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Comment: Health Systems' Effects on Health Status-Financing vs the
Organization of Services

In the US health policy community,
interest in the experiences of other coun-
tries is confined largely to issues related to
how health systems are financed. In
general, the assumption is made that it is
the difference in methods of financing
health systems that explains the large
differences in expenditures on health-
related care. These analyses hardly ad-
dress the impact of different organiza-
tional characteristics on differences in
outcomes of care. This situation is all the
more curious, given the diversity of organi-
zational arrangements and the conse-
quent possibilities for exploring their
relationship to improvements in the health
of the populations.

As US attention shifts more to the
outcomes rather than the processes of
health services, cross-national research
that explicitly addresses mortality, morbid-
ity, and functional status is beginning to
emerge. Such endeavors are represented
by a study published in this issue of the
Journal that analyzes the relationship
between certain aspects of health systems
and three indicators of outcome. Elola
and colleagues postulated that countries
with national health systems would be
superior in their achievements to coun-
tries with national health insurance.'
National health systems, such as those in
Great Britain, the Scandinavian coun-
tries, Spain, Ireland, and Greece, are
financed by general taxation and are
publicly managed. National health insur-
ance systems (called social security sys-
tems by the authors) are financed through
mandatory payroll premiums and are
privately managed. Such systems are
found in central European countries such
as Germany, France, and Switzerland.

Overall, the countries did not differ
in infant mortality, potential years of life
lost, or life expectancy. However, after
controlling for the significant effect of
gross national product and health care

expenditures, which are higher in coun-
tries with national health insurance sys-
tems, infant mortality (but not the two
other measures of health status) was

found to be lower in countries with
national health systems. Furthermore, a

greater reduction in infant mortality in
national health systems is associated with
each unit increase in health expenditures
than is the case in countries with national
health insurance systems.

Why are the significant findings lim-
ited to infant mortality and not valid also
for life expectancy and years of potential
life lost? Could it be that the model
followed by the authors is incomplete, or
is the effect of different approaches to
financing really limited to only certain
manifestations of health? What is it about
the ways in which services are financed
that influences their effectiveness? Prior
research suggests that regionalization of
prenatal services and appropriate access
to neonatal intensive care have a consider-
able impact on infant mortality.2 It seems
reasonable to postulate that services would
be more regionally allocated in national
health systems than in national health
insurance systems because the former is
more likely to involve conscious planning
for the distribution of resources. Mortality
at other ages may not be as sensitive to
this aspect of the organization of services.

However, it may be that the different
mechanisms of financing, as represented
by national health systems vs national
health insurance systems, are associated
with system characteristics which, when
explored, would have a more extensive
influence on health. To explore this
possibility, I contrasted the findings of this
study of financing mechanisms with an-
other comparative study3'4 of the relation-
ship between characteristics of the organi-
zation (rather than financing) of services.
In the latter study, 11 countries were
ranked on 14 indicators of health: infant
mortality and its two components (neona-
tal and postneonatal mortality); life expec-
tancy at age one (which removes the effect
of infant mortality), at age 20 (which
removes the effect of child mortality); at
age 65, and at age 80, each for males and
females separately; years of potential life
lost; age-adjusted death rate, and low
birthweight ratio. In addition, 16 indica-
tors involving deaths from injuries and,
separately, deaths from medical causes in
four different child age groups for males
and females separately, and immuniza-
tion rates in the preschool period for
three communicable diseases were avail-
able for most of the countries. Categoriza-
tion of these countries according to the
criteria of Elola et al.1 results in six
countries with national health insurance
systems (Australia, Belgium, Canada, Ger-
many, the Netherlands, and the United
States) and five with national health

systems (Denmark, Finland, Spain, Swe-
den, and the United Kingdom). When the
health indicators in the two groups are
ranked, countries with national health
insurance for the infant mortality indica-
tors ranked lower (average rank 6.88)
than countries with national health sys-
tems (average rank 4.95). For the most
part, each of the countries with national
health systems ranked higher (had lower
infant mortality rates) than countries with
national health insurance systems. In
contrast, the countries did not differ in the
ranking of indicators at other ages (6.02
for countries with national health insur-
ance systems vs 6.11 for countries with
national health systems), thus corroborat-
ing the findings of Elola et al. that the
benefit from national health insurance
seems to be confined to infant mortality.

