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BBV THRERBIIEBHEICL SEBBTERMATARNELDEEFISN S,

Wx-7-F

THEFY. S8R, L ER- a0 RENE. ER

EU&IC

Bmo LI, FAY DR #ERRTIZSY
POEENMERMFTLLT, EFRICE DN ET —
CADBRYIAT E RIEENNEL T2 HBED
NEFLY (BBAM) . ZLTEOBFICEIAEB
LTHAEDLEEHAEL:,

ZH LT, b ETEE 1244 A5 11T
ENTN#REETIE, RIESVNEEIT o724
BOEERTEED TR, LIL, [#EE8H
EY-—CADVEE]=[EN#EOR] - [Fk%E
WCEBAY 7= VA #EF - ARBRE] OER
TTNERNOREIEBEN 2 [EN#ENE]
WLEoTRZIBIZODDDOT, RIES S/ #ELIT
RXITHIE, LELHEANNES - 2B IR
TH0 RTRIZFONLRBEVIZFW TR

NERERPFEL D, ZOLIRERERTS7:
DIZEF YV DINIKEF L HMEIIHLTE
BTSN EER 2w, 72, ERIICH
PEOEENEDEPRKE L > TR E IS
HbObRTWARROP T, THICEDTRENIC
BNV EWVIBRVWEFESTWEAALLS NV, &
DEIGZHEFOPT, FREIEHEEFIOVWTR
POREEZLZDOD, ZOHD, RN #ELF
fli ¢ N EE DMV EREE & HRIC, RIESFH
NELIT BBV 22 DEEEZF LTI
A HEEZ LY AL LTRDLER, E5ITIE
BICEIGEN LRI —ER&B L5
EURBENER TS 2 AT HIE P EATS 5
THRE SNz, L2l 2hsidwndhnd, &k
ERFEHLL TN ERREOROMB LS HNE
RENEDMED T OMEL, BRIIER L VE
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VIORTR TEIE ISR ERAHIELbDTH
Bo FOMERIE, IBLALHEICERHEN S AN
WEWIELWERLZNBF L >TW 5, REMN
L . £ O - BB E T NE
EVIHRZEROE VI LT B R EEE
TEOLRPEV) BT ZREE—-EORE
2 THFEOMERETIEIH S ABTIR,
EAORENE T2 EBBTEMEBOTT
BEALTELF Y ONERBRICOWT, bHEIC
Bir#amr @EICEBEOD, FOEHRLNES
BIEL . XD THYEIC BTSRRI O FBERIE
M CHBROSBE L2,

[ EENEOKR

FAVIZBIAEENEOREICEH LTI,
1992 F ITEFHRE - BEEEDORFEIE TV
Fbh-RAE PBRECLRLFAZLOTH S
720, BEFF—2idH Vs, ShERLICESN
BOEELITHREBL A,

1. BENEERIOAK

KILRONDINI, ENMYTENEL L
1123 FATAORIIZ14%ER>T VD, 2O
HON#ERRFCAFTLTCWLEN#EE TR 45
AALHEEFERTVEDOT, EADLELLEN
EEBRBEWHISTAAT, BEEBERIZFDOHIH0OH
T1%ENHTEIZR B,

NEEFLH (SR OEER, KRS LU £ OFF

o BERAE TR WS FEEN R L ELTAE
FTEHITZ2093HAT, AOK27%E%oT W5,

2. ENHENERIHEME. NHEORR
EEDENH#EBOHTRDILDTI %I4T
57193 FADSHEULETHY, FDI3HTHES
IZ80MLL ED483 AL BENEORENEHR
B, LD RS ICEPLTVRRI LSS
Bo /2, ZOZELEMELT, 65 OB/ E
HEDOHILT0% VLML RoTWD,
ENHEEORTHMT 2 BEAEEIICR b
DV ThHb, BEEILBOEGER (A
CHEBR N ESLE]D) TIRIABELLS3B3%ICK
RSO LT, EEILRBIZORTINAERL,
W4 N EOHFAZHIHE I T VL0055 H
o FAVIEBWTHEREDENEELEETHE
ETHIBREOEN LI BEVPLELOTH D,
o BENEENICAZRZEORRE RO
B2 T, BBV BIIRKRRLMAC#ER D
WEWHER, HBONEBEPTRCH#ELAT
IMTEERLR T VA, EEICLDIIONTIA
DENEEINESEVIRLRVEEETOH
BIIHEEL D55,
ENELEOERINCENEZORRE B2D
DHER2THD, BNEEDVFEODOBFEITITIE
EAEDRBITEREVPENER LY, FEHH,
SWMEBIIRBHFZZ AV, RO THEIBE AL
HZLIABEEPAEBRICR 2B SR CEE

®1 BENEEFHNENEEBOMET

AN¥ &
EEBEN#HER 11237AA 100 %
BB RION EDSVE 46577 A 41%
FHAESLE 468 AN 42%
RN ESLE 1907 A 17%
EXBEH 20937 A -

®|# T © Bundesministerium fiir Familie und Senioren, 1993, S.61
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NEF L (SR OFEFE, ERIRRS L U2 Ol

w2 BENEFOERHDOENEE O

(HLAL 2 %)
0-15%& 16-39 5%, 40-64 1% 65-719 1% 80 LL L S

E 3 0 4 53 39 12 24
* 0 14 23 22 5 13
52} 98 78 3 0 0 14
e 2 0 0 0
i:} 0 2 4 24 44 26
BT 0 0 1 6
% 0 0 1 17
OO B 0 2 12 6 9
‘A, BA 0 0 2 2 7 4

it 100 100 100 100 100 100

E#HEFT . Bundesministerium fiir Familie und Senioren, 1993, S.129

NEEDPT LSO > T HMBABIB I
AHEND, OFULOBENEEOENEED
44 %IFMTHY, BIRFEVWI LIRS EN#EE
Wby —AbEERD1ITBOORFEIZED, F1L
TEETEYTLLEENEEDB I LHTH
0. bYEERKCEENEFECKEICLoTHE
PRNTWAEILYTN5,

3. ENHEENAE

ENEREHNCENEEVHRINLEREZR
TONRHITHL, BENEENFERBIIONT
[RA L IMABER AR SND ENEEIHEZ,
FEHNELZETIHAICENRODANINLS
RIRBICHEILDTD D, 2. ZOL) i
DERERXMLT, BN LEHELZRIER
AT, FRAELETLAOLENEEDHE
ELCHEEITRVEHEBREF TV S, 7T,
HBHBEOHEICZ. [EEohen)Liin]
PESLUET. [EB00EVnIELRn]H14%
REZEDLLE, BENEORERRKONER
H, &FELREILTRESEL - AP H LT
LRI b,

T Iho b BELT, BEBER (18E,D

4RI T)DENFEZDOAFOKRICOVTRS
&L ERTIAEFZFOTIREL-AD 2%
ARET. HE2HELDAH16%. FIRL
AB14%% KO, COBFEMIZENEEIEE I
LAHIREHEILLLE, RIRONEINFEED
RFOREREEEEIZTVD, 2OLD A
H#IIBBREOFBDOMRE, E£4EDHEERE
FEE TORFIZED AN~ Sr#r b7 kOm®
FERBOZELELEELRBE L oTWwAILE
BB,

I NEFLUOEEHIUVART

1. EENEGTOMNEDSY

NERRELORMFELTE., HENERA
(Leistungen bei hiuslicher Pflege) . @FT /7% -
AFT /7% (Teilstationdre Pflege und Kurzzeitpflege)
BLUAFT/r# (Vollstationdre Pflege) D 3 FE3IC
FiFohd, ELT NERBREDIFTIX. [N
HERIRIT, FORMTICEST, BEMICEEN
ELERBERUBAOAELIIEVWIAFED
(Bereitschaft) # X#E L. £l L>T, ENER
WTELIRNEVH., FOEERFIIELIHS
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EEAET EBONEEY ACEKONNE EaEH EXEE
PLEETE PEEXTE RULEETH £ N
##HE P . Bundesministerium fiir Familie und Senioren, 1993, S.133
K3 ENEERIOENEE OMFESRE

Ebbhk
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[ ecoamn

ERNEE  EBHA#ET BICEEONE EAEE EXZE
VEETE LEELTDE RLELTS &k €3

¥}t BT : Bundesministerium fiir Familie und Senioren, 1993, $.136
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~28—



EDBTEBEINITRETH A, ELT, HEEIE
ENEBEOFRIREN TN S,

FEENERMTIZ, NERYREN. NEFLBE
UHlEDILE A —TarigfrhiT, £hll
NICHDNEEICZEPEL L GEORBENEL
NEFPROTRBLIUOEMNZEEH L. 408,
N ERBRFEDHIE SN DHEIC, BITLT19894
DEFRRAEE (GRG) I L) BEEFER O
ELTHEENERAVAREIN, COLXTE
BEOENEZEOREMNRELT, IVER—Tay
HMARRIONTICAERYRMAT & 8RB
(Geldleistung) . ZLC M EHICKELIE L HE
DB ERTOANETONR, L2SZFOEE
BRI 1ERBETEIIATF 2D o7, Thdf
E SN G € R (WA

2. B (Pllegesachleistung)

N @RI INESESRRBBELEALZ
NES—CABBICI->TREE SN D, 2OH0
&V =2l « A7~ a3~ (Sozialstation) & IFIZH
HHHET, bPRICBILIEENEIE LY —
LB HEAT —Tar, AVN—RAF—ark
— KL L72L5 20D T, BB BESES
# SMEBEEOPLWLHFETHD, 72, i
EE D & MR L2 HE I EACHYE
ERWTHIEDTES, PR FONE I ERE

C NELREENT, FOEICBENEREIILLT

KIDIHILBAOREESZITON TS, L1z
BoT, ZNERBITHY—ERAZFHATEHAI
BBz -HIEFEACEELR), 2P EET
A VWBAILIEI- VAT AN R A TREN
AR O SR L LD,

3. N#EFY (Pflegegeld)

(1) &8
EENEORLEIZTTILINDERENDLIATH
ZEVCREEFLICHEDRLTEBY ., RERPEA

NETFL (&8N OBR, RIS LU O

DNFELINETHRREEETHE V) A #R
BEOEAWLEMNP LS BROZEELT, B
HEVPRESFEOCNEELBREL-BENET
WVHrHE SN,

ENEZEVESOEE T OHCRELXEE
TL0, FOHLEICEST, BRI 2T
NBEFUDPIHREN D, CONEFK I, HEE
IZEoTIT b7/ — € 2 35 B8R
TR BN EEDVNFEILLL>TRTVRAER
RRHA, BALEDORELEF CHLTYWERER
T D25 (Anerkennung) 3 L U'EI#E T 1T (Anreiz)
LREIDBDEVIRE DG ILATVREY, &
DERT, NEFLRINERYHFOHE
(Surrogat) E AL ED T 6N B,

(2 AR

NEFLIL, BENEEVREEOMONEE
WEoT, LELZERNELLURFRE L EY)
RHETHLHRETERHAC. BEAEEICGL
TIN5,

TARMEE XN EE TERCENEERANTH S,

NEFLIEBENFELREBBO-OIIKE
ENBN, ZhEEHIEIPRENEZOHET
Hb, LI oCT, HEAN#ETHHEE P IT TS
KR, HHVITHACEEN 2 & OFEBEN 2 /-
FIHLTBILELTXH o TO VWL, BB
NEELZBENEZEEGVPRIBE (VDO LEH
BETNV)ORER D,

NEFLUOSEIT, ENERE LT, £30
BOT, WINH ERBATIIR, TETHA, £
7o FRENMILT 2 HWAET O LRE L BT
BEFDEGHEHRE LTS, TOHIIONVT
3 BN EEVECORETHCREICIY HEY
LRETHEONEELRRLIBEISETHL
VIONBFLOBEICELLTHEEABELZLD
HHLTLRTHBY,
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®3 EMRHTCLBBM/NTEFUORMRE ZOLE

(Bfr . <z /B)

ERRREICE DI ESAERAT NIRRT EEN W
(1991.1.1 ~ 1995.3.31) (1995.4.1 ~)
BWE1 (a) &8 (b) b/a(%) BEhEE Bt (o HrEFY () d/c(%)
I 750 400 53
11 1800 800 44
750 400 53 1l 2800 46
A # Hp 3750 1300 35

(8) NBWOEOHRDI-HDIEE

NEFLUL VIR TCEEB/MN LT HED
—DOMBEIX, FRICE->TELLTHEY 2/
DEVHFEINENEIDPRESLVEVHIHT
Hbo ZDH, COFI LTIHEELERED
bhTwb, 7, RUDEN#ERE DR
T. MDK (SRR AFA AN - % — ¥ 2—
Medizinischer Dienst der Krankenversicherung) i
BENEBEVNEFLERBLTCVIHEIE, £
DENEREHTIEEBERORT, EEN#E
PEY L HECL>THETELLE )M ICHEL
THEREYBRBIELENT VS (#RKE18
F&SH) . £LTELIZ, ZAEFMAHED . EHIBIZ,
ENEEILNOBERIP R L FETLIL B
NEEMOHEICZI P HCESHERITLIC, &
PIBKICE A N ELX A THIEDREBE O ITONT
VA (FEHE37431H),

ZOBRMBOEMH 2R A, BT LR 4
EY—CARPEOFLLENEZPREALZDLDI
AT, EBEFIRICIANEOREF v T5
EVHHZF2IID, NMEBDOEHHLIERE
DEY) N EIATTOBSOBELV)IEKRY
oo 2ONEL, BIfTbhTW LN #ED Ty
72 EESY, BHNAIL - XD @Y R
NEYF—aryOE. BBV —T 200
PYWhEHKF - ADI—~FT1 R A, SLIZENE
BENOBMEEDNERE R, B - 2R

HHAFOFHAOBE R EFTELREbDOLE
ﬁéuo

EHH 2 EMBROEA. MEF UL #ELT
SRTHI-ODOHEBLENL, ENEEIINE
HEELISBEIIINEF L ZREL), #DEL
HENDHE I EEILETHIESTES,

TRIC Ao h#EY - AR, ZORICE
BN NEREOBICHTIMRALUBZOLE
HIZOVT, BN EZEORELBT, NMESEIC
B|ELRZTNE RSV, L2L, ZOHERZ
— RIS, N EE. BENERLEPIREOMOR
REGREDLOT, ENEZOHCEELBTHR
EQEEOBANS, EMBRIIETOHEMBEL
TOREDORIIEDTVTHEORE L HWE T, B
NEEOLALH . AR LMMERSCER S OE
BEIRX DEEN D, ZOHIFEVDITEEER
BREPLERED6FICEIIREHER 2E
TEICE O CHOHREMICH T A AL LTHH &
n,BRENTVWLETHL, 20D, fESE
WEOWTIENESEESETH— WL E
O, RNBREOVELT—IDAERLERTHIE
L3hTwah,

HMBOEHN 2 EAL., BWEINETFLD
PO BN EERAACEHEETRIbDLER
Twi, #LC. 20RAEEFBRICELLW
EI. BIRMAEABINIRBLEEIILY,
199647 A1 HALIZER E1EICOZEN#E]
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EIICDNTIE30T NV, ENEEILICOWT
2500 LREVED LNz, E5IT, BIE
D SPD (&R ER) & #FF 90/FkD 5 DE K
T T, 19996 A17HICHE 4R SERE 1E
BIEEY AERBELTH R EN, 8 H1HDDIE,
COBRRARANOBHETIEARRY, N ELSESD
JURBRREHPFEETLIHE SN,

4. AL EFR—Ial#Bft
(Kombinationsleistung)

BT ENEFLOL L1 —F721T DER
TIZ, AL TEBIOFERFITIC L FHEICEEK
WL TERVEENH L, DD, NERR
BCBVWTRENEERCRRFORRRLEL
U THAMCLE2RE CHRYHBMAPFIAcE
I, B ENEF L LA EDE TH
BATAIELEDLNT VD, ZNIZEHRIEIR LR
RiC@ b o724 T ZhICEY, KO FREKIC
184 DREDEIF SIS T BB 2072,

B, BAEREVPEFOBEAEEICLL
THROONBBREHITH - AEXFIAL 2V
B RBIRFL-BONETFLEZ TSRS,
ERICIERDEINEDY,

(B11] BENEEIDOAIS5007 V7 DRYEN %
FALEE
500DM =+ 750DM = 67 % (U A)
—400DM X 33 % = 132DM O
Ir#F L% A

NEFY (S| ORE, EERIE L T2 O

(B12] ENERENDOAHIG00~ N7 OB
RFHLHE
800DM + 1,800DM = 44 % (U F A)
—800DM X 56 % = 448DM

rEF YL T
ENEEIOAND 1,800 V7 OB
fTEFIHL-HE
1,800DM + 2,800DM = 64 % (& H )
—1,300DM X 36 % = 468DM

NEF L%

B MArabEDEEE. BRILLT6 A
MIREE S5,

(%3]

I N EFLUOEREIKRE T DI

1. EFFRREBAOSERMTOERKR

— B R HARBRICB T A EENERTIIE
BIRBROET L LTAIRR Sh. B &L &84
FEVFRB191FE 1 RIHP LTSN/,
D78, NHERRE IR ICRIT & 721995
FA4AF T AERHTVOBITEREZELTED.
FFREOEBRIRE RTBLLELVH S,

COLEHI MREIEEOENEE RSN
TEY., LR EIEHEYRET O EREFTS07 Vs /
A. &8 12400 V2 / ACTHEHWT D 53 %I
WU TEKETH7:, T2, MBEOIVEA—Va
YHRFEROLN T Dol SOLHIRKAT
T, 1991 F LLE O Wifs 4 O BIRKIIZ, K4 D8

x4 ERFRECKORMEMN ELBBEHOBRRAOKS

1991 4 1992 4 1993 4 1994 4
Ef HFE@b)| £ [HE@Ib)| £ (HFE@Eib)| EXK |HFE@!b
Hiwkaft@) | 103,381 13% 186,023 19% 251,190 | 22% 347592 | 27%
fr S8BT O) | 717522 | 87% 787,856 | 81% 886,085 | 78% 933,227 | 73%
oitm | BBt 289,118 | 15% 509,484 | 19% 676,889 | 23% 893,785 | 27%
(FoNV7) [ 488481 (b) | 1,699,880 | 85% | 2,148,367 | 81% | 2235275 | 77% | 2,364,355 | 73%

AT . Daten des Gesundheitswesens, Ausgabe 1995, $.304
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NTHb, TORPOHEL, LI, LK.
BAEED IFLEHEHBMBMN L BIRL TV 200
A, b EP4EOBICHE. SRS CHDREM
ML TEHRETOEEGPRILT VL, £L
T\ 1994 SEBE S CIEITIZT L 3B OEIAITE-T
WBEZED G Db,

2. NERBIHIINEFLOERRKR

EEROINEH ISR YRS~ DOBIT
PEATWDIIR . HrERBEECBWTIEHR
W LN BFLOVTRICOWTHKIBLAE
fHREDTI & BT RIT o725, L) DI BT
D EREOFIE BT KEI N 072720, 612
BYRAF~OBITFEL DL FR &N, L
L. EBICIZ, 1995 B EEBNERT BT oT
AbE, THEEBTEIZS %/ #ETF Y & EIR
L. BYRAOBIRIZDOTPIC12%ICBE 2o
oo TNIEHRMETRTL82%BNEFT Y,
18 % BT LV IR AZ o7z, LA L. &S
WL R XN, BAIITRDEVBERER
ZREBRTORMNETOHWEMNIHEMLTS

D, 1998 FERELFTIIZAERTS ;2. BBHET
7. 3DEELEST WA,

ZD L) HYRR O BIRAEAE W ER IS
HELOD, ZhBERTRLIENEFLO LN
LBV, THEEED 1998 EDF—5 T
EDENEENCR-OPK6THE, ZhIZL
i, e TIHPAAH L BRL AL 17%I13E
THhoENF, FOEEIENBEEVEREICLHIID
NTELL>THEY, HEREFITBNWTIIEIZ%
DOEEIZE->T WA, THIZ—HETIRERICA
BDIZEBPER OB BERNRBENIZLEH D
HNDERDLIATRAEINC. EEONEIR
LI NEEOBBENIKRE LY, RIEFEON 2T
TRANBLZRETIELPREICRoTWEI LR
KBLTWAEEZLNS, BIOBE,IOLWVIL, B
NEERPREOEPNIRRE. LELAED
BRESCKKEDO AR, NM#E. NENOIFFLRY
LFLETHY, ZORLBESUTHEN, 48K
PR N EF L EMA G DY THA
LTWAEWIZETHD, ZOTLIFIVER—Ta
VRN DEUBRKRENZEPSBIDNI R D,

