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EXECUTIVE SUMMARY

The global economic crisis which began in 2008 has had a dramatic effect on health spending across
OECD countries. Estimates of expenditure on health released back in 2012 showed that, for the first time,
health spending had slowed markedly or fallen across many OECD countries after years of continuous
growth. As a result, close to zero growth in health expenditure was recorded on average in 2010.
Preliminary estimates suggested that the low or negative growth in health spending was set to continue in
many OECD countries in following years.

This paper updates the previous report® to cover the most recent trends in health spending based on
the 2013 Health Accounts joint data collection. In a continuing effort to improve the timeliness of the
available spending data, an increased number of countries were also able to provide preliminary estimates
of more recent health spending to give an initial insight of the likely spending patterns that occurred in
2012 ahead of the 2014 collection.

Following the significant downturn in 2010, average health spending growth across OECD countries
continued to stagnate in 2011, with a likely continuation in 2012. That said, there is large variability in the
observed growth rates between countries. As in last year’s paper, this update provides a more detailed
analysis to give a picture of which countries continue to be most affected, and across which types of
financing and sectors of the health system.

Based on the analysis, the following conclusions can be made:

e Preliminary spending estimates for 2012 for a sub-set of OECD countries suggest that the low
growth of health spending observed in 2010 and 2011 has continued,;

e Almost all OECD countries have seen the growth in health spending fall since 2009, albeit to
varying degrees;

e Reductions in government spending have continued to drive down growth in health spending
overall;

e  For social health insurance financing systems, there is some evidence of a reduction in the share
coming from wage-based contributions;

e All sectors of the healthcare system have seen significant reductions since 2009; spending on
pharmaceuticals and on public health and prevention services has seen the greatest reductions, on
average.

! Health Working Paper No. 60 (Morgan and Astolfi, 2013).
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RESUME

La crise économique mondiale qui a débuté en 2008 a profondément modifié I'évolution des dépenses
de santé des pays de ’OCDE. Les estimations publiées en 2012 ont montré que, pour la premiere fois aprés
des années de croissance ininterrompue, les dépenses de santé avaient sensiblement ralenti, voire diminué,
dans de nombreux pays. Ainsi, leur taux de croissance moyen s’établissait autour de zéro en 2010 et,
d’aprés les premiéres estimations, il serait resté faible ou négatif dans de nombreux pays en 2011.

Le présent document est une mise & jour d'un précédent rapport® ayant pour but de présenter les
tendances les plus récentes des dépenses de santé, telles qu'elles ressortent de la collecte conjointe de
données sur les comptes de la santé réalisée en 2013. Dans un effort constant pour actualiser les données
disponibles sur les dépenses de santé, les pays ont été plus nombreux cette année a fournir des estimations
préliminaires qui donnent une idée de 1’évolution probable de ces dépenses en 2012.

Aprés le fléchissement marqué de I’activité en 2010, la croissance moyenne des dépenses de santé
dans les pays de I’OCDE a continué de stagner en 2011, et il en a probablement été de méme en 2012. Cela
dit, on observe de grandes disparités entre les pays. Comme dans le document de 1’an dernier, on trouvera
ci-aprés une analyse plus détaillée la situation montrant quels sont les pays, les types de financement et les
secteurs du systéme de santé qui continuent d'étre les plus touchés.

Les conclusions de cette analyse sont les suivantes :

e D'apres les premiéres estimations pour un sous-ensemble de pays de I’OCDE, la faible croissance
des dépenses de santé observée en 2010 et en 2011 s’est poursuivie en 2012 ;

e la quasi-totalité¢ des pays de ’OCDE ont vu leurs dépenses de santé diminuer de fagon plus ou
moins marquée depuis 2009 ;

e la réduction des dépenses publiques a globalement continué de peser sur la croissance des
dépenses de santé ;

o Dans les systemes d’assurance-maladie, il semble que la part de financement des cotisations sur
les salaires a diminué;

e  tous les secteurs du systéme de santé affichent un net repli depuis 2009, mais ce sont les dépenses
en produits pharmaceutiques et les dépenses de prévention et de santé publique qui ont en
moyenne le plus diminué.

