
Main Conclusions

ðð Canada ranks 6th highest for health spending, yet ranks between 7th and 26th 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.

ðð 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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Mea sur ing value for

money

This paper com pares the eco nomic
per for mance of Can ada’s health
insur ance sys tem against the health
insur ance sys tems of 27 other coun -
tries that are mem bers of the
Organi sa tion for Eco nomic
Co-oper a tion and Devel op ment
(OECD).1 Eco nomic per for mance is 
defined by the avail abil ity of med i -
cal resources and the out put of
med i cal ser vices, as well as the asso -
ci ated level of national health
spend ing as a per cent age of GDP.
The value for money pro duced by a
coun try’s health insur ance sys tem is 
defined rel a tive to the eco nomic
per for mance of the health insur ance 
sys tems of its inter na tional peers.
Our anal y sis uses the most recent
inter na tion ally com pa ra ble data
reported to the OECD by its mem -
ber coun tries, cur rent to the year
2009, for the 28 OECD coun tries
report ing suf fi cient data for
com par i son.

Health spend ing

com pared to med i cal

resources and out put

Table 1 dis plays a sum mary of Can -
ada’s rank on health spend ing, as
well as the coun try’s rank in each of
20 indi ca tors of the avail abil ity of
med i cal resources and the level of
med i cal out put.2 Accord ing to the
most recent inter na tion ally com pa -
ra ble data from 2009 (table 2), Can -
ada had the sixth most expen sive
health care sys tem (defined by total
health spend ing as a per cent age of
GDP) among OECD coun tries
with out adjust ing for dif fer ences in
the pop u la tion age dis tri bu tions
between coun tries.
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Table 1: Can ada’s rank on spend ing com pared to its

rank on avail able med i cal resources and out put

indi ca tors among OECD coun tries, 2009

6th in overall spending among 28 OECD countries

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

12th (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

16th (out of 23 countries) for number of CT scanners per million population

14th (out of 22 countries) for number of MRI units per million population

11th (out of 20 countries) for number of PET scanners per million population

10th (out of 19 countries) for number of mammographs per million population

15th (out of 17 countries) for number of lithotriptors per million population

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

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

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

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

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

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

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

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

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

21st (out of 28 countries) for number of hip replacement procedures per
100,000 population

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

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

Sources: OECD, 2011; cal cu la tions by authors.



Despite being ranked as the sixth
most expen sive health insur ance
sys tem among OECD coun tries in
2009, Can ada ranked below the
major ity of the other 27 OECD
coun tries in almost every indi ca tor
of med i cal resource avail abil ity and
the out put of med i cal ser vices for
which com pa ra ble data were
avail able.

In table 3, each indi ca tor has the
OECD coun tries ranked (where
data is avail able) in terms of out put
(from high to low) with the OECD
aver age dis played. Data for Can ada
are high lighted in red and it is clear
that the num ber of med i cal out puts
in Can ada is well below the OECD
aver age for the major ity of indi ca -
tors observed in this anal y sis.

As table 3 shows, the num ber of
med i cal resources and out puts
avail able (includ ing pro ce dures per -
formed) in Can ada were above the
OECD aver age in less than a third
of all 20 indi ca tors: cat a ract sur -
ger ies (4th out of 28 coun tries),
cor o nary bypass sur ger ies (9th out 
of 27 coun tries), cho le cys tec to mies 
(7th out of 24 coun tries), lap aro -
scopic cho le cys tec to mies (6th out
of 21 coun tries), and knee replace -
ment sur ger ies (10th out of 26
coun tries). In the remain ing 15
indi ca tors, Can ada was below the
OECD aver age and ranked below
par in every case. Can ada ranked
par tic u larly low on the num ber of
prac tic ing phy si cians per pop u la -
tion (19th out of 23 coun tries), the
num ber of cura tive (acute) care
beds per pop u la tion (tied for last
out of 26 coun tries), the num ber of
lithotriptors per pop u la tion (15th

out of 17 coun tries), the num ber of
percutaneous cor o nary inter ven -
tions per pop u la tion (26th out of 27

coun tries), the num ber of appen -
dec to mies pro ce dures per formed
per pop u la tion (18th out of 26 coun -
tries), and the num ber of hip
replace ment pro ce dures per formed
per pop u la tion (21st out of 28 coun -
tries). Over all, Can ada ranked low
rel a tive to the other 27 OECD
coun tries in terms of the num ber of
med i cal resources and out puts, yet
ranked rel a tively high in terms of
spend ing.

How is health insur ance
funded in the OECD?

Table 4 shows which coun tries
require var i ous types of con sumer
co-pay ments for pub licly funded
med i cal goods and ser vices; which
allow pri vate, for-profit hos pi tals to
bill pub lic insur ers; and which allow 
their pop u la tion to pur chase pri -
vate, com pre hen sive med i cal insur -
ance. In 2009, Can ada was only one

of four among the 28 OECD coun -
tries that did not require cost shar -
ing for ser vices per formed in
pub licly funded hos pi tals, by gen -
eral phy si cians or spe cial ists. The
other three coun tries are Den mark,
Spain, and the United King dom.
The remain ing 24 OECD coun tries
observed in this study require some
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Table 2: Total health
spending as a percentage
of GDP among 28 OECD
countries, 2009

1 United States 17.4

2 Netherlands 12.0

3 France 11.8

4 Germany 11.6

5 Denmark 11.5

6 Canada 11.4

6 Switzerland 11.4

8 Austria 11.0

9 Belgium 10.9

10 New Zealand 10.3

11 Portugal 10.1

12 Sweden 10.0

13 United Kingdom 9.8

14 Greece (2007) 9.7

14 Iceland 9.7

16 Norway 9.6

17 Ireland 9.5

17 Spain 9.5

17 Italy 9.5

20 Slovenia 9.3

21 Finland 9.2

22 Australia 8.7

23 Czech Republic 8.2

24 Israel 7.9

25 Luxembourg 7.8

26 Hungary 7.4

26 Poland 7.4

28 Korea 6.9

Source: OECD, 2011

Can ada is the only
coun try among the
28 where pri vate
com pre hen sive 

med i cal insur ance is
effec tively pro hib ited.
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Table 3: Can ada’s rank among 20 med i cal resources and out put indi ca tors in OECD
coun tries, 2009 (or most recent data avail able) (continued)

Table 3a: Prac tic ing phy si cians 
per 1,000 pop u la tion 
(23 coun tries)

Rank Coun try Prac tic ing
phy si cians
per 1,000
pop u la tion

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 3.4

10 Denmark
(2008)

3.4

12 Hungary 3.0

12 Australia (2008) 3.0

14 Belgium 2.9

15 Luxembourg 2.7

15 Finland (2008) 2.7

15 United
Kingdom

2.7

18 New Zealand 2.6

19 United States 2.4

19 Slovenia 2.4

19 Canada 2.4

22 Poland 2.2

23 Korea 1.9

OECD Average 3.1

Source: OECD, 2011.