R5 NHRFLULEMRTORGERS LURTROLEOFERME

(ML : %)
1995 4% 1996 4 1997 4 1998 4E
SAEEH 88 : 12 8 : 1 84 . 16 83 : 17
LEADE:] 82 : 18 74 . 26 71129 68 1 32
E . ERERICOVWTE, IR a vt RBRIB A L NEF LIRS T oIV R TH 5.
EHHEFT . Bundesregierung, 1999, S.34
#6 ENEEFNONEFUEBMRAOFHLEROLER (1998 F)
(BAL ;%)
BENEE] BB ENEEI w5l &4
NEFL R 84 .16 8218 78 .22 16 : 84 8317

F: aAYER—arRitOZREBRIBWRLT LNBFLIEG TRV E-TH 5.
EHHEFT © Daten des Gesundheitswesens, Ausgabe 1999, S.417
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IV BARTOLEEMICH T3 RItsaDsaHL
ERTY DREBRDS RAZDUE

DABETREEI N %%ﬁofia%/\@f-ﬁﬁ#
OB LTIIEEWRD S5, KHD
REHWIZONVT, MW:MME&?&%M&%B&
DREATIRILD & F OREEE RA B,

1. THEEREICEYDOHS?

BRDEHZFA Y DN ERROBEEH B OH
LCHIDONIFLALDERN#EE T, EAIEN
2T, TEHMY, RIREEDIATF 2K ION
HLEREATBY, FNE:XBL., BETHEY
IR o TV DR, BAS I LTRE
HZRMEZBLC, 2ONEEL LIV IRRED
ENERBTEEVIEILD D, FAVIZBVTY
HEEN#EDIEE B LEICL-oTHHLRTED,
RENBOXBPELETONEFHORERE
BELTWAZLIZHLITH A,

LaL, ZhE2<@EHNo3s>LLTFENT
—H RO DL > THEEM 2 IR D
JADRZREVHENITHENBEL), F/YT
(& BORDFHEO FIC [ZHER LRI LS
HEM¥H) ., MERREOEEROFIZLE A
INTVE, EI TR, REWCIAEEN#EIIZ
DELHFLBEICI->TEETHLRTEY, 40
DHEFBIZBIIL2REOILK, WHF I NHD
LHBIFIBEL LT EFMLTVS, B
Wb, COHLWHBAIELOEROB CIFE
MR ARLN, GIESEOET2EROZH
ICKRECEBLTW S,

ZLOBEHENRL WRKRICL>THFELZT
ZZVERG, ZLORKOBTELRYMFEL- VL
WIORFELERH-TWALUE, ThEBIRLE
BIEBRATRAF IRV I LEWIFI Y DOFIE
BBOTHRTH), AFTHA), $TIKR”
N, RENBDSTE TR RS DY, 20

NETFL (SRR OBE. FRRILE L2 O

LEIGLTRARKRELFR A - 2L
RENEEZBRLTVADTH B, HHIICIER
B2 SN L0 RIEN#EL BIRT L8600
XFONGZNEVIHEAOHE X, EB I/ #EE
HoTV A S DERDATHEREE & AFRICKT
5500 HY, HORERBRE V) HEORE
HBALbFETHHDOTHA), ZOBAWLER
faid, NEERFIEESEINTIEROAEICD
DEDPNPRECD TR LRSI D,

2. NEOBEBORRYEE ?

RIENE G TLEBRAHT2EATIHAL
FZDHIT KU LHRETHS, W3(3) THELLF
AV DZOMBITHT B3I DV TR A,
CDEIBRHAMAILoTHHPEICB T A
HERNEERORRDZONEOE ORI
TR TER DL EZOND, 7272L, 2T
SRAVICBIIA#EERICHAN I, TOREIR
FHEBIILER (KRR BEREHCRELMA
DIRF, FELVIEEH LHEDIISATV S,
NEDOHFIB L FDOTVCILIISHREDLES
A5, FIREC, EFEVIBDICIIAFR PR OEE
DANEDEER ALY B, BB D/$TFI 1L
BELZLBHEDN DY, —BICELEFERTVEHR
EVIRETIRAVIEILBEILETH A,

3. HRHEEOIERELTVBNEY —
EXAEBOBRMBIELTLEN?

TELRIRETCHELZLLZVEER>TWVS
AAIZESTH REZ T TH#EZHIDIZSH
TIIHELRHENEZTEY ., LE JBLT%%[S
DI —EZLFIH L2V EVI AD D RV,
DHFAEHBRNE2ROLEBEN LN EY -
AEBPEDLZVEDRBESBERDOK S
EhRoTWh,

FAYTREITHorzhe ITTRAELIIC,
EENERTONTIEPEERMFICEHEATY
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L, BENES - AZRETEY XV A
F—Yar3HERRSEA SN SEE T, 1992
4 M BED 4,000 7 A5 1997 4E 121349 11,700 71
fre, b hSERMTIMERAIIHEMLTW 5, £
LTUEEDOY -yl - AF—ar DEEEERD
O REEAERETH o705, FOBRONER
BROBITOFTIIRHSEDEE THLDOH A
LTETEY, —Hotg T3 Tt ag &
whbhTwa?,

TN, vl EHaT BRI ELTH
FELTH, AARREORIEIZ Lo THYFE %
BIRTLALMHELH DL EZON, ZOEHES
JTHEREHHERELILIL, LAY
OPEORBEL FICEBERIILoTULELZDIX
R AESARHSBIEALEREDOEHE
THHICTHBICBATELREORKICHLLE
AbnAZE, ZLT, EHBMBMHIIENIILoTE
AREED ESICHBICH —CAOHAILHEHZ
ENTELILEREZ DL, NEY - AR
DEBIHGTFONILVIRRILEHF TRV
EEZLND, LA, EHRAMICEIoT, FAR
REDVTIA T2 —E AT, FEABRCHHAR
R EREITHE VA, FEYTEFEOALABLIO
b, GHET - AL BB TRE STV
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Za—Y=FVF, INa—, k24

AT =T AF) A
Bk - 2L LT ARA Y A5)T , AF IR F—AFFYT 75V A, (BA), TA)H
LA F—AM)T, KAV, BHA

OECD (1996) ¥ b & (g E1ERK
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EERTRIDBRIE TV I ERHED AR
YHORBLELZO, Z0L) R ARBEEHN
KIBIZHA L7 (B 1997) —2—V—FUF
RAFNVALERT — AP CTHEHLNR TV A5,
M EIEREO R ABRRRE BOL . hihbo
TREADAERZOBMERELT VS, /¥
ATRNES—CEXPENHS 255 (ZDBHEITE
ERELL) B EEROBHT - RELTY
(COBERIEERED) RE SN THLOTER
FETHD, A—ANFUTRTAVA(AT45T)
TIREREDOERREICNET - A2 EDT,
ABEHEEELL2WA vy T4 TR @rE. 4

B - 2ADDIZIZBIC ;52U®ﬂ?ﬂ!§%)ﬂ%l,
Tw5(OECD, 1996)0 —F. #F%, 77 A H
(N #EBRLU) 2 T EREBOERERT
XN #EY - 200D RE SR T
Bo F—AMN)T7 TIX19NEIINFEF YN EA L
niz, CORIBEIRTEREOENFERE DU

ERAT.IRULOLERFMRTH L, BN
EATIEEEEIITV, 2EBRTHLATY
b0 FAYTIZ1995 5 HARTIE2000FE 55
NEREPER SN, A#EY — ¥ I L4
ERBEO—GHELTHNEMITONTVD, 75>
AT 1997 E, LN EIGHHEFERBSA T
bo NERMTIZ0FULDENHEE (A E—
CAZRETEANDHBME VBT DRI,
ELMIRIIEB LU OB CSG (ATRHLR
HE) O—ETHAH(HIEHE. 1999).

R BIAEEOR I TAIERD LA
HoT, BREDVNENEIZ>THHEPLASE
NIRRT Tr T2 2ITAL), TELZIFEAEN
ZEE - HBTLELRSTAZIORAIIIILE
IEVIE Z F AT 1960 FAL - T0 EAUTH T TIEL
ZHANON LI o7, ZOEHIZ Ageing in
Place. Community Care 2& &N TV 5, Bl
BENEOBEIZ1990FMIZA>TERETING
RV HEIN AL ko7, BRENEIIE

Y —EARHAY - ADOFTREICMY AT
NBEINI o705, REBEOMEIZHE R T
Wh, A—=AMFNT, AFY, AL, dLBR4 B
E L TENES - A2 L2EHE ICRELTY
L0, FEPOLFHABEZBNLTV2, thoE~
TIHEFRE D AER T, ZRUNOHE I H
ZYOREEFIHEFIIRDOTVL, MY, 4F)
AN TAVA T EIGRB KB L EOFTE - BE
DHHNIF— 7 R—LOF R 22X
bRITNEI L6V, NEF Y AOFIHAEANE
OB, BEFENICLERHBU L ICBEIR
BRICABELTWARSEEFIZEIL, NV F—, 7
GYALFAV BER, VIR TN RETIII R
ERRRICR AR MBEEEL5LTW Y,

2. BEICHIANEME

(1) K1

FAYTLNERBEPEAENLETIE, B
ENEIEEREFEIOB/IE TR TATHDR
TWwiz, HENETIIRYRENEFHLT
Holnt, BEAOPEENTS—FH TREORE
P LRATHLE, BENLERIENEEIOET
WHE Lo Tz, BEAMRENDAFTIZARE
LI EDHBAEYIZIALDTHY, 20K
AL EEFAZEEEIER L2 oTwS, Ll
BN ERESBIAFTOZOOFBE O,
FRETH), FE£ZTTHHEBLILIZLET
Elahorz(HH, 1993), FIHE*ACEIETH
WENRZWIEE TSRO R ELRY | ik
P& D80 % I AHBIE ZHL Tz, HEH
BRMBB LU BEGROMECHLIT
VB, REEPBROMN. ADOERLLE
WA HEKBPOSTHBEMAKRELMELLRD.
PHEHF I3 EFRBUF IR 2 RO T 7z,

A ERIRIE 199548 1 AH 5 REREE 1 % (5748
Pf) TR —FL (BENERTOHR) . 1996 47
A 17 % (FrfEH) 1251 & BiF o n /s (a8
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BiEDbo72). HERBORL VI (a) EE
NELEEL, TV - 20FAEELT
e (b)) HEKBTHDOR T VLR NEDER
AEBEZERADILTHNOBHELBRTLIL,
() EETHEIZHR2>T VB ANDFHE % BFEW
WCEET AL (MEF YD) kETHoT
(Cuellar and Wiener. 1999), FA > ®# A 18100
FTADI B 110 AP A ERIRA S, 1075 A
PREAFERBRPSBHEZITITNE, EE
DIFO2ZLHTHY ., FMLL3FD 21375
ECTHB, 70, ZREOAGDOIIEENEY —
Y AEZTTBY., FO85%WHERTE.10%
BB . 5%V HRELBYOREBH LS
JTwi, SEONERRETI—EREELE
DB P LELBEAEELZBFONRLL,. 2O
REEIVEETH LD, L2LERWIIA#EDL
ERABLIFASTANIRBEELIEHIHS
RIS S (Alber, 1994) o ADDE
BILBLIURROBHEEME RS LT, REH
RIIEETELD1T%LHEDONTEY, HBHE
EYELERICEB T TRV, FIYV DA
EARBREIRE L 1.7 % DR & V) BRI/ N S 7%
BHETKEGHESHBBELRRLILADBILED
T %% (Cuellar and Wiener. 1999), L L. —%4
T, BEENE. BENELDIIIALNDERES
N=LTWwnewn)igfEdH 5 (Alber, 1994),
Reichert (1998) ix MR OME R L L TRD X
I EEET TV,
o BENFEREORELED;FEREIF TS,
o ENEREICHBESFET L.
o BERNORIRENE RENEDEOME
WRBROTETH b,
o KT ERRAHY ., i) AT HEEITAN -
ENTWVWADLITTIE RV,
o NEERBRLERRROERICHBEIH 5,
o« NEBRICBIAT—CAOERHBEMER
ELTw5,

OECDEEI- BT 2 &l H N

EENEH I IBEHRMT L HPHEMFOBRIZD
STV AA, BERTOHIHRAEIEKRET
»Hb, BERMTEBINTNTHEDRMN 2 EIRL
2oL AREICREEOGBIIER ST, Kot
2. N B0 AV B 2 BRTEHI) R
. HET T HROMER IO —XT T
ENTKBEEDRS,

EfHT — AL A —E A% 1 DOHIE TR
HTrAT T DEIIBT TR—-FbEILNT:
A5, B4 TIREREBROBICHE S FHOH AR
Bl LT A ERRASEA STz, RIRICK B A3
EXBETH-RELT, NELTV I ANDHER
BrFEELSHETVEHRN YD1 20OFHTH
Do NERBROE AL oTHEA L7 THEMH S
h., &Ko ZHMAHIR Sz, Ll ER
BT RTOF —E REHIN—LTVREDITHL
T NERBRRIVLEL ST - R TRTHAN—
LTWaADLITTidiwL, 72, BN#EREO TN
TEAN—FTHLDOTHIR W (FRHENEICES
BEBEINTVE), FEDANDERE IEFERER
MHR\TL—F T, &IV ANOERE II/HE
RRAFBHLTVRAEVIRESLFELTV S,
KAy TR ERBRTIEE -G (hEOBRE
RENERE) IO LTHE—BEPRENTHD,
e AND=—X B U eV IZERFIZE>
T3\, Lo T, REEONEOFEIZHH
o AT EENEREOREICLoTOAR
FH, Fr—A-TRVAVIOFEIZIZEALERH
STV, FAYBHFO#EETIE A #ET O
MR N # 42 % . EENFE 41 % (BRE29%.
BEWI12%). A ELTVEADESRBRERH
18%%E Tholzo T7-, 19984 6 A BRIE. A8
EZDAFTDIIEETHo72, TNOREEN#E
BEOBESEILTVEILERLT VS, i
F—CADE L CIIHAB L EES R WILY
METHb, BT EBREHL-0OMFZTIIAR
RRICKEY ., BE - B+ ANOFBIT%E
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FT. NPT —EADEZRT S TVEENS
ERELH D, BRI ENFEE TR SNT
WBRD, ELOTHEHEL, HRTLERINT
W DE MDD OfE L VI EELES 5 T
Wiy, UL, — A THEI T bR TS
DEIDEVIEARIIEY, ZOZLEEENED
MNZTODF—C AP LEE V) EL H S,

(2) 1¥uUx

A5 A @*ﬁﬁ%‘ﬁéﬁ i& NHS (National Health
Service) & 1% ZEoTREINTWA, NHS
liﬁéﬁhﬁtbf:IODﬁUET\ A& TER T —
CAZZTON L, MAERIE—HEHEID 5
A, 65U Lid—HAEIFRBEEN TS, fHiE
P — VY RIINHS DfkHR 7 7 & LT &1, 1995
FTWRR YN THo/z, HETF TIREBKOE
T, BH»5HDO—E#HEI4E (block grant) & HiGHE
DORTHELRTWE(E»SDOHBEH80%) .
1995 E DX HFHITAS BRI N THotzo HETT
SEERENET, FIHBFREIN S, HERkY —
CADBREREIIZE —HT, BEIGLTRD

L RFBEIREINTVD,
BNEEN 1 TR R~16 RN BHO—
ANEED 16 FRIFLUL 258

REV—ERAOBERFEAHLRETLILE) B,
EABRBERAECTAH. ZHERTLICHRDS
NTW5, B ALEDHEEERSS 2 OF %
%%wazmx FIH B AR D 10 %Kil T
HbD, NHS D#kEE 7 73R IE, F— vk — 4,
BIUHBTZION (EBE) . HEF TR+ -2
VTR=L T TAR—L, BIUFHETRZTON 5,
65U EDORERALES%THD, HENIT XL
IXGDP D 1.6 % (1995) T, ZD 35D 1IZRME
&ThHb, DEDOXGDPIIZSHAD1.0% 550
RIFLIBICERATHEALRT NS,

NHS ZAFVAERICIESERFEN TV 21K
THhY), BEE DI GDPIL b o R &1L

BATWVD, EFY—CAILEID TR S
NEREZLVHIFEZ FHPEROBIZEELTY
B (BIAL IRR, MEHIEIREL FLEODOAK
DAL D)o REEBRRBICA-TY S AXA
HD10% T, H/N—=LTW BB O H S LiEm
ROED TR, WHEHIBIKELBEFO
HiEVH 505, —HEELL->TVE ADEIEI
IS%HBETHL(EAN, T, BRE. BHR
DARERRBEINTVWDL720), NHS D4F#I
BME, BEREYO, ZELAMBERSTH o7
A5, 1990 F AL DT T [HLAE B 1 T 35 5 HE A
L) 4FHO B A4 - 72(Glennerster. 2000) o
# 2B ¥ 5 £ % H 4D Majority Report T3
#EF—UAEZNHS AU LI FXTiRtT A
ERROBMENTHLEVIERIGEL, HED
7D RE%GDPD 03 % T WMETLILERE

LTWA(FEETI2%EHHLT VLD RAEET
), 72220 BREEBABEHLS I E IR
heldAaesd, 2FEFRFRBICTREZLLL,

(3) 7AUH
TA)ATIEERGEE (65l L) DB XF20% 4%
TEZIEELEABRLT WS, 372, BREIIIVE
CABRLTBY, TAVIOERBIATLIBITLE
R -BD 355D 1 %48 5TV % (Dunkle and Kart.
1997), Mri#H —Y 2% BT HHA R % fizk 2
F=2 TR =LTHb, 65K EAODH LR
WCASTWEADEIEIZ6 % THAHD, Hidk AFTH
ERIRREICHEEE T L72BX2 10 %D A D HIgiC
FEATWD, F=2 07 R—LIZ AFTTARERIZE
WO EREEBIIBBICEETOoTN AT, HIRICHE
ATWVRDL6SEDADTELTTIZIEIIREREFA
THREFIEUTIFTOL, LET29D1BET
HB(FDILSTDVISELEARLTWS),
TA) A D ERE A — 50 % L AR
WEETHDLDN TV L, ¥~ 2RMEFIZ
INTTHE, BMENEBROIFTD 1 2HH

— 60—



LTVBATA A FIERRBREE MR ELT
Do ATAN T F =L TR —LBHICODWTH
BErOBELAZZDISOEFL2HRALE W
D, AT TORABIEF -2 IR —LBHDS5 5
DIUTTHE, 2717 7TMAE (65 EAD
D97 %) D 60 % I3 REMRIEIZHIMA LTV B A,
REOAERRICMALTY 2 AZS5%ITBE
T, RERBREINEBHERO1% L2 EDTW
%\ (OECD, 1999), =& e D44 %3
ZHREOBETH S, F— 7 h—LF (124
TRV 3E#HEICL->TEDOTRELHETD
D, F =TT F LI A>TV EBRENDIHBH
FOWADP O AP E2XIZ 5 AT 10% KL
#EET 2N TV % (Dunkle and Kart. 1997),

(4) B=x
HATIREAN %mﬁb%‘%fmmz)%ﬁ;’é@%ﬂ

B, NEfEORESDORIE., EREK

FAIL M ABDHIR % & %EE’J&szoooiﬁét

Ao N EERAEA SN 7z, BARDANEIRRIT

FATLIZFA VYV ONERRDP O RKE LR BEZT

TWVBH, ROEIBHETRIVOREL KER

oTWh,

@ FHEBEIEIZS KU L,

@ BERTOBIRED R,

@ THETH D RBRE TR L LTHAEFHHiRE
2 HR.SHELULORBEOREEIZL-T
Bh2,

@ 10%OFHFEEIRELNT VS,

® HAEARBRARLVOTLEHADAS %IIRET
HhbhTwa,

ENEFEIINECETARRBICIC U TSRS

X3 &hTwb, HNE (EET Y A0 HEK

F—V AP, BENEEOHE) IHEHIZERITS

N-ZEETHROLN, BERBIILCLT 77

Ty OEBRPRESNT VS, ¥ 777 EED

DR DT TIAT Y —DPLETHLH, 7

OECDEEIBIT 2 BkE/#

TRAT Y —DOIEE) R i — tme@FﬂfEu
ABOBELLTRENTY S, BHHAEICE
T 65 ﬁut@ﬁﬁﬁﬂﬁﬁmﬂ‘wﬂEb:z‘k'ﬁd‘%
LA EALLCLIZBAFEED 1 DORELL
TEHfi STV 5, HNERMTIEFA Y E BRI,
R RENEDA R LOTENERBORE
WKEoTHDARREENS, ¥ 777 DfEl % 7
TYAT Y= EVIELTELL. ¥ 774
Vrx—%ERAILLTEDL, COBRTARDY T
TATVY—ZAFVADLLALIIER>TWES,
—H T EBICREL DT 73 ATy —idH - R
HARFICBLTWALOZHREONEZLTLD
RELZVEVHIEDIHEHEIA TS, 2013
WCHARO S EERIIET AN EME ST AL
CADPTFICHAR TN TR VWEWIRIERED
5o ENEREBLVTFEL EONENERROXZ
W E %5, T RBORKRSNERRER
BN BITHIENERBEOIANPE L —F
T, ZAEBBOHHIIHIIRAD LRV, Z0
R, AERERORBES & LT PR EEED
REABAL AT KEEDB | & TIFIC L5 X BT AL
B - %2 % (Campbell and Tkegami. 2000) . /R
DFFHF 1% 20004 BE T 4.3 9k (112> A 4) . 2004
EETORMABEL RATH T8, BEICER
DT 1 IR 5 R ASRET S hah
DTV b,

