subsidized to varying degrees
based upon annual expenditures.
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Since 2010, citizens are legally guaranteed a visit to a GP within 7 days,
a specialist within ninety days, and treatment within ninety days of
diagnosis. There are user fees for visits to a primary-care doctor, from
100-300 Swedish kronor ($16-$48 CDN), depending upon the county
council; and for a visit to a specialist, capped at 400 Swedish kronor
($64 CDN). These expenditures are capped at 1,100 Swedish kronor
(($176 CDN) per annum.
Citizens may take out private insurance, but this is little used in Sweden. In 2016, only about 10% of employed people carried it, and it
accounts for less than 1% of overall health expenditure.
The Swedish Health and Medical Services Act guarantees patients’
rights. Every county council is required to have a patients’ advocacy
committee. On the political side, there are more than a hundred patient advocacy groups in Sweden.

Prescription drugs
There is a graduated system of co-payment for prescription drugs, after an annual deductible. Total annual expenditure is capped at 2,200
Swedish kronor/annum, or $352 CDN. Payment is capped annually.
Inpatient drugs are paid for by the county councils; prescription drugs
are reimbursed by the councils through a block grant from the government.
Prescription drugs are free for those under the age of 18.
Generic substitution by pharmacists is mandatory, and generic drug
manufacturers are encouraged to compete. Overall control of drug
prices falls to a state agency, the Dental and Pharmaceutical Benefits
Agency (TLV), which uses external reference pricing and a system of
refunds (managed entry agreements) paid by pharmaceutical companies to county councils when introducing new drugs. Those drugs are
also subject to a rigorous values-based pricing analysis by both the TLV
and the county councils.
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2. Accessibility/Delivery
Long-term care is shifting from institutional to home care. Maintaining
its high quality is considered a health care priority.
Waiting times continue to be an issue. The legislated guarantees
have not been reached by any of the 21 county councils (2012). In
a 2010 survey, 63% reported satisfaction with primary care wait
times, but only 40% expressed some level of satisfaction with hospital ones.
Socioeconomic inequities in the system have not been not fully addressed. There is considerable variation by county in health care delivery, and in user fees. Dental health varies widely by socioeconomic
groups.
Privatization of delivery may be threatening the consistency of health
care across the country, and the coordination of patient care across the
system remains a problem.
In some areas, such as hip fractures and strokes, follow-up care has
been lacking.
Almost all women avail themselves of maternity support of various
kinds. Child vaccination is free and the coverage rate is high.

3. Outcomes
Life expectancy in Sweden is one of the highest in the world. In 2015, it
was 84 years for women, and 80.3 for men. Life expectancy was higher
in the south than in the north of the country.
Infant mortality is presently 2.6/1000 (2017). It has been steadily declining for many years. The EU average in 2015 was 3.7.
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Public health education has substantially reduced smoking. Screening
programs for breast cancer and cervical cancer have significantly lowered the mortality rate. Several councils have implemented screening
for aortic aneurysm and colon cancer.
Young members of the indigenous Sami community actually have
comparatively better health than their ethnic Swedish comparators.
Swedes enjoy a high level of good dental health.

4. Future trends
The strong public reaction to increasing privatization in public service
delivery has not yet reversed the trend, but there are signs that it may
yet do so.
The ageing population, as elsewhere, will require on-going adaptation
by the system.
Women’s health has become a healthcare focus, and will continue to
do so, as will efforts to improve care coordination.
The financing of healthcare in Sweden is not facing the prospect of any
major change.
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G ERMANY
1. Overview
History
Germany was the first country to introduce, under Chancellor Otto von
Bismarck in 1883, a self-governing mandatory national health insurance scheme for industrial and blue collar workers and artisans.
This expanded over the next century to cover occupational accidents
and disease, old age, disability, and, as late as 1994, long-term care.
Numerous new groups came under the insurance umbrella, such as
unemployed people, dependents, students, pensioners and people with
disabilities. Farmers were covered in 1972.
Responding to a financial crisis, co-payments of 10-20% for pharmaceuticals and medical aids were introduced in 1923; the unemployed
were exempted. Co-payments for consultations were introduced in
1930.
National health insurance (SHI) covered 10% of the population in
1885; by 1925 this number had risen to 51%. In post-war West Germany, the figure rose again (88%) while in East Germany nearly 100% of
the population was covered after 1949. The scheme was financed by
contributions from employers and employees, eventually on a fifty-fifty
basis. But since 2005, employees have had to pay slightly more.
Reunification in 1990 led to the adoption of the West German Bismarck33
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ian insurance system country-wide. Reforms since then have largely
centred upon cost containment.
Since 2009, health insurance, either statutory or private, has been mandatory for all citizens and permanent residents.