Table 3b: Prac tic ing nurses 
per 1,000 pop u la tion 
(21 coun tries)

Rank Coun try Prac tic ing
nurses per
1,000
pop u la tion

1 Iceland 15.3

2 Switzerland 15.2

3 Denmark
(2008)

14.8

4 Norway 14.2

5 Ireland 12.7

6 Germany 11.0

7 Luxembourg
(2006)

10.9

8 New Zealand 10.5

9 Australia (2008) 10.2

10 United
Kingdom

9.7

11 Finland (2008) 9.6

12 Canada 9.4

13 Netherlands
(2008)

8.4

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

Table 3c: Cura tive (acute) care
beds per 1,000 pop u la tion (26
coun tries)

Rank Coun try Cura tive
(acute) care 
beds per
1,000
pop u la tion

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
Kingdom

2.7

18 United States
(2006)

2.7

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: Can ada’s rank among 20 med i cal resources and out put indi ca tors in OECD
coun tries, 2009 (or most recent data avail able) (continued)

Table 3d: CT scan ners per 
mil lion pop u la tion 
(23 coun tries)

Rank Coun try CT 
scan ners
per mil lion
pop u la tion

1 Australia 38.7

2 Korea 37.1

3 Iceland 34.5

4 United States
(2007)

34.3

5 Greece 33.8

6 Switzerland 32.8

7 Italy 31.7

8 Austria 29.3

9 Luxembourg 26.3

10 Portugal (2007) 26.0

11 Denmark 23.7

12 Finland 20.4

13 Ireland 15.3

14 New Zealand 14.6

15 Czech Republic 14.1

16 Canada 13.9

17 Poland 12.4

18 Slovenia 11.9

19 Netherlands 11.3

20 France 11.1

21 Israel 9.4

22 United
Kingdom
(2008)

7.4

23 Hungary 7.2

OECD Average 21.6

Source: OECD, 2011

Table 3e: MRI units per 
mil lion pop u la tion 
(22 coun tries)

Rank Coun try MRI 
units 
per mil lion
pop u la tion

1 United States
(2007)

25.9

2 Iceland 21.9

3 Greece 21.7

4 Italy 21.6

5 Korea 19.0

6 Austria 18.4

7 Finland 16.9

8 Denmark 15.4

9 Luxembourg 14.2

10 Ireland 11.9

11 Netherlands 11.0

12 New Zealand 9.7

13 Portugal (2007) 8.9

14 Canada 8.0

15 France 6.5

16 Australia 5.9

17 Czech Republic 5.7

18 United
Kingdom
(2008)

5.6

19 Slovenia 4.5

20 Poland 3.7

21 Hungary 2.8

22 Israel 1.9

OECD Average 11.9

Source: OECD, 2011

Table 3f: PET scan ners per 
mil lion pop u la tion 
(20 coun tries)

Rank Coun try PET 
scan ners
per mil lion
pop u la tion

1 Denmark 5.6

2 Netherlands 4.5

3 United States
(2008)

3.1

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

Source: OECD, 2011
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Table 3: Can ada’s rank among 20 med i cal resources and out put indi ca tors in OECD
coun tries, 2009 (or most recent data avail able) (continued)

Table 3h: Lithotriptors 
per mil lion pop u la tion 
(17 coun tries)

Rank Coun try Litho-
triptors
per mil lion
pop u la tion

1 Korea 13.6

2 Hungary 4.9

3 Poland 4.2

4 Iceland 3.1

5 Portugal (2007) 3.0

5 Czech Republic 3.0

7 Slovenia 2.5

8 Netherlands 2.1

9 Luxembourg 2.0

9 Greece 2.0

11 Austria (2007) 1.9

12 Ireland 1.1

13 Australia (2008) 1.0

14 New Zealand 0.7

15 Canada (2007) 0.6

16 Israel 0.5

17 Finland 0.4

OECD Average 2.7

Source: OECD, 2011

Table 3i: Cat a ract surgery per
100,000 pop u la tion (28
coun tries)

Rank Coun try Cat a ract
surgery per 
100,000
pop u la tion

1 United States
(2006)

1,891.4

2 Belgium (2007) 1,847.8
3 Portugal 1,390.5
4 Canada (2008) 1,064.8
5 France 997.5
6 Greece (2006) 981.3
7 Austria 934.4
8 Australia (2008) 927.8
9 Denmark 897.6
10 Netherlands

(2008)
884.1

11 Czech Republic 847.5
12 Luxembourg 790.4
13 Korea 750.6
14 Finland 745.2
15 Hungary 682.8
16 United

Kingdom
668.4

17 Iceland (2008) 651.0
18 Sweden 604.8
19 Spain 558.3
20 Poland 511.5
21 Norway (2008) 480.4
22 Switzerland

(2008)
421.4

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

Table 3g: Mammographs 
per mil lion pop u la tion 
(19 coun tries)