2 Health Working Paper No. 60 (Morgan and Astolfi, 2013).
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INTRODUCTION

1. In June 2012, attention was first drawn to the fact that in 2010 health spending growth, in real
terms, was around zero across the OECD area. This had followed many years of continuous growth in
health spending above the rate of overall economic growth leading to an increase in the share of GDP
allocated to health care. Health Working Paper No. 60 (Morgan and Astolfi, 2013) provided further details
as to where the greatest falls in expenditure had taken place, both with respect to OECD countries and
sectors of health care spending. In addition, using preliminary data for 2011 and more recent measures
taken, the paper tried to assess the short term prospects for health spending trends.

2. With a further year of spending data now available as a result of the 2013 annual health accounts
data collection and with an increased number of countries able to provide preliminary data for 2012, there
is a clearer picture of the on-going effect of the crisis within Europe and the slowdown in economic growth
across the OECD as a whole and according to the type of financing and sectors of the health care system.

3. Reflecting the differences in health care systems across the OECD and the extent to which a
country is affected by the economic downturn, a vast range of policy instruments have been implemented
since the onset of the crisis. Given that public funds account for around three-quarters of total spending on
health on average across the OECD, and in the context of reducing public deficits, governments have
adopted various measures to increase efficiency or adjust the resource allocations to health coming from
the public budget. Information on the various measures that are legally available to countries to, for
example, control inputs, set caps to budgets, or freeze prices have been collected as part of the 2012 OECD
Health System Characteristics Survey and are discussed later in this paper. The tools have been utilised to
varying degrees over time and across countries.

4, In some cases, countries were relatively unaffected or made commitments to ring-fence existing
health spending - at least initially. In other cases planned reforms were accelerated or intensified in the face
of a worsening fiscal situation. A broad categorisation of the different policy instruments to control public
health care spending has been proposed (OECD, 2010 and Mladovksy et al, 2012). These can be generally
described as:

e Adjusting the level of financial resources, or making changes to public spending;

e Regulating the demand for services primarily through making changes to health care coverage;

e  Controlling the cost of care, or trying to do more with the same or less.
5. This paper restricts itself to identifying the latest trends in health expenditure between countries
and across sectors and does not discuss the effectiveness of policy responses to the crisis or indeed the
effect of such policies on the health status of the population. A separate fast-track paper on the impact of

the financial crisis on health responds to that request by exploring the empirical links between worsening
employment conditions, health expenditure and health outcomes [DELSA/HEA(2013)18].
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DATA SOURCES AND LIMITATIONS

6. The following analysis makes extensive use of the available data — both expenditure and
non-expenditure - from OECD Health Statistics 2013. However, this does impose certain limitations in so
far as most recent health expenditure data for a majority of OECD countries refers to 2011 and preliminary
data for 2012 are only available for a subset of countries. Thus, only the effects of policy measures taken
between 2008 and 2010 are likely reflected, whereas additional measures may have been taken or have
come into force subsequently as economic conditions continued to be challenging in many OECD
countries. Moreover, there is a limited level of detail available typically for some of the countries most
affected and those imposing cuts in public spending.’

7. The analysis of the financial resources that countries use to fund health spending is limited in the
sense that few countries currently provide such information. Similarly, little information is available for the
cost structure of the supply side (essentially this is limited to salaries). Finally, the lack of a specific health
deflator does not allow a clear separation of the price from the volume effects. Available information is
therefore limited to the consumption of health good and services essentially in nominal terms which can
only be deflated using the GDP deflator. That said, efforts are being made to fill some of these data gaps.
For example, the implementation of SHA 2011 will allow a much better tracking of the flow of revenues to
the various health financing schemes, such as the social insurance contributions or internal government
transfers (from taxes), and work on health-specific PPPs is well advanced.

