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ABSTRACT

In the light of Welfare State Literature, both the United Kingdom (UK) and the
United States of America (USA) are categorized as Liberal Welfare Regime by
Esping-Andersen, whose classification is widely accepted in the literature, and other
researchers. But as a significant difference, whereas the UK has a universal free
healthcare system contrary to typical Liberal Welfare State Regime, the US doesn’t
have a universal healthcare system and furthermore, the healthcare system is mostly
based on private insurance schemes. Moving from that point, health expenditures in
the UK and the US has been compared and analyzed since the conditions create a
significant comparing chance. This study’s main argument is based on the claim of
even though the US health expenditures are about two times higher than the UK (per
capita and as a rate of GDP) health system in the UK is financially more efficient
than the US in terms of better public health outcomes and quality. In order to do
so, the study analyzes the quantity and quality of healthcare expenditures in both
countries by using literature, World Health Organization and different rating systems
and furthermore both systems are discussed by 8 selected public health outcomes.
The study concludes that the UK’s National Health Service (NHS) is giving better
quality of service with almost two times lesser financial resources in terms of public
health outcomes and some policy recommendations have been made.

Keywords: Welfare state, health, health policy, health expenditures, The United
Kingdom, The United States
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BIiRLESIK KRALLIK VE AMERIKA BIRLESiK DEVLETLERINDE
SAGLIK HARCAMALARININ ANALIZi

oz

Refah Devleti literatiirii kapsaminda hem Birlesik Krallik (BK) hem de Amerika
Birlesik Devletleri (ABD), basta literatiirde siniflandirmasi ¢okga kabul goéren
Esping-Andersen ve diger arastirmacilar tarafindan “Liberal Refah Devleti” olarak
siniflandirilmaktadir. Fakat iki iilke arasinda 6nemli bir fark vardir: Birlegik Krallik’ta
licretsiz ve genel bir saglik sigortasi varken ABD’de saglik sistemi ¢ogunlukla 6zel
sigortalara dayali olarak ve iicretli olarak yiiriitiilmektedir. Bu noktadan hareketle
bu calisma kapsaminda, iki iilkenin benzer refah sistemlerine sahip olmasinin son
derece dnemli bir karsilagtirma imkan1 vermesinden &tiirli BK ve ABD’de yapilan
saglik harcamalar1 karsilasgtirllmakta ve analiz edilmektedir. Bu g¢aligmanin ana
argiimani, ABD’nin saglik harcamalarinin Gayri Safi Yurtigi Hasila i¢indeki oran ve
kisi bagina diigen harcama miktar1 olarak BK’de neredeyse iki kat yiiksek olmasina
ragmen BK’deki saglik sisteminin ABD’ye gore, kamu saghig1 c¢iktilar1 ve kalite
acisindan mali olarak daha iyi isledigi {izerine kurulmustur. Bu g¢ercevede one
stirilen arglimanin incelenmesi i¢in her iki iilkedeki saglik sistemlerinden yapilan
harcamalar, literatiir, Diinya Saglik Orgiitii ve baz1 dteki degerlendirme sistemleri
incelenerek niceliksel ve niteliksel agidan analiz edilmis ve bunun 6tesinde se¢ilmig
8 kamu sagligi ¢iktisi gercevesinde degerlendirilmistir. Caligmanin sonucunda BK’de
Ulusal Saglik Hizmeti (NHS) sisteminin ABD saglik sistemine gore neredeyse iki
kat az maliyetle daha kaliteli hizmet verdigi sonucuna ulagilmig ve bazi politika
oOnerileri yapilmustir.

Anahtar Kelimeler: Refah devleti, saglik, saglik politikasi, saglik harcamalari,
Birlesik Krallik, Amerika Birlesik Devletleri



ANALYZING OF HEALTHCARE EXPENDITURES IN THE UNITED KINGDOM AND
THE UNITED STATES OF AMERICA

1. INTRODUCTION

Health expenditures as a part of social security expenditures provide an
inclusive growth in the society by incentivizing humanitarian development and
social cohesion. Beyond that, those types of expenditures are very essential to have
a healthy population and human capital while they can help to build social peace and
social solidarity. Also they are good determinants of development level of a country
and social policy of a country for its citizens as healthcare is one of the most essential
human rights as stated in Universal Declaration of Human Rights, Article 2. (United
Nations, 2018). Health is also an input for sustainable development, as sustainable
development in a society cannot be achieved when there is a high prevalence of
debilitating illness and poverty; having a healthy population is not possible without
a responsive health system. Especially universal health coverage is a good tool for
poverty reduction (Boyacioglu, 2012).

The United Kingdom (the UK) and The United States of America (the US)
have strong historical, economic, sociological and legal ties to each other and both
countries are classified as Liberal Welfare Regimes in terms of welfare state literature.
On the other hand, one of the key differences between two countries is, whereas the
UK has an extensive National Health System (NHS), the US does not have a similar
one. This phenomenon gives a chance to spur a comparative analysis between two
countries and gives an extensive opportunity to scrutiny how would a free universal
healthcare system operate under a tax based Welfare State Regime. Moreover, the
topic is a good opportunity to analyze the argument of neo-classical and neo-liberal
economics approach based on the market would operate cost-efficient itself and state
intervention is not a desired option.

