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 A great diversity of health systems exists in the developed world. All have problems connected with 

efficacy, the satisfaction of individual needs, cost control and employment. All health systems face the 

challenges of demographic change (ageing of the population, increasing population mobility, costly new 

therapeutic techniques and rising public demands and expectations). 

 Western industrialized nations invested heavily in health protection long before medical care services 

began to develop into the highly organized and elaborate systems that are currently in operation. A health 

system can be defined as the complex of activities in a nation that result in the provision of health services to 

the population. These services are intended to promote health status, prevent disease, provide medical 

diagnosis and treatment or rehabilitate individuals to maximum social functioning. 

 Health system structure 

 The structure of health system includes five elements: 

 - production of resources 

 - economic support 

 - organization of programmes 

 - management 

 - health care delivery. 

 These issues were deeply analysed by Milton Roemer, the pioneer of comparative health systems 

research.  The core in a health systems structure is represented by the organization of programmes, coming 

under various forms of sponsorship in a country. The health system is determined and required by health 

needs and its performance is assessed in health results. 

 1. Production of resources 

 The basic resources which are essential for the operation of any health system are: health human 

resources; health facilities; commodities; knowledge. 

 The production and development of resources is related to many other socio-economical fields, such 

as industry, education, agriculture, construction, etc. There is a positive, direct correlation between the 

quantity and quality of resources in a health system and the gross national product of a country. 

 Health human resources include medical doctors (general practioners, specialists, dentists) nurses, 

psychologists, technicians, psysiotherapists and many other types of personnel. 

 Health facilities are represented by hospitals, ambulatory health centers, polyclinics, pharmacies, etc. 

 Hospitals are an important part of any health system because they provide complex curative care 

that, depending on their capacity, acts as a first referral, secondary or last referral level curative care facility. 

 The ambulatory health centers face the challenge of solving 80% or more of the health problems in a 

population. Health centers involved in primary health care, are expected to provide coverage of the total 

population irrespective of social position. They must also promote health in the surrounding area by 

endeavouring, through effective intersectoral cooperation and community involvement, to improve the 

various components that make for a healthy community and environment: food, shelter, education, 

sanitation, recreation, communications. 

 An important resource included in health commodities is represented by drugs and vaccines. 

Nowadays, many pharmaceutical products derived from nature or chemically synthesized, are registered and 

available. In many countries, drug expenditures may represent one third of a health ministry budget. A 

modern diagnostic and therapeutic equipment in health facilities represent another essential resource. 

 Last but not least, knowledge is developed through education, training or research and it is reported 

in various channels: books, journals, information recorded on a CD (software programs). 

 2) Organization of programmes 

 Health programmes implies the mobilizing of different kind of resources in order to accomplish a 

certain good and to obtain some expected results. 

 In general, governments are involved in public health because: 

 - sustained social development and the creation of social capital require healthy populations; 

 - investment in human capital is critical for economic development. 



 As governments have assumed increasing responsability for the general operation of health systems, 

the major public institution intended to play this role has been a health ministry. Some functions of the 

ministry are: 

 - organization and financing national public health programmes; 

 - epidemiological suveillance to identify public health issues, ensure timely interventions and 

monitor health outcomes; 

 - health resources training; 

 - development of national strategies to meet new and emerging health problems; 

 -collaboration with international health authorities etc. 

 The ministry of health in a country doesn't play an unique role in a national  health system because 

many other governmental agencies are involved directly or indirectly. Ministries of education through 

universities of medicine and pharmacy, medical colleges and many other forms of post graduate training 

(economical, psychological, sanitary legislation etc), are responsible for training the personnel required by a 

health system. Social security programmes, including health insurance, may be directed by a special 

ministry or be within another ministry such a labour or social welfare. Ministries of labour look after 

occupational safety and health at workplace. Some socio-economical fields (justice, army, marine, air force, 

civil transports, etc) may have theyr own medical service. 

 In recent years there has been considerable interest in the use of private, and especially 

nongovernmental, health care services in developing countries, largely because the market approach to 

health care is thought to offer a prospect of increased efficiency. 

 Nongovernmental organizations are distinguished by their decision- making mechanisms, 

independence from government, and concern with broad social ends, possibly reflected in a non-profit-

making character coupled with welfere-promoting aims. 

 The origin of resources may be from donations, income generation, contracted service provision or 

donor agencies.  The personnel of such organizations may be a combination (in different proportions) of 

volunteers and proffesional paid staff. 

 Nongovernmental organizations (local, national or international) have a broad spectrum of activities: 

service provision (health care, home care, social support, etc); research; pilot projects; training; policy 

advice/ advocacy/ general education; coordination of or support for other nongovernmental organizations; 

funding for other nongovernmental organizations. 