OVERVIEW OF RECENT HEALTH SPENDING TRENDS

8. In 2011, health spending grew by around 0.5% in real terms, on average, across OECD countries.
This followed growth of only 0.1% the previous year. Since the start of the financial and economic crisis,
the growth in health spending has slowed markedly in almost all OECD countries. The close to zero
growth rate, in real terms, in 2010 and 2011 compares with health spending growth of 4.1% in 2009 and
annual growth of close to 5% in the pre-crisis period, 2000-2009 (Figure 1). Over this period health
spending continually outpaced economic growth resulting in an ever-increasing share of GDP. As a result
of the minimal growth in health spending across OECD countries in 2010 and 2011, the percentage of
GDP devoted to health declined slightly in most countries.* Health spending accounted for 9.3% of GDP
on average across OECD countries in 2011, compared with 9.5% in 2010 and 9.6% in 2009, when a
sudden jump in the ratio occurred as overall economic conditions deteriorated.

0. The drop in the rate of growth since 2009 has been primarily driven by a collapse in the growth
of government health spending — recording below zero growth on average in both 2010 and 2011. Private
health spending also slowed in many countries in 2010 and 2011 as household incomes remained flat or

3. Notably, Ireland, Italy and the United Kingdom currently do not produce detailed health accounts
according to SHA.

4. For comparison, GDP growth in real terms averaged 3.0% across the OECD for the period 2000 to 2008
and 0.0% in the period 2008 to 2011.
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decreased, although the reduction was more limited. A more detailed examination of the trends in
financing is covered in the following section.

Figure 1. Average OECD health expenditure growth rates from 2000 to 2011, public and total
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Large variability in growth rates across OECD countries

10. In Greece, overall health spending dropped by 11% in both 2010 and 2011 after recording
average yearly growth of more than 5% between 2000 and 2009 (Figure 2). A similar reversal was
experienced in Ireland, where even stronger pre-crisis growth of almost 9% year-on-year was followed by
a drop of 7.7% in 2010 and a further 3% fall in 2011. In all, ten OECD European countries spent less — in
real terms - on health in 2011 compared with 2009. The Czech Republic, Estonia, Spain and the United
Kingdom all experienced negative growth on the back of above average health spending growth prior to
the crisis. In some other European countries, such as Poland and the Slovak Republic, growth remained
positive in the period 2009-11; however, the rate was dramatically reduced compared to the high growth
rate experienced before 2009.

11. While the greatest effects continued to be felt in Europe, almost all countries across the OECD
experienced some reduction in health spending growth in the period after 2009, albeit to varying degrees.
Only in Israel and Japan has health spending growth accelerated since 2009, and together with Korea has
continued at or above the 5% level.
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Figure 2. Average annual growth in health spending across OECD countries, 2000-2011
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Preliminary estimates suggest that overall health spending growth remains sluggish
12. Preliminary estimates of total health spending in 2012 are now available for an increasing

number of OECD countries and tend to show a continuation of the diverging patterns observed in 2011
(Table 1). Among the group of fourteen OECD countries, the average growth rate remained subdued
compared with growth prior to the crisis; +1.0% in 2012 following an average growth rate of +1.4% in
2011 for the same set of countries.

13. Those countries outside of Europe, such as Chile and Korea, continued to show strong spending
growth in 2012 of 5.5% and 4.2% respectively, albeit reduced from previous years. In Europe, the high
income countries, Switzerland and Norway, also estimate relatively strong growth in 2012 on the back of
similar growth figures in 2011. However, the average growth of the subset of OECD countries is brought
down primarily by further cuts in health spending in some other European countries, namely Hungary,
Italy, Portugal and Slovenia. Portugal, in particular, estimates a real-term drop in health spending of -5.4%
in 2012 on the back of a 6% fall in 2011.

14. In analysing these 2012 figures it is also interesting to compare the preliminary figures for 2011
made during last year’s data collection with the revised 2011 figures submitted this year. While Finland
and Iceland tended to underestimate the health spending growth in 2011 in their preliminary estimates, the
Netherlands and Portugal overestimated their revised health spending figures for 2012.

