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Main Conclusions

B Canada ranks 6™ highest for health spending, yet ranks between 7 and 26 in 19 out
of 20 indicators measuring availability of medical resources and services. Canadians
are not getting good value for money from their provincial health systems.

Countries that produce better value for money had some or all of the following
policies in common:

(1) consumer/patient cost sharing is required for publicly funded medical goods and
services;

(2) medical goods and services are financed through some form of public-private
social insurance (usually pluralistic) where individuals and employers make direct
and significant contributions to premium costs;

(3) comprehensive private health insurance options are permitted; and

(4) private for-profit hospitals are permitted to bill public health insurers for
services.
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Measuring value for
money

This paper compares the economic
performance of Canada’s health
insurance system against the health
insurance systems of 27 other coun-
tries that are members of the
Organisation for Economic
Co-operation and Development
(OECD).! Economic performance is
defined by the availability of medi-
cal resources and the output of
medical services, as well as the asso-
ciated level of national health
spending as a percentage of GDP.
The value for money produced by a
country’s health insurance system is
defined relative to the economic
performance of the health insurance
systems of its international peers.
Our analysis uses the most recent
internationally comparable data
reported to the OECD by its mem-
ber countries, current to the year
2009, for the 28 OECD countries
reporting sufficient data for
comparison.

Health spending
compared to medical
resources and output

Table 1 displays a summary of Can-
ada’s rank on health spending, as
well as the country’s rank in each of
20 indicators of the availability of
medical resources and the level of
medical output.” According to the
most recent internationally compa-
rable data from 2009 (table 2), Can-
ada had the sixth most expensive
health care system (defined by total
health spending as a percentage of
GDP) among OECD countries
without adjusting for differences in
the population age distributions
between countries.

Table 1: Canada’s rank on spending compared to its
rank on available medical resources and output
indicators among OECD countries, 2009

6™ in overall spending among 28 OECD countries

19 (tied) (out of 23 countries) for number of practicing physicians per 1,000
population

12% (out of 21 countries) for number of practicing nurses per 1,000
population

Last (tied) (25 out of 26 countries) for number of curative (acute) care beds per
1,000 population

16™ (out of 23 countries) for number of CT scanners per million population
14™ (out of 22 countries) for number of MRI units per million population
11 (out of 20 countries) for number of PET scanners per million population
10™ (out of 19 countries) for number of mammographs per million population
15% (out of 17 countries) for number of lithotriptors per million population

4™ (out of 28 countries) for number of cataract surgeries performed per
100,000 population

17% (out of 26 countries) for number of tonsillectomy procedures per 100,000
population

26™ (out ouf 27 countries) for number of percutaneous coronary intervention
(PTCA

9t (out of 27 countries) for number of coronary bypass procedures per 100,000
population

12 (out of 23 countries) for number of cardiac catheterization procedures per
100,000 population

18™ (out of 26 countries) for number of appendectomy procedures per
100,000 population

7™ (out of 24 countries) for number of cholecystectomy procedures per
100,000 population

6™ (out of 21 countries) for number of laparoscopic cholecystectomy
procedures per 100,000 population

13™ (out of 25) for number of hysterectomy (vaginal) procedures per 100,000
population

215 (out of 28 countries) for number of hip replacement procedures per
100,000 population

10 (out of 26 countries) for number of knee replacement procedures per
100,000 population

17 (out of 26 countries) for number of mastectomy procedures per 100,000
population

Sources: OECD, 2011; calculations by authors.
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Table 2: Total health
spending as a percentage

of GDP among 28 OECD
countries, 2009

Despite being ranked as the sixth
most expensive health insurance
system among OECD countries in
2009, Canada ranked below the
majority of the other 27 OECD
countries in almost every indicator
of medical resource availability and

countries), the number of appen-
dectomies procedures performed
per population (18™ out of 26 coun-
tries), and the number of hip
replacement procedures performed
per population (21* out of 28 coun-
tries). Overall, Canada ranked low

! United States 174 the output of medical services for relative to the other 27 OECD
2 Netherlands 12.0 which comparable data were countries in terms of the number of
; France e available. medical resources and outputs, yet
ranked relatively high in terms of
4 Germany 11.6 In table 3, each indicator has the spending.
5 Denmark 115 OECD countries ranked (where
data is available) in terms of output How is health insurance
6 Canada 114 (from high to low) with the OECD .
6 St kil 11.4 average displayed. Data for Canada funded in the OECD?
are highlighted in red and it is clear
8 s 1.0 that the number of medical outputs ~ Table 4 shows which countries
9 Belgium 10.9 in Canada is well below the OECD require various types of consumer
average for the majority of indica- co-payments for publicly funded
= New Zealand L tors observed in this analysis. medical goods and services; which
11 Portugal 10.1 allow private, for-profit hospitals to
As table 3 shows, the number of bill public insurers; and which allow
12 Sweden 10.0 ’ . . .
medical resources and outputs their population to purchase pri-
13 United Kingdom 9.8 available (including procedures per- ~ vate, comprehensive medical insur-
14 Greece (2007) 9.7 formed) in Canada were above the ance. In 2009, Canada was only one
OECD average in less than a third
= Iceland 9.7 of all 20 indicators: cataract sur-
16 Norway 9.6 geries (4th out of 28 countries), C anada 1S l’he on l y
coronary bypass surgeries (9th out
17 g 93 of 27 countries), cholecystectomies coun tr)/ among the
17 Spain 9.5 (7" out of 24 countries), laparo- .
¥ Ttaly o scopic cholecystectomies (6™ out 2 8 Wh ere P rivate
of 21 countries), and knee replace- h .
20 Slovenia 9.3 ment surgeries (10" out of 26 Comp renensive
)1 Finland 9. countries). In the remaining 15 mediCal insurance is
indicators, Canada was below the
22 Australia 8.7 OECD average and ranked below e ffe ctive l y pro h 1 b ite d )
23 Czech Republic 8.2 par in every case. Canada ranked
particularly low on the number of
24 Israel 7.9 ;s L
practicing physicians per popula- of four among the 28 OECD coun-
25 Luxembourg 7.8 tion (19" out of 23 countries), the tries that did not require cost shar-
2 T 4 number of cur ati've (ac'ute) care ing for services performed in
beds per population (tied for last publicly funded hospitals, by gen-
26 Poland = out of 26 countries), the number of  eral physicians or specialists. The
28 Korea 6.9 lithotriptors per population (15" other three countries are Denmark,
out of 17 countries), the number of Spain, and the United Kingdom.
Source: OECD, 2011 percutaneous coronary interven- The remaining 24 OECD countries
tions per population (26 out of 27 observed in this study require some
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Table 3: Canada’s rank among 20 medical resources and output indicators in OECD