 Public, private or voluntary non-profit health programmes concentrate their efforts on certain 

diseases, certain population groups or certain services, with the same general scope: optimizing health state, 

preventing disease and premature deaths and improving the quality of life. 

 

 3. Economic support 

 The main sources of funding health care are represented by:  general taxation; copayment; out-of-

pocket payment; voluntary health insurance (private); compulsory health insurance; charitable donations. 

 General taxation is the most important form of financing in countries with national comprehensive 

health system and it coexists, in the other health system models, with compulsory/private insurance tax and 

out of pocket payment. 

 General taxation and out of pocket payment may be found in variable proportions in every country 

worldwide. First is an old source of economic support for health system and is stable in time if inflation rate 

is less than 5%. There are many types of taxation on income, properties (house, car, land), on purchases, 

alcohol and tobacco. They countribute to general budget of a country from which a part is allocated to health 

care. Prevention is financed everywhere through general taxes and in most countries health human resource 

training, facility construction, medical care of the poor have the same economical support. 

 Except some African and Asiatic countries, the percentage of all national health expeditures derived 

from public revenues has been rising (M. Roemer). 

 The wealthier (per capita) a country is the more it spends on health care per capita and the greater the 

proportion of its total income spent on health. Centralized control of health care budgets seems to result in 

lower spending levels than otherwise would be expected. The effect of both public finance and public 

provision or ownershipes, ambigous, but the former probably lowers expenditure. 

 Private actuarial insurance is based on risk. People pay premiums based on the expected avarage cost 

of providing services for them. People who are in high risk groups pay more, and those with low risks pay 

less. Private insurance companies differentiate between various risk groups by charging risk  related 



premiums. They attracted good risk by offering them low premiums, and reject bad risks, or accept them 

only for very high premiums.  In some countries, private insurance contracts allow companies to exclude 

members as soon as they turn out to be a bad risk. The result is that private insurance leaves the bad risks to 

be covered by the public health services. 

 Mandatory insurance or social security systems pay for health services through contributions to a 

health fund. The most common basis for contributions is the payroll, with contributions from both employer 

and employee. Contributions are based on ability to pay, and access to services depends on need. Social 

security funds do not usually require parliamentary or governmental decision for their use, don't compete 

with other programme of government depending on general revenues. 

 Co-payments are additional payments made by patients often at the point of service, for health care 

services they receive. Co-payments can be designed to influence behaviour patterns among patients and 

providers, setting them at a level which should encourage or discourage the consumption of particular health 

care services. For example, if the aim is to discoverage excessive prescription and consumption of drugs, 

patients can be charged relatively high co-payments for drugs that are covered in the benefit package. 

 Over the last half-century, it has been expanding in developing countries from 4 or 5 percent and it 

has risen to 8 or 10 per cent. 

 

 4. Management 

 Within the health sector, there has been a global revolution in the organization of health services. 

Management has been held up as the principal instrument through which the supply side objectives of the 

reforms can be achieved as well as those which seek to shift the emphasis in health policy away from an 

exclusive concentration on health services and towards the notion of health in its wider sense. 

 Management in a health system includes several forms of social control: planning, administration, 

regulation and legislation. 

 Planning may be performed at central or local levels of health systems or at both levels. Planning 

may be applied in three situations: to the production of resources; to the development of organized health 

programmes; to the provision on specific services. 

 Administration is confounded sometimes with management, and its purpose is to mobilize human 

and physical resources to reach a goal with maximum efficiency and effectiveness. 

 Administration means the exercise of authority; organization of resources, delegation of 

responsibility, supervision, communications, co-ordination and evaluation. 

 Regulation is used to monitor and control performance in the open market, with the aid of certain 

standards of performance. Regulation may be centralized governmental and nonguvernmental, for private 

health care. 

 Legislation represents a governmental instrument to establish and implement the health policy. The 

lows adopted in a country may have influence (pozitive or negative) upon the production of resources. 

 

 5. Provision of services 

 The final goal of a health system is to offer health promotion, disease prevention, diagnosis, 

treatment and rehabilitation. Health services may be clasified as primary, secondary and tertiary. 

 According to World Health Organization (WHO) principles, primary health care includes a wide 

range of preventive services, along with the treatment of  uncomplicated common ailments. Since the Alma 

Ata Conference on Primary Health Care in 1978, almost all nations have adopted WHO's concept of primary 

health care - to embrace all basic strategies of health promotion and disease prevention. 

 Secondary care are represented by specialized ambulatory and hospitalized care. They may be non-

medical specialist care (such as physiotherapy). 

 Tertiary care are provided in highly specilaized hospitals (universitary hospitals) and they require 

high technologies for diagnosis and cure. Rehabilitation can provide services that help the disabled patient to 

return to a socially independent life. 