10
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Table 1. Preliminary estimates of 2012 health spending growth rate (in real terms) compared with 2011

Canada 0.7% 0.8% 2.2%
Chile - 7.6% 5.5%
Finland 1.5% 2.9% 1.4%
France 1.4% 1.6% 0.4%
Hungary - -0.2% -2.5%
Iceland -1.8% 0.0% 0.5%
Italy -1.3% -1.6% -3.0%
Korea 5.7% 4.7% 4.2%
Netherlands* 1.2% 0.3% 3.5%
Norway 2.4% 3.8% 5.1%
Portugal* -5.2% -6.3% -5.4%
Slovenia - 0.4% -3.3%
Switzerland 2.9% 3.2% 3.6%
United States** - 1.7% 2.1%
Average 1.4% 1.0%

* Refers to Total current expenditure HC.1-HC.9 (Individual and collective health care), i.e. excluding capital expenditure
** Refers to National Health Expenditures. The projections are based on the 2011 version of the NHE released in January 2013.

Source: OECD Health Statistics 2013, Comptes nationaux de la santé 2012, Document de travail, Séries Statistiques, n°185, Drees,
The Office of the Actuary in the Centers for Medicare & Medicaid Services.

Cuts in public spending on health

15. Since around three-quarters of health spending in OECD countries, on average, comes from
public sources, the overall reductions in health spending have been primarily driven by cuts in government
and social insurance spending (Figure 3). After average growth of 6% in 2008 and almost 5% in 2009,
average public health spending (covering both general government and social insurance spending) actually
contracted by 0.5% in 2010 and failed to register any growth in 2011.

16. Private financing of health which accounts for around a half of all health spending in the United
States, Mexico and Korea to less than 20% in many of the Nordic countries and the United Kingdom, has
also seen reduced growth. Out-of-pocket spending continued to grow in real terms in 2011 by 1.4% on
average, though the rate of growth was lower than in previous years (it was 3.6% in 2008). The role of
private health insurance varies from the negligible in some European countries (e.g. Denmark and Sweden)
to playing an important role in terms of coverage in others (e.g. France and Germany). On average, growth
in health expenditure through private health insurance dropped from around 6% in 2008 and 2009 to less
than 2% in the following two years.

17. The relationship between public and private financing can be complex as measures taken by
some governments to shift some of the burden from public funding to households through increased cost-
sharing may explain why growth in household out-of—pocket spending continued to be positive overall. At
the same time, reductions in household incomes as a result of the economic downturn and increased
unemployment rates will have had a negative impact on the growth of private health insurance and direct
payments for health. For example, some health services with high user charges, such as dentist or optician
services, may have been postponed.

11
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Figure 3. Average annual growth in health spending by financing, 2008-2011
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Adjusting the level of financial resources

18. For many European countries - even in some of the hardest-hit - the overall level of government
health spending tended to be maintained in the immediate wake of the economic slowdown —and cuts in
public spending only began to take more widespread effect in 2010. Also, in the immediate wake of the
economic crisis a number of countries were able to mitigate the financial downturn, at least in the short-
term, due to the putting in place of counter-cyclical measures prior to the crisis. Estonia, for example, was
able to draw on some of the financial reserves built up in previous years to fill the immediate gaps left by
decreasing contributions to the health insurance fund in 2009.

19. Among other budgetary measures taken, the United Kingdom adopted a zero real growth in
health budgets — representing a cut in real terms, while countries such as Belgium, Denmark and France
initially chose to retain planned spending increases. Other countries, including Portugal and Italy, may
have delayed cuts in 2010, but then reduced public health spending in 2011. In Portugal, public spending
dropped by 8% in 2011 after remaining stable between 2009 and 2010. Some of the worst affected
countries have imposed significant cuts in health budgets over successive years. For example, Greece and
Ireland saw further significant reductions in government health spending in 2011 after previous reductions,
leaving the level of government health spending, in real terms, at only 75% and 82% of the levels in 2009.
By comparison, Korean public expenditure on health in 2011 was 12% higher, in real terms, than two years
previous.