According to Organization for Economic Co-operation and Development’s
(OECD) latest data available, health expenditures including government/compulsory
and voluntary schemes in the UK was 9.7% of GDP whereas it was 17.2% of GDP
in the US for 2016. Similarly, per capita health expenditures including government/
compulsory and voluntary schemes in the UK were 4.192 the US dollars whereas it
was 9.892 the US dollars for the same year, which is more than two times (OECD,
2018). Since both countries are highly developed, this comparison triggers the
question of whether health expenditures are made effectively in the US and how
those expenditures make a difference in terms public health outcomes and quality.

The main ideology behind neo-classical and neo-liberal economic thought
asserts that the private sector would be more effective than the public sector in
terms of healthcare since the private sector is looking for profit and thus it would
minimize costs while maximizing profits. However, even though the US is a liberal
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market economy, the healthcare in the US operates around two times higher in terms
of health expenditures against the UK’s National Health Service’s (NHS) public
universal healthcare system. Thus, the main argument of this study is “Even though
the US health expenditures are about two times higher than the UK (per capita and
as a rate of GDP) health system in the UK is financially more efficient than the US
in terms of better public health outcomes” .

In that light, this study raises those questions and seeks the answers: Is
the quality and outputs of the healthcare system in the US is much higher than the
UK? If that is the case, is it on the hands of a small privileged number of people?
Contrary to what neo-classical and neo-liberal market economy ideology asserts, is
the UK’s health system doing a better job in terms of financial efficiency in terms of
public health while it is also covering more people? How are essential public health
indicators for both nations? In order to answer those questions, this study will analyze
the UK and the US health systems in terms of public health outcomes and quality,
possible advantages and weaknesses for each system by using secondary sources
including published academic studies, research reports, international institutions’
reports, rating systems of WHO and other institutions.

Beyond this point, the study also determines 8 indicators of public health in
the UK and the US in the light of related literature to give a detailed overview of both
systems in terms of public health outcomes, overall condition of the population and
quality of the healthcare system. Those indicators are selected as coverage of health
systems, life expectancy, mortality, probability of dying, adult risk factors, perceived
health, skipping of medical treatment due to costs and waiting times. Those criteria
have been selected after analyzing of OECD and WHO comparative health data and
public health indicators.

2. THE UK AND THE US IN TERMS OF WELFARE STATE
LITERATURE

The structure of the states and their welfare perspective is a determinant of a
country’s expenditures including the health. Furthermore, sociologic, economic and
political approaches constitute social security systems and those factors differentiate
in each country’s approach. Therefore, every country has its unique social security and
health system. In that regard, it is a necessity to analyze welfare history and regime
of a country in order to reveal its current welfare and health system’s dynamics.

After The Great Depression in the world, Keynesian economic policies had
the dominance all around the world. The main concept of Keynesian economic
policies assert that state should interfere in times of economic crises and raise the



ANALYZING OF HEALTHCARE EXPENDITURES IN THE UNITED KINGDOM AND
THE UNITED STATES OF AMERICA

level of fiscal expenditures in order to ease the intensity of the crises. On the contrary,
classical and neo-classical economic theory asserts the market could balance itself
and interference would not ease the situation, contrary it could only worsen it.
Keynesian economic policy and welfare state concept were dominant approach after
The Great Depression until petroleum crises in 1973. During that time, the world and
especially European countries enjoyed the welfare state and social expenditures to a
great extent. In this era of history, middle class had its golden age before another big
economic recession.

After the petroleum crises in 1973, the welfare state, social state and social
policy approaches started to decline and their power and effects started to fade.
Especially European Social Policy lost its acceleration and as a consequence of the
globalization, international competition has been intense and it led taxes to lower
levels. Similarly, labor costs there were attempts to lower costs. All those factors
contributed to lower social expenditures (Grimmeisen and Heinz, 2004). Nowadays,
it is still possible to observe the effects of the globalization and decline of the welfare
state and it is a necessity to analyze welfare state regimes for better understanding of
the social and health policies around the world.

There is no single definition of the welfare state in the literature; various
researchers in the literature had analyzed welfare state in the scope of different
definitions and classifications. One of the most accepted classification in the
literature is Gosta Esping Andersen’s welfare state classification. According to
Esping-Andersen there are 3 classifications of welfare state regimes:

a. Liberal Welfare State Regime (examples: the USA and the UK)

b. Conservative or Continental European Welfare State Regime (examples:
France, Germany or Belgium)

c. Scandinavian or Social Democrat Welfare Regime (examples: Sweden or
Denmark) (Ozdemir, 2005).

This classification of Esping-Andersen analyzes welfare state regimes
according to the level of expenditures for social programs and the level of
redistribution of income. In addition, this classification takes into account whether
entire population is covered or not and whether people could support themselves or
not in the scope of social assistance programs without actually working. Additionally,
coverage of social programs and decommodification of labor are another inputs of
Esping-Andersen’s classification (Gokbunar et al., 2008).
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This classification can be seen from the Table 1 below:

Table 1: Classification of Esping-Andersen’s Welfare State

Foremost Examples The US, The UK Germany Sweden
PESSEZSELTI Classical Liberalism Consegﬁtii\i/:sSOCial Socialism/Marxism
Social Rights Need-Based Contribution Based Universal

Welfare Measures Mixed Services Transfer Payments Public Services
Benefits Flat Rate Payments Contribution Based Redistributive

Institutions of Social
Policies

Source: (Ozdemir, 2005).