 

 

 

 

 



UNITED STATES PRIVATE INSURANCE SYSTEM 
 

 The major health authority of the United states federal government is the Departament of Health and 

Human Services (DHHS), which promotes disease prevention and gives medical care to selected population 

groups. DHHS was established in 1953 as the Department of Health Education and Welfare, and renames 

DHHS in 1979. 

 The Public Health Service (PHS) is the division of DHHS that is responsible for public health 

services, research and, to a limited extent, personal health care (e.g., Indian Health Service). The Assistant 

Secretary for Health and the Surgeon General head the PHS which has its origins in the Marine Hospital Act 

of 1798. 

 In the 50 states and 3100 counties, there are local public health authorities engaged in: environmental 

sanitation, including air; food and water quality; communicable disease control; maternal and children's 

health; health education; immunizations and vital statistics. Voluntary health agencies, which focus on 

certain persons, diseases or services, are particularly numerous. However, the largest channel for providing 

health care is the private market of thousands of independent medical practioners, pharmacies, laboratories 

and so on. 

 Federal agencies, especially the Center for Disease Control (CDC), provide funding, technical 

assistance, and personnel to support local health departments on unusual or complex public health problems 

(e.g. HIV/AIDS, rubella outbreaks). 

 State and local governments fund 85% of all public health activities, usually through cooperative 

programs. 

 Medicare represents the largest, most important, and most expensive federal health care programme. 

It is a programme to finance hospital and physician, services for the elderly and disabled who are social 

security beneficiares. Medicaid is a joint federal state programme to pay for medical care and longterm care 

for persons on public assistance. Under both these programmes doctors and other practitioners  are paid by 

the fee-for-service method, administered with much elasticity. 

 Health Care Financing 
 Economic support for the United States health system comes predominantly from private sources. 

The private sector plays the dominant role in personal health care but with large public subsidies. As a share 

of GNP, United States health expenditures consume 16 per cent of GNP (7290 $/individual yearly) - largest 

percentage of any country. 

 However, some 15 percent of the population is without adequate economic protection for health care 

costs. The age group least affected is 45 to 64 years of age. The African-American people were more likely 

to be uninsured than were white people (23 and 16 per cent, respectively). 

 
 Despite the high levels of health expenditure in the United States, the health status in terms of infant 

mortality and life expectancy at birth is better in other industrialized countries, which spend less for health. 

 The sources of U.S. health care financing includes as following: 

 1. Governmental financing. 

 Government pays for approximately 45,8% of all personal health care expenditures in the United 

States. The most important health programs are: 50 state Medicaid programs (supported by federal, state and 

in some states, local government funds); the federal Medicare programs; the Department of Veterans 

Affairs; the Army Navy and Air Force; the Public Health Service (the Indian Health Service); state 



governments providing inpatient hospital psychiatric care for the indigent mentally ill; federal, state and 

local government programs for the mentally retarded and mentally ill, as well as for alcoholics and drug 

abusers; local government (country and municipal) programs providing or paying for care of the indigent. 

 2. Private health insurance 

 More than 1000 private health insurance companies pays for 33% of all personal health care costs, 

with a majority of employers providing health insurance for their employees. Types of private insurance 

include: 

 - not-for-profit, Blue Cross and Blue Shield insurance organizations which covers first hospital 

services while the second covers physicians services; 

 -employer self-insurance consists of employers assuming financial responsibility for the health care 

benefits offered to their employees; 

 - health maintenance organizations (HMOs) and other managed health care arrangements usually pay 

providers (physicians and hospitals) directly, pursuant to the financial and administration terms specified in 

provider participation agreements. 

 HMOs are medical care organizations that accept responsibility for the provision and delivery of a 

predetermined set of a comprehensive health services to insurers who voluntarily choose the HMOs for 

health insurance coverage. The HMO differs from a health insurance company that it arranges a health 

delivery network and it conditions benefit payments on both the use of this network and the observance of 

certain referral and authorization procedures. HMOs try to maximize their benefits by: a) restricting patient 

referrals to participating providers who agree in advance to certain fee schedules and utilization review 

programs, including peer review; b) requiring that each HMO member select a primary care physician who 

coordinates the member's total health care needs.  

 3. Direct consumer payments represented by benefits which are not covered by the insurance plan 

(cosmetic surgery) and out-of-pocket expenditures required as a part of the consumer’s insurance policy, 

such as deductibles and copayments.  

  

SOCIAL HEALTH INSURANCE SYSTEM 
  
 Social health insurance is one method of financing health services in many countries (Germany, 

Holland, Belgium, Austria, France), as either the main part of a supplementary funding mechanism. 

 The advantages of this system are: it can provide a stable source of revenue for services; 

the flow of funds into the health sector is visible; it can help to establish patients’ rights as customers of the 

health care providers; it combines risk pooling with mutual support, by allocating services according to need 

and distributing financial burdens according to the ability to pay; it can operate in pursuance of government 

health policy goals, but it can maintain a degree of independence from government; it can be associated with 

efficient provision of health services. 

