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An 'On-call' Facility for International Healthcare Comparisons

About us

Research Team
e Ellen Nolte (Project Leader) Senior Lecturer, Health Services Research Unit, Department
FPalicy LSHTR

« Stefanie Eftelt (Researcher) Research Fellow, Health Services Research Unit, Departmer
Palicy LSHTR

* Athanasios Nikolentzos (Researcher) Research Fellow, Health Services Research Unit,
Health and Policy, LSHTM

* Nicholas Mays (Chair of the Steering Committee): Professor of Health Policy, Health Serv

Department of Public Health and Policy, LSHTRM

Funder

the views of the authors and not necessarily those of the Department of Health.

Partners

Intematianal Healthears © Netwark

Joumal of Health Services Research & Poliey Vol 13 Suppl 2, 2008: 58-64

s Sarah Thomson (Adviser) Research Fellow, LSE Health and Social Care, London School of Economics and
Political Science and LSHTM, and Research Cfficer, European Observatory on Health Systems and Policies

The On-Call Facility for International Healthcare Comparisons is funded by the Department of Health. Outputs, however, reflect

Experts in 13 countries form the Intermational Healthcare Comparisons MNetwork. They contribute to the project by sharing
experience of health policy developments, policy evaluations and indications of new policy thinking in their countries . The
project also benefits from close cooperation with the European Observatory on Health Systems and Policies

Learning from other countries: an on-call facility
for health care policy

Ellen Nolte, Stefanie Ettelt, Sarah Thomson’, Nicholas Mays

Health Services Research Unit, London School of Hygiene and Tropical Medidne; 'L5E Health, London School of Economics and Political
Science, London, UK

Recognizing that robust information on health systems in other countries can provide valuable lessons for the
English National Health Service, the Department of Health commissioned an academic team to provide an
‘On-call Facility for International Healthcare Comparisons’ in 2005. This paper describes the work of this
novel approach to informing policy and reviews the experience of the first two years. It illustrates the well-
documented challenges of comparative analysis of health systems. One important issue is understanding the
health system context so as to interpret phenomena and draw appropriate policy conclusions. Other
challenges include the potential tension between academic interest and rigour, and the need for timely
analysis to inform the Department of Health’s rapidly changing policy agenda. The diversity and nature of
topics covered, as well as the rapid turn-around time have meant that the Facility has had to balance rigour
and timeliness carefully to ensure the value and relevance of reports. A strong research base linked with an
international network of country experts promotes the provision of high quality analyses at relatively low
costs. However, such an arrangement can only be sustained if it provides scope for additional primary
research. A formal evaluation of the influence on health care policy-making in England is not yet available.
Such knowledge will be of crucial importance for the development of similar resources elsewhere.

(© The Royal Socicty of Medicine Press Lud 2008

Australia Dr Judith Healy Regulatony Institutions MNetwork
Australian Mational University
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Servicios de Salud en Europa:
Coordenadas Basicas

1M PU ESTOS Sistemas Publicos

INTEGRADOS
Italia-RU (Med.Gral.
( ) Paises Nordicos, Espaiia,
Portugal, Italia y R Unido

(Hospitales),

cC
0
& )
AJENA = m— PROPIA
2 | Provision
©
=
- ESPANA (hasta 1997)
Alemania, Francia, Bélgica Aistencia Sanitaria de la
Austria, seg.Social (ASSS)
SEGURIDAD

SOCIAL



Sistemas de Salud
Comparacion Internacional: jprecaucion!
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Sistemas de Salud: comparacion de recursos

IMationad hsatth expendibune

United Kingdom United States of America
Bational health expenditune Mational health exps=nditurs
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International Comparison of Spending on Health, 1980-2008
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Mortality Amenable to Health Care

Deaths per 100,000 population*
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* Countries’ age-standardized death rates before age 75; includes ischemic heart disease, diabetes, stroke, and bacterial infections.
Fuente: Commonwealth Fund National Scorecard on U.S. Health System Performance, 2008. Data: E. Nolte and C. M. McKee,
Health Affairs, Jan./Feb. 2008 27(1):58-71.
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Diferencias en el NHS:
Inglaterra-Escocia

 “There are in most issues two poles: Scotland and England,
with the former running a health service for patients and the
latter running one for consumers. England is by far the most
radical .. Scotland is the most traditionalist, rediscovering the

virtues of the pre-Thatcher NHS ...
Greer (2003)

Mercado interno: Inglaterra lo extiende, Escocia lo suprime.



