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by the public sector (77.25% in 2017). Voluntary health insurance represents a small share 

(5.12% in 2017) of healthcare costs. Patients' out-of-pocket payments was 17.63% in 20175. 

Social security is the main contribution of funding for public healthcare providing 52% of 

the funds.  For most health services Belgium has the federal government finance and reimburse 

the local governments for costs and let them organize how they want their system to work5. 

  
Source: Belgium+ health system review 2020 

https://eurohealthobservatory.who.int/publications/i/belgium-health-system-review-2020 

 

  

 

Source: Belgium+ health system review 2020 

https://eurohealthobservatory.who.int/publications/i/belgium-health-system-review-2020 
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10 - Guatemala 

Key Points 

● Fragmented Coverage 

● Public Sector underfunded 

● Over 50% of Costs are out of pocket  

The Constitution declares healthcare a universal right in Guatemala. The Ministry of 

Public Health and Welfare was created to ensure this, however with just 1% of the GDP at its 

disposal, it is hard to provide resources for over 80% of the country,which results in a deficient 

system1.The Guatemalan health system is characterized by high levels of fragmentation among 

various public institutions, as well as by a private sector that, despite interacting with the public 

health system on many levels, operates largely independently, with minimal regulation2. On the 

public side, the main actors are the Ministry of Health and Public Welfare (MSPAS) , which is 

responsible for governance as well as providing services, and the Guatemalan Institute of Social 
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Security , a social health insurance system that covers workers. Members of the armed forces are 

covered through Sanidad Militar. Despite low levels of private health insurance coverage (less 

than 5 percent), there are many diverse actors in the private sector. 

Guatemala’s health sector includes three major components: MSPAS (Their ministry of 

health), which plays the dual role of overall senior authority of the country’s health system, and 

provider of publicly financed health services including the largest network of local, regional, and 

national health service providers1. IGSS, which provides health services to its affiliates and is 

financed through employee and employer contributions. The IGSs as previously mentioned funds 

workers healthcare through social security. The private health sector  provides fee-based services 

to all segments of Guatemalan society, including many who are least able to pay but lack access 

to public health services. The Private health sector attempts to close this coverage gap. In 

addition to MSPAS and IGSS, publicly funded health services are also provided to the Armed 

Forces through a separate health system managed by the Ministry of Defense1. A fourth 

subcomponent, frequently overlooked, includes national and international nonprofit 

organizations which until 2013 provided minimal health services on contract with the MSPAS to 

population groups – generally indigenous – that were not reached directly by MSPAS, as well as 

organizations that receive financing from international public and private sector donors to 

provide services to underserved populations and that frequently have no direct relationship with 

the government. However,in 2013 Guatemala passed a law that NGOs could not receive federal 

funding after a series of corruption scandals with non profit organizations. They have since made 

it so the government must approve of NGOs and know their stated purpose before they grant 

them permission to operate3. This has made NGOs accountable to the federal government much 

more than they were before4. 
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Starting in 2017 Guatemala has been moving more towards a decentralization route with 

their national Decentralization agenda4. Municipal governments are now charged with 

formulating the insurance schemes to provide to their residents. However there is little financial 

flexibility held by municipal governments. In addition to this there is concern on how to 

implement a long term agenda in healthcare due to the fact that each municipality leader is 

appointed by the president at the beginning of his or her term. The health minister in Guatemala 

is accountable to the president who appoints the health minister at the beginning of his or her 

term. They can also decide to remove a health minister if they do not like how they are doing at 

any time. There is no coalition process in Guatemala and no one else who the health minister is 

accountable to. Municipalities in Guatemala are formally accorded autonomy and a broad 

mandate under the country’s constitution and laws, and can provide services that “improve the 

quality of life of the inhabitants,” including “preventive health4. 