3. SEMENHOBMWERE

(1) ENEX

K3V OPDOEIIDWTHERRE D ADL
BENERERLIZDBDOTH D, ZORIIFEHEAFT
BOLZBEKRFL., /0. FEBEOREECTCHE
ENF—FTREVOT, RELEBRY TS
EIXTELRV, Lo L. M- ERMERIICRDES
REREZHRALBILIITEL, FRERO LA
EELICADLEMAERIIE Y, 280K LT
BEICEL > TWwh, ADLEN#ERIIIMED
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HY), FERER TR HTHFBEBRIVEN (TS
YADTS AN LA A D 0K IIBINN) T/,
BERDF =53R4 VL HBEEL LTV 5,
RAITERAFEOEE % - ERRERIR
L7250 THhb, ZEED 80K TIERER AR
FEOE ALK, 80U ETRIBICE $-
720 $72, IS EClI LB AFTEE &
BHOBBURISEL LETHY, 7BLLLA
O ZKEDFHREBEOK2EL LV, HikA
HEIEBHHICKUEYS V, HFTRNAVF—T

RS, BLBBIRR. TR, RN E O EH R
TTeLBETAIPEIPDERLEMTH o7
(OECD., 1999), FDHIE IR YT 75 %) 51
WL EE, FMYRTAVA THLEBPLRIBES
DEEVEELREHR TH -7 (OECD, 1999), F
7o, MEER T T OFIR I - ARMEICLSTY
HEIN, TAYATRER 7 TRRAE T4
MXEISHEBEEZLLTIENRENTVS
(OECD. 1999), #EEREE I 7SRUR ST
ENSELDETHRE SN TwD,

®3 HAETEREDADLENEE

(BAL 2 %)
F=ZrF)T | TIVA FAY HA *I58 1FYA TAH
PR (1993) (1994) (1993) (1995) (1995) (1994) (1994)
5B T | B S B T | B z | B Z | B %
65-69 62 84| 1.1 08 1.7 19 12| 86 170| 45 65| 50 65
70-74 90 144 | 1.1 08 3.2 30 24| 86 170] 45 65| 62 96
75-79 120 188 | 13 26 63 57 40| 170 20| 60 90| 102 145
8oLl 1 358 451 | 32 79 17.6 126 154 | 283 448 | 147 194 | 191 312
650k 151 207 | t5 3.1 6.8 49 51 (136 254 | 66 102 | 89 148
a4 AJr—T
R (1991) (1995)
B | B z
65-74 39 49| 100 127
75-84 104 159 | 181 255
85l E 353 469 | 359 369
65LL Lk 68 130 | 147 205
il o F47i3 Alber (1994) , HA3 1995 £ E RAEEERERAE, €SS OECD (1998)
F4 BEAFEOEE
(AL 2 %)
HFy TIGA FA B AYr—Fr| AFVA TAN T
PR (1991) (1994) (1995) (1996) (1990) (1991) (1994)
5 x| B | B Z | B T | B |5 5’8
65-69 1.4 0.7 15|03 06 13 12| 20 16| 11 09| 1.0 09
70-74 24 12 25| 05 12|19 23| 23 22| 16 19 1.8 18
75-79 5.6 28 62| 18 24| 30 47 36 42| 29 43| 31 42
801l E 23.4 100 217 | 54 139 | 69 131|110 162 | 90 169 | 94 180
65 L0k 7.6 38 83| 15 38| 27 50 42 63| 30 62| 32 64

g o BRI (1999), 212 OECD (1998)
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(2) FT&EDEAR
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TOEBHTRETH o720, F— TR —u~
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B ARV E 7 — AN HE FA Y THREKD
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WML WHRIC 1S ALV 2 BEAL
LIt AT REEAD20~30%., £\
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N EERBICFOBULERL 7 (. 1997)0
COENIC190FERFTF I TOHERLLT, AR
AV TIREDFI0%., HFFTH20%. IFVAT
BBHR10~20% (7 LAFVATIIELDOH
EREREPRRINTBY), BREMERILoTK
ERENHT)HFAEDIFEHENLEE SN
TVvyA (WHO. 1997), 7AY 5 Utilization review
DRER D LB WRFI A OBEY) ST 2 FHOR
SN BA, HAEMIETIZ10~15% D ABE%E HIRK

OECDHEICBIT 2B ENH

TEXBELTWVAENY, JIOMETREELFRIT
HALNT, BEMOHLERIIBLN TRV,

(38) ¥ —ERiRfit

P -V ABHEEEDONT U ABITREORME
VEETHL, HERBIUERBRIIZHEED
EBO = —F2lizT00BY L EERLICE
NENEFIICH —E REBELTVAIENS
vV, B, BEEBEICIAY Y ADHFHFIT AL
BEV, ZORMBEIINERRO L) 2IBEOLH
FIEDEAIIL>THEMINLEALNS,

W THbaIa=d4-FTICHgIEITYH
KELIANDEHIIET LR W LR RERIE
TLTW3, ZOBBLLT, BEEY-EYADOE
EREbOTMERINTHEIE, NEDOIX
MINBOHF TR BENFOREICF K
LTWAIE, D209 F 5h 5 (OECD. 1999)
BEEENMEOANZ. BEICWIIEHBRICWVWE
7«1’.[‘]1%0):37\]\7)‘75‘75‘63211\ TETHB, 22

ENEREOREE - RMoRSIR= X
ol hEELFRIC. RO —ADEHW AR
FTRBHETRETHHEIEZ FNEINL,

(4) =wENEOIZL
Eﬁtﬂﬁs\nu KETLIEHAL AL
BETHEY, RN ERIZOVWTRT—=5D
t;wﬁ%@wo OECD (1999) {2 & % & F#h & /i
CETLHEIAMNIGDPD 1.5% LT OEDNL W
WA TY, NI — A7z —F VTIEGDPD
27~28%LEDLDTHEV, /VIr—bATx—
FUTIREFDIZIZTRTHIAHHEICLLLDT,
CO2DEUSICT v =T T T b RS E
# 3 GDPI) B EV (K1), AMNEEDID
MR —EAD Y 271370 %Rk H 5\ idZh L
FOEWKESTTH L, FAVREENEEE
Iﬁ%b*ﬁ]%%tﬁﬁﬁ A EBOEEIT45 %K
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DBEIKE TS, AOERILOBEE ISR
FEORBREOM LICL-oTHLBREMK SR,
OECD (1998)1Z & 5L Ay /7% (3 GDP 1) 134
BRELBAELY RIBIHEMTHEHEF IR TS
Bl 2 v (B A EFISE T, 20004 0.8 % 20204
14 % EHFFEINTV D),

(5) EWEICHLPIER -NENIXL

EEODRELBNT27-OICHELZDFER
RETHEBRITSHTIERFb - Tw5E, A
OXBE#ILLTEY, COBEIZROELSHE
RELILELZERIL D BEENENLTH A,
AL BB TORE - IR EEEORRS /
INTHREELRBEEERIZLTWBRILNRENR,
SLEEROFIE L, BHSLELS[ 2250 7%
FLEINOERLEDPER SN TV S, mEEIC
REEENTVEHEY - 20L& KELES52
ZEIEoT, NE#EY — Y RDOMBRIT AL EBH
Wb, BRECH,IPAEHFHIAPLTIIA
B B R LA ARICEBES, BHE, M. Bk
IAMZLEL, TR EEES) ORI E
LS, FRICAZDLWF =53 e r i hEBs
nhv, R5E365FULOERBE L2 LHE
# N EOTIANFGDPL) & 72 EIC DWW TR

BLEVDTH L (EHRIGSEUALDSTH LA,
NEIEICLoTSHERBOTIEEINT VS,
RS5EBE AT —F U EBROWTAWFIEICLS
- NEOEFIATNIGDPD4%BLLTTH
Bo AXVATIRIDIINIZAMEEINGDP DK
6%. HEY—YAH04% T, BEITHE 6552
LOBRE PP EHEWIAMNIGDPOH
95% LRI SN B,

4. LTV

A TIZOECD#EICB T EREN DT
KEBMEBL:: LT APEICOWTERENED
LTI, BRICEERRICKE L - ERE
NEDOBWHREO VO 2 I LT CEgRL
Too VLA ERBRHEELZHRALTCVLEIZS
NETOEZARAVERERIZTTHAEY, BRE
NEOMBIHPLHFELTBY., E0 L) LH
BETH#ES-CALRMLLIL. (a) ENFERE.
(b) 45+ D FEIE CGRMAA T vs HEM) . (o) /¥
Y-V ADEBIVN#E~ 37—, (d) BEY—
CRLNES - AOFHE, (o) BARELHIE,
REREECEKBOBRETH L, 80FEHDL I
S LD AN o THE=—XIZEBH OO
THY), COBENEL NI A7 LTAMKIE

®5 =HE GSEUL)ICHH»BER- HEIX(TGDP L)

(BAL : %)
il TIVA KA SN ATr—=F | AFYRX TA)A

NI+ RLH

% (1995) 3.6 4.1 3.4 3.0 2.7 29 52

I3 (92-95) 1.1 - - - 27 13 1.3
AHHIRE

Be#% (1995) 33 2.6 24 22 24

413 (92-95) 0.8 0.5 1.0? 0.9° 2.7 1.0 0.7

BE# . OECD (1998) 2 bLicBmlE S #3lE
413 . OECD (1999)

21997 4E O FH. Schneider (2000)

® 20004 DB iE
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MEZET, EDIINTHN—FTREPIIDVTHE
HEEIIER L TV b,
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LB CEEREY - AO—EELTAHEY —
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Zo UL, AT — AR RM TR LLTITR
oI AMFRLEL TAMNBLIUREE S LT —
YADKEOWE THRE I bIERAROLNT
W5, RELORELL LIV ERE OFTEK
AL 720, BEAEFHICO 2SR ICHY
THESRIFAAEER (DR EFH L) DK
DENBEDNEEIZH->TWD, BETIIBHEL
HEIPSBEEEFLILP KN LFEAICE>T
WA, HETIZIANDD DL ERENOS
FANRENEEZOBVAICHLEENLONS
T EH—fEHTdh B (OECD. 1999), A#EIT AL
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1. Introduction costs? How to make the health care system more
All over the world, industrialised countries are facing responsive to patients’ needs? And how to ensure
much the same health care issues. How to contain access and quality of service, particularly for the elderly
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and disabled? This paper describes Dutch policies
dealing with these issues and outlines the main reforms
that have taken place in health care in the Netherlands
over the past fifteen years.

Small in terms of landmass, the Netherlands is one
of the most densely populated countries in the world. Its
population is larger than that of any Scandinavian
country, Belgium, Switzerland or Austria, but smaller
than those of Germany, France, or the United Kingdom
and much smaller than that of Japan. Both by tradition
and because of geographical factors, the Dutch
economy is very open. Partly for that reason, the Dutch
welfare state—including the health care system—
shares common elements with those of the surrounding
European countries. For example, it exhibits the same
high level of public expenditure and generous welfare
entitlements as the Scandinavian systems. At the same
time, however, the Dutch welfare state is in some
respects atypical and unique. Whereas public
contributions have been used in the Scandinavian
countries to facilitate women’s participation in the
labour market, tax credits and generous family
entitlements have been used in the Dutch case to keep
women out of employment. Until about 1990, female
labour force participation was much lower in the
Netherlands than in surrounding countries. A marked
traditional preference for maternal childcare in the home
and a highly valued family life made the caring
housewife the main role model for women in the
Netherlands: a luxury only a relatively affluent society
could afford (Pott-Buter, 1993). An equally atypical and
unique feature used to be the relatively high percentage
of elderly and disabled people living in institutions in the
Netherlands compared to other industrialised countries.

In the mid-1980s, two mutually contradictory
policies were announced: the government wished both
to boost female labour force participation and to
implement health care reforms to increase home care.
The idea behind this was more independence of the
elderly and that professional home care would be
cheaper than institutional care. At the same time, budget
cuts were introduced in the home care services,
producing a greater reliance on informal care, most of
which, it was assumed, would be provided by women
This is one example of the many current dilemmas in

the Dutch health care system. Other dilemmas
discussed in this paper relate to funding, financial
planning, insurance cover and quality of care.

The average health status of the Dutch population
is very good. Scores on all major health indicators,
such as life expectancy and infant mortality, are among
the best in the world (OECD, 1999). This is partly due
to the fact that the entire population, irrespective of
social or economic status, receives in principle the
same quality of care, and because virtually everyone in
the Netherlands is covered by health insurance. Total
public and private health expenditure amounts to 8.5
per cent of GDP: a favourable position compared
with other countries (VWS, 1999, p. 153). However,
because the increase in health care expenditure is
outpacing national economic growth, efforts are being
made to deal with increasing health care costs.
Moreover, the rising average age of the population and
the availability of new technologies and treatments are
creating new problems and dilemmas concerning
equity and access to care.

The main health care reforms introduced to deal
with these problems over the last fifteen years, have
proved to be less dramatic and more incremental than
the grand redesign announced by the government in
the 1980s. There has been a step-by-step process of
change designed to redirect the system by focusing on
a variety of aspects, in much the same way as the
reforms in countries like Germany, Japan, Italy and
Spain. A brief overview of the history of the Dutch
health care system will help the reader to understand
the slow progress of reform and the present state of
affairs. This is provided in section 2. The present
health care situation is described in section 3. The
changes over the last decades of the twentieth century
and its main achievements during that period offers
section 4, which also outlines a brief evaluation with
arguments for and against future reforms. The article
concludes with a summary.

2. An affluent and consensual past

For centuries, the Netherlands has enjoyed great
prosperity. Modern economic growth started in the Low
Countries in the seventeenth century, predating
industrialisation in England (De Vries & Van der
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Woude, 1995). Ever since then, high incomes, low
female labour force participation and high fertility have
been enduring characteristics of Dutch society. The baby
boom of 1946 to 1947 was even greater than in the
surrounding countries, but so was the drop in fertility
after 1972 (Pott-Buter, 1993). This means that the
percentage of the elderly will peak more sharply in the
Netherlands than elsewhere in Europe and that it will do
so later (in the 2030s). High growth rates per hour
worked (Van Ark et al, 1994, quoted by Hartog, 1999,
p. 2) and a high percentage of part-time workers are also
atypical and unique in north-west Europe. The latter
inspired Freeman (1998) to call the Netherlands the first
part-time economy in the world (see also Visser, 1999).

Another feature of the Netherlands, which can be
traced back to its early history, is the consensus-
oriented approach adopted in politics and social relations.
This is clearly reflected in the institutions of the labour
market, the social security system and the health care
sector. There is consultation, coordination and
bargaining over all important issues and between all the
parties involved: the government, the trade unions and
the employers’ federations. In the case of the health
care institutions, this includes the care and cure
providers as well as the public health insurance funds
and the private health insurance companies. This has
given rise to one of the main dilemmas in Dutch
politics: are these corporatist institutions synonymous
with rigidity or do they in fact create flexibility (Hartog,
1999, p. 57)? The consensus-oriented model has been
successful in relation to wage determination, but has
proved too cumbersome in the social security sector
(where it has encouraged a large influx into disability
schemes) and the health care field. It is the awareness of
this latter fact that has triggered the recent restructuring
of health care organisations, discussed in section 3.3,

The Dutch health care system shares common
elements with others in Europe. These systems fall into
three main categories. The first is the Bismarck model
conceived in Germany in 1881. The second is the
Beveridge model, represented in a draft for the British
National Health Service in 1944 and enacted in 1946.
The third is the Semashko model, based on tightly
centralised state control and developed in the early
Soviet Union (Vienonen, 1997, p. 20).

2.1 The Bismarck Model

The German (Prussian) Chancellor Otto von Bismarck
introduced a national compulsory health insurance in
1881. No similar insurance was introduced in the
Netherlands until 1941, but private insurance against
the costs of medical care was known long before then.
Voluntary contributions based on the ability to pay have
existed in this area since the Middle Ages. The
medieval guilds obliged their members to make such
payments and various funds and forms of insurance
remained in existence after the abolition of the guilds in
1798. In the mid-nineteenth century, doctors in the
larger towns established health insurance funds for the
urban poor. In the early decades of the twentieth
century, thanks in part to the efforts of a growing trade
union movement, voluntary insurance was gradually
extended over the whole country. However, none of this
amounted to the kind of national compulsory insurance
scheme Bismarck had introduced in Germany. In order
to guarantee healthy manpower for industry and the
army, Bismarck required all blue-collar workers with
wages below a certain level to pay a percentage of that
wage into a mandatory “public health insurance fund”
(Krankenkasse) providing insurance cover.

It took half a century of debate and many different
attempts at legislation to achieve this kind of system in
the Netherlands. It was not until in 1941 that—under
pressure from the country’s Nazi occupiers—the
decision was finally taken to introduce a compulsory
insurance for employees (and their family members) in
the Netherlands. The decree drastically reduced the
number of public health insurance funds and changed
the administrative arrangements. It introduced
mandatory contracting of health care providers,
eliminating the independent contracting role of the
funds. Public health insurance funds became
administrative agencies which no longer faced insurance
risks, as all of their expenditures were fully reimbursed
by the central administration (Okma, 1997, p. 9).

There followed a period of piecemeal legislation
and development in the 1950s and 1960s, all of which
was eventually replaced by a unitary Health Insurance
Act (Ziekenfondswet, ZFW), passed in 1964. This came
into force on 1 January 1966 and provided for a
compulsory insurance scheme covering all people in
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low-paid employment and comparable groups, and a
voluntary scheme for those on low incomes and not
eligible to participate in the compulsory schemes. In the
1970s these voluntary schemes faced ever-worsening
financial problems because ‘low-risk applicants” were
able to obtain lower-cost private insurance, leaving the
statutory schemes with a disproportionate number of
‘high-risk individuals’. This eventually led to their
abolition in 1986.

2.2 The Beveridge model for home care and
long-term care

The Beveridge Social Security Plan was presented in
1942 by a committee of the British government chaired
by Sir William Beveridge. The plan provided for
unemployment, sickness and disability benefits,
outlined desirable training and retirement programmes,
and envisaged maternity benefits and allowances for
widows and dependent children. All citizens were to be
eligible for these “cradle to grave” benefits. The Dutch
government in exile in London appointed a committee
to advise on the development of a post-war social
security system in the Netherlands. The ideas of that
committee, with their emphasis on benefits for everyone
on a minimum income, are clearly reflected in the
Dutch “general” social security laws which cover the
whole population.

The piece of legislation highly relevant to this
article is the General Exceptional Medical Expenses
Act (Algemene Wet Bijzondere Zieketekosten, AWBZ),
which came into force in December 1967 and began
to be implemented in January 1968. This provides
insurance cover for the costs of home care and long-
term care. As in the case of the public health
insurance funds, the late introduction of universal
public provision in this field does not mean that no
long-term care existed before then. The first local
home nursing services and home help organisations
were founded more than a century earlier. As the
Dutch term for them—~kruisverenigingen, literally
“cross associations”—suggests, many of them were
established under the auspices of one of the Christian
churches. Private funding was gradually replaced by
public resources and national organisations were
established (Van der Linden & Van Dam, 1997, pp.

73-74). After 1982 the home care organisations became
part of provision under the AWBZ. The scope of the act
has been extended over the years to cover more and
more elements of health care. There is no upper or
lower age limit for cover. Residence in the Netherlands
is the main criterion for eligibility.

The same Act did away with separate legislative
provision for medical care relating to industrial injury
and occupational diseases. Mental health services are
also covered under the AWBZ. Over the last century,
mental health care has undergone a gradual shift away
from the provision of asylum and custodial care and
towards assessment, treatment and possibly cure. Up to
the Second World War it was dominated by German
psychiatry; thereafter, the influence of American
psychiatry increased. There has also been a shift away
from treating only patients with typical psychiatric
problems towards the provision of therapies for people
with less extreme psychological and psychosocial
problems. These developments have been paralleled in
all OECD countries. Distinctive aspects of the Dutch
situation are the solid basic funding for mental health
services and, at the organisational level, the very far-
reaching categorisation of patients (Schnabel, 1997,
pp. 119-120).