Market (Hereditary) State (Occupational) State (Inclusive)

As it can be seen from the table, in terms of Liberal Welfare Regime, benefits
are not inclusive for the impoverished population and the income level is taken into
account. According to Esping-Andersen, liberal welfare state only provides income
based social protection and the main ideology asserts that market dynamics should
not be interfered and it’s not the market which makes individuals but, but their choices
based on lack of foreseeing and savings. In Continental European or Conservative
Welfare Regime, social transfers are made to the greater part of the population,
social differences are minimized by redistribution of the income and additionally the
social role of family, and religious groups are emphasized. Lastly, in Scandinavian or
Social Democratic Regimes, the entire population is covered by the social programs
without considering the level of persons’ contribution (Esping-Andersen, 2006).
Whereas a universal system is operated, providing full employment is seen one of
the main aims of the state itself. (Gokbunar, 2008). Hall and Soskice also classify
both the UK and the US as a part of liberal market economies among other market
based capitalist economies (Hall and Soskice, 2001).

There are other researchers as well who are classifying different welfare
regime types. Leibfried adds to South European Welfare Regimes as a different
category. According to Liebfried, the countries in the southern part of Europe, which
are called “Latin Belt Countries” and include Italy, Spain, Portugal and Greece, should
be classified differently since the social welfare transfers are limited in practical
terms even though they have strong constitutional welfare rights. South European
Welfare Regimes have fragmental income protection systems, underdeveloped
and partial benefits provided by the state authorities and the need for supporting
of family and religious institutions come to the forefront characteristically. In this
system, full employment concept is not institutionalized and women employment
rate is relatively low and social security systems are fragmental (Toprak, 2015).
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Fenger also proposes that post-communist European states, which were a
part of Soviet Bloc, should be classified differently. According to this, Bulgaria,
Crotia, Czechia, Hungaria, Poland and Slovakia is determined as post-communist
European countries and those countries include both Conservative Welfare Regime
and Social Democrat Welfare Regime characteristics. On the other hand, Estonia,
Lithuania and Latvia are classified as old Soviet Bloc countries because of high
women employment rates, public sector’s dominance in the economy, high growth
rates and high inflation (Fenger, 2007).

Regarding that, both the UK and the US is determined as Liberal Welfare
Regimes and furthermore, NHS in the UK is a tax-based universal health system
whereas the US does not have a similar one; it prepares good conditions to analyze
and compare a possible universal healthcare system in a Liberal Welfare Regime and
its consequences. Besides that, it also makes possible to compare two liberal market
economies, which has two different health policy approaches.

3. THE SIGNIFICANCE OF HEALTH EXPENDITURES

Before comparing health expenditures in the UK and the US, it is a
necessity to reveal, why those expenditures are significant and one should take into
consideration those type of expenditures. First of all, health expenditures as a part of
social security expenditures are good indicators of welfare. Social security provides
an inclusive growth in the society by incentivizing humanitarian development and
social cohesion. Besides that, social security expenditures act like an automatic
stabilizer in the economies and protect citizens, especially the ones who are the
bottom of income levels, in time of crises and other hardships (Norton et al., 2001),
(OECD, 2012). Social security expenditures also raise citizenship and solidarity
among different members of the society and prevent possible conflicts among the
society (ILO, 2014).

An equal society can only be achieved by income equality and that is the
key concept to have a peaceful community and social peace. Thus, all countries
in the world implement specific policies to reduce intense income inequality since
market failures often make it necessary to intervene by the state authorities. One
of the most essential policy tools is social security expenditures (Giirler Hazman,
2013). Empiric studies show a clear correlation between income equality and social
security expenditures as social security expenditures help to build an equal society
(ILO, 2014).

Health is also an input for sustainable development. Sustainable development
in a society cannot be achieved when there is a high prevalence of debilitating illness
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and poverty, having a healthy population is not possible without a responsive health
system. Especially universal health coverage is a good tool for poverty reduction.
Furthermore, healthy people are more likely to be efficient at assimilating knowledge,
have stronger productivity, and an intergenerational effect through lower birth weight
(Boyacioglu, 2012). The empiric studies in the literature shows that those types of
expenditures alleviate poverty in both developed and developing countries (Celikay
and Gilimiis, 2014).

The concept of health expenditures contributing to economic development
comes from the idea of the health led growth hypothesis. According to that hypothesis,
health is considered as a capital and it is expected that investments on health would
increase in labor productivity. Consequently, income level increases and flowingly
wellbeing of the population increases as well (Piabuo and Tieguhong, 2017). Bloom
and Canning emphasizes that when labor is healthy, their motivation to improve new
skills and knowledge is higher since they expect to enjoy long-term benefits (Bloom
and Canning, 2000). On the other hand, when the labor force is consisted of workers
with poor health, it is expected affect productivity adversely; which underlines the
reasons of disparity in development in different regions of the world. Fifty percent
of divergence in economic growth between developing countries and developed
countries is attributed to ill-health and low life expectancy (Piabuo and Tieguhong,
2017).

Income level of a country has a significant role on spending levels made
by governments and households. But it is not the sole factor since there are many
differences in terms of health expenditure among countries which have a similar level
of income (Xu and et al., 2011). Especially universal health coverage requires that
“all people have access to needed promotive, preventive, curative and rehabilitative
health services, of sufficient quality to be effective, while also ensuring that people
do not suffer financial hardship when paying for these services”(McPake, 2008).
In order to achieve that object, it’s a crucial point that healthcare systems should
not be based on substantially on financing through patients’ out-of-pocket payments
since those type of payments can ingest high levels of income can impoverish some
individuals and deepen the extent of poverty (McPake, 2008).