Evaluacion y comparacion internacional de salud

 OMS: Informe 2000 y Datos estadisticos en los informes anuales: www.who.int
 OCDE: Health Data (anual): www.oecd.org
e Canada: Canada Health Act Annual Report 2009-2010

*  http.//www.hc-sc.qgc.ca/hcs-sss/alt_formats/pdf/pubs/cha-ics/2010-cha-ics-ar-ra-enq.pdf

* Comparable health and health system performance indicators for Canada, the provinces and
territories Health Care in Canada 2010

- WWW.CIHI.CA

 USA: Framework for a High Performance Health System for the United States
*  http://www.commonwealthfund.org/publications/publications show.htm?doc id=387153
* Reino Unido: Directorate General for NHS Finance, Performance and Operations.
*  http://www.dh.qgov.uk/en/Publicationsandstatistics/Publications/PublicationsStatistics/DH 087335

e Holanda: Dutch Health Care Performance Report 2010
*  http://www.gezondheidszorgbalans.nl/english-editions/

* Unidén Europea:
—  EUROBAROMETROS (Salud)

* http://ec.europa.eu/health/ph publication/eurobarometers en.htm
— EUROSTAT

* http://epp.eurostat.ec.europa.eu/portal/page/portal/eurostat/home/

e Espana: Informes Anuales del Sistema Nacional de Salud — Sistema de informacion
del SNS

*  WWW.mspsi.es
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Gasto \ Contribucion en Salud. sistema universal por
impuestos, Canada, 1994

Figure 2.1 Expenditure (in millions of Canadian dollars) on publicly financed health  Figure 2.2 Tax contribution (in millions of Canadian dellars) to publicly financed health
care according to pretax income decile (10 is the highest income) in Manitoba, Canada, 1994  care according to pretax income decile (10 is the highest income) in Manitoba, Canada, 1994
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Canada: gasto sanitario 2075-2010

1975 2010*
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Impacto en el sistema
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Quality and Efficiency
in Swedish Health Care

Regional Comparisons
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of Local Authorities
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Holanda

El DHCPR compara a el sistema de
salud de Holanda con el de otros
paises

 Informe anual (2008 el 22) )

e 110 indicadores para medir:
— Calidad
— Accesibilidad
— Eficiencia
— Tambien:

» Satisfaccion de la poblacion
* Reforma 2006

* El Informe es posible por Dutch Health Care
— Voluntad politica Performance Report 2008

— La gran cantidad de fuentes de
informacion disponibles

— Capacidad técnica del RIVM

Westert GP, Berg M] van den, Koolman X, Verkleij H (editors)

www. healthcareperformance.nl

http://www.rivm.nl/vtv/root/033.html



Netherlands
United Kingdom
New Zealand
Canada
Australia

Germany

United States

I I |
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m On the whole, the system work§ pretty well
@ Fundamental changes are needed to make it work better
m The system needs to be complgtely rebuilt

Figure 1: Overall view of the general public on ﬂ:le health care system, in 2007 (%) (Source: Grol
and Faber, 2007; Schoen et al., 2007).
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Figure 2.3.6: 30-day hospital mortality rate for acute myocardial infarction, cerebral haemor-
rhage and cerebral infarction, composite measure (0 = lowest mortality, 1 = highest mortality)
(Source: OECD Health Data 2007; data processed by RIVM).

FU E NTE Dutch Health Care Performance Report 2008 (DHCPR), National Institute for Public Health and the Environment (RIVM),
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Figure 2.3.10: Hip fractures that are operated on within 48 hours (%) (Source: OECD Health Data
2007; data processed by RIVM).

FU E NTE Dutch Health Care Performance Report 2008 (DHCPR), National Institute for Public Health and the Environment (RIVM),



Coste medio de algunos procesos, € ppc 2005

Table 5.3.3: Average expenditure per procedure per condition, in nine countries (€, adjusted for cross-
country price differences), in 2005 {(Source: Busse, 2008).

Hip Stroke Acute Appen- Cataract
replacement myocardial dectomy
infarction

Denmark 4401 2501 - 2011 602
England 5274 5674 4647 1888 623
France 5680 4038 5508 1887 909
Germany 6047 3283 2723 1826 741
Italy 6795 4465 7251 1589 1087
Netherlands 5328 6533 5323 1804 500
Spain 3965 2128 2050 654 611

FUENTE: Dutch Health Care Performance Report 2008 (DHCPR), National Institute for Public Health and
the Environment (RIVM), www.healthcareperformance.nl
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Figure 5.2.6: Responsiveness score, per country (scale 0-1), in 2002 (Source: Kok, 2008).