Rank Coun try Mammo-
graphs 
per mil lion
pop u la tion

1 Korea 49.9

2 Greece 49.1

3 United States
(2008)

40.2

4 Portugal (2007) 35.4

5 Switzerland 33.2

6 Italy 32.0

7 Finland 31.7

8 New Zealand 26.4

9 Australia 24.3

10 Canada (2007) 21.3

11 Luxembourg 20.3

12 Slovenia 17.3

13 Denmark 17.0

14 Iceland 15.7

15 Hungary 14.6

16 Poland 14.3

17 Ireland 14.1

18 Czech Republic 12.7

19 United
Kingdom

9.0

OECD Average 25.2

Source: OECD, 2011
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Table 3: Can ada’s rank among 20 med i cal resources and out put indi ca tors in OECD
coun tries, 2009 (or most recent data avail able) (continued)

Table 3k: Percutaneous 
cor o nary inter ven tions 
(PTCA, stenting) per 100,000 
pop u la tion (27 coun tries)

Rank Coun try PTCA,
stenting
per
100,000
pop u la tion

1 Germany 582.2
2 Belgium (2007) 427.3
3 United States

(2008)
377.2

4 Norway (2008) 249.9
5 Austria 230.0
6 Czech Republic 221.1
7 Slovenia 206.9
8 Luxembourg 201.4
9 Iceland 198.0
10 Israel 197.8
11 France 194.0
12 Denmark 184.1
13 United

Kingdom
177.5

14 Greece 177.0
15 Sweden 175.2
16 Poland 173.2
17 Hungary 172.2
18 Netherlands

(2008)
165.5

19 Australia (2008) 158.8
20 Finland 139.0
21 Switzerland 133.8
22 Spain 133.7
23 Italy 133.4
24 Portugal 118.2
25 New Zealand 117.0
26 Canada (2008) 104.6
27 Ireland 81.5

OECD Average 201.1

Source: OECD, 2011

Table 3l: Cor o nary bypass 
per 100,000 pop u la tion 
(27 coun tries)

Rank Coun try Cor o nary
bypass per
100,000
pop u la tion

1 Belgium (2007) 131.4

2 Germany 119.9

3 United States
(2008)

79.5

4 Denmark 78.6

5 New Zealand 77.0

6 Norway (2008) 70.2

7 Australia (2008) 69.9

8 Slovenia 66.0

9 Canada (2008) 63.4

10 Iceland 59.2

11 Netherlands
(2008)

58.4

12 Czech Republic 56.2

13 Luxembourg 54.4

14 Finland 52.9

15 Austria 47.6

16 Israel 47.3

17 Sweden 45.0

18 United
Kingdom

40.1

19 Portugal 39.7

20 Poland 38.0

21 Hungary 32.3

22 Italy 32.0

23 Switzerland 30.6

24 France 30.2

25 Ireland 23.5

26 Spain 17.6

27 Korea 7.2

OECD Average 54.4

Source: OECD, 2011

Table 3j: Ton sil lec tomy
per 100,000 pop u la tion 
(26 coun tries)

Rank Coun try Ton sil lec -
tomy per
100,000
pop u la tion

1 Luxembourg 258.8

2 United States
(2006)

254.4

3 Netherlands
(2008)

240.2

4 Belgium (2007) 234.0

5 Australia (2008) 217.1

6 Norway (2008) 208.8

7 Iceland (2008) 191.0

8 Greece (2006) 160.9

9 Finland 159.9

10 Germany 155.9

11 Hungary 147.8

12 Denmark 129.6

13 Switzerland
(2008)

120.1

14 Austria 117.7

15 New Zealand 110.7

16 Israel 109.5

17 Canada (2008) 108.2

18 France 103.1

19 United
Kingdom

98.9

20 Sweden 94.5

21 Ireland 91.9

22 Korea 88.2

23 Portugal 78.8

24 Italy 71.4

25 Spain 60.4

26 Slovenia 55.4

OECD Average 141.0

Source: OECD, 2011
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Table 3: Can ada’s rank among 20 med i cal resources and out put indi ca tors in OECD
coun tries, 2009 (or most recent data avail able) (continued)

Table 3n: Appen dec tomy 
per 100,000 pop u la tion
(26 coun tries)

Rank Coun try Appen dec -
tomy per
100,000
pop u la tion

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
(2008)

94.2

21 Hungary 93.3

22 United States
(2008)

92.6

23 United
Kingdom

86.0

24 Poland 81.2

25 Italy 79.7

26 Denmark 35.5

OECD Average 117.2

Source: OECD, 2011

Table 3o: Cholecystectomy 
per 100,000 pop u la tion 
(24 coun tries)

Rank Coun try Chole-
cystectomy 
per
100,000
pop u la tion

1 Greece (2006) 361.3

2 United States
(2006)

307.0

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
(2008)

161.9

14 Portugal 152.9

15 Spain 151.6

16 Netherlands
(2008)

148.6

17 Israel 143.4

18 Finland 141.0

19 Denmark 136.3

20 Sweden 134.9

21 United
Kingdom

125.0

22 New Zealand 117.0

23 Ireland 108.5

24 Norway (2008) 94.0

OECD Average 181.2

Source: OECD, 2011

Table 3m: Car diac
catheterization per 100,000
pop u la tion (23 coun tries)

Rank Coun try Car diac
cath e ter-
ization per
100,000
pop u la tion

1 Germany 1038.9

2 Belgium (2007) 517.5

3 Greece 469.7

4 Luxembourg 381.0

5 Iceland 373.4

6 United States
(2008)

357.8

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
(2008)

192.6

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 Italy 23.9

21 Sweden 13.3

22 Poland 5.8

23 United
Kingdom

2.7

OECD Average 237.1

Source: OECD, 2011
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Table 3: Can ada’s rank among 20 med i cal resources and out put indi ca tors in OECD
coun tries, 2009 (or most recent data avail able) (continued)

Table 3q: Hys ter ec tomy 
per 100,000 pop u la tion 
(25 coun tries)

Rank Coun try Hys ter ec -
tomy per
100,000
pop u la tion

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
(2008)

111.6

13 Canada (2008) 92.2

14 Slovenia 89.4

15 Netherlands
(2008)

83.4

16 Italy 66.0

17 Denmark 59.6

18 Iceland 58.3

19 Spain 52.7

20 Ireland 43.4

21 Portugal 42.5

22 Sweden 40.7

23 Israel 40.6

24 Hungary 34.9

25 United
Kingdom

28.1

OECD Average 120.8

Source: OECD, 2011

Table 3r: Hip replacement 
per 100,000 pop u la tion 
(28 coun tries)