Health expenditures are growing in both developed countries and developing
countries over time, which restrains governments financially, and it is not an easy
task to deliver utmost quality of healthcare whereas facing financial constraints.
In that regard, governments, policy makers and researchers search for more cost-
efficient policies while improving the efficiency of the healthcare systems. There are
number of reasons for increasing healthcare expenditures. There is a consensus in the
literature that technology is the major determinant of health expenditure (Zuckerman
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and McFeeters, 2006), (Nghiem and Connelly, 2017), (Piabuo and Tieguhong,
2017). Growth of health insurance and decline in cost-sharing, income growth,
lagging productivity in health services, aging of the population, administrative
expenses, consolidation of the health care market, direct-to-consumer advertising,
cost and prevalence of specific diseases can be seen other factors which are leading
to increase of the health expenditures (Zuckerman and McFeeters, 2006).

Finally yet importantly, social security is an essential human right beyond its
economic and social advantages. Universal Declaration of Human Rights, Article 2,
22 and 25 clearly state that everyone has social security rights and everyone should
be protected against circumstances in the life beyond their control (UN, 2018) Health
expenditures are also a part of WHO’s Millennium Development Goals (MDG) as 3
of 8 MDGs are related to health: to reduce child mortality; to improve maternal health
and to combat HIV/AIDS, malaria, and other diseases (WHO, 2019). Similarly,
health is among the goals of UN’s Sustainable Development Goals (SGD), the UN
sees it as ensuring healthy lives, and promoting the well-being at all ages is essential
to sustainable development (UN, 2019).

4. COMPARISON OF HEALTH EXPENDITURES IN THE UK AND
THE US

The UK’s NHS was born in 1948 by the UK Health Secretary Aneurin Bevan
with an ambitious plan: to bring good healthcare to all people of the UK. In that
regard, hospitals, doctors, nurses, pharmacists, opticians and dentists are brought
together under one umbrella organization to provide services that are free for all
citizens with the central principles of availability to all, tax base financed (NHS,
2018). Today NHS still operates around those principles.

On the other hand, despite numerous historical, economic, sociological and
legal similarities, the US has a system that it is almost contrary to NHS; there is no
universal healthcare system in the US. Unlike in the UK, operating a national health
service, a single-payer national health insurance system, or a multi-payer universal
health insurance fund, the U.S. health care system can be defined as a hybrid system
(AFL-CIO, 2018). As stressed before, even though healthcare system in the US is
mainly based on private sector and market dynamics, it has the highest healthcare
expenditures in the world. Graph 1 below shows health expenditures in OECD
countries as a share of GDP for 2016 or nearest year. It can be seen that, the US spent
17.2% of GDP to health whereas the UK 9.7% of GDP. When OECD average is
concerned, which is an average of 35 countries; it is similar to the UK’s rate of 9%.
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It is quite striking to see that even though the countries, which are spending
more than OECD average, are mostly social welfare European countries, which rely
on public healthcare systems. Even Switzerland, which is the closest follower of the
US spend almost 5% less than the US. Another interesting point is even though public
health expenditures of the US are similar to other countries; there is a significant
private health care expenditure (voluntary/out of pocket) , which is almost half of the
total expenditures in the US.

Graph 1: Health Expenditures in OECD countries as a share of GDP (%-
2016 or nearest year)
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Graph 2: Health Expenditure per capita in OECD Countries ($-2016 or
nearest year)

B Aresrmmsn Campancny N Vohustary gkt

LR=

o
l:‘\p
r:l' *
-

o
“r_ ‘“ ::(;,«*15 qam; &“f'&l .{;ﬁ' R ﬁﬂ+ . W'{ e #1 St u ‘\iﬁ:‘%}:‘@fﬂ:"{

-

Source: OECD, Health at a Glance, 2016.



ANALYZING OF HEALTHCARE EXPENDITURES IN THE UNITED KINGDOM AND
THE UNITED STATES OF AMERICA

Similarly, per capita health expenditures can be seen in Graph 2 above.
According to the graph, per capita health expenditures including government/
compulsory and voluntary schemes in the UK were 4.192 the US dollars, which is
slightly more than OECD level whereas it was 9.892 the US dollars, which is more
than two times.

It is also important to look on the development of historical perspective of
health care expenditures between the UK and the US. This can be seen on the Graph
3 below. The historical data shows that both countries experience a tremendous
increase of health expenditures between 1970 and 2016. The share of GDP in the
UK and the US in 1970 was actually quite similar; around 4% for the UK and around
6% for the US. However, while health expenditure in the US increased more than
around 3 times in 2016, it only increased around 2 times in the UK. This dramatic
shift can be observed in the Graph 3.

Graph 4 below visualizes this dramatic change even in a more striking way;
both countries experienced a steep increase due to health expenditures, but however,
the expenditures in the US in 2016 are around 2.5 times higher than the UK. On the
other hand, the increase trend is linearly accelerates from the beginning year of data;
in the US, the expenditures increased around 30 times from 1970 to 2016 per capita
while it was around 28 times for the UK between 1970 and 2016.