Finance  

Spending in the overall health sector represented 6.3 percent of the country’s GDP, which 

is average for the region. (Within Central America, total health care spending ranges from a low 

of 5.4 percent in Belize to a high of 9.9 percent in Costa Rica.) However, health spending is 

dominated by the private sector (4 percent of GDP), mostly (83 percent) household out-of-pocket 

spending1. Public sector expenditures constitute the remaining 2.3 percent of GDP going to 

health: 1.1 percent of GDP was spent by IGSS, financed primarily by contributions from 

employers and employees, to cover an estimated 17 percent of the population1. All other 

government agencies combined spent 1.2 percent of GDP: MSPAS expenditures were equal to 

1.0 percent of GDP, to cover 83 percent of the population18.  From 2010-2019 out of pocket 

spending nearly doubled in Guatemala. It was at 1.5 billion in 2010 and increased to 2.67 billion 
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in 2019. The Healthcare system in Guatemala is 63% privately financed with 52% of that coming 

from out of pocket payments1.  

The MSPAS is funded by general government revenue while the IGSS is funded through 

the payment of its enrollees. There has been a push recently for a municipal insurance scheme. In 

which local municipalities would be responsible for providing their citizens with health 

insurance. This was tried out in 2015 by Villeneuve. The goal was to create a sustainable cost 

recovery mechanism for health services provided by the municipality. Existing and upgraded 

infrastructure and services would be used to create a primary healthcare package for municipal 

residents, who would access services through a collective health insurance policy. Community 

leaders hired by the municipality would offer the optional, low-cost policy to Villa Nueva 

residents.  The ideal scenario would have seen the generation of a large enough pool of 

beneficiaries to work ideally generating a large enough pool of beneficiaries for a substantial 

impact to be made.A contracted insurance provider would reimburse the municipality at pre-

established rates. The Villa Nueva public health company , which was to be established to 

operate the system, planned to generate additional revenue by keeping service costs low. The 

public health company was also seen as an opportunity to generate income for the municipality 

by offering services for insurance reimbursement under the systems operated by the MSPASand 

the IGSS. Ultimately, Villa Nueva was unable to secure the necessary authorization from the 

Ministry of Finance to proceed4. However I still felt it important to include as it shows the 

potential for decentralization that exists today within Guatemala.   
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11 - Hungary 

Key Points 

● Over the past decade, Hungary has shifted its government power in health to the center. 

This can be seen in their highly centralized healthcare system. 

● Responsibility for health is placed in the hands of the National Healthcare Service Center. 

The NHSC is administered by The Ministry of Human Capacities. 

● Hungary’s healthcare system is significantly worse than other European countries. Out of 

pocket payments are nearly double that of the European average and funding as a whole 

is below the regional average. 

● Power has been centralized so heavily that political accountability is lacking.  

 

Accountability 

 

 Hungary is a sovereign, unitary, parliamentary republic that was founded in 1989. In the 

recent decade, Prime Minister Victor Orban's centralized power is also evident in Hungary’s 

government. This shift towards centralized power can be seen in Hungary’s health care system. 

As of reforms enacted by Orban in 2012, “The Hungarian health system has become highly 

centralized. The national government is now responsible for setting strategic direction, 

controlling financing and issuing and enforcing regulations, as well as delivering most outpatient 

specialist and inpatient care”.1 Hungary is dominated by Orban’s political party known as Fidesz. 

Fidesz makes up a majority of the legislature and is both nationalized and integrated throughout 

Hungary's national and local governments.2 Hungary’s central government takes responsibility 

for its citizen's health. In regards to Principal-Agent Theory, this makes the central government, 

https://www.elibrary.imf.org/view/journals/001/2019/060/article-A001-en.xml
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or in particular, The Ministry of Human Capacities, the agent in this relationship. While the 

national head of the executive, and possibly eventually the Hungarian citizens are the principal.  

The quality of Hungary’s healthcare system is in question for a multitude of reasons. In 

comparison to its neighboring EU nations, Hungary does not prioritize health for its citizens. As 

of 2017, only a mere 10% of all government spending is allocated toward health while other 

European countries allocate over 16% on average3. Hungary’s chronically underfunded health 

sector can best be seen in the amount of out-of-pocket payments Hungarian citizens have to 

make for health treatments. Currently, Hungarian citizens average 27% out-of-pocket payments 

for treatments while the average for other European countries is only 16%.3 Indicative  is the 

number of preventable deaths that happen in Hungary. Hungary’s preventable deaths are double 

that of Europe’s average. In 2017, 46,000 deaths could have been prevented had more funded, 

timely, and effective healthcare been in place.3 In comparison to other European countries, 

Hungary lags far behind in the quality of its health sector. 