countries, 2009 (or most recent data available) (continued)

Table 3a: Practicing physicians

Table 3b: Practicing nurses

Table 3c: Curative (acute) care
beds per 1,000 population (26
countries)

per 1,000 population
(23 countries)
Rank Country Practicing
physicians
per 1,000
population
1 Austria 4.7
2 Norway 4.0
3 Switzerland 3.8
4 Sweden (2008) 3.7
4 Iceland 3.7
6 Germany 3.6
6 Czech Republic 3.6
8 Spain 3.5
8 Israel 3.5
10 Italy 34
10 Denmark 3.4
(2008)
12 Hungary 3.0
12 Australia (2008) 3.0
14 Belgium 2.9
15 Luxembourg 2.7
15 Finland (2008) 2.7
15 United 2.7
Kingdom
18 New Zealand 2.6
19 United States 2.4
19 Slovenia 24
19 Canada 2.4
22 Poland 2.2
23 Korea 1.9
OECD Average 3.1

Source: OECD, 2011.

per 1,000 population
(21 countries)
Rank Country Practicing
nurses per
1,000
population
1 Iceland 15.3
2 Switzerland 15.2
3 Denmark 14.8
(2008)
4 Norway 14.2
5 Ireland 12.7
6 Germany 11.0
7 Luxembourg 10.9
(2006)
8 New Zealand 10.5
9 Australia (2008) 10.2
10 United 9.7
Kingdom
11 Finland (2008) 9.6
12 Canada 94
13 Netherlands 8.4
(2008)
14 Slovenia 8.1
14 Czech Republic 8.1
16 Austria 7.6
17 Hungary 6.2
18 Poland 5.3
19 Spain 4.9
20 Israel 4.5
20 Korea 4.5
OECD Average 9.6

Source: OECD, 2011

Rank Country Curative
(acute) care
beds per
1,000
population

1 Germany 5.7

2 Austria 5.6

2 Korea 5.6

4 Czech Republic 5.0

5 Poland 4.4

6 Luxembourg 4.3

7 Belgium 4.2

8 Hungary 4.1

8 Greece 4.1

10 Slovenia 3.8

11 Australia (2006) 3.5

11 France 3.5

13 Switzerland 3.3

14 Netherlands 3.1

15 Italy 3.0

16 Denmark 2.9

17 Portugal 2.8

18 United 2.7

Kingdom
18 United States 2.7
(2006)

20 Ireland (2008) 2.6

21 Spain 2.5

22 Norway 2.4

23 Sweden 2.0

23 Israel 2.0

25 Finland 1.8

25 Canada (2008) 1.8

OECD Average 3.4

Source: OECD, 2011
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Table 3: Canada’s rank among 20 medical resources and output indicators in OECD
countries, 2009 (or most recent data available) (continued)

Table 3d: CT scanners per
million population
(23 countries)

Table 3e: MRI units per
million population
(22 countries)

Table 3f: PET scanners per
million population

(20 countries)

Rank Country PET
scanners
per million
population

1 Denmark 5.6

2 Netherlands 4.5

3 United States 3.1

(2008)

4 Switzerland 3.0

5 Korea 2.8

6 Italy 2.0

6 Austria 2.0

6 Luxembourg 2.0

9 Ireland 1.6

10 Finland 1.5

11 Canada 1.1

11 Australia 1.1

13 Slovenia 1.0

14 France 0.9

15 Israel 0.8

16 Czech Republic 0.6

17 New Zealand 0.5

18 Poland 0.4

18 Hungary 0.4

18 Greece 0.4

OECD Average 1.8

Rank Country CcT Rank Country MRI
scanners units
per million per million
population population