Current system design and characteristics
The current healthcare system, largely self-governing, operates at three
levels. Federally, the system as a whole is administered by the Ministry
of Health and numerous agencies and committees reporting to it.
Germany is composed of 16 states, or Länder, which oversee health delivery in their jurisdiction, including medical, dental and pharmaceutical training and education; most delegate authority for public health
to municipal governments.
The third, “corporatist,” level, composed of both payers and providers, are delegated considerable power by the federal government. This
component is composed of the federal and regional associations of SHI
doctors and dentists, sickness funds, and the Federal Association of
Sickness funds, all quasi-public corporations. There is a paramount decision-making body called the Federal Joint Committee, established in
2004.
German healthcare is a mixed public and private system, so mixed, in
fact, that health delivery is reportedly “untainted by ideology.” Primary
medical and dental care is delivered almost entirely by private providers. Hospital care can be provided by public and private non-profit or
for-profit institutions, and treatment at almost all of them is covered by
the SHI.
There were 118 occupationally-based and “open” sickness funds in
2016, delivering SHI protection to nearly 70 million people (85% of the
population). Contributions to these funds, set at 15.5% of income (with
an upper threshold of 4,050 Euros/month in 2014) are pooled and re34
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allocated. Another 11% were covered by private insurance (which can
also be taken out by those covered by SHI to top up SHI reimbursement), and 4% by sector-specific regimes (such as the military).
A strict, historically-based institutional separation exists between public health services, hospital and ambulatory care, although measures
are being taken to integrate these.
Public sources accounted for 72.9% of total healthcare expenditure in
2012. A significant decrease in public expenditure for long-term care
has been realized through the substitution in 1993 of mandatory longterm care insurance for social assistance.
Out-of-pocket payments (for co-payments and services not covered by
a person’s insurance scheme) were 13.7% of total health expenditure
in 2011. Up to 30% of the SHI-covered population are fully exempted
from co-payments (e.g., those under 18, and those whose costs exceed
a set annual threshold).
Basic dentistry costs, including preventative care, are also reimbursed.
Cancer screening and other preventative health measures, including
occupational health promotion, are covered as well.
Health spending in Germany was 11.2% of GDP in 2014, against an
OECD average of 8.9%. The healthcare sector employs a significant
section of the German workforce (11.2% in 2011). Between 2000 and
2009, there was an annual rise of 2.3% in healthcare spending in real
terms..
In 2013, a patients’ rights law was passed. Patient participation within
SHI decision-making bodies is an integral part of the healthcare system.

Prescription drugs
Prescribed pharmaceuticals are covered by the German healthcare system, with a co-payment ranging from 5-10 Euros per script. Overall
costs are contained through such mechanisms as reference pricing and
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mandatory generic substitution.
A state evaluation process instituted in 2011, established through the
Act to Reorganize Pharmaceuticals Market in the Statutory Health Insurance System, has proven to be effective in curbing Germany’s historically high drug prices (26% higher than the EU average). In 2015
alone, Germany saved $1 billion (USD) on the cost of new drugs.

