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Background ?

The First Amendment of the Interim ConstitutionN&fpal (April, 2007) warrants the
restructuring of the state into a democratic feldegsteni. Subsequent Fourth
Amendment of the Interim Constitution has declakigpal a ‘Federal Democratic
Republic Staté’ Constituent Assembly formed after the electiofg\pril 2008 will
decide on the structure of the federal system basethe recommendations of a
High Level Commission that is yet to be constitutéederalism, needless to say, has
thus become a topic of contention in Nepal withadeb ensuing, from different
quarters, especially on the structure of the famthiog federal system. With no clear-
cut consensus yet on the model, federalism hastheless become a major agenda
for different political actors and interest groups. far, the locus of debate centres on
the structural aspects; discourses on what federaiieans functionally to different
sectors have yet to feature prominently.

This concept note outlines a proposition for Minyisif Health and Population (MoHP)
to develop a preliminary understanding on differepiions in which to organize the
health sector in the federal structure. For thidesk study is planned which will be
supported by GTZ through the cooperation projeedeFalism Support Programme
(FSP) and Health Sector Support Programme (HSSP).

In 2008, Federal Foreign Office of Germany commoissd GTZ to support the
federalism process in Nepal through the cooperapimject Federalism Support
Programme. FSP works with the Constituent Assembliynistry of Local
Development and has a mandate to work with theeafentioned High Level State
Restructuring Committee. To date, FSP has organizedmation workshops and
provided federalism related support to young prditileaders, civil society and
NGOs in cooperation and collaboration with Governtred Nepal (GoN) and other
development partners.

The joint Health Sector Support Programme is exatutinder the overall

coordination of the Ministry of Health and Popubati (MoHP) and in joint

responsibility with GTZ. HSSP aims to improve thezess to effective healthcare
services in particular for disadvantaged populagjaups of Nepal.

2 Introduction to the terms of reference for a “Conaige Analysis Study on Federalism for the Minjistf Health and
Population” of Nepal, formulated by Sudip Pokhréldviser, Information Management, Deutsche GesehficHiiir
Technische Zusammenarbeit (GTZ) GmbH, Health S&tpport Programme (HSSP), P.O. Box 1457, Kathmanipal.

3 Article 138 - Interim Constitution of Nepal 20630(7) as amended by the First, Second, and Thirdnélments. United
Nations Development Programme (UNDP) Nepal. Jan2@3.

“ibid
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The objective of the assignment is to look (studgmparatively at different

federations around the world vis-a-vis how theyehawanized their health sector.
The inference from this comparative analysis caien be applied to the local
context — by MoHP and other partner institution® -gauge the implications to the
Nepalese health sector of various models of feidenal

An international consultant shall comparatively lgra the experience of 4 to 6
federated states on how they have organized thethhsector. Specifically, the
consultant shall carry out the followings:

» As a feasibility study, identify ‘case study’ comes, sources, and collect
preliminary information to produce the comparatwvalysis.

»  Develop framework and format for the comparativelysis and presentation
including, but not limiting to, how the constitut® of the respective ‘case study’
countries have provisioned for the health sectog; focus on health service
delivery, institutional structure and reforms, ficang and resource mobilization,
sector control/stewardship, etc.

»  Produce a comparative analysis study of the 4fenlérated states in accordance
to the developed framework.

»  Present the analysis of the study to MoHP, paitreitutions, and stakeholders
and facilitate for the next steps forward.

The work was intended to start as a desk studyegktdp was used — therefore — as
the main tool to discover information and knowledgethe organization of health
care in selected federal countries of the worldtdtted as a feasibility study to get
information on eight key issues:

The federal set-up of various countries

The constitution of these countries

The explicit mentioning of health and related satgen the constitution

The basic organization of health care

The responsibilities of the federal level of govaamt for health and health
care

The responsibilities of the state and lower lewlgovernment for health and
health care

The financial contributions of these levels of goweent for health care
Stewardship and governance

For some countries further elements will be memtihre.g. transition management
and decentralization.

YVV VYV VVVVYVY

These seven issues formed the initial framework tfa feasibility study. The

internet was explored to check if updated infororatn these issues is available

»  for a considerable number of federal countries -atoid a premature and
biased selection

> in various continents, i.e. Africa, America, AsiAustralia, Europe and
Oceania

> at various levels of development, i.e. poor anti dountries, poor and good
performers in terms of health system performancehaiman development

»  from sources with a good reputation of producindidvaand reliable
information — like the World Health Organizationdaits regional offices,
other international institutions and research oizgtions

> in the context of larger health system profilesahhtould be used later on as a
reference or starting point for in-depth studiesecific queries.

The internet was googled extensively according twenthan 50 keywords. Several
thousands of entries were checked; more than 3ti€lear were downloaded and
reviewed and more than 60 used for the followirgspntation.

5 Same as footnote 1
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The outcome is a comparative presentation of tfieréenentioned seven key issues
for eleven countries. This is based on availablewkedge as it is formulated in the
original sources of the information — most of thettis a direct citation and marked
as such. All sources are available without uses f@ethe internet. Detailed e-links
are given in the list of references. This approatchompiling available knowledge
instead of writing a new analysis might provoke aurfded irritations. It is fully
justified by the facts
»  that the basic task is a start-up desk study ttaigi a longer process of
understanding and sharing based on the availablelkdge and
»  that there is a sufficient number of rather goagtps of knowledge to explore
or describe the relationships between federalistnhealth care which seem to
be peer-reviewed from within international orgatitmas or research groups
with good reputation. It would be an exercise itlity to rewrite such basic
documents.
The aim for compiling the available knowledge ie tliscovery and presentation of
important knowledge pieces, i.e. analysis. A sysithef available information and
knowledge will have to be done later on after datmrative exercise will have
expanded and improved this knowledge base.

Limitations of this desk study might be overcomeabfuture collaborative exercise

of various contributors:

» A specialist on constitutional law shall analyseniore detail the linkages
between constitution and health care at variousl$enf government

»  The country-wise information is still rather sharid sometimes outdated or
even biased

» A more systematic analysis of federal versus loeeel responsibilities is
needed

» A deeper analysis and comparison of decentralizagiod devolution issues
might be useful

> The information basis for some countries seemsetoather poor, for others
good analyses are available, e.g. on details aideand health responsibilities
of government

> Country specialists have to review the validityirdbrmation and add missing

knowledge
» An international collaborative team shall reviewisthpaper and add
information and knowledge
» A synthesis of this knowledge might be a next stem longer process of
understanding and sharing.
This paper is considered to be a first step towardsetter understanding of the
relations between federalism and health. Good gavere is aimed at. It is a long
way.

The following table gives a short overview on theven countries included in this

study.

> Population-wise the countries are quite differérgderal countries can range
from less than 20.000 inhabitants like Palau toentban one billion people,
like in India.

»  According to the human development index federahntges range from one
of the best — this is Switzerland — to one of tlweswoff, i.e. Nigeria.

»  The same variation applies to the ability of mangghealth systems as
measured by an international performance rankingllahember states of the
World Health Organization. In this regard Austisadioing quite well whereas
Brazil and especially Nigeria are poor performers.

> Private health expenditure is rather low in Germangt Austria and very high
in India. This means that in India the public hatawks not care that much
about health and health care of the population thatl health spending is
mainly unorganised and uninformed.



5

»  The countries are quite different, too, regardidge tlengths of their
constitutions. Some have opted for very generamémmork-constitutions.
United States of America and Canada are exampte$ifo The constitutions
of India, Brazil and Nigeria go into many details.

> Health issues are not mentioned in all constitwti@witzerland and especially
Brazil dedicate quite some paragraphs to healtbrd'ts no correlation of this
with the health sector performance.

Federal countries — some data on population, pegnce and constitution

Indicator _ HDI HSP PEH Number | Constitution| Main year
Population | 2007 | 2000 2005 of wo_rds_ of | words on _ of '

Country (177) | (191) constitution| health care | information
Australia 21,475,000 3 32 33 11.320 70 2006-2008
India 1,140,080,000 128 112 81 117.369 99 2006-2007
Austria 8,340,924 15 9 24 38.446 227 2004-2006
Germany 82,169,000 22 25 23 21.758 58 2004
Switzerland 7,647,600 7 20 23 23.243 0 2007-2008
Canada 33,418,500 4 30 30 4.462 501 2005-2007
United States 305,563,000 12 37 55 4.526 0 2002-2007
Mexico 106,682,500 52 61 55 29.299 168 2005-2007
Brazil 188,015,000 70 125 56 67.206 996 1999-2005
Argentina 40,301,927 38 75 56 12.844 0 1999-2007
Nigeria 148,093,000 158 187 69 65.724 76 2000-2008

Population [Wikipedia]

HDI = Human development index of United Nations/8lepment Programme
The Human Development Index (HDI) is a comparathaasure of life expectancy, literagy,
education and standards of living for countriesldwide. [Wikipedia]
http://en.wikipedia.org/wiki/List of countries byubhan_Development Index

HSP = Health system performance ranking of Worglth Organization — Data 1997
WHO's assessment system was based on five indicateerall level of population health;
health inequalities (or disparities) within the ptggion; overall level of health system
responsiveness (a combination of patient satisfacind how well the system actg);
distribution of responsiveness within the populat{bow well people of varying economijic
status find that they are served by the healthesystand the distribution of the health
system's financial burden within the population ¢ways the costs [WHO]

( ) Total number of countries under study
http://www.who.int/whr/2000/media_centre/press_asien/index.html

PEH = Private expenditure for health accordingviarld Health Organization [WHO)]
http://www.who.int/nha/en/

Tasks
ahead

The last column of the fore-going table pinpoimishte need of a future collaborative
approach. Partners of this exercise will certaikhow better and more updated
sources of background information for starting toderstand and master the
relationship between federalism and health carevolld be good if some more
countries could be included which are closer tosiecific situation in Nepal.
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Introduction

About 40% of the world’s population live in 25 fede countries: Argentina,

Australia, Austria, Belgium, Bosnia and Herzegovyifaazil, Canada, Comoros,
Ethiopia, Germany, India, Malaysia, Mexico, Micreige Nigeria, Pakistan, Russia,
St. Kitts and Nevis, South Africa, Spain, SwitzadaUnited Arab Emirates, United
States of America, and Venezuela. Some sourcefaldd and Congo (Democratic
Republic) to the list of federal countries. Thedaling countries are considering or
preparing their federal set-up: Iraq, Sudan, SriKaa and Nepal. [Forum of
Federations 2008]

)\l

4 %
v £4
Ny & ‘4 ' [Wikipedia:

- Federal
‘ countries
marked]

”

Federalism is a form of government: émphasizing both vertical power-sharing
across different levels of governance and, at #wmestime, the integration of
different territorial and socio-economic units,tauhl and ethnic groups in one single
polity.” [McLean Oxford Dictionary 2008] A certaidegree of autonomy of two or
more levels of government is an essential aspectfedéralism. A “binding
partnership among co-equals”, “an enduring, evenpgieal, relationship” is
considered to be a characteristic of federatiosncgid 2008] The democratic
accountability of political decision-making and imentation is an important
principle of federalism.

Some countries are federal but do nefep this label, like Spain. Some are quite
centralized, like Malaysia. In some countries thdefal level can override the lower
level of government. Some non-federal countriesrasee decentralised than federal
countries; they can have rather strong regionaéguowents like Colombia, Italy and
Japan. In the United Kingdom a region - Scotlarathieved considerable power on
education, health and local affairs, more than Waled Northern Ireland. [Anderson
2008] In some countries — like USA — power shifseanehow from the states to the
national government with the approval of the Sumreédourt. In Belgium there are
only two constituent parts of the federation, thetdd and the French speaking
populations. There is a de-facto-federation in @hiithe same applies to the
European Union.

“Federalism entails a level of political autononeyen sovereignty, for constituent
communities that rests uneasily, even threateninghth traditional or elite
conceptions of national unity. Federalism invohaespolycentric non-centralized
arrangement in which neither the constituent gowemts nor the general
government can unilaterally alter the constitutladiatribution of power.” [Kincaid
2008]

“Decentralization involves a central power possessauthority to decentralize or
devolve functional and administrative responsiieiditto lower levels of government.
The authority to decentralize, however, also inekidhe authority to recentralize
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power. Decentralization is concerned with admiatste efficiency and functional
efficacy in an otherwise unitary system.” [Kinc&@d08

Federal There seems to be an intrinsic relationship betvieéeralism and good governance.
countries This assumption is based on the very principlesabsidiarity’. It means that higher
and good levels of government should be active only if louerels can not do. It refers not

governance  only to two levels of government but to all instascbetween people and
government, i.e. families, communities, and anydkif institutions. Federalism is
trying to be closely linked up with or even suboatied to lower level governance.
In the following table it can be seen that the efevederal countries under study
range especially high in terms of ‘voice and acctabifity’. This is one criterion of
good governance among some others like governnfieatigeness and rule of law.
The overall averages are influenced by the verydoares obtained by Nigeria and
India, especially. The table hints at interestinffecences between the federal
countries included in this study. Status of cofiauptand control of corruption are
other indicators of governance or stewardshipeims of corruption in the medical
services there are no extreme differences percewedist. The table demonstrates
that federal countries do not automatically haveyvieigh scores. It would be
revealing to compare all federal countries with ather countries regarding
stewardship performance. This is a task for theréut

Governance indicators for eleven federal states
F _ [«
Indicator 3 S S | 5 o <
= S g | c S 2 > =
X [} = = > > @ = Q
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=) — Q _ .= > =
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2 | 25|8¢g| 2 | £ |85)|=28/288| 3| e &
S |52|S2| B | & |25/53| 38 2
3138|283 | = |88|86|8%| | & |3
Country Q1 B @] 6 |6 ] ® | (9 10| 11
Argentina 29 3,1| 99 26 36 57 50 52 22 39 43
Australia 8,7 n/a| 94 n/a n/a | 93 79 97 96 95 95
Austria 8,1 25| 79 n/a n/a | 94 94 93 95 97 94
Brazil 3,5 nfa| 99 20 15 59 37 53 53 43 52
Canada 8,7 2,6| 94 n/a n/a | 93 85 96 94 96 96
Germany 7,9 2,8/ 94 n/a n/a | 95 81 92 93 94 93
India 34 | 3,3 67 25 19 59 18 27 46 56 47
Mexico 3,6 n/a 96 28 36 49 25 60 64 34 49
Nigeria 2,7 31| 62 66 48 32 4 15 19 9 12
Switzerland 9,0 2,2| 86 n/a n/a | 100 | 99 100 93 100 98
United States 7,3 3,2 93 n/a n/a | 85 56 91 91 92 91
Average 6,0 3,3 88 33 31 74 57 71 70 69 70
(1) Corruption index ranges from 0 to 10. 10 meavsence of corruption. [Transparency Index 2008]
(2) Corruption in medical services ranges from Gta.e. extremely high. South East Europe has an
average value of 4.0 [Transparency barometer 2007]
(3) “Measles immunization coverage provides a rolmsasure of public service performance as it
reflects government’s ability to perform a critigald basic health service. “[Lewis 2006] Measles
immunization rates were obtained from World He@tiganization [WHO MCV coverage 2007]




Governance indicators for eleven federal states

(4) Status index is composed of 32 indicators f2rctiteria on 2 dimensions. The dimensions
democracy status and market economy status. Ttegiarfor the democracy status are: staten
political participation, rule of law, stability oflemocratic institutions, and political and sog
integration. The criteria for the market economgtiss are: level of socioeconomic developmé
organization of the market and competition, curyeand price stability, private property, welfg

regime, economic performance, and sustainabiligtaBvere collected for 125 transition countgles.

The values range between 0 and 10, i.e. betweeenesly poor and excellent. [Bertelsm
Transformation Index 2008]
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(5) Management index has 5 criteria and 20 indisatbhe criteria for management performance
steering capability, resource efficiency, interoatil cooperation. The respective indicator val
are weighted according to a 6-indicator ‘level dficulty’-criterion. Values range between 0 a
10, i.e. between very poor and excellent. [BertalsmTransformation Index 2008]

(6)-(11) Governance indicators measured in peresnitiy the World Bank. Percentile 50, for exam
means, that 50% of the countries are better and&@%vorse. [World Bank Governance Indicat
2008]
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‘Voice and accountability’ in eleven federal coumesr
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Australia

The Commonwealth of Australia is made up of 8 stated territories controlled
under a federal system of government. [Wikipedia80

“Constitution of Australia is the launder which the Australian Commonwealth
Government operates. It consists of several doctsndie most important is the
Constitution of the Commonwealth of Australia.” fdfiedia 2008] It consists of 128
articles with 11.320 on 40 pages. “Other piecedegfslation have constitutional
significance for Australia. These are the Statdt®Vestminster, as adopted by the
Commonwealth in th&tatute of Westminster Adoption Act 1942d theAustralia
Act 1986" [Wikipedia 2008]

“Article 51 Legislative powers of the Parliament

The Parliament shall, subject to this Constitutioaye power to make laws for the
peace, order, and good government of the Commotiwadth respect to: ...
(xxiiiA) the provision of maternity allowances, vads’ pensions, child endowment,
unemployment, pharmaceutical, sickness and hodpamaéfits, medical and dental
services (but not so as to authorize any form w@fl @onscription), benefits to
students and family allowances;” [Australia Consiitn]

Health care system of Australia

Premiimas

p| Health insurance corppanies

Medicare levy

Comunouaealth
ZOVErmISnT

L& i

Taxas

) General and specific purpose payments e.g
3005 rebate on  Australian Health Care Aprecments
private health

insuramce

State and temitory

P Pegional health
Premums ZOVEINMents *

mrthorities in some

l sates
L J

Population J payments Public hospitals *
S =
Fi Some copiracting
."I v
! payvmenis P A
F > F 1 ) K .E.]:
/ 3 Tivare hospi
/ . .
! Frivate doctors and allied - NMedicare Benefits Schedule
ll_,-"ll 1—&- health practidowers
/
I Datiznss . Phammaceutical Benefits Schedula
i P e Pharmacists -
F
Feimbursement of "Gap” betwesn povernment rebate and scheduls of fees
Legend- ——#  Financial flows -------- * Service flows

Sources: Organisation for Econond:s Co-operation and Development (20052) and Teardook of
i

Austraiia 200a.

[Australia Li 2006]

“Australia has a mainly publicly funded health &ystfinanced through general

taxation and a small compulsory tax-based heaftbrance levy. Medicare, the tax-
funded national health insurance scheme, offeremat subsidized access to their
doctor of choice for out-of-hospital care, free lwthospital care and subsidized
pharmaceuticals. About 68% of total health expemditomes from public sources,
with the Australian Government financing 46% aned 8tates 22%; the remaining
32% comes from private sources. In the late 198@s, Australian Government
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introduced several measures to halt falling menftiyerg voluntary private health
insurance schemes, and as a consequence covergesdmafrom one third to 43%
of the population. Out-of-pocket payments by pasdmave risen, however, to 20%
of total health expenditure. The main consumer aymare for pharmaceuticals not
covered by government subsidies and for pharma@dutio-payments, dental
treatment, the gap between the Medicare benefitfees charged by doctors, and
payments to other health professionals. Health m&ar&ins largely free to the user,
however, and its use is largely unlimited, withiditpublic debate so far over health
care funding priorities.” [Australia Observatory(&)

The following figure “represents the main grougshealth services, their funding
sources and who has responsibility for their piovisIt provides an at-a-glance
picture to assist in answering the question, ‘whods and who runs the health
system in Australia?"” [Australia’s health 2008]

> “Starting with the outer ring, the proportion offfdrent funding sources for
each service group is colour coded. Funding is ideal by the Australian
Government, or state, territory and local governisiess well as private health
insurance and out-of-pocket payments by individudgéhere Australian
Government funding is provided indirectly in therfoof subsidies or rebates,
this is indicated by a broken arrow.” [Australi&isalth 2008]

Funding source

Sarvica responsibility

. Ausmallan Governmeant
. Fublic sactor—Statetamibary govamiments

m Skatatarritary and local govemmens .

e Private sechor
| Frivata of out of pocket
I o e . Combired private sechor?

- - - - - Incliract funding by subsidies or rebaies Statetemitongiocal govemrmenits!

Srirallan Sovamment
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> “The next ring shows the major groups of servidest tomprise the health
system. The size of each service group relatess ttmtial expenditurePublic
hospitals, Private hospitals, Dental servicesd Medicationsare familiar
elements of the system. Ti@ommunity and public healtgroup includes
community nursing and public health education cdgms among others.
Medical servicesinclude general practice and specialist care ad a®l
pathology and medical imagin@ther includes patient transport and aids, as
well as health professionals such as physiothdsmpmad psychologists.
Administration and researcimcludes state departments of health and hospital
or community health administration, as well as aese and its funding.
Examples are not exhaustive, and each group ofcesnconsists of many
types of activities.” [Australia’s health 2008]

> “The darker arc inside the circle shows whethersiwice is provided by the
private sector, public sector, or both. Examplespi¥ate sector providers
include individual medical practices and pharmacksblic sector service
provision is the responsibility of state and temjtgovernments, in the case of
public hospitals, and a mixture of Australian Gaweent and state, territory
and local governments for community and public thesérvices.” [Australia’s
health 2008 ]

Health Total health expenditure, by financing agents,entrprices,
financing 2005-06 and 2006-07
in Australia 2005-06 2006-07
Amount  Proportion Amount  Proportion
SHA code Description ($m) (%) ($m) (%)
HF.1 General govemment 56,949 67.4 61,922 67.7
HF.1.1 General government excluding social security funds 56,949 674 61,922 67.7
HF.1.1.1 Central govermment 35404 419 37,699 41.2
HF.1.1.2,1.1.3  Provincial/local government 21,546 25,5 24,224 26.5
HF.1.2 Social security funds - — — —
HF.2 Private sector 27,528 326 29,502 32.3
HF.2.1 Private social insurance — — —_ —
HF.2.2 Private insurance enterprises (other than social
insurance) 6,284 74 6,836 7.5
HF.2.3 Private household out-of-pocket expenditure 15,648 18.5 16,632 18.2
HF.2.4 Non-profit institutions serving households (other

than social insurance) — = = =

HF.25 Corporations (other than health insurance) 5,596 6.6 6,034 6.6
HF.3 Rest of the world - — — —
Total health expenditure 84,477 100.0 91,424 100.0

[Australia AIHW 2008]

Federation's “The Australian Government has a national role ®alth policy-making and

responsibility possesses the “power of the purse”, but fundseratian provides, health services. It

for health funds and administers the Medicare scheme thatidimbés ambulatory medical

in Australia services, and the Pharmaceutical Benefits Scheaeulbsidizes essential drugs, and
through the Australian Health Care Agreements dmuties funds to the States to run
public hospitals. The Department of Health and Ageéngages in national health
policy-making, funds health care and is concernéd population health, and with
research and monitoring on population health andltihesystem activities.”
[Australia Observatory 2006]
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“Australia’s health system is world class, suppaytuniversal and affordable access
to high quality medical, pharmaceutical and ho$igavices, while helping people
to stay healthy through health promotion and disepsevention activities. The
Department of Health and Ageing has a diversefsssponsibilities, but throughout
there is a common purpose, which is reflected in\Gsion statementBetter health
and active ageing for all AustraliandVe aim to achieve our Vision through
strengthening evidence-based policy advising, iwipg program management,
research, regulation and partnerships with otheegonent agencies, consumers and
stakeholders.” [Australia MoH website 2008]

"Our current priorities include:

> focusing the health and aged care system more afthhielifestyles,
prevention and early intervention and a 'best maichandling of chronic
disease;

> improving the transparency, accessibility, accohilitg and quality of public
and private health and aged care service providioough financing and
agreements with stakeholders, industry and Statd arritory governments;

> consolidating and progressing reforms to ensurécelend access to quality
aged care services;

»  working together with the States and Territoriesr¢éduce duplication and
gaps, and to deliver efficient, value-for-moneyltteand aged care services
through an adaptable and sustainable health amticage workforce;

»  working towards improved health for Aboriginal amdrres Strait Islander
peoples through whole-of-government arrangementpdticy development
and service delivery, and improved access to, aspansiveness of, the
mainstream health system;

> improving choice for consumers through strong geavsector involvement,
effectively integrated with the public sector; and

> leading a whole-of-government approach to stremjtize Australia’s
readiness for disease threats, national emergereidsother large scale
health incidents.” [Australia MoH website 2008]

“The services provided by the Health and Ageingfptio are delivered through 23
portfolio outcomes. The Department of Health anaiAg pursues the achievement
of portfolio outcomes in association with the feliag portfolio agencies:

Aged Care Standards and Accreditation Agency Ltd;

Australian Institute of Health and Welfare;

Australian Radiation Protection and Nuclear Safajgncy;

Cancer Australia;

Food Standards Australia New Zealand;

General Practice Education and Training Ltd;

National Blood Authority;

National Institute of Clinical Studies;

Private Health Insurance Administration Council;

Private Health Insurance Ombudsman; and

Professional Services Review.”