1 Australia 38.7 1 United States 25.9

2 Korea 37.1 (2007)

3 Iceland 345 2 Iceland 21.9

4 United States 343 3 Greece 217

(2007) 4 Italy 21.6

5 Greece 33.8 5 Korea 19.0

6 Switzerland 32.8 6 Austria 18.4

7 Italy 31.7 7 Finland 16.9

8 Austria 29.3 8 Denmark 154

9 Luxembourg 26.3 9 Luxembourg 14.2

10 Portugal (2007) 26.0 10 Ireland 11.9

11 Denmark 23.7 11 Netherlands 11.0

12 Finland 20.4 12 New Zealand 9.7

13 Ireland 15.3 13 Portugal (2007) 8.9

14 New Zealand 14.6 14 Canada 8.0

15 Czech Republic 14.1 15 France 6.5

16 Canada 13.9 16 Australia 5.9

17 Poland 12.4 17 Czech Republic 5.7

18 Slovenia 11.9 18 United 5.6

19 Netherlands 11.3 Kingdom

(2008)
20 France 11.1
19 Slovenia 4.5
21 Israel 9.4
20 Poland 3.7
22 United 7.4
Kingdom 21 Hungary 2.8
(2008) 22 Israel 1.9
23 Hungary 7.2 OECD Average 11.9
OECD Average 21.6 Source: OECD, 2011

Source: OECD, 2011

Source: OECD, 2011
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Table 3: Canada’s rank among 20 medical resources and output indicators in OECD
countries, 2009 (or most recent data available) (continued)

Table 3g: Mammographs Table 3h: Lithotriptors Table 3i: Cataract surgery per
per million population per million population 100,000 population (28
(19 countries) (17 countries) countries)
Rank Country Mammo- Rank Country Litho- Rank Country Cataract
graphs triptors surgery per
per million per million 100,000
population population population
1 Korea 49.9 1 Korea 13.6 1 United States 1,891.4
(2006)
2 Greece 49.1 2 Hungary 4.9
. 2 Belgium (2007) 1,847.8
3 United States 40.2 3 Poland 4.2 3 Portugal 1,390.5
(2008) 4 Iceland 3.1
. P (2007 354 ’ 4 Canada (2008) 1,064.8
t .
ortugal (2007) 5 Portugal (2007) 3.0 5 France 9975
5 Switzerland 33.2 5 Czech Republic 30 6 Greece (2006) 9813
6 Italy 32.0 7 Slovenia 2.5 7 Austria 934.4
7 Finland 31.7 3 Netherlands 21 8 Australia (2008) 927.8
8 New Zealand 26.4 9 Luxembourg 20 9 Denmark 897.6
9 Australia 24.3 9 Greece 20 10 gzté;e)rlands 884.1
10 Canada (2007) 21.3 .
1 Austria (2007) 1.9 11 Czech Republic 847.5
11 Luxembourg 20.3 12 Ireland 11
relan : 12 Luxembourg 790.4
12 Slovenia 17:3 13 Australia (2008) 1.0 13 Korea 750.6
13 Denmark 17.0 14 New Zealand 0.7 14 Finland 745.2
14 Iceland 15.7 15  Canada (2007) 0.6 15 Hungary 682.8
15 Hungary 14.6 16 Israel 05 16 Unitedd 668.4
Kingdom
o o o 17 Finland 04 17 Iceland (2008) 651.0
17 Ireland 14.1 celan ’
OECD Average 2.7 18 Sweden 604.8
18 Czech Republic 12.7 )
19 United 9.0 Source: OECD, 2011 19 Spain 558.3
e ' 20 Poland 511.5
Kingdom
21 Norway (2008) 480.4
QIEAID AVEELE 252 22 Switzerland 421.4
Source: OECD, 2011 (2008)
23 Israel 407.7
24 New Zealand 367.8
25 Italy 312.2
26 Ireland 203.9
27 Slovenia 198.7
28 Germany 185.1
OECD Average 757.3

Source: OECD, 2011
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Table 3: Canada’s rank among 20 medical resources and output indicators in OECD
countries, 2009 (or most recent data available) (continued)

Table 3j: Tonsillectomy Table 3k: Percutaneous Table 3I: Coronary bypass
per 100,000 population coronary interventions per 100,000 population
(26 countries) (PTCA, stenting) per 100,000 (27 countries)
Rank Country Tonsillec- population (27 countries) Rank Country Coronary
tomy per Rank Country PTCA, bypass per
100,000 stenting 100,000
population per population
1 Luxembourg 258.8 100,000 1 Belgium (2007) 1314
population
2 United States 254.4 2 Germany 119.9
(2006) 1 Germany 582.2
5 Belai 5 " 3 United States 79.5
3 Netherlands 240.2 elgium (2007) 73 (2008)
(2008) 3 United States 377.2 4 Denmark 8.6
4 Belgi (2007) 234.0 (2008)
elgium .
. N o 4 Norway (2008) 249.9 5 New Zealand 77.0
ustralia .
( | 5 Austria 230.0 6 Norway (2008) 70.2
6 Norway (2008 208.8 :
y 6 Czech Republic 2011 7 Australia (2008) 69.9
7 Iceland (2008) 191.0 7 Slovenia 206.9 8 Slovenia 66.0
8 Greece (2006) 160.9 3 Luxembourg 201.4 9 Canada (2008) 63.4
9 Finland 159.9 9 Iceland 198.0 10 Iceland 59.2
10 Germany 155.9 10 Israel 197.8 11 Netherlands 58.4
11 Hungary 147.8 11 France 194.0 (2008)
12 Denmark 129.6 12 Denmark 184.1 12 Czech Republic 56.2
13 Switzerland 120.1 13 United 177.5 13 Luxembourg 544
(2008) Kingdom 14 Finland 52.9
14 Austria 117.7 14 Greece 177.0 15  Austria 47.6
15  New Zealand 110.7 15 Sweden 175.2 16  Israel 47.3
16  Israel 109.5 16 Poland 173.2 17 Sweden 45.0
17 Canada (2008) 1082 17 Hungary 172.2 18  United 40.1
18 France 103.1 18 gztoll;rlands 165.5 Kingdom
19 United 98.9 ) 19 Portugal 39.7
. 19 Australia (2008) 158.8
Kingdom 20 Poland 38.0
20 Finland 139.0
20 Sweden 94.5 21 Hungary 32.3
21 Switzerland 133.8
21 Ireland 91.9 22 Italy 32.0
22 Spain 133.7
22 K 88.2 i .
orea 23 Ttaly 133.4 23 Switzerland 30.6
23 Portugal 78.8 4 Portugal 118.2 24 France 30.2
24 Italy 71.4 25 New Zealand 117.0 25 Ireland 23.5
26 Slovenia 55.4 27 Ireland 81.5 27 Korea 7.2
OECD Average 141.0 OECD Average 201.1 OECD Average 54.4
Source: OECD, 2011 Source: OECD, 2011 Source: OECD, 2011
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Table 3: Canada’s rank among 20 medical resources and output indicators in OECD