20. Outside of Europe, government health spending also continued to slow in 2011 — growing at only
0.3% in Canada, 1.3% in New Zealand and 2.2% in the United States.

12
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21. The timing and extent of the reduction in public spending has varied depending on the type of
health financing system and therefore the range of tools available. OECD health financing systems can be
grouped as those funded through general taxation, those with a social health insurance scheme funded by
social contributions, and others more mixed with a greater role of private financing.® Most countries with
social health insurance (SHI) systems are in fact reliant to a varying extent on part of the financing of the
social health insurance coming from government transfers and are therefore not solely reliant on the
revenues from contributions. Although the differences between SHI and general taxation systems can be
exaggerated if these transfers are not considered, there nevertheless are significant differences between the
two types of systems. In particular, while the SHI system generally has a stable budget based on the
mandatory contributions of employees and employers, the allocations to health under a general taxation
system will rely on priorities of the government in competition with other areas of government spending.
The flexibility and the range of tools available to adjust and react to fiscal shocks can therefore be quite
different, and it is a reasonable to hypothesise that spending in SHI systems will generally vary less as
general economic conditions vary. This hypothesis is explored in further detail below.

22. The OECD Survey on Health Systems Characteristics 2012 collected information from countries
on the range of fiscal options, both legally available and those which had actually been implemented across
OECD countries (Figure 4). Such budgetary tools varied from the most widely available but not
necessarily implemented option of supplementary appropriations, to the more commonly adopted measure
to allow provider deficits to accumulate, and down to other measures such as imposing cuts in physician
fees and staff wages.

Figure 4. Fiscal Options legally available and implemented in health financing and budgeting

Number of Countries

B Implemented Within Past 3 Years ~ =#=Legally Available

Source: OECD Health System Characteristics Survey 2012

5. Based on the OECD Health System Characteristics Survey 2012, countries were categorised first into tax-
funded or health insurance systems. A second level divided tax-funded systems into national or local
systems. Health insurance systems were sub-divided into single-payer or multiple insurer systems.

13
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23. A widespread measure has been the increase (or introduction) of user charges for health services,
or in some cases, the removal of eligibility for a proportion of the population for some health services. This
has resulted in a certain shift of financing burden from public to private sources. Many of the co-payment
measures were planned to come into force in 2011 and 2012.

24. During the economic crisis we might expect that the range of options open to those with social
health insurance systems may be more constrained and the large cuts in health spending less pronounced.
At an aggregate level, Figure 5 shows the average total public expenditure growth for those OECD
countries predominantly financed through general taxation compared with those financed through social
insurance contributions. On average, there were similar real term growth rates in public health spending of
around 5% year-on-year between 2000 and 2009. However, a much sharper fall in spending of -1.2% in
2010 for the general taxation group of countries compared with a more gradual slowing to around 2% for
social insurance based countries. In 2011, while there is still a contraction in health spending in the general
taxation countries, there is a suggestion of a turning point compared with a continued slowdown of public
spending growth in the social health insurance systems.

25. The short and long-term effects related to the depth and speed of cuts to public spending on
health on the health status and outcomes of the population are not considered in this paper. However, one
of the policy lessons drawn from the WHO Europe Oslo conference on health systems and the economic
crisis in April, 2013 was that reductions in public spending on health in response to a deteriorating fiscal
situation come at a time when demand for health services tends to rise. Therefore, it may worsen the
situation by failing to target areas of inefficiency, and inappropriate cuts may introduce new forms of
inefficiency. Furthermore it was stressed that cuts should be made when “it is clear that such downward
budget adjustments do not threaten population access to needed services. There is a strong case for a
counter-cyclical approach to public spending, in order to maintain service provision at a time of growing
demand, which in turn requires responsible fiscal and economic policies during periods of economic
growth” (WHO Europe, 2013).

Figure 5. Average public expenditure on health growth rates from 2000 to 2011 by dominant financing system.
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26. In exploring further, one study suggests that during a crisis the components of health spending
are sensitive to the health financing system, pointing to an increase in pharmaceutical spending and
medical consultations in social health insurance schemes (Portela and Thomas, 2013). Analysing the latest
OECD health expenditure figures does suggest that that while pharmaceutical spending growth dropped in
both groups, the decrease was far less abrupt in the social health insurance funded countries and overall
spending on pharmaceuticals did continue to increase on average, albeit much reduced.