2.3 The Semashko central planning model
The most recent development in the Dutch health care
system is the growing influence of central government.
During the 1960s and 1970s centralised government
coordination and planning were widely embraced in a
wide range of policy areas (Okma, 1997, p. 67). As in
many other countries, health care was often provided in
the past on a charitable basis. The sick were cared for
by monastic orders and the first hospitals were founded
by the different religious denominations. In the Dutch
Republic of the seventeenth century, the larger civic
authorities had relatively extensive local powers. Local
government took responsibility for public hygiene,
refuse disposal, law and order, and the care of the poor
and sick (Rengelink & Schrijvers, 1997, p. 36).
Municipal provision persisted on much the same
basis right through into the twentieth century. There
was little planning at national level until the end of the
1950s, when there was a surge of economic growth and

—69—



NSRBI Summer 2000 No. 131

(especially from 1964 onwards) rapid expansion of the
health care sector. Many new health care facilities were
developed (mainly hospitals), and government influence
grew (Rengelink & Schrijvers, 1997, p. 36).

Nowadays almost all hospitals are still private non-
profit organisations—not part of a nationalised system
as in the Scandinavian countries and the United
Kingdom—although they are heavily regulated by
government. Prices, production and capacity are all
subject to centralised regulation and a government
license must be obtained to build any new hospital.

Today, another important element of central
planning is the central regulation of maximum fees for
doctors, nurses and other medical services and central
control of the budgets of the public health insurance
funds, nursing homes and other institutions. Moreover,
the government imposes admission quotas on degree
courses in the medical field. Recently, regulation of
private health insurance has appeared on the political
agenda (see next section and Okma, 1997, chapter 5).
The government also regulates consumer protection and
patients’ rights.

2.4 The need for reform

As in most welfare states, by the end of the 1970s,
arrangements were in place to compensate for loss of
income due to unemployment, illness, disability,
widowhood, children and old age. The two oil crises, the
decline in economic growth, the rising unemployment
rate and the increasing public expenditure of the 1970s
led to a reform of the social security system, which
reduced the level and duration of benefits. The health
care system—in contrast to the practice in many other
countries clearly distinguished from the social security
system—escaped most of these cuts. This was to
change in 1987. A committee appointed by the Minister
of Health published a report which has since had an
important impact on Dutch health care policies
(Commissie Dekker, 1987). The committee identified a
number of reasons for reform. Firstly, the problems
related to the fragmented and uncoordinated system of
three separate insurance schemes with different
contributions. Secondly, the very detailed regulation of
the health care sector, without provision for
individualised care. Thirdly, the lack of incentives for

efficiency and of instruments for cost containment.
More government intervention had not led to improved
control. The message of the committee was clear.
Without reform, access to good health care would no
longer be available to all. The government endorsed the
arguments for reform (WVC, 1988 and WVC, 1990)
and proposed a grand redesign of the system.

The proposed new system was a compulsory
comprehensive health insurance for the entire
population, based on regulated competition between
public health insurance funds and health care providers.
Besides the basic public insurance package, people
were to be free to buy supplementary health insurance
cover if they so wished (Van de Ven, 1998, p. 6).
However, the plan met with such strong political
resistance that it could not be implemented. In 1994 a
new government and a new minister of health announced
a health care policy of incremental changes—a step-by-
step process—to resolve the various dilemmas instead
of the radical reform envisaged earlier and a re-
organisation of the health care administration.
Convergence became the watchword (Van der Steur,
1999, p. 14).

3. Today’s Dutch health care system and
its dilemmas

The history and consensus-oriented nature of Dutch
institutions has produced a complex system of heaith
care provision and administration. That is why medical
care is divided into three categories, dominated by two
public insurance acts: the General Exceptional Medical
Expenses Act (AWBZ) for (long-term) care and the
Health Insurance Act (ZFW) for cure. Figure 1
summarises the description of this section.

3.1 Three categories of health insurance

* The first category covers expenses associated with
long-term care or high-cost treatment. This includes
hospital care for periods exceeding one year, long-
term home nursing and long-term institutional care
of the mentally and physically handicapped. These
“catastrophic risks” cannot be covered adequately by
private insurance and are therefore covered by a
national insurance scheme under the General
Exceptional Medical Expenses Act (Algemene Wet
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Three categories of

Administration Insurance cover Contributions Providers
health care
31 care offices 10.25 % of taxable 327 nursing homes
85 Regional Assessment (public individual income up to a 1,200 retirement homes
Long-term care, mental, Committees insurance) maximum income of 154 institutions for
institutional and home regional 22,233 per year physically handicapped
care total population 148 for mental care
Over 100 home care
organisations
29 public health 8.1 % of wage income 143 hospitals
insurance funds (public family insurance) | up to a maximum of
or 2/3 of population 29,314 per year* and 7,000 general
Cure and short-term 50 private health flat-rate premium practitioners
hospital care insurance companies Private Insurance
(individual insurance) Flat-rate premium 14,000 medical
nationwide 1/3 of population only** specialists
See above Private insurance Flat-rate premium See above

Supplementary care

9/10 of population

*  Self-employed up to a maximum of 18.695, old age pensioners up to maximum of 18.650
** Elderly and disabled pay a standard fee (they are subsidised by other privately insured people)

Figure 1. The Dutch Health Care System in 2000

Bijzondere Ziekiekosten, AWBZ). Both home nursing
and home help are also covered by the AWBZ. In
addition to nursing as such, the home nursing
package comprises support and counselling in
relation to illness, recuperation, disability, old age
and death, antenatal and postnatal care, and regular
check-ups for babies. Items of nursing equipment
(such as wheelchairs for temporary use) are available
on loan. The home help package covers domestic
assistance when informal support by family, friends
and neighbours has proved to be insufficient. As
previously mentioned, the AWBZ dates from 1967,
but has witnessed many changes since then. The
basic principle has remained the same. The scheme
still covers everyone resident in the Netherlands
(irrespective of nationality) and all non-residents
employed in the Netherlands who are liable to pay
Dutch income tax.

The second category comprises “acute” medical
care. Approximately two-thirds of the population is
currently covered under the Health Insurance Act
(Ziekenfondswet, ZFW) and the remaining third by
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private health insurance or a special health insurance
scheme for public servants (5 percent). The basic
principle of the 1941 Act and its successor the Health
Insurance Act of 1964 still applies, in the sense that
all employees earning an annual wage below a
certain level are covered. Nowadays, self-employed
people on low taxable incomes and all recipients of
benefits and old age pensions on low incomes are
also obliged to be insured under the Health Insurance
Act. Dependent family members such as children
under the age of 18 and spouses without an income
are automatically covered. All those insured have an
annual opportunity to choose between the different
public health insurance funds (numbering 29 in
2000). The insurance package they receive covers
hospital care for periods up to one year, as well as
general practitioner services, prescription drugs,
para-medical care and some dental care.

The privately insured can choose any of the 50
private health insurance companies. In general,
standard cover is the same as in the public health
insurance fund package. The main difference
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between private and public health insurance is the
method of financing.

* The third category of insurance schemes consists
of supplementary insurances, which can be bought
from both the public health insurance funds and the
private companies. These can be used to obtain
cover for extras like additional maternity care,
medical expenses incurred abroad, alternative
pharmaceuticals, hearing aids, first-class hospital
catering and accommodation, specific dental care
and prolonged physiotherapy beyond the standard
cover offered by schemes in the second category.
Ninety per cent of all insured people have
supplementary cover.

3.2 Contributions

The AWBZ contributions are deducted at source,
together with other general social insurance
contributions and income tax. Payment is compulsory
and the contribution is equivalent to 10.25 per cent of
taxable income up to a maximum of 22,233 per year,
so the maximum contribution for each taxpayer is
limited to 2,279.

Contributions for the ZFW funds are also income-
related, but the relevant income base is different from
that of the AWBZ. Present-day contributions are
supplemented by a flat-rate premium per insured adult.
Financially dependent children (under the age of 18)
are covered automatically by the insurance of either
parent. Employees earning less than 29,314 per year
contribute 1.75 per cent of their income to the
insurance fund and their employers pay 6.35 per cent
over the same wage income. So the total contribution is
(in 2000) equivalent to 8.1 per cent of wage income.
No contribution has to be paid over other types of
income (as in the case of the AWBZ).

Self-employed people are now (beginning in
2000) compulsorily insured if their average annual
taxable income over the previous three years has been
less than 18,695. They have to pay the whole 8.1 per
cent premium over this taxable income themselves.
The same applies to old age pensioners on annual
incomes below 18,650 (who pay 8.1 per cent over
their state pension and 6.1 per cent over their
supplementary income).

The Ministry of Health determines the percentages
of the public contributions to both the AWBZ and ZFW,
while the flat-rate premiums are established by the
public health insurance ZFW funds themselves. These
flat-rate premiums can differ from one fund to another,
but once they are announced (at the beginning of the
year) each public health insurance fund must demand
the same flat-rate premium from all its contributors.

By contrast, the private insurance premiums are
flat-rate contributions set by the private health
insurance companies competing within a free market
and determining rates individually on a risk-related
basis taking into account factors such as age and type
of insurance policy (scope of cover and amount of
own risk).

3.3 The organisational structure
At the apex of the hierarchy, the Ministry of Health,
Welfare and Sport, (Ministerie van Volksgezondheid,
Welzijn en Sport, VWS) is the organisation ultimately
responsible for the health care system. Between the
Ministry and the grassroots organisations—the care
offices (for the AWBZ), the public health insurance
funds (responsible for the administration of the ZFW),
and the private insurance companies—there are five
independent governing bodies, as is illustrated in figure 2.
The largest of the independent governing bodies is
the Health Care Insurance Board (College voor
zorgverzekeringen, CVZ). This is responsible for the
administration and financial management of the two
insurance schemes under the AWBZ and the ZFW. The
CVZ was established on 1 July 1999 and replaced the
Sickness Funds Council (Ziekenfondsraad), which had
been in existence for over 50 years. In that body there
were 40 seats, representing various interest groups such
as public health funds, providers of medical care, labour
unions, employer’s federations, independent experts
and patient organisations, while the new CVZ consists
of nine independent persons directly appointed by the
Minister. On the same date, the supervision and
implementation of the two insurance laws was
delegated to a special committee: the Supervisory
Board for Health Care Insurance (College Toezicht
Uitvoeringsorganisatie, CTU). This is to change in
2001 to working independently of the new CVZ. The
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Ministry of Health, Welfare and Sports

VWS

Independent governing bodies

Health Care
Insurance Board
CVvZ
Supervisory Board*
CTU

*

31 Care offices 29 Public health insurance funds
(50 Private health insurance companies)

Organisation
for health tariffs
CTG

3 other
organisations**

By 2001, the Supervisory Board for Health Care Insurance CTU will be working independently of the CVZ

** Two hospital facility boards (for building and rationing) and a body to translate policies into practical measures

Figure 2. The Organisational Structure

CVZ advises the Minister on the annual adjustment of
the contribution rates for both insurance schemes,
administers subsidy schemes for research and
innovation in the health care field, allocates budgeted
resources to the public health insurance funds and
promotes efficiency. It collects and publishes statistics,
warns and informs the Minister about all matters
concerning the two insurance schemes.

At grassroots level, there are now 31 independent
regional “care offices” responsible for implementing
the scheme under the AWBZ. These were established in
1999. Before that time the public health insurance
funds administered the AWBZ as well as the ZFW.
Independent “Regional Assessment Committees™—all
85 installed in 1998 and appointed and funded by local
municipalities—decide what package of long-term care
is most appropriate for each individual patient and which
institution, or what mix of home and institutional care is
most suitable. They must register patients and provide
the care offices (and so the government) with clear
information on the number and characteristics of patients
on the waiting list for specific home nursing or other
home-based or institutional care. The committee also
advises on adaptation of the home (for example, stair
lifts, ground-floor bathrooms, grab bars, etc.). The target

group is mainly composed of the elderly, the physically
and mentally disabled and those with chronic diseases.

The work of the care offices includes contracting
services from home-care organisations, psychiatric
hospitals and other institutions and collecting the income-
related charges which individual patients have to pay.

The 29 public health insurance funds are nowadays
to a limited extent risk-bearing enterprises, like the 50
private insurance companies. The ZFW contributions
are collected in a Central Fund and distributed over the
public funds. The budgets allocated to the funds do not
cover all the costs. The shortfall has to be covered by
the flat-rate contributions coltected by the funds
themselves. They vary from one fund to another and are
considered to be an important means of ensuring
competition between them. They show increasing
differentiation. Insured people can change their health
insurance fund once a year. Private health insurance
companies cannot refuse clients.

The public funds are allowed to negotiate with
individual providers about fees and to contract them
selectively.

3.4 Private provision of health care
Health care is provided by thousands of institutions,
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tens of thousands of contracted or self-employed health
professionals and hundreds of thousands of other
health workers (Okma, 2000, p. 3). There is also a
substantial input of volunteers.

Medical treatment

Public health insurance funds and most private
insurance companies require that patients consult a
general practitioner before approaching a medical
specialist. Except in emergencies, hospitals normally
demand a referral from a general practitioner before
providing treatment. Therefore, general practitioners act
as gatekeepers for specialist and hospital care. General
practitioners are paid on the basis of per capita flat-rate
fees for patients insured under the compulsory public
scheme and charge fees to privately insured patients
(who then claim them back from their insurers).
Specialists are either paid salaries or fees by the
hospitals for which they work or they charge fees for
treatment in their private practice directly or indirectly
(via their patients) to the insurance funds.

To enhance rationalisation of ancillary diagnostics
(which follows the recording of the medical history and
the physical diagnosis) the Health Care Insurance Board
publishes a two-yearly document known as the
Diagnostic Compass (CVZ, 2000). The Compass tries to
prevent unnecessary and insufficient diagnostic
endeavour and to promote the appropriate performance
of tests, in line with current views.

Hospitals

In 1999 there were 143 hospitals with 55,400 beds
(Okma, 2000, p. 4). There are eight university teaching
hospitals, which are regarded as leading institutions of
special excellence. In addition, there are 103 general
hospitals providing various forms of specialist treatment
and 32 hospitals which provide treatment only in
selected areas, such as cancer, rheumatic diseases or
ophthalmic disorders.

Home care and institutional long-term care

Over one hundred non-profit organisations provide
home care. To improve efficiency, the National Cross
Organisation and the National Council of Home Help
Organisations merged in 1990 and formed the
Association for Home Care which all the organisations
joined (Van der Linden & Van Dam, 1997, p. 73).
There are 327 nursing homes (mainly for the elderly: 50

per cent of residents are over 90 years) and 1200
retirement homes. Physically and mentally handicapped
people are often placed in institutions, of which there
are 154 for the first group and 148 for the second
(Okma, 2000, p. 4). Over the last decade institutional
care has been slightly reduced and replaced by home
care and outpatient treatment.

The largest group of home nursing recipients are
people aged 70 and over (Van der Linden & Van Dam,
1997, p. 75). The main problem is the long waiting list
for the necessary care. This is the result of various
factors which together mean that more people need
nursing or other care in the home, while fewer people
are able or willing to provide it. As life expectancy
increases, there are growing numbers of elderly people
and also of the chronically ill, and (therefore) of one-
person households composed of a single elderly widow
or widower.

Very few people over 65 live with relatives other
than a spouse (only about 2 per cent), though a
comparatively large proportion live in institutions (10
per cent in 1989, down to 8 per cent in 1999). This is
not a new phenomenon, as it is in other countries. Even
in the Dutch republic of the seventeenth century, one-
family households predominated (see also Pott-Buter,
1993, p. 170). Two or three-generation households have
been exceptional. Even on farms, parents and their
remaining single children tended to leave the farm once
a newly married son and his wife could take it over.
Consequently, the percentage of multi-generation
families has always been very low in the Netherlands.

This means that spouses—both male and female—
have always been the primary carers. Where they were
unavailable or unable to provide care, other close
relatives or neighbours stepped in on an informal basis.
This kind of informal care has traditionally been seen as
a mainly female responsibility, but these days young
women remain in the labour market after marriage and
older women tend to return to it once their children go
to school or leave home. They are therefore less
available to provide informal care for family or
neighbours. Other factors are: greater mobility (of adult
children); the higher standard of education among
women, making them less willing to devote themselves
entirely to caring tasks; and divorce. The latter can be
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seen as a factor weakening family solidarity, making
adult children less willing to care for elderly parents
who have divorced.

Another factor boosting the demand for home care
services is substitution policy. The average length of
time spent in hospital has been reduced, and admission
to nursing homes and institutions for the elderly is
being restricted or delayed. This creates a dilemma
concerning greater demand for help from home-based
patients who require more complex care involving
greater flexibility, round-the-clock availability and access
to specialised medical equipment and nursing aids.

Since the beginning of the twentieth century, the
responsibilities of private health care providers in the
Netherlands have always included vaccination
programmes, mother and child care and family health
education. It is suggested that a basic package of
“public health functions”, including those mentioned
above, should now be made mandatory throughout the
country (Okma, 2000, p. 5).

Obstetric care

In the Netherlands, childbirth is less heavily medicalised
than in many other countries. Low-risk pregnancies and
deliveries are attended either by a midwife or by a
general practitioner. Women have the choice of delivery
at home or in a hospital. In the latter case, they are
normally discharged within 24 hours after the delivery.
There is a nationwide system of specially trained nurses
who assist during delivery and provide postnatal care for
both mother and child. They visit twice a day or remain
for eight hours each day during the first week.

The assessment of risk is an essential factor in the
choice of delivery mode. A list of general medical and
obstetric complications is used to decide whether
referral to an obstetrician/gynaecologist is necessary
and this illustrates the close cooperation between
professionals. The Dutch system with its high
percentage of home deliveries is unique in the
industrialised world. It tends to discourage instrumental
deliveries, but the effect on perinatal child mortality is
more difficult to measure. Throughout the whole of the
twentieth century, Dutch infant mortality figures were
among the lowest in the world. In the 1970s the
Netherlands ranked second (after Sweden) (Visser,
1997, p. 86). This was followed by a slight decline in

ranking, despite a gradual reduction in both home
deliveries and perinatal mortality. In 1997,
approximately 31 per cent of women still gave birth at
home, while 56 per cent did so in hospital under the
supervision of an obstetrician/gynaecologist and 13
per cent in hospital but attended by only a midwife or
a general practitioner (Visser, 1997, p. 87). The
system works well in a small, densely populated
country with an adequate infrastructure, and ready
access to nearby hospitals. It does, however, rely on
good communication between the various care
providers and constant risk assessment and patient
selection in order to achieve optimal patient care. More
recently, the relatively low remuneration of midwives
and their heavy workload have increased shortages,
threatening the system. Higher fees for midwives and
reduction of the standard norm for deliveries have been
announced in 2000.

Pharmaceutical services

The majority of pharmaceutical products consumed in
the Netherlands are imported. About 15 per cent are
produced in the country itself. There are about 1500
pharmacists and 650 dispensing general practitioners
(Okma, 2000, p. 5). Expenditure on pharmaceuticals
and medical aids and appliances has shown more
rapid growth than other expenditure in other
categories, such as hospitals, general practitioners and
long-term care. Traditionally, the level of consumption
of pharmaceutical drugs has been very low and prices
high. In 1996 a new Act forced the pharmaceutical
wholesaling industry to lower its prices by 20 per cent.
In the same year a list was published showing which
pharmaceuticals would henceforth be covered by public
health insurance funds and which would not. Over the
counter drugs like aspirin and paracetamol were
delisted in 1999, except for the chronically ill. There is
a special procedure for admitting new drugs to the list,
administered by the Health Care Insurance Board
(CVZ). Since 1998 pharmacists have been encouraged
to sell generic rather than branded drugs. The CVZ also
publishes a two-yearly Pharmacotherapeutic Compass,
which discusses all registered medicines and products
which are prepared in the pharmacy according to
standardised procedures (FNA preparations) and
provides up-to-date scientific information on them. A
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large group of experts advises on the best balance
between optimal pharmacotherapy, appropriate
treatment of patients and the most economic use of
drugs from the insurance point of view. It discourages
the use of superfluous medicines, even if cheap, and
encourages the prescription of effective remedies, even
if very expensive. The publication is available free to all
professionals and makes an important contribution to
the efficient use of medicines.

Aids and appliances

Aids and appliances are supplied on prescription
(sometimes on loan). New equipment has facilitated
the shift from institutionalised to home care. To
promote efficient and appropriate use of the available
medical aids and appliances, the CVZ is preparing a
Medical Aids and Appliances Compass by analogy
with the diagnostic and pharmacotherapeutic ones
described above.

4. Main achievements of reform and future
dilemmas
4.1 Step-by-step towards a single public health
insurance?
The main feature of the reform plan launched in 1987
was the introduction of a single public insurance
scheme instead of three. It is obvious that this failed,
although over the years the relative importance of the
three categories has changed. Table 1 shows the
figures for health care expenditure by category for
1980, 1990 and 2000 and gives a rough impression of
the trends in volume.