Graph 3: Historical Health Expenditures as a Share of GDP in the UK and
the US (1970-2016)
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Graph 4: Per Capita Historical Health Expenditures as a Share of GDP in
the UK and the US (1970-2016-PPP)
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5. ANALYZING OF HEALTH CARE EXPENDITURES IN THE UK
AND THE US FOR SELECTED PUBLIC HEALTH OUTCOMES

As it was shown before, the US health expenditures are about two times
higher than the UK both for per capita and as a rate of GDP and historically the gap
between two countries is getting higher. Therefore, one can naturally think that the
US should have better health outcomes since the expenditures made is significantly
higher. This part of the study will seek answers about this phenomenon by analyzing
certain outputs of health for the both countries. In order to fulfill that purpose, the
question of quality should be addressed. In the literature, there are different types
of rating systems, which intend to reveal national health systems’ quality and
effectiveness.

One of the first rating system performed by WHO in 2000 for 195 countries.
According to WHO’s rating, the UK took 24" place for performance on health level
and 18" place for overall performance whereas the US took 72" for performance on
health level and 37" place overall performance. The criteria determined as 50% of
health (25% overall or average, 25% distribution or equality), 25% of responsiveness
(12.5% overall or average, 12.5% distribution or equality) and 25% of fair financial
contribution (distribution or equality) (WHO, 2000).

100
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Schneider et al (2017) conducted a research including 11 selected high-
income countries, which are The US, Switzerland, Sweden, France, Germany,
Netherlands, Canada, The UK, New Zealand, Norway and Australia. Survey data
used in the research are drawn from the 2014, 2015, and 2016 Commonwealth
Fund International Health Policy Surveys. The analysis is based on 72 indicators
that measure performance in five domains important to policymakers, providers,
patients, and the public: Care Process, Access, Administrative Efficiency, Equity,
and Health Care Outcomes. The UK performed first one in overall score out of 11
countries while the US performed as the last one. While the UK was 1% in care
process, 3 for access, 3™ for administrative efficiency, 1 for equity and 10" for
health outcomes, the US ordinarily had 5%, 11™, 10" 11" and 11" which scores are far
from the performance of the UK’s NHS (Schneider et al. 2017).

Another recent empiric research conducted in the light of Global Burden of
Diseases, Injuries, and Risk Factors Study 2016 data, 32 causes from which death
should not occur in the presence of effective care to approximate personal health-care
access and quality by location and over time used to rate countries’ healthcare quality
(GBD, 2016). The rating system assesses personal health-care access and quality
with the Healthcare Access and Quality (HAQ) Index for 195 countries. According
to HAQ Index, The UK takes 23™ place 90 score points out of 100 whereas the
US takes 29" place with 89 score points out of 100 (The Lancet, 2018). Similarly,
Bloomberg’s 2019 Healthiest Country Index, nations based on variables including
life expectancy while imposing penalties on risks such as tobacco use and obesity
is graded. The Index also takes into consideration environmental factors including
access to clean water and sanitation. In the study, the UK took 19" place with the
score of 84.28 out of 100 whereas the US was only able to 35" spot by getting 73
point out of 100 (Miller and Lu, 2019), (Thornton, 2019).

Apart from empirical research, the perception of the citizens also can be
another determinant of healthcare quality. According to US News survey ‘2019
Best Countries” report, more than 20,000 global citizens from four regions has
been surveyed to assess perceptions of 80 countries on 75 different metrics. In the
research the UK performed as 10" country in terms of Best Health Care System
while the US performed as 19™( Radu, 2019). Beyond empiric data and research, the
perception of the people also based that NHS system of the UK is outperforming the
US Healthcare System.

The literature and different rating systems by different institutions conclude
that the UK’s health system not only outperform the US system but also it offers
more service quality. In addition to the studies above, the next part of the study
will also analyze both systems’ performance based on the quantity and quality of

101
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healthcare by 8 selected public health outcomes to carry the discussion further with
details. Those outcomes are coverage of health systems, life expectancy, mortality,
probability of dying, adult risk factors, perceived health, skipping of medical
treatment due to costs and waiting times. Those indicators have been selected after
analyzing of the literature above, OECD and WHO comparative health data and
public health indicators.

5.1. Healthcare Coverage

The coverage of healthcare is an important factor as much as healthcare
expenditures since it is the direct determinant of beneficiary numbers. Also it
promotes equity and ensures the health of labor capital as stated before As it can be
seen from Table 2 below, in terms of total public and primary private health insurance
coverage, entire population in the UK is covered by NHS while the US health system
covers 90,9% of the population in 2015. Nevertheless, it is important to note that
after introduction of Affordable Care Act in 2010, the coverage significantly rose
from 84%. When government/social health insurance coverage is analyzed, the
similar trend can be seen in the US; the coverage rate rose from 26% to 35.6% for
2015. It is also important to note that total private health insurance exists in the UK
as well, but only around 10% of the population, which is significantly low when
compared over 60% levels in the US (OECD, 2018).