Responsibility for health is placed in the hands of the National Healthcare Service Center. 

The NHSC is administered by The Ministry of Human Capacities, and is responsible for care 

coordination, hospital planning/management, and medical licensing, while simultaneously 

serving as the umbrella organization for the regional and local health system agencies.1 The 

single health insurance fund, which will be discussed later, is administered by the National 

Institute of Health Insurance Fund Management.1 Though the public-health system in Hungary is 

highly centralized, it still grants authorities to regional branches and offices of the National 

Public Health and Medical Officer Service, National Health Insurance Administration and 

Special Hospitals and Polyclinics, as well as local authorities.5 There is currently no non-

government authorities responsible for health in Hungary. 
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Hungary is severely lacking in terms of accountability. Hungary’s Prime Minister Viktor 

Orban is leading his country down a path towards authoritarianism. Orban has implemented 

many governmental reforms both legislative and judicial that have threatened Hungary’s rule of 

law.2 Many have begun to question the integrity of Hungary’s elections as there is also evidence 

of fraud.2 This has left Hungarian citizens unable to hold their government, who controls health, 

accountable. Unfortunately, citizens’s voices can no longer be heard at the polls and much of 

democratic accountability is lost. Hungarian citizens have to hope that the government 

themselves will hold The Ministry of Human Capacities accountable. 

Finance 

The Hungarian health system is currently organized around a single health insurance fund 

providing health coverage for nearly all residents.1 This is funded by a combined effort of citizen 

taxes and the National Health Insurance Fund.3 This fund consists of 3% of an employee's 

income and an additional 15% that is covered by employers. Patients should also expect co-pay 

costs for pharmaceuticals, dental care, rehabilitation services, and other treatments.4 Though 

health is covered for nearly all residents, this benefit package is relatively limited in comparison 

to other EU countries. Currently, Hungary spends 6.4% of its gross domestic product on health 

expenditures which is significantly lower than other European countries.3 Hungary’s health 

sector is underfunded, lacking in quality, and ineffective.   
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12 - Israel 

Key Points 

● All Israelis are entitled to basic healthcare as a fundamental right. 

● Residents get to choose between four competing non-profit health plans. 

● Despite spending a relatively low percentage of the GDP on healthcare, the Israeli health 

care system runs efficiently. 

● Their healthcare system is financed primarily through a health-specific payroll tax and 

general taxation. 

 

Accountability 

Though Israel has no written constitution, all residents are entitled to basic healthcare as a 

fundamental right. As a part of its national health insurance law, Israel provides universal 

coverage to all citizens.1 Residents get to choose between four competing non-profit health 

plans.1 These plans provide citizens with mandated benefit packages, including hospital, 

primary, specialty, mental health, and maternity care, as well as prescription drugs and other 

services.1 The national government is responsible for population health and the overall 

functioning of the healthcare system through the Ministry of Health.1 Almost all governmental 

health functions are organized by the Ministry of Health, which has regional and district health 

offices.1  When you apply The Principal Agent Theory to the health system of Israel, you find 

that the principal is the Israelin citizens and the agent is the national government and the 

ministries of health. 

The Ministry of Health bears the national responsibility for ensuring the health of Israel's 

population.2 The ministry develops policies on matters of health and medical services, and is 

https://www.internationalinsurance.com/health/systems/hungary.php
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tasked with the planning, supervision and control, licensing and coordination of the health 

system’s services.2 The ministry also deals with the organization, operation and provision of 

preventive, diagnostic, treatment, rehabilitation and research services either directly or via 

medical institutions.2 “The ministry provides health services in the fields of hospitalization and 

preventive medicine, and insures the population on matters of mental health, geriatrics, public 

health and rehabilitation devices.2” 

