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Health spending has, for most of the past half century, outpaced economic growth, and is 

likely to do so in the future. Therefore, more efficient spending and resource mobilisation 

are key policy priorities. This eighth meeting of the OECD Joint Network focused on how 

countries can improve productivity, with discussions centred on two major cost items in 

health care budgets – staff costs and pharmaceuticals. 

This year, 96 participants attended, including country delegates from 27 countries. This 

included representation from Ministries of Finance, Ministries of Health, Social Security 

Funds, and health and public finance research institutes. International organisations and 

other key partners also attended, including representatives from the Global Fund to Fight 

AIDS, Tuberculosis and Malaria, the WHO, the UK Health Foundation, the European 

Healthcare Fraud and Corruption Network, and Business at OECD and Trade Union 

Advisory Committee.  

The quality of the interventions by country delegates – in both formal presentations and 

ensuing discussions – were instrumental in making this meeting a success. Indeed, this 

OECD Joint Network is based on the principle of an open inter-ministerial dialogue 

between budget and health officials.  

A special word of thanks is due to our outgoing chair, Geert van Maanen from the 

Netherlands. He has been an outstanding custodian, helping establish the Joint Network 

and enabling it to mature into the well-established international arena for discussing the 

fiscal sustainability of health systems. 

All outputs and main publications of the OECD Joint Network of Senior Budget and Health 

Officials are available on the website, and published in the Journal on Budgeting. For 

further information, please contact: 

Chris.James@oecd.org  

Thomas.Braendle@oecd.org 

http://www.oecd.org/gov/budgeting/sbo-health.htm
https://www.oecd.org/gov/budgeting/oecdjournalonbudgeting.htm
mailto:Chris.James@oecd.org
mailto:Thomas.Braendle@oecd.org
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Session 1: Setting the scene: revenues for health care and health care expenditure 

growth 

Rising incomes, technological innovation and ageing societies all exert upward pressure on health 

spending. To frame subsequent discussions on productivity, the opening session outlined how 

much health spending is expected to increase across OECD countries – depending on the success 

or otherwise of productivity-related reforms. Consequently, associated revenue-raising options to 

pay for such increases were explored. 

Presenters and topics 

 How well prepared are OECD countries to fund future health care spending? New 

projection results – Chris James, OECD 

 Understanding and mobilising revenues for health care – Céline Colin, OECD 

Key messages 

 The fiscal sustainability challenge for health relates to the ability of governments to manage 

upward pressures on health spending, whilst maintaining a stable fiscal position. New 

projection results highlight the extent of this challenge, with health spending from public 

sources projected to reach 8.1% of GDP by 2040, on average across OECD countries (up from 

6.5% in 2017).  

 In this context, governments have four broad policy levers: i) increase overall government 

revenues, ii) reallocate other government spending to health, iii) shift to private finance, and/or 

iv) find efficiency gains. Shifting more health spending to private finance risks reduced access 

to health services and a higher financial burden for households due to increased out-of-pocket 

payments. Therefore finding efficiency gains, while challenging, is critical to slowing 

expenditure growth without damaging access or quality.  

 Analysing the composition of revenues for health is a crucial element to sustainably fund future 

health care spending. Many OECD countries rely largely on social security contributions 

(SSCs) to fund health care, particularly countries with social health insurance. However, 

despite the share of overall social security contributions (SSCs) in total tax revenues increasing 

over time, these contributions alone are insufficient to finance health systems, particularly in 

light of population ageing reducing SSCs.  

 Alternative revenue-raising options therefore should be explored. One option is a low 

rates/broad base approach for the social security tax base, which may include a SSC levy on 

different types of non-standard work or pension income, or by removing caps on SSCs. More 

generally, diversifying revenue sources, so that public health expenditure is financed more from 

overall tax revenues than specific SSCs, can help foster longer-term fiscal sustainability. 