Rank Coun try Hip
replace-
ment per
100,000
pop u la tion

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

(2008)
213.1

11 Slovenia 193.7
12 United

Kingdom
193.6

13 Finland 188.2
14 United States

(2008)
183.9

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

Table 3p: Lap aro scopic
cholecystectomy per 100,000
pop u la tion (21 coun tries)

Rank Coun try Lap aro -
scopic
chole-
cystectomy 
per 100,000 
pop u la tion

1 United States
(2006)

275.1

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
(2008)

148.3

11 Israel 132.4

12 Netherlands
(2008)

129.3

13 Denmark 121.8

14 Finland 120.5

15 Portugal 118.2

16 Spain 116.5

17 Sweden 107.4

18 United
Kingdom

104.2

19 New Zealand 98.9

20 Ireland 96.2

21 Norway (2008) 86.0

OECD Average 149.3

Source: OECD, 2011



type of cost shar ing from con sum -
ers and patients for the use of pub -
licly funded care in hos pi tals, by
gen eral prac ti tio ners, and/or by spe -
cial ists. In addi tion, Can ada is the
only coun try among the 28 where
pri vate com pre hen sive med i cal
insur ance is effec tively pro hib ited.
In Can ada, pri vate insur ance is only 
per mit ted to cover goods and ser -
vices that are not cov ered by the
uni ver sal, gov ern ment-run health
insur ance plan, which, in prac tice,
are mainly den tal ser vices and pre -
scrip tion drugs.

Plu ral is tic pub lic-pri vate social
insur ance approaches3 to financ ing
health insur ance are com mon
among OECD coun tries. Based on
the most recently avail able data,
table 5 ranks the 28 OECD coun -
tries in ascend ing order accord ing
to the degree to which each relies
upon a plu ral is tic pub lic-pri vate
social insur ance approach in order
to achieve uni ver sal health insur -
ance cov er age for its pop u la tion.

In 2009, 1.3% of total health expen -
di tures in Can ada were allo cated
through pub lic-pri vate social insur -
ance plans (for exam ple, work ers’
safety insur ance). This was sig nif i -
cantly below the OECD aver age of
35.5%. In con trast, direct gov ern -
ment spend ing on pub lic health and 
health insur ance made up 69.3% of
total health expen di tures in Can ada; 
this was sig nif i cantly higher than
the OECD aver age of 40.2%. Direct
spend ing through fully pri vate
health insur ance in Can ada made
up 12.7% of total health expen di -
tures com pared to the OECD aver -
age of 6.5%. It is impor tant to note,
how ever, that pri vate insur ance
spend ing in Can ada is not directly
com pa ra ble to that in the rest of the
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Table 3: Can ada’s rank among 20 med i cal resources and
out put indi ca tors in OECD coun tries, 2009 (or most recent
data avail able)

Table 3t: Mas tec tomy per
100,000 pop u la tion 
(26 coun tries)

Rank Coun try Mas tec -
tomy per
100,000
pop u la tion

1 Korea 102.6

2 Finland 99.5

3 Denmark 96.0

4 Netherlands
(2008)

89.7

5 Belgium (2007) 86.6

6 Iceland 79.9

7 Norway (2008) 78.8

8 Australia (2008) 74.4

9 Germany 71.6

10 United
Kingdom

64.8

11 France 62.8

12 Switzerland 57.6

13 Sweden 55.4

14 New Zealand 54.5

15 Italy 53.5

16 Portugal 52.4

17 Canada (2008) 50.7

18 United States
(2008)

50.0

19 Hungary 49.9

20 Austria 48.9

21 Spain 45.0

22 Slovenia 44.9

23 Luxembourg 43.8

24 Ireland 43.7

25 Israel 36.5

26 Poland 35.5

OECD Average 62.7

Source: OECD, 2011

Table 3s: Knee replace ment
per 100,000 pop u la tion 
(26 coun tries)

Rank Coun try Knee
replace -
ment per
100,000
pop u la tion

1 Germany 212.5

1 United States
(2008)

212.5

3 Switzerland 200.0

4 Austria 187.5

5 Finland 178.0

6 Denmark 168.0

7 Belgium 167.7

8 Luxembourg 160.2

9 Australia (2008) 157.9

10 Canada (2008) 143.3

11 United
Kingdom

140.9

12 Iceland 131.6

13 Sweden 126.8

14 Netherlands
(2008)

124.3

15 France 118.8

16 Czech Republic 111.1

17 Spain 102.3

18 New Zealand 101.8

19 Italy 99.8

20 Korea 97.8

21 Slovenia 93.0

22 Norway (2008) 75.1

23 Portugal 61.7

24 Israel 46.7

25 Hungary 45.2

26 Ireland 41.8

OECD Average 127.2

Source: OECD, 2011
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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 

Coun try Con sumer/patient cost shar ing required for
pub licly funded health care goods/ser vices

Pri vate
for-profit
hos pi tals 

bill ing
pub lic
insurer

Pri vate
com pre -
hen sive
med i cal

insur ance
avail able

Hospitals GPs Specialists Prescription
drugs

Australia l l l l l

Aus tria l l l l l l

Bel gium l l l l l

Can ada l

Czech Republic l l l l l l

Den mark l l l

Fin land l l l l l l

France l l l l l l

Ger many l l l l l l

Greece l l l l l l

Hun gary l l l l l

Ice land l l l l

Ire land l l l l l l

Israel l l l l l

Italy l l l l

Korea l l l l l l

Luxembourg l l l l l

Netherlands l l l l l l

New Zealand l l l l

Norway l l l l l

Poland l l l l l

Portugal l l l l l l

Slovenia l l l l l

Spain l l l

Sweden l l l l l l

Switzerland l l l l l l

United Kingdom l l

United States l l l l l l

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
insurance as a

percentage of total
health expenditure

Public health and
gov’t insurance as a
percentage of total
health expenditure

Private insurance as
a percentage of total
health expenditure

Out of pocket
payment as a

percentage of total
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 13.4

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 5.5 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 spend ing (e.g., direct spend ing by non-gov ern men tal orga ni za tions and com pa nies) are not
shown, so per cent ages may not total 100%. Incom plete data were reported for Swe den, United King dom, Nor way, Ice land,
and Greece.
Due to a change in the OECD’s def i ni tion of health financ ing in the United States by “gen eral gov ern ment (exclud ing
secu rity)” and “social secu rity schemes,” there is a sig nif i cant dif fer ence from the 2010 edi tion of this study in the
per cent age of total health expen di tures allo cated to social health insur ance, and pub lic health and gov ern ment insur ance.