Despite spending a relatively low percentage of the GDP on healthcare, the Israeli health 

care system is quite efficient. “Factors contributing to system efficiency include regulated 

competition among the health plans, tight regulatory controls on the supply of hospital beds, 

accessible and professional primary care and a well-developed system of electronic health 

records.3” Israeli health continues to demonstrate their willingness to innovate, improve, 

establish goals, be tenacious and prioritize.3 

Financing 

Israel spends less than 8% of its gross domestic product on healthcare at about 28.5 

Million. Their healthcare system is financed primarily via a health-specific payroll tax and 

general taxation through the national government.4 Thanks to a sharp increase in spending on 

voluntary health insurance, the share of private financing has also been increasing in recent 

years, reaching nearly 40% by 2015.4  
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13 - Nigeria 

Key Points 

● Nigeria has a bustling private health sector, driving up private out-of-pocket health 

expenditure. 

● This private sector arose out of a need to fill gaps in state capacity in providing healthcare 

● There is a lot of jurisdictional entanglement going on in Nigerian health policy decision 

space, as local, state, and federal governments assume overlapping roles. 

● As a result of this, the executives at both the state and federal levels have a lot of decision 

making power. 

● Out of the amount of health expenditure in the country that is covered by the government, 

at least 75% of the funding is provided by the federal government. 

 

Accountability  

 The Nigerian government aims to be the dominant player in healthcare, and their 

constitution takes responsibility for health, however when it comes to putting this objective into 

action, the Nigerian government fails to fully realize its promise. When it comes to the actual 

deployment of health services (primary care, hospitals, specialty hospitals) by the public sector 

(which accounts for only 60% of facilities in the countries), Nigeria follows a three tier 

structure.1 The local governments are responsible for primary healthcare provision, the state 

governments handle the next step up, providing hospitals, and the federal government controls 

specialty hospitals.1 However when it comes to who actually makes decisions on health policy, it 

becomes a bit of a mess.  

The constitution puts health on the concurrent legislative list, meaning that local, state, 

and federal governments assume overlapping roles in terms of the provision, regulation and 

designs of policy.1 This has created extreme ambiguity, as there are no specific divisions of 

responsibility, leading to an entanglement when it comes to policy making and administration.1 

Due to this, there is technically a high level of decision making authority vested in both the 

national executive, and the state executives when it comes to health policy. At the state level, the 
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Minister/Counselor of Health are the dominant agents. These ministers are appointed by the 

governor of their state, pending legislative approval, and among other things, are responsible for 

health policy/plan/strategy formulation and legislation.2 This makes the executive branch at the 

state level a significant decision maker when it comes to formulating health policy. Being the 

agent, this state executive’s principal is their party, and the coalition of voters who voted in 

support of the governor.  

At the federal level, we see a similar pattern. The Federal Ministry of Health is 

responsible for the formulation and implementation of all policies related to health, much like 

state health departments are, with there being little established boundaries between them.3,4 This 

makes the federal ministers of health a dominant agent in health policy decision making as well. 

There are two federal ministers of health, appointed by the president of Nigeria, and their 

principal is their party, and the winning coalition of voters that elected the president of Nigeria. 

In both the state and federal cases, ministers/councilors of health are selected from the same 

party as the president/governor. Two political parties predominate at both the state and national 

level, the All Progressives Congress, and the People’s Democratic party.5 Political parties 

therefore are nationalized, and intertwined. 

It is important to note however, that Nigeria has a bustling private healthcare sector, 

which aims to fill gaps in each of the three tiers of the Nigerian health system.6 The state and 

federal governments have a weak regulatory capacity to actively set rigorous standards and 

compliance, so there is an entire private sector of health that is largely unregulated, and decisions 

are left to the private actors who run them.1 

Financing 
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 Due to the prominent private healthcare sector discussed in the accountability section, 

most of Nigeria’s healthcare expenditure comes from private sources, mainly out of pocket 

payment for services.7 This is because private health care facilities at each level of the three tier 

systems are patronized far more than public ones, as there is weak government capacity in many 

areas that prevents the establishment of public healthcare facilities.6 With a 71% private sector 

expenditure as shown in Table 2, it is not uncommon for households to spend more than 10% of 