FU E NTE Dutch Health Care Performance Report 2008 (DHCPR), National Institute for Public Health and the Environment (RIVM),
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Sostenibilidad

* ¢Qué queremos decir con sostenibilidad de los
sistemas publicos de salud?

e ¢Cuando/por qué decimos que un sistema publico
de salud es o0 no es sostenible?

* 2 Dimensiones de la sostenibilidad:
— Social—politica: Apoyo y aceptacion popular (y de las elites)
— Econdmica (recursos)

* ¢Lo podemos pagar? (Affordability)
* Eficiencia Macro economica



Sobre |la sostenibilidad ...

Canada’s publicly funded health care system, as it is
currently organized and operated, is not fiscally
sustainable given current funding levels

(Kirby, 2002)

Medicare ... is as sustainable as Canadians want it

to be
(Romanow, 2002)

SOURCE OF QUOTES: Prof. Alan Shiell, Markin Institute, University of Calgary



Sostenibilidad de los sistemas publicos de salud en
perspectiva global

 Reto permanente: |la calidad de |la practica médicay
un modelo adecuado de atencion a las
enfermedades cronicas:

“The health care model in the developed world is not
sustainable with the rising tide of chronic disease”.

(Sir Liam Donaldson, CMO UK, May 2004)
 Hay un gran campo para mejorar la eficiencia
(calidad y productividad) de los sistemas de salud
— IOM, 2008: Knowing What Works in Health Care.
— IOMA 1999: Roadmap for the Nation; To err is Human),



Sostenibilidad: la pregunta correcta

* La cuestion clave no es si los sistemas publicos
de salud son sostenibles para la sociedad, si
no al revés:

— ¢hay alguna sociedad democratica que se pueda
permitir no tener un buen sistema publico de

salud?
* Ello nos lleva a la pregunta correcta: ¢ COmo
hace sostenibles los sistemas publicos de
salud?



Sobre la sostenibilidad

“At its core, then, the debate over
health care, in the United States as
elsewhere, is less a pure
macroeconomic issue than an exercise
in the political economy of sharing.”

(Uwe E Reinhardt. Health Affairs, 23, no. 3 (2004): 10-25.

doi: 10.1377/hlthaff.23.3.10)



Buen gobierno
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Buen gobierno corporativo de los
servicios publicos de salud

Existencia de un 6rgano colegiado de gobierno (Consejo),
diferenciado de la Direccidn ejecutiva (6rgano gestor);

Consejos con caracteristicas que la experiencia ha demostrado
qgue contribuyen a su efectividad:

(@) compuesto por miembros sin poder ejecutivo en la organizacion e
independientes, sin intereses personales en ella;

(b) tamano adecuado,
(c) consejeros con competencias relevantes para la organizacion,
(d) funcionamiento de un subcomité de auditoriay de otros subcomités
formados por los consejeros segun necesidades.;
Direccion ejecutiva (o Direccion-Gerencia):
(a) seleccionada por procesos transparentes,
(b) retribucidn con incentivos por desempefio.

Reglas de funcionamiento del Consejo y de la direccion ejecutiva,
asi como de la relacion entre ambos, que respondan a estandares
de los codigos de buen gobierno y buena gestion.






Ocho caracteristicas de buen gobierno y desempeio en
sistemas de salud publicos integrados

Reino. | Paises Nueva

Unido | Nordicos | Zelanda | Italia | Espafia | Portugal
Servicios publicos de salud con personalidad . . . . . .
juridica propia, diferenciada de la Administracion Si Si S Si Si S
publica.
Qrganizqcié_n territori_al descentralizada Sj Si Sj Sj Sj Sj
(Areas/Distritos/hospitales).
Organos_colegiados de gobierno (Consejos) ante S S S No No No
los que rinden cuentas los gestores.
Qestorgs profesionf:l], no nombramientos Sj Sj Sj No No No
discrecionales (politicos).
Alto nivel de autonomia, a nivel central respecto a ) . . ) .
la administracién general, y local (incluye Si Si Si Si No Si
contratacion del personal propio).
Atencion Primaria fuerte: Médico General/de . No . . . .
Familia (puerta de entrada, lista de poblacion a Si (Suecia) Si Si Si Si
cargo)
Regulacion y organizacion de la profesiéon meédica
(regulacién, aspectos sindicales y conocimiento- Si Si Si No No Si
competencias).
Desarrollo de la gestion contractual en cascada ) ] . ) .
(intraorganizativa, o entre financiadores y Si Si S Si Si 7

proveedores) hasta el nivel de unidades clinicas.