However, if the 11 countries are
recategorized according to the strength of
their primary care infrastructure, using 11
different characteristics3 rather than look-
ing at how they are financed, significant
differences appear for all of the indica-
tors, as well as for other outcome indica-
tors including overall costs, satisfaction
with care, and medication use.4 Countries
in the bottom third of the rankings for
adequacy of a primary care orientation
(Belgium, Germany, United States) have
much lower average rankings on the
health indicators (8.17 for infant mortality
and 8.55 for the other indicators) than
countries in the top third (5.00 and 6.74,
respectively).3'4 That is, when the coun-
tries are characterized according to their
emphasis on providing a strong infrastruc-
ture of primary care services, countries
that do better in this regard achieve better
health levels for a variety of health
indicators across the age span. Although
there is a relationship between a focus on
primary care and mode of financing
services (countries with a strong primary
care focus are more likely to be national
health systems than national health insur-
ance systems), there are exceptions: the
Netherlands is a prime example because it
has national health insurance financing
but an excellent primary care system.

Increased attention to the impor-
tance of primary care in health services
reform has resulted in studies which, for

Editor's Note. See related article by Elola et al.
(p 1397) in this issue.

October 1995, Vol. 85, No. 10
1350 American Journal of Public Health



the first time, include primary care as a
variable. All of them show primary care to
be the most salient variable, even more
important than health insurance itself.5-7
That is, although financing influences
access to primary care services, it is the
organization of services around a primary
care infrastructure that has been shown to
be associated with many aspects of better
health. Thus, it appears that the mode of
financing services (i.e., national health
insurance vs a national health system)
affects health status indirectly through the
way in which services are organized,
rather than directly.

Despite the apparent importance of
primary care as a major contribution to
improved health status, it is useful to
remember that primary care may be only
a marker for social systems that focus on
achieving equity in the distribution of
health and social services in general.
Thus, for example, countries with more
equitable distribution of wealth8 are those
countries with better primary care sys-
tems. Also, countries with less disparity in
educational achievement9 are those coun-
tries with better primary care systems.

Subsequent research is needed to
elucidate the mechanism by which pri-
mary care exerts its effect. Is it primarily
by facilitating ingress to the health care
system by virtue of assuring a consistent
point of first contact? In the United
States, a recent study has shown that use
of a designated primary care source as the
point of first contact for illnesses is
associated with fewer visits and lower
costs of care.10 Or is the beneficial impact
of primary care associated with its other
cardinal features: longitudinality, compre-

hensiveness, and integration? A host of
research questions might form the basis
for subsequent research. To what extent
does a person-focused relationship be-
tween practitioners and patients (longitu-
dinality) enhance the effectiveness of
care? At least one study1' showed that a
period of 2 years is necessary for such a
relationship to be established. This sug-
gests that managed care organizations in
the United States (which are not necessar-
ily oriented towards the goals or attributes
of primary care because they often re-
quire individuals to shift their source of
care when their insurance arrangements
change) are not likely to achieve the
benefits of primary care. Does an en-
hanced benefit package that covers a
broader range of services within primary
care produce better health outcomes? Or
is the effect primarily a result of the
primary care function that facilitates
better integration between primary care
services and other services? As informa-
tion about health services becomes avail-
able from newly developing information
technologies, it will be increasingly pos-
sible to draw the linkages between various
structural aspects of care (including both
financial as well as organizational as-
pects), the processes of care that they
encourage, and the resulting impacts on
various aspects of health status. With the
imperative towards some type of health
care reform, it is important to keep critical
issues in the forefront. Assuring financial
access to services is essential, but it is the
organizational arrangements that facili-
tate more effective receipt of primary care
services and, through them, needed spe-
cialty services, that will determine how
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well the United States does in relation-
ship to its peers throughout the world. D

Barbara Starfield
School ofHygiene and Public Health

TheJohns Hopkins University
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