their household consumption on health.7,8  The types of actors behind these private health 

facilities can be faith based providers (which tend to offer services at a lower cost), or private-for 

profit corporations, which tend to be based in urban areas, where there is a much higher 

willingness to pay, and ability to meet prices.6 

 As for public spending, Table 2 shows that Nigeria’s government makes up 16% (55% of 

all public) of healthcare expenditure, while the remaining 13% (45% of all public) is covered by 

external sources.8 These external sources are revenues introduced from foreign sources (donors) 

to the Nigerian government to use for healthcare.9 As for public spending, the Nigerian federal 

government provides funding to state governments. Nigeria’s revenues stream to two accounts, 

one from the value-added tax pool account, and an oil and other non-oil revenue related account, 

which then is distributed across the three levels of government based on allocation formulas.7  

State access to funding is contingent upon a 25% contribution matched by states, so out of 

government funding, the federal government funds 75% of things, and the remaining quarter is 

covered by states.7 However the state contribution match requirement has been very relaxed 

since it began, so it is very likely that the federal government is funding more than 75% of 

healthcare in Nigeria.7 
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14 - Spain 

 

Key Points 

● The Spanish constitution guarantees the right to healthcare for all citizens, but the 

national government only plays a marginal role in health decision making 

● Autonomous community and regional governments are the main decision making bodies 

when it comes to public health, specifically the ministers/councilors of health in each 

● The Spanish government plays a miniscule role in public health financing; governments 

of the autonomous communities and regions are the key bankrollers of the healthcare 

system 

● With the autonomous and regional governments handling the financing and decision 

making over health, the federal government is left to play the role of an overseer, 

managing the national health system, and ensuring equality. 

 

 In Spain, the government in general plays a very large role in healthcare, with the 

national government guaranteeing in their constitution a right to healthcare for all Spanish 

citizens.1 Despite this, the national government takes a very minor role in public health decision 

making. The national government's main role is overseeing and managing the health system 

across the country, as in 2002 there was a complete transfer of healthcare responsibility from the 

http://www.who.int/data/gho/indicator-metadata-registry/imr-details/4955#:~:text=The%20share%20of%
http://www.who.int/data/gho/indicator-metadata-registry/imr-details/4955#:~:text=The%20share%20of%
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national to regional level, giving the 17 autonomous community (AC) and regional governments 

prime decision making power over designing their health system, doing research, and most 

importantly establishing public health policy.2,3 Additionally, the sub-national governments can 

add extended coverage, or add things that may not be included in the SNS’s basic coverage plan, 

by having additional taxes in their provinces, further showing how regional governments are the 

main power source here.3 The national government also plays a quality assurance role, and equity 

role, ensuring that each regional government is performing adequately, and that systems are up to 

standard.2 

 Due to this, the national government’s legislative and executive branch do little in terms 

of actual health policy decision making. Instead the ministers or councilors of health, and their 

departments at the regional level have a lot of control over what policy will be in their regions.2  

This makes the executive branch at the regional level the prime decision maker, and the main 

agent. The 17 regions each use a parliamentary form of government, where the winning party or 

coalition selects a prime minister/president figure to lead the government, who in turn selects a 

cabinet of ministers/councilors for various departments, including health.4 The voters who 

supported the winning party or coalition in each region are the base principal, as they elected the 

party responsible for selecting the minister of health, so at the core of the matter they are who the 

agent is serving. 

The ministries/departments of health and the bureaucratic ladder within them each 

presumably have a big role in developing policy if the legislative or other decides there is a need 

for policy relating to their issue area.5 Given the nature of parliamentary systems like those in the 

17 regions, it in theory is relatively easy for health policies designed by the ministries or 

departments of health to be passed, as they are of the same party, and have control of the 
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legislature. In terms of political parties, the 3 predominant parties that are present across the 

national and AC governments are the Spanish Socialist Workers Party (PSOE), Vox, and Peoples 

Party.6 There is integration, and nationalization, as voters and parties are likely to behave along 

similar lines at both levels, and local influence can be used to influence national political 

outcomes, and vice versa.  