El reto de la cronicidad ...
y del fin de la vida

“The health care model in the
developed world is not sustainable
with the rising tide of chronic
disease”.

(Sir Liam Donaldson, May 2004)



Pacientes cronicos
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Policies for Healthy Ageing
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http://secure.cihi.ca/cihiweb/products/air-chronic_disease aib_en.pdf

The 24% of seniors who reported living with three or more chronic
conditions were responsible for 40% of health care use among
Canadian seniors.

Seniors with three or more chronic conditions reported using three
times as many health care services as Canadians age 65 and older
with no chronic conditions. Those with three or more chronic
conditions also reported more than twice the rate of visits to a
family doctor as seniors with only one chronic condition.

Similar patterns of health care use existed among adults age 45 to
64; those with three or more chronic conditions made six times as
many health care visits as those with no reported conditions.

Seniors with three or more chronic conditions made three times as

many visits to emergency departments as seniors with no reported
chronic conditions.



*  This report focuses on what options exist for
changing the picture in the future through better
health, lower morbidity and a more efficient health-
and elderly care system; i.e. a focus on the efficiency
gap instead of the funding gap.

e SESIM Model (Ministry of Health and Social Affairs,
Sweden)

— It simulates how 300 000 individuals age from year to
year up to 2050 what role their health plays for their
future needs for health care and care for the elderly.

2030 sl I Expansion of morbidity
1%

._| [] Dynamic aquilibrium
0% Compression of morbidity

-1%

The future need for care

Results from the LEV project

-2%

REGERINGSKANSLIET =39%
Government Offices
of Sweden

A% —

5%

6%
Haalth care Care of the alderly Health care Care of the elderly

Figure 9. Percentage difference in age-standardised consumption of care and social services per
individual in 2030 and 2050 in relation to 2010. Age standardisation means that the population
in the three different scenarios has the same size and age composition.

Source: Calcuiations by Ministry of Health and Social Affairs.



“To allow people the
deaths they want,
end of life care must be
radically transformed...’

Patient-Centered Care and Human Mortality

’ i

The Urgency of Health System Reforms to Ensure Respect for Patients
Wishes and Accountability for Excellence In Care

- Rnchasl Aoditott
Report and Recommendations of the Stilge s

Massachusetts Expert Panel on End-of-Life Care Gharles Leadbeater

Jake Garber

Submitted to:
Deval L. Patrick, Governor
Timothy P. Murray, Lieutenant Governor

JudyAnn Bigby, MD, Secretary of Health & Human Services

October 2010
TheKingsFund>

CMAJ RESEARCH

Defining priorities for improving end-of-life care in Canada

Daren K. Heyland MD M5Sc, Deborah J. Cook MD MSc, Graeme M. Rocker DM MHSc,
Peter M. Dodek MD MHS¢, Demetrios J. Kutsogiannis MD MHS, Yoanna Skrobik MD,

Xuran Jiang MD MSc, Andrew G. Day MSc, S. Robin Cohen PhD, for the Canadian Researchers
at the End of Life Network (CARENET)

e i

- by suboptimal tools for measurement.** In a recent, large cross-
. Background: High-quality end-of-life care should be the sectional survey, the Canadian Researchers at the End of Life
INSTITUTE FOR En d - o' = Ll fe c are: [LghE‘?_f every Canadian. The objective of this study W[as ‘E_o Network defined what matters most to seniously ill patients as

neatTneaR® & Leadership Actions

IMPROVEMENT

Executives play a key role in initiatives to honor

prej@w MOES q,l‘- patienis u vith advanced illnes.



Formas organizativas diferentes:
¢ Medicina industrial? ¢ Centros especializados?
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Sistemas de Informacion -TICs

eHealth for
a Healthier Europe!

~ opportunities for a better use of heaithcare resources

Liberating the NHS:

An Information

Revolution

A consultation on proposals




¢ Cooperativas?