Table 2: Healthcare Coverage in the UK and the US (%)

Variable

Total public  Total public ‘o "1 The UK 100 100 100 100 100 100 100
and primary and primary
private health  private health

2009
2010
2012
2013
2014
2015

population

g | , covered TheUS 81,3 84 849 853 855 88,5 90,9
e msurance msurance
(o]
g Govemment/ . o ik The UK 100 100 100 100 100 100 100
O social health ~————
£ insurance care The US 264 308 31,8 32,6 33 345 356
Q
£ Total private % oftotal The UK 11,7 11,1 10,8 10,8 10,7 10,5 10,6
< .
ﬁ Private health m population
insurance l—nsur ance The US 623 60,6 60,6 603 60,1 61,6 62,9
e — PHI 9 9 9 b 9 9 9
coverage

Source: OECD Statistics (2018), http://stats.oecd.org/
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5.2. Life Expectancy

Life expectancy is another good indicator for health since the health system
in a country is directly affecting the longevity of life. According to the data of OECD,
life expectancy at birth in the UK was 81,4 years whereas it was 78.8 years in the US,
which is lesser. The life expectancy in both countries has been increasing between
2010 and 2014. This could be observed in Table 3: Life Expectancy and Mortality in
the UK and the US. Mortality

Mortality is also one of the good indicators of the public health and quality
of the healthcare system. Mortality in the UK and the US can be observed from
Table 3: Life Expectancy and Mortality in the UK and the US. According to Table 3,
deaths per 100 000 population listed for different diseases. When all causes of death
are analyzed, the latest comparable data in 2013, deaths per 100 000 population in
the UK was 898.9 for the UK whereas it was only slightly more than the US, which
is 821.3.

When the breakdown of the data is analyzed, it can be seen that both countries
have stronger and weaker sides. Some of the data converges though; mortality rates
for neoplasms and diseases of the respiratory system in the UK is significantly higher
than the US which mainly leads the mortality rates in the UK to higher levels than
the US. The other data breakdown for causes of mortality is quite similar and can be
seen in detailed in the Table 3.

Top 10 causes of death can be seen on Table 4 below. According to WHO’s
data, there are similar and different types of diseases in both countries. In the UK,
deaths from 4 categories decreased, deaths from 4 categories increased and deaths
from 2 categories unchanged while in the US deaths from 2 categories decreased,
deaths from 3 categories increased and deaths from 5 categories unchanged from
2000 to 2012. Therefore, the UK was just slightly more successful to decrease deaths
from top 10 causes of deaths or maintain the same levels than the US, but on the
other hand, there are increasing numbers in the four categories in the UK as well.
Consequently, it is possible to conclude that two systems operate similarly in terms
of top 10 causes of death in their respective societies. In addition, it should be noted
that even though there could be a relationship can be defined between causes of
death and healthcare system, there can be many other specific factors as well.
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Table 3: Life Expectancy and Mortality in the UK and the US

Ll

Variable Measure Country
Life Total population at birth Years The UK 80,6 81 81 81,1 81,4
expectancy The US
78,6 78,7 78,8 78,8 789
Causes of  All causes of death Deaths per 100 The UK 8949 873 8933 8989
mortality 000 population
(crude rates) 7982 8071 810 8213 8245
Certain infectious and parasitic The US The UK 95 10,1 94 9.8
diseases
/= LY A8 21 28 23 2l
S . TheUS
;lne;ta:; a111§ct10us Tuberculosis The US The UK 0,6 0,5 05 05
—p—diseases — The US The US 02 02 02 02 02
HIV-AIDS The US The UK 04 03 04 03
The US ’ ’ ’ ’
The US The US 2725 23 22 2l
Neoplasms The US The UK 2568 2578 2603 2586
The US
190,7 1899 1904 1898 1908
Endocrine, nutritional and The UK 13,6 122 12,5 124
metabolic diseases
32 33,7 337 345 354
Endocrine, Diabetes The UK 9.8 92 92 9,1
nutrltloqal a.nd mellitus The US
metabolic diseases 223 237 235 239 24
%’ Mental and behavioral disorders The UK 378 558 639 67,4
= 39,1 436 471 49,5 474
Mental and Dementia The UK 34.4 539 62 65,4
behavioral
T — The US
disorders 35,1 39,5 4929 451 49
Alcohol use The UK 14 12 12 1,1
disorders
The US a1 22 24 25
Drug use The UK 15 02 02 03
disorders
The US 06 06 06 06 07
Diseases of the nervous system The UK 32 33,7 383 403
457 46,5 46,6 48 52
Diseases of the circulatory system The UK 2854 2523 2532 2492
2537 2514 2508 2533  253,6
Diseases of the respiratory system The UK 212 1208 1255 130
76,8 79,8 784 82,6 81,1
Diseases of the digestive system The UK 4 445 441 45
29,5 30,2 30,3 311 31,7
External causes of mortality The UK 32,6 333 326 347

59,4 61 61,5 61,9 63,5
Source: OECD Statistics (2018), http://stats.oecd.org/
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Table 4: Top 10 Causes of Death in the UK and the US (2000-2012)

Top 10 causes of donth Top 10 causaes of death

s boart dissos was £ bemlmg case of doay, kg 750 thow el hear) diazase wins e brading cause of aeath, kiling 5307 thau
el pogle by H01F i gk LS

Mo of destts (000w Cruds death raie Changs v rask by of daaliey (000y] Cnslde deail osle  Chamge (a renk
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Source: WHO (2018) Country Profiles, http://www.who.int/countries/en/#U

5.3. Probability of Dying

Probability of dying between relevant exact ages for a person experiencing
the 2012 age-specific risks throughout their life can be seen in Table 5. It shows that
the US has more probability of dying for all age-specific mortality risks throughout
the life for both sexes. One of the reasons the UK outperform the US could be a
universal health care system, which ensure reachability of healthcare and preventive
healthcare policy.