 A final option to raise revenues for health is by enhancing the role of health taxes. While such 

taxes can have a strong, positive impact on improving health behaviours, their revenue-raising 

impact is more limited.  
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Session 2: The role of health insurance funds in a country’s health system 

Health insurance funds are key actors in many OECD countries. This session explored the 

responsibilities of health insurance funds, the incentives they face and their role in cost control, 

including commonalities with systems based on a national health service. A particular focus was 

on the link between mandatory health insurance schemes and public budgets. 

Presenters and topics 

 The role of health insurance funds in OECD countries – Thomas Braendle, OECD 

 Health insurance: incentives and challenges – Joe White, Case Western Reserve University  

 Social Health Insurance in Belgium: the role of the sickness funds and the health care 

budget – Johan Peetermans, Belgium 

 Country case study, Estonia – Pille Banhard, Estonia 

Key messages  

 Traditionally, health financing systems have been characterised as social health insurance 

(SHI) with mandatory entitlement spending based on social contributions (Bismarck systems), 

versus a national health system (NHS) with discretionary spending funded from general 

taxation (Beveridge systems).  

 However, the differences between the two systems that were once prominent, have eroded over 

time, with many systems now more hybrid in nature. Notably, SHI systems now rely less on 

social contributions (payroll taxes), with more funding from general government tax revenue. 

Moreover, a clearer and separate purchaser-provider split has emerged in many NHS-based 

systems.  

 Still, institutional differences can affect the implementation of cost control policies. SHI 

systems, being entitlement-based, have less explicit budget ceilings. Rather, they rely on 

pricing and provider payment modalities to contain costs. Moreover, governments are not 

directly accountable in terms of cost growth in SHI, and potential reputational issues are 

limited. Yet SHI systems often establish a fiscal framework with budgetary targets, with 

corporatist elements of cost responsibility involving health insurance funds and providers. 

Meanwhile, NHS systems, which traditionally rely on classical budgeting tools for cost 

containment, also increasingly use pricing and provider payment mechanisms for cost control. 

 In Belgium, the health system is financed from social security contributions, but is subsidised 

from general tax revenue, and risks pooled across seven insurance funds. A committee 

consisting of representatives from health insurance funds, health care providers, and social 

partners determines the global budget for SHI expenditure.  

 In Estonia, the Estonian Health Insurance Fund (EHIF) acts as the main purchaser of health 

care services. Contributions are employment-related. However, the share of non-contributing 

individuals represents more than half of the insured, contributing to substantial budget deficits. 

As a result, since 2018 the EHIF’s revenue base was broadened by including gradually 

increasing state contributions.   

 The Global Fund to Fight AIDS, Tuberculosis and Malaria emphasised during the discussion 

the importance of moving away from traditional typologies of health financing arrangements 

to a classification more representative of the hybrid nature of many OECD health systems.  
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Session 3: Identifying priority areas for improving productivity: the use of spending 

reviews in health 

Understanding the dynamics of productivity is essential for fiscal sustainability of health systems. 

This session discussed using spending reviews as a budgetary tool to identify productivity gains. 

Presenters and topics 

 Using spending reviews to identify productivity gains – Andrew Blazey, OECD 

 Health-care spending review in Slovakia – Stefan Kiss and Adam Marek, Slovak Republic 

Key messages 

 Spending reviews, used in conjunction with performance budgeting, review the justification 

for spending. While a budget focuses on the new spending announcements for the given year, 

a spending review examines all expenditure. Identified budgetary savings do not necessarily 

imply reduced spending, but can also be a way to redirect spending to support priority goals. 

Health ministries may opt to implement a spending review to raise the profile of health and the 

impact of different policies.   

 In the Slovak Republic, health care is a flagship spending review sector. Reviews are conducted 

on the premise of allocative efficiency, looking to cut ‘bad’ spending to create space for better 

investments, with an increasing focus on outcome as well as output measures.  

 Lessons learned in the Slovak Republic on spending reviews align with that of other OECD 

countries. In particular, the importance of political ownership over conducting and 

implementing spending reviews, the collaborative approach between ministries of health and 

finance, and ensuring transparency in the results, are emphasised. 