Employee ownership in the NHS
Murtual modeds may help to deliver higher levels of performance

Abhoazh the coalibon govermment's plans 1o put gencral
pracices in chame of commi=doning have attracted wide-
spread miorest and commient, s proposals for ovides
reform are cqually radical. By 201 3 1t &= expected that all
NHS trusts will hare beoome foandation trusts, and that
providers from the tndependent soctor will play 2 bigges
pazt i deliwering sexvices 1o MHS patients. The gowern-
ment al=wants o encourage employes owned healthears
providers, with the aim of creaging “ the largest and miest
vibeant sncizl enterprise sector tn thewerld. ™

Thise plans ane part of a broader programme of pobilic

commetment (o 2llow foundation trasts to go down this
roate. The white paper cr NHE reform pobliskaed tn aly
stated that, Hisall NHS e become foundation trosts,
stzaffwill ke the opportunsty to transfonm thair organt-
satsons inie employes-led sockl emterpoises that they
themeclres control, frocing them bo wse thetr front lne
Experiencs 10 Sruchire services arcund whatwodks | bast
for patsent= ™" The implscation i that, i foturces

ton trustswil tzke & feremt fomes, with some e
current powemance model mwokrmg multplestzid
whilz others berome employes owmed.

LabourList

sorvice reform. ot the heant of which 15 2 oncen tomove Several oractical barers mav oot in thewas o

http://www.bmj.com/content/341/7784/Editorials.full.pdf

By Ed Balls MP

Education has always
been a central part of
the co-operative and
mutual movement -

Power to public sector workers fght backo the days

of the Rochdale

Employee owned co-operatives to enable publlc sector workers to

become their own boss and deliver ' -
the conservative
co-operative

Executive summary AR e ';/ ?

A Conservative government will give public sector workers a powerful new right to form
employee owned co-operatives to take over the services they deliver. This will empower
millions of public sector workers to become their own boss and help them to deliver
better services.

We can expand the number of co-op trust schools to more
than 200 over the coming year

Email Ach

Leadership  Labour Party

Latest comments

After the 2001 Election Thi
introduce pay cuts for Pub
staff rightly complsined BI

John Reid @ 25 minutes ago

Ed's speech is being disc
Five phone-in this mornin
see howithas..

David H @ 1 hour ago

http://www.conservatives.com/news/news_stories/2010/02/~/media/Files/Downloadable%20Files/powertopublicsectorworkers.ashx



SOCIAL ENTERPRISE
AND COMMUNITY-
BASED CARE

Is there a future for mutually owmed organisations
in comm unity and primary care?

Richard Lewis
Peter Humt
Dorwid Carson

The Nuffield Trust

FOL RESEALCH AND POLICY
STUDIES IN NEALTM SERVICES

NHS MUTUAL

ENGAGING STAFF AND ALIGNING INCENTIVES TO
ACHIEVE HIGHER LEVELS OF PERFORMANCE

Jo Ellins and Chris Ham
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Dealing with the downtum:
using the evidence
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"The process of adopting
safety concepts from

aviation could in itself
alter the culture of
health care teams
if the interventions
dissuaded heroic actions,

increased common
knowledge or encouraged

In th e Lif safety by design.”

FUND

Highlights from Commonwealth Fund-Supported Studies in Professional Journals

Counterheroism, Common Knowledge, and Ergonomics:
Concepts from Aviation That Could Improve Patient Safety

March 22, 2011

Authors: Geraint H. Lewis, M.A., M.Sc., FR.C.P,, FF.P.H., Rhema Vaithianathan, Ph.D., Peter M. Hockey, M.B.B.Ch., M.D.,
F.R.C.P., Guy Hirst, M.D., P.E,, and James P. Bagian, M.D.

Jouma.l: Milbanik Quarterly, March 2011 89(1):4-38

Contact: Geraint H. Lewis, M.A., M.Sc., FR.C.P., FF.P.H,, Senior Fellow, Nuffield Trust, Geraint.Lewis@nuffieldtrust.org.uk,

or Mary Mahon, Senior Public Information Officer, The Commonwealth Fund, mm@cmwf.org

Access to full article: http:/onlinelibrary.wilev.com/doi/l0.1111/. 14680000.2011.00623 x/abstract




CHE

Centre For Health Economics

Improving the Productivity of the
English NHS

The NHS is required to make
efficiency savings of £5bn

a year, to be re-invested in
front-line services. Reductions
in the variation of productivity
across England would go
some way to achieving the
government's ambition. Let's
see why.