Table 5: Probability of Dying in the UK and the US (2012)

Probability of Dying (2012) Sex The UK The US
Mal 3% 4%
Before Age 15, All Causes e . .
Female 2% 3%

Male 32% 38%
Female 22% 27%

Before Age 70, All Causes

Between Ages 15 and 49, from Maternal Causes Female 0% 1%
Between Ages 30 and 70, from 4 Major Non-communicable |Both 12% 14%
Diseases (NCDs) Sexes ° °

Source: WHO (2018) Country Profiles, http://www.who.int/countries/en/#U
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5.4. Adult Risk Factors

Table 6 shows adult risk factors in the UK and the US. It can be seen that,
for the comparable 3 categories, the UK is outperforming the US in raised blood
glucose and obesity risks for the last related available years of data while the US
is outperforming the UK about raised blood pressure for the last related available
years of data. It is interesting to observe that while both countries are doing a better
job than their respective WHO region averages, both countries are worse than WHO

region averages in terms of obesity.

Table 6: Adult Risk Factors in the UK and the US (2008)
The UK The US

Adult risk factors Adult risk factors
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5.5. Perceived Health

Perceived health is also another good indicator of the population and it
shows how people see themselves. The data for the UK and the US can be seen on
Table 7. According to the table, the people in the US see themselves healthier than
people in the UK even though there is no universal healthcare system and coverage
is lesser. When perceived health status is examined according to the income quintile,
the result does not change for the UK and the US. But however, people who are in
the highest income quintile see themselves significantly healthier than people who
are in the lowest income quintile. It should also be noted that after introduction
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of Affordable Care Act (ACA) in 2010, perceived health status has not changed
significantly in 5 years even though it is still better than the UK; in fact, the UK has
seen a significant decrease for the same years.

Table 7: Perceived Health in the UK and the US (2010-2014)

2010 | 2011 | 2012 | 2013 | 2014

Variable Measure Country
Good/very good the UK 794 715 747 737 70
health, total aged
15+
Perceived Fair (not good. not the UK 148 16,8 17,1 18 21
health status  bad) health, total

aged 15+
Bad/very bad health, the UK 5,8 5,7 8,2 8,4 9

Year

the US 876 813 815 815 881

the US 9,2 9,6 9,4 9,4 9

total aged 15+ % of the US 3 2,9 2,9 2,9 2,8
0
Good/very good . the UK 703 694 643 64 615
population
health, total aged
quintile’ ™ e Us 743 T34 T4 T2 46
Perceived 15+, Income quintile the 5 ' ' , !
health status 1 (lowest)

by socio-
€conomic

Morbidi

the UK 90,7 834 838 839 839
Good/very good
health, total aged
15+, Income quintile the US 96 956 96,2 962 96,3

5 (highest)

status

Source: OECD Statistics (2018), http://stats.oecd.org/
5.6. Skipping of Medical Treatment due to Costs

Skipping of medical treatment due to costs in the UK and the US can be seen
on Table 8 and Table 9. As naturally expected, the advantage of having a universal
healthcare system shows itself about this outcome. In the UK, skipping rates of
consultation for age-sex standardized rate per 100 patients is 2,4%for 2010 and
increased to 4.2% in 2016 while the same rates are 24.1% and 22.3 % for the US
which are tremendously higher.
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Table 8: Skipping of Consultation due to Costs in the UK and the US

Indicator Consultation Skipped Due to Costs

Gender Total

Age Group Value Country
Age-sex standardized ~ The UK 24 2,2 4,2
16 years and |8t Per 100 patients™ | The 1S 24,1 27,7 22,3
vt Upper confidence The UK 3,6 3,1 5,8
interval The US 26,4 30,4 24,6

Source: OECD Statistics (2018), http://stats.oecd.org/

When skipping of medical tests, treatment or follow-up due to costs in the
UK and the US is analyzed there are similar results which are shown in Table 9. In
the UK, age-sex standardized rate per 100 patients is 3% for 2010, decreased to 2.7%
in 2016 while the same rates are 23%, and declined to 19.8 % for the US. Such a
big divergence in the data shows how a free universal healthcare system can affect
people’s decisions in terms of healthcare and the financial burden on the population
can lead that people can avoid costs even though they are aware of the consequences.

Table 9: Skipping of Medical Tests, Treatment or Follow-up due to Costs in the
UK and the US

Medical Tests, Treatment or Follow-
Up Skipped Due to Costs

Indicator

Gender

Age Group Value Country
Age-sex standardized ~ The UK 3,0 25 2,7
(6 s il rate per 100 patients ke S 23.0 213 19.8
over Upper confidence The UK 4,2 3,7 3,9
interval The US 25,4 23,8 221

Source: OECD Statistics (2018), http://stats.oecd.org/
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5.7. Waiting Times

Waiting times are also a very important aspect of a healthcare since some
early diagnoses can save lives, waiting period can affect the success of a treatment
and it can drive treatment costs upwards as well. Table 10 below shows waiting
time of more than four weeks for getting an appointment with a specialist for 2013.
The data also shows surprising results since waiting times are lesser in the UK even
though it has a tax based universal health care coverage, which means more people
are covered by the public health system, and it is a public system. Normally it would
have been expected that the private insurance scheme would give the population of
the US to have lesser waiting times.

This result is also contrary to the neo-classical and neo-liberal economics
schools that market would give better results than the public system and state
intervention to the market would lead to worse results then the private sector. When it
comes to health, it is a necessity to underline that health of the population is a public
good and thus a public approach can create significantly better health outcomes with
the lesser financial sources.