It is clear from the figures that the relative
importance of the AWBZ decreased between 1980 and
1990 but has increased since then. The reform plan
failed in its goal of covering about 85 per cent of all the
costs of health care under one single public health
insurance (Dekker, 1987, p. 16; VWS, 1998, p. 8). As
table 1 shows, the actual figure for the AWBZ in 2000 is
expected to be 38 per cent. But, the table also shows
some progress between 1980 and 2000 in the direction
of creating a basic compulsory health insurance scheme
for the whole population. Taking cover under the two
public insurances (AWBZ and ZFW) together, their share
increased from 60 to 75 per cent, while cover under
private insurance declined from 24 to 14 per cent in the
same period. It is uncertain which of the two public
schemes will be favoured by future developments. So far,
they have swung in both directions. For example, in
1989, ambulatory psychiatric care and the provision of
aids and appliances were taken out of the insurance
package covered under the ZFW and placed within the
scope of the AWBZ (Okma, 1997, p. 129). In 1992,
pharmaceutical services, genetic testing and rehabilitation
and treatment at audiology centres followed, but in 1994
were again placed under the ZFW. In 1995, the
government announced its intention to introduce direct
government control of planning, budgeting and prices
within the home care sector under the AWBZ.

The borderline between the first and second
category has often shifted, while the distinctions
between the two insurance schemes of the second
category have become somewhat blurred. The

Table 1. Funding Sources for Health Care Expenditure in 1980, 1990 and 20600

Percentage of total expenditure

1980 1990 2000
Exceptional Medical Expenses Act (AWBZ) 37 33 38
Public Health Insurance Act (ZFW) 23 31 37
Private health insurance 24 16 14
Govemnment subsidies 9 11 4
Out of pocket payments 7 10 7
Total 100% 100% 100%
Total amount in billions of 17,269 21,884 33,988

Source: Okma, 2000, p. 6, and VWS, Zorgnota, pp. 22, 23
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introduction of the flat rate premium (in 1989) was a
step towards the inclusion of private insurance elements
in the second ZFW category, whereas government
pressure on the private sector to provide standard
insurance packages for the elderly and students was a
step towards the inclusion of public elements in private
insurance. The latter move started in 1986, when access
to the private insurance market by elderly people aged
over 65 was regulated by government (WTZ Access
Act) while their option of obtaining cover under the
public health funds was abolished. The rules included
the provision of a standard package almost identical to
public health insurance cover. To compensate the
private insurance companies for the losses they suffered
in relation to the elderly to whom they had to offer a
standard insurance policy, other privately insured
people under the age of 65 had to pay an extra
contribution to subsidise the elderly (Joint Funding of
the Elderly, MOOZ, since 1991). Since 1992, students
have been able to take out a standard policy at a
reduced premium, and since August 1997 they can no
longer be co-insured free of charge under their parents’
health insurance. Students in receipt of financial
assistance from the state (which all students between
the ages of 18 and 27 for a period of at least four years
get), have all to take out private medical insurance,
unless they also have a wage income below the income
ceiling of the ZFW.

The difficulty of demarcating the types of care for
which different insurers should or should not bear
responsibility has remained. The same applies to the
problem of preventing insurers from encouraging the
" substitution of less expensive care (for which they bear
financial responsibility) by expensive care (for which
they do not), or blocking the substitution of more
expensive by less expensive care.

4.2 Funding dilemmas

Another important criticism advanced by the committee
in 1987 concerned the differences and complications in
the ways the three health insurance categories were
financed. The committee recommended that income
related contributions for the basic public health
insurance should be levied together with income tax,
while private health supplementary insurance should be

financed by flat-rate premiums (Dekker, 1987, p. 14).
This has likewise not been achieved. (See also figure 1.)
The fragmented, complicated system still exists. The
different definitions of income over which contributions
have to be paid have even increased confusion and
suspicions of unequal treatment among the insured.
Small changes in the earned income of employees or in
the taxable income of the elderly and self-employed can
lead to a relatively large increase or decrease in net
income. Another serious problem occurs when the insurer
has to shift between public health insurance and private
insurance in the coverage of partners. Public health
insurance is still a “family insurance” whereas private
insurance is individualised. This can lead to changes in
net income when people acquire or lose a partner or
when the partner enters or leaves the labour market.

4.3 Cost containment

One purpose of the reforms was cost containment.
Another was to share out the responsibility for cost
containment among all the parties in the health care
field: the government, the providers, the health
insurers and the insured. Some progress has been
achieved on both these fronts. The costs of health care
have been kept below 9 per cent of GDP and
responsibilities have been shifted. For the first 50 years
of their existence, public health insurance funds
received full reimbursement of all their medical
expenditure. This stopped in 1991. The change marked
the start of the intended transformation of the funds
from administrative bodies to risk-bearing enterprises.
Ever since 1993, the funds have received a partially
risk-adjusted capitation payment from the Central Fund,
in which the ZFW contributions are collected, for the
ZFW insured. The division system gradually became
more complicated and the financial risks for the public
health funds increased from on average of 2.5 per cent
in 1993 to 35 per cent in 2000. At first the basis for
division of the total budget was 18 different age
categories and two sexes. In 1995 the risk-adjusted
capitation payments were based on age, gender, region
and disability, while since 1999 the disability criterion
has been replaced by employment status and 680
categories have been defined. In addition, there is a
form of partial risk sharing between the Central Fund
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and the public health funds (see for more details: Van
Bameveld, Van Vliet & Van de Ven, 1996 and Van de
Ven, Van Vliet, Van Bamneveld & Lamers, 1994).

The financial risks of the public health insurance
funds are still limited. The flat-rate premiums may
differ, but the package of benefits and income-related
contributions have remained the same for the insurers.
There is increased freedom to negotiate with individual
professionals, but not with institutions (Van der Steur,
1999, p. 13).

However, the funds have made many new and
valuable initiatives to reduce costs. They have broken
the price cartels for some medical devices and their
prices have gone down by a quarter Since 1999 the
public funds have been allowed to run their own
pharmacies and other health care facilities. So far, they
have not chosen to do so.

4.4 A new organisational structure

Because the problems the committee had signalled in
1987 were not solved; there was a growing awareness
that new policies were needed and that the procedures
of the consensus-oriented model were too time-
consuming and cumbersome. To improve the
procedures for the implementation of reforms, two
remarkable changes took place: a restructuring of the
governing bodies and a drastic reduction in the number
of advisory boards. In all the governing bodies the
number of board members has been reduced and
independent members have taken the place of those of
interest groups; in 1999 those of the CVZ and CTU, in
2000 those of the other bodies. The other remarkable
change is the reduction in the number of advisory
boards. There used to be a plethora of boards advising
on matters such as tariffs, hospital budgets, medical
technology and ethical issues. The membership of these
organisations also reflected the various interest groups
involved. In the health policy area alone, this produced
a drastic reduction from 36 in 1992 (Okma, 1997, p. 82,
96) to a mere three in 2000.

At the public health insurance level there have also
been many changes. In 1988 there were about 60 public
health insurance funds to implement the ZFW (Okma
2000, p. 11). Now, in 2000, the number is 29. Mergers
have taken place and new funds have been established.

Their management has become more market-oriented
and services have been improved, with longer opening
hours, mobile offices, and efforts to reduce waiting time.
During the last decade, private health insurers have
strengthened their collaboration with the public health
insurance funds. By doing so, they have gained access to
the mailing lists of the public funds and can now offer
the insured supplementary insurance, although officially
this is not allowed. The private funds have also started
expanding their health insurance to include a wider
range of collective insurances, under the umbrella of
insurance conglomerates (Okma, 2000, p. 13).

4.5 Deregulation and individualised care
Another point of criticism concerns the detailed
regulation of the system, the absence of innovation and
incentives and the lack of individualised care. Until
1982, the reimbursement for all in-patient facilities,
such as hospitals and nursing homes, was based on per
diem rates. This created an incentive for institutions to
show large numbers of in-patient days and there was a
common interest between medical and administrative
staff, since doctors saw their incomes rise in line with
that of the hospital. In 1983, therefore, the government
imposed an individual spending freeze on each hospital.
Because this tended to penalise those hospitals which
had traditionally been more efficient (De Folter, 1997,
p. 91), a budgeting model has been developed (since
1988) under which the historical element of the old
hospital budgets has gradually given way to a system
based on the average costs of given functions in
comparable hospitals. The change provoked a real shift
in terms of hospital management and led to cost
reduction programmes. Moreover, new treatment
patterns, productivity improvement, mergers between
hospitals, decentralisation, management participation,
and quality assurance and improvement have followed
(De Folter, 1997, p. 92). The government now plans to
deregulate hospital planning, although large-scale
investments in hospitals will remain its responsibility
for the time being.

Various changes have taken place in the care of the
mentally and physically handicapped, the chronically ill
and the elderly. More emphasis is now placed on
innovation, there is greater cooperation between various
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institutions and professionals, cash benefits for the
mentally handicapped to buy own care have been
introduced, patient involvement has increased and
regulations have become visibly more flexible.

4.6 New developments, old dilemmas

The wish to implement market-reform strategies stems
from the belief in a market for health care services. The
health care market features obviously excess demand
(although mainly supply induced) as the waiting lists
illustrate. More competition and free pricing is
supposed to produce a more efficient outcome.

The dilemma is how—and how far—to introduce
more competition and freer pricing. Theoretically, all the
causes of market failure are present in the health care
market: asymmetrical information (patient versus doctor),
moral hazard (all costs paid by the insurer), adverse
selection (by patients as well as insurance companies) and
imperfect competition in care supply (hospitals,
specialists and pharmaceutical suppliers). Therefore
according to the theory the danger exists that more
competition and free pricing will lead to higher costs,
might undermine solidarity and prevent access for all.

The advocates of more competition argue that the
present system is already inefficient and financial
incentives will stimulate efficiency and cost-awareness.
It may also result in more individualised care and
increase the importance of the demand side. In a market
with perfect competition this would mean more choices.
However, in the health care market the consumers are
identifiable individuals who do or do not receive
particular types of care.

So far, the changes seem to have increased
efficiency at the level of institutions and health care
funds, but at the cost of longer waiting lists. Measures
to contain costs have focussed on the supply side rather
than the demand side. It seems likely that provider
pricing and payment models will remain significant
components of the cost containment measures on the
supply side and that investments in cost-accounting
systems by hospitals and other institutions will increase
in importance. Electronic data storage, electronic
transmission of patient data and new accounting
systems will be (further) developed and implemented in
the near future. Demand may be reduced with methods

to improve incentives for efficient, effective and cost-
conscious provider behaviour.

It seems likely that competition between the public
health insurance funds will increase, certainly when the
risk-adjusted capitation system is refined and extended
beyond the variation in flat-rate premiums to include,
for example, increasing competition for collective
contracts with (large) employers and for supplementary
health insurance. The distinction between public and
private health insurance will gradually fade and may
perhaps disappear. Public health insurance funds will
offer—or will want to offer—different packages (with
differentiation in coverage and a trade-off between
“own risk” and flat-rate contribution. Collaboration
between private and public funds will be strengthened.
The traditional health insurance package will be offered
together with all kinds of other insurances. With all-in-
one contracts, the probability of conflicting interests
will increase and profits may be transferred from the
public to the private health insurance companies.

The dilemma between deregulation and more
government influence to safeguard universal access to a
wide range of services will remain. The same applies to
the dilemma between more competition and rules to
prevent the danger of quality skimping for less vocal
groups like the mentally and physically handicapped or
the elderly, or to prevent “cherry picking” of clients.
Adverse selection or preferred risk selection in a
competitive market where insurers receive a risk-
adjusted capitation payment is a vexed problem (Van de
Ven & Van Vliet, 1992). One way to prevent this will
be the constant revision of the division system, for
example by extending it to diagnostic cost groups.

The idea of modernising the health care system by
merging the existing schemes into a single one has
recently been revived. This means that the dilemma has
to be resolved of what proportion of insurance
contributions should be income-dependent (and
dependent on what definition of income) and what
proportion flat-rate premium. What choices are insurers
to be allowed to make? How to decide the content of
the standard public insurance package? Systems of
continuous evaluation and monitoring must be
developed (and are by the CVZ). Quality of care will
become a major issue. Quality standards in health care

79—



B SRERZE  Summer 2000 No. 131

have traditionally been defined and assessed by
individual specialists caring for patients. Well-defined
protocols and independent advice for prescribers and
other professionals can help to reduce inappropriate,
unnecessary variation in diagnostic and therapeutic
procedures, improve the quality of health care and
produce better health outcomes. Reference books such
as the Pharmaceutical Compass, the Diagnostic
Compass and the Medical Aids Compass, underline this
policy. Care must be evaluated at least in terms of its
efficacy, efficiency and compatibility with the real
needs and wishes of patients, because only some types
of treatment covered by the funds has been properly
proven to be efficacious in terms of cure (Van de Ven,
2000, p. 173). But how to cope with the latest medical
knowledge and how to prevent financial considerations
outweighing medical factors?

The consequences of an ageing population for
spending on health care may be limited, if there is no
systematic rise in the proportion of the population dying
each year, because medical expenses tend to be
concentrated in the final year of an individual’s life.
Increases in health care costs are likely to be due mainly
to advances in medical and pharmaceutical technology.
The extent of the impact will depend on the age
categories that profit most from these advances. The
effect on total costs is uncertain; expensive treatments
may avoid future costs and so actually save money in
the longer run.

Probably one of the most urgent dilemmas is how
to maintain and increase the supply of properly
qualified professionals without a substantial increase in
salaries. Unemployment in the Netherlands is less than
2 per cent now while the labour force participation by
women aged 15-65 years has increased from 37 per
cent in 1989 to 51 per cent in 1999. However, these
women tend to choose jobs outside the health care
sector (CBS, 2000, p. 167) and their increasing labour
force participation will tend to reduce the present
substantial input of volunteer care.

Access to medical degree courses is still subject to
government quota systems. The problem is how to
define the level of optimal scarcity. Too great a supply
of physicians may increase the costs of health care if
these doctors create a demand for inappropriate care,

but may reduce costs if it means that salaries drop. On
the other hand, shortages may endanger quality and
increase costs if salaries increase. Geographic
distribution of general practitioners is another problem,
since they are free to practise wherever they like and no
longer need a license to open a practice.

It seems inevitable that in the near future a higher
percentage of GDP will have to be allocated to the
health care sector to maintain the good quality and easy
access of the present system. Decisions must be made
in the near future, before guidelines from the European
Union prevent (or impose) reform. In an affluent
society in which more and more people can afford to
enjoy luxuries like three or four holidays a year and
second homes, more money allocated to health care
cannot be a problem.

5. Summary

Dutch health care policies on health care issues over the
past fifteen years have achieved that the costs of health
care have been kept below 9 per cent of GDP.
Responsibilities have shifted, as have the financial
incentives for cost containment. Responsiveness to
patients’ needs, and ensuring access and quality of
service, particularly for the elderly and disabled have
got a lot of attention in the reforms.

The health situation in the Netherlands is relatively
good. There is virtually universal access to good quality
care and health insurance. However, the ageing
population and emerging new technologies and
treatments are creating new dilemmas concerning
equity and access to care.

For historical reasons, the Dutch health care
system is in some respects atypical and unique. The
result is a complex interlocking system of private health
care provision and mainly public funding, including
three different categories of medical insurance (based
partly on the concept of “social solidarity”. In the
1990s, there was a major restructuring of health care
organisations. Changes have also taken place in the care
of the mentally and physically handicapped, the
chronically ill and the elderly. These include greater
cooperation between various institutions and
professionals, cash benefits, more patient involvement
and less rigid regulation.
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* This article is written in a personal capacity. The views
expressed in it are my own, as are any mistakes it contains.
1 am however greatly indebted to Kieke Okma and Jacques
van der Steur for their comments on its content and to
Janey Tucker for assistance in its drafting.
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This paper (i) describes the main elements of the
system of primary health care in the UK, (ii) identifies
the major policy changes that have taken place in
relation to the sector over the last 15 years, and (iii)
analyses a number of key developments in terms of
the research evidence on policy and practice.
Particular attention is devoted to the reforms involving

general practitioner (GP) fundholding, the total
purchasing (TP) pilot sites, the primary medical
services (PMS) pilot sites and the newly formed
primary care groups (PCGs). The paper concludes with
some preliminary comparative analysis between
primary care in the UK and Japan.
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1. Background

The UK National Health Service (NHS) was established
in 1948 as a tax-funded system offering universal access
to care provided free at the point of use. The
fundamental components of the primary health care
system were established at this time. A cornerstone of
the system was an extensive network of general
practitioners (GPs) with whom patients could register
and receive care free of charge.

The terms on which GPs were to work for the
NHS were, however, disputed fiercely by the British
Medical Association and the government. GPs were
anxious to retain their professional autonomy and
opposed to measures which sought to introduce a
salaried service. Eventually an agreement was reached
that allowed GPs to work for the NHS on a contractual
basis as independent, self-employed professionals rather
than as direct employees. This system remains largely
in force today with the terms and conditions of the GP’s
contract with the NHS negotiated annually between the
doctors’ representatives and the government (see
below). GP services provided by the NHS remain free
at the point of use to users.

Today the services of GPs (i.e. general medical
services) are provided as part of Family Health Services
alongside general dental, pharmaceutical and general
ophthalmic services. (See Allsop [1995] for a fuller
account of the development of primary care as part of
the NHS since 1948).

The present GP payment system—as set out in the
1990 national contract—comprises a basic practice
allowance together with an annual capitation fee for
each patient on the GP’s list. The amount of the
capitation fee depends upon the age of the patient (i.e.
under 65 years, 65~74 years and 75 years and over). In
addition, GPs receive special payments for the
provision of specific services, e.g. reaching targets in
relation to immunisations, carrying out cervical
cytology tests and making home visits at night.

By and large, the system has worked well. The
UK has a highly developed system of generalist,
primary care delivered by GPs and associated staff
(e.g. practice nurses, community nurses, midwives).
Everyone is eligible to register with a GP and over 90
per cent of the population are formally registered with

GPs who provide 24 hour access to a range of
preventative, diagnostic and curative primary care
services (Those not formally registered with GPs tend
to be mainly homeless people and those in temporary
accommodation. The fact that they are not registered
makes it more difficult for them to gain access to
primary care services, but not impossible. Many GPs
are prepared to see non-registered patients in
emergency situations). Approximately 90 per cent of
patient contacts with the NHS are with GPs. The
average person contacts a GP about four times per year,
although consultation rates vary between different
population groups, with women having higher rates
than men and elderly people having higher rates than
those in younger age groups. Patients may select a GP
of their choice, although choice is restricted within
geographical areas. The incidence of people changing
their GPs—other than for reasons of changed residential
location—is low. Most people have a long-standing
relationship with their GP.

GPs carry out an important ‘gatekeeper’ function.
Patient referral to NHS hospital specialists is made by
GPs. GPs usually refer patients to specialists at local
hospitals although referrals to specialists in regional or
national centres may be made in the case of complex
cases/Unlike the health care systems in many other
countries, NHS patients do not have direct access to
specialists other than in special circumstances, e.g.
attendance at hospital accident and emergency
departments, treatments for sexually transmitted
diseases. In 1994, about 11 per cent of GP consultations
led to a hospital referral for tests, investigations or
treatment (Office of Health Economics, 1998). The
remainder of consultations were dealt with by GPs
themselves. The existence of an effective gatekeeping
system reduces pressure on the secondary care sector
and is a major reason for control of the growth in
expenditure in this sector.

There has been a steady increase in the number of
GPs and a reduction in their patient list sizes over the
last 20 years. In 1995 there were 32,939 GPs offering
NHS services in the UK; this represents an increase of
22.4 per cent since 1980. As a result of this increase, the
number of GPs per 100,000 population grew from 47.8
to 56.2 over the same period. This produced a reduction

_84 -



in the average GP patient list size from 2,094 in 1980 to
1,779 in 1995. Over the period 1984 to 1991, there was
a steady increase in the numbers of very elderly people
(i.e. aged 75 years and over) on GP lists—rising from
an average of 118 to 127 per GP—but since 1991 the
numbers have started to fall (Office of Health
Economics, 1998).

Another change in organisation has been the
tendency for GPs to work together in larger
partnerships. In 1995, for example, 26 per cent of GPs
worked in groups comprising six or more partners
compared with only 12 per cent of GPs working in
partnerships of this size in 1980. At the other end of the
range, the percentage of GPs working single-handed
fell from 14 per cent in 1980 to 10 per cent in 1995.
Single-handed practices tend to be concentrated in
certain areas, particularly in inner-cities. (Office of
Health Economics, 1998).

Alongside the growth in the size of GP
partnerships, there has been a trend towards the
creation of primary health care teams in which other
health professionals work with GPs in the delivery of
primary care. These professionals include practice
nurses and community nurses such as district nurses,
midwives and health visitors.

Practice nurses are generally registered nurses
who are employed by GPs to work within practices.
The number of practice nurses has increased by almost
threefold over the last ten years so that by 1996/97
there were 9,821 full-time equivalents working in the
NHS (i.e. about one for every three GPs). They
undertake a variety of tasks including chronic
disease management, health promotion activities,
immunisations and health assessments.