2. Accessibility/Delivery
There were 2,017 hospitals in Germany in 2012, with 501, 475 beds,
or 6.2 beds per thousand of population, the highest ratio in the EU,
despite the number of acute care beds having steadily declined since
1991.There were 121,198 SHI-certified doctors practising in 2012, and
826,000 nurses and midwives.
Access to healthcare is generally good. Wait times are low or non-existent, due to large capacity, and satisfaction with after-hours care is
high. After-hours care provision is mandatory.
The division of coverage between the SHI and private insurance, however, is seen to cause inequality of access. Privately insured patients
may enjoy longer medical consultations and shorter waiting times to
see specialists.
Moreover, in a 2011 survey, 17% of those with above-average income,
and 27% with below-average income stated that they had not visited a
doctor for cost reasons.
Care is also not uniformly accessible across the country, with an oversupply of doctors in many urban areas but growing shortages in some
rural areas. Quality of care, particularly primary care, requires improvement as well.
Immigrants and asylum-seekers experience disparities in accessing
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health care, including palliative care.

3. Outcomes/Popular Health
Life expectancy is higher than the OECD average--81 years in 2015
versus 80.6.
Rates of smoking and drinking, and obesity, are above the OECD average.
Since 1990, the mortality rate from heart attacks has dropped by nearly
50%. The rate of cerebrovascular disease has declined in that period by
63%.
Infant mortality in 2015 was 3.3 per 1000 live births (OECD). There has
been a fairly steady decline in this rate for decades

4. Future trends
There are no radical reforms on the horizon. Improvements can be expected in system coordination (such as between the hospital and ambulatory care sectors), in the promotion of improved quality of care,
and greater equality of access.
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F RANCE
1. Overview
History
Before WWII, health care in France was largely covered by mutual benefit associations. In 1930, the government mandated compulsory employer health protection for low-earning employees. By 1939, two-thirds
of the population had coverage from mutual benefit associations.
With the creation of universal health insurance (SHI) in 1945, the mutual benefit associations disappeared or became private insurers. SHI
was, when created, somewhat of a patchwork system, grandfathering
in some pre-existing insurance schemes and covering only workers
(who paid premiums along with their employers) and their dependents.
Coverage was extended to all legal French residents with the 1999
Universal Health Coverage Act (CMU). In 2009, regional health units
(ARSs) were created to manage health care services and coordination,
within the national healthcare budget.

Current system design and characteristics
Health coverage in France is universal and compulsory: its administration is, in a word, complex. It is funded partly through employee-employer contributions, and, more and more, through taxation. 95% of
the population is also covered by employer-provided (or means-tested)
health insurance that covers co-payment for various health services,
38
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but is not employed for queue-jumping.
The SHI is composed of three main regimes. The first covers employees,
their families and other individuals qualifying for basic coverage; the
second, the agricultural sector; and the third, self-employed persons.
(There are a number of smaller regimes as well, including autonomous
ones for miners, national railway employees, national bank employees, clergy and seafarers. Alsace and Moselle have their own scheme.)
Since the mid-1990s, the 26 regional health units (ARSs) have taken on
much of the responsibility for day-to-day management of the system.
The government sets policy, is responsible for planning, and establishes contribution and earmarked tax rates. Quality of care is nationally
regulated.
Elected general councils (96 in metropolitan France) govern the departments—territorial communities, which are in turn grouped into regions. These councils are responsible for elder care and people with disabilities, prevention of some diseases, and public health and hygiene
in cooperation with the municipalities. (They have a number of other
social roles that overlap healthcare.)
Hospitals in France are mostly private; some are non-profit, but 39% of
all hospitals are for-profit institutions, a comparatively high number.
The number of beds has been declining for more than two decades, in
part due to their replacement with nursing homes, home care, outpatient care, and the de-institutionalization of mental patients.
Doctors may choose to practise privately, and may extra-bill (although
low-income people cannot be extra-billed). Dentistry is free up to the
age of 18; adults are partially reimbursed by the SHI, and through private insurance. Extra-billing accounts for 56.3% (2013) of physician
and 53% of dental charges, although much of this is covered by the SHI
and by private insurance.
Patient rights were legally established in 2002, in the Patients’ Rights
and Quality of Care Act, and their advisory participation in the system
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has widened since. Patient choice of health professional and hospital
is extensive.
Small user fees are imposed for a number of health-related goods and
services, falling into two lists each of which is capped at 50 Euros annually.
Out-of-pocket payments in France constituted 7% of total health expenditure in 2015, much lower than the OECD average of 19%. 79% of
total health expenditure was publicly funded in 2015, well above the
OECD average of 73%. 11.54% of GDP was allocated to health spending in 2014; the OECD average was 8.9%. Per capita health spending
significantly exceeds the OECD average—in 2013, it was 10.9%, compared to 8.9%.