Financing 

Shifting towards numbers, Spain has a €115 billion health expenditure for the year of 

2019, with 70.5% of this being covered by the government at all levels, and 29.2% by the private 

sector as seen in Table 2.7,8 There are very few public-non government sources of funding, with 

non-profits and patient organizations making up less than 1% of total healthcare expenditure.2 

The lion's share of public funding comes from the governments of the 17 regions from their own 

tax revenues, which made up 92.3% of all public health expenditure in 2019.8 Looking into the 

individual expenditures of AC’s, we are able to get a more detailed perspective on this. In 2019, 

Andalucia, one of the largest regions in the country, spent €10 billion on health, out of the some 

€80 billion total public health spending in the country.8,9 This reiterates that out of government 

financing of health, the regional governments are the main bankroller, and the amount funded by 

the national government is microscopic in comparison. 
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15 - Thailand 

Key Points 

● Thailand is a unitary state whose central government takes responsibility for health.  

● Thailand has a national executive known as the Minister of Health who is responsible for 

health. 

● Thailand has a universal healthcare system for which all citizens are eligible. This covers 

around 80% of Thailand’s population while the other 20% opt for the private sector. 

● Both sectors provide excellent care which is a major reason why Thailand boasts an 

enormous amount of medical tourism.  

 

Accountability 

 Thailand is a unitary state that has a written constitution outlining its monarchy and 

parliamentary system. Power is concentrated in Thailand's central legislative authority known as 

the House of Representatives. It is here where lawmaking and the day-to-day running of 

government take place. In regards to decision space, governmental decisions are made in the 

House of Representatives rather than lower municipal governments. Local administrations “Have 

the duties and powers to regulate and provide public services and public activities for the 

benefits of the people in the … locality, as provided by law”.1 Sub-national governments are 
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only responsible for ensuring that laws made by the central government are carried out and 

followed. They are not given the jurisdiction to create laws at the local level as seen in the earlier 

excerpt from Thailand's constitution “as provided by law”.  

This is an important factor to take into consideration when analyzing the decision space 

of Thailand’s healthcare system. The House of Representatives, Thailand’s national legislative 

authority, is where health policies are determined. The Minister of Health is usually selected 

from the winning coalition. This position is primarily responsible for health policies as “Carrying 

out acts provided by the law to be the duties or powers of the Minister”.1 In terms of 

accountability, the Minister of Health is appointed by the winning coalition that is in control of 

The House of Representatives and can be removed if seen fit. In regards to Principal-Agent 

Theory, Thailand’s citizens are the principal and the Minister of Health is the agent. Thailand has 

25 parties that are represented in its legislature.2 Many of these parties only hold significant 

influence in their regional areas, making political parties not nationalized or integrated.   

Thailand has a universal health care system in which all citizens are covered. This system 

was created in 2002 and has been considered one of the best public health services in the world.3 

This system is laid out within Thailand’s constitution and guaranteed by the state. “A person 

shall have the right to receive public health services provided by the State. An indigent person 

shall have the right to receive public health services provided by the State free of charge as 

provided by law”.1 As written in its constitution, Thailand does not restrict healthcare from any 

citizen within its borders making it universal.  

Finance 

In regards to funding, as of 2019, Thailand’s healthcare expenditure reached 25.3 Billion 

USD which is equivalent to 6.6% of the gross domestic product. Thailand’s government 
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allocated 13.3% of its total budget towards health expenditures as their health care system is 

universal and in high demand.4 Thailand primarily funds its healthcare system through tax 

revenues. Prices of medical procedures in Thailand are significantly cheaper than in countries 

such as the United States, making medical tourism a very large industry and a large contributor 

to Thailand’s GDP.5 Thailand also hosts a private health sector that provides similar health care 

quality as the public sector with shorter wait times. This sector covers around 20% of Thailand’s 

population and consists of traditional private insurance companies.  
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16 - Turkey 

Key Points 

● Authority in health has been more centralized since 2017 

● HTP program centralized health funds and improved access for everyone in the country  

● Social Security Funds 

Accountability 

In Turkey the national government takes responsibility for providing healthcare in the 

constitution and in practice1. The government focus on healthcare at the national level increased  

starting in 2002, when the Justice and Development Party, led by Tayyip Erdogan won power. In 
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2003 Turkey established the Health Transformation Program (HTP) which aimed to improve the 

services provided by the government2, and established Universal Health Coverage which 

consolidated enrollees under a single system which made healthcare accessible to all people 

through a single package2. The HTP expanded the capacity of the ministry of health and 

therefore the authority of the national government as a whole when it comes to health care and 

made the system much more centralized. The Turkey Ministry of Health carries out the HTP. 