Community nurses are formally employed by
community hospitals but they are usually attached to,
and work alongside GPs and other primary care
professionals. District nurses provide skilled nursing
care for patients in their own homes; health visitors visit
families with babies and very young children in their
own homes, offering advice on preventive health care
and health promotion; and midwives concentrate on
women’s health during pregnancy and childbirth.

Expenditure on the primary care sector has grown
rapidly over the last 15 years. It reached £10.2 billion in
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1996. The Thatcher government kept tight control over
the cash-limited hospital sector during the 1980s but did
not exert similar control over the demand-led family
health services sector (Appleby, 1992). The rate of
growth of expenditure on pharmaceuticals has been
particularly pronounced and now represents over 12 per
cent of NHS expenditure (Bloor et al, 1999).

Despite this growth in expenditure, however,
judged by international standards, the primary care
sector in the UK is not expensive. Total NHS
expenditure in the UK currently represents about 6.9
per cent of GDP and spending on primary care services
represents about 25 per cent of this total. This is a
relatively low fraction of total health expenditure
compared with many other OECD countries; in the
United States, Belgium and Switzerland, for example, it
is over 30 per cent and in Japan it is over 40 per cent
(Office of Health Economics, 1999).

These, then, are the rudiments of the UK primary
health care system. It is a long-established system with
strong continuity centring on the GP as an independent
professional. Over the last ten years, however, there
have been some radical experiments and changes in the
organisation, finance and delivery of primary care.
Current initiatives even involve the introduction of
salaried GPs, a move that was resisted strenuously at
the outset of the NHS. The remainder of this paper
considers some of the main changes that have taken
place over the last decade.

2. The policy shift towards primary care in

the 1980s
Until the mid 1980s, primary care had received scant
attention from policy makers in the UK. It was seen as
less important than acute care and had been the subject
of far fewer policy initiatives (Marks, 1988). The 1980s
were, however, a period when the overriding emphasis
of the then Conservative government, under prime
minister Margaret Thatcher, was to increase efficiency
in the public sector through stronger management and,
where possible, through the introduction of competition.
The primary care sector was caught up in this general
policy thrust.

The first step was the granting of additional
powers to Family Practitioner Committees (FPCs) in
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1985 to enable them to ‘manage’ rather than
‘administer’ the contracts of GPs. (Taylor, 1991).
Since their introduction at the outset of the NHS, FPCs
had performed what became known as a ‘pay and
rations’ function; that is, they simply reimbursed GPs
according to a set of financial rules. They were ‘price-
takers’ and made no attempt to use their payer
function to bring about greater efficiency in the
provision of primary care services (Bloor et al, 1999).
However, the government’s attempt to get them to
‘manage’ primary care revealed that they did not have
the power or capacity to carry out this function and led
to the more radical White Paper, Promoting Better
Health (DHSS, 1987).

The 1987 White Paper contained a number of
proposals designed to meet the objectives of: making
services more responsive to consumers, giving
patients more choice, raising standards of care and
improving value for money. One of the stumbling
blocks to achieving these aims was the GP national
contract which was extremely vague about the duties
of GPs and had been largely unchanged since 1965.
Therefore, in 1990, the Secretary of State imposed a
new national contract on GPs, despite widespread
opposition from the profession. The aim of the new
contract was to make GPs more accountable to Family
Health Service Authorities (FHSAs, the successors to
FPCs), to make services more responsiveness to
patient needs and to give patients more choice, and to
make payments more performance-related (Allsop,
1995). The 1990 contract heralded the introduction of
a decade of change that is transforming primary care
in the UK. The next step in this process was the
introduction of GP fundholding in 1991.

3. GP fundholding

The NHS and Community Care Act of 1991 separated
the responsibility for purchasing NHS services from the
responsibility for providing them. On the purchaser
side, the main organisation given responsibility for
purchasing services was the district health authority
(DHA). DHAs covering average populations of around
150,000 people received fixed budgets with which they
were expected to purchase a mix of hospital and
community health care services that met their

population’s health care needs. However, alongside the
DHAs—on an experimental basis—303 GP practices
with patient list sizes of 11,000 people or more were
given budgets with which they could purchase a range
of services directly on behalf of their patients
(Glennerster et al, 1994).

The standard fundholding budget included most
elective surgery (this included ophthalmology; ear nose
and throat; thoracic surgery; procedures covering the
cardio-vascular system; general surgery; gynaecology;
and orthopaedics), most outpatient services, diagnostic
tests and procedures and pharmaceutical prescriptions.
In total, these services represented about 20 per cent of
the total hospital and community health service cash
allocation on fundholders patients. The remainder was
still purchased for them by the relevant DHA. It is also
important to stress that the budget did not include the
GP’s personal income: this continued to be paid
separately in line with the national contract. Moreover,
fundholding savings could be reallocated by the
practice to other services but could not be used to
supplement GPs’ incomes.

The idea for fundholding was based on the US
experience of health maintenance organisations
(Robinson and Steiner, 1998). By bringing together the
responsibility for financial and clinical decision making,
it was expected that GPs would have an incentive to
make more cost-effective use of limited resources.
Moreover, it was felt that GPs, with their direct
knowledge of individual patients, would be in a good
position to negotiate with providers to secure the
provision of timely and appropriate services. They would
be well-informed local decision-makers. Furthermore,
because their budgets depended on the number of
patients registered with them, they had an incentive to
offer services that were responsive to consumers’
preferences and to thereby extend patient choice.

Although the GP fundholding scheme was very
much a ‘side-show’ at the beginning of the NHS
reforms (Glennerster et al, 1994), it grew to become a
major aspect of the reform programme. As was pointed
out above, 303 funds were established in 1991 covering
approximately 7 per cent of the population. By 1995,
there were 2,221 funds covering 41 per cent of the
population. By the time the new Labour government
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was elected in May 1997, fundholding covered over
half of the patient population.

During this period a number of changes to the
original model of fundholding took place (Mays and
Dixon, 1996). First, it was adapted to allow smaller
practices to take part. Initially, it was restricted to larger
practices with 9,000 or more patients. Thereafter the
threshold was reduced to 7,000 patients and, from April
1996, practices with lists of 5,000 or more patients were
allowed to join. Moreover, a new form of ‘community’
fundholding was introduced in which practices with
3,000 to 5,000 patients were permitted to purchase non-
hospital services included in the standard fundholding
budget. Second, the range of services that were included
in the fundholding budget was extended. Thus, for
example, from April 1996 standard fundholders were
able to purchase specialised nursing services (e.g. stoma
care and diabetic nursing). Third, a number of
arrangements developed—such as consortia and multi-
funds—whereby individual fundholding practices
worked closely together. By pooling certain managerial
facilities, they sought to realise economies of scale and
scope without jeopardising the original flexibilities
offered by the fundholding scheme. Finally, an
experimental extension of fundholding was introduced,
known as ‘total purchasing’. Through this scheme,
selected fundholding practices were allocated budgets
with which they could purchase potentially all of the
hospital and community health services received by
their patients. (A fuller discussion of total purchasing is
presented in the next section).

Despite its growth GP fundholding remained a
controversial part of the NHS reforms with strong
supporters but also strong critics. Even among GPs it
had its opponents (Robinson and Hayter, 1995). In
fact, because of their opposition, some GPs banded
together into rival non-fundholding organisations that
became known as GP commissioning groups. These
groups sought to bring about change in primary care
services by close consultation and collaboration with
DHA purchasers rather than as direct purchasers in
their own right.

The Labour Party, while in opposition, was hostile
to fundholding and, as will be shown later, has
abolished it since becoming the government. Perhaps
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because of the controversy surrounding the scheme,
fundholding was the most heavily-researched aspect of
the NHS reforms. The evidence from a variety of
research studies has most recently been summarised by
Goodwin (1999). His review identifies the following
areas where there is some consensus among the
research community about the impact of fundholding.

The rate of increase in prescribing costs among
fundholders was lower than among non-fundholders
initially, but the differential appears to have been
eroded over time. Fears that fundholders would reduce
their referral rates seem to have been unfounded: there
was no difference in the rates of increase in referrals
between fundholders and non-fundholders. Fundholders
took the opportunity to expand the range of practice-
based services (e.g. counselling, outreach clinics).
Providers (i.e. hospitals, diagnostic services) have been
more responsive to the demands of budget-holding
fundholders than to non-fundholders. This took a
variety of forms including more speedy hospital
appointments for fundholding patients, quicker
production of test results and generally better
communication between hospital specialists and
fundholding GPs. Holding a budget appeared to offer
fundholders leverage over the hospital sector.

On the downside, the decentralisation of
purchasing associated with fundholding led to a
heavy management workload and large numbers of
small contracts with providers resulted in substantial
transactions costs. A two-tier system grew up
whereby patients of fundholders received better
access to care than those of non-fundholders. There
was no evidence to suggest that the degree of patient
choice was increased. More seriously, there was no
evidence to establish whether or not fundholding led
to improvements in the quality of care and better
health outcomes.

Despite this mixed picture, however, the
Conservative government of 1991 to 1997 remained
committed to the principle' of a ‘primary care-led NHS’
and fundholding was central to this commitment (NHS
Executive, 1994). As part of this policy-thrust an
experimental extension of standard fundholding, total
purchasing, was introduced in April 1995.
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4. Total purchasing pilot sites

Fifty-three total purchasing pilot sites (TPPs) began a
preparatory year in April 1995 and went ‘live’ in April
1996. These were joined by another 35 ‘second wave’
sites in April 1996. The average first-wave TPP
comprised four general practices and 20 GPs. The
average patient list size was 31,300 with a range
extending from 8,100 to 84,700. The characteristics of
the second wave were similar although they included a
whole DHA site covering a population of over
300,000 people.

Most TPPs had experience of GP fundholding and
saw becoming a total purchaser as an extension of this
activity. Unlike GP fundholding, however—which was
enshrined in legislation—no official definition of total
purchasing was ever specified. One working definition
put forward unofficially was:

‘where either one general practitioner practice, or a
consortium of practices, are delegated money by the
relevant health authority to purchase potentially all
of the community, secondary and tertiary health care
not included in standard fundholding for patients on
their list’ (TP National Evaluation Team, 1997).

Another contrast between standard fundholding
and the TPPs was that the government decided to make
total purchasing the subject of a three-year,
independent evaluation. Accordingly, a consortium of
researchers was brought together with the remit to
establish: ‘the factors associated with successful set-up
and operation of total purchasing; the costs and
effectiveness of total purchasing; and the benefits
delivered to patients through total purchasing’. (TP
National Evaluation Team, 1997).

At the time of writing (July 1999) the final report
of the research team is in the final stages of preparation,
but a number of earlier reports identified many of the
strengths and weaknesses of total purchasing (TP
National Evaluation Team, 1998a, b).

The research evidence indicates that there was a
strong link between TPP organisational development
and their ability to achieve objectives. For the most
part, their achievements were incremental, small-scale
and locally generated. They included schemes to
achieve early discharge for their patients from hospital;
the provision of community and continuing care beds

as part of integrated care schemes; the provision of
improved maternity services; reductions in unnecessary
emergency hospital admissions; and the development
of an enhanced range of primary care services
(Killoran et al, 1999).

The TPPs also attracted interest because they
appeared to be UK examples of primary care-based,
managed care organisations. As in the case of the more
highly-developed US managed care organisations, TPPs
were starting to use a range of micro-management
techniques—such as utilisation review and management—
to manage patient care at the primary-secondary care
interface (Robinson and Steiner, 1998). Many total
purchasers attached high priority to reducing
unnecessary hospital admissions and unnecessarily
long hospital lengths of stay. To achieve these aims,
TPPs set up minor injuries clinics, developed local
community hospital facilities, created GP-led emergency
assessment facilities and appointed discharge and
liaison nurses.

Set against these positive achievements, TPPs were
found to add to total health system transactions costs
locally. The bulk of these costs were incurred at the
practice level (85 per cent) and were particularly
associated with the time-costs expended by GPs. Since
the TPPs were managed by a few people with high
workloads, their sustainability over time and on a wider
scale was questionable. Their ability to engage in
population-based, strategic activity was also limited.
This suggested that if the devolution of purchasing
responsibility to primary care-based organisations was
to be extended, it needed to be accompanied by public
health and other more strategic functions based at a
more aggregate level of organisation.

In the event, TPPs proved to be a fixed term
experiment. Their lives drew to an end in October
1998. By this time a new government with its own
plans for the reform of primary care was in power.
These plans focused on the creation of Primary Care
Groups (PCGs). The experience of TPPs remains of
relevance, however, because they constitute the closest
organisational form to PCGs about which there is
actual evidence on performance. The plans for PCGs
and the lessons that can be drawn from TPP experience
are discussed later in this paper, but before then, two
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other important developments in the primary care
sector that took place during the 1990s are examined.
The first of these is the establishment of Personal
Medical Services (PMS) pilot sites.

5. Personal medical services pilot sites

As the 1990s progressed, the then Conservative
government increased its commitment to a ‘primary
care-led NHS’. During the first part of 1996, the
Minister for Health conducted an extensive listening
exercise in which the views of professionals, patients
and others were sought on the future of primary care
(NHS Executive, 1996). A Paper, Choice and
Opportunity setting out the proposed future direction
for primary care was published shortly afterwards
(Department of Health, 1996). Among the proposals
contained in the White Paper was the introduction of a
salaried option for GPs—rather than their independent,
contractual status—and the introduction of practice-
based contracts through which health authorities could
commission primary care teams directly to provide a
specified range of services. These proposals were
subsequently developed through the Personal Medical
Services (PMS) pilot sites introduced in 1998 as part of
the NHS (Primary Care) Act, 1997. They have attracted
bi-partisan support with the new Labour government
continuing the earlier Conservative government’s
commitment to the policy.

Eighty-five pilots were established in the first-
wave and these have been joined by another 171 in the
1999 second-wave. Schemes vary a good deal. A
number involve the recruitment of salaried GPs to work
in deprived areas. Others offer the full range of chronic
care services on one site, e.g. one-stop diabetes services
such as eye screening, chiropody and dietetics and a
nurse-led urology service.

The changes being introduced by the PMS pilots
have been referred to by some people as the ‘quiet
revolution’. They have attracted far less comment and
debate than more high-profile reforms such as GP
fundholding and now primary care groups. But in
some ways their potential consequences are far
greater. The GP national contract has made it very
difficult to plan and manage the provision of primary
care services in the way that acute services are
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planned. Ultimately GPs have been self-employed
professionals able to offer services in locations and
ways of their own choosing. The introduction of
salaried option enables the recruitment of GPs to
locations, e.g. inner-cities, where there is currently a
shortage of high-quality care. At the same time, the
introduction of local contracts enables planning to take
place within a co-ordinated framework. Although
there has been a good deal of wariness on the part of
many GPs about the threat to their independence, the
introduction of a salaried option—alongside the more
traditional, contractual arrangement—is viewed
favourably by many GPs (Moore, 1999).

Another feature worth emphasising about the PMS
pilots is that the granting of pilot status has been
contingent on a satisfactory system of local evaluation
being put in place. In addition, there is a centrally
funded programme of national evaluation. The
emphasis placed upon evaluation continues the trend of
the total purchasing evaluation programme and is in
sharp contrast to the lack of official interest in
evaluation displayed at the time of the 1991 reforms
(Robinson and Le Grand, 1994).

6. Shifting the balance towards primary care
The primary care reforms of the early 1990s placed
major emphasis on the purchasing or commissioning
role of primary care-based organisations. This was most
pronounced in the case of GP fundholding and
continued with its extension to total purchasing. But
primary care has, of course, always been primarily
concerned with the provision of services. This became
apparent as the focus of both fundholding and total
purchasing was extended by GP practices themselves to
incorporate the provision of an enhanced range of
primary care services. It was also confirmed by the
government in various statements that interpreted the
primary care-led NHS to mean that services should be
provided in locally-accessible, primary care or
community settings wherever it was appropriate, safe
and cost-effective to do so. This led to a major policy-
thrust aimed at shifting the balance of care from acute
to primary care settings.

Although there have been many examples of the
expansion of primary care services as substitutes, or
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part substitutes, for hospital-based services, defining a
shift in the balance of care in a way that commands
universal acceptance is not as straightforward as
it might appear. Practitioners often define services
in terms of organisational boundaries or budgets.
Others view them in terms of key inputs (e.g. GPs
versus specialists) or the location of treatment
(primary/community settings versus acute hospitals).
Moreover, Evans (1994) has shown that different
stakeholders (i.e. GPs, other members of primary care
teams, hospital specialists, managers) view the nature
and extent of shifts in different ways. Faced with these
different perspectives, in a recent study, Godber et al
(1997) chose to define as a shift towards primary care as
having taken place when a service acquired one or more
of four key attributes. These were direct access,
generalist care, longitudinal care and delivery in a
community setting. According to this definition,
numerous shifts in the balance that have taken place
during the 1990s can be identified.

Most directly, there has been direct substitution of
primary care services for hospital based services as GPs
have undertaken more minor surgery. Under the 1990
contract there are special payments available for GPs
qualified to undertake this work. In terms of
substitution, services such as physiotherapy have also
been developed in primary care settings. Primary care
teams have also assumed a larger role in managing the
recuperation of patients after surgery as rates of day
surgery have increased. The expansion of primary
health care teams has also led to the development of
shared care/integrated care programmes for the
management of chronic diseases such as diabetes and
asthma. Domiciliary and hospital-at-home schemes
have expanded as new drugs and other technologies
have made it possible for many patients to be treated at
home whereas previously they would have required
hospital admission. A final example is provided by the
massive expansion in primary care-based counselling
services as an alternative to hospital referral.

The emphasis placed by the UK government on
the development of primary care services is, of course,
consistent with the World Health Organisation Alma-
Ata declaration on the need to strengthen primary health
care (WHO, 1978). As Coulter (1996) points out:

“In the ideal model, primary care teams provide
continuous care and preventive care for defined
populations, referring on to specialist services only
when necessary. The emphasis is on co-ordination
and continuity of services, which respect individuals’
autonomy while catering for the full range of basic
health care needs for local populations. At its best, a
strong primary care system should be able to deliver
cost-effective health care distributed equitably
according to need”.

Moreover, as Starfield (1994) has noted, those
countries with strong primary care sectors—such as the
UK, Denmark and the Netherlands—seem to have been
more effective in containing the growth of costs than
those countries with relatively weak primary care
sectors, such as the USA, Belgium and Germany.

Despite these potential advantages, however,
Coulter (1996) questions whether the move towards a
primary care-led NHS is actually justified on grounds of
clinical and cost-effectiveness. On the question of cost-
effectiveness, Godber et al (1997) reviewed 23 relevant
studies published since 1985. On the surface, the
evidence from this literature was encouraging. It
suggested that diverse initiatives involving GP’s
undertaking minor surgery, practice-based physiotherapy,
early hospital discharge schemes and shared care were
all cost-effective. On closer scrutiny, however, many
of the studies displayed serious methodological
shortcomings in relation to the measurement of costs
and outcomes. The researchers concluded that, contrary
to the assumptions made by many policy makers, the
cost-effectiveness of shifts in the balance towards
primary care is far from proven.

Despite the shaky foundations of the evidence
base, however, the current Labour government has
continued to emphasise the central role to be played by
primary care in the future development of the NHS.
This has been especially strong in relation to the
formation of primary care groups.

7. Primary care groups

The new Labour government recognised that GP
fundholding had led to a number of service
improvements but it also felt that it had increased
transactions costs, fragmented services and increased
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inequality (Department of Health, 1997). In view of
this, its own programme for the future of primary care
has abolished GP fundholding and its variants and
replaced it with a nation-wide set of primary care
groups (PCGs).

Four hundred and eighty one PCGs were
established on 1 April 1999. Unlike fundholding—
which was voluntary—membership of a PCG is
compulsory for all GP practices. Each PCG has a
governing body comprising between four and seven
GPs, one to two nurses, a local social services
department representative, a lay member, a health
authority representative and the PCG chief executive.
They have been formed around local communities with
the average PCG covering a population of 100 thousand
people, although there are variations around the average
ranging from approximately 50 thousand to over 250
thousand people.

The government has set out a range of tasks for
PCGs. They are required to commission health services
for their populations from NHS trusts. However, to
avoid the fragmentation of services, this commissioning
is expected to be done within the framework of the local
health authority’s Health Improvement Programme.
Transactions costs are expected to fall as three year
service agreements replace annual contracts. PCGs are
expected to monitor trust performance in terms of the
specifications contained in these service contracts, to
ensure quality standards and strive after efficiency
gains. Considerable emphasis is placed on collaboration
and partnership working in the new NHS and PCGs are
expected to contribute to this process by working with
health authorities, trusts, local government social
services departments, voluntary groups and other
organisations in the local health economy.

Recognising that the current state of primary care
development varies around the country’ the government
has adopted a flexible approach to PCG development
allowing them to enter the scheme at one of four levels.
These are:

Level 1: acting in an advisory capacity to support
the health authority in commissioning care
for its population.

Level 2: acting as part of the health authority but
taking devolved responsibility for managing
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the budget in the PCG area.