 Effective implementation is critical, particularly on timing, so that results of a spending review 

are connected to the formulation of the next budget. In the Slovak Republic, there is an 

implementation unit in the centre of government, to track and report progress. 

 The importance of an effective dialogue between health and budget/finance officials for a 

successful spending review for health make it one of the most relevant tools for this Joint 

Network to discuss. 
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Session 4: Labour productivity and workforce planning in the health sector 

Labour productivity merits special attention, given that staff costs represent the majority of health spending 

in OECD countries. This session discussed how improved workforce planning in the health sector can 

improve labour productivity. 

Presenters and topics 

 A Public Management perspective on workforce planning – Donal Mulligan, OECD 

 Expanded roles of non-physicians to promote a more efficient use of skills – Gaetan 

Lafortune, OECD 

 Nurse practitioners and physicians assistants in the Netherlands, policy influences – 

Patrick Jeurissen, the Netherlands 

Key messages 

 Workforce planning should take into account the future of work in the public service. Data and 

technology will underpin more and more roles across the public sector, with many jobs at risk 

from automation or facing significant change. Training and development of the workforce will 

become crucial in order to make the most out of these changes. 

 Many countries face issues of retention in the health workforce. Evidence suggests that 

although salary is the starting point, the opportunity to develop skills and careers, and the 

general working environment are also critical to attract and retain employees.  

 The number of doctors and nurses across OECD countries reflects to a large extent the level of 

health expenditure. But the health workforce mix reflects more explicit policy choices, with 

some countries having relatively few doctors but a higher number of nurses. This represents 

task-sharing or task-shifting between the two professions. A number of countries have a long 

history of advance practice nursing – for example, Australia, Canada, United Kingdom, and 

the United States – where nurses can prescribe medications, carry out diagnosis and health 

assessment, make treatment decisions, and order tests and examinations in primary care 

settings.  

 Most studies find that nurses achieve similar outcomes to doctors for the tasks delegated to 

them and patient satisfaction is often greater with nurses (because they spend more time with 

patients). However, nurses tend to recall more patients and order more tests. Cost savings from 

task shifting from doctors to nurses can be achieved if it does not lead to an inflation in service 

provision and if there are significant differences in pay rate for services delegated down. 

 Beyond cost motivations, task shifting may be introduced to allow for career progression, 

which helps to retain the nurse workforce. Task shifting also links to the move towards more 

integrated primary care, with teams of health professionals working together in group practice.  

 The Netherlands introduced nurse practitioners (NPs) and physician assistants (PAs) over 15 

years ago, to improve efficiency, patient satisfaction, and for the substitution of physicians. 

Among a number of policies, training subsidies provided the most important stimulus to the 

annual intake of NPs and PAs. There is little evidence on cost savings in the Netherlands, but 

strong indications that physicians now spend more time on complex patients.  
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Box 1. Key Messages from the Group Work Discussions 

Health workforce planning in practice 

● Many countries highlighted that workforce planning was an area of weakness in their 

systems. Existing planning models are often too narrow, concentrating only on training and 

education. Countries also stated a lack of public reporting on workforce planning. 

● Workforce shortages in the health sector are a common problem. Population ageing, low 

reputation of certain health professions, and the emigration of the health workforce in search 

of higher wages or better working conditions are commonly cited factors.  

 Labour market dynamics – task-shifting and task-sharing 

● Many countries are working towards a changing skill mix and a less rigid demarcation of 

tasks. Task shifting and task-sharing commonly occurs between GPs and nurses, but can 

apply at all levels (e.g. between GPs and specialists, nurses and nursing assistants).  

● Payment methods were seen as an important element of task shifting. For example, fee-for-

service for physicians can create incentives against task shifting, as physicians lose income 

by delegating tasks. 

● Other barriers to task shifting can be removed more easily, such as regulation changes to 

allow for nurse prescribing. 