countries, 2009 (or most recent data available) (continued)

Table 3m: Cardiac
catheterization per 100,000
population (23 countries)

Table 30: Cholecystectomy

Rank Country Cardiac
catheter-
ization per
100,000
population

1 Germany 1038.9

2 Belgium (2007) 517.5

3 Greece 469.7

4 Luxembourg 381.0

5 Iceland 373.4

6 United States 357.8

(2008)

7 Hungary 335.0

8 Australia (2008) 325.8

9 Portugal 236.5

10 Israel 227.0

11 Slovenia 222.5

12 Canada (2008) 198.1

13 Netherlands 192.6

(2008)

14 Ireland 163.0

15 Spain 136.5

16 Switzerland 125.9

17 Austria 48.1

18 Denmark 33.0

19 Finland 25.0

20 Ttaly 23.9

21 Sweden 13.3

22 Poland 5.8

23 United 2.7

Kingdom
OECD Average 237.1

Source: OECD, 2011

Table 3n: Appendectomy
per 100,000 population
(26 countries)
Rank Country Appendec-
tomy per
100,000
population
1 Austria 175.5
2 Ireland 158.0
3 Germany 155.4
4 Australia (2008) 147.2
5 Iceland 146.6
6 Switzerland 142.6
7 France 142.1
8 Belgium (2007) 136.3
9 Israel 131.8
10 New Zealand 129.0
11 Luxembourg 123.0
12 Norway (2008) 120.4
13 Greece (2006) 120.1
14 Finland 116.6
15 Slovenia 116.0
16 Sweden 114.3
17 Spain 112.2
18 Canada (2008) 100.7
19 Portugal 97.4
20 Netherlands 94.2
(2008)
21 Hungary 93.3
22 United States 92.6
(2008)
23 United 86.0
Kingdom
24 Poland 81.2
25 Italy 79.7
26 Denmark 35.5
OECD Average 117.2

Source: OECD, 2011

per 100,000 population

(24 countries)

Rank Country Chole-
cystectomy
per
100,000
population

1 Greece (2006) 361.3

2 United States 307.0

(2006)

3 Slovenia 243.2

4 Hungary 241.0

5 Austria 226.5

6 Australia (2008) 222.5

7 Canada (2008) 204.7

8 Belgium (2007) 204.3

9 France 187.4

10 Poland 179.8

11 Luxembourg 177.6

12 Italy 177.5

13 Switzerland 161.9

(2008)

14 Portugal 152.9

15 Spain 151.6

16 Netherlands 148.6

(2008)

17 Israel 1434

18 Finland 141.0

19 Denmark 136.3

20 Sweden 134.9

21 United 125.0

Kingdom

22 New Zealand 117.0

23 Ireland 108.5

24 Norway (2008) 94.0

OECD Average 181.2

Source: OECD, 2011
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Table 3: Canada’s rank among 20 medical resources and output indicators in OECD

countries, 2009 (or most recent data available) (continued)

Table 3p: Laparoscopic
cholecystectomy per 100,000

population (21 countries)

Table 3r: Hip replacement

Rank Country Laparo-
scopic
chole-
cystectomy
per 100,000
population

1 United States 275.1

(2006)

2 Slovenia 212.5

3 Australia (2008) 197.2

4 Hungary 197.0

5 Austria 192.0

6 Canada (2008) 187.3

7 Belgium (2007) 178.3

8 France 161.1

9 Italy 155.2

10 Switzerland 148.3

(2008)
11 Israel 132.4
12 Netherlands 129.3
(2008)

13 Denmark 121.8

14 Finland 120.5

15 Portugal 118.2

16 Spain 116.5

17 Sweden 107.4

18 United 104.2

Kingdom

19 New Zealand 98.9

20 Ireland 96.2

21 Norway (2008) 86.0

OECD Average 149.3

Source: OECD, 2011

Table 3qg: Hysterectomy
per 100,000 population
(25 countries)
Rank Country Hysterec-
tomy per
100,000
population
1 Korea 430.7
2 Luxembourg 263.8
3 Finland 224.8
4 New Zealand 201.8
4 Norway (2008) 201.8
6 Germany 186.6
7 Poland 163.4
8 Belgium (2007) 140.9
9 Switzerland 126.1
10 Australia (2008) 125.1
11 Austria 111.7
12 United States 111.6
(2008)
13 Canada (2008) 92.2
14 Slovenia 89.4
15 Netherlands 834
(2008)
16 Italy 66.0
17 Denmark 59.6
18 Iceland 58.3
19 Spain 52.7
20 Ireland 434
21 Portugal 42.5
22 Sweden 40.7
23 Israel 40.6
24 Hungary 34.9
25 United 28.1
Kingdom
OECD Average 120.8