Level 3: becoming a free standing body with a
budget for commissioning care, accountable
to the health authority.

Level 4: assuming the functions of stage 3, but with
the added responsibility for the provision of
community health services for the PCG
population. This level is known as a primary
care trust (PCT).

Thirteen first-wave primary care trusts will be set
up in April 2000. These will replace health authorities
and each of them will have a budget accounting for
about 80 per cent of NHS spending in its area.

Bloor et al (1999) have examined some of the
main future challenges expected to result from the
PCG agenda. These relate to organisational structure,
clinical governance, financial accountability and the
rationing of services.

On the question of organisational structure, it is
important to emphasise the fact that PCGs are
considerably larger than any previous models of
primary care commissioning in the NHS. This will be
an advantage in terms of risk-pooling and may yield
some economies of scale. On the other hand, research
carried out on the total purchasing sites (which were
considerably smaller) showed that progress was slower
among the larger sites as they had to confront complex
problems of internal management. These problems are
likely to be magnified among PCGs as their members
are conscripts rather than volunteers. The main
challenge for PCGs will be to develop a management
infrastructure that enables 50-100 GPs and other
primary care professionals to function corporately. The
independent contractor status of GPs who work
alongside salaried staff either employed by them or by
community trusts, will require the development of an
appropriate set of incentives and sanctions to ensure
effective joint working. Ensuring effective collaboration
with other agencies working in the local health care
economy will require a similar incentive structure.
(Killoran et al, 1999).

PCGs will also face considerable challenges in
meeting the government’s expectations in relation to
clinical governance. The current government’s policy
places heavy emphasis on improving quality standards
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in the NHS. The Paper, A First Class Service: Quality
in the new NHS (Department of Health, 1998) sets out a
completely new institutional structure for achieving its
quality objectives. This includes a National Institute for
Clinical Excellence which will assemble research
evidence on clinical and cost effectiveness and produce
guidelines for local decision-makers. Initially it is
expected that many of the guidelines will relate to
pharmaceutical products. GPs will be expected to
adhere to these guidelines. Quite how this compliance
will be achieved—in view of GPs’ independent
contractor status—is not yet clear.

More generally, PCGs will have a clear incentive
to manage inappropriate variations in clinical activity
among their members. Because the PCG receives a
cash-limited budget, any excessive referrals to
hospitals, or drug prescribing, on the part of some GPs
will have implications for other GPs whose budgets will
be reduced. Put another way: the opportunity costs
arising from each GP’s behaviour will be felt within the
group. This can be expected to lead to some sensitive
intra-group negotiations between GPs, and to the
emergence of new forms of peer pressure. (This is, of
course, the combination of financial and clinical
decision making that US managed care organisations
have used to control the growth in their costs [see
Robinson and Steiner, 1998]).

Another concern about the emphasis placed upon
primary care-led services centres on the role of public
health. GPs have traditionally responded to individual
patient demands and have not been prominent in
population-based, public health programmes. Although
the 1990 contract extended the GP’s role by offering
financial incentives for a range of preventive health
activities undertaken on a population basis, e.g.
achieving immunisation and screening targets,
maintaining registers of patients with hypertension
coronary heart disease and stroke, the GP service is still
overwhelmingly demand led. As budgets are devolved
to GPs, care will need to be taken to ensure that
decisions incorporate a public health input that will
probably continue to be based at the health authority.

Finally, the need to operate within a cash-limited
budget will raise the profile of rationing undertaken by
GPs. Opposition to rationing based on financial

considerations was one of the main reasons why many
GPs were reluctant to join the fundholding scheme.
Now all GPs will need to operate within a fixed
financial envelope and decisions regarding the relative
priority of patients and services will become more
sharply focused.

Taken overall, the programme for the development
of PCGs raises a number of unresolved issues. The
government has clearly tried to continue it’s
predecessors emphasis on a primary care-led service.
To this end, it has decided to place GPs and other
primary care professionals at the centre of decision
making in terms of the commissioning of secondary
care services and in the provision of an enhanced range
of primary and community care services. To avoid the
perceived inequity and heavy transactions costs of
previous models of primary care-led commissioning, it
has opted for a compulsory scheme based upon larger
population aggregates. But this approach may embody
a major inconsistency. The origins of primary care-
based commissioning clearly lie with GP fundholding.
Fundholders were essentially smali-scale organisations
(generally based upon a single practice) that had short
lines of management and were able to act flexibly to
bring about change. These characteristics were
continued in the total purchasing experiment, even
though these were larger than single fundholder
practices. But this feature seems to have disappeared
totally in the PCG model. Rather than being lean and
flexible organisations, PCGs are large organisations
embedded in health authority bureaucracy. This is not
the model that delivered the improved performance
associated with early examples of the primary care-led
NHS and which provides the rationale for the policy in
the first place. In short, the government may have
fallen between two stools in its plans for the future of
primary care.

8. Primary health care in the UK and Japan:
some comparative analysis

The proportion of GDP spent on health care in the UK

and Japan is very similar (6.7 per cent in the UK, 7.3 per

cent in Japan [1993 OECD figures]) and both countries

have succeeded in achieving universal access to health

care. But, beyond this, the systems are very different.
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Japan has a Bismarckian, pluralistic social
insurance system—similar to that found in Germany—
with mandatory enrollment based on employment or
residence, and with premiums proportional to incomes.
Funding for health care is provided through premiums
paid by employers and employees to numerous
company-based plans, patient co-payments, and
national and local government subsidies (Ikegami and
Campbell, 1995). Finance provided through the national
budget represents about 25 per cent of total health care
expenditure and patient co-payments represent another
12 per cent (Rapp and Shibuya, 1994). In contrast,
approximately 90 per cent of the funding for the UK
National Health Service comes from general taxation
and—with the exception of pharmaceutical, dental and
ophthalmic services—there is little cost sharing.

The ways in which doctors and hospitals are
reimbursed also differ quite fundamentally. Under the
Japanese Medical Service Law (Iryou Hou), doctors
certified by the Minister of Health and Welfare are
permitted to open clinics or hospitals anywhere in the
country and insured individuals can receive primary
medical care at any such clinic or hospital. This system
has led to an abundant supply of medical care. The
number of medical doctors more than doubled from
103,131 in 1960 to 211,797 in 1990, although the
proportion of clinic-based doctors fell from 44.8 per
cent to 30.5 per cent (Rapp and Shibuya, 1994).
Doctors providing primary care from their own offices
or clinics are paid on a fee-for-service basis after
submitting claims to the Social Insurance Medical
Reimbursement Fund (Shakai Hoken Shinryou
Houshuu Shiharai Kikin). There is a national fee
schedule which specifies all procedures and products
that can be paid for through health insurance and sets
their prices. Since all doctors receive the same
payments under the fee schedule, the incentive for
doctors to specialise is weaker in Japan than in many
other countries. A review process is used to regulate the
volume of care provided under the national fee schedule
in order to make sure that it is not excessive. Despite
this safeguard, however, there are claims that primary
care doctors in Japan maximise their revenues by seeing
as many patients as possible, performing large numbers
of tests and prescribing large quantities of
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pharmaceuticals. It is also claimed that primary care
doctors are reluctant to refer patients to hospital
specialists (who are paid on a salaried basis) because it
is feared that patients will prefer to remain with hospital
specialists on an out-patient basis rather than return for
clinic care. (Rapp and Shibuya, 1994).

The reimbursement fee schedule in Japan also
encourages the widespread use of advanced medical
technologies in clinics as well as hospitals. For example,
70 per cent of clinics have electro-cardiographs, 60 per
cent have X-ray equipment and 26 per cent have ultrasonic
image testing equipment (Rapp and Shibuya, 1994).

The UK payment system offers a very different set
of incentives to those found in the Japan. Although a
greater element of fee-for-service payment has been
introduced for GPs in the NHS since 1990, the
predominant capitation system does not provide any
incentive to maximise services. Quite the reverse: if
anything there is an incentive to under-treat, because
once a patient has registered, a GP receives a payment
irrespective of the level of care actually provided. Also
the financial incentive to become a hospital specialist is
stronger in the UK because senior hospital doctors (i.e.
consultants) generally receive higher incomes than their
GP counterparts. Hospital doctors can also boost their
incomes through private work, whereas GPs rarely have
this opportunity. As far as medical technology is
concerned, a tight planning system has operated in the
NHS for many years with the result that practically all
but very basic diagnostic equipment is located in
hospitals. Hardly any GPs in the UK, for example, have
X-ray equipment at their surgeries.

There are also differences between the UK and
Japan in terms of patient choice. Patients in Japan are
free to choose any primary care doctor who works
under the social insurance system. Although freedom
of choice is generally considered to be a desirable
feature of a health care system, the way that it works in
Japan appears to pose some problems. Both small
clinics and large hospitals provide primary care
services and compete with each other for patients. As
there is no differentiation in charges, many patients
choose to visit large, especially university, hospitals for
primary care consultations because they believe that
the quality of care is better. The result has been severe
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overcrowding, queuing and short consultation times of
typically less than five minutes. There is a common
saying in Japan that “‘you wait for three hours to see the
doctor for three minutes”.

In contrast, although many of the health care
reforms that took place in the UK during the 1990s
were supposed to increase patient choice, there is little
evidence that they did so. Changing GPs for reasons
other than a change of residential location is unusual.
Moreover, the single payer system means that there is
no choice of insurance plans and no demand-side
competition for enrollees. Moreover, unlike the Japanese
system, GPs are accepted as legitimate gatekeepers to
hospital care by most people and there is little demand
for direct access to hospital-based doctors. On the other
hand, primary care consultations are not dramatically
longer in the UK compared with those found in Japan
(eight minutes versus five minutes). In both countries it
seems that there is a degree of deference on the part of
patients to doctors; certainly patients seem less
demanding than they are in, say, the United States.

The traditional Japanese model of medicine did
not separate the roles of pharmacist and doctor.
Doctors carried medicine boxes when visiting patients
and dispensed medicines. The basic elements of this
system continue to this day with Japanese doctors and
hospitals dispensing most prescription drugs. Patients
tend to visit doctors for drugs and doctors—who
derive 25 to 30 per cent of their incomes from drug
prescriptions—often prefer drug treatments to other
forms of therapy. Drugs are covered by the national
fee schedule but doctors frequently prescribe newer,
more expensive drugs than older, cheaper ones.
Patients only pay 10-30 per cent of the costs of
medicines in the form of co-payments. The combined
result of all of these factors has been that Japan has an
extremely high per capita rate of pharmaceutical
consumption. In 1996 Japan accounted for 19.5 per
cent of the global pharmaceutical market compared
with 32.6 per cent for the US (which has twice the
population of Japan) and 6.9 per cent for Germany
(Ikegami, Ikeda, Kawai, 1998).

The earlier discussion of the UK described how
rising pharmaceutical costs are seen as a problem too.
However, the separation of the prescribing and

dispensing roles in all but a minority of cases means
that GPs do not have a personal financial incentive to
prescribe. To the extent that there is an incentive, it is to
substitute drug prescriptions (that have traditionally
been paid for by the government and therefore been a
free good as far as GPs are concerned) for alternative,
time-consuming consultation time. Efforts to combat
this perverse incentive have taken the form of overall
cash limits on drugs budgets and initiatives designed to
make GPs aware of the financial implications of their
prescribing behaviour (e.g. GP fundholding).

9. Conclusions: primary health care policy in
the UK and Japan

This review of primary health care policy and practice

in the UK and Japan has revealed a number of

interesting similarities and contrasts.

At the macro-level, both countries have succeeded
in controlling the growth in health expenditures and do
not, therefore, face the major challenge confronting
many advanced countries. Interestingly, though, they
have achieved this objective through different
approaches to the fundamental equation: Expenditure
(E) = Price (P) times Quantity (Q). In the UK reliance
has been placed on overall cash-limited budgets (i.e.
controlling E). In Japan, reliance has been placed on
controlling P (through the national fee schedule) and, to
a lesser extent, regulating Q.

It is, however, at the micro-level that the
differences are most pronounced. Most notably, the
1990s have been a period of unprecedented health
reform in the UK, whereas in Japan—despite some
notable changes—the situation has been far more
stable. Why is this the case?

One of the main reasons for this difference would
appear to be the fact that the health system in Japan
(along with accompanying factors associated with diet
and lifestyle) has succeeded in achieving levels of
health status that are probably the best in the
industrialised world. Data on life expectancy, infant
mortality and death rates from major diseases such as
heart disease and cancer are all better in Japan than in
the UK. Moreover, the Japanese have achieved these
results at levels of spending that are as low as those in
the UK. In the light of these results the adage “if it ain’t
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broke, don’t fix it” would seem to apply!

More generally, the thrust for health reform in the
UK must been seen as one aspect of a wider move for
socio-economic reform during the 1980s and 1990s.
The 1980s were a period when a radical, market-
oriented government under the leadership of Margaret
Thatcher unleashed a series of reform initiatives. The
NHS was a rather late entrant to this process, but the
White Paper, Working for Patients, published in 1989
set out an agenda for reform that derived as much
from a general ideological preference for market-
based systems as from the needs of the NHS.
Subsequent changes built on this platform until the
election of a radical new Labour government in 1997
has, once again, set a direction of change that is
informed by ideological preferences as well as
technical considerations. Without these great surges of
political change, the Japanese health care system
would appear to have operated in a more stable
overall, political environment.

Notwithstanding these explanations for the
different perspectives on health reform in the two
countries, from the point of view of a health policy
analyst, there do seem to be certain features of the UK
reforms that may hold some lessons for Japan. These
centre on the relationship between the primary and
secondary care sectors. The brief review of the Japanese
system described above points to a number of perverse
incentives that lead to, inter alia, excessive use of
secondary care facilities for primary care purposes,
over-investment in new medical technologies in
primary care, heavy doctor workloads and excessively
short patient consultation times, and very high levels of
drug prescribing. These are all examples of an
inefficient allocation of resources. Many of them
represent an inefficient allocation between primary and
secondary care.

Faced with its own inefficiencies, the way that the
UK has sought to deal with the problem is by devolving
budgetary responsibility to primary care doctors so that
they become responsible for the allocation of resources.
This approach brings together financial and clinical
decision-making. It focuses on the interface between
primary and secondary care where co-ordination is
notoriously bad. The idea is derived from the US
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experience of managed care but is designed to deal with
problems other than cost-containment. Rather, it seeks
to encourage the use of a range of techniques for the
micro-management of clinical activities—bearing in
mind their financial consequences—in order to improve
the quality of care. The term ‘integrated care’ is being
used increasingly in a number of countries to describe
this approach (Robinson, 1998).

Clearly, building elements an integrated care
approach into the Japanese system would be difficult
given the current payments systems covering doctors
and hospitals, and the dispersed nature of primary care.
However, if there is sufficient recognition of the
deficiencies of the present system, there may be scope
for pilot projects to pioneer alternative approaches and
for evaluations to assess their performance. Many
different forms of pilot model are possible, as the UK
experience has demonstrated. Ultimately, though,
international experience of health care reform suggests
that they will only be successful if there is general
support for them among doctors, hospitals, patients,
insurers and politicians.
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rooiEAiE, BELEYICHWAIEIZLoTH:
LEN BT EEM: . D3[R (advantage) ~D
724 A | (Cohen (1989))  LTHWVHR 5 (p. 24)
FoT LD TE | HEETORBEIIWIEF
ERTIEADRETH L, HEZLEDOTREES
EPLEASENICEoTERTAHERIIONT
BAADEFEEEIOTH-T, [HROFE|L
W THLIEIEVIETHRV,

K. BARR AP EL (BURBAA) DX
B RDREPIIOVTEET S, EF LI
Z 33 [E AR 72 3558 (circumstance) DAHE] T
HoT. DBEEEL SR TV D EAKE (HFEK
e EEEIRAE, HEAEENLL)EERTAEA
DS (ability) |2 HEE RIZL, 22> @ BEAYR
EAEbRIRETIEZVEHEHIIROLNT
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WBIHI%ED, THDH(p.5),
BEFEOSEEZFICE->THBEL LD, FK
BECBVWT, THIZEISILECRE IS
B (resource) (Midk - HEL L) 2 FIHLTHE
DR (achievement) (E13% - Hiffr) 2 8 $2%, <
3 EREEZBLBROFE LI KT
NLTEETFELHSFICHBRTIIETEREINS
DTHHIW FIEERO L VEEE TS, ¢
2old, FHF—EOHRERELFIHLTEKED
BRE L5700 NIIBAZERHY, 20
TEAZIIBEL T, U ADHEER (autonomous
choice) (BN HE)ITEDTHDTIEAL, HAM
BEZEDTERVEE (BIE, Rk - HLBES
EVIHRTENOLTH D, (AETIR, BHICEo
TYUETRLBAOEMR, EFk L. BN LI3IT
BNV IRILT2EUTOE KL,

) (= IR
|

!

B (=5 0%8&)

Kl

W - B

ZITBADRDEZRETLIEBOERICL
oT, BRMICLEL DU ERRIT, Fit%
BEBDIL TG TH. ALIATOFHIZE -
TEBAIRIZEL L VI &b, [BAD T
THETHFEROERFERIZ, ORLIM SIS
B35 FHICHLTR (BHKEDRNDPHED
BEWICEERMINLL)) B ICERFRML .
QRBENENLERT THICHLTIZ (ST
RETLEEL WELCRAEDERM L BET
EBE)) EEOTTRIEEXFE TS, LWV I HEIC
BHEIND, Thbb, AAOBEMEIZBITLE
ENENKEOERIIET O IIEENN
AITHT, 2B BIROFEFH % B2 5 e
NOBENICHET L OITEEN I CHETS, &
VDD [BEDTFE | OXEANEETH L,

3. BERAOICHS: BEXHEFRER

BEFEOHSPBEEFVIZINZ4— )L
WER M, 6E)L7:DbL, EERIZOERPER
PRI (8%) . LRI (108) 2 EDEF NIz A
LTEBHLZBIRMEEYEVTWE, ALK
RIERELT, EFVOEETHRWBRRYITHIC
ELTRETH D (TE), ST TIIRTEICEI XX,
EEVAELRL BLCHEICSRTARE LR
DIE(9OB) 2 BIRETL &0

QHIHETNEEZ D, MARE—BITB VT,
BENEMSLLEAFRELHCOZH 2 LEIM
B R BICO0. ECBICEB AR A LERE
WKLo THB & R % BIRL . FRER % Mo
T(HHVEFHEHM LT O EEZITI b
NONPEETI2HEORE - Btz EES
(R&KHE)THE, BMILD20517 (fh) &
BHOKEZENENFE-ODARETE, 2D
L BOBIVENKEDZN ZFN R %5 Fit
EVFRITBEBCHREIT I -OOREEF
FIRET DI, FIEORBFEEZENDEIC
TR T EIVZELI D, BRFOBRFRIEIERE
TFHEOGELBREMBHO O TH 2,

EEMERETHEBICETI2HMN R E
R BRABEBROLE T, FEHERBZUTO&HE
ZEVTWE, Tobb BEOTFE2ERTH
BHEEIL, FAAKEOHEN BT 71712
OO T RAICFAKEDEES BB TELES
WCEIBEEZTETS, L bDTH A (pp. 59-60) o
$oT. A LZRBICEFNE > - FHtITH1 LT
. FNEWETL0I, INEL OB EEY
REIRETHEEVIERIEDINS,

R LT, HERBEOHE 2 5R % ERT
BAAE. OEAMOREDOHELZ RO (T
NRTOBADPRCIA T B THEALLT). 5
W @QAETERShIBATFEDEHAKY
ZTANLG D, OVWTFANLTHE, MiF. BEHD
BOFRICEENICEETRRERAL. BHO
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BTt ERDOEFBE) CRIEITHBEL OB
ISR FBECBELITAEIV, EVIHRS
b b NEIBBERFEOHEDHFMZ KEM
FAHVETHD, 12750, 4 THO—HEBRIZLS
FEBESATELEE. COHEZILT LK
BTREVWIENTERT VD, Fi2, HEND
o3 B - HYE - BB OfhifE (EF VN TIRER
XNTVEW R ADL%5T, RFIHHIMR
BB TVEFRICH T EENLEEX
HIoBIRELITHA ).