27. Countries primarily financed through social health insurance and relying on the labour market to
finance health care face the problem of a reduction in revenues. Close to half OECD countries rely on
wage-based contributions as their predominant financing source. In the face of changing demographics and
falls in workforce participation that finance health spending, there has been a longer term need to look at
mechanisms to reduce the reliance on wage-based contributions and increase the transfers by central
government to counter the shortfall. In the case of Hungary, in order to compensate the loss of revenues in
the National Health Insurance Fund, the funding mechanism was shifted significantly in 2009 with a
reduction in the employers’ contribution rate (as a means to stimulate the labour market) being
compensated by an increase in government transfers from general tax revenues (Gaal et al, 2011).

28. Since 2008, information on funding for OECD countries with a predominant social health
insurance-based financing system (for which data on the revenue sources are available) shows that there
has been a reduction in the share coming from private sources (e.g. employee and employer social
contributions) (Figure 6). Slovenia, for example, shows a two percentage point drop in private financing of
the social insurance fund between 2008 and 2011. From the countries available, only in the Netherlands,
which went through a major reform of the mandatory health insurance scheme in recent years, has there
been an increase.

Figure 6. Change in the financing of public expenditure on health from private sources in social health
insurance systems, 2008-2011
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Cuts in public spending on pharmaceutical and prevention

29. Cutbacks in public spending have typically been made across the board, hitting all types of health
care goods and services, although again there has been large variation in the type and extent of the actions
taken by governments. While all sectors of health spending were affected in 2010, there was a significant
reduction in public expenditure in the out-patient or ambulatory sector, where strong growth of close to 6%
in both 2008 and 2009 reduced to only a 0.4% increase on average in 2010 (Figure 7). Given the
importance of the outpatient sector in overall health spending (32% of current spending across OECD
countries on average), this was a major contributor to the overall decrease in public health spending. A
further disaggregation of the outpatient sector pointed to a larger overall reduction in the areas of dental
care and specialist services as perhaps a postponement of care or a shift in some of the cost-sharing
elements took effect. The outpatient sector saw growth closer to 2% on average in 2011.

30. Many governments have also tried to contain the growth in hospital spending - one of the biggest
ticket items in most countries — by cutting wages, reducing hospital staff and beds, and increasing co-
payments for patients.

31. Pharmaceutical spending has been a prime target, with spending falling in 2010 (-0.4%) but then
followed by deeper cuts in 2011 (-2.8%). In 2011, Portugal, Greece and Spain reduced spending on
prescription pharmaceuticals by 20%, 13% and 8% respectively. In Greece, the 1.2bn Euro reduction in the
public pharmaceutical bill through negotiated prices and other cost-cutting measures contributed to around
a third of the overall 3.7bn Euro reduction in the public health budget between 2009 and 2011, helping to
reduce the overall Greek public deficit by the equivalent of 1% of GDP.

Figure 7. Average growth by main function of health care for selected OECD countries, public expenditure,
2008-2011
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32. Many countries have increased the range of measures to cut pharmaceutical spending, such as
introducing or extending cost-sharing, negotiating price reductions, and promoting the prescribing and
dispensing of generics. Other savings have been made in medical goods spending by introducing incentives
to doctors for rational prescribing (e.g. Hungary). Portugal introduced a number of measures from 2011
aimed at price reductions on a series of pharmaceutical products, as well as introducing centralised
procurement of medicines and guidelines in order to reduce administration costs. There has also been a
general move in many countries towards increasing the share of generic drugs although there remain large
variations in the market share (Figure 8). On average across OECD countries shown, the value of generics
in the total pharmaceutical market has increased by 18% between 2008 and 2012, while in volume terms
the share increased by 23%.