Prescription drugs
Prescribed pharmaceuticals are usually 65% covered by the SHI, but
some are considered less essential and are reimbursed at lower rates,
while a few others are reimbursed at 100%. Only generic drugs are reimbursable, unless no generic version of a drug is available.
Overall cost containment is achieved in part through the negotiation
of industry-wide contracts between the pharmaceutical companies
and the government’s Health Products Pricing Committee (Comité
Economique des Produits de Santé).

2. Accessibility/Delivery
France has 319 doctors and 1000 nurses per 100,000 population (2015);
the EU average is 347 and 850, respectively. They are not equally dispersed across the country, however, and the northern and eastern regions of France suffer a relative lack of health care professionals. High
density regions have eight times more specialists per population than
low-density ones.
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Equitable provision of long-term care remains a challenge, particularly
in the face of growing demand (an ageing population). The same is
true of preventative care. A lack of coordination within the system (for
example, between the hospital and primary care sectors) continues,
affecting chronic care patients in particular.
In general, inequities in access across France are relatively wide compared to most other European countries. Despite low out-of-pocket
health costs, 26% of the population reported in
2014 foregoing health care due to cost; the figures for dental care and
eye care were 18% and 10% respectively. Recent immigrants have lower health status and less access to health care
Vaccination programs and screening are an integral part of the French
healthcare system, and are well-organized. Contraception is free for
minors over fifteen.
Unlike many European countries, wait times are generally not long in
France. The population rates their system highly (88%, compared to an
EU average of 77%).
Undocumented migrants are covered under a separate healthcare regime; many qualify for free doctor and hospital care, while others receive a lesser range of services.

3. Outcomes/Popular Health
In 2002, the World Health Organization rated the French healthcare
system the best in the world. More recent metrics place it somewhat
lower.
Life expectancy is very high and continuing to grow. In 2015, it was
82.4 years (with a significant gap between men [79.4 years]¸and women [85.4 years]).
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Infant mortality was at 3.7 per 1000 in 2015 (OECD). It has been steadily dropping for decades.
Mortality rates are not evenly distributed across France, in part as a
result of unequal access; and mortality from cancer and diabetes has
increased.
Health of the population is generally very good. But inequities have
consequences: for example, there is a 7 year gap in life expectancy at
age 35 between managers and working class men, due partly to lifestyle and partly to unequal access.

4. Future trends
With the election of President Emmanuel Macron in 2017, it appears
that there will be no radical changes to French healthcare in the foreseeable future.
Macron has promised a gradual increase in health spending of 2.3%
over the five years of his term, and some benefit improvements (100%
reimbursement for glasses, dental treatment and hearing aids by 2022).
The problem of inequitable access (social and geographic) will be taken
up, and there will be measures to improve coordination between the
various levels and bodies that make up the system.
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ITALY
1. Overview
History
A national health service was established in Italy only in 1978, replacing a patchwork quilt of public health insurance dating back to 1904.
Its guiding principles were human dignity, health needs and social solidarity, and the system was based upon universal and equal access to
healthcare. It was eventually fully funded by taxation.
The first National Health Plan was implemented between 1994-96, setting targets and establishing national standards of care.
Responsibility for administering the system was divided among national, regional and local levels of government. “Local health units” delivered health care both themselves and through contracts with private
service providers.
In 1992-3, health care began to be devolved to the regions, a political
and economic process that continued for many years. Devolution was
further extended in 1998, and further responsibilities were given to the
municipalities. Regional taxes became the primary source of healthcare funding in 2000; those unable to provide the basic services required by the system were given block allocations out of a National
Solidarity Fund.
Health spending in Italy began to shrink from 2011 onwards. Maintain43
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ing levels of service and achieving equity across the regions remains a
challenge up to the present day.