FEHIFE5I2, KEOBRABIUBEABFIH
T AEKREEFEOSRICHE L TEIERE L £
THY, ZOHEZEOBBEEALTL(11E),
*EEABRHOFHHBIEAADEN LR
Zo. R HELREIEAOKRFFICRITT
BBIIRE VW IE, RIS ST 5,
EIREVOI, [FhW2 B FELER TS
BENEAY L) RIEICER T HEN I E
BETEVIBHRTHL, BIT, HEHIE
REMEIC G X AEOREBHFRAERBLONTVDLY
bAREVELED, FRIBEENNTEZIT)L
Bldwv, &z b,

4. WETEREOERGE VEODORAE

ChETIREDFE|0EFHER. BN
&, HENESEZRFLTEL, 12LL, EF
BINAH oW B BHRBOR - HABORISER S1
AREFHROBETHLHLEZTVLILITTEE
Vo PIEIL. HATSEIROEH#E (scope) ¥
FOIHCEETAITHAL(128), BleLTL
TOMEYZ2THLI FROEVNRT Y
KoV BEIZ, RAOBRICES 2 VEEHTAF
BAEB-OTVHILEZEL, 7HOF—LNDA
HicBWTBEENICB IR EP? R
BRRBRICEKRL-ETL, FBRERIETEDL.
POAN—REOBHELEOTHNIT, EMICES
CEARHLNZON? BEAFHFORHEEIN

John E. Roemer, Equality of Opportunity

SO —ACEATAELIE, WTFhbEZIXE
EWTHE, LhL, EEFILIT(ZLTHAD
ROEHRIZELLTH) INLD Ty — AIBARTE
FEOBHEENATH S,

Ho-OT [KEOFEICHTE 208
¥RANTDLEN DD, E—DOBEOFHENLZ
NETHPLTELDOTH [ BEFEHYELE
H (level-the-playing-field principle) ] & FF.5A Z & 7%
TEEY, BZOEZLHE, HEHRAMIBLDIC
VELEL - BHEHEATVLIEN, ThEIHERE
HhREHETEROBEILHERINTERLRW
LW EFETHY. [#E2=5] 5 (nondiscrimination
principle) |E SV ION 5, BEBEIHEIBE.
BHRICIENOHRDBLDENIOTH>T. &
HOKEBEKIZ (FRPFENCRKBERZ VO
THNUT) BRI R\,

—oORAEDHEIT, BEATFEFERBEICLLER
OSEA, BADRES - BHAE L BAMICEH
LTHLREOII L, EBEFERIGLAEA
DAEETIAEENOHRBRENEELZETLA
2dhd, EMRFEOFTHHALL) 2O —A
CRATEERYEHATAL V)L, B
BAIIEHLTVAIZORLEDER L REENR
FHLVHITL ThE, — . BEFEE;EH
SNABEE. RLVEHENTVIDORBEDE
- EETHS,

EXIBAFEEEROBAEEICOVWT, B
FOLIRELTV D, ThDL, BEPFHER
HEAEA SN L0, —RIHE - AITB L
DIIBBLFLELERN L BEOESFRE
LB EThD, M. BENERRIEIHDEE
DEANEDCHPEHFOBRTHEM ENDHNET
&5 (pp. 86-87) s L7z 2T, B EVIFFED
HE AN EORIR (RFHS5 - BARH) LB
WCIHEERFEHENER SR EI LIRS,

E£13. BRREEHHSOTROES ILRD
SHICAETAEAIEV), DERIIMALWY
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ENEETHBEAIEEDORAMIBEMHAHE
i, () B2 DRA N o BH2H9ELE
*bEHA, @ BEHMICREE, AR 258108
PRIALITTEHE L IEOH S HERIL,

KRTPSEREYERTAIEOHAWER % £
bo INLIBFEEVRETIRETPEREROEH
HHELEAGNTH A,

5. BENSBBEANOBR  HMOMESE
215

PE FEZOFROMHELFELHE IS
oo FOEEAMAVE -V IIAELFLTLLA
A—BLTWED, BEWICHIREN 8 - E
BERBFEHINOA LIIBRELBRTETO
HESEL TS,

B [MBREOENELHICIFRAED
BRERET D &N EEDBR IO TREE L, #
A RIREETII RIS 7RIS BT 2 A E (51
RITER20% % E) 2L TV B, THid, 47
TR LB KED D DOTARDE Y |
BAPEEEEIDIEESHA I BT BT
BNBEDOATHLHEV)EEICLS (3E) A, (B
TIKEDERER 2B TREM AR EL72ELTYH)
LE % BEISFON L HIEIE 2\,

B BROFELERTL-0OOFEDS
ATRSEFER. &4 DOH T AR (F] 2
EEM1%. 2%, - + 100 %) V2 AHIE L TR
LNEH, FN5 (100 DFEHE) F—BT 5L
BROZV, £ TRIBERLLT, BFE I HEH
BIKENRL (ZZLEENRER2)EEAD
ILTROBRD/NEVEDERALE | IZEBL.
D (100 AD) ERKEDFH % HAILTLED
THAENB, THIEHL 2, (BFFHICHE
L3N 72) -V AR EREE L P &
DEREFERH - TV D, EREEVHRHTLL
N, ZOHEGHERII TOBRERETCELLIC
b—EL. P OFRKRTHD, 7L, 2D

BRMRBIEZ I V=V BIUDREED
RAEDOE R T oL, 3325 filifl % 5 1c
FHLBTIHELTWAEWR S,

BEAZ A T4 T OREN S ETRYIRD
NTVWEY, +FICERENTWALIZRDR A
Vo BT, 54 T D BB E S (misrepresentation)
RN H LG, HLVIIBIEH RIS FA K
NBHE. 54 7T ICEDENHLB LR R
5 (pp. 28-30) L VDT, MIEY BHTL-0
RS FERBOBHE —HRHICKRELTVLE
VOB EBLESL ) FLEELRDLIOC,
BREFEBERIBZOUROENFRICRIZTE
HOMRIEROICHBHENICOEETH L9,
TSI SR T VR,

6. BEEDPOSUXNOESR  EHO—RIER

B#IC, EEVERETEIERNIIHRALLS
WO rboyAEHICEETHLLADLIH N
WCOWTHNTBI ), HAMBEICHRETEER
PEHINIBIE, Z00EEFEELTVE
T %o%v, ZRIEQ FOREIZIBLSTS
R BA SN REFEFHANICH IV IR, @
BADILTDFEICH O BN EEB O
BEOWE. QBROFHFICHEN IV B
% (extent) (=% Y THEPFE) DRE. THb,

DE2VWTIREREEREORELRIFT L2,
@UIOVWT, BADOZEEEFLHERD I bR
(BB L. End [HERER] 0N T
HLPIBLTERYPTPNIOBERTH S,
Bl A L IR HEOHRELEN TV B
DD, ENETOBETORERBLTVNE
BEWEINZEW (p.9) Q@ ZRETS (B2
FHRERDEREE M OBREEZRD L) 2012
3, BASHORERIIETTHREADTEE Lo
i % /N7 v A8 E, FABRMMA L IR IE
ZXTHORRBIVELEDOKEIZFYEVE DT
FhiEaokv, &8, Cho0tSmBIRE T
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[FEEREEOHRFRES XADI—FV]
(BHEAFRE 19994)

Trg &

OHEETIIIOEZS, FELERERE D
T BMBREOEBAESHENIEFA SN, £41C
LB RERCIERIC X A MR L VO RIER
ROFEEEBEVETETAELLYVDOH 5, 4F
PHBEADBRE o 7 ERRICOWTH, EHEAT
DEBPrOHERR 2D CoTHELIZILD,
EPEICEGNHES —CRZABLICERES) S
CEDBEINTVE, TLAERBEICILA
Y -CAREE-FILLoTEBEINBT L,
RIEBHRE O E-TE LI EOHLEND D
DNHHOOTEMER NI TEY, AW E
BETFLAT—T Y OMSREICETLAE)
BE2FRUCE SN DOIZEKEN,

AV =T Y HEFRIDLL-TRBRBELTE L
BOLWHIEREI S LTIEEBRRIC &\ SFE
BEIZLNTEL, ZHF—ETIE. E LIV
ERAHE, SNFEE~OES, Enshah
FP B EOHRRER . BEL SN L REKER
ERELZHHMERD BRE v, 20%5%
BT ECZEDTH A9

Pl T 55013, AXPBREOBBTEREA
HEPLIILIEZTIH &N D, £2A5D, Ay —F
YICEADOESER IN P RETER, Kt s
HIMBREDNS S HCEENREOERLRT.
RFITEREDOFREE. HEH 25 %EE I+
THERERES. BREEEY X IEEF
LE FRCTORMERARBL, ECEZBEHL

FEDOVTHOMENHIFL Lo TWAIHE, ¥
EOLBEOBTR 7 M 7RI REL SR
BFENL v, ELICRAHFEIEIT LT EL
KERRZIICD., FERER, F@HETE. &
SRERR. BARRICEL T CREEESZBE
FTHBRDERICMNAON AT v, £
AN 072 B 2 D25, BN RE * i
BISEFNTHRENERDLIPEICBITLHE
BHRERTH 5,

STAFRF RO SEHREN S,

F—E HAIREOEFR

£ PTBREE

F=H ERRELHSY YR

FUE HRREGE BN

TFRMWIC, PR ERILSEHEER IS
WTESTITELLRLBMMICH LA, ZHL4
KEALDOHIENFBUEROBHEN KON
HEEN D, 12H, BAEEK 25 EH OB AL
DEDERICRONI=DTH )0 FNLLANIC,
BAHEROBS LI V2220000 Hbhbe
WhHhELE/RLRV, 7272, kBRICH B A7z —F
UHRIERTH AN E I DERZITEL DL,
FE%ZKRFEL-EENFLOOR DI, HE1F
ESEICBITALERICEBL25THA,
LPTOHEM DI, 2o TRNELES > 7B
RPERERBERABITLCR S A7 —F
TIE 1950 ~ 60475 o - L DIRIETHY . FNITIE
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RREE - BHAH R EEEEOHRRES AV —T V]

NBZLBIZI0EMEBLIEEIZL)RE
HEZORBELFRDSN DD EDBITL NV
DOFEEEEEL,
AEOHNEL XOICEY T AL, BF IR
BRI SN ATHBD I 2 5 THRIEER,
H@EE . Buhtkee. £ CEABROH AR
B, S CHEHE L AHETE, SN TEU
MBEHROHESEEIBNEN TV LDIRKRELLF
& THb, HELLIE, bAE TIIHAEAI PR
bIBLIFHRREN L0, B OBESTEHIEIN
FTHNICERSNBRETHo7206TH L,
A, b2AEOHSBEOHHEFILIEE
N VEREHESY Az — 7 VI SREOMENIC
LoTOEBHLMED 22T, KEMEE
BFiE. BEOEE /74— v A%k B R
LLTWE, BHFF—2 I, BERERII
3.6% (1999 4) LIFFHRA T, Th e KRB LTEESE
HOEIVBEEICRI LTS, TIHERITR
FEH-ERMED 1998 EFICBFAEL
FEllzihid, HEMRI3I%EOBRENF LS
n, BGEROBREE EITREFREEINL
Eh AV TILEERTAEETHIZ %0
R LEZEICLoT, BERIBOoTELHAR
FEORETHoEZEEABRRNRELVTY
LORHEET, BrL0EBELHEOBEILLD
ot BIEGOREN % AT L. T4
LTS ES S IRE L 2 AREAICBTER
FABOEE;LELT I ZREIL, REMAICS
WTh, BEENAT 7D ETEEBEDEE
LS ONOKEEETHIRERE 2> THE SN
1ONRETH oI, SHRESAKIMTOHD
HOBEERKIIE TER VBRI — AT,
REAZICBI IV Ca—y—HBMiELERE
R BEPIEES & F o7 A O KIBR R L) #E %
WAERZ TS,
ZOXHCEARHEHHE S HERESTFO—
WEVLERLLTREBEDRADIE, A

OBETEEL. T bbb aEiEOEBML I HER
HECThHoT, LB ERITIHEARTIER
W, COFHEOELI, FAELEETAETY
Y EFohTBY), FRIEG Ia— V=V 7F
[REFHHSOADME] (19404) TERLL
FrHARENOERY BT L)1, BURR
BELOREERENRCIVEAZLIB LS
NADEZEIIERT 5,

LI AT, FHSBLEC I BRERIRIER 2 21
SR L BEREEIIE LRSS, BIER
BEOhbTuo ABNL-DL, HERE
BRERY—EYRAELTEIL &N AN FHET
3. BAERICE o TBERnELTY, HERE
BEELTWREKLON S FEZELT, £hi
FICEENEROIHVETILETHHE=ETOD
FBICEHEB D

N B I BORE A O B IR L BT
BOEDDFEVTCTHL, LML, KEZERL
B ETHIIE, BRbN AR R EBEDRE M
AROLNZDIF N, EEBEICRLEHE). D
PETIHAEALTE L OBEI R ED 5 SR
. ST, SEERE BERE, RES
EIRESEORBE A AT — 7 Y TIIHERED
gEEL 20, EOBNOEICH6%E HOTNS
DT, REZOLONRILT A0 REDLVEE
ZEDERFR.

2wz —F U idEOE IV RV EERLT
KEBL. BRADCED S 65U LO&KE D
AN —EIL184%DEEIELZ, LAL. %
nELOLbETERSEFBMEBCLEL TS
EEBLPRELTEOPRNELTHo T2, &
LB TCRIDELDOHFIHFIEIIOEEINTNDS
DAL LV I L TORMBRENRE SN
DI 18BAELHEEL DD, RO AHFEEE
1813 EDELRBRFEICEIELTV S EATIZ,
19134E~NESTERET S, CHIFBELRIEHFOI
2 BN LM, HBBEOAEEMAZROT
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WIERMBEEBLCA Y2 — 7V 03B E 04
B TERBEBOEE R HIENLZZTIC. 20
FEBIEIZLOTEETH A,

EHIZIE, AFNICTHRBOHE P40 Thw
20n, MYEEPRBMESO—FELLTREA
TWADS, ERIIIBIRES L [l — OB 1035y
Th, $FEESOER*OC>THELETIH
BEFIZIZEEMICEEI LA TVEDE, £
TIHERIPELL, FHEEDIIIIETHE
DITEL, AENO%EFEEREI0%, B EB
AEBDIRETHD, 2B, AL L LHEIE
T ESVAT OB ATACIZE > TR 2 FiE
EYhmEd, FRRENELE--BLBEE o
TWELPFEICHEDDOTRBHTHLEITV X,
R Sh DB R RELLIIELINS,

RIZ, BEWEHROBMCEI L WHIE O %3
BEELDID, ZHERBFIBVWUISHL: 2725
T ZNVEE, ABRENEFLLAEEET —
VADBMITEET-THED, FEFRAM I
Byl l3RoMBELAEHRELZ-oTWV S,
EFNICEAETHY EIFORTWAERENEF
LY —IFNTTOBOQOLMER *ER L7
RBHHECTES, CCTRERICE>TOMNE
FEERIBIIMESTRLELR S OMHEYE
PHBEILIhTWhEWwD, 65U EDAZ ISR
ETHEDHPETONERR L ERLRFAZHEB
ENEZX Db, bLAEHENET LIIERE
BRALOMMATEE VY, FULEIFE -ZHOE
BICERL , 2O EEE CERRROBRK
EFUSHLEBELLTHVWADIZTE 20,

B+ —BIlHIEE/IAYT —CRLIZDIED
R=bANVTFIZBBURELTEI, AEW 2L
GFEMRTEEHE, bHPEEIIBRABICR L -
TWT, #HEF - RE LOEBEEHIHIBERIC
RANTHY, BERERAWIABKER, BHEIZA
BRFEPOSTHENILDOTHEL, Lhd, #
FHIEIE, EEY -V AMEBRBIILETH 14

ANZLESTBY, bHPEOBAOE DI RE
XTI 200 F NIET AT E O KHE Y —
EAMMTH DL L, EEBAT - 23T oL
TEHTILHETEL, Vo ZF ) FEMAEEY +
THPEEN L), FRICEETORNI ) EH —
CALRNEMBOEDS IR HE0HI%, Ayx—
T Y TREMAALKBERRARIBE, »OoFE
THARMTETVAELITTH 5,
HamEmlbe EAMEE SN AP TIRIC D XM
—DFNEZD AT —F U Thot, WERIT
1981412 1.63 725 7= D[R L . 19904 1213 5%
D214 L BKRETHBLTELZTIZ, 22T
DFLHBEIRERLA b0 LTHERZ SN LI LT
ol GLA AFLHIEOBEEN oL Y
BRI L7 EETHRLEN DD, D Th L7,
BORFHED 27 o - R E AR E T TR
FOHRBEO—RICHAATN - EDHBRAINT
Wh, EEERERLE, REVY-CRERMEAR
BIRBOTHLEDI, ERTEFTRHF IZH
DHOCHROLEBITEBMET L, MHEELE]
BRCATER L7245 5 L B JRARIR 25T BUR & 15
WES>THESIRTBY, BY. L2 AR THS
THMNLILEDNTEDN, 122, AXTIRES
FUHEORHEPRELENTAE R, BB TOEER
LOLWERSZEGKRBRIEIFHETELD
P\ HDHVIIRREZEOBIBEIRICAREBEIRS
BVORRE BEELTES>TLEIITHA I,
ATz —T Y OEHE., HIE., FTEICE LT,
MRS BERHED VR BIZERL A,
MEBELT—FLFHMPSOU LIPITN AHREE L
LTRAREND, LoTHERDIBILLz2HEDFT
BHRBICBIL2ERmEOCLREIZINTH S
B ERBCEDEIVAFLAOFELIZEEEIC
FoTZATIThbh, HESCITHROERKIID I
SLAEAL TV ICEN Y v, AW
XPREAARNDPOBHBIFZELTEEL D, DK
HANEA SN ODPELEDL ) L EUT IS
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(quasi-market) %2 W L IZPIER I AH = AL TH -
7205, BIEASAT P ODEET - ECAREL K
4T, AT —ECADTRETHAALDDELT
BETXEY, B, BBy -CASHE
AR (EELFERS) LAAE (BERER)
oA TAILTEELMGOMBRERRL. M
ZHICBILBEEOILTEROEM ELIAD
MElE RABLDTH B, )L BREATHITEF]
FRORMIELT. BROSMEREL LT
DEZIETHERIRIZEZ TV RVIERE AL
#1, RIGMMEEDRAERTHLIRATEED
FENEREFHRIZOCOIPEORKEBFETLHO
12 OB S OTRBIE RS 2. b
SO0, BELGVEF AT REER
DVELDTHEILIZHATHS), EUTATZ—
F USRI LT, EEEOR L FRER
#.VWHIETRITHHEIBESN VP ICREN 2R
HERLLE2EETUEIIEFTH, ITHICE
AZDHRFERDPHEHARBHENDZo T L
Y, IEREL P EEEE L FTELR
BERWTONHIF, EHIFRIEWELT. K
OB VH, EAR-LLERROEEREL
207507, STTHAISNLNER, 26T

LbHESmutrrEE 2 2 4R Tl <,
HLCETRAMBEEEET R L o ERER
DEFEBETH72EVIHITETH D, 7272, 1ib
OB BESTERE AR ENLDDEEER R
R ARRHLSEYLTAATIL =T /LI E,
AEMCECTHIEROBRIBHZLOESE
WX BBBNIRLZH, F NG T E R AT
W NIEDOMEN - DLION L ERLENT
HHY, THEEOERHERLHEIESIIOW
TOBES bR o TLABREEEDN
5o BHABELOHBIIBWTHAREREKD
AL wESRED, Az —FT v TIRITIC
HEREBEL 2 VWHESBROBRAANE-TEY,
L7 o THAREIZOWTH, BERBEKD
AHZZALZEHA HEOBNHFZDOLDER
iz AR SNEE > TV h, AT —T
VIER R AEAICHEDG. TN E
bELBARESFICRTHZTIC, (EROKE
BB LVIEEP LA LRRANLELE
NAEDLTHDE, FNEICTZ7OEIT OO A
57— FERAABTOARAFIIEE L HRIE
LB,

(717 ax- okt WEREHR)
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(R KEHRE

1999 )

PR BRI RIER. REFF. ANKE, HREHN, MEYE, 5MFIEZ, ENBEE, BfH—,
ILOEEA, WED., HEEENTF. KERE. MEEMT. FHMZ, KREEF. FEINIFHN

IMIN A 3%

LIS — 75 AN ERMEE K 3 Bk

7y ALE Wb A [EREEE | AR T
BEBOHEBERR CTHL, 75 ARFROH
TREEVWFHERELLTDOTIAFEHIL\n
Yo LBLTFVADHEKREEZHAIEIIEDE
IBRBERNEDEDIED) D,

RTP YT poHhyF ) XL TEZOE ]I
WA HERSDEIZOVTIRAE) A, &
BERDERIZOVWTIRAA Y FAFTL4TH, ¥
AT H S BRI W72 B ARBROERIL
ZDWTIRRA YA, TBHRRRIZ DOV TIETRY
HHREBICEVENIRATHSH, —HIIZIE, =
AT =7 F (T ¥ —+>) (The Three
Worlds of Welfare Capitalism, 1990) D53-48120 R
LN BEIT, 77 v A ERBAL O KEERKN
B(REFERR) O—DLLLNADN—HHT
H59, 2FY, FAL-TTITFVABHERD
WEZAA—TEWNIBDIEHHE TV VAT,

BHEREH A LIX, TR | 2 BRERHIE
PHIBTAILET TR RV, BREMIZEDLS
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