Table 10: Waiting time of more than four weeks for getting an appointment with a
specialist (2013)
Waiting time of more

Indicator than four weeks for

getting an appointment
with a specialist

Gender Total

Age Group Value Country
Age-sex standardized The UK 18,3
16 years and over rate per 100 patients The US 25,3
Upper confidence The UK 23,5
interval The US 29,0

Source: OECD Statistics (2018), http://stats.oecd.org/

CONCLUSION

This study intends to seek an answer to a very crucial research question;
financial performance of a universal public healthcare system in a liberal market
economy and liberal welfare regime in terms of public health outcomes. In the light
of the literature, various health quality rating systems including WHO’s and selected
public health outcomes, historical and recent data on both systems, it is possible to
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conclude that even though the US health expenditures are about two times higher
than the UK (per capita and as a rate of GDP) the health system in the UK is more
efficient in terms of quality and quantity.

Asthe data and evidence shows, an almost pure private sector market approach
to the health policy does not necessarily mean health spending would be optimum
and quality would be greater. On the contrary; as the UK is spending significantly
lesser financial resources, a lot more of the population is covered by the healthcare
system, people have more years of expected life at birth, less probability of dying
for all age-specific mortality risks throughout the life. The UK health system also
outperforms the US in terms of raised blood glucose and obesity risks, much lesser
people than the US skipping of medical treatment due to costs and waiting time of
more than four weeks for getting an appointment with a specialist is shorter.

On the other hand, American people perceive themselves healthier than the
people living in the UK do. The US data about deaths per 100.000 population for
defined diseases has slightly better results but very close to the UK data; raised blood
pressure as an adult risk factor and the US is more successful to decrease deaths
from top 10 causes of deaths or maintain the same levels than the UK. But it is very
important to underline the differences are too far from explaining around two times
higher health expenditure figures both per capita and as a rate of GDP.

When development level of both countries concerned, such a big difference
in terms of health expenditure is not an easy phenomenon to explain, specifically
when public health and public benefit outcomes at stake. Thus, it is important to
underline that having some of the best cutting-edge technology or best physicians
in the world as in the US example would not necessarily mean having optimum
level of health expenditures with desired public health outcomes. Besides, health
is a vital area that with the absence of good coverage of health, many diseases can
spread to society. Moreover, it can drive expenditures upwards since early diagnosis
can save many lives and help to protect human capital and prevent excessive health
expenditures. Therefore, availability and reachability of healthcare system is vital
and it can be said that a universal healthcare system helps protect both the individual
and the society. Consequently, this study shows that a significantly market-based
approach to the healthcare system would not necessarily deliver more cost-effective
health care system even in a liberal welfare regime. In fact, the US healthcare system
is the most expensive one in the world among all welfare regimes defined in the
literature.

It should be noted that the UK’s NHS system is not a flawless organization
with the perfect healthcare results: NHS has its own financial problems threating
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its own sustainability and existence (See more information: (El Gingihy, 2016),
(Syal, 2016), (Triggle, (2018)). The recent developments in the health policy shows
that it is vital for policymakers in the UK to develop better government finance
choices. It should be also noted that ongoing Brexit process could trigger migration
levels and expenditure levels can vastly change in the future according to the path of
Brexit, especially according to the deal and no-deal options now that after December
2019 elections, Brexit is expected to happen soon. However, since this study has
concentrated historical data and the health expenditures has already been made for
the health system; the conclusion of the study would remain unaffected. However,
the future implications of Brexit and its possible effect to the health policy and the
path of health expenditures in the UK undoubtedly will be a crucial point for the
future studies.

It is important to note that when modern social security systems started to
operate in the starting of 20™ century, demographics and economics of the nations
were much different from today and healthcare technology since the starting of
the century evolved rapidly and very costly. Therefore, new financial constraints
emerging nowadays as a result of demographic changes while level of expected years
of life is increasing and rapid technological changes requiring more resources than
ever in the human history. In this health policy climate, health expenditure policy
certainly should require complex policies choices to meet future needs without
keeping in mind that access to healthcare is a very essential human right and it is one
of the best determinants of a developed society if it’s not the best one.

On the other hand, challenges for the US policy makers are two sided; while
the policymakers need to cover more people in the system by expanding the protection
floor, they also simultaneously need to make healthcare more affordable which is not
an easy task at all. Especially shrinking middle class and raising inequality in the
US makes the challenge even more intense. ACA drove coverage levels upwards
dramatically; however; reversing of ACA is one of the future perspectives for the US
health policy and it is widely discussed in the public discussions reverse ACA, which
can undoubtedly significantly decrease the coverage of the system and contribute to
worsen public health outcomes.

This phenomenon shows that the US health policy has a long way ahead
to cover its all population with affordable and reachable healthcare. Especially the
active involvement of the society, discussion of possible other healthcare models,
approaching to the healthcare system with a public good character and benefit
approach while raising awareness of the US community could be good starting
points to raise the effectiveness of healthcare expenditures both quality and quantity
wise. Beyond that, this study shows that a universal and free healthcare program
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is possible and effective even in a liberal welfare system and it can be affordable
and reachable, bring certain public health benefits with significantly lesser financial
sources contrary to what has been asserted by classical and neo-classical economic
thoughts. In fact, it is quite striking to observe the US, as a liberal welfare regime, is
spending the most in the world among other welfare regimes defined in the literature,
which means that the market mechanism is not always delivering optimum results
with optimum financial results in the health policy.
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