[Australia MoH website 2008]

VVVVVVVYVYYVY

"The States are essentially autonomous in adminigténealth services, subject to
intergovernmental agreements, and thus vary somteiwhgolicies, administrative
structures, per-capita expenditure, resource digtan and service utilization rates.
State health departments administer public hospiéad other services, such as
mental health services, school dental services,ilffafmealth services, health
promotion and rehabilitation services. Local goveents (over 850 municipal or
shire councils) are responsible for some enviroriaidmealth services and public
health programmes but play no role in clinical 8m9.” [Australia Observatory
2008]
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India

India is a parliamentary republic consisting of &@tes and 7 union territories.
[Wikipedia 2008]

The transformation index of Bertelsmann assessperiant dimensions and criteria
for measuring the transformation stewardship ofdbentry. The following scores
were obtained in 2008.

1 Palitical and Social 1 Socioeconomic Level 1 tarket Crganization Currency and 1 Democracy Status

Intearation Price Stahility 31 E—

Market Economy Status

6.5 S— #42

1 Stakility of
D, Institutions Prope

Status Index

Waltare 1 7.4 —
1 Rule of Law Regims

Man. Performance LOD

7 3 I 57
F AT | o f

1 Political
Participation

Management Index

6.5 #10

I Stateness Sustanatiliy 1

Trend Trend Market
Democracy Economy

Steering Capability 1

[World Bertelsmann Atlas 2008 — see endnote on @Fdge

“The Constitution of India is the sepre law of India. It lays down the framework
defining fundamental political principles, estabiigy the structure, procedures,
powers and duties, of the government and spellsheufundamental rights, directive
principles and duties of citizens. Passed by thes@oent Assembly on November
26, 1949, it came into effect on January 26, 1%0eclaresThe Union of Indigo
be a sovereign, demaocratic republic, assuring itiszeas of justice, equality, and
liberty; the words Socialist and “seculat were added to the definition in 1976 by
constitutional amendment. India celebrates the t@mlopof the constitution on
January 26 each year as Republic Day. It is thgdshwritten constitution of any
sovereign nation in the world, containing 395 #t¢c 12 schedules and 83
amendments, for a total of 117,369 words in theliEmdanguage version. Besides
the English version, there is an official Hindirtstation. Being the supreme law of
the country, every law enacted by the governmerst monform to the constitution.”
[Wikipedia 2008]

Article “47. Duty of the State to raise the levélnoitrition and the standard of living

and to improve public health.—The State shall régde raising of the level of

nutrition and the standard of living of its peoged the improvement of public

health as among its primary duties and, in padicuhe State shall endeavour to
bring about prohibition of the consumption except fmedicinal purposes of

intoxicating drinks and of drugs which are injusaie health.” [India Constitution]

“State responsibilities Seventh Schedule, List 8tate List
6. Public health and sanitation; hospitals andatdispries. ” [India Constitution]
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“Organization: India is a Democratic Republic catisig of 28 States and 7 Union
Territories (directly administered by the Centrabv&rnment). According to the
Constitution of India, state governments have gicison over public health,
sanitation and hospitals while the Central Goveminis responsible for medical
education. State and Central Governments have oamtjurisdiction over food and
drug administration, and family welfare. Even thbugealth is the responsibility of
the states, under the Constitution, the CentraleBouent has been financing the
national disease control, family welfare and repwtiye and child health
programmes. India is home to many indigenous systefnmedicine, including
Ayurveda and Siddha. Homeopathy, Unani, Naturopathy various other systems
are also widely practiced. The Government of Inaiiml many state governments
have taken steps to formalize and initiate standation of these systems. These
include evolving pharmacopoeia standards for drugpgrading educational
standards in indigenous medicine and in homeopetitigges in the country and
encouraging research on applicability of theseesgstto specific diseases. In terms
of its organization, the health sector primarilymgrises of the public and private
sectors.” [India WHO Cooperation 2006]

“Public sector: Government health care servicesanganised at different levels,
generally corresponding to the organisational $tmec of the administrative
machinery. The Primary Health Centre (PHC) is thiee ©f the rural health services
infrastructure in India. It has both outpatient andreach services. These outreach
services are provided by sub-centres and staffedhblipurpose health workers.
Inpatient and more specialised services are prdvadiehe community health centres
(CHC). Each sub-centre is expected to cater topalption of 5,000; each PHC to a
population of 30,000; and a CHC serves a populaifoh00,000. District hospitals
and medical college teaching hospitals along wghctlized institutions provide
referral care.” [India WHO Cooperation 2006]

“Private sector: India has a large and unregulatédite sector, both in formal and
informal sectors. In the formal sector, the privagetor accounts for 68 percent of
the hospitals and 64 percent of the beds.20 Therdaage numbers of informal
health care providers, most of them being less thiw qualified service providers.
Adequate information is not available on the numbérinformal health care
providers. Expenditure data reveals that more tttame-fourths of outpatient
curative care services are accessed through prhed#th care providers.” [India
WHO Cooperation 2006]

“The healthcare services’ organization in the copuektends from the national level
to village level. From the total organization stire, we can slice the structure of
healthcare system at national, state, district,monity, PHC and sub-centre levels.”
[India WHO Profile 2007]

“National level — The organization at the natiomeVvel consists of the Union
Ministry of Health and Family Welfare. The Minigthas three departments, viz. —
Health, Family Welfare, and Indian System of Meaicand Homeopathy, headed by
two Secretaries, one for Health and Family Weltand the other for ISM and H.
The department of Health is supported by a techmigzg, the Directorate General
of Health Services, headed by Director General edlth Services (DGHS).” [India
WHO Profile 2007]

“State level — The organization at State levelridar the State Department of Health
and Family Welfare in each State headed by Mingsterwith a Secretariat under the
charge of Secretary/Commissioner (Health and Famiblfare) belonging to the
cadre of Indian Administrative Service (IAS). Bwydalarge, the organizational
Structure adopted by the State is in conformityhwthe pattern of the Central
Government. The State Directorate of Health Sesyi@as the technical wing, is an
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attached office of the State Department of Heatith Bamily Welfare and is headed
by a Director of Health Services. However, theapigational structure of the State
Directorate of Health Services is not uniform thgbaut the country. For example,
in some states, the Programme Officers below thle edDirector of Health Services

are called Additional Director of Health Servicediile in other states they are called
Joint/Deputy Director, Health Services. But redesd of the job title, each

programme officer below the Director of Health See¢ deals with one or more
subject(s). Every State Directorate has suppottizegories comprising of both

technical and administrative staff. ” [India WHCQoRIe 2007]

“The area of medical education which was integratétl the Directorate of Health
Services at the State, has once again shown anenddé maintaining a separate
identity as Directorate of Medical Education and&ch. This Directorate is under
the charge of Director of Medical Education, whoaisswerable directly to the
Health Secretary/Commissioner of the State. Sdateshave created the posts of
Director (Ayurveda) and Director (Homeopathy). 3&eofficers enjoy a larger
autonomy in day-to-day work, although sometimesy tisdill fall under the
Directorate of Health Services of the State. ” fnd/HO Profile 2007]

“Regional level — In the state of Bihar, Madhya d&sh, Uttar Pradesh, Andhra
Pradesh, Karnataka and others, zonal or regionalivisional set-ups have been
created between the State Directorate of HealthviG&= and District Health

Administration. Each regional/zonal set-up covémee to five districts and acts
under authority delegated by the State Directovatdealth Services. The status of
officers/in-charge of such regional/zonal organaa differs, but they are known as
Additional/Joint/Deputy Directors of Health Sengcén different States. ” [India

WHO Profile 2007]

“District level — In the recent past, states hagerganized their health services
structures in order to bring all healthcare progras in a district under unified
control. The district level structure of healtngees is a middle level management
organisation and it is a link between the Statevel$ as regional structure on one
side and the peripheral level structures such a8 B#l well as sub-centre on the
other side. It receives information from the Slatesl and transmits the same to the
periphery by suitable modifications to meet thealaweds. In doing so, it adopts the
functions of a manager and brings out various s®ifeyeneral, organizational and
administrative types in relation to the managenwnealth services. The district
officer with the overall control is designated ks Chief Medical and Health Officer
(CM & HO) or as the District Medical and Health @#r (DM & HO). These
officers are popularly known as DMOs or CMOs, ane averall in-charge of the
health and family welfare programmes in the distridhey are responsible for
implementing the programmes according to policigisl Idown and finalized at
higher levels, i.e. State and Centre. These DMMISIE are assisted by Dy. CMOs
and programme officers. The number of such oficéreir specialization, and status
in the cadre of State Civil Medical Services diffesm the State to State. Due to
this, the span of control and hierarchy of repagrtif these programme officers vary
from state to state. " [India WHO Profile 2007]

“Sub-divisional/Taluka level — At the Taluka levékalthcare services are rendered
through the office of Assistant District Health apamily Welfare Officer (ADHO).
Some specialties are made available at the talogpital. The ADHO is assisted by
Medical Officers of Health, Lady Medical OfficerachMedical Officers of general
hospital. These hospitals are being gradually eded into Community Health
Centres (CHCs). " [India WHO 2007]

“Community level — For a successful primary headtlec programme, effective
referral support is to be provided. For this psgone Community Health Centre
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(CHC) has been established for every 80,000 t® DO population, and this centre
provides the basic specialty services in generatlicivee, pediatrics, surgery,
obstetrics and gynecology. The CHCs are estalligme upgrading the sub-
district/taluka hospitals or some of the block leRemary Health Centres (PHCs) or
by creating a new centre wherever absolutely neédétdia WHO Profile 2007]

“PHC level — At present there is one Primary He&ltntre covering about 30,000
(20,000 in hilly, desert and difficult terrains) omore population. Many rural
dispensaries have been upgraded to create thess. FEech PHC has one medical
officer, two health assistants — one male and enwle, and the health workers and
supporting staff. For strengthening preventive prainotive aspects of healthcare, a
post of Community Health Officer (CHO) was proposede provided at each new
PHC, but most states did not take it up. ” [Indi&l®@/Profile 2007]

“Sub-centre level — The most peripheral healthitungdnal facility is the sub-centre
manned by one male and one female multi-purposéhhe@rker. At present, in
most places there is one sub-centre for about 50p@lations (3,000 in hilly and
desert areas and in difficult terrain). " [India \@HProfile 2007]

“The 73" and 74 constitutional amendments have given the powerthéolocal
bodies in some states of India. In the procesterdift states have adopted different
stakeholders for the benefit of health servicesthwihe help of community
participation, which gives stress on safe drinkirader and sanitation at village level.
The Panchayats are given the power to look afeentélfare of the people.” [India
WHO Profile 2007]

State government

Figure 5: Health Expenditure by Financing Sources — 20071-02 expenditure for health

Par capita
state goat
health exp
m 2001-
) 02
External Aid (nRs)
Punjab 150.51
B Central Government Eamataka 135.06
- Ezzla 1284
State Covernment Tami] Nadu 12235
o Mahwrazhinz 11538
B Local Covernment Rajasthan T0.08
Eirms Andbrs Pradesh 106.17
West Bangal 102.31
B Households Cwjarat 9708
Harvana E6.88
Assam 7364
Chizsa M
National Health Accounts India, 2001-02, MOHFW, COI, 2005 Uttar Pradesh P
Madlrva Pradesh 35.97

[India WHO Cooperation 2006] [India ERF 2006]

Expenc!lt_ure RS 9% Distribution
millions

Financing Agent

SO u rces Of Ministry of Health and Family Welfare 24629 23
fu ndlng for health Other Central Ministries/Departments 2,132 02
State Government Department of Health 141,699 134
Other State Ministries/Depariments 2311 02 o emment
expenditure
Urban Local Bodies and Panchayat Raj Institutions. 31,784 3.0
Social Security Funds 790 01
Central Government Employee Schemes 25,797 24
State Government Employee Schemes 5,119 05
Employee State Insurance Scheme 17,954 17
Public Health Insurance Providers (GIC Companies) 7,823 0.7
Private Health Insurance Providers 202 00
[I n d | a :;uosehnlds 744,225 704 — Outl(oftf
s 8,540 08 pocket
U SAI D Private Firms and Public Firms 44,336 43

Total funds provided 1,957,341 100.0
2008]

Source: National Health Accounts 2001-2002 No updated information on NHA was available from the MoHFW
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Austria

“Austria is a parliamentary representative demogi@mprising nine federal states.
[Wikipedia 2008]

“The Constitution of AustridDterreichische Bundesverfassyimg the body of all
constitutional law of the Republic of Austria oretfederal level. It is split up over
many different acts. Itd ectoral [ a is the Bundes-Verfassungsgesetz (B-VG)
which includes the most important federal consotal provisions.” [Wikipedia
2008] It consists of 38.446 words.

“Apart from the B-VG, there are a large number tfep constitutional acts (called
Bundesverfassungsgesetze, singular Bundesverfagms®iz, abbrev. BVG, ie
without the dash) and individual provisions in gtas and treaties which are
designated as constitutional (“VerfassungsbestingfjurFor example, the B-VG
does not include a bill of rights, but provisions civil liberties are split up over
different constitutional legislative acts. Over ¢iboth the B-VG and the numerous
pieces of constitutional law supplementing it hawvelergone literally hundreds of
minor and major amendments and revisions.” [Wikip&2008]

“Article 10 (1) The Federation has powers of legfisin and execution in the

and health carefollowing matters: 12. public health with the extiep of burial and disposal of the

Healthcare
organisation

dead and municipal sanitation and first aid sesjidmit only sanitary supervision
with respect to hospitals, nursing homes, healtborte and natural curative
resources; measures to counter factors hazardotisetenvironment through the
transcendence of input limits; clear air mainteanctwithstanding the competence
of the Laender for heating installations; refusepdsal in respect of dangerous
refuse, but in respect of other refuse only inasoefs a need for the issue of uniform
regulations exists; veterinary affairs; nutritionffagrs, including foodstuffs
inspection; regulation of commercial transactianséed and plant commodities, in
fodder and fertilizer as well as plant preservajvend in plant safety appliances
including their admission and, in the case of saed plant commodities, likewise
their acceptance;” [Austria Constitution]

“Art. 12. (1) In the following matters legislatiaas regards principles is the business
of the Federation, the issue of implementing land execution the business of the
Laender: 1. social welfare; population policy infao as it does not fall under Art.
10; public social and welfare establishments; nmatier infant and adolescent
welfare; hospitals and nursing homes; requiremenbe imposed for health reasons
on health resorts, sanatoria, and health estaldistesnnatural curative resources; ”
[Austria Constitution]

“The Austrian health system is shaped by statuteajtih insurance that covers about
95% of the population on a mandatory and 2% onlarnvary basis. Of the 3.1% of
the population not covered in 2003, 0.7% had takah voluntary substitutive
insurance, while 2.4% had no cover at all (for eplensome groups of unemployed
as well as asylum seekers). The 26 statutory haatirance funds are organized in
the Federation of Austrian Social Security Insitting and do not compete with each
other since membership is mainly mandatory anddaseoccupation or domicile.
Since 2001 family coinsurance has required a (edjucontribution but many
household members remain exempt for example childrkild-raising spouses or
individuals in need of substantial nursing cajfgurope Snapshots 2004]

“The Federal Ministry of Health and Women is thenmailicymaker in health care,
responsible for supervising the statutory healtsuiance actors and issuing
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nationwide regulations for example on drug licegsimd pricing. The nineander
governments deliver public health services and Isineng competences to finance
and regulate inpatient care. Capacity planningeasingly has been undertaken by a
structural commission at federal level and nine massions atlLanderlevel and is
gradually being extended to all sectors and typesu@’ [EuropeSnapshots 2004]

Austria’s system of health financing, 2003

|:'E Fremiums .l . . |
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Enterprises

of- Phamacdies etc
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1
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Long-temn care
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Medical
rehabilitation

Long-temn care benefits

Reimbursements

[Europe OECD 2008]

“The social health insurance system, which is tlstrimportant source of financing,
provided a total of 45.3% of total health care exprire in 2004. 25% of total

health care expenditure is financed by the fedgmakrnment, the Lander and local
authorities. In 2004, around 25% of health carecegjture was financed privately.”
[Austria Observatory 2006]

“The Austrian health care system is characterizedhe federalist structure of the
country, the delegation of competencies to selfegowmg stakeholders in the social
insurance system as well as by cross-stakeholdactgtes at federal and Léander
level which possess competencies in cooperativennplg, coordination and

financing. According to the Federal Constitutiohmast all areas of the health care
system are primarily the regulatory responsibilifythe federal government. The
most important exception is the hospital sectorthia area, the federal government
is only responsible for enacting basic law; legista on implementation and

enforcement is the responsibility of the nine Landélethe outpatient sector, but also
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in the rehabilitation sector and in the field ofdiwnes, health care is organized by
negotiations between the 21 health insurance famdisthe Federation of Austrian

Social Insurance Institutions on the one hand &edchambers of physicians and
pharmacists (which are organized as public-law dm)diand the statutory

professional associations of midwives or other thepakofessions on the other.”

[Austria Observatory 2006]

“The Lander and municipalities play an importarierim establishing, implementing

and monitoring the various aspects of the publaitheservice. Legislation at Lander
level is made by the Lander parliaments, whose neesnéire elected by proportional
representation. The state government is the supheakh authority of the Land. It

is supported by the office of the state governmerd by the state health board.
There is thus a separate department for healthdh state government, which is led
by a physician with civil servant status, the Staéalth Director. The office of each

state government has a state health board atsip@shl for advisory purposes. The
state administrations have established departrment®mbat notifiable infectious

diseases. There are also vaccination centres amulsaadvice centres, including
centres providing advice on health promotion, adl a® institutions which keep

health statistics for the respective Land. Furtteeenthe job market in the public
health service along with adherence to the trainggglations for medical personnel
other than physicians are monitored. “[Austria Q@bary 2006]

“In addition, each district administration has aaltie department (health office),
which is headed by a district medical officer. Ttasks of the district medical
officers are also carried out by advice centres emghselling centres (antenatal
clinics, vaccination centres, AIDS help centres,)etSome matters, such as health
inspections at local level, are the responsibdityhe local governments. Some local
communities have also set up joint health distr{&anitatsdistriktg In the local
communities, the municipal medical officefdgmeindearz)eor the district medical
officers Sprengel- oder Kreisarzteact as experts for consultation purposes. The
supervisory authorities at this level are genetalesadministrative authorities such
as the district administrative authorities, thdaesigovernor in the case of delegated
federal responsibilities, and the state governnierthe case of delegated Lander
responsibilities.” [Austria Observatory 2006]

“The Federal Hospitals Act (KAKuUG) stipulates tlegaich Land is obliged to ensure
the availability of inpatient care for people whemuire it. The Lander establish the
structure of inpatient acute care in quantitatind qualitative terms according to the
specifications set out in health planning. UntilcBeber 2005, the Lander hospital
plans had to adhere to the specifications of th&PKGP. Since 2006, the Austrian
Structural Plan for Health is in effect (see Setth2 on planning, regulation and
management). Negotiations have not yet been figdliln case no agreements can be
achieved, the OKAP/GGP will remain binding. It sets the framework for detailed
planning specific to the relevant Land (see Chaften health care reforms). ...
According to valid agreements between the Fedemle@ment and the Lander
(agreement according to Federal Constitution Aetidlsa), the Lander will be
supported in the provision of health care by Skgalth Funds at Lander level. In
addition, hospital operation companies have bedabkshed in almost all the
Lander; most of which have private law status.” $&ia Observatory 2006]

“The Lander and local communities are responsiiiélfe provision of hospitals and
for maintaining their infrastructure. They are gelil to adhere to the framework
legislation of the Federal Government and thus #&tionwide planning and

specifications. In addition, they regulate matteosicerning the public health care
system, which they mostly delegate to the local moimties. They are also
responsible for social assistance and partly feratvard of long-term care benefit
and for the financing and monitoring of trainingtitutions for health professionals
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apart from physicians. They fulfil the role of swgeory authority for the
physicians’ chambers and for health insurance fup#sating at federal level which
do not exceed a certain number of insured peofstria Observatory 2006]

Levels and Number and size of levels of national governmeigtiver appointed or elected, and
health tax-raising powers (2004)
responS|b|I|t|es Country Levels of government, including  Number'  Inhabitants per Appointed/  Raising
of govern ment administrative health structures entity: average® (and  Elected taxes®
in Austria approximate range)
(> 1000}
Germany* Central government 1 82 537 Elected X
Regions (Lénder) 16 5159 (661-18 080)  Elected X
Districts (Regierungsbezirke) 29 2846 (517-5245) Appointed
Kreisfreie Stidte and Landkreise 439 185 (36-1248) Appointed
Amter & Gemeindeverbiinde 1603 51 (1-106) Appointed
Local governments 14703 6(0.004-152) Elected X

(Gemeinden / Stiidte)

Levels and respective responsibilities in healtte ¢2004)

Country Levels! Health care responsibilities
Raises  Contracts  Owns Owns long- Owns  Pays
health  hospitals ~ secondary  termcare  primary GPs
care hospitals  institutions  care
funds centres
(public)
Germany Central government
Regions (Léinder) X
Districts (Regierungsbezirke)
Kreisfieie Stidte [ Landkreise X
Amter [ Gemeindeverbinder
Local governments X X
(Gemeinden [ Stidte)
Sickness funds X X
Private X X X X

[Europe Bankauskaite 2007]

Important Statutory health insurance companies, professioaalsociations, hospital
other actors  associations, and voluntary and consumer orgaaizati
for health

Germany

Federation's Germany is a federal parliamentary republic of esxt statesL@ndel). Further
set-up subdivisions are: [Vifiledia 2008]

F-r:ul-; :I-ilhad

_ Federal states
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Constitution ~ One basic document with 146 articles — 58 pagek 758 words
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“Article 74 Concurrent legislative powers extendhe following matters: .....

and health care 19. measures against epidemic and infectious d@iseaf humans and animals,

in Germany

Healthcare
organisation
in Germany

admission to medical and other professions andtipescin the field of healing,
traffic in drugs, medicines, narcotics, and poisons

19a. the economic viability of hospitals and thgutation of hospitalization fees;
(inserted 12 May 1969” [Germany Constitution]