Source: OECD, 2011

per 100,000 population

(28 countries)

Rank Country Hip
replace-
ment per
100,000
population

1 Germany 295.7

2 Switzerland 286.7

3 Belgium (2007) 240.0

4 Austria 237.8

5 Denmark 235.7

6 Norway (2008) 232.0

7 France 223.8

8 Luxembourg 221.6

9 Sweden 214.0

10 Netherlands 213.1

(2008)
11 Slovenia 193.7
12 United 193.6
Kingdom
13 Finland 188.2
14 United States 183.9
(2008)

15 Iceland 172.6

16 Czech Republic 166.4

17 Australia (2008) 154.3

18 Italy 150.0

19 New Zealand 148.5

20 Greece (2006) 139.8

21 Canada (2008) 122.5

22 Ireland 117.1

23 Hungary 99.4

24 Spain 92.6

25 Portugal 87.8

26 Israel 51.4

27 Poland 43.5

28 Korea 16.9

OECD Average 168.7

Source: OECD, 2011
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Table 3: Canada’s rank among 20 medical resources and type of cost sharing from consum-
output indicators in OECD countries, 2009 (or most recent  ers and patients for the use of pub-

data available) licly funded care in hospitals, by

general practitioners, and/or by spe-
Table 3s: Knee replacement Table 3t: Mastectomy per cialists. In addition, Canada is the
per 100,000 population 100,000 population On.lY country among the 28 Where
(26 countries) (26 countries) private comprehensive medical

insurance is effectively prohibited.

Rank Country Knee Rank Country Mastec- . . .
replace- tomy per In Canada, private insurance is only
ment per 100.000 permitted to cover goods and ser-
100,000 p op,ulati on vices that are not covered by the
population universal, government-run health

) G s ! Korea 102.6 insurance plan, which, in practice,

erman . .
Y 2 Finland 99.5 are mainly dental services and pre-

1 United States 2125 3 Denmark 96.0 scription drugs.

(2008)
. 4 Netherlands 89.7

3 Switzerland 200.0 (2008) Pluralistic public-private social

4 Austria 187.5 5 Belgium (2007) 86.6 insurance approaches’ to financing

5 Finland 178.0 health insurance are common

6 Iceland 79.9 .
6 Denmark 168.0 among OECD countries. Based on
) 7 Norway (2008) 78.8 the most recently available data,
7 Belgium 167.7
8 Australia (2008) 74.4 table 5 ranks the 28 OECD coun-
8 Luxembourg 1602 9 Germany 71.6 tries in ascending order according
9 Australia (2008)  157.9 , to the degree to which each relies
10 United 64.8 - . .
10  Canada (2008) 143.3 Kingdom upon a pluralistic public-private
11 United 1409 social insurance approach in order
. ’ 11 France 62.8 h : ].h 1 h .
Kingdom to achieve universal health insur-
1 Iceland 1316 12 Switzerland 57.6 ance coverage for its population.
13 Swed 55.4
13 Sweden 126.8 weden
4 Netherland a3 14  New Zealand 545 In 2009, 1.3% of total health expen-
(22086; ands : 15 Ty 535 ditures in Canada were allocated
' through public-private social insur-

15 France 118.8 16 Portugal 224 ance plans (for example, workers’

16 Czech Republic 111.1 17 Canada (2008) 50.7 safety insurance). This was signifi-

17 Spain 102.3 18  United States 50.0 cantly below the OECD average of

13 New Zealand 101.8 (2008) 35.5%. In contrast, direct govern-

9 Ttaly 998 19  Hungary 49.9 ment spending on public health and

' 20 Austri 48.9 health insurance made up 69.3% of
ustria . . .

20 Korea 97.8 total health expenditures in Canada;

21 Slovenia 93.0 21 Spain 45.0 this was significantly higher than

22 Norway (2008) 751 22 Slovenia 44.9 the OECD average of 40.2%. Direct

23 Portugal 617 23 Luxembourg 43.8 spending through fully private

ot lerac 167 24 Treland 137 health insurance in Canada made

srae : ' up 12.7% of total health expendi-

25 Hungary 45.2 25 Israel 36.5 tures compared to the OECD aver-

26 Ireland 41.8 26 Poland 35.5 age of 6.5%. It is important to note,

OECD Average 127.2 OECD Average 62.7 however, that private insurance
spending in Canada is not directly

Source: OECD, 2011 Source: OECD, 2011 comparable to that in the rest of the
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Table 4: Parallel private medical insurance and patient cost sharing for publicly funded

health care in OECD countries, as of 2010

Country

Australia
Austria
Belgium

Canada

Czech Republic

Denmark
Finland
France
Germany
Greece
Hungary
Iceland
Ireland
Israel

Italy

Korea
Luxembourg
Netherlands
New Zealand
Norway
Poland
Portugal
Slovenia
Spain
Sweden

Switzerland

United Kingdom

United States

Consumer/patient cost sharing required for Private Private

publicly funded health care goods/services for-profit  compre-

Hospitals GPs Specialists Pre:iLigp:ion hz?ﬁii:‘agls :‘eer::iicv;

public insurance

insurer available
o [ J [ o o
o [ o o o ()
o L o o o

o

o [ o o o (
o (] ()
() o o o o ()
[ ([ ([ o (] ()
([ o o o o (]
o L o o o {
([ J o o o ()
[ o o (
( o [ o (] {
([ J [ o o (
o { (] ()
( [ o o o o
( ([ ([ o {
([ J [ o o o ()
L [ o o
o o o o ()
[ J [ [ o o
( ([ o o (] ()
([ J [ o o o
{ (] ()
( o o o o ()
[ [ [ ] { J
o ()
[ J L [ o o o