Figure 8. Share of generics (value) in the total pharmaceutical market, 2008 and 2012
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33. The other sector of government spending that has been reduced significantly in percentage terms
has been in the area of prevention and public health. Evidence suggests that “public health services
(including health protection, disease prevention) can improve health outcomes at relatively low cost
(Cecchini et al, 2010). In addition, public health interventions can play a significant role in contributing to
economic recovery by protecting mental health, improving workplace health, and focusing on interventions
that save costs to the health system” (WHO Europe, 2013).

34. Policies to control the demand for services, such as through health promotion campaigns to
reduce alcohol and tobacco consumption or to improve healthier living may be seen as more long-term
strategies to reduce future spending rather than policies to immediately tackle public sector deficits.
Government plays the primary financing role in providing such services, even though prevention and
public health typically represent only a small share of their health budgets (around 3-4% on average).
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However, health spending figures show that many governments appear to have made significant cuts in the
amount allocated to prevention and public health. More than three-quarters of OECD countries reporting
expenditure on prevention and public health for 2011 showed a real-term cut in spending over 2010
(Figure 9), and half of the countries spent less on public health and prevention in 2011 than in 2008.°

Figure 9. Growth in government spending on prevention and public health services, 2010/11
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Amending the cost of care
35. Given the high proportion of health care spending accounted for by wages and salaries’, an

immediate measure taken in some of the hardest hit countries was to cut wages and salaries, or reduce the
size of the health care workforce. In Ireland, for example, a series of measures from 2009 resulted in a
freeze on recruitment and promotion as well as actual cuts in wages or reductions in the number of
healthcare workers, lower fees paid to GPs and other health professionals and pharmaceutical companies
and an accelerated programme of early retirement and voluntary redundancy. Similarly in Iceland, cuts in
overtime, night shifts and training were imposed as well as actual salary cuts and reductions in the
workforce. In the UK, the government also imposed public sector pay freezes.

36. Concerning payments to providers, a number of measures have been put in place by countries. In
the Czech Republic there was no increase in the reimbursement of hospitals from the insurance funds in

6. The cuts in public spending on public health and prevention observed in the data for some countries in
2010 may be due in large part to the aftermath of the 2009 flu (H1N1) pandemic. However, the comparison
between spending in 2011 and 2008 mostly eliminates this effect.

7. Based on a sample of 7 OECD countries, close to 60% of hospital spending in 2010 was accounted for by
remuneration of employees.
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2010. There is also a change towards DRG-based payments planned this year. Estonia targeted the
payments to the health care providers by reducing the prices of health care services by 6% from 2009,
following rapidly increasing prices before the crisis. Prices in primary care saw a lower reduction of
around 3%. In England, the government imposed real term cuts in the DRG-type tariff that hospitals are
paid as part of efforts to incentivise greater productivity.

37. As mentioned above, Ireland introduced a significant reduction in fees to health professionals,
imposing an 8% cut in 2009 with further cuts of 5% in 2010 and 2011. Similarly, Slovenia introduced price
reductions of 2.5% on health services with related penalties for those health care providers breaching the
contracts.
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CONCLUSIONS

38. Following the global financial crisis and after years of strong growth and an increasing share of
GDP being accounted for healthcare, the growth in health spending slowed abruptly in 2010 and has since
remained minimal. Almost all OECD countries have seen health spending growth fall since 2009, although
there remains significant variation as to the extent of the slowdown.

39. Preliminary data for an increasing number of OECD countries suggests that the trend in low
spending growth overall is likely to have continued through 2012.

40. The decrease in health expenditure growth has to a large extent been driven by reductions in
public spending through the introduction of various measures or acceleration of reforms. There may be
some evidence of a shift to private financing of health care through cost-sharing measures although private
spending has also seen slower growth since 2009. It appears that all main sectors of public spending on
health have been reduced to varying degrees. Spending on pharmaceuticals and public health and
prevention services has seen the greatest reductions on average.

41. The analysis of health expenditure trends by country, sector and type of health system financing

gives a basis to further explore the effects of the various policy measures put in place and ultimately the
impact on health status and outcomes.
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