OECD because pri vate insur -
ance in Can ada does not
cover hos pi tal or phy si cian
ser vices and is almost entirely 
lim ited to den tal ser vices and
pre scrip tion med i cines. In
other OECD coun tries, pri -
vate insur ance is per mit ted to 
cover drugs, den tal, hos pi tal,
and phy si cian ser vices. The
same is also true of pub lic
health insur ance in Can ada,
which is lim ited to hos pi tals
and phy si cians, while exclud -
ing drugs and den tal, mak ing
the Cana dian sys tem far less
com pre hen sive in its cov er age 
than the pub lic sys tems of the 
other OECD mem bers stud -
ied. Finally, in terms of per -
sonal pay ments (out-of-pocket
pay ments) for med i cal ser vices as a
per cent of total health expen di tures, 
Can ada (14.6%) was below the
OECD aver age (17.3%).

Lux em bourg—social
insur ance, ret ro ac tive
reim burse ment, patient
cost shar ing

Lux em bourg pro vides use ful les sons 
for reform in Can ada. Lux em bourg
shows the larg est net ben e fi cial dif -
fer ence between spend ing and out -
put ranks (table 2). The coun try
ranked 25th (7.8% of GDP) in terms
of health care spend ing, yet ranked
com par a tively high on the major ity
of indi ca tors for med i cal resources
and out puts. As table 3 shows, Lux -
em bourg ranked higher than Can -
ada in 15 out of 20 indi ca tors where 
data were avail able.4

Lux em bourg has a social insur ance
sys tem: 60% of total health

insur ance costs are paid by com pul -
sory con tri bu tions from employ ers
and indi vid u als. Yet Lux em bourg’s
sys tem is unique because it is not
plu ral is tic as other social insur ance
sys tems in the OECD are. The most
prob a ble expla na tion for this is that
the coun try’s small pop u la tion
reduces the fea si bil ity of sus tain able 
risk-pool ing across more than one
insurer. In 2009, Lux em bourg had a 
pop u la tion of 493,500 (the sec ond
least-pop u lated coun try in the
world after Ice land, which has a
pop u la tion of 319,200), while the
OECD aver age was 35,890,797
(OECD, 2011).

Health insur ance is com pul sory in
Lux em bourg and cov ers 99% of the
pop u la tion. Those not cov ered
under com pul sory health insur ance
include civil ser vants, gov ern ment
employ ees from other Euro pean
coun tries, and unem ployed indi vid -
u als who are not receiv ing a pub lic
pen sion or unem ploy ment ben e fits
(Euro pean Obser va tory on Health
Care Sys tems, 1999).

Com pul sory insur ance is financed
by con tri bu tions from tax-financed
pay ments by gov ern ment (up to
40% of the total), as well as direct
con tri bu tions from employ ers (30%
of the total) and from indi vid u als
(approx i mately 30%). Employ ers’
con tri bu tions vary among sec tors
and indus tries; how ever, they usu -
ally con trib ute an amount equal to
that paid by their employ ees. Indi -
vid ual con tri bu tions are cal cu lated
as a per cent age of gross income (up
to a max i mum amount). Indi vid u -
als below a min i mum thresh old
(based on means test ing) do not
have to con trib ute to the health
insur ance fund. 

An impor tant aspect of Lux em -
bourg’s health insur ance sys tem is
that patients are required to pay the
full price of med i cal ser vices that
they obtain (whether from a hos pi -
tal or a phy si cian) at the point of
ser vice, which is sub se quently reim -
bursed, minus any co-pay ment.
Patients are also required to make
co-pay ments when vis it ing hos pi -
tals, GPs, and spe cial ists.

Swit zer land and the
Neth er lands—uni ver sal
pri vate health insur ance

The most impor tant les son pro -
vided by Swit zer land and the Neth -
er lands for health pol icy reform in
Can ada is that both coun tries
achieve uni ver sal health insur ance
cov er age with out any direct gov ern -
ment deliv ery of that insur ance.
Instead, the Swiss and the Dutch
require all res i dents to pur chase
health insur ance pri vately in a reg u -
lated, com pet i tive mar ket, and pro -
vide means-tested pub lic sub si dies
for low-income peo ple so that
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every one can afford to obtain cov er -
age. Addi tion ally, Swit zer land and
the Neth er lands have rou tine cost
shar ing for ser vices deliv ered in
hos pi tals, by GPs and spe cial ists
(table 4).

United States—high
spend ing, numer ous
resources, and high
out put

Despite a lot of neg a tive rhet o ric
about the Amer i can health insur -
ance sys tem, the data show that,
while Amer i cans spend a lot on
health care, their sys tem actu ally
achieves a high level of med i cal
resources and out puts. The United
States ranks num ber one in terms of 
spend ing among the 28 OECD
coun tries stud ied. Yet at the same
time, the United States ranks higher 
than Can ada in 16 out of 19 (84%)
med i cal resources and out put indi -
ca tors where data are avail able
(table 3). Over all, the United States
ranks among the top three coun tries 
in 11 of the 19 med i cal resource and 
out put indi ca tors where data are
avail able for com par i son.