 Labour market dynamics – education, migration and civil service regulations 

● Many countries describe a situation of geographical mismatch between larger cities that are 

well served by physicians and specialists, and underserved rural areas. Competition between 

the public and private sector is also an issue, with the private sector attracting staff away 

from the public, due to higher wages and better working conditions.  

● Many countries report that there is no feedback mechanism from workforce issues in health 

into educational policies. Adjusting educational systems takes time. 

● Policy measures implemented to improve the attractiveness of health professions and reduce 

incentives to emigrate include increases in wages. This is often combined with policies to 

improve working conditions.  

 Impact of new technologies 

● Some countries have advanced their use of technology in the health sector. However, they 

can be limited in terms of application by strict data and privacy laws. 

● Some technologies will replace the workforce. This is particularly true for health professions 

who deal with patterns of diagnosis, as computerised analysis can replace physician 

expertise e.g. pathologists, radiologist, and dermatologists.  

● Other technologies change the roles of the medical workforce. Technology may aid health 

professionals, freeing up time and allowing for greater patient contact. But it can also 

increase workload if not carefully implemented. Other technologies will create jobs for 

instance staff skilled in managing new technologies, as well as processing and analysing 

data, will be increasingly needed. 
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Session 5: Improving efficiency in the pharmaceutical sector 

While there has been much progress in uptake of generics, new and expensive drugs emerge, 

pushing the boundaries of what can be achieved, but often at very high cost. This session explored 

innovative ways in which countries are funding new pharmaceuticals, including pricing strategies, 

performance-based agreements, budget caps, and the role of health technology assessments. 

Presenters and topics 

 Strategies for containing costs of expensive new pharmaceuticals – Valerie Paris, OECD  

 Experience from European countries - Sabine Vogler, Austrian Public Health Institute  

 Improving efficiency in the pharmaceutical sector – French experience, Jonathan 

Rodrigues, France 

Key messages 

 A number of strategies to cope with higher drug prices and to limit the budget impact exist: 

 The promotion of Health Technology Assessment (HTA) to support decisions and price 

negotiations so that the coverage of medicines is limited to those that represent good value for 

money. Across Europe, there is a wide variation in definition and application of HTA in the 

pricing and reimbursement process, which can make it harder for international collaboration.  

 Performance-based managed entry agreements (MEA) make coverage decisions conditional on 

product performance. This can manage uncertainty around the financial impact or performance 

of medicines. MEA can be supported by external price referencing, to determine a benchmark 

and more affordable price. There is limited knowledge on the impact of MEAs, and concerns 

over the administrative burden. Therefore, these types of agreements are often limited to 

products with high uncertainty on clinical benefits or cost-effectiveness. 

 The promotion of competition in off-patent markets. This can be achieved by facilitating 

market entry of generic products, encouraging price competitive mechanisms in drug 

procurement, or promoting a greater role of competition authorities in regularly assessments.  

 Market intelligence, for example past pharmaceutical spending or overall budget constraints, 

can be used to manage budgets and spending caps. Projections of pharmaceutical expenditures 

can also support resource allocation, relying on key inputs from horizon scanning.  

 Future and on-going strategies include promoting cross-country collaborations (e.g. 

BeNeLuxA) in information sharing, horizon scanning, HTA, and price/reimbursement 

negotiations. Transparency on the net prices of health products, results data and costs from 

clinical trials, and marketing approval status of health products should also be a focus. 

Although ultimately strategies rely on the willingness of the pharmaceutical industry to 

collaborate.  

 France has a series of tools to manage pharmaceutical spending. The SMR defines a product’s 

medical value, based on efficacy and tolerance. Reimbursement decisions are taken by 

Statutory Health Insurance based on the SMR. The ASMR (added medical value) grading 

provides a basis for price fixing in comparison with alternatives, and contributes to the price 

reimbursement decision for drugs. On the budget side, the national health insurance spending 

target (ONDAM) sets saving objectives for drug price decreases.  
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