Sources: OECD, 2010; European Observatory on Health Systems and Policies, 2010; Tamez and Molina, 2000.
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Table 5: Health care financing, by source, as a percentage of total health expenditure
in 28 OECD countries, 2009 or most recent year available

Social health Public health and Private insurance as Out of pocket
insurance as a gov'tinsuranceasa a percentage of total paymentas a
percentage of total percentage of total health expenditure percentage of total
health expenditure health expenditure health expenditure
Australia (2008) 0.0 68.0 8.1 18.2
Denmark (2007) 0.0 80.2 1.6 13.8
Italy 0.2 77.7 1.0 19.7
Ireland 0.7 74.3 11.0 12.3
Portugal (2008) 1.2 63.9 4.9 27.2
Canada 1.3 69.3 12.7 14.6
Spain 4.6 69.1 5.4 20.1
New Zealand 9.4 71.0 4.8 134
Norway 11.8 72.3 = 15.1
Finland 14.9 59.8 2.1 19.0
Iceland 29.3 52.7 — 16.6
Greece (2007) 31.2 29.1 — —
Switzerland 40.8 18.9 8.8 30.5
United States 41.2 6.5 32.8 12.3
Israel 41.6 16.9 7.0 28.8
Korea 44.7 13.5 5.2 32.4
Austria (2007) 45.1 31.3 4.5 15.4
Hungary 58.8 10.9 2.7 23.7
Poland 60.4 11.8 0.6 22.2
Belgium 63.8 11.3 4.8 20.0
Slovenia 66.2 7.2 12.5 12.9
Luxembourg 68.0 16.0 3.1 11.6
Germany 68.1 8.7 9.3 13.1
Netherlands 70.4 5.0 5.7 5.5
France 72.5 55 13.3 7.3
Czech Republic 76.1 7.9 0.2 14.4
Sweden — 81.5 0.2 16.7
United Kingdom — 84.1 1.1 10.5
OECD Average 35.5 40.2 6.5 17.3

Source: OECD, 2010.

Notes: Other sources of health spending (e.g., direct spending by non-governmental organizations and companies) are not
shown, so percentages may not total 100%. Incomplete data were reported for Sweden, United Kingdom, Norway, Iceland,
and Greece.

Due to a change in the OECD’s definition of health financing in the United States by “general government (excluding
security)” and “social security schemes,” there is a significant difference from the 2010 edition of this study in the
percentage of total health expenditures allocated to social health insurance, and public health and government insurance.
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OECD because private insur-
ance in Canada does not
cover hospital or physician
services and is almost entirely
limited to dental services and
prescription medicines. In
other OECD countries, pri-
vate insurance is permitted to
cover drugs, dental, hospital,
and physician services. The
same is also true of public
health insurance in Canada,
which is limited to hospitals
and physicians, while exclud-
ing drugs and dental, making
the Canadian system far less
comprehensive in its coverage
than the public systems of the
other OECD members stud-
ied. Finally, in terms of per-
sonal payments (out-of-pocket
payments) for medical services as a
percent of total health expenditures,
Canada (14.6%) was below the
OECD average (17.3%).

Luxembourg—social
insurance, retroactive
reimbursement, patient
cost sharing

Luxembourg provides useful lessons
for reform in Canada. Luxembourg
shows the largest net beneficial dif-
ference between spending and out-
put ranks (table 2). The country
ranked 25" (7.8% of GDP) in terms
of health care spending, yet ranked
comparatively high on the majority
of indicators for medical resources
and outputs. As table 3 shows, Lux-
embourg ranked higher than Can-
ada in 15 out of 20 indicators where
data were available.

Luxembourg has a social insurance
system: 60% of total health
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Luxembourg provides
useful lessons for reform

in Canada... The

country ranked 25 (7.8%
of GDP) in terms of
health care spending, yet
ranked comparatively
high on the majority of
indicators for medical
resources and outputs.

insurance costs are paid by compul-
sory contributions from employers
and individuals. Yet Luxembourg’s
system is unique because it is not
pluralistic as other social insurance
systems in the OECD are. The most
probable explanation for this is that
the country’s small population
reduces the feasibility of sustainable
risk-pooling across more than one
insurer. In 2009, Luxembourg had a
population of 493,500 (the second
least-populated country in the
world after Iceland, which has a
population of 319,200), while the
OECD average was 35,890,797
(OECD, 2011).

Health insurance is compulsory in
Luxembourg and covers 99% of the
population. Those not covered
under compulsory health insurance
include civil servants, government
employees from other European
countries, and unemployed individ-
uals who are not receiving a public
pension or unemployment benefits
(European Observatory on Health
Care Systems, 1999).

Compulsory insurance is financed
by contributions from tax-financed
payments by government (up to
40% of the total), as well as direct
contributions from employers (30%
of the total) and from individuals
(approximately 30%). Employers’
contributions vary among sectors
and industries; however, they usu-
ally contribute an amount equal to
that paid by their employees. Indi-
vidual contributions are calculated
as a percentage of gross income (up
to a maximum amount). Individu-
als below a minimum threshold
(based on means testing) do not
have to contribute to the health
insurance fund.