Current system design and characteristics
Italy’s National Health Service (NHS) is largely a regional responsibility, funded by national and regional taxes, and by patient co-payments
for pharmaceuticals and outpatient medical care. The national government sets policy, decides the core healthcare package, and allocates
funds to the regions.
The regions are responsible for overall healthcare delivery and organization; local health authorities provide primary care and public health
services, and secondary care both directly and through public hospitals
or private contractors.
Most health care is delivered by public providers, although there are some
private or private-public ones. Physicians are mostly salaried employees of
the NHS; they are permitted to practise privately as well, and may use NHS
facilities in return for paying them a proportion of their income.
In 2015, Italy spent 9.1% of its GDP on health care, lower than the EU
average of 9.9%, and much lower than health spending by Germany, Sweden and France (all over 11%). 78.2% of the system was funded by public
sources in 2012. Private spending was 17.8%, largely co-payments and user
fees. Only 1% came from private health insurance. About a third of the
population, however, has taken out private insurance.
Mental health care has, since 1978, moved from institutional care to
community services.
Dentistry is largely private. Some services are covered through reimbursement, but co-payments are in place except for children up to 14
and various vulnerable groups.
There is no specific patients’ rights law in Italy, but those rights are enshrined in several pieces of legislation and in the Italian Constitution.
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There is no unified strategy for incorporating public participation in
the healthcare system.

Prescription drugs
Prescribed pharmaceuticals fall into various classes: some are reimbursable with a co-payment, some not (although various regions may offer
more or less reimbursement); products deemed essential, and those prescribed for chronic illnesses, are fully reimbursed. About 75% of pharmaceutical costs were reimbursed by the NHS in 2014.
The government regulates drug prices through the Italian Medicines
Agency (AIFA), which negotiates pricing with the pharmaceutical companies.

2. Accessibility/Delivery
In 2012, there were 3.7 practising doctors per 1000, slightly above the
EU average. The number of nurses, however, is relatively low: 1:1, compared to the EU average of 2.5.
Primary care is delivered by local health districts. Immunization and
screening are priorities, and are free of charge.
Vaccination rates have increased, due to prevention programs.
Disparities between the south and the more prosperous north remain
a concern in general. While socioeconomic factors are clearly at work,
the regionalization of the health system has worked against a national
consistency of service.
Long wait times are a problem across Italy, and frequently result in recourse to private care by those who can afford it. Italians are, however,
generally satisfied with their healthcare system.
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By law, immigrants, documented or not, receive the same health services that citizens do, but unequal access remains. Italy is struggling to
cope with the challenges caused by migration in large numbers, and
has launched a comprehensive integration program.

3. Outcomes/State of popular health
Despite years of healthcare cutbacks, and a complex of administrative
problems, Italy is considered the healthiest country in the world.
Life expectancy in 2017 was 83.69 years, second only to Hong Kong
and Japan. There is a significant gap in this respect, however, between
northern and southern regions.
Infant mortality has been in steady decline for many decades. In 2015,
it was 2.9 per 1000 live births (OECD).
In general, healthcare outcomes are inequitable by region, gender and
socioeconomic status.

4. Future trends
Italy suffers from low GDP growth; nevertheless, it is possible that some
cuts in healthcare may be restored.
There are no radical reforms of the healthcare system on the horizon.
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U NITED
K INGDOM
1. Overview
History
The National Health Service, Britain’s universal health system, was
implemented in 1948. Unlike many European countries, there was no
long history behind it (although healthcare has been introduced into
many workplaces under the National Insurance Act in 1911, funded by
employees, employers and the government). The NHS was introduced
by a social-democratic government as a popular social measure, and
has endured in its original conception, with some structural changes
along the way.
In 1952, low flat rates for prescriptions and for dental treatment were
introduced. A free mass vaccination program began in 1958.
Inequalities of health outcomes were not erased: in fact, they widened.
This was not the fault of the NHS, but rather of deep-rooted socioeconomic inequality in Britain, as concluded by the Black Report in 1980,
the Whitehead Report of 1987 and the Acheson Report of 1998.
Specific measures to improve the reach of the NHS were introduced by
the Blair government in 2000, including a considerable infusion of money to enhance services, and the increased use of private sector health
providers. But widening inequality remains a major issue to this day.
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With political devolution in 1997, the healthcare systems in England,
Scotland, Wales and Northern Ireland have diverged to some degree.