Les sons for Can ada

This anal y sis sug gests that rel a tive
to the major ity of OECD coun tries,
Can ada’s health insur ance sys tem
does not pro duce good value for
money. Can ada has the sixth
most-expen sive health insur ance
sys tem in the OECD, yet ranks low
for over all avail abil ity of, and access 
to, med i cal resources and the out -
put of sur gi cal pro ce dures. Despite
the rel a tively high level of health
spend ing in Can ada, Cana di ans do
not have access to the same quan tity 

of med i cal goods and ser vices
avail able in the major ity of OECD
coun tries. Nearly every coun try
observed in this study has some
type of patient cost shar ing for ser -
vices deliv ered in hos pi tals, by GPs,
and/or spe cial ists. Every coun try
except Can ada allows its res i dents
to pur chase pri vate, com pre hen sive
med i cal insur ance.

Impor tantly, almost all of the coun -
tries that ranked above Can ada in
the avail abil ity of med i cal resources
and ser vices had some or all of the
fol low ing health insur ance pol i cies
in com mon: (1) con sumer/patient
cost shar ing is required for pub licly
funded med i cal goods and ser vices;
(2) med i cal goods and ser vices are
financed through some form of
pub lic-pri vate social insur ance
(usu ally plu ral is tic) where indi vid u -
als and employ ers make direct and
sig nif i cant con tri bu tions to pre -
mium costs; (3) com pre hen sive pri -
vate health insur ance options are
per mit ted; and (4) pri vate for-profit 
hos pi tals are per mit ted to bill pub lic 
health insurer(s) for ser vices.

The per for mance of a
health insur ance sys tem
can not be mea sured by
pop u la tion health
sta tis tics

This paper com pares the cost of
health insur ance sys tems against the 
avail abil ity of med i cal goods and
ser vices because these things define
the cost of health insur ance. Pop u -
la tion health out comes are not used
in this anal y sis to mea sure the per -
for mance of health insur ance sys -
tems. It is impor tant to mea sure
only the resources pur chased by the

sys tem used to finance health care
instead of the health out comes pro -
duced by med i cal treat ment. The
out put “good” pro duced by med i cal 
treat ment is human health, but the
out put of health insur ance is access
to med i cal goods and ser vices.
Health insur ance sys tems influ ence
invest ment in, and the use of, med i -
cal resources and there fore can
indi rectly affect the per for mance of
the med i cal sys tem and patient
health out comes. How ever, the par -
tic u lar effects of a med i cal sys tem
are not usu ally appar ent in broad
pop u la tion health sta tis tics (out -
comes) like life expec tancy because
only small per cent ages of the pop u -
la tion have life-short en ing health
con di tions that can be rem e died by
med i cal treat ment. Broad pop u la -
tion health sta tis tics like life expec -
tancy are more sig nif i cantly affected 
by fac tors that affect many peo ple
and are usu ally unre lated to the type 
of health insur ance pol icy a coun try 
has. For exam ple, clean water,
nutri tion, the treat ment of san i tary
sew age and waste, envi ron men tal
pol lu tion, auto acci dent rates, rates
of vio lent crime, pov erty, con trol of
infec tious dis eases, mass vac ci na -
tion pro grams, and so on, have the
most sta tis ti cally sig nif i cant impact
on pop u la tion-wide health sta tis tics. 
Once these fac tors are con trolled
for, there tends to be lit tle dif fer -
ence in life expec tancy between
coun tries that have sim i lar lev els of
eco nomic devel op ment.5

In order to iso late and mea sure
accu rately the out comes pro duced
by a med i cal sys tem—the quan tity,
qual ity, allo ca tion, and orga ni za tion 
of med i cal resources—it is impor -
tant to mea sure dif fer ences in the
health out comes of patients actu ally 
treated by hos pi tals and doc tors
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(assum ing the pop u la tions have
sim i lar risk pro files). Accord ing to
this mea sure, there is lit tle rea son to 
doubt that the qual ity of med i cal
care in Can ada is among the best in
the world. In fact, for patients who
actu ally receive med i cal treat ment,
we would expect to see lit tle dif fer -
ence in health out comes among
coun tries with sim i larly devel oped
hos pi tal sys tems, med i cal sci ence,
and med i cal pro fes sion al ism after
adjust ing for dif fer ences in the inci -
dence rates of dis ease. There fore,
the best way to make an accu rate
com par i son of the “out put” per for -
mance of the health insur ance sys -
tems of sev eral coun tries is to know
the num ber of peo ple need ing treat -
ment, the num ber of peo ple receiv -
ing actual access to the best
avail able global stan dard of treat -
ment, and the cost of pro vid ing this
treat ment. Unfor tu nately, an inter -
na tional data source that would
make such an anal y sis pos si ble does
not appear to exist and we are left to 
com pare vari a tions in the “out put”
among dif fer ent health insur ance
sys tems using avail able inter na -
tional data on pop u la tion, demo -
graph ics, aggre gate health spend ing, 
and aggre gate vol umes of med i cal
resources (Skin ner, 2009: 19).

Costs are not rel e vant
unless con sid ered in the
con text of ben e fits

This study assesses the rel a tive per -
for mance of health insur ance sys -
tems on a “value-for-money” basis
because the total costs of a health
insur ance sys tem are irrel e vant
with out an assess ment of the asso ci -
ated ben e fits it pro duces. In com -
par ing the per for mance of health
insur ance sys tems around the

world, it is incor rect to define
higher national lev els of spend ing
on health as neg a tive with out con -
sid er ing the ben e fits (access and
avail abil ity of med i cal resources),
because doing so falsely assumes
that the quan tity and qual ity of
health care received across coun -
tries is the same. Con sider that in
2006 Ethi o pia spent 4.9% of its
GDP on health care. This is 5.1 per -
cent age points lower than the 10.0% 
of GDP that Can ada spent on health 
care in the same year (WHO, 2008). 
Yet, on a per-capita basis,
Ethi o pi ans spent only the
equiv a lent (inter na tional
cur rency adjusted) of $22
per per son on health care
in 2006 com pared to
$3,672 per per son in Can -
ada (WHO, 2008). There
is no doubt that Ethi o pia’s 
health care sys tem is not
pro duc ing the same qual -
ity or quan tity of med i cal
goods and ser vices as the
Cana dian sys tem.