An important aspect of Luxem-
bourg’s health insurance system is
that patients are required to pay the
full price of medical services that
they obtain (whether from a hospi-
tal or a physician) at the point of
service, which is subsequently reim-
bursed, minus any co-payment.
Patients are also required to make
co-payments when visiting hospi-
tals, GPs, and specialists.

Switzerland and the
Netherlands—universal
private health insurance

The most important lesson pro-
vided by Switzerland and the Neth-
erlands for health policy reform in
Canada is that both countries
achieve universal health insurance
coverage without any direct govern-
ment delivery of that insurance.
Instead, the Swiss and the Dutch
require all residents to purchase
health insurance privately in a regu-
lated, competitive market, and pro-
vide means-tested public subsidies
for low-income people so that
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everyone can afford to obtain cover-
age. Additionally, Switzerland and
the Netherlands have routine cost
sharing for services delivered in
hospitals, by GPs and specialists
(table 4).

United States—high
spending, numerous
resources, and high
output

Despite a lot of negative rhetoric
about the American health insur-
ance system, the data show that,
while Americans spend a lot on
health care, their system actually
achieves a high level of medical
resources and outputs. The United
States ranks number one in terms of
spending among the 28 OECD
countries studied. Yet at the same
time, the United States ranks higher
than Canada in 16 out of 19 (84%)
medical resources and output indi-
cators where data are available
(table 3). Overall, the United States
ranks among the top three countries
in 11 of the 19 medical resource and
output indicators where data are
available for comparison.

Lessons for Canada

This analysis suggests that relative
to the majority of OECD countries,
Canada’s health insurance system
does not produce good value for
money. Canada has the sixth
most-expensive health insurance
system in the OECD, yet ranks low
for overall availability of, and access
to, medical resources and the out-
put of surgical procedures. Despite
the relatively high level of health
spending in Canada, Canadians do
not have access to the same quantity

of medical goods and services
available in the majority of OECD
countries. Nearly every country
observed in this study has some
type of patient cost sharing for ser-
vices delivered in hospitals, by GPs,
and/or specialists. Every country
except Canada allows its residents
to purchase private, comprehensive
medical insurance.

Importantly, almost all of the coun-
tries that ranked above Canada in
the availability of medical resources
and services had some or all of the
following health insurance policies
in common: (1) consumer/patient
cost sharing is required for publicly
funded medical goods and services;
(2) medical goods and services are
financed through some form of
public-private social insurance
(usually pluralistic) where individu-
als and employers make direct and
significant contributions to pre-
mium costs; (3) comprehensive pri-
vate health insurance options are
permitted; and (4) private for-profit
hospitals are permitted to bill public
health insurer(s) for services.

The performance of a
health insurance system
cannot be measured by
population health
statistics

This paper compares the cost of
health insurance systems against the
availability of medical goods and
services because these things define
the cost of health insurance. Popu-
lation health outcomes are not used
in this analysis to measure the per-
formance of health insurance sys-
tems. It is important to measure
only the resources purchased by the

system used to finance health care
instead of the health outcomes pro-
duced by medical treatment. The
output “good” produced by medical
treatment is human health, but the
output of health insurance is access
to medical goods and services.
Health insurance systems influence
investment in, and the use of, medi-
cal resources and therefore can
indirectly affect the performance of
the medical system and patient
health outcomes. However, the par-
ticular effects of a medical system
are not usually apparent in broad
population health statistics (out-
comes) like life expectancy because
only small percentages of the popu-
lation have life-shortening health
conditions that can be remedied by
medical treatment. Broad popula-
tion health statistics like life expec-
tancy are more significantly affected
by factors that affect many people
and are usually unrelated to the type
of health insurance policy a country
has. For example, clean water,
nutrition, the treatment of sanitary
sewage and waste, environmental
pollution, auto accident rates, rates
of violent crime, poverty, control of
infectious diseases, mass vaccina-
tion programs, and so on, have the
most statistically significant impact
on population-wide health statistics.
Once these factors are controlled
for, there tends to be little differ-
ence in life expectancy between
countries that have similar levels of
economic development.’

In order to isolate and measure
accurately the outcomes produced
by a medical system—the quantity,
quality, allocation, and organization
of medical resources—it is impor-
tant to measure differences in the
health outcomes of patients actually
treated by hospitals and doctors
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(assuming the populations have
similar risk profiles). According to
this measure, there is little reason to
doubt that the quality of medical
care in Canada is among the best in
the world. In fact, for patients who
actually receive medical treatment,
we would expect to see little differ-
ence in health outcomes among
countries with similarly developed
hospital systems, medical science,
and medical professionalism after
adjusting for differences in the inci-
dence rates of disease. Therefore,
the best way to make an accurate
comparison of the “output” perfor-
mance of the health insurance sys-
tems of several countries is to know
the number of people needing treat-
ment, the number of people receiv-
ing actual access to the best
available global standard of treat-
ment, and the cost of providing this
treatment. Unfortunately, an inter-
national data source that would
make such an analysis possible does
not appear to exist and we are left to
compare variations in the “output”
among different health insurance
systems using available interna-
tional data on population, demo-
graphics, aggregate health spending,
and aggregate volumes of medical
resources (Skinner, 2009: 19).