Current system design and characteristics
The NHS is a two-tier system, with public and private participation. Patients may choose to pay directly for private care, or use NHS services.
Many of the latter are contracted-in: palliative care, for example, is
mostly provided by charities; nursing homes are privately owned. General dentistry and ophthalmology are usually privately provided. In Scotland, contracted private providers are used only to shorten waiting times.
The government of the United Kingdom allocates block funding to Scotland, Wales and Northern Ireland to manage their own healthcare.
The National Institute for Health and Care Excellence (NICE) provides
guidelines and advice to all four nations.
Primary care is usually provided by GPs; secondary care, by specialists
and hospitals, which require referrals. Tertiary care is more specialized,
and associated with medical schools and teaching hospitals.
Health system reforms since devolution differ among the four nations,
with England emphasizing internal markets and local control, and
Scotland and Wales preferring more centralized healthcare delivery
with enforced national standards.
Health expenditure from public sources is relatively high (83.5%), but
overall health spending in the UK is 8.8% of GDP (2015)—comparatively on the low side. Out-of-pocket payments were 9.3% of the total in
2013, while private medical insurance accounted for 2.8% of the whole.
About 11% of the UK population has private medical insurance—employers provide this as a benefit for 82% of that group.
Health coverage varies across the UK. Most services are free, with
co-payments for dental care and, in England, prescription drugs. Longterm residential care can range from free to payment of the full costs,
and are means-tested.
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Hospital use has declined, with health series being shifted to the community. In 2013, there were 2.29 hospital beds per 1000 of population,
against an EU average of 3.56.
There were 870 nurses per 100,000 of population (EU average was 850),
and 278 doctors per 100,000 (the EU average was 347).
Patient rights are not legislatively guaranteed in the UK. In England
they are outlined in the 2010 NHS Constitution. Scotland published its
own Scottish Charter of Patient Rights and Responsibilities in 2012.
In England, an advocacy organization, Healthwatch England, has statutory advisory powers. Public participation in the system in encouraged in the UK through various channels.

Prescription drugs
In Wales, Scotland and Northern Ireland, patients are not charged for
prescription drugs. In England, outpatient prescription drugs require
a co-payment of app. $15 CDN per script (2018). But there is a long
list of exemptions: children under 16; those aged 16-18 in school full
time; people aged 60 or over; low income earners; pregnant women
and women who have given birth within the past year; cancer patients;
and those suffering various chronic conditions, and certain other disabilities.
Some groups, such as children up to 16 (18 if in school full-time), those
over 60, pregnant women, low-income earners, and cancer sufferers
are exempted from drug co-payments, and, in practice, 90% of prescriptions are dispensed free of charge.
With respect to brand-name pharmaceuticals, the UK negotiates drug
profit margins with the pharmaceutical companies. Participation in
these negotiations is voluntary, but the Health Act (1999) permits the
imposition of prices and profit caps on companies that don’t accept the
agreed-upon limits. The companies are free to price new products, however, without regulation. Generic substitution is not mandatory, but is
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encouraged through various incentives. Strong competition has made
generics in the UK some of the cheapest available in any developed
country.

2. Accessibility/Delivery
About 10% of GPs provide their own out-of-hours services; the rest is
delegated to GP co-operatives or other providers.
The UK has fewer CT scanners and MRIs per capita than other European countries.
Due to NHS cuts in 2010, the number of nurses had dropped significantly, although the number exceeds the EU average. The number of
dentists per capita is below the EU average, although the number is
steadily increasing at about 2.1% per year.
In 2000, walk-in centres were established to permit primary care without an appointment and to take some of the strain off emergency care
facilities.
Waiting times for healthcare services are an issue, even for emergency
care: in England, these had decreased considerably by 2010, but, as
with Wales, have increased since then. Scotland is working toward a
maximum 12-week waiting period.
Despite cuts in funding after the 2008 financial crisis, the UK healthcare system ranks first among eleven developed countries surveyed by
the Commonwealth Fund, despite the fourth-lowest amount of health
spending (9.9% of GDP). (This optimistic view, however, is not universally shared.) The level of satisfaction with the system is very high in
the UK.
There are disparities in access, but unmet examination needs are low
and they don’t differ much between low- and high-income households.
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In 2014, the OECD reported a 2.1% unmet need for the latter and a
3.9% one for the former.
Screening rates for various cancers are among the highest in the OECD,
although some survival rates are relatively low.