To start we need to
understand what is meant

there is greatest scope for
improvement. This involves
identifying variations in
performance and encouraging
poor performers to attain

the standards of the best.
Our recent work applies

the methodology used in

the national accounts to

look at productivity across
geographical areas of England,

Mas eficienciay productividad

INSTITUTE For
HEALTHCARE
IMPROVEMENT

Reducing Costs Through
the Appropriate Use
of Specialty Services

AnBmnad ki Chrabmmic Uaslihk
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20]
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IMPROVING QUALITY AND PRODUCTIVITY IN THE NHS WHILST FACING THE
FINANCIAL PRESSURES

The procurement of consumables by
NHS acute and Foundation trusts

A JOINT STATEMENT FROM THE ACADEMY OF MEDICAL ROYAL COLLEGES,
HEALTHCARE FINANCIAL MANAGEMENT ASSOCIATION AND THE
NHS CONFEDERATION

http://www.aomrc.org.uk/component/search/?searchword=productivity&ordering=&searchphrase=all



http://www.nao.org.uk/publications/1011/nhs hospital productivity.aspx

Accessibiity | Contact Us | Jobs | Press Office

@%} National Audit Office " o]

Help for public services About us

Good practice, ac nc

Sectors
Defence, Education, Health &

Publications

ood practice. ..

Home = Publications

Publications

Wark in progress

Short guides to Deparments
FPSA data systems validation 2010
Archive

Financial managerment reports

Health and social care

Management of NHS hospital productivity

Hospital productivity has fallen over the last ten years. There
hawve been significant increases in funding and hospitals hawve
used this to deliver against national priorities, but they need to
provide more leadership, management and clinical engagement
to optimise the use of additional resources and deliver value for
Money.

Downloads
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Press notice (HTML)
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Fegression analysis methodology (POF - 323KE)

“Qwver the last ten years, there has been significant real
growth in the resources going into the NHS, most of it
funding higher staff pay and increases in headcount. The
avidence shows that productivity in the same period has
gone down, particularly in hospitals.”

Amyas Morse, head of the National Audit Office, 17
December 2010

Hospital productivity has fallen owver the last ten years, according to

the Mational Audit Office. Over the period since the 'NHS Plan’ in
2000 there hawve heen significant increases in hospital funding, to
deliver improvements in the patient care, and designed in part to

increase productivity. Hospitals have used their increased resources
to deliver against national priorities, but they need to provide mare

leadership, management and clinical engagement to optimise the
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Accountability key for patient charter
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agenda in Australia’s health care system
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® Auystralian Charter of

The aim of the program was to develop a charter of healthcare rights for all people receiving or seeking health care in all RIG H I s 7
settings in Australia. =
E Healthcare Rights

On 22 July 2008, Australian Health Ministers endorsed the Australian Charter of Healthcare Rights and recommended  access Bublications
its use nationwide \ ® Contact

A media release and the Australian Charter of Healthcare Rights (PDF 376 KB) are available for download.
IEAustralian Charter of Healthcare Rights (DOC 934 KE)
@Auatralian Charter of Healthcare Rights (7IP 957 KB}
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Salud Publica- Promocion de la salud

Stepping It Up:

A practical guide to
municipal public health planning

A resource for public health and social planners i local councils inVictoria
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initiative =

Health Promotion
- achieving good health for all

Decisional Conflict: Supporting People
Experiencing Uncertainty about Options
Affecting their Health
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Our Future Health Secured?

A REVIEW OF NHS FUNDING AND PERFORMANCE

Securing Good Health
Securing our Future Health: the Whole Populat

Taking a Long-Term View

ISEL ‘y1[eaH aJmn4 Jno Bupniag

Assessed “The financial and other resources
required to ensure that the NHS can provide a
publicly funded, comprehensive, high quality service
on the basis of clinical need and not ability to pay.”

Built on a vision of future needs and three alternative
scenarios

Derek Wanless

February 2004

Derek Wanless

SSA|UBAN Yalaq

April 2002




A modo de conclusion

* La evaluacion y comparacion dentro y entre los
Sistemas de Salud estan en funcion del contexto
politico, social y cultural de cada pais: de la calidad
de su democracia;

* Importancia de buenos sistemas de informacién con
definiciones comunes;

e Los sistemas de salud son “experimentos naturales”
de los que es obligado aprender, conociendo y
evitando los riesgos del “contrabando de ideas”
(Evans)
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MESA:
“Procesos de transformacion y experiencias Internacionales”

¢Qué podemos aprender de
otros sistemas de salud?
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