“The roots of the German health system date badB88, when nationwide health
insurance became compulsory. Today’'s system isdbasesocial health insurance
and characterized by three co-existing schemes2063, about 87% of the
population were covered by statutory health insceanbased on income,
membership was mandatory for about 77% and voluritar 10%. An additional
10% of the population took out private health isswe; 2% were covered by
governmental schemes and 0.2% were not coveredybthad-party-payer scheme.”
[European Snapshots 2004]

The health care system has a decentralized orgemzaharacterized by federalism
and delegation to nongovernmental corporatist lsoagethe main actors in the social
health insurance system: the physicians’ and dehtissociations on the providers’
side and the sickness funds and their associatiorthe purchasers’ side. Hospitals
are not represented by any legal corporatist utgiit, but by organizations based on
private law. The actors are organized on the féderavell as the state.gdnd) level.
The Ministry of Health and Social Security proposes health acts that — when
passed by parliament — define the legislative fraomk of the social health
insurance system. It also supervises the corpbitadidies and — with the assistance
of a number of subordinate authorities — fulfilgieas licensing and supervisory
functions, performs scientific consultancy work gmmvides information services.
The 292 sickness funds collect the contributionthefstatutory insurance for health
and long-term care. They also negotiate contradts the health care providers.
Since 1996 almost every insured person has hadgheto choose a sickness fund
freely, while funds are obliged to accept any agpit. Since 2004, decision-making
in statutory health insurance has been integratemd a trans-sectoral joint federal
committee that is supported by an independenttinstfor quality and efficiency.”
[European Snapshots 2004]

The German health care system [Germany Busse 2008]
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Health Germany’s system of health financing, 2005
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[Europe OECD 2008]

“Of total expenditure, 57% of the funds came froatugbry health insurance, 7%
from statutory long-term care insurance, 4% frofmeotstatutory insurance schemes
and 8% from government sources. Private healthrémsuinanced 8%, employers
4% and non-profit-making organizations and hous#hol2%. ” [European
Snapshots 2004]

Federation’s  “The Federal Ministry of Health is responsible for:
responsibility < maintaining the effectiveness and efficiency of fhetutory health insurance
for health and long-term care insurance systems

« maintaining and enhancing the quality of the hecétte system
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«  strengthening the interests of patients
«  maintaining economic viability and stabilizationaantribution levels
- preventive and prophylactic healthcare
- the Protection against Infection Act
»  establishing guidelines for the manufacture, cihicial, approval, distribution
channels and monitoring of medicines and medicakds. The objectives are:
o quality, medical efficacy and safety
o safety of biological medical products such as blpamtiucts
« narcotics and addiction risk prevention
- prevention, rehabilitation and disability policy
o medical and occupational rehabilitation
o disability law
o providing assistance to the disabled and promdtieg interests
« European and international health policy, includihg work of the Federal
Government Narcotics Officer and the patients’ oddman.” [Wikipedia 2008]

“The federal structure is represented mainly l®y 16 state governments and, to a
very small extent, by the state legislatures. ©3013 out of the 1@ &nder
governments had a ministry with “health” in its reamHowever, none has an
exclusive health ministry. In most of thels@énderit is most commonly combined
with Labour and Social Policy (which is also theea the remaining thréginde),
less commonly with family or youth affairs, and pim one Land is it combined with
environmental affairs, a combination more commothe11970s and 1980s. Within a
Lands Labour Ministry, “health” is typically one of to or five divisions. In Lower
Saxony for example, the health division is furteabdivided into units concerned
with public health services and environmental hggi@ealth promotion, prevention
and AIDS care state-owned hospitals hospital plamnsupervision of health
professions and their professional institutions ch&try and illegal drugs
pharmaceuticals and supervision of pharmaciststheid professional institutions.
Most other areas affecting health such as traffity planning or education are
controlled by other ministries.dermany Observatory 2004]

“Hospitals are financed on a dual basis: investmamtplanned by the governments
of the 16Lander, and subsequently co-financed by tt#nderas well as the federal
government, while sickness funds finance recurexpenditures and maintenance
costs’ [European Snapshots 2004]

“Gemeinden(municipalities) have two major policy responsti@k. First, they
administer programs authorized by the federal atesgjovernment. Such programs
typically might relate to youth, schools, publicalih, and social assistance. Second,
Article 28(2) of the Basic Law guarante@emeinderithe right to regulate on their
own responsibility all the affairs of the local comnity within the limits set by
law.” Under this broad statement of competenceallgovernments can justify a
wide range of activities. For instance, many muypatiies develop and expand the
economic infrastructure of their communities thriouge development of industrial
parks.” [Wikipedia 2008]

Statutory health insurance companies, 2007: 23&knsiss funds’, professional
associations, hospital associations, voluntarycm$umer organizations.

“In health care, governments traditionally delegatenpetencies to membership-
based, self-regulated organizations of payers aovders. In the — for health care —
most prominent scheme, the statutory health insararsickness funds, their
associations and associations of SHI-affiliatedsphgins have assumed the status of
quasi-public corporations. These corporatist bodtesstitute the selfregulated
structures that operate the financing and delividrpenefits covered by statutory
health insurance within the legal framework. Theye &ased on mandatory
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membership and internal democratic legitimizatidimey may define and raise
membership fees and finance or deliver servicesthiir members. In joint

committees of payers (associations of sicknesssfuadd providers (physicians’ or
dentists’ associations or single hospitals) leg#ed actors have the duty and right to
define benefits, prices and standards (federall)lemed to negotiate horizontal

contracts, to control and sanction their membeegi¢nal level). The vertical

implementation of decisions taken by senior levislscombined with a strong

horizontal decision-making and contracting amorgglégitimated actors involved in
the various sectors of care.” [Germany Levenets8P00

“Deconcentration is only of minor importance in Berman health care system, due
to most levels of administration (with the exceptaf somelLanderadministrations)
lacking any sub-level administrative offices sirale political units from the local
level upwards have their own autonomous, electptesentatives and governments.
The most striking component of the decentralizedlthecare system is the
delegation of state power to corporatist actof&ermany Levenets 2008]

Switzerland

“Since 1979, Switzerland has been made up of 2®nanthree of which are divided
into demi-cantons. Thus, Switzerland today is cosapoof 26 entities that are
sovereign in all matters that are not specificdisignated the responsibility of the
Swiss Confederation by the federal constitutiorchEeeanton and demi-canton has its
own constitution and a comprehensive body of lagimh stemming from its
constitution.” [Switzerland Observatory 2000]

“Switzerland has about 2900 municipalities that stitute the level of authority
closest to the people within the federal structufée rights and duties of
municipalities are not always identical but arelldown in the different cantonal
laws applying to municipalities. The most obviougnsof autonomy is the tax
sovereignty of the municipalities. Like the Confetion and the cantons, the
municipalities are entitled to levy income tax gmperty tax on individuals and
corporations in the municipality. They are alsoefre set the rate of tax.”
[Switzerland Observatory 2000]

“Swiss municipalities vary greatly in size, and itherganization also differs. In
many small municipalities, especially in the pattSavitzerland in which German
speakers predominate, all citizens with the rightdte can take part in the municipal
assembly, which is the highest legislative bodyeselas the larger municipalities
have municipal parliaments. In most places, thewgxee authority is the district or
town council, which is directly elected and funooas a collegial authority. The
municipalities can formulate policies in many areBgpending on the rules laid
down by the canton, these can include policieswnsaries, schools, energy supplies,
refuse collection, building regulations, transpedgial care, cultural activities, adult
education and sport. Numerous tasks of politicadéeship in many smaller and
medium-sized municipalities are carried out on &nary basis or in return for
merely symbolic compensation.” [Switzerland Obstoxa2000]

Federal Constitution of 18 April 19997 Articles on 34 pages, 23.243 words.

“Art. 41

and health carel The Confederation and the Cantons shall, as apleoment to personal

responsibility and private initiative, endeavouettsure that:
a. everyone has access to social security;
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b. everyone has access to the health care thatdheire

Art. 117 Health and accident insurance

1 The Confederation shall legislate on health amitant insurance.

2 It may declare health and the accident insurémbe compulsory, either in general
terms or for individual sections of the population.

Art. 118 Health protection

1 The Confederation shall, within the limits of pewers, take measures for the
protection of health.

2 It shall legislate on:

a. the use of foodstuffs as well as therapeuticdyets, narcotics, organisms,
chemicals and items that may be dangerous to health

b. the combating of communicable, widespread diiquaarly dangerous human and
animal diseases;

C. protection against ionising radiation.

Art. 119 Reproductive medicine and gene technologglving human beings

1 Human beings shall be protected against the misfiseproductive medicine and
gene technology.

2 The Confederation shall legislate on the useushdn reproductive and genetic
material. In doing so, it shall ensure the protacttf human dignity, privacy and the
family and shall adhere in particular to the follog/principles:

a. all forms of cloning and interference with thengtic material of human
reproductive cells and embryos are unlawful.

b. non-human reproductive and genetic material n&ther be introduced into nor
combined with human reproductive material.

c. the procedure for medically-assisted reprodunati@y be used only if infertility or
the risk of transmitting a serious illness canntbteovise be overcome, but not in
order to conceive a child with specific characterss or to further research; the
fertilisation of human egg cells outside a womawosly is permitted only under the
conditions laid down by the law; no more human eglis may be developed into
embryos outside a woman’s body than are capabbeioy immediately implanted
into her.

d. the donation of embryos and all forms of surtegaotherhood are unlawful.

e. the trade in human reproductive material anut@ducts obtained from embryos is
prohibited.

f. the genetic material of a person may be analyssgistered or made public only
with the consent of the person concerned or ifaleso provides.

g. everyone shall have access to data relatirtggio ancestry.

Art. 119 50 Transplant medicine

1 The Confederation shall legislate in the fieldafan, tissue and cell transplants. In
doing so, it shall ensure the protection of humignity, privacy and health.

2 It shall in particular lay down criteria for tifegr allocation of organs.

3 Any donation of human organs, tissue and cellstiine free of charge. The trade in
human organs is prohibited.

Art. 13059 Value added tax*.....

4 5 per cent of the non-earmarked revenues shalideel to reduce the health
insurance premiums of persons on low incomes, andes alternative method of
assisting such persons is provided for by law.Wif&erland Constitution]

“Healthcare in Switzerland is regulated by the Feldelealth Insurance Act. Health
insurance is compulsory for all persons resider8witzerland (within three months
of taking up residence or being born in the coyntmternational civil servants,
members of permanent missions and their family nemtare exempted from
compulsory health insurance. They can, howeverlyagpjoin the Swiss health
insurance system, within six months of taking upidence in the country.”
[Wikipedia 2008]
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The Swiss healthcare system is a combination ofiqububsidised private and

totally private systems:

> public: e. g. the University of Geneva Hospital (@&)Jwith 2,350 beds, 8,300
staff and 50,000 patients per year;

> subsidised private: the home care services to winiehmay have recourse in
case of a difficult pregnancy, after childbirtHnéss, accident, handicap or
old age;

> totally private: doctors in private practice angiivate clinics.

The insured person has full freedom of choice amihrgg recognised healthcare
providers competent to treat their condition (ia tegion) on the understanding that
the costs are covered by the insurance up to thet & the official tariff. There is
freedom of choice when selecting an insurance cagnfarovided it is an officially
registeredcaisse-maladier a private insurance company authorised by doeral
Act) to which one pays a premium, usually on a riynbasis.” [Wikipedia 2008]

“The health care system in Switzerland is constsiéth the long-standing national
sentiment of allowing state activity ‘only when y@ate initiative fails to produce
satisfactory results.” The system is largely cornsudriven, with a combination of
public and private efforts. Switzerland operates second most expensive health
care system behind the United States, with healte expenditure totaling 11.3% of
the GDP. The federal government provides overdiglthe system, and 23 cantons
are responsible for regulation and financing of plublic delivery system. Public
expenditure is among the lowest in Europe, at a6 of total contributions.”
[Switzerland Dougherty 2008]

“A national mandate requires every person to imtligily purchase health insurance.
Consumers can choose from about 100 public anéterimsurers, all of which are
required by law to be not-forprofit. Insurers musffer a basic package of
comprehensive benefits, and are obliged to acckppplicants. The nationally
standardized set of services must meet critertzotf clinical and cost effectiveness.
The insurers vary in size from 2,000 members td axedr one million. Insurance is
not employer based but many plans are grouped ryimgdevels; national, regional,
religious, and occupational plans are common. Aisganamed Foundation 18 also
establishes a risk-adjustment scheme between imsstwesupport plans attracting
higher-risk individuals. Plans cannot compete tgtobenefit packages, but rather
via premiums and deductible pricing. These pricey wary considerably between
cantons, as they are community-rated (prior to 13@8niums were risk-related).”
[Switzerland Dougherty 2008]

“The national average cost is about $2,500-2,900nuividual annually, with much
lower premiums for those under 25 years old. Fédeuhsidies are granted to
persons whose premiums comprise more than 8-10&umial income. About 30%
of the population receives this benefit. Deductifyitions also lower premium rates,
with discounts up to 40% for high deductibles. Ulesrs are also present for most
medical care and are capped at about $600 per K&#D-type policies have also
emerged, offering lower premiums (10-20% reductifam)more restricted provider
choice. Smaller regional plans have also develagetkral practitioner physician
networks to act as gatekeepers, which allow 5-1&8tiction in premium prices. 25-
40% of the population also elects to purchase sopghtary insurance to cover
dental care and other amenities like private haspdoms. Individuals generally
have unlimited free choice of providers, though@dtrall have a regular physician.
Doctors are mostly private and office-based, opegah a fee-for-service structure.
All prices are negotiated at the cantonal levelspial and outpatient care can be
either private (managed as for-profit or not-foofd) or publicly based. Cantons
subsidize 50% of operating costs for public and-piaiit hospitals. Insurers and
hospitals may also contract directly with physisiaand they are typically paid
through a salary. Insurers are not allowed to nagpopreferred provider contracts
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with hospitals in return for lower fees, thus rasting hospital price competition.
With the most expensive system outside of the dnB&ates, criticism is aimed at
high costs and the need for more cost-effectivereigl. Switzerland has the second
highest (to the US) utilization of cutting-edgetteology. Little negative financial
incentive for utilization combined with a high dégsof providers results in an
average 11 doctor contacts per person per yeahitinest in Western Europe and
nearly three times the US rate. A majority of degtare paid via fee-for-service,
which drives up utilization and cost, in additiana general lack of less expensive
‘non-doctor’ care. Respected local economists abggesting greater price
competition between providers and purchasers, whhely believe will improve
efficiency.1 To decrease costs, insurers are apmng to thin the standard package
of benefits by more critically determining the réeklth benefits for certain services.
Global budgeting for hospitals operating subsidesow in place in several cantons
and may spread to more; this may also help to s&ng expenditures. There is also
a lack of comparative statistical data, which coptdmote benchmarks in quality
and efficiency. The combination of universal caneotgh an individual mandate
with subsidies and insurers’ price competition guéges every Swiss citizen high
quality, readily accessible care. Targeting systdde inefficiencies (oversupplied
and over-utilized) will aid in reducing total exmhiture.” [Switzerland Dougherty
2008]

Switzerland’s system of health financing, 2005
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Sources of health financing in Switzerland Percent
Taxes 24,9
Compulsory health insurances 27\5
Other statutory insurance 6,/
Out-of-Pocket payments 27,6
Supplementary health insurance 11,2
Other payments 2,1
Sum 100
Source: [Switzerland Observatory 2000]

“The federal constitution lists in full the legaliefined responsibilities of the federal
government. Those areas that relate principalhyetth are:

> Eradication of communicable or very widespread oulent diseases of

humans and animals

Promotion of exercise and sport

Social insurance provision

Medical examinations and qualifications

Promotion of science, research and tertiary edutati

Genetic engineering, reproductive medicine, traargpinedicine and medical
research

Statistics

Environmental protection

International relations. ” [Switzerland Observat@600]

VVYV VVVVYY

“There is intense debate over whether state intiMe in Swiss health care can be
heralded as “the very visible hand of a smart, dprgefficient, government that

accounts for Switzerland’s relative success”, oetlvbr the “micromanagement of
both prices and products is precisely what keep#z&iand from becoming an

unfettered consumer market [and even more prodejctifswitzerland Daley 2007]

“The OECD certainly seems to agree with the laiteriecent report concluding that
the Swiss health sector “is suffering from regufatproblems”. In particular it is
argued that the Federal structure somewhat undesmattempts to create national
standards in health care and, as a corollary, gt competition is hindered by
fragmented markets and inconsistent regulationsaditte Confederation. The OECD
recommended an “overarching framework law for Healthich would include
existing legislation on health insurance, futurdigbes on prevention, gathering
national health data, and oversight of health-sygterformance.” However, simply
nationalising regulation may not be a catch-allgoh.” [Switzerland Daley 2007]

“Switzerland’s 7.2 million inhabitants reside in @ntons that enjoy authority over
all matters not explicitly transferred to the Catdeation, Switzerland’s federal
government. Following that constitutional structuteealth policy for most of
Switzerland’s history has been left to the autlyodt the cantons. Until the mid
1990s, therefore, the Swiss health system was yneremosaic of 26 distinct
cantonal health systemsS3yitzerlandReinhardt 2004]

“Switzerland’s health system is individually-focdsand insurance-based, reflecting
the decentralisation of the political system irgaritons’. It is the 26 cantons that are
largely responsible for the provision of healthegdhe role of national government is
restricted by the constitution to one largely obli health and regulation. Iv But,
while the specifics of health care provision vagyoss the country, “demand for
medical services is channelled through an insuragggtem that guarantees
individual access to care”. Within each canton,ivitdials are free to choose
between health plans and providers offered by ctinmgpénsurers and subsidies are
given to the poor and needy to ensure coverage is

universal.” [Switzerland Daley 2007]
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> “Regulation of health matters
0 Licensing of the health professions
o0 Authorization to open a medical practice or pharynac
0 Market authorization and control of medicines
> Provision of health care
0 Inpatient care (hospitals and residential nursiomgés)
Nursing and home care
Fees
Emergency, rescue and disaster-aid services
Basic and specialty medical training
o0 Training in paramedical occupations
> Disease prevention and health education
> Implementation of federal laws.” [Switzerland Oh&eory 2000]

O ooo

“The cantonal health laws confer responsibility fhealth policy on the
municipalities. The responsibility for providing nsing care for certain vulnerable
groups is usually delegated to the municipalitiggh the emphasis on home care,
residential and nursing homes for elderly peoplt @mmunity-based mental health
services. The municipalities have delegated respilihs to independent
organizations for most home care services. Largaricipalities and associations of
municipalities often run their own residential amarsing homes for elderly people.
Municipalities run nursing homes and hospitals ezitalone or in conjunction with
other municipalities (through hospital associatfjomsare represented on the boards
of such facilities. The municipalities are also pmssible for supporting and
counselling pregnant women and mothers, providibgtairic services and health
and dental care in schools.” [Switzerland Obsernya2000]

Number and size of levels of national governmeihigtiver appointed or elected, and
tax-raising powers (2004)

Country Levels of government, including ~ Number'  Inhabitants per Appointed/  Raising
administrative health structures entity: average? (and  Elected taxes®
approximate rarge)
(> 1000)
Switzerland*  Central government 1 7318 Elected X
Regions (Kanfone) 26 281 (15-1182) Elected" X
Districts (Bezirke) 181 40 (2-403) Appointed
Local governments 2929 2 Elected X
(Gemeindern)

Levels and respective responsibilities in healtte ¢2004)

Country Levels? Health care responsibilities
Raises  Contracts  Owns Owns long- Owns  Pays
health  hospitals  secondary  termcare  primary  GPs
care hospitals  institutions care
funds centres
(public)
Switzerland  Central government
Regions (Kantone) X
Districts (Bezirke)
Local governments X X
(Gemeinden)
Sickness tunds X X
Private X X X X

[Europe Bankauskaite 2007]



Decentrali-
zation of
health services
in Switzerland

30

“Switzerland has a federal structure with threéedé@nt levels: the confederation (or,
federal government), the cantons and the commuresninicipalities). There are
26 cantons16 with a population of between 15 0Q8pé&kzell Innerrhoden) and 947
100 (Berne).17 Each canton has its own constitujp@mliament, government and
courts. These cantons are divided in 2 873 commimé&stal. Around one-fifth of
these communes have their own parliament; in therotour-fifths, a process of
direct democracy takes decisions in the local asenCitizens have the right to
initiate laws and referendums at municipal, cartaarad federal level.” [Europe
Saltman 2007]

“At the federal level there is no Ministry of HdaltSeveral government offices share
the responsibility for health and matters relatedhealth services. They are all
accountable to the federal parliament. Three ofetkecutive offices are part of the
Federal Department of Home Affairs: the Federalig@ffof Public Health, the
Federal Social Insurance Office and the Federais8tal Office. Another, the State
Secretariat for Economic Affairs depends on theeFadDepartment of Economic
Affairs. The role of the Federal Office of Publi@&lth is limited to regulation and
supervision of functions in the field of narcotisgerums and vaccines, poisons, food
quality and radiation protection. Its activities aombating disease are directed
towards epidemics, tuberculosis, rheumatism and/ADS. The Federal Social
Insurance Office has the function of officially ogmizing health insurance
companies, of monitoring and controlling their waitiés, and of approving health
insurance premiums every year. The Federal Officeade and Industry financially
protects people who receive welfare payments fioenféderal disability or accident
insurance. Income taxes are mainly levied by mpaiiies and cantons, and rates
vary from place to place.” [Europe Saltman 2007]

“Health care providers are mostly financed by paytmefrom health insurance
companies or by direct payments by patients. In22®0ere were 93 private, non-
profit sickness funds that have to offer the sapasjc, compulsory health insurance.
The services covered by the compulsory health ame are defined in federal law.
Insurance companies are free to set the premiuimshvare allowed to vary among
cantons, but not within one canton. Of public exjitemes for health, the major part
IS borne by cantons and, less, by municipalitieantGns are constitutionally
independent of the federal government. They hagerdisponsibility for planning,
monitoring and partly providing health care witlsirdefined geographical area. The
cantonal responsibilities encompass the elaboratidrealth and hygiene policy, the
planning, operation and construction of hospittis, regulation of hospital external
care, the management of medical and paramedicabk;hactivities in the field of
health prevention and promotion, and the reguladibpatient rights. Cantons enjoy
sovereignty to define principles and standards brthvpremium subsidies for low-
income households are based and can choose, withia limits given by the federal
level, to fix the cantonal budget available formpiem subsidy. The federal level
then matches the cantonal expenditures. With regarthe provision of health
services, private and public providers co-exist,ivate providers have a large area
of responsibility, mainly for outpatient care amda minor degree for hospital care.
Ambulatory (outpatient) services and short inpdtsays are usually paid through
fee-for-service payment. Point values are agreesh ugmnually and appear in a
national fee schedule which has to be approvechbyrFederal Council. The price
attached to the point value is negotiated at aocehtlevel for compulsory health
insurance, but at the federal level for other typésinsurance. If health care
providers and insurance companies cannot agrelgedie¢ schedule, the government
of the canton in which the provider is located $ixthe level of fees. Federal and
cantonal authorities have no direct planning cdsitover ambulatory services but
have significant control over hospitals and resi@émursing homes. Hospitals and
nursing homes can only be reimbursed for serviceder compulsory health
insurance if they are included in the canton’soidfi list of hospitals and nursing
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homes. Cantons are responsible for the plannintexfe health care facilities. The
cantons’ decisions on hospital planning and lists lse challenged by submission to
the Federal Council. At the cantonal level, the lpuland publicly subsidised
hospitals have formed hospital associations thaotege fees with the health
insurance companies. To complement inpatient halspéire at the cantonal level, it
is the task of the municipalities to arrange prsif@sal support for home care, which
is often covered by voluntary organizations. Mupddities have the task of
organizing health promotion programmes and mediea¢ in schools, as well as
assistance for home deliveries. In the field of boand hospital external care,
municipalities either employ municipal nurses ontcact with private organizations
depending on the needs and the political, demograpid economic situation of the
locality.” [Europe Saltman 2007]