3. Outcomes/Popular Health
Life expectancy dropped in 2015, but is still higher (81.6 years) than
the OECD average (80.6 years).
Infant mortality was 3 per 1000 live births in 2015 (OECD), and has
been falling steadily for decades.
Chronic disease and disability have not declined as rapidly as in other
Western European countries, so that people live longer but in relatively
poorer health, especially in Scotland.
Dental health varies by socioeconomic status. 10% have fluoridated
water in England, but not elsewhere in the UK.
Smoking is the leading cause of poor health in the UK. Air pollution
causes approximately 1 in 20 deaths in the UK.

4. Future trends
The NHS is presently addressing a number of equality objectives, with a
view to better serving the LGBT community and those facing language
barriers when accessing NHS services.
A number of specific areas for improvement of the overall system have
been identified, and are being addressed.
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Some
European
best practices
Country by country
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Some European best practices
Germany
Child mental health

Denmark
School dentistry

In Marburg, a mobile child
mental health service employs
a team of mental health professionals —a child psychiatrist, a
psychologist and a social worker—who tour towns and villages
to follow up on previously hospitalized patients, conduct onsite consultations, and supervise
institutions for children.

Children under 18 receive free
dental care in Denmark. Dental healthcare personnel also
visit schools and daycare centres to educate children about
dental health, and children are
required to visit dental clinics
regularly. These preventative
measures have had very positive outcomes.

Finland
“Baby boxes”

Sweden
Prescription drug cost
containment

The Finnish child mortality rate
is one of the lowest in the world.
Since 1949, the Finnish government has provided all expectant
mothers with a box filled with
supplies for newborns, which
also doubles as a bassinet. The
box may play some role in combatting Sudden Infant Death
Syndrome (SIDS), but perhaps
the major factor here is that
they come conditional upon
mandatory visits to pre-natal
care clinics.

In Sweden, generic substitution
is mandatory. In addition, pharmaceutical companies must
demonstrate to the Dental and
Pharmaceutical Benefits Agency, and then to the county councils, that a new drug and its proposed price meet certain social
criteria (“value-based pricing”)
in order for it to be subsidized.
(That government subsidy is reflected in the cost to a patient
purchasing prescription drugs.)
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Country by country
Italy
Citizen involvement

NORWAY
Electronic Health Library

The region of Emilio-Romagna
instituted a formal process of
public involvement in the governance of the healthcare system there in 1994, known as
Mixed Advisory Committees.
While consistent participation
by lay members has been a
problem, and their effects upon
policy-making has not met their
expectations, they reported effectively assisting in various
healthcare improvements, including hospital hygiene and
shorter wait times for some specialized care.

This central repository of
high-quality medical resources,
established by the Norwegian
government in 2006, is open to
everyone, and it is well-consulted. Described as “the democratization of knowledge,” between
200,000 and 250,000 unique
users access it every month, including medical practitioners,
students, patients and the general public.

France
Mandated complementary
health insurance

UK (Scotland)
Free personal care

In January, 2016, legislation
came into force requiring every employer in France, large or
small, to provide comprehensive
private insurance, with mandatory enrollment, to complement
its national healthcare scheme.
This covers patient co-payments
for visits to the doctor and stays
in hospital, dental and optical
fees, and is expected to benefit
3-4 million people.

Unlike the other three nations
within the United Kingdom,
which employ means testing, personal care in Scotland,
whether at home or in an institution, is provided free of charge
for anyone over 65, if needed.
As of 2019, this will be extended
to those under 65 as well.
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Appendix 1
Charts
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Figure 4: Life expectancy, Canada, indigenous populations (2017).
Source: Statistics Canada
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