The key actor in this system is the minister of health who is appointed by the president.  The 

healthcare system in Turkey is very centralized and rigid as a result (see Figures 1, 2).  

Turkey created a single purchaser model through which the Social Security institution 

assumed full responsibility for all health financing functions, including collecting revenues, 

pooling resources and expenditures and purchasing relevant goods and services. This was the 

main impact of the overhaul of the health sector. The impact that this had on financing 

accountability of healthcare is displayed in figure 1 below. In 2010 Turkey continued to move 

towards a private-public partnership in regards to healthcare. In this model, investment is 

realized by the private sector and risks are shared among related parties. The fund needed for 

investment can be raised through syndicated loans with the contribution of the domestic banking 

system3.  

  A major political institutional change took place in Turkey's government structure in 

2017 when the constitution was amended to allow the president to assume all executive powers 

and appoint his own cabinet1. This continues the trend of President Erdagan centralizing the 

power of the executive branch in Turkey.  
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(Figure 1) Bazyar, M., Yazdi-Feyzabadi, V., Rashidian, A. et al. The experiences of merging 

health insurance funds in South Korea, Turkey, Thailand, and Indonesia: a cross-country 

comparative study. Int J Equity Health 20, 66 (2021).  

Financing Health in Turkey   

The HTP was financed by the World Bank which issued loans to the Turkish government 

to implement the program3 . The Bank also provided technical assistance in the preparation of 

the Social Security and Universal Health Insurance Law of 2008, which unified the country’s 

social security system and made health services available to all.  Turkey created a single 

purchaser model through which the Social Security institution assumed full responsibility for all 

health financing functions, including collecting revenues, pooling resources and expenditures 

and purchasing relevant goods and services 4.   
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The General Health Insurance Scheme is financed by 12.5% of a person’s gross income, 

for the employed it is paid for by 5% employee and 7% of the employer's salary deductions3. The 

rate for people who are only dependent on the Government for their coverage is 12% of their 

income3. Figure 1 below shows the impact of this overhaul had on the healthcare system of 

Turkey along with the programs it combined to make things more efficient. 

 The current minister of health is Dr. Fahrettin KOCA. He was appointed by President 

Erodgan in 2017 as he was in the initial president's cabinet after the consolidation of power 

mentioned earlier. He is accountable to Erogdan and does not have to face consequences from 

anyone but the executive in Turkey as is the case with all members of the cabinet. Thus Turkey 

has a rating of high from the national executive and not anything else in our table. You can see in 

figure 2 below who is accountable to the minister of health. 
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5 

Source: https://www.saglik.gov.tr/EN,15609/ministerial-organization.html 
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17 - Conclusions 

Our research into the de facto patterns of authority and accountability on health has led us 

to a number of general observations.  Some of these observations were consistent with prior 

expectations,   while others we did not expect. For example, while funding is obviously very 

important to the quality of a healthcare system it is not everything, as in some countries the lack 

of coordination and flawed incentives in decision making led to worse systems than those who 

had less total funding. Countries with very good organization, and clear delegation of 

responsibilities tend to have much better health systems. Less streamlined systems may have 

overlapping responsibilities, leading to needless spending, or even mismanagement of funds, 

raising the possibility of worse health outcomes despite their advantage in having more funds. 

Of the countries we have analyzed, national and sub-national legislatures tended to have 

low involvement in making decisions regarding health. Their executive counterparts held much 

more decision making authority and responsibility, making them the dominant agents in their 

country’s health decision space. The majority of countries had dedicated executive positions of