“Historical process:At the inception of the Swiss Federal state in 1848re were
practically no legislative powers in health carean@ns, municipalities, private
health care providers and private insurers werkigutonomous, but this situation
gradually changed. Referendums proposing refornasteansfer of powers to the
state often failed, but were usually adapted, regeand finally approved. The
administrative structure has remained rather canhst@ince the creation of the
canton Jura in 1978, Switzerland has consisted 6ofcantons. The number of
communes declined slightly over the last few yedige to amalgamations.
Nevertheless, concentration did take place in igtlaess fund sector: the number of
sickness funds decreased from 207 in 1993 to 93002. In 1877, qualifying
examinations for doctors, pharmacists and vetaanarwere standardized. Soon
after, in 1886, a federal law to combat epidemgzdses came into force. At the end
of the nineteenth century, the federal governmeag given a constitutional mandate
to implement legislation on food and consumer gaftggislation based on this
mandate came into force in 1909. A federal law @rcotic substances was
implemented in 1925 and a law on tuberculosis 2819 he federal government has
been responsible for monitoring serums and vaccimese 1931. The new federal
constitution, adopted on 18 April 1999, laid downre tresponsibility of the federal
government for the training of health-related pssfenals other than doctors.”
[Europe Saltman 2007]

“The area of sickness insurance clearly shows thdual transfer of powers to the
federal government. In 1890, the federal governmeas given a constitutional
mandate to legislate on sickness and accidentatanse. The 1911 Federal Law on
Sickness and Accident Insurance required healtiranse funds that wished to take
advantage of federal subsidies to register withFRgderal Office for Social Insurance
and abide by its rules. The law left it to the caustto declare whether the insurance
was compulsory. A 1964 law revised the system bEslies to the funds, based on
age and gender, and introduced user charges stahéory health insurance system.
In 1993, a within-canton risk-compensation scherae started based on age and sex
to compensate insurers for people with higher thaerage risks among their
members; the sickness fund association becamensbpm for making the transfer
between the companies. The Federal Law on Sickressrance Kranken-
versicherunggesetor KVG), implemented on 1 January 1996, conteduargely to
the increase of power of the federal governmentvaas! in itself a manifestation of
it. It replaced the 1911 Federal Law on Sicknesd Awcident Insurance, and
introduced compulsory health insurance. The KVG pelled the cantons to plan
hospital provision and to limit the range of praaisl who will be reimbursed. It also
defined the general conditions by which all sersiceill be assessed for
reimbursement. The KVG allows cantons to imposedikudgets for subsidies paid
to public and publicly subsidised hospitals andsmg homes. Global budgets were
introduced in five cantons in 1994 and have simtejarying configurations, been
implemented in other cantons. The KVG also legdliaebroad spectrum of HMO-
like provider networks.” [Europe Saltman 2007]
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Statutory Health insurance companies (1999: 109)
Professional associations

Hospital associations

Voluntary and consumer organizations

Canada

“A federation comprising ten provinces and thregritries, Canada is a
parliamentary democracy and a constitutional mdnaraith Queen Elizabeth Il as
its head of state. It is a bilingual and multiceducountry, with both English and
French as official languages at the federal ley®&Vikipedia 2008]

The constitution act of 1982 has 1ggsawith less than 5.000 words

The words health, disease, hospitals or synonynes rt mentioned in the
constitution act of 1982.

“Canada has a predominantly publicly financed hesjtstem with services provided
through private (for-profit and not-for-profit) argublic (arm’s-length or state-run)
bodies. There are 13 single-payer, universal systiEm “medically necessary” or
“medically required” services — largely hospitaldaphysician services defined as
“insured services” under the federal Canada HeAlth The 13 provinces and
territories vary considerably in terms of the fineng, administration, delivery modes
and range of public health care services. The &dgyvernment is responsible for
collecting and providing health data, research asgulatory infrastructure, in
addition to directly financing and administeringnamber of health services for
selected population groups. While the health cgstemn has been successful in
maintaining a high level of population health ard lundergone a series of reforms,
many challenges are emerging. These include then@geopulation, increasing
health care expenditure, particularly for pharméicals, lengthy waiting times, and
shortages of health human resources.” [Canada @tisey 2005]

“Planning, regulation and management: Health fieediand organizations, including
hospitals and regional health authorities, areemitgd on a voluntary basis through
a nongovernmental organization (the Canadian Cbuoni Health Services
Accreditation). Health institutions and their prdets, in particular physicians, are
liable to patients for negligence. The provinciahister of health and cabinet are
ultimately accountable to all provincial resideifids administering and delivering
public health care and thus for the performanceregfional health authorities.
Professional standards and codes of conduct athrsegh the relevant profession’s
regulatory body and the provincial laws that gite profession the right to self-
regulate, subject to certain terms and conditidhere are three different approaches
to provider regulation in Canada: “exclusive scagepractice”, also known as
licensure; “right to title”, also known as certdition or registration; and “controlled
acts system”, which regulates specific tasks orviies. Although specific
regulatory approaches for provider groups can wanysiderably across provinces,
the approach is remarkably consistent among cepadfessional groups such as
physicians and dentists.” [Canada Observatory 2005]

“Decentralization of the health care system: Theniadtration of public health

services in Canada is highly decentralized, owingttleast three factors: provincial
responsibility for the administration and delivefymost public health care services;
the historic arm’s-length relationship between gowsent on the one hand and the
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hospital sector and physicians on the other; asdnteregionalization reforms in
which subprovincial organizations are now respdasfbr the allocation of most
publicly-funded health resources.” [Canada Obserys2005]

“There are three main levels to the organizatiataicture of the health system: the
federal government, the provinces and territordesl the intergovernmental level.”
[Canada Observatory 2005]

“The federal government is responsible for protgctime health and security of

Canadians by setting the standards for the natidMedicare system, as well as
public health, drug and food safety regulationadatllection and health research —
as outlined in the Canadian constitution. The faeddegovernment also has

responsibility for directly providing health carerfselected population groups,
including First Nations people living on reservesl the Inuit, members of the armed
forces, veterans, the Royal Canadian Mounted Pddicd inmates of federal

penitentiaries.” [Canada Observatory 2005]

“Each province and territory have legislation goimgnthe administration of a
single-payer system for universal hospital and eadiervices. They are responsible
for funding hospitals, either directly or througholoal funding for regional health
authorities, setting rates of remuneration for phigas (after negotiation with the
professional associations), providing public healgrvices and, in some cases,
assessing health technologies and funding heattareh. Provinces also provide,
directly or indirectly, a variety of home care aluhg-term care subsidies and
services. All provinces administer their own prgstn drug plans, providing
varying degrees of coverage to residents. Regibealth authorities within the
provinces are responsible for allocating healtloweses and planning public health
programmes.” [Canada Observatory 2005]

“Intergovernmental councils, committees and orgaioiza facilitate and coordinate
numerous policy and programme areas. Included is tbvel are advisory
committees to the Conference of Federal/Provinbeatitorial Ministers of Health in
four areas: health delivery and human resourcepulption health and health
security; information and emerging technologiesyegnance and accountability.
Over time, federal, provincial and territorial govments established and funded a
number of arm’s-length intergovernmental healthaoigations including: Canada
Health Infoway Inc.; the Canadian Coordinating C¥fifor Health Technology
Assessment; the Canadian Council for Donation amhdplantation; the Canadian
Health Services Research Foundation; the Canadistitutes for Health
Information; the Canadian Patient Safety Institused the Health Council of
Canada.” [Canada Observatory 2005]

Distribution of Public Sector Health Expenditure Bgurce of Finance. Canada.
1975 and 2005
1975 2005
(5" 000,000 (%l (% 000,000} (%]
Provincial Territarial Governmeants 8.709.3 336 90, 745.7 31.6
Fedaral Dirsct 398.3 4.3 52886 53
Social Security Funds 1211 1.3 1.965.1 2.0
Municipal Governments 7.6 0.8 1.074.0 1.1
Total Expense 9,300.3 100.0 99.073.3 100.0

Souroe: Mationel Heelth Expenditure Database, CIHI
[Canada CIHI 2007]
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Distribution of Private Sector Health Expenditurg $ource of Finance. Canada.
1988 and 2005

] 1983 2005
Souroe of Finanos
(%" DD, D00) %] (%" QDD 000) (%]
Household [out-of-pockst] 7.434.8 FE.1 20,3060 48.2
Privats Hsalth Insurancs 3.738.7 28.2 17,2481 40.9
Maon-Comsurmption 1.625.8 12.7 4.,818.8 10.9
Total Expence 12,786.4 100.0 42 167.8 1000

Souroe: Mational Health Expenditure Detabase, CIHI
[Canada CIHI 2007]

Canada’s system of health financing, 2004

Tatal health expendituras 2004
C% 130.3 billion

Private sactor Fublic sector
30,15 59 9%

|
Dental and vision care, drugs l I
' Al Other public Prowvincial 1
complementary and alternative P Tovingial govemmen

medicine, and some long-term sactor sector (includes federal transfers) -y
5.8% 64.0% ,

care and home care T !

: :

.. Hagional :

Private healh Federal direct Physician hgaﬂh i
rivale nea | 36% | remuneration | L i

— insurance : ; authorities H
12 3% ' :

: Municigal o : ;

_ Commercial ] (public health) | L grormod | !

insurance firms 0,89 ap : ;
MNaot-far-profit _ i ;— Hospitals -f

insurance firms Social security : ;

— funds : :

14% | =.

Out-ef-pockesl A Long-term |

1 expenditures i cane i
16.0% Workers' : i

| compensaticn H H

- Home care -

Other _

| 2.9% | | Quebec Drug ' :
Insurance Fund i | Other health | :

1 services [~

[Europe OECD 2008]



35

Public health expenditure “accounted for 70.1%aotélt expenditure in 2005 and is
forecast to account for 70.3% in 2006 and 70.620017.”

/Whu Is Spending Canada’s Health Dollars? SN

The public sector plays a larger role in financing health care in Canada than the private sector. In 2002, approximately
%7 of every $10 came from public sources. Most {about $6.40) was paid from provincial and territorial government
coffers, part of which is financed by transfers from the federal government. The approximately 60¢ still remaining
came from direct federal spending, municipal governments, and social security funds.

Total
Health

Expenditures

PUBLIC
SECTOR

PRIVATE
SECTOR

/vaincial.e \ K]ut of- \ Private /Nun
Territorial Pubhc Health

\ / .
Government Sector Sector Pocket — ( Gonsumption .

Federm /SDMN ﬁmmp}
Direct Security Government

Sector Funds

| Sector

-

[Canada CIHI 2005]

J

Source: Naticnal Health Expenditure Database, CIHI

Levels and Number and size of levels of national governmeihigtiver appointed or elected, and
health tax-raising powers (2004)
responsibilities

f Country Levels of government, including  Number'  Inhabitants per Appointed/  Raising
_O governme nt administrative health structures entity: average® (and  Elected taxes®
in Canada dapproximate range)
(> 1000)
Canada Central government 1 31946 Elected X

Regions (Provinces and 13 2457 (28-11 874) Elected X

Territories)

Regional Health Authorities 91 351 (1-1783) Appointed

Local governments 3715 9(0.005-2481) Elected

[Europe Bankauskaite 2007]

Levels and respective responsibilities in healtte ¢2004)

Country Levels Health care responsibilities
Raises  Contracts  Owns Owns long- Owns  Pays
health — hospitals — secondary  fermcare  primary  GPs
care hospitals  institutions  care
funds centres
(public)
Canada? Central government
Regions (Provinces and X X
Territories)
Regional Health X X X2
Authorities
Local governments X X

[Europe Bankauskaite 2007]
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“Levels of government: current status: Although &dais constitution vests
jurisdiction over most health care activities a gub-national (provincial) level, the
Canadian Federal Government nonetheless exerosas lsroad direction over the
provincial health insurance programmes by attachingnditions to its
intergovernmental transfers. In addition to itsulatpry responsibilities in terms of
drug patents and food and drug safety, the fedenadrnment is also responsible for
providing health care services and benefits to gheded groups,19 although it
increasingly purchases such services rather thawiding them directly. It also
funds most health research, and may choose totakecoordinating role for health-
related functions such as health protection, desgasvention, and health promotion.
The Canadian Institute of Health Information (ClHipthers Canadian health
information which can be used to stimulate heatilicy, management of the health
care system and public awareness of health aftpéictors. Canada’s ten provinces
and three territories are primarily responsible fioancing certain “insured” health
services — about 70% of Canadian health expenditoognes from public sector
sources. This is accomplished through universalirarece programmes in each
province/territory. To receive full federal fundthese plans must provide full
coverage, without co-payments, to all insured pedor all “medically required”
inpatient and outpatient services. Health careices\are mostly delivered by private
providers, with varying degrees of provincial cohtrProvinces also may be
involved in planning, financing, regulating, and (occasion) delivering additional
services, including public health (surveillancelngss prevention and health
promotion), mental health, rehabilitation, longatecare and home care services, and
prescription drugs coverage. The precise arrangemeam vary considerable from
province to province and from community to commwfiifEurope Saltman 2007]

“During the 1990s, nine of the ten provinces aneé @i the three territories
restructured health care delivery by setting upi®ted Health Authorities (RHAS).
The province of Ontario, with a population of 12llioh people (about 38% of
Canada’s total population), was the one exceptionstead regionalized on a sector-
specific basis (e.g., such services as public heaid home care were managed by
decentralized regional bodies). RHAs were envigiores intermediate bodies
between the provincial government, on the one haam individual health
institutions and providers, on the other. The lealandate of the RHAs varies in
scope among the provinces and territories, as tloesautonomy given to their
managers. All of them included hospitals and nar@uded physicians or drugs.
Provinces varied in the extent to which other sedtars such as public health, home
care, addiction services or mental health weregasdi to RHAs, retained as
provincial programmes, or left to private provideRHA funding comes entirely
from the provincial budgets. Unlike municipal gowerents or administrative units
such as school boards, RHAs do not directly rarge ravenues through taxation.
The budget allocation varies according to provifteestory: some adopted
population-based funding formulas that take intosideration various factors
including the age/gender and socio-economic cortipasof the population and its
health needs, while others combine historical fugdievels with business plans
submitted by the RHAs. RHAs also vary in their ttesn to allocate resources within
their assigned budgets; some provincial governméaige set up accountability
arrangements, designated certain programmes atetped” and otherwise restricted
the extent of variability which they will permit exss regions, while others have
not.” [Europe Saltman 2007]

“Hospitals in Canada are officially not-for-profibrganizations, owned by
nongovernmental organizations or sometimes by npealigovernments. RHAs thus
constituted a major centralization (rather thanedé@lization) of hospital services,
moving operational control from formerly self-safént organizations to nominally
private, quasi-public RHA boards. Physicians weoé incorporated into regional
reforms and remain largely self-employed. Many tiegdre professionals, including
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physicians, are self-regulated. The majority ofgtigns are in private practice and
paid on a fee-for-service basis by provincial goveent health insurance plans.
However, most provinces are attempting to encoutpgenary care reform” and
move general practitioners away from solo pracio@angements. Long-term care,
home care, rehabilitation, mental health, and tteroservices falling outside the
federal terms and conditions, in contrast, areelgrgrivately delivered. Public
health tends to be publicly delivered, often thto&®iHAS or (in Ontario) local public
health units.” [Europe Saltman 2007]

“Historical process: In general, after the Secondri/War, when the Canadian
health care system gradually took shape, it bedangely the responsibility of the
provinces and mostly publicly financed. As the sost provincial and territorial
health plans escalated through the 1980s, the spongsgovernments initiated a
variety of studies, advisory committees and indepeh commissions of inquiries.
Their task was to provide advice on how to constrabsts and improve the
continuum of health services provided, paid forsobsidised by the provinces and
territories. The majority of the reports recommahdee creation of geographically
based RHAs, as it was argued that the provinceta@$ig a unit to be able to do
this. In 1989, the first province (Quebec) transfdrpowers to RHAs. Later eight of
the nine other provinces and one of the territofdl®wed this example.” [Europe
Saltman 2007]

“While the creation of RHASs is sometimes portraysddecentralization, governance
and decision-making were taken out of the handmdividual hospitals, nursing
homes and similar institutions, thus representingeatralizing element as well.
Numerous hospital (and elderly home, home care) btards were replaced by a
more limited number of RHA boards. On several ocres the number of RHAs
decreased: e.g. Alberta collapsed its 17 RHAsmitte in April 2003, Saskatchewan
collapsed 32 district boards into 12 RHAs in Augg602, Prince Edward Island
amalgamated two RHAs and British Columbia redu¢tednumber of RHAs to five
in 2001 and Prince Edward Island abolished RHAagelher in the 2005 budget.20
Furthermore, some provinces changed their govemaneodel. For example, in
2001, Alberta became the second province (afteka®etsewan) to have two-thirds
of its board members elected by popular vote. B52@ntario abolished its District
Health Councils (which had been given responsibilir planning on a regional
basis) and is setting up Local Health Integraticgtwdrks (LHINS), which could
have the potential to develop into regional fundizsgd management models.”
[Europe Saltman 2007]

United States of America

The United States of America is a federal constifisti republic comprising fifty
states and a federal district.

Seven articles — 4.526 words on 6 pagelus 27 short amendments on less than 6
pages.

The words health, disease and/or hospital are resitioned in the constitution.
General welfare is mentioned in the preamble “WeeRkople of the United States, in
Order to form a more perfect Union, establish gastinsure domestic Tranquility,
provide for the common defence, promote the gen@éfalfare, and secure the
Blessings of Liberty to ourselves and our Posterity ordain and establish this
Constitution for the United States of America.” A& Constitution]
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Welfare is also mentioned in section 8 of articleThe Congress shall have Power
To lay and collect Taxes, Duties, Imposts and Es;iso pay the Debts and provide
for the common Defence and general Welfare of thédd States; but all Duties,
Imposts and Excises shall be uniform throughout thdted States. ” [USA
Constitution]

“Health services are largely delivered by the gevsector and commercial insurers
play a major role in the financing of health cavimst coverage for health services is
obtained through a third-party payer, such as apl@rar or the government, which
makes payments, directly or indirectly, to the smrvproviders. This may include
covering physician, hospital, laboratory, pharmaicalicosts, etc., depending on the
type of insurance.” [USA PAHO 2002]

“The federal government is a direct provider of Itieaservices for military
personnel, veterans with service-connected disiglsiliNative Americans (American
Indians and Alaskan Natives) and inmates of fedprsons. HHS is the United
States government’s principal agency for protecthreghealth of all Americans and
providing essential human services, especiallytfiose who are least able to help
themselves. The Department has a budget, deterrhingte Congress, amounting to
$429 billion for fiscal year 2001. Many HHS-fundsdrvices are provided at the
local level by state, county or tribal agencies,tlmough private sector grantees.
Eleven HHS operating divisions administer the Depant’s programs. In addition
to the services they deliver, the HHS programs igeovyor equitable treatment of
beneficiaries nationwide, and they enable the ctiia of national health and other
data. HHS is not a direct provider of health sarsito the population of the United
States, with one exception: The Indian Health $en(l). The | is the principal
federal health care provider and health advocaténftian people, and its goal is to
assure that comprehensive, culturally acceptalelesopal and public health services
are available and accessible to American Indian Alagka Native people. The
provision of health services to members of fedgredicognized tribes grew out of
the special government-to-government relationsbhigvben the United States federal
government and Indian tribes established in 178#si@e HHS, the Department of
Veterans Affairs (VA) and the Department of Defe®®D) are the only federal
government agencies that directly provide healthvises. The Department of
Transportation (DOT) also provides direct healtmecaervices to Coast Guard
enlisted officers and personnel. According to theployee Benefit Research
Institute, in 1999, 6.5 million Americans were dited in Tricare or Civilian Health
and Medical Program for the Department of Vetera&i&irs (CHAMPVA). With a
budget of more than $20 billion, the Veterans HeAldministration within the VA
provides health care to veterans. In additiondariedical care mission, the veterans
health care system is the nation’s largest providgraduate medical education and
one of the nation’s largest medical research omgaioins. It also provides backup to
the DOD and the National Disaster Medical SystdluSA PAHO 2002]

“The federal government provides insurance to atleficans over 65 years of age,
those who have permanent kidney failure and cepaaple with disabilities through

a program known as Medicare. The Centers for Medieamd Medicaid Services
(CMS), part of HHS, administers Medicare, the natiolargest health insurance
program, which covers approximately 39 million Amans. Medicare is generally
financed through a combination of payroll taxesiegal revenues, and beneficiary
premiums. Medicare has three Parts, Part A, whiokigees hospital insurance, Part
B, which provides supplementary medical insuramew Part C, which allows for

Parts A and B to be delivered through private hegllans. The federal Government,
through CMS, also works with state governmentsrtwide health insurance to the
nation’s poor. Medicaid is a jointly funded, fedestate health insurance program
for certain low-income and needy people. It covapproximately 36 million
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individuals including children, the aged, blind déor disabled, and people who are
eligible to receive income maintenance payments fitee federal government. Title
XIX of the Social Security Act created Medicaid 1865 as a cooperative venture
between the federal and state governments to assigts in the provision of
adequate medical care to eligible needy persongliddig is the largest program
providing medical and health-related services toefioa’s poorest people. The
Medicaid program varies considerably from statstabe, as well as within each state
over time, but the federal government requiresagetbasic services to all enrolled.
Madifications to Medicaid include expansions in thee 1980s to cover additional
low-income women and children who are living slighdbove the official federal
poverty line. The Balanced Budget Act (BBA) of 198mended the Social Security
Act to add a new title —Title XX|—State Childrert#ealth Insurance Program. The
purpose was to enable States to initiate and exmdnild health assistance to
uninsured, low-income children. Assistance wouldmeo through expanding
Medicaid or offering private insurance, or a conaltion of both.20 The traditional
public health functions of monitoring food and watguality, sanitation, vital
statistics, licensure of hospitals and various thealrofessionals (e.g., doctors,
nurses, dentists), are also handled at the stdtwaal levels.” [USA PAHO 2002]

“The United States’ health system is actually sstelu of health systems of diverse
complexity. Federal, state, and local governmeatdefined, often in concert with
one another, their roles in protecting the publitisalth. State public health

departments are not under the jurisdiction of fabehealth agencies and
administrations, and, in many states, city and golotal public health departments
are not under the jurisdiction of state public trealepartments. As a rule, direct
health care services are provided by the privattoseMany of these governmental
and nongovernmental services share public fundshnteal advice, regulatory

standards, and health research provided by fedeatd, and local governments.

»  The federal government manages various programersegs research; and
provides technical advice and direction, trainifighding, and other public
health resources, mainly through the DepartmentHealth and Human
Services. The Department often works through saae local government
programs and with other partners. Many other fddegavernment
organizations outside the Department’s jurisdictgurch as the Environmental
Protection Agency, the Social Security Administati the Department of
Agriculture, the Department of Transportation, atite Department of
Homeland Security, also are active in securing ghpulation’s safety and
health.

> Responsibility for individual health care issuesmisch more decentralized.
The government provides health insurance to highlperable groups, such
as some families in poverty, the disabled, and dluerly. Most persons,
however, acquire private health insurance covettageigh their employers or
on their own. Direct health care services, inclgdprimary, secondary, and
tertiary care, are provided primarily by thousawodgrivate sector hospitals
and clinics throughout the country. The federal egoment directly funds
additional hospitals and clinics that care for taily personnel and veterans
and for American Indians and Alaskan Natives.” [US#ericas PAHO 2007]

“The mission of public health is to promote physiaad mental health and prevent
disease, injury, and disability. The U.S. publialtie system comprises a wide array
of governmental and nongovernmental entities, ohiolgt

over 3,000 county and city health departments aaal boards of health;

59 state and territorial health departments;

tribal health departments;

more than 160,000 public and private laboratories;

parts of multiple federal departments and agencies;

VVVYY



40

> hospitals and other healthcare providers; and

»  volunteer organizations such as the Red Cross.

Definitions vary but, in practical terms, publicatid infrastructure is the federal,
state, and local public health organizations aredrésources they need to operate
effectively. These governmental organizations féthe nerve center of the public
health system” and interact with a wide array dieotpartners to ensure public
health.” [USA Lister 2005]

“Public health practice is governed by federaltestand local law. The federal
government can influence public health practiceugh its funding decisions and by
exercising its jurisdiction over interstate comngerélowever, most public health
authority rests with the states. ” [USA Lister 2D05

“Most public health authority is based in the states an exercise of theolice
powers States use this authority in a number of waygrtaect public health, from
enforcing safety and sanitary codes, to conduciirspections, to mandating the
reporting of certain diseases to state authorities,compelling isolation or
quarantine, to licensing healthcare workers andlitfes. Local governments are
often responsible for some of these activitiesngigiowers largely derived from
delegation of state authority. Since states areb#ses for most authority in public
health, the traditional relationship of state aedefral agencies has placed states in a
leading role, with CDC providing support througmding, training, and technical
assistance, advanced laboratory support and datgse and other activities. The
Public Health Service Act grants the Secretary &fSHthe authority to declare a
situation a public health emergency, which triggersexpansion of federal authority
(such as federal quarantine authority) as needeel.ohly such declaration made in
recent memory was on September 11, 2001. On trex bdnd, even though states
already have considerable power in responding bligphealth events, most can also
declare public health emergencies and expand ploeiters further. ” [USA Lister
2005]

“Though most public health authority is based imtestlaw, the federal government
nonetheless exerts a strong influence on publitttheaactice through its ability to
tax and spend and its responsibility for regulatingrstate commerce. Using its
commerce authority, the federal government cantaqgprotect the environment,
ensure food and drug safety, and promote occugtiwalth and safety. The power
to tax allows the federal government to encouragetam behaviors (e.g.,
deductibility of employee health insurance costsoenages employers to provide
insurance) and to discourage others (e.g., raitings on cigarettes discourages
smoking). The federal government can also set tiondi on the expenditure of
federal funds. For example, states must set 2heagninimum age for the legal
consumption of alcohol in order to qualify for fediehighway funds. Federal public
health recommendations, while lacking the forcelanf, nonetheless often exert
considerable influence on medical and public hegltiactice, and may be
incorporated into state laws. The federal goverrinadso has authority for disease
control functions concerning entries of persongdgoand conveyances from other
countries, where its activities to compel diseasgorting and impose quarantine
mirror the activities carried out by states witkireir borders. Federal leadership for
public health is based in the Department of Heattith Human Services (HHS) and in
particular at the Centers for Disease Control areéhtion (CDC)." [USA Lister
2005]
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National Health Expenditures Aggregate, Per Cajuiteunts, Percent Distribution,
and Average Annual Percent Growth, by Source oflBun

National Health Expenditures Aggregate, Per Capita Amounts, Percent Distribution,
and Average Annual Percent Growth, by Source of Funds: Selected Calendar Years 1960-2006

Item 1860 1970 1980 1990 1993 1887 1998 1999 2000 2001 2002 2003 2004 2005 2008
Billions of Dallars
National Health Expenditures $215  §740 §2534 ST140 $9126 $11253 $1190.5 §$1265.6 §13536 §14606 $1,6034 §17324 §1,852.3 §1,9733 §21055
Private 207 468 1470 4273 5125 6141 6626 7098 7570 8076 8823 0851 10148 10766 11352
Public 68 281 1063 2867 4001 5113 5279 5558 5066 6620 7211 7773 8375 8963 9703
Federal 29 177 716 1939 2792 3849 3721 3896 4176 4641 5086 5507 5971 6301 7048
State and Local 39 104 348 928 1209 1463 1558 1662 1790 1979 2125 2266 2404 2577 2654
Millions
U.8. Population’ 136 210 230 254 263 274 am 280 283 285 288 291 204 297 300
Billions of Dallars
Gross Domestic Product $526  §1,030 §2790 95803 S6657 $8304 88747 $0.268 50817 §10123 $10470 $10.961 $11,686 $12434 §13195
Per Capita Amount in Dollars
National Health Expenditures $148  §356 §1100 S2813 §3469 S4104 $4207 94523 54790 §5142 §5560 5062 96,301 6649 $7026
Private 11 22 638 1684 1948 2230 2302 2537 2679 2829 3050 3281 3452 3827 3788
Public 36 134 462 1130 1521 1864 1805 1986 2111 2319 2500 2670 2849 3022 3238
Federal 15 84 n 764 1,081 133 1343 1303 1478 1626 1763 1802 2031 2153 238
State and Local N 49 151 366 458 34 562 504 634 693 737 g 818 268 288
Percent Distribution
National Health Expenditures 1000 1000 1000 1000 1000 1000 1000 1000 1000 1000 1000 1000 1000 1000 1000
Private 753 624 580 598 562 546 557 56.1 559 850 550 55.1 548 546 539
Public 47 6 420 402 438 454 443 439 4441 450 450 448 452 454 461
Federal 104 237 282 211 306 24 33 308 308 3186 Hn7 e 322 24 35
State and Local 143 139 137 130 132 13.0 131 131 132 134 133 131 130 131 128
Percent of Gross Domestic Product
National Health Expenditures 52 72 91 123 137 136 136 137 138 144 153 15.8 159 159 160

Average Annual Percent Growth from Previous Year Shown

National Health Expenditures 105 13.0 109 85 54 58 6.3 7.0 8.6 91 8.0 6.9 65 6.7
Private 85 121 13 62 46 74 71 6.7 6.7 93 83 62 6.1 54
Public 153 142 104 118 63 32 53 73 10 84 78 77 71 8.2
Federal 200 150 105 129 69 20 47 72 112 96 83 84 70 10.3
State and Local 10.2 128 103 92 43 64 6.7 7 105 74 6.6 6.1 72 30
U.8. Population’ 12 09 10 12 1.0 10 1.0 10 1.0 10 09 10 10 10

Gross Domestic Product® 7o 104 76 47 57 53 6.0 5.9 32 34 47 6.6 64 6.1

'Census resident-based population less armed forces overseas and population of outlying areas. Source: U.S. Bureau of the Census.

s Department of Commerce, Bureau of Economic Analysis.

NOTE: Mumbers and percents may not add to totals because of rounding. Dollar amounts shown are in current dollars.

SOURCE: Centers for Medicare & Medicaid Services, Office of the Actuary, Nafional Health Stafistics Group; U.S. Department of Commerce, Bureau of Economic Analysis;
and U.S. Bureau of the Census.

[USA CMM 2008]
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Mexico

“The United Mexican States is a federal constitdiorepublic in North America.
The United Mexican States are a federation conmmithirty-one states and a federal
district, the capital Mexico City, whose metropatitarea is one of the world’'s most
populous.”“ [Wikipedia 2008]

The transformation index of Bertelsmann assessperiamt dimensions and criteria
for measuring the transformation stewardship ofabentry. The following scores
were obtained in 2008.

1 Folitical and Social 1 Socioeconomic Level 1 Market Crganization Currency and I Democracy Status
Integration rice Stability 5 — #33

1 Stabilty of Private I Market Economy Status
Dem. Instituiions Property 7 | e—

Status Index

Welfars 1 7.3 #28

1 Rule of Law Regime
. Man. Performance LOD
I Poltical Economic I
Participation Performance 6.5 T 3.8

Management Index

5.5 # 36

1 Stateness Sustainabilty 1

Trend Trend Market
Democracy Economy

1 Intzmational Fesource 1
Cooperation 1 Consensus-Building Efficiency Steering Capability 1

[World Bertelsmann Atlas 2008 — see endnote on Fdge

The Political Constitution of the Usdt Mexican States of 1917 is the present
constitution of Mexico. It contains 29.299 words 135 articles.

“Article 73. The Congress has the power:

XVI.

To enact laws in regard to nationality, tlhegal status of foreigners,

citizenship, naturalization, colonization, emigoatiand immigration, and the general
health of the country.

1.

The General Health Council shall depend directlpruphe President of the
Republic, without the intervention of any Secretaof State, and its general
provisions shall be compulsory throughout the cgunt

In case of serious epidemics or danger of invasibthe country by exotic

diseases, the Department of Health shall be regjturelictate immediately the
necessary preventive measures, subject to subsemp@oval by the President
of the Republic.

The health authority shall be executive and itsvisions shall be obeyed by
the administrative authorities of the country.

The measures which the Council shall have put @ifect in the campaign

against alcoholism and the sale of substances wiadon the individual and

degenerate the race shall afterwards be examin#dteb@ongress of the Union,
in cases within its competency.” [Mexico Constibunfj
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“The public health-care sector is characterisedhgypresence of several vertically
integrated insurer/providers, serving differenttparf the population and with little
connection between them. In addition, there isrg la&rge, and mostly unregulated,
private sector. Social security institutions cosalaried workers in the formal sector.
Although estimates vary, individuals contributirgdocial security institutions and
their dependents are estimated at around half efpthpulation. The Ministry of
Health, which provides health-care services to gbpulation uninsured by social
security, has decentralised most of the supplyané dor those groups. The states
now operate their own State Health Service systnmuiblic hospitals and clinics.
There are wide differences between states in theam@ta resources available for
providing public health-care services and ruralaaréace particular problems of
access. Each institution — whether state or seeialrity — provides health services
at all levels of care in their own facilities. Tig@tate Health Services (SHS) are
perceived by the general public as providing logeality care than the social
security system, although this partly reflectsfinet that the resources per household
allocated to the social insurers are roughly twdghgreater than those allocated to
the State Health Services.” [Mexico OECD 2005]

An overview for the Mexican health system
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[Mexico Frenk 2003]

“Doctors and nurses are salaried workers in alitingoons which does not favour
efficiency and a large proportion of doctors alswénprivate practices, on a fee-for-
service basis. The private-hospital sector proviaesind one third of all hospital
beds in the country. These are concentrated ieilanities in richer states with nearly
half of private hospital facilities found in Mexic@ity.” [Mexico OECD 2005]

“The Mexican Health System is characterized byfridgmentation in financing as

well as in access to health care services. This ddénstitutional integration is the

source of inequalities in the benefits the popatatreceives, since the various
providers receive different levels of payment anovjale different levels of care at
various levels of quality.” [Mexico PAHO America®@7]

“The public sector is characterized by the preseasfcearious insurers and service
providers integrated in a vertical fashion thatecéor different population types,
maintain very little contact among them, and diffierthe type of financing and
organization of the provision of care; the latteithe cause of inefficiencies in the
spending of public funds. Furthermore, the systecfudes a broad, lucrative private
health care services sector; persons with thetyhdipay can make use of services



Federal
responsibilities
for health

in Mexico

State
responsibilities
for health

in Mexico

45

by paying for the services they receive.” [MexichHD Americas 2007]

“In 2005, the social security institutions covetef®l million salaried workers in the
formal sector, representing a decrease of 2.56% #6000, due to a variation in the
unemployment rate from 2.2% in 2000 to 3.75% in®200he IMSS is the largest
insurer, with 44.5 million insured, followed by tHesurance and Social Service
Institute for State Workers (ISSSTE),with 10.6 maill. This is followed by Petréleos
Mexicanos (PEMEX) with 700,000 insured persons #m&l Armed Forces, the
Secretariat of the Navy, and various other insurkns state workers with

600,000.Additionally, the IMSS offers family healtsurance for persons with the
ability to pay who wish to purchase it through am@al quota payment.” [Mexico
PAHO Americas 2007]

“Informal workers, the rural uninsured populati@and the unemployed accounted
for 45 million people in 2005. They received careni the SSA and the SESA,
which oversee public hospitals and clinics. There tauge differences between the
states in terms of their availability of per cap#gources to provide health services,
and there are access problems for those in rugakaFurthermore, private nonprofit
institutions exist, such as the Mexican Red Cras$ rumerous nongovernmental
organizations (NGOs), which provide medical caréhviitle emphasis on primary
health care but play an important role in issuet ss HIV/AIDS and the sexual and
reproductive health rights of women.” [Mexico PAH®ericas 2007]

“National health authorities have not developed @ecsic policy for cost
containment and have focused sector resources mg#tening prevention
programs, whose objective is to improve the qualftiife of the population, such as
the Even Start in Life (Arranque Parejo en la Vieapgram. The objective of this
program is to provide care to boys and girls léemnt2 years of age as well as
women during pregnancy, childbirth, and postpartperiods, with the goal of
combating maternal, neonatal, and infant mortalitye “Care for Pregnant Women”
Program (AME) strengthens care to women during maegy, birth, and
postpartum.” [Mexico PAHO Americas 2007]

“The health system in Mexico is basically focusedtwo general laws carried out
continuously by the state: the General Law of Healtd the Social Security Law.
The General Law of Health was reformed on Janua®004, to create the System
for Social Protection in Health (SPSS) which offacxess to health services to all
uninsured Mexicans.” [Mexico PAHO Americas 2007]

“The System of Popular Social Security (SISSP), lemented by the National
Council for Social Protection, began in Februarp@@nd guarantees medical care
services, pensions and retirement, and housingpeopborest and is considered a
mechanism of equity to fight marginalization. TH&SP functions as an interagency
body headed by the President of the Republic. mbig system of social security
offers beneficiaries a Retirement Savings Systelmpugh the Opportunities
Program; subsidies for housing, authorized by thatiadal Development
Commission; and medical care provided by Populaurance.” [Mexico PAHO
Americas 2007]

“The provision of health services by the SSA wasedéralized in two stages: the
first during the 1980s and the second during tH#49Both processes came about as
a response to the perception that the system weealratic and centralized by
design. Furthermore, they were developed becauakhhgolicies resulted in an
inefficient assignment of resources to the statek difficult coordination between
providers of health services and the uninsured latipn. The decentralization
resulted in a clearer division of responsibilitietween federal and state authorities.
The federal authorities are responsible for esthirlg the objectives for health care,
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defining a legal framework for general system fiowihg, and ensuring
coordination, planning, and follow-up on resulthieTState Secretariats of Health
(SESA) have ample operational flexibility and aesponsible for determining the
organization and operation of health services fbe tuninsured population.
Coordination between the federal and state autberis carried out through the
National Health Council (CNS), which is made upha secretaries of health of each
state and is presided over by the federal secreféwyy CNS has an important role in
strengthening and achieving better coordinationrayrthe SESA.” [Mexico PAHO
Americas 2007]

The IMSS also decentralized its operations, andréfiems tended to transfer the
daily administrative decisions to the health sexcoviders, although administration
and control of the system remain with the centrdaharities. The IMSS is divided
into 35 delegations clustered into four regionsicllare responsible for the strategic
planning and control of activities.” [Mexico PAHOwericas 2007]

Mexico’s system of health financing, 2003

Pramiums 5 | Frivate health insurance
304
Employeas & Employers
compulsory contibufions - Sodial Secunty funds
(woluntany for the self IMSS, ISSSTE,
employead) FEMEX, ARMY, NAWY. .
32%

Fystem for Sodal Protecf or
in Health (SPSS) or
Fopular Insurance and SHY
13%

Taxes

owlafion
Gowvernment & il
Population e institutions (SHE)_ .-~
- - -
and . Fee for sensice 2/ ____aagggoﬁogal hospitslz|  Global annbal hudget
enterprises 124 =" 55 % oftol ambulabony

IMSS-Oporunidades W e
Note: these families ceuld =ffilist
k-2l to the 5P, - B9 of ok hospitls)  lobal annbal hudget

= 16% oftols! anbulabony|

Public-oroviders for insured pogulafion
Sodal Secunty institutions. - -~
(IMSS, ISSSTE) _-- "~

I . . ——
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- 12% oftolal ambulatory
OtherSocdal Security specialty
institutions (PEMEX, ARNMY, . -~
ANY ... -7 S
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_-=" 9% of potal hogpitals
_=~" 3% of btal awbulatory
Private institubions __ -~~~
Palignts, | == =msimesimtinmsies e BT
Directout-of-pocket | ---"  10% oftols! hosoisls| “ par diem & Fee for service
payments 51 % 14% oftolal ambulaions
— 3 Financial flows — — — — » Senices flows

1/ State health expenditure has been voluntary.edew from 2004 under the SP a
contribution for each affiliated family is compuigo
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2/ The uninsured population accesses health serttiteugh “user fees”. Under the
SP access will be ensured through an “annual feefgmily.

3/ Federal and State health services for the uredspopulation (State Health
Services, National Institutes of Health, etc.).

4/ Federal resources for IMSS-Oportunidades progranffor the uninsured) are
allocated through IMSS budget (given that the progne is run by a Coordination
Unit set within IMSS for that purpose). These resesa should not be considered
within Social Security expenditure.

SHS = State Health Services.

Source : System of National and State Health ActspudOH, 2003. Ministry of
Health.”

[Europe OECD 2008]

“Health services are financed by different sourcBecial security is financed
through worker-employer quotas and the servicatdopopulation at large through
two large funds: those generated by the federakmwent and those that are
provided by federal entities. Private financinggkly comes from out-of pocket
expenditures or through private insurance. In Mexids estimated that only 4% of
the population has private insurance and that dfathat insurance is covered by
employers who have the ability to deduct the cdsthe premiums through their
taxable income. The buyers of private insuranogelgrcome from the high-income
segments of the population. The health sector dacterized by its relatively low
public expenditure, below the Latin American averaf 7% of the GDP, equivalent
to 76,455.9 million pesos in 2005 (US$ 6.863 mil)io Nonetheless, health
expenditures in recent years increased from 5.6%efGDP in 2000 to 6.3% in
2004, for a 13% increase.” [Mexico PAHO America®?Z0

“Of the total public expenditure, 37.2% was spamtinstitutions that cover the
uninsured population, through the SSA, the Instgubf Health, and the federal
entities, which receive resources from the Contidiou Fund to Health Services
(FASSA); the remaining 62.8% was distributed tditnSons that provide care to the
insured population, such as the Secretariat ofoNatiDefense (SEDENA), PEMEX,
IMSS, and ISSSTE, as well as the Secretariat of Nlagy.” [Mexico PAHO
Americas 2007]

“The public health sector in Mexico consists of exa entities. Historically, the

Ministry of Health (SSA) has been responsible toe tefinition of health sector
policies and the regulation and supervision of, sindtegic planning for, the health
system, and for the provision of health care fer timinsured population (currently
about 42 million people) through its own extensnagtwork of health facilities. In

addition, the Social Security Institute (IMSS) pdms comprehensive health
insurance to some 41.5 million people through s provider network. Sixty-seven
percent of IMSS health insurance revenues come fraynoll taxes and 33 percent
from general taxation.” [America’s DecentralizatidB 1999]

“Another insurance scheme, jointly funded by theAS&hd the IMSS, brings
coverage to an additional 11 million people, mosihy rural and indigenous
communities. Parallel social security schemes gexsich as those for public
employees and for the national oil company. Thesgbei sector, on both the
provision and financing sides, is small but growi@urrently some two million
Mexicans have private health coverage.” [Amerid2esentralization WB 1999]

“Decentralization efforts, initiated in 1983, cansted an effort to share political
power with the state governments, reduce the fibcatlen at the central level,
rationalize the supply structure, and improve manant. The process was a
gradual one involving only 14 of the 32 states lmited in scope. It did not involve
either health jurisdictions or health facilitieseg®urce allocation autonomy at the
state level was limited to revenues obtained lgcdludget execution remained
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highly centralized: The share of their budget exedat the state level was the same
for decentralized states (24 percent in 1995) andhHose states that had not been
involved in the process (21 percent in 1995) (Gelstudios para America Latina
[CEPAL 1998]). The period was characterized by Irietiorts on the part of the
IMSS to deconcentrate (more for self-preservatioantto promote devolution).”
[America’s Decentralization WB 1999]

“With the arrival of the Zedillo administration t994, decentralization was back on
the agenda. Although the government was primaribfivated by pressure to share
political power with the state governments, the ifedreforms also aimed to
increase coverage and improve the quality of cargte uninsured population as
well as increase the efficiency of public admirdton. The second phase of
decentralization was initiated in 1996. It differédm the first phase in that it
involved all of the states and made the sharinglals and responsibilities between
levels more explicit, but it resembled the firstaph in that decentralization did not
reach the level of health jurisdictions or faodgi The second phase of
decentralization brought about the creation of &hdxalized public organisms”
(OPDs), semiautonomous state agencies whose gogeboiard includes the state
governor, a representative of the federal Minisoly Health, a trade union
representative, and the state health ministeritZlaas been achieved in a number of
areas. Resources from the federal level to thesstate allocated according to well-
established criteria; the transfer of human ressiftom the federal level to the
states has been negotiated with the national unioinastructure, goods, and
equipment have been transferred to the statespamicipalities have been given
limited responsibilities in the areas of planningd dnfrastructure. Monitoring and
conflict resolution are done by the National Heal@ouncil.” [America’s
Decentralization WB 1999]

“With the reform, the states became accountablalionealth care services for the
uninsured population, and obtained control overekecution of its health budget.
The decentralized budget increased from 4.8 milpesos in 1995 to 16.4 million
pesos in 1999. The functions of the federal Migistf Health were concomitantly
redesigned and its normative and planning rolengtreened. Spending at the federal
ministry level decreased from 12.2 million pesosl#®5 to 9.5 million in 1999.”
“The IMSS has been involved in parallel deconceiuneefforts, with the creation of
seven regional directorates in 1995, and 139 medarges in 1997 (each providing
health care to a population of between 100,00022J000 people). These medical
zones are expected to evolve into budget-holdingdical areas of autonomous
management.” So far deconcentration has fallen tskobr the planned full
management autonomy in such areas as personnatureneent, equipment,
infrastructure, and maintenance. Plans for the rfext years, however, hold
promises of a purchaser-provider split involvingeelepment of the purchasing
function within the IMSS and introduction of reinisement to providers through
riskadjusted capitation and Diagnostic Related GrdRG) systems.” [America’s
Decentralization WB 1999]

“The political decentralization process within tB8A is making slow progress, and
autonomy and capacity at subnational levels ardugiéy being strengthened. In
contrast, there seems to be little or no progneseparating financing of purchasing
from the provision function. The decentralizatiorogess in the IMSS has been
equally slow, but there are more explicit plan®perate a purchaser-provider split.
The initial steps toward this split are evidenthe recent agreements signed with the
Ministry of Finance and the Ministry of Auditing @ dministrative Development,
which are aimed at financial autonomy and commitsidsy the IMSS to sign
agreements with specialty hospitals and medicatz6hAmerica’s Dec. WB 1999]
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Brazil

“The Brazilian Federation is based on the uniontloke autonomous political
entities: the States, the Municipalities and theldfal District. A fourth entity
originated in the aforementioned association: thehl. There is no hierarchy among
the political entities..” [Wikipedia] “The Feder&epublic of Brazil, a democratic
state of law, is made up of the indissoluble unioihits 26 States, 5,560
Municipalities, and the Federal District, all wiglolitical, fiscal, and administrative
autonomy.” [Brazil PAHO 2005]

The Constitution defines Brazil as a Federal Repuioirmed by the union of 26
States, the Federal District and the Municipalitieswadays more than 5,564).
[Brazil Constitution]

The transformation index of Bertelsmann assesspseriamt dimensions and criteria
for measuring the transformation stewardship ofabentry. The following scores
were obtained in 2008.

1 Folitical and Social 1 Socioeconomic Level 1 Market Organization Democracy Status

Integration Price

8.0 =— # 24
1 Stability of Brivate 1 Market Economy Status
Dem. Institutions Property 7.0 E— #18

Status Index

Welare 1 7.0 — #20
1 Rule of Law Regime
- Man. Performance LOD
1 Folitical Economic 1 X )
Participation Performance 7.5 =
Management Index
6.7 n— #15
I Stateness Sustainability 1

Trend Trend Market
Democracy Economy

1 International
Cooperation 1 Consensus-Building

Stearing Capability 1

[World Bertelsmann Atlas 2008 — see endnote on Fdge

“Because of its troubled political toig/, Brazil has had a number of constitutions.
The most recent was ratified on October 5, 198®Vik|pedia 2008] More than
71.000 words in 346 articles on 147 pages.

Health is mentioned about 100 times in this comtétin. Only one article and one
section is cited in the following: [Brazil Constiton]]

“Article 6. Education, health, work, habitation,isiere, security, social security,
protection of motherhood and childhood, and agssigtdo the destitute, are social
rights, as set forth by this Constitution. (The évinabitation” was included by CA

nr. 26, Feb. 146h. 2000.)

Article 23. The Union, the States, the Federal istand the municipalities, in

common, have the power: ... Il — to provide for heahd public assistance, for the
protection and safeguard of handicapped persons;



50

“Title VIIl — The Social Order — Chapter Il — SotWelfare — Section Il — Health
Article 196. Health is a right of all and a dutytbé State and shall be guaranteed by
means of social and economic policies aimed ataiaduhe risk of illness and other
hazards and at the universal and equal accesstimnsa@nd serv ices for its
promotion, protection and recovery.

Article 197. Health actions and services are ofliputmportance, and it is incumbent
upon the Government to provide, in accordance withlaw, for their regulation,
supervision and control, and they shall be caroieddirectly or by third parties and
also by individuals or private legal entities.

Article 198. Health actions and public servicesegmate a regionalized and
hierarchical network and constitute a single systenganized according to the
following directives:

| — decentralization, with a single managementichesphere of government;

Il — full service, priority being given to prevewd activities, without prejudice to
assistance services;

Il — participation of the community.

Paragraph 1. — The unified health system shalifaaed, as set forth in article 195,
with funds from the social welfare budget of theidsn the states, the Federal
District and the municipalities, as well as frorhet sources.

Paragraph 2. The Union, the States, the Feder#liddiand the municipalities shall
invest, annually, a minimum amount in public headbtivities and services,
calculated as percentages of proceeds and reveasufeslows:

| —in the case of the Union, as per the provisimiithe supplementary law subject of
paragraph 3;

Il — in the case of States and Federal District, phoceeds of taxes subject of the
article 155 and the revenues subject of articles 45d 159, I, a, and clause I,
discounted the amounts which shall be remittetiéantunicipalities;

[l — in the case of municipalities and Federal tbes, the proceeds of the taxes
subject of article 156 and the revenues subjecartifles 158 and 159, I, b and
paragraph 3.

Paragraph 3. A supplementary law, which shall lmssessed at least every five
years, shall establish:

| — the percentages mentioned by paragraph 2;

Il — the criteria by which the following shall béaed: the fundings of the Union
bound to health spendings to be remitted to thdeStaFederal District and
municipalities, and the respective State fundsedadmitted to the municipalities,
with the aim of a progressive reduction of regiamaqualities;

lIl — the norms for accounting, assessment andrabot expenditures with health at
federal, state, districtal and municipal levels;

IV — the norms for calculation of the amount toilneested by the Union.

Paragraphs 2 and 3 and respective clauses add2d B9, September 2000.
Paragraph 4 — The local managers of the UnifiedIthle8ystem may admit
communitary health agents and endemy combat agégtaneans of a public
admission process, in accordance with the natwlecamplexity of the assignments
and with specific requirements of performance.

Paragraph 5 — Federal law shall provide for thaical regime and the regulatory
norms of the activities of the communitary healgersts and the endemy combat
agents.

Paragraph 6 — Besides the cases mentioned by pphadr of article 41 and
paragraph 4 of article 169 of the Federal Congtitiitthe civil servant xercisé g
functions equivalents to those of the communitaglth agents and endemy combat
agents may lose office in case of non meeting etifig requirements, established
by law, to itdl xercise.

Paragraphs 4, 5 and 6 added by CA 51, Februdhpags.

Article 199. Health assistance is open to privatemrise.

Paragraph 1 — Private institutions may participata supplementary manner in the
unified health system, in accordance with the dives established by the latter, by
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means of public law contracts or agreements, pater being given to philanthropic
and non-profit entities.

Paragraph 2 — The allocation of public funds to aidsubsidize profit- oriented
private institutions is forbidden.

Paragraph 3 — Direct or indirect participation afeign companies or capital in heath
assistance in the country is forbidden, excepaies provided by law.

Paragraph 4 — The law shall provide for the coaodgi and requirements which
facilitate the removal of organs, tissues and humdsstances for the purpose of
transplants, research and treatment, as well asctilection, processing and
transfusion of blood and its by-products, all kimdsale being forbidden.

Article 200. It is incumbent upon the unified hbalystem, in addition to other
duties, as set forth by the law: | — to supervisé eontrol proceedings, products and
substances of interest to health and to participatéhe production of drugs,
equipments, immunobiological products, blood prasland other inputs;

Il — to carry out actions of sanitary and epidemgi¢ vigilance as well as those
relating to the health of workers;

[ll — to organize the training of personnel in Hrea of health;

IV — to participate in the definition of the poli@nd in the implementation of basic
sanitation actions;

V —to foster, within its scope of action, scieictéind technological development;

VI — to supervise and control foodstuffs, includithgir nutritional contents, as well
as drinks and water for human consumption;

VII — to participate in the supervision and contoblthe production, transportation,
storage and use of pschycoactive, toxic and rathi@asubstances and products;

VIII — to cooperate in the preservation of the eowiment, including that of the
workplace. ” [Brazil Constitution]

“In 1998, national health expenditure, includingtbpublic and private spending,

was estimated at R$ 72 billion, or 7.88% of GDPblRuspending was 41.2% of the
total, or 3.25% of GDP. In 2002, public health exgliture, including the three levels
of government, was US$ 15,893 million, correspogdia 3.32% of GDP.30 The

federal level was responsible for 53% of the resesiprovided, the states for 22%,
and the municipalities for 25%.” [Brazil PAHO 2005]

“Health system background: The reform process umd@sr in Brazil since the late
1980s has led to significant changes in access,inb#tutional structure, and
mechanisms for financing the health system in tleintty. In 1988, the
establishment of the constitutional and universggitrto health marked the beginning
of profound transformations in health care for tpepulation. Legislation
supplementary to the 1988 Federal Constitution pteththe implementation of the
Unified Health System (SUS), which involved botlstitutional unification at the
federal level and decentralization of the systemplémentation of the Unified
Health System sought to establish a regionalizestafthical public network in the
nation’s territory, based on the constitutional npiples of universality,
comprehensive care, decentralization, social ppation, and the equal right of
access by all citizens to health programs and ses\at all levels of complexity. The
private network can participate in a complementagy in the Unified Health
System, with preference given to charitable andormiit entities. The private sector
operates freely but is subject to regulation, naing, and control by the State, since
health programs and services are considered “ofliqouielevance” in the
Constitution.” [Brazil PAHO 2005]

“Organization of the Health Care Network (publidvate mix): Health care in Brazil
is delivered through a combination of two systeths: public system with universal
access, and the so-called supplementary healthsgatem, which is private. The
public system involves public and private provide&ssignificant number of private
providers serve both the public system and the lsopgmtary system. Private
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facilities, nonprofit or for-profit, still can begd directly by patients. For 76% of the
population, care is provided exclusively by the lgubystem, although a significant
portion of the population covered by the supplemensystem also uses the public
network, particularly for more complex and expeagivocedures. The contracting of
services to the private sector and direct payméptaviders is the responsibility of
state and/or municipal managers, depending on tlegjree of autonomy in terms of
empowerment under the system’s different conditmndecentralized management.
In the contracting of private providers by the paislystem, priority should be given
to nonprofit and charitable institutions. The stegform instituted by the Brazilian
Government in the 1990s legally established théyeoalled “public interest civil
society organization” (Law No. 9790, of 23 Marc9®9 laying out the terms for the
establishment of partnerships with public authesitiin the promotion and
implementation of public interest activities wheeewtheir social objectives and
statutory rules meet the requirements set forthhleyaforementioned law. In 1998,
the country’'s supplementary medical care systemereal about 38.7 million
policyholders and their dependents, representiagin@4% of the population. Most
of those insured by this system were affiliateglans through the companies they
worked for. This group is highly concentrated ie tBoutheast, which accounts for
60% of the population in the country covered by $kistem, mainly in the states of
Sao Paulo, Minas Gerais, and Rio de Janeiro—thahésmore industrialized and
economically developed areas of the country, wiemal labor contracts are more
prevalent. Data from the Supplementary Health Csegional Agency (ANS)
showed that in December 2004, the number of bemgBe of the private
supplementary system was 33.7 million, nearly 19% @ population. Of these, 47%
had contracts that predated Law 9656/98, which la¢gd the activities of health
plans and health insurance. The IBGE Health CamveSu(AMS) reported the
existence of 53,825 health care establishmentfiencountry in 2002 (excluding
those providing mainly diagnostic and therapeuticef. Of these, 13.7% had
facilities for in-patient care, where the preseatthe private sector is relevant (65%
of facilities are private). On the other hand, 76%4he establishments without in-
patient care are public. This also reveals a sigmt change in the network profile:
in 1980, 67% of establishments lacked in-patientlifees; in 2002 this percentage
rose to 86%.” [Brazil PAHO 2005]

“Unified Health System (SUS): Under the law, theethlevels of government should
participate in the Unified Health System, organiieda network that is linked,
regionalized, hierarchical, and decentralized, witified leadership at each level of
government, exercised, respectively, by the Mipisif Health (MS), the State
Health Secretariats (SES), and Municipal Healthr&adats (SMS). Activities and
services should be provided according to the pedieind guidelines approved by the
Health Councils — composed of representatives & tovernment, health
professionals, service providers, and users — dirikstitutionally to the executive
agencies, respectively the National Health Coursthte Health Councils, and
Municipal Health Councils. The Councils’ actions earguided by the
recommendations from the health conferences, wihioh place at the three levels of
government, with the broad participation of severlial sectors. These conferences
are convened every four years by the executivechramevaluate the health situation
and propose guidelines for the formulation of Heptilicy.” [Brazil PAHO 2005]

“The legislation regulating the public health systdoes not provide for rigorous
separation of the functions of financing, procuratmand service delivery. The three
levels of government participate in financing. Mgeent of the public system is
decentralized. The national level performs fundiaf predominantly regulatory
nature and is responsible for technical and firelramoperation with the subnational
levels, being charged with formulating, standardiziand evaluating national health
policy, guaranteeing the consistency of the syswdth its principal guidelines,

regulating action by the private sector and puptigate relations, establishing
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norms and standards for quality control of produatsl services, evaluating
technologies and promoting their use. Leadershipestate level is responsible for
the coordination of the system and of regionalarafprocesses, and technical and
financial cooperation with the municipalities, esjp#ly in the regulation and
organization of referral systems to specializedg@ms and services and those of
greater complexity that extend beyond municipaldbos. Municipal leadership is
responsible for the planning and delivery of sexsjcthe operation of the existing
network in its territory, according to the respduigies it assumes in the
management of the local system (management of basicor management of all the
activities of the local system), within the conteftthe strategy of decentralized
program and service implementation, in additionpsaticipation in financing. A
significant portion of the services of the publistem comes from private providers,
especially services of greater technological comipleln recent years, SES, SMS,
and the MS itself have been continually enhandagr tadministrative structures to
exercise the new functions, especially those olleggpn and control.” [Brazil
PAHO 2005] — (Acronyms: MS = Ministry of Health, SE State Health Secretariat;
SMS = Municipal Health Secretariat)

“Brazil's decentralization process in the healtlstse was initiated in conjunction
with efforts to integrate the social security ihge, which provided health care to
urban formal sector employees and their dependeuitis,the Ministry of Health,
which provided health care to rural uninsured wslkand indigents. The integration
was achieved in 1988 with the establishment ofithdied Health System (Sistema
Unice de Saude [SUS]), which provides nearunivereakrage. SUS operates as a
subsidized insurance scheme, in which the fedddl8 &dministration reimburses
providers for services rendered. The vast majaritysuch reimbursements go to
private hospitals and clinics. State and municigeilities of course are also eligible.
While SUS is generally considered a success, ishtisred from financial problems.
The reimbursements to public and private providerge been substantially lower
than the costs of services (especially for preventare). Private participation in the
SUS is therefore decreasing, and private healte teurance is becoming more
widespread.” [America’s Decentralization World Bal$99]

“Publicly owned health care facilities are gengraperated by municipalities. The
process of enabling municipalities to manage tbein health systems has been very
gradual and has involved a formal qualificationgass. By December 1996, 137
municipalities, accounting for 16 percent of theaBlian population, administered
their own health systems. These mostly urban mpalities administered some 20
percent of hospital expenditures of the SUS. Appnaxely 2,300 more (or 42
percent of the total) municipalities had gainedpgmnt autonomy, which allowed
them to participate in planning activities and hiseg private providers in their
territories. Their ambulatory and hospital care dmid were, however, still prepared
and approved by the federal government. For theit, states were responsible for
reviewing policy implementation, monitoring and kaxaing systems, and providing
technical and financial assistance to municipalitietheir jurisdictions.” [America’s
Decentralization World Bank 1999]

“Because SUS reimbursements fall short of the abkealth services, municipalities
are often forced to subsidize their hospitals frgeneral municipal revenues.
Notwithstanding the numerous shortcomings of th&tesy, Brazil's health system
has definite virtues: The purchasing side is irdegt; the purchasing and provision
functions are separated; the provision of privaalth goods is largely done by the
private sector (private providers account for ovér percent of publicly funded

hospital admissions); and the financing of pubbods, goods with externalities, and
“equity goods” (basic health measures, nutritiopjdemiological and sanitary

surveillance, and so forth) is central, althoughirttdelivery tends to be through
federal agencies rather than municipalities.” [Aicegs Decentralization WB 1999]
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Argentina

Argentina, officially the Argentine Republic is aountry in South America,
constituted as a federation of 23 provinces andw@gonomous city.” [Wikipedia
2008] Argentina has some 1.600 municipalities.

The transformation index of Bertelsmann assessperiant dimensions and criteria
for measuring the transformation stewardship ofdbentry. The following scores
were obtained in 2008.

b

1 Political and Social 1 Socioeconomic Level 1 Market Organization

" Democracy Status
Integration Frice .

1 Stabilty of Private I Market Economy Status

Dem. Institutions Properly 6.5 n— #32

Status Index

Weltare 1 faa
1 Rule of Law Regime

- Man. Performance LOD
1 Folitical Econamic I

Participation Performance §.0 — 28

Management Index

5.6 m— #36
I Stateness Sustainability 1

Trend Trend Market
Demacracy Economy

1 Intemational
Cooperation 1 Consensus-Building

Stearing Capahility 1

[World Bertelsmann Atlas 2008 — see endnote on Fdde
Constitution of 2004 with 25 pages.842 words.

No mention of health, disease or hospital in thestitution.

“Argentina’s health system reflects the federalunatof the country’s government,
whereby provinces retain the authority to managedsiiver health care within their
jurisdiction. The system encompasses three subiseqiablic, private, and social
security. The latter two are closely connectedegithat the institutions responsible
for social security contract out many health seawido private health service
providers of different types and sizes” (Figureowdl [Argentina Americas PAHO

2007]

“In 2006, the health system was characterized bygh level of segmentation and
fragmentation, which resulted in poor coordinatamong subsectors, inequality in
financing, inequities in health care quality, anény access barriers for some
population groups. In 2003, social security insitiios covered approximately 17.5
million people (47.2% of the total population), tdisuted throughout almost 300
entities of varying sizes and importance. It isneated that the public subsector
covered 17.8 million persons (48%) and private themlsurance plans covered 2.8
million persons, of which 1 million also had socs&curity coverage.” [Argentina
Americas PAHO 2007]
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General scheme and estimated coverage of the syatibm. Argentina. 2001.

FPUBLC SUBSECTOR SOCIAL SECURITY SUESECTOR PRIVATE SUBSECTOR

Popuiaton covered by
he public heafth ssrvice
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dirac responsibily of
the provinces and, na
Tow cases, tha

Populstion coverad by
publicly funded sacial
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7.5 milllan 57.2%:)
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prUl‘u?l"El
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1.0million alsa Ras
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sochl securky
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Tedaral Governmen]

Populilon covered by publc health programs under the rasponslbliiy of the federal Govarnment and the provincll
govemments: 37.1 milllon (1005

[Argentina Americas PAHO 2007]

“Throughout its history, the health system has afgel with a degree of inefficiency
and inequity. The diverse coverage that is avalalflects the 24 provincial public
systems, approximately 300 national social secumiyitutions, 24 provincial social
security institutions, a few dozen health insuraptans, private health insurance
plans, and many mutual insurance systems; the iNdtlostitute for Social Services
for Retired People and Pensioners, known for itanitn acronym, PAMI, also is
affected. In 1993 a “free choice” option becameilaikée to workers affiliated with
the social security system, as part of a deregulagffort and to improve
efficiencies. The fragmentation and lack of cooation of this group of institutions
have curtailed the establishment of a unified cedfit, universal health system. Thus,
social security is managed by institutions thatvanmg greatly in terms of the type of
population they serve, the coverage they offer fitmencial resources per member,
operating modalities, and health service netwohley tcontract out to.” [Argentina
Americas PAHO 2007]

“The Ministry of Health is responsible for deteriinig the health sector’s objectives
and policies and for executing the plans, programnd, projects for the area under its
jurisdiction, which are developed in accordancenhwdirectives from the Executive
Branch. The Ministry also oversees the operatiothef health services, facilities,
and institutions, and conducts the overall planrfigrghe sector in coordination with
provincial health authorities. It is also respotesitbor issuing regulations and
procedures to guarantee the quality of health eere@greed to by consensus with the
provinces, and participates in approving the hefaltiiity projects that are built by
private companies. Through the National Food, Dragd Health Technology
Administration, the Ministry participates in matterelated to the development,
distribution, and marketing of products directated to health. The Administration
is responsible for implementing and enforcing cdemple with legal, scientific,
technical, and administrative provisions undejutgsdiction.” [Argentina Americas
PAHO 2007]

“The Superintendency of Health Services is the leggty and controlling agency
overseeing those who handle the National Healtrére (social security) System.
Within the Congress, the Senate’s Health and Spommittees and the Chamber of
Deputies’ Social Action and Public Health Committesae responsible for passing
judgment on health and medical-social activitieggi@ne; sanitation; preventive
medicine and nutrition; hospital subsidies; andet@s, corporations, or institutions
that carry out health-related activities.” [Arger@iAmericas PAHO 2007]
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National health expenditure in Argentina 2001 Mas®s | Percent
National health services 755 3,42
National employees health insurance 3.28P 14,88
National retirees and pensioners social services  1102. 9,56
Provinces health services 3.589 16(27
Provinces employees health insurance 2.007 0,10
Municipalities health services 758 3,44
Private 9.559 43,33
Total 22.060 100,00

[Argentina PAHO 2002]

“By constitutional mandate, the provinces are thehhical administrative units
responsible for the health care and protectiorhefgopulation. The municipalities,
particularly those with the greatest economic poavet demographic weight, usually
administer their own resources and have the atyhtwi program and carry out
health actions independently. The Federal HealthunCib (COFESA) is the

institutional forum for consensus-building, settiggals, and adopting common
policies and decisions among sectors and jurisdisti The National Government
maintains a presence in the provinces through detats of the Ministry of Health,

the Health Services Authority, the Occupational &ids Authority, and the

Authority of Associations of Retirement and Penskamds. Law 25,233 modified
Ministries Law No. 24,190 and established the oizgional structure and

objectives of the Secretariats and Departments atipgr under the Nation’'s

Presidency, the Leadership of the Cabinet of Mingstand the Ministries. The
Ministry of Health was organized into two Secreitgiand five Departments in order
to manage the institutional workload, but the Heainergency (Decree No. 486,
2002) has altered this structure.” [Argentina PARID2]

“Judging by the proportion of the health budget fkaexecuted at the subnational
level and by the decision powers that have beensfeared to the provinces,
decentralization of health services in Argentintghkio the territorial political and the
economic sense is quite advanced. Only about leepepf health spending in the
public sector is done at the national level; 7&pet is done at the provincial level,
and another 16 percent is done at the municipal.léess than 1 percent of inpatient
facilities are administered by the national healthhorities, some 70 percent are
administered at the provincial level, and 20 perese administered at the municipal
level.” [America’s Decentralization World Bank 1999

“The public sector provides health coverage to ald@upercent of the population
and accounts for about 23 percent of total hegémding in the country. The social
security system (based on the so-called “Obrasat®f) provides coverage to 47
percent of the population and accounts for 35 pgroEhealth spending. The private
sector covers 7 percent of the population and adeofor 42 percent of health
spending (insurance and out-of-pocket). The pu#ictor owns about 37 percent of
health facilities and 54 percent of hospital bessile the private sector owns 61
percent of health facilities and 43 percent of lit@spbeds.” [America’s
Decentralization World Bank 1999]

“The first wave of health sector decentralizationArgentina (1978) was aimed at
the provincial—rather than the municipal—level. Th@imary motive for
decentralization was the alleviation of the fisbatrden at the central level, rather
than a quest for efficiency or equity. Respongipilor running health facilities and
budgets was transferred to the provinces. The ressuransferred from federal to
the provincial level were not earmarked for the ltheaector; provinces could
therefore choose how much they wanted to alloaatidné health sector from their
own budgets and from the federal transfers. Thiy é890s brought a second wave
of decentralization with the transfer of the lastidral hospitals to the Municipality
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of Buenos Aires, and the transfer of some provindiealth responsibilities
(especially primary health care) to the municipedif’ [America’s Decentralization
World Bank 1999]

“The second wave also introduced the concept ofatitenomous public hospital.
The scope of autonomy of these hospitals was tadecthe ability to bill the social
security system and private health insurers forises provided to their beneficiaries
and to retain a part of their earnings. Adoptiothef autonomous hospital model has
been uneven, however. Two provinces (Cérdoba andyivmn) have rejected the
concept entirely, fearing that it would lead to licggion of facilities and equipment,
and to discrimination against the uninsured popriafas hospitals become more
and more dependent on reimbursements from insur€@#jer provinces have
adopted the concept but have implemented it slofelgring that it would increase
the public deficit. They also feared strong oppositrom labor unions and reduced
political power at the provincial level. With ongception—the province of Salta—
no province has given its autonomous hospitalsrobater personnel management.”
[America’s Decentralization World Bank 1999]

Nigeria

Nigeria, officially named the Federal Republic afjéria, is a federal constitutional
republic comprising thirty-six states and one Fall@apital Territory.” [Wikipedia
2008]

The transformation index of Bertelsmann assessperiant dimensions and criteria
for measuring the transformation stewardship ofabentry. The following scores
were obtained in 2008.

1 Political and Social 1 Socioeconomic Level 1 Market Organization Dermocracy Status

i
Integration Price

6.1 S— # 63
1 Stability of Brivate 1 Market Economy Status
Dem. Institutions Property 53 #89

Status Index
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1 Political Economic 1
Participation Performance 5.0 T—— 7.5

Management Index
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Stearing Capability 1
[World Bertelsmann Atlas 2008 — see endnote on @Fdge

Constitution of 1999 with 65.724 woris 120 pages
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“Article 17.3.: The State shall direct its poliaywards ensuring that

| the health, safety and welfare of all personsritployment are safeguarded and not
endangered or abused;

(d) there are adequate medical and health fasilieall persons:

Fourth schedule Point 2. The functions of a lo@legnment council shall include
participation of such council in the Governmentaobtate as respects the following
matters | the provision and maintenance of heaihices; ” [Nigeria Constitution]

“All three levels of government, the Federal, Statel Local Government Areas
(LGASs), have responsibilities for the provisionrefalth care. The 36 States and 774
LGA'’s are responsible for all financial aspectsSeicondary Health Care (SHC) and
Primary Health Care (PHC) departments, includingsgenel costs, consumables,
running costs and capital investment. The Fedevakrmpment sets overall policy
goals, co-ordinates activities, ensures qualitgining and implements sector
programmes such as immunisation. The co-ordinati@ttivities is generally poor.”
[Nigeria DFID 2000]

“The National Primary Health Care Development AgeilPHCDA) provides a
source of technical knowledge and expertise orptogision of PHC and monitors
PHC delivery on behalf of the Federal Ministry aéalth. Capacity to undertake this
is limited. Public PHC services are funded and aistered by the state MoHs,
which provide technical assistance to the LGAs utide PHC Director in the State
MoH. PHC services are the direct responsibility &GAs whilst SHC services come
under the State Hospital Management Board (HMBweier, there are very few
links between the two. As a result, the referratem is weak and undeveloped.”
[Nigeria DFID 2000]

“Hospitals are providing virtually no support orclaical supervision of services
provided by PHC facilities, and there are no ownealinics or visits by hospital
staff. In addition the relative independence oft&taneans that pursuing consistent
national policies across the country is probleniafidigeria DFID 2000]

“Many of the health problems that the country facesild be reduced through
improvements at the primary care level, but theeeraany constraints. Inadequate
financial resources ($2-3 per capita) for the lmeaéictor is a major problem. Since
the beginning of the economic crisis in the 198@s health sector has suffered
dramatically in as has all other public servicevitgt Development and recurrent
expenditure has declined resulting in a scarcitgloigs and medical supplies, and
the deterioration of facilities.” [Nigeria DFID 20D

Each LGA employs a primary care coordinator but mamication and co-ordination
between different service levels are poorly devetband data for planning purposes
and management are sparse. Available resourcesftare not employed in a cost-
effective manner where they would bring the highoestefit. In addition, health care
is available from private and voluntary/missionteex. “[Nigeria DFID 2000]

“The private sector and the traditional medicinétirsgs are very important and
jointly account for 60-80% service provision. Therg little regulation and
standardisation of services. One of the main reafmmthe very low utilisation rates
for public sector clinics has been the poor stehdzr facilities and care. User
charges are also perceived as too high. In thénetshould be some accountability
of public facilities to the community through vidla development committees, and a
range of systems at hospital level. In practice dwmv these rarely function
effectively.” [Nigeria DFID 2000]
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Sources of health financing in Nigeria, 2002, inceat
12.39
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[Soyibo 2005]

“Vision: To reduce the morbidity and mortality dteecommunicable diseases to the
barest minimum, reverse the increasing prevalefagmn-communicable diseases,
meet global targets on the elimination and eraminadff diseases, and significantly
increase the life expectancy and quality of lifeNaerians.” [Nigeria MoH website
2008]

“Mission: To develop and implement policies andgseanmes as well as undertake
other necessary actions that will strengthen thema health system to be able to
deliver effective to be able to deliver effectiwficient, quality and affordable
health services that foster improved health stafudigerians to serve as the engine
for the pursuit of accelerated economic growth @odtained development. .”
[Nigeria MoH website 2008]

Mandate of the Federal Ministry of Health

1. Ensuring the development of National Health Polcgl its implementation
through supervision monitoring and inspection;

2. Ensuring the implementation of National Health 8piin so far as it relates
to the Federal Ministry;

3. Issuance of guidelines for the implementation ofiddeal Health Policy;

4, Liaising with national health departments in othmuntries and with
international agencies;

5. Issuing, and promoting adherence to, norms anddatds, and providing

guidelines on health matters, and any other maligtr affects the health
status of people, promoting adherence to normstardiards for the training
of human resources for health;

6. Promoting adherence to norms and standards fortréheing of human
resources for health;

7. Ensuring the continuous monitoring, evaluation andlysis of health;

8. Status and performance of all aspects of the Naltidealth System, through
systematic collection and use of health informatiod evidence;

9. Identifying health goals and priorities for theinatl as a whole and monitor

the progress of their implementation;

10. Coordinating health and medical services delivemd) national disasters;

11. Participating in inter-sectoral and inter-miniséédollaboration;

12. Promoting health and healthy lifestyles;

13. Conducting and facilitating health systems reseamththe planning,
evaluation and management of health systems rédseartche planning,
evaluation and management of health services;

14. Facilitating and promoting the provision of heal8ervices for the
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management, prevention and control of communicalled non-
communicable diseases;

Ensuring the provision of tertiary and specialibedpital services;
Facilitating and promoting the provision of hea#tbrvices at the ports of
entry and exit;

Coordinating health services rendered by the Féddmaistry of Health
states, local government, wards private health careviders and
Development partners and provide such additionaltiheservices as may be
necessary to establish a comprehensive nationkhtsyatem;

Determining the minimum indicators required to ntonthe status and use
of resources and services;

Preparing strategic, medium-term health and hureanurces plans for the
implementation its duties;

Organizing the National Council on Health to creat®rum for integrating
all health plans of the Federal and state Ministoé Health and building
consensus on national health issues; and

Providing assistance to state Ministries of Headtthe development of state
health plans, technical materials, including methogies, policies and
standards and other technical assistance as magdassary in order for the
State Ministries to properly perform their functon’ [Nigeria MoH website
2008]

“Programs of the Federal Ministry of Health
- Department of Health Planning, Research andsitsi(DHPRS)

- Dep

- Dep

- Dep

VVVVVE2EVYVVVVVVVYVVVYVE2EVYVVYVVVYVVVVVE2EVVYVYYY

National Health Management Information and Techgwlo
Health Sector Reform
Health Situation and Trends Assessment
National Health Accounts
National Collaborating Centres for Education andifiing
International Cooperation
Policy and Planning
tment of Public Health (DPH)
Family Health
Non-communicable Disease
Epidemiology and Health Emergency Response
Health Promotion and occupational Health
National AIDS and STI Control Programme (NASCP)
TB/Leprosy and Neglected Diseases
Malaria and Vector Control
Nutrition
tment of Food and Drugs Services (DFDS)
National Drug Information Services.
Food Safety
Traditional Medicine Development
National Pharmacopoeia
Monitoring and Evaluation of FDS Programmes
National Drug Formulary/Essential Drugs list.
Chemical Safety Management.
Water Safety Management.
National Drug Policy.
tment of Hospital Services (DHS)
Hospital Services
Blood services
Regulations and Professional Schools
Nursing Services
Inspectorate
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Parastatals of the Federal Ministry of Health

National Primary Health Care Development AgencyKIIPA)

National Health Insurance Scheme (NHIS)

National Agency For Food And Drug Administrationdd@ontrol (NAFDAC)
Nigerian Institute For Medical Research (NIMR)

Nigerian Institute Of Pharmaceutical Research Argdlopment (NIPRD)
Regional Center for Oral Health Research and Tmgimitiatives (RCORTI)
Teaching Hospitals, Specialized Hospitals and Fédéedical Centres

VVVYVYVYVYVYVY

Regulatory Bodies of the Federal Ministry of Health
Nigeria Medical & Dental Council

Nurses & Midwifery Council of Nigeria

Pharmacy Board of Nigeria

Dental Technologist Board of Nigeria

Health Records Officers Registration Board of Niger

YVVVYYVY

Federal Health Service Institutions

> 15 teaching hospitals at universities
> 24 federal medical centres

> 13 special hospitals

[Nigeria MoH website 2008]

Responsibilities of the State Ministry for HealtExample given for Akwa Ibom
State): “The State Ministry of Health is a goverminestablishment charged with
responsibilities of planning, organizing and finaugg health care programmes and
services. The Ministry also formulates health peficand offers advice and guidance
on matters affecting health-care delivery.” [Nigefikwa Ibom State website 2008]

Functions of the State Ministry of Health: The méimctions of the Ministry of
Health are as follows:
»  To deliver and recognize the practice of medicatises in the State (Health

legislature).

. To recognize/supervise the practice of homeopathiedicine
(alterative medicine) given by registrable praetigrs,

. Registration of Private Clinics, Maternity Homesdpitals, Pharmacy
and Patent Medicine Shops,

. Provision of genuine drugs in Public Health Ingidns and combating
the production, distribution and sale of countérfeake and expired
drugs,

. Maintaining and controlling of Training Schoolstire Health sector.

. Provision of training for all cadres of staff inding Doctors,
Pharmacists, Nurses and paramedical staff of thie'Stpublic service,

. To approve the refund of medical expenses to efadfl Ministries and
parastatals.

. To constitute Medical Board to ascertain the he8ithtus of Public
Servants,

. Co-ordination, supervision of the management anplementation of

integrated primary health care services in theeStat

. Control of Food and Drugs in liaison with the FedeMinistry of
Health;

. Conduct of Entrance Examinations for Student Nyrbédwives and
students in the School of Health technology;

» Representation at the Federal level on Health msadited on bodies including
the medical and Dental Council of Nigeria, the Nugsand Midwifery Council
of Nigeria, pharmaceutical Board of Nigeria, theyBdSociety of Health, the
National Council on Health, the Nigerian Associatad Resident Doctors,
Association of General and Private Medical Pramtigrs of Nigeria
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(AGMPN);

Liaise with the Federal Ministry of Health anddmational bodies on Health
matters;

Management and supervision of National and Intesnat Aids/Loans in the
Health Sector.

Monitoring and Evaluation of Health programmes/atitis in the State.
Collection and collation of varieties of Health Batnd statistics for internal,
National and International consumptions. [Nigeriew& Ibom State website
2008]

Activities of the State Ministry of Health

>

The National Programme on Immunization (NPI): Ttate has been non-
polio transmitting for more than two years now. dsure that no effort is
spared in the drive to eradicate polio in the coubly the end of 2004, the
State is actively participating in the National Geign on Immunization. The
First round of the campaign ended off' EB&bruary, 2004.
Onchocerciasis: Akwa Ibom State joins in Companse@ied Distribution of
Ivermectin (CDDI) following the Rapid Epidemiologic mapping of
onchocerciasis (Remo) of year 2000 and the Rapdiegsnent of loasis
(RAPLOA) of year 2002, 14 communities in lbiono #boand Ini Local
Government Areas in Akwa Ibom were confirmed as eemd for
onchocerciasis. The good news for people of thecaftl communities is that
with the recent completion of update in communggistration and training
for Severe Adverse Effect (SAE), the much awaitgdrvention — Community
Directed Distribution of Ivermectin commenced ie thonth of March, 2004.
HIV/AIDS: HIV/AIDS continues to challenge individlawommunities and
government. During the year 2003 National Sero-glence Survey, the state
raised a multi-disciplinary team of observers tmitar the activity in the state
and to serve as core advocates for acceptance &téte result when released.
Furthermore, in an effort to boost the State HI\DD&Iresponse, a three-week
training programme was organized for a total of 160V/AIDS
0 xercisé dl .
Modern General Hospitals: The State Governmentithdlse past four years
initiated 14 Hospitals Projects in the state focdloGovernment Areas that
had none and three out of these are at Ukpom itk Akpe Ikot Nkon in Ini
and Ammamong in Okobo. These three hospitals areadbus stages of
completion. When completed and equipped, the haspwill have various
specialty units and also serve as referral centres.
Free Health Care Programme: This programme kickedro7" march, 2004
at Methodist General Hospital, Ituk Mbang in Urdaotal Government Area.
The event covered free medical treatment in ahsa# medical practice. This
programme was sponsored by Pro-Health Internationabllaboration with
NDDC and Akwa Ibom State Government.
Health Education Programme: Health Education iseatry to all Public
Health Programmes. Activities carried out in thé unclude:
0 Regular advocacy to stakeholders in health matters;
o Community/Public Health Education - Organizing Qaumity
Programmes;
o Commemoration of special events — celebration ofltiMdealth Days, etc;
0 School Health Education — education of pupils orrent health issues,
prevention and control and hazards;
o0 Production/distribution of Health Education matksigingles are produced
on health issues that affect the populace;
0 Development of Audio Visual Aids # ectora, develop and produce
posters, handbills, banners, etc;
0 Radio Programmes — organize radio talk on headtleis in English, pidgin
and the local dialects;
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0 Collaborate with other organizations that may dbote to health
promotion e.g. Ministries, Parastatals, NGOs, etc;

0 Health Promotion — organizing campaidnsercisé gl on health issues;

o Staff Training — on —the-job training of staff. Nigeria Akwa Ibom State
website 2008]

The Fifth Schedule to the 1999 Constitution inchitiee provision and maintenance
of health services in the list of responsibilities each of the 775 local government
councils in Nigeria. [Nigeria Constitution]

“Nigeria has been organized as a federal countrgesil954 with the responsibility
for providing most public goods being concurrerghared between the federal and
state governments. In 1976, local government aititb®r(LGAS) were established
and recognized as the third tier of governmentpamrsible for participating in the
delivery of most local public services along witate governments, and entitled to
statutory revenue allocations from both the federad state governments for the
discharge of their responsibilities. In the laté830® there was a national initiative to
overhaul the primary health care system throughatieption of a new national
health policy, in the context of which the fedeeadd state governments issued
directives in giving LGAs full jurisdiction over ¢hdelivery of PHC services.”
[Nigeria Das Gupta 2003]

“The current national health policy document, redisn 1996, indicates that local
governments are expected to be the main implenerdérPHC policies and
programs, with the federal government responsitmédrmulating overall policy and
for monitoring and evaluation, and state governsémt providing logistical support
to the LGAs such as personnel training, financssistance, planning and operations.
To quote:“With the general guidance, support and technicapervision of State
Health Ministries, under the aegis of Ministries bbcal Government, Local
Government Councils shall design and implementtegtas to discharge the
responsibilities assigned to them under the Carntgiit, and to meet the health needs
of the local community.[Nigeria Das Gupta 2003]

“Yet, the current Constitution (1999) of Nigeria asnbiguous with regard to the
authority and autonomy of local governments in fimg basic services, such as
primary health, for which they have been assigresbansibility throughi ectoral
directives. The Fourth Schedule of the Constitutibsts the functions of LGAs as
follows: “The functions of a local government council shatllude participation of
such council in the Government of a State as rasphe following matters: (a) the
provision and maintenance of primary, adult and atmnal education; (b) the
development of agriculture and natural resourcetheo than the exploitation of
minerals; | the provision and maintenance of heathwvices; and (d) such other
functions as may be conferred on a local governnuenincil by the House of
Assembly of the StateThis implies that according to the Constitutionisithe state
governments that have principal responsibility fasic services such as primary
health and primary education, with the extent oftipgation of LGAs in the
execution of these responsibilities determinedhat discretion of individual state
governments. The constitutional existence of d&atel discretion may lead to
disparities across local governments or acrossesstat the extent to which
responsibility for PHC services is effectively detalized. In the face of such
constitutional ambiguity, the survey of LGAs andlie facilities attempted to assess
the extent of decentralization of PHC servicesotal governments.” [Nigeria Das
Gupta 2003]

“The survey asked respondents at both the LGA awditfy level which agency,
choosing one amongst the federal government, the gjovernment, the LGA,
community-based organizations, and facility head staff, was the principal
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decision-maker for each of the following areas blCPservice provision in health
facilities:

» Undertaking new construction, such as facilitpaxsion

* Acquiring new equipment

« Making drugs and medical supplies available

« Setting charges for drugs and treatment

* Use of facility revenues from treatment and cdtasion

« Disciplining staff

« Transferring staff between facilities” [Nigeriaa® Gupta 2003]

“The overwhelming majority of LGA respondents iralied the LGA as the principal
decision- maker for most of the areas of faciléydl provision of PHC services. Of
the 29 LGAs that responded to these questionsisgddithe LGA as the principal
decision-maker for all of the areas listed abovieth® remaining LGAs, 7 listed the
LGA as the principal decision-maker for most sesvitelivery activities, except one
or two areas that were non-systematically assigoasther agencies—for example,
the state government was cited by 2 LGAs as thecipal decision-maker for
undertaking new construction, by 1 LGA for settotgarges of drugs and treatment,
and by 1 for decisions of transferring staff betwéailities, with all other decisions
being principally determined by the LGA. Only on&A, Ibaji LGA in Kogi state,
listed an agency other than the LGA, namely, comtyurased organizations, as the
principal authority for majority of the decision$ d@ay-to-day running of facilities.
This LGA had been pointed out during field-work fitre survey as particularly
remarkable for the extent of community participatim PHC service delivery.”
[Nigeria Das Gupta 2003]

“The facility-level respondents similarly indicatéte LGA as the principal decision-
maker for most service provision decisions at #malify level, as compared to the
other two tiers of government—the state and therfddgovernment. Out of 249
facility-level respondents that answered most @& tuestions related to facility
decision-making, 61% indicated the LGA as the ppakcdecision-maker for all or
most activities listed earlier. The state and fadgovernments were indicated very
infrequently as principal decision-makers for angaa and even then for only one or
two areas of decision-making in any individual h&gi Table 11.2.1 lists the
frequency of responses for each agency by eachdervice delivery decision
area. There is, therefore, no evidence from theesuof state governments being
actively engaged in the provision of PHC servi@ssappears to be indicated in the
Constitution. Amongst government agencies, the Li&Averwhelmingly indicated
as primarily responsible for PHC, with no signifitavariation in responses across
the LGAs or between the two states surveyed.” [NegPas Gupta 2003]

“In addition to the LGA, it was the community despiment committees and the
facility head and staff that were indicated as @pal decision-makers in some
specific facility decisions. For making drugs, sligm and equipment available,
and/or setting charges of drugs, and/or determinisg of facility revenues, the
community development committees and/or facilitader staff was indicated for
about 35% of the facilities surveyed.3 For decisitmundertake new construction or
expansion, community development committees werdicated as principal
decision-makers for 26% of all facilities surveyétbwever, decisions related to
staff discipline were overwhelmingly cited as tsponsibility of the LGA. There
are striking differences in the sharing of respoitises between the LGA and
community development committees in the two stafekagos and Kogi studied
here. Of the 97 facilities in Lagos that respontlednost of these responsibility
questions, 74% indicated the LGA as principal denisnaker, while of the 152
respondents in Kogi, only 52% indicated the LGApascipal decision-maker. The
remaining facilities in Kogi listed either the comnity development committees or
the facility head or both as the principal decismakers. Of the 53 facilities in the
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sample that listed community development commiteeegprincipal decision makers
for one or more of the following areas— making drugupplies and/or medical
equipment available, setting charges of drugs,roéteng use of facility revenues—
48 belonged to Kogi, and only 5 to Lagos. Of thef&&lities where communities
were reported as principal decision-makers for tia#ting new construction, 61
belonged to Kogi and only 4 to Lagos. Hence, while LGA has predominant
responsibility for PHC service delivery in bothteg as compared to the state and
federal governments, in Kogi PHC service deliveppears to be characterized by
active participation of communities and facilitaft’ [Nigeria Das Gupta 2003]

“In its implementation guidelines for primary hédualtare services the National
Health Policy requires all local governments toabksh committees that will
manage, monitor, and evaluate health care progeammgrovide technical advice to
the local government council. These are the Primdealth Care Management
Committee (PHCMC) and its technical arm, the Primblealth Care Technical
Committee (PHCTC). In order to get a picture of ¢ix¢éent of monitoring of health
facilities by the PHCMC, the survey asked sevetgstjons related to the activities
of this committee which is shown in Table I1.2.2H®MCs appear to be quite active
in Kogi, with over 80 percent of the sample repaytthat the committee visits the
facility regularly, monitors patient registers, dristocks, and equipment, and
discusses medical protocol and administrative sslmelLagos, PHCMCs appear less
active, with more than 40 percent of the sampléeeitnot responding to the
questions or reporting that the committee visitglyaor never. In both states it is
surprising to note the low frequency of responsesiiecking of user receipts in the
facility by the PHCMC—as we will discuss in the see on financing, most
facilities responded that revenues from user clsaage supposed to be handed-over
to the local government and not retained for gdrfaddity purposes.” [Nigeria Das
Gupta 2003]

Outlook

Health care is organized and financed quite diffgéyan different federal countries.
There seems to be no blueprint or any ‘automagtdtionship between federalism
and health care. This assumption — neverthelessedsn careful analysis and
synthesis. This is a task to be done by a mulijlisary and international team of
specialists. This task can not be done by one.

The following first attempt to synthesize some bé tdata given in this report
produces quite some uncertainties. The next tdisevs the remarkable differences
in private spending for health in the eleven cdaeatincluded in this study. The
share stretches from low 20% in old European c@sitto a very high private
expenditure for health of more than 80% in Indiagre a government does not take
over the responsibility for health of its peopléhey are left alone. Reliable data in
Nigeria would probably show a similar result. Ogpogo this reality European
countries introduced a mandatory social healthrarsze system for its population
resulting in rather low levels of private ‘volungaput-of-pocket payments for health
and health care. There is no automatism betweeadardl organization of the
country and the public responsibility for healtlmecaf a country’s population.
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Private health expenditure shares in eleven federaitries

‘l Private health expenditure share in percent ‘

[World Health Organization - see first table abtheport]
This international data does not tally fully witlational data cited in this study,
which is shown in the next table. National data aseally based on rather old
national health accounts whereas updated interradtdata are estimations.

A similar uncertainty relates to the shares of fdgeral and state governments for
financing health and health care. In middle Europeauntries they do not play the
most important roles. Social health insurance systdominate health financing and
health insurance systems are built up very oft@orming to segmentations that do
not follow the delineation between a Federation &sdconstituents in terms of
provinces, states or other geographical units. tHéasurances in these countries are
sometimes organized according to other geographigdts or according to
professions, companies, organizations or they i@@nized nationally.

Federal shares in health expenditures in elevesrdédountries
Federation States Private Other
Australia 41 27 18 14
United States 34 13 53 0
Mexico 32 13 51 4
Argentina 28 26 43 3
Brazil 22 19 56 3
Austria 3 22 25 50
Switzerland 25 23 52
Nigeria 12 7 66 15
Canada 5 65 30 0
India 6 17 70 7
Germany 8 23 69
Very preliminary table: This data does not tallfwither data, sincg
sometimes social health insurance contributions atebuted to
private expenditures, sometimes not. The separafi&@uropean data
according to federation and states is a difficuitt jo be done still.
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This table shows that the financial weight of theision of labour between the
federal level of governments and its state levelseg considerably among the
eleven countries under study. In Australia, USA avidxico for example the
Federations seem to be key actors whereas thes $tiaty a much more important
role especially in Canada and Austria. In Argentimal Brazil there seems to be a
balance between federal and state contributionsdalth and health care.