Costs are not relevant
unless considered in the
context of benefits

This study assesses the relative per-
formance of health insurance sys-
tems on a “value-for-money” basis
because the total costs of a health
insurance system are irrelevant
without an assessment of the associ-
ated benefits it produces. In com-
paring the performance of health
insurance systems around the

world, it is incorrect to define
higher national levels of spending
on health as negative without con-
sidering the benefits (access and
availability of medical resources),
because doing so falsely assumes
that the quantity and quality of
health care received across coun-
tries is the same. Consider that in
2006 Ethiopia spent 4.9% of its
GDP on health care. This is 5.1 per-
centage points lower than the 10.0%
of GDP that Canada spent on health
care in the same year (WHO, 2008).
Yet, on a per-capita basis,
Ethiopians spent only the
equivalent (international
currency adjusted) of $22
per person on health care
in 2006 compared to
$3,672 per person in Can-
ada (WHO, 2008). There
is no doubt that Ethiopia’s
health care system is not
producing the same qual-
ity or quantity of medical
goods and services as the
Canadian system.

Moreover, research shows

that wealthier societies

tend to spend proportion-

ally more of their income

on health care. This is because peo-
ple in wealthy countries have pro-
portionally more disposable income
to devote to health care after other
necessities like food, clothing, hous-
ing, transportation, and education
(Gerdtham and Jonsson, 2000). As
people become wealthier, they have
the capacity to spend a higher per-
centage of their income on improv-
ing their health and extending their
lives without sacrificing their other
needs and preferences.

Another false but common assump-
tion is to view spending on health

only as a cost, without consider-
ation of the health benefits received.
It is invalid to assume that spending
a larger percentage of GDP on
health care is necessarily bad (Skin-
ner, 2009: 26-27).

Age adjustments

Adjusting for age makes aggregate
health spending data more compa-
rable between countries with differ-
ent age distribution profiles. Age is

It is common to view
spending on health only as
a cost, without considering

the health benefits
received. It is invalid to
assume that spending a
larger percentage of GDP
on health care is

necessarily bad.

linked to health expenditures.
Research indicates that 50% of life-
time per capita health expenditures
occur after age 65 (Brimacombe et
al., 2001). According to 2009 data
published by the Canadian Institute
for Health Information on provin-
cial and territorial government
health care spending by age group,
Canadians younger than the age of
1 cost an estimated $9,121.36 per
person. From age 1 to age 64,
spending averaged less than $2,173
per person. There was a pro-
nounced increase in per capita
spending in the senior age groups:
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$6,072 for those aged 65 to 69;
$8,406 for ages 70 to 74; $11,483 for
ages 75 to 79; and $20,749 for those
aged 80 and older (CIHI, 2011).
Similarly, data from the OECD con-
firms that health expenditures on
seniors are significantly higher than
per capita spending in general
(OECD, 2008). Countries with
younger populations should there-
fore be expected to spend propor-
tionally less because there should be
less demand for medical goods and
services. A comparison of spending
that does not adjust for the age
characteristics of a population can
result in an underestimation of
what the real level of spending
would be for countries with youn-
ger populations if all countries had
the same age distribution profiles
(Skinner, 2009: 24). In the compari-
son of value for money in this
paper, the data are unadjusted for
age because spending is either not
correlated with age in all of the sep-
arate indicators of medical spending
for which data are available for
international comparison, or
because the spending associated
with some indicators could be indi-
vidually correlated with younger
ages in the population (e.g., expen-
ditures related to women and chil-
dren during birth). Also, when
spending is presented alongside
resources and outputs, age adjust-
ment must be done to both sides of
the cost-benefit equation. On one
side, failing to adjust data for the
population’s age distribution might
understate the real level of spending
for countries with younger popula-
tions. On the other side, failing to
adjust the data for age will under-
state the real level of resources and
output supplied by a health
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insurance system for countries with
younger populations. Adjusting
both sides is redundant because the
adjustments cancel each other out
in any consideration of value for
money.

Data

The data used for this study were
obtained from the OECD (2011)
and are current to the year 2009.
Data were not always available for
some countries for 2009. In these
cases, data from the most recent
previous year were substituted for
the missing 2009 data. Estonia,
Chile, Mexico, Slovak Republic,
Japan, and Turkey were excluded
from the analysis due to large quan-
tities of missing data.

The OECD collects and publishes
data from each of its member coun-
tries on the number of medical
technologies and human resources
available, and the number of surgi-
cal procedures (both emergency
and elective) performed. All of the
data are stated in ratio to popula-
tion and are, therefore, comparable.
For this study, the most recently
available data were collected on 20
indicators describing the availability
of human and medical resources, as
well as the number of surgical pro-
cedures performed. The OECD
publishes data for several indicators
that were excluded from this analy-
sis because the indicators repre-
sented very rare procedures or were
not published as aggregate statistics
for the whole population.

There are some notable limitations
to the comparisons of countries
using OECD data.

OECD data submitted by mem-
ber countries is not perfectly
comparable due to differences
in reporting compliance with
OECD data definitions. Cana-
dian expenditure data, for
example, does not include
spending by automobile insur-
ers on medical rehabilitation or
private-sector spending on
occupational health care,
whereas such expenditures are
included in the total reported
by the United States. There may
be other differences between
jurisdictions, including incom-
plete reporting in some years.
(Skinner, 2009: 26)

In addition,

[t]here are some comparability
limitations in these statistics.
The data reported by each
member country in the OECD
is not necessarily defined the
same way. For example, data
reported to the OECD by Cana-
dian and American sources is
not defined in the same way.
Direct communications with
the OECD’s health data division
confirm that Canadian counts
of active physicians include
physicians in administration
and research, teaching, etc. By
contrast, US counts do not
include physicians in adminis-
tration and research, teaching,
etc. The reporting difference
inflates the number of physician
resources per population pub-
lished by the OECD for Canada
relative to the US. (Skinner,
2009: 52)
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