 The disadvantages are represented by: high administrative costs; problems of cost containment; 

problems of ensuring coverage for workers in agriculture and the informal sector. 

 For various reasons, social health insurance schemes sometimes exclude particular population 

groups, like self-employed people, persons who can easily afford to make their own insurance arrangements 

at private sick-funds, etc. 

 The solidarity between different groups in health insurance regards mutual support between the 

healthy with the sick, the young with the old, high wage earners with low wage earners and single 

individuals with those with big families. 

 Compulsory membership in social health insurance schemes can be justified if it is seen as a 

“contract between generations”. At some stage in life, people expect to become a bad risk; for instance, if 

they produce a big family or when they become older. Therefore, simple and young people who pay high 

contributions are making an investment for future coverage of their health costs. 

 The most part of physicians is paid by fee-for-service system. Fee-for-service charges are billed on an 

itemized invoice. Most physicians submit itemized charge listings, categorized according to a common 

procedure terminology classification. 

 Fees for specific services and prices per item for drugs or appliances are the most common method 

of payment and the most "market-like". Providers get paid for each treatment act or product they provide. 

 General practitioners engaged on a fee-for-service basis work longer, spend more time with each 

patient, and write more prescription than physicians paid capitation fees. They also earn slightly more in 



terms of net income relative to average national wage, except in France. By increasing the number of acts, 

physicians can increase payments for their own work. The effect of fee-for-service payments on the costs of 

the health service is clear: it encourages the production of services (even unnecessary ones) and leads to 

higher costs. 

 The fee-for-service system has given rise to a very active kind of medicine, orientated towards cure 

rather than prevention. Unfortunately, many physicians receiving a fee for each procedure performed have 

an interest in their patients being ill. 

 

National Health System in United Kingdom 
 

 The National Health Service (NHS) was established in 1948 by the post-war labour government. 

After the Second World War 100 percent of the national population has become entitled to complete health 

service, and the financial support has shifted almost entirely to general tax revenues. 

 Private expenditure on health care has increased in recent years and now accounts for about 12 

percent of total expenditure on health services in the United Kingdom. 

 In comparison with other industrialized countries, health expenditure as a proportion of gross 

domestic product (GDP) is lower. The United Kingdom spent around 8,2 percent of GDP per capita health 

care. 

 The largest part of spending the NHS budget is on hospital and community health services. Cash 

limits apply to the hospital and community health services; that means that United Kingdom hospitals have 

annual prospective budgets. The use of cash limits means that expenditure plans are expressed in cash terms 

and are based on the government’s predicted level of inflation. 

 The organization of the NHS 

 The structure of the NHS has at the top the Secretary of State for Health, who chairs the Department 

of Health. The Department sets overall policy on health matters. This includes policy on public health and 

the health consequences of environmental and food issues. Within the Department, the NHS Executive is 

responsible for advising ministers and for formulating and ensuring implementation of policy on health care. 

 The budget for the NHS derives mostly from public funds and is voted by Parliament, thus ministers 

and senior civil servants are held to account by Parliament for how the budget is used. 

 In the NHS, at regional level, the  regional health authorities (Strategic Health Authorities) carry out 

the functions at local level. 

 The role and responsibilities includes: 

 -performance management of health authorities 

 -developing the public health function at local level 

 -advising on prioritization for capital resources  

 -monitoring the performance of NHS trusts against agreed financial criteria  

 -approving applications to join the GP fund-holding scheme and setting budgets for GP fund-holders. 

 The organization of the NHS has been changed at various points in its history. Of particular 

importance were the reforms initiated by Prime Minister Margaret Thatcher in 1989. These reforms have 

sought to introduce competition into the NHS as a stimulus to improved performance. 

 The NHS is still the largest and most centralised system of publicly provided health care outside the 

former communist block. The basis of the reforms was an attempt to move to a managed competitive market 

within the publicly provided NHS. The purchaser and the provider functions would be separated. They 

represent the local level of NHS and the aim is to force hospitals to compete for the resources controlled by 

purchasers. 

 General practitioners (GP) are associated in NHS Primary Care Trusts, including more than 29.000 

family doctors. GP services are paid predominantly by capitation, which coexists with some small fee for-

services items. In addition, GPs can receive bonus payments for achieving certain performance targets. The 

role of general practitioners as gatekeepers between patients and specialists is a key future of the NHS. The 

GPs and their colleagues in the primary care team act as the first point of contact when a patient needs 

assistance and over 90% of care is delivered in this way. 

 Health care professionals in hospitals are mainly paid by salary, and the incentives come from the 

need for the hospital or unit to retain contracts for the supply of services. 

 Patients have to make co-payments for drugs prescribed out side hospital (although many categories 

of patient are exempt), and contribute to the cost of dental and optometry services. 