Federalism A similar picture can be painted regarding goodegnance. There is by no means an
and good automatic relationship between federalism and ggodernance. The next graph
governance  shows quite clearly that it is rather the resullooig-term historical processes and the
status of economic development that may predictlgmvernance, at least according
to the indicators proposed by the World Bank.
Good governance pattern in eleven federal countries
W Nigeria 1007
B India 90
O Brazil 80
O Argentina 70 — Violence
B Mexico 60 X \m in USA
@ Germany 50
B Australia 40—
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[Source: second table in this report]

Comparing the results of this good governance assa# with data on private out-

of-pocket payments for health — as given in théegbefore — a hypothesis emerges:
the better the good governance scores, the snaafleéhe out-of-pocket payments for
health care through the introduction of social tre@surances. Good governance
and social health insurance go together.

If an indicator of good public health care govemr®is introduced into this picture —
for example good measles immunization coveragedimd400% — then some of the
less advanced countries like Brazil, Argentina Btekico perform better than highly
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developed countries with high marks in anti-corimptperformance — especially
Latin American countries.

Two good governance indicators for eleven fedevahtries

Argentina
Australia
Austria
Brazil
Canada
Germany
India
Mexico
Nigeria
Switzerland

United States

100 90 80 70 60 50 40 30 20 10 o

B Good measles immunization coverage (0-100%)
B Anti-corruption performance (0-100 points)

[Source: second table in this report]

Federal Another uncertainty is shown if we look into thetiomal constitutions of federal

constitutions  countries and try to find what they say about Healhd health care. Very long,
detailed and elaborated constitutions do not ptedigood public performance as in
the case of India and Nigeria.

Health in the constitution of eleven federal coiastr
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—— Number of words of constitution == Number of words on health care

[Source: first table in this report]

Result A very first and certainly superficial look at thelationship between federalism and
public health produces quite some uncertainty.
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There is a first lesson to be learatertheless: It is not sufficient to discuss the

division of labour between federal and state amdefolevels of governance. It is
essential to include in analysis and synthesisatsihethe aspects of intermingling,
overlapping and additional health care financingitegies and practices. Health
protection schemes and social health insurancersgsare just one example.

A cognitive mapping of (public) health (care) taskal key actors

Tasks , ,
Regulation Tertiary Secondary Primary Basics
care care care
Agents
Federation
Regions
Provinces

Municipalities

Insurances,
private sector,

other agents

Atask ahead This sketch tries to present a cognitive mappingrmst important (public) health
tasks according to the key agents involved, incgdiederal and state levels of
government. To find a good governance orientedsahimi of labour between them is
a task for Sisyphus.

1.

Americas
PAHO

America’s
Decentrali-
zation
World Bank

Argentina
Constitution

Sources
Author, title and e-link File namé
Pan American Health Organization: Health in the Aoz 2007. AM-01

Washington (PAHO) 200fittp://www.paho.org/HIA/vol2paisesing.html
(accessed 27.11.2008)

Burki, Shahid J. and Guillermo Perry, William Dilger: Beyond = AM-02
the center: decentralizing the state. Washingtdre (World Bank)

1999

http://www1.worldbank.org/publicsector/LearningPraip/Decentralizat
ion/Beyondthecenter.pdiccessed 27.11.2008)

Argentina: 1994 constitution. Iiittp://pdba.georgetown.edu/- AR-01
Constitutions/Argentina/argen94.html
http://www.argentina.gov.ar/argentina/portal/docatos/constitucion_in
gles.pdf(accessed 27.11.2008)

® These documents are available as PDF-files anel natded over to GTZ Nepal. You may also contacttithor.
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4.

10.

11.

12.

13.

14.

15.

16.

Argentina
PAHO

Austria
Constitution
Austria
Observatory

Australia
AIHW

Australia
AIHW

Australia
Constitution

Australia
Li

Australia
Observatory

Australia
MoH

Brazil
Constitution
Brazil
PAHO

Canada
CIHI

Canada
CIHI

Author, title and e-link

Pan American Health Organization: Profile of thaltfeservices system.
Argentina. Washington (PAHO) 2002
http://www.who.int/management/country/HealthSysteofile Argentina
2002.pdf (accessed 27.11.2008)

Austria: Federal constitutional law.

In: http://www.ris.bka.gv.at/erv/erv_1930_1.g@iccessed 27.11.2008)
Hofmarcher, Maria M. and Herta M. Rack: Austria alle system
review. Copenhagen (European Observatory on H8gkems and
Policies, World Health Organization) 2006
http://www.euro.who.int/Document/E89021.ddiccessed 27.11.2008)
Australian Institute of Health and Welfare. Heattpenditure Australia
2006-07. Canberra (AIHW) 2008
http://www.aihw.gov.au/publications/hwe/hea06-0&0&-07.pdf
(accessed 27.11.2008)

Australian Institute of Health and Welfare. Austa health 2008.
Canberra (AIHW) 2008
http://www.aihw.gov.au/publications/aus/ah08/ah@8.accessed
27.11.2008)

Australia: Constitution. Australia Act. In:
http://www.comlaw.gov.au/comlaw/comlaw.nsf/440c19281b109ca
256f3a001d59b7/57dea3835d797364ca256f9d0078cOR EEEdNsStitut
ionAct.pdf

http://www.foundingdocs.gov.au/resources/transsfiphl2 doc_1942.p
df
http://www.statutelaw.gov.uk/content.aspx?activaDexld=1330183
(accessed 27.11.2008)

Li, Simon: Health care financing policies of AustniaNew Zealand and
Singapore. Hong Kong (Research and Library Senigesion,
Legislative Council Secretariat) 2006
http://www.legco.gov.hk/yr05-06/english/sec/libr&Yy06rp06e.pdf
(accessed 27.11.2008)

Healy, Judith and Evelyn Sharman, Buddhima Lokdgestralia. Health
system review. 2006. Copenhagen (European Obsey\atdealth
Systems and Policies, World Health Organizatior§620
http://www.euro.who.int/Document/E89731.pdaccessed 27.11.2008)
Australia: Ministry of Health website
http://www.health.gov.au/internet/main/publishingf/€ontent/health-
overview.htm (accessed 27.11.2008)

Brazil: Constitution. Inhttp://www.v-
brazil.com/government/laws/constitution.htnfaccessed 27.11.2008)
Pan American Health Organization: Brazil. Healthteyn profile.
Brasilia (PAHO) 2005
http://www.lachealthsys.org/index.php?option=comnteat&task=view
&id=79&Itemid=104 (accessed 27.11.2008)

Canadian Institute for Health Information: Healtlreein Canada 2005.
Ottawa (CIHI) 2005
http://secure.cihi.ca/cihiweb/products/hcic2005dé.faccessed
27.11.2008)

Canadian Institute for Health Information: Healthreein Canada 2008.
Ottawa (CIHI) 2008

http://secure.cihi.ca/cihiweb/products/HCIC 2008dé. (accessed
27.11.2008)
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File namé&

AR-02

AT-01

AT-02

AU-01

AU-02

AU-03

AU-04

AU-05

AU-06

BR-01

BR-02

CA-01

CA-02
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17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

Canada
CIHI

Canada
Li

Canada
Observatory

Canada
PAHO

Canada
Constitution
Germany
Constitution

Germany
Observatory

Germany
Levenets

Germany
Busse

Europe
Bankauskaite

Europe
Decentrali-
zation

Europe
Snapshots

Europe
OECD
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Author, title and e-link File namé&

Canadian Institute for Health Information: Natiohaklth expenditure CA-03
trends 1975-2007. Ottawa (CIHI) 2007
http://secure.cihi.ca/cihiweb/products/NHET 1973020e.pdf

(accessed 27.11.2008)

Li, Simon: Health care financing policies of Cangattt@ United CA-04
Kingdom and Taiwan. Hong Kong (Research and Lib&agvices

Division, Legislative Council Secretariat) 2006
http://www.legco.gov.hk/yr06-07/english/sec/libr&§07rp02-e.pdf

(accessed 27.11.2008)

Marchildon, Gregory: Canada. Health systems insitemm: Canada. CA-05
Copenhagen (European Observatory on Health SystechRolicies,

World Health Organization) 2005
http://www.euro.who.int/Document/E87954.pdfaccessed 27.11.2008)

Pan American Health Organization: Canada. Healthices system CA-06
profile. Washington (PAHO) 2000
http://www.lachealthsys.org/index.php?option=commteat&task=view
&id=246&Itemid=299 (accessed 27.11.2008)

Canada. Constitution. In: CA-07
http://www.solon.org/Constitutions/Canada/Engligh/£982.html

Germany: Basic Law. In: DE-01
http://www.geocities.com/iturks/html/documents1ght (accessed

27.11.2008)

Busse Reinhard and Annette Riesberg: Health catersg in transition. DE-02
Germany. 2004. Copenhagen (European Observatdrealth Systems

and Policies, World Health Organization) 2004
http://www.euro.who.int/Document/E85472.pdaccessed 27.11.2008)
Levenets, Tsiupa: Germany. In: DE-03
www.lutik.dp.ua/nastya/HOME_WORKS/Germany%20-

%20Tsiupa%20_ Levenets.dofaccessed 27.11.2008)

Busse, Reinhard: German health care 2008 — leafringothers, orto  DE-04
learn from. PowerPoint presentation. London 2008 In

http://www.mig.tu-
berlin.de/fileadmin/a38331600/2008.lectures/Londtfi08.05.08 rb_Ge
rmanHealthCare2008.pdf (accessed 27.11.2008)

Bankauskaite, Vaida and Hans F.W. Dubois, Richar8dtman: EU-01
Patterns of decentralization across European hsgdlems. In: Saltman,
Richard B. et alii: Decentralization in Health Cag¢rategies and

outcomes. Maidenhead (McGraw Hill) 2007, 22-43
http://www.euro.who.int/Document/E89891.pdaccessed 27.11.2008)
Saltman, Richard B. et alii: Decentralization inalle Care. Strategies EU-01
and outcomes. Annex. Description of the structume development of
decentralization in health care in selected coesin Europe and

Canada. Maidenhead (McGraw Hill) 2007, 22-43
http://www.euro.who.int/Document/E89891.ddiccessed 27.11.2008)
Susanne Grosse-Tebbe and Josep Figueras (Edp¥hsismof health EU-02
systems. The state of affairs in 16 countries mraer 2004.

Copenhagen (European Observatory on Health SystechPolicies,

World Health Organization) 2004
http://www.euro.who.int/document/e85400.pHccessed 27.11.2008)
Organization for Economic Co-operation and DevelepmOECD EU-03
health data 2008. In:
http://www.ecosante.fr/index2.php?base=OCDE&langi&Rlangs=E

NG (accessed 27.11.2008)
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30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.
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General
Federalism

General
Federalism

General
Federalism

General
Federalism

General
Wikipedia

General
Governance

India
Constitution

India
ERF

India
WHO

India
WHO

India
USAID
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Mexico
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72

Author, title and e-link File namé&

Anderson, George: Federalism: An introduction. @af@@xford GE-01
University Press) 2008
http://www.forumfed.org/en/federalism/Primer Enb#620 Ch1l.pdf
(accessed 27.11.2008)

Forum of Federations: The global network on fedemal Website. In:
http://www.forumfed.org/en/federalism/by countrgéx.php
(accessed 27.11.2008)

Kincaid, John: Introduction to the handbook of fedeountries. In:
http://www.forumfed.org/en/federalism/introductiohtandbook.php
(accessed 27.11.2008)

McLean, lain and Alistair McMillan (Eds.): The Cose Oxford
Dictionary of Politics. Oxford (Oxford Paperbackf&ence) 2008
http://www.duhaime.org/LegalDictionary/F/Federalisspx (accessed
27.11.2008)

Wikipedia, the free encyclopedia: Keywords StateS@many, Federal
Ministry of Health (Germany), Constitution of Indidederalism in the
United States, Federalism, Federation, Statesearitbties of Australia,
Australia, United States, Argentina, Brazil, eteca. In:

(accessed 27.11.2008 and earlier)
Lewis, Maureen: Governance and corruption in puidialth care
systems. Washington (Center for Global Developm2006
www.cgdev.org (accessed 27.11.2008)

India: The constitution of India. (As modified upthe 1st December,
2007) In:http://lawmin.nic.in/coi/coiason29july08.pd{accessed
27.11.2008)

Economic Research Foundation: Government healterelure in
India: a benchmark study. New Delhi (ERF) 2006
http://www.macroscan.org/anl/oct06/pdf/Health Exgigure.pdf
(accessed 27.11.2008)

World Health Organization: India country healthteys profile 2007. In:
http://www.searo.who.int/en/Section313/Section13T8B53.htm
(accessed 27.11.2008)

World Health Organization: WHO country cooperatsrategy 2006-
2011. India. New Delhi (WHO) 2006
http://d.scribd.com/docs/rrrm9ehsinmsi7ot3nk. p(Hccessed
27.11.2008)

BearingPoint: Private health insurance in Indianfise and reality. New
Delhi (BearingPoint for USAID) 2008
http://www.usaid.gov/in/Pdfs/promise_reality.pdbccessed
27.11.2008)

Mexico: 1917 Constitution of Mexico (as amended): |
http://www.ilstu.edu/class/hist263/docs/1917cortsilh (accessed
27.11.2008)

Frenk, Julio et alii: Evidence-based health polibyee generations of
reform in Mexico. In: The Lancet, Vol. 362, Noveentd5, 2003, 1667-
71
http://www.insp.mx/bidimasp/documentos/6/evidencé¥esed%20heal
th.pdf (accessed 27.11.2008)

Organisation for Economic Co-operation and DevelepmOECD
reviews of health systems. Mexico. Paris (OECD)3200

Nigeria: Constitution. Inhttp://www.nigeria-
law.org/ConstitutionOfTheFederalRepublicOfNigerteah (accessed
27.11.2008)

GE-02

GE-03

GE-04

GE-05

GE-06

IN-01

IN-02

IN-03

IN-04

IN-05

MX-01

MX-02

MX-03

NI-01




Numbers & clusters

45,

46.

47.

48.

49.

50.

51.

52.

53.

54.

55.

56.

57.

58.

59.

Nigeria
DFID

Nigeria
MoH

Nigeria
Soyibo

Nigeria
Das Gupta

Switzerland
Constitution

Switzerland
Daley

Switzerland
Dogherty

Switzerland
Observatory

Switzerland
Reinhardt

USA
Baker

USA

CMM

USA
Constitution

USA
Lister

USA
OECD

USA
PAHO

Author, title and e-link

Department for International Development: NigeAgpaper produced
by DFID’s Health Systems Resource Centre. Londdrp 2000
http://www.dfidhealthrc.org/publications/Country atiga/Nigeria.pdf
(accessed 27.11.2008)

Nigeria, Federal Ministry of Health: Website at
http://www.fmhng.org/index.php(accessed 27.11.2008)

Soyibo, Adedoyin et alii: National health accounitiNigeria, 1998-
2002. Ibadan (University of Ibadan, Department odiiomics) 2005
http://www.who.int/nha/country/Nigeria_Report 198802.pdf
(accessed 27.11.2008)

Das Gupta, Monica: Decentralized delivery of priynaealth services in
Nigeria. Survey evidence from the states of Lagmskogi. Washington
(The World Bank, Development Research Group) 2003
http://siteresources.worldbank.org/INTAFRICA/Resms/nigeria_phc_t
ext.pdf (accessed 27.11.2008)

Switzerland: Federal Constitution. In:
http://www.admin.ch/org/polit/00083/index.html?lszen— also in
Nepali translation (accessed 27.11.2008)

Daley, Claire and James Gubb: The Swiss healtlesydtio Place
mentioned (Civitas Institute for the Study of CiSibciety) 2007
www.civitas.org.uk/nhs/switzerland.pdfaccessed 27.11.2008)
Dogherty, Adam: Switzerland: The health care systesure the
uninsured project. No place mentioned (ITUP) 2008
http://www.itup.org/Reports/Fresh%20Thinking/Switaad. pdf
(accessed 27.11.2008)

European Observatory on Health Care Systems: Healthsystems in
transition. Switzerland. 2000. Copenhagen (WorldltheOrganization)
2000http://www.euro.who.int/document/e68670.pdaccessed
27.11.2008)

Reinhardt, Uwe E.: The Swiss health system. Regdiledbmpetition
without managed care. In: JAMA, September 8, 20046+292, No. 10
1227-1231http://www.allhealth.org/BriefingMaterials/JAMA-Uwe
1183.pdf (accessed 27.11.2008)

Baker, Samuel: U.S. national health spending, 2C08imbia
(University of South Carolina) 2008 - In:
http://hspm.sph.sc.edu/COURSES/Econ/Classes/nhé@é¢essed
27.11.2008)

USA Centers for Medicare & Medicaid: National hbaxpenditure
data. In:http://www.cms.hhs.gov/NationalHealthExpendData/
United States of America: Constitution. Bill of Rig. Amendments. In:
www.archives.gov/exhibits/charters/constitutionngreript.html
(accessed 27.11.2008)

Lister, Sarah A.: An overview of the U.S. publialte system in the
context of emergency preparedness. Washington (Essignal
Research Service, The Library of Congress) 2005
http://www.fas.org/sgp/crs/homesec/RL31719.pf#Hccessed
27.11.2008)

Docteur, Elizabeth et alii: The US health system.a&sessment and
prospective directions for reform. Paris (OECD) 200
http://masetto.sourceoecd.org/vI=827881/cl=20/nwpsh/cgi-
bin/wppdf?file=5Igsjhvj7w9r.pdf (accessed 27.11.2008)

Pan American Health Organization: Health systendssamnvices profile.
United States of America. Washington (PAHO) 2002
http://www.lachsr.org/documents/healthsystemprofilaitedstates-
EN.pdf (accessed 27.11.2008)

73

File namé&

NI-02

NI-03

NI-04

NI-05

SW-01

SW-02

SW-03

SW-04

SW-05

uSs-01

us-02

US-03

US-04

US-05

US-06



74

Numbers & clusters Author, title and e-link File namé&
60. World World Health Organization: Core health indicatdns. WO-01
WHO http://www.who.int/whosis/database/core/core sat&ut?striISO3 selec

t=deu&strindicator_select=-
nha&intYear_select=latest&language=englighccessed 27.11.2008)
61. World Transparency Internationdlhe 2008 Transparency International CorruptionWO-02

Transparency Perceptions Index. In:
http://www.transparency.org/news _room/in_focus/2602008/cpi 2008 table

(accessed 27.11.2008)

62. World Transparency International: Global corruption Bagten 2007. Berlin WO-03

Transparency (TI) 2007
http://www.google.de/search?hl=de&g=Transparendgtirational%3A
+Global+corruption+Barometer+2007&btnG=Google-Sdaneta=
(accessed 27.11.2008)

63. World Kaufmann, Daniel and Aart Kraay, Massimo Mastru@&dvernance WO0-04

Governance matters VII: Aggregate and individual governanadiéators, 1996-2007.
Washington (World Bank) 2008
http://papers.ssrn.com/sol3/papers.cim?abstract 148386
Graphshttp://info.worldbank.org/governance/wgi/mc_chapa
(accessed 27.11.2008)

64. World Bertelsmann Foundation: Bertelsmann transformatidax 2008. WO-05

Transition Gutersloh (Bertelsmann) 2008p://www.bertelsmann-transformation-
index.de/fileadmin/pdf/Anlagen_BTI 2008/ BTl _2008&arking_EN.pdf
Manual:http://www.bertelsmann-transformation-
index.deffileadmin/pdf/Anlagen_BTI 2008/BTI12008_Meah pdf
Summaryhttp://www.bertelsmann-transformation-
index.deffileadmin/pdf/Anlagen_BTI_2008/BTI_2008 oBhure EN.pdf
(accessed 27.11.2008)

65. World Bertelsmann Stiftung: Transformation Atlas 2008tgegioh WO-06

Bertelsmann (Bertelsmann) 2008
http://www.bertelsmann-transformation-index.de&fahtm|

66. World World Health Organization: WHO vaccine-preventatikeases: WO-07

Vaccination  monitoring system. 2007 global summary. Geneva (WB8-11-13
http://whglibdoc.who.int/hg/2007/WHO _IVB_2007_endfp (accessed

27.11.2008)
67. World World Health Organization: WHO-UNICEF estimatesw€V WO-08
MCV coverage. 2007. In:
coverage http://www.who.int/immunization_monitoring/en/gldsammary/timese

ries/tswucoveragemcv.htm{accessed 27.11.2008)

Endnote

1. The Bertelsmann Transformation Index (BTI): Cioyimeports detailing the state of development,
management and the landscape of problems spezifigiven country form the backbone of the BTI.
Using a standardized codebook, experts for eacheofl25 countries examine the extent to which a
total of 17 criteria are fulfilled, providing scaras well as written assessments for each. Eactirgou
report substantiates the scores given and is #lailanline. A second expert, generally from the
country in question, reviews the scores and asssgsngiven for each report. To ensure the
consistency of 52 individual scores, each countsgares then undergo a regional and inter-regional
comparison and calibration process, after whicly #re subjected to final review and approval by the
BTI Board — a team of esteemed scholars and dewelop professionals. The BTI's standardized
analysis allows for a targeted comparison of refpoficies. Indeed, its unique body of data aids in
assessing and comparing the successes and fafudeseloping and transformation states. To keep
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track of current developments and ensure datatgud#tie BTl is published every two years. The

continuous evaluation of transformation and devalept makes it possible to assess observed trends

and establish the results of transformation stresedNow in its third edition, the BTI can expare t

body of knowledge on political management for decismakers and the external organizations

supporting them:
Status index is composed of 32 indicators for i2Ga on 2 dimensions. The dimensions are
democracy status and market economy status. Theriarifor the democracy status are:
stateness, political participation, rule of lawalslity of democratic institutions, and political
and social integration. The criteria for the mar&ebnomy status are: level of socioeconomic
development, organization of the market and cortipeticurrency and price stability, private
property, welfare regime, economic performance, smstainability. Data were collected for
125 transition countries. The values range betweand 10, i.e. between extremely poor and
excellent

> Management index has 5 criteria and 20 indicafbing. criteria for management performance
are: steering capability, resource efficiency, inéional cooperation. The respective indicator
values are weighted according to a 6-indicatoreleof difficulty’-criterion. Values range
between 0 and 10, i.e. between very poor and extell

[Bertelsmann Transformation Index]

Acronyms’
FSP Federalism Support Programme
GDP Gross domestic product
GoN Government of Nepal
GTz Deutsche Gesellschaft fur technische Zusamrbeita®&mbH
HDI Human development index (UNDP)
HSP Health system performance index (WHO)
HSSP Health Sector Support Programme
IMF International Monetary Fund
MCV Measles vaccination
MoH Ministry of Health
MoHP Ministry of Health and Population
n/a Not available data
NGO Non-governmental organization
PAHO Pan American Health Organization
pc per capita = per person
PEH Private expenditure for health
PPP Purchasing power parity
UNDP United Nations Development Programme
UNICEF United Nations International Children’s Emency Fund
USA United States of America
wB The World Bank
WHO World Health Organization

 Country-specific acronyms are explained in the. text