More over, research shows 
that wealth ier soci et ies
tend to spend pro por tion -
ally more of their income
on health care. This is because peo -
ple in wealthy coun tries have pro -
por tion ally more dis pos able income 
to devote to health care after other
neces si ties like food, cloth ing, hous -
ing, trans por ta tion, and edu ca tion
(Gerdtham and Jönsson, 2000). As
peo ple become wealth ier, they have
the capac ity to spend a higher per -
cent age of their income on improv -
ing their health and extend ing their
lives with out sac ri fic ing their other
needs and pref er ences.

Another false but com mon assump -
tion is to view spend ing on health

only as a cost, with out con sid er -
ation of the health ben e fits received. 
It is invalid to assume that spend ing 
a larger per cent age of GDP on
health care is nec es sar ily bad (Skin -
ner, 2009: 26–27).

Age adjust ments

Adjust ing for age makes aggre gate
health spend ing data more com pa -
ra ble between coun tries with dif fer -
ent age dis tri bu tion pro files. Age is

linked to health expen di tures.
Research indi cates that 50% of life -
time per capita health expen di tures
occur after age 65 (Brimacombe et
al., 2001). Accord ing to 2009 data
pub lished by the Cana dian Insti tute 
for Health Infor ma tion on pro vin -
cial and ter ri to rial gov ern ment
health care spend ing by age group,
Cana di ans youn ger than the age of
1 cost an esti mated $9,121.36 per
per son. From age 1 to age 64,
spend ing aver aged less than $2,173
per per son. There was a pro -
nounced increase in per capita
spend ing 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).
Sim i larly, data from the OECD con -
firms that health expen di tures on
seniors are sig nif i cantly higher than
per capita spend ing in gen eral
(OECD, 2008). Coun tries with
youn ger pop u la tions should there -
fore be expected to spend pro por -
tion ally less because there should be 
less demand for med i cal goods and
ser vices. A com par i son of spend ing
that does not adjust for the age
char ac ter is tics of a pop u la tion can
result in an under es ti ma tion of
what the real level of spend ing
would be for coun tries with youn -
ger pop u la tions if all coun tries had
the same age dis tri bu tion pro files
(Skin ner, 2009: 24). In the com par i -
son of value for money in this
paper, the data are unad justed for
age because spend ing is either not
cor re lated with age in all of the sep -
a rate indi ca tors of med i cal spend ing 
for which data are avail able for
inter na tional com par i son, or
because the spend ing asso ci ated
with some indi ca tors could be indi -
vid u ally cor re lated with youn ger
ages in the pop u la tion (e.g., expen -
di tures related to women and chil -
dren dur ing birth). Also, when
spend ing is pre sented along side
resources and out puts, age adjust -
ment must be done to both sides of
the cost-ben e fit equa tion. On one
side, fail ing to adjust data for the
pop u la tion’s age dis tri bu tion might
under state the real level of spend ing 
for coun tries with youn ger pop u la -
tions. On the other side, fail ing to
adjust the data for age will under -
state the real level of resources and
out put sup plied by a health

insur ance sys tem for coun tries with
youn ger pop u la tions. Adjust ing
both sides is redun dant because the
adjust ments can cel each other out
in any con sid er ation of value for
money.

Data

The data used for this study were
obtained from the OECD (2011)
and are cur rent to the year 2009.
Data were not always avail able for
some coun tries for 2009. In these
cases, data from the most recent
pre vi ous year were sub sti tuted for
the miss ing 2009 data. Esto nia,
Chile, Mex ico, Slo vak Repub lic,
Japan, and Tur key were excluded
from the anal y sis due to large quan -
ti ties of miss ing data.

The OECD col lects and pub lishes
data from each of its mem ber coun -
tries on the num ber of med i cal
tech nol o gies and human resources
avail able, and the num ber of sur gi -
cal pro ce dures (both emer gency
and elec tive) per formed. All of the
data are stated in ratio to pop u la -
tion and are, there fore, com pa ra ble. 
For this study, the most recently
avail able data were col lected on 20
indi ca tors describ ing the avail abil ity 
of human and med i cal resources, as
well as the num ber of sur gi cal pro -
ce dures per formed. The OECD
pub lishes data for sev eral indi ca tors
that were excluded from this anal y -
sis because the indi ca tors rep re -
sented very rare pro ce dures or were
not pub lished as aggre gate sta tis tics
for the whole pop u la tion.

There are some nota ble lim i ta tions
to the com par i sons of coun tries
using OECD data.

OECD data sub mit ted by mem -
ber coun tries is not per fectly
com pa ra ble due to dif fer ences
in report ing com pli ance with
OECD data def i ni tions. Cana -
dian expen di ture data, for
exam ple, does not include
spend ing by auto mo bile insur -
ers on med i cal reha bil i ta tion or
pri vate-sec tor spend ing on
occu pa tional health care,
whereas such expen di tures are
included in the total reported
by the United States. There may 
be other dif fer ences between
juris dic tions, includ ing incom -
plete report ing in some years.
(Skin ner, 2009: 26)

In addi tion,

[t]here are some com pa ra bil ity
lim i ta tions in these sta tis tics.
The data reported by each
mem ber coun try in the OECD
is not nec es sar ily defined the
same way. For exam ple, data
reported to the OECD by Cana -
dian and Amer i can sources is
not defined in the same way.
Direct com mu ni ca tions with
the OECD’s health data divi sion 
con firm that Cana dian counts
of active phy si cians include
phy si cians in admin is tra tion
and research, teach ing, etc. By
con trast, US counts do not
include phy si cians in admin is -
tra tion and research, teach ing,
etc. The report ing dif fer ence
inflates the num ber of phy si cian 
resources per pop u la tion pub -
lished by the OECD for Can ada
rel a tive to the US. (Skin ner,
2009: 52)
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Notes
1  Coun tries that are mem bers of the

OECD have roughly sim i lar lev els of
eco nomic devel op ment, mak ing
them more suit able for inter na tional
com par i son as a group rel a tive to
other coun tries.

2  The lack of inter na tion ally com pa ra -
ble data on the avail abil ity of phar -
ma ceu ti cal and other med i cal
con sump tion prod ucts made it
impos si ble to include sep a rate

indi ca tors for this impor tant com po -
nent of med i cal out put.

3  Under a social insur ance financ ing
sys tem, pub lic or pri vate insur ers (or
a mix of both) pro vide health care to
cit i zens once they are enrolled with
an insurer. While some tax financ ing
could be required in order pro vide
health insur ance for low income
earn ers and the elderly, insur ance
pay ments are col lected by inde pend -
ent par ties that are sub se quently
respon si ble for pur chas ing health

ser vices (Esmail and Walker, 2008).
In many cases, con tri bu tions to social 
insur ance programmes are shared
between gen eral tax rev e nues,
employers and employ ees (OECD,
2001).

4  Data for Lux em bourg were not avail -
able for the num ber of lap aro scopic
cho le cys tec to mies per formed per
100,000 peo ple.

5  Research indi cates that there is no
sta tis ti cal cor re la tion between spend -
ing on med i cal care and pop u la tion
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health out comes (Cen tre for Inter na -
tional Sta tis tics, 1998). Accord ing to
the Euro pean Obser va tory on Health
Care Sys tems, “health sta tus can be
more influ enced by broader deter mi -
nants such as liv ing and work ing
con di tions, per sonal and com mu nity
resources and envi ron men tal fac tors
than by access to, and the per for -
mance of, a given health sys tem”
(Marchildon, 2005: 126).

Ref er ences
Cana dian Insti tute for Health Infor ma tion

[CIHI] (2011). National Health Expen -
di ture Trends, 1975–2011. CIHI.

Cen tre for Inter na tional Sta tis tics (1998).
Health Spend ing and Health Sta tus: An
Inter na tional Com par i son. In Can ada
Health Action: Build ing on the Leg acy,
vol. 4 of papers com mis sioned by the
National Forum on Health, Strik ing a
Bal ance: Health Care Sys tems in Can ada 
and Else where (National Forum on
Health; Health Can ada; Cana dian Gov -
ern ment Pub lish ing, Pub lic Works and
Gov ern ment Ser vices Can ada; Edi tions
MultiMondes): 153–72.

Euro pean Obser va tory on Health Sys tems
and Pol i cies (2010). Health Sys tems Pro -
files. World Health Orga ni za tion.
<http://www.euro.who.int/en/who-we-
are/partners/observatory/health-system
-reviews-hits/full-list-of-hits>, as of
March 15, 2012.

Esmail, Nadeem, and Michael Walker
(2008). How Good Is Cana dian Health
Care? 2008 Report: An Inter na tional
Com par i son of Health Care Sys tems.
Fra ser Insti tute.

Gerdtham, Ulf-G., and Bengt Jönsson
(2000). Inter na tional Com par i sons of
Health Expen di ture. In A.J. Culyer and
J.P. Newhouse (eds.), Hand book of
Health Eco nom ics, 1st ed., 1(1) (Elsevier): 
11–53.

Marchildon, Greg ory P. (2005). Health Sys -
tems in Tran si tion: Can ada. Euro pean
Obser va tory on Health Sys tems and
Policies 7, 5. Organi sa tion for Eco nomic 
Co-oper a tion and Devel op ment.

Organi sa tion for Eco nomic Co-oper a -
tion and Devel op ment [OECD]
(2001). OECD Health Data 2001: A
Com par a tive Anal y sis of 30 Coun -
tries. OECD.

Organi sa tion for Eco nomic Co-oper a tion
and Devel op ment [OECD] (2011).
OECD Health Data 2011. Sta tis tics and
Indi ca tors for 32 Coun tries. OECD.

Organi sa tion for Eco nomic Co-oper a tion
and Devel op ment [OECD] (2010).
OECD Eco nomic Sur veys: Can ada 2010
(Sep tem ber). OECD. <http://titania.
sourceoecd.org/upload/1010141etemp.
pdf>, as of March 7, 2012.

Skin ner, Brett J. (2009). Cana dian Health
Pol icy Fail ures: What’s Wrong? Who
Gets Hurt? Why Noth ing Changes. Fra -
ser Insti tute.

Tamez, Silvia, and Nancy Molina (2000).
Reor ga niz ing the Health Care Sys tem in 
Mex ico. In Sonia Fleury, Susana
Belmartino, and Enis Baris (eds.),
Reshap ing Health Care in Latin Amer -
ica: A Com par a tive Anal y sis of Health
Care Reform in Argen tina, Brazil, and
Mex ico (Inter na tional Devel op ment
Research Cen tre): chap ter 7.

World Health Orga ni za tion [WHO] (2008). 
WHO Sta tis ti cal Infor ma tion Sys tem
[WHOSIS]. <http://www.who.int/
gho/en/>, as of March 15, 2012.

Value for Money from Health Insur ance Sys tems in Can ada and the OECD, 2012 edition 18
www.fraserinstitute.org

http://www.euro.who.int/en/who-we-are/partners/observatory/health-system-reviews-hits/full-list-of-hits
http://www.euro.who.int/en/who-we-are/partners/observatory/health-system-reviews-hits/full-list-of-hits
http://www.euro.who.int/en/who-we-are/partners/observatory/health-system-reviews-hits/full-list-of-hits
http://titania.sourceoecd.org/upload/1010141etemp.pdf
http://titania.sourceoecd.org/upload/1010141etemp.pdf
http://titania.sourceoecd.org/upload/1010141etemp.pdf
http://www.who.int/gho/en/
http://www.who.int/gho/en/

	Value for Money from
Health Insurance Systems in
Canada and the OECD, 2012 edition
	Measuring value for money
	Health spending compared to medical resources
	How is health insurance funded in the OECD?
	Luxembourg— social insurance, retroactive reimbursement, patient cost sharing
	Switzerland and the Netherlands— universal private health insurance
	United States— high spending, numerous resources, and high output
	Lessons for Canada
	Performance of a health insurance system not measured by population health statistics
	Costs irrelevant unless considered in the context of benefits
	Age adjustments
	Data
	About this publication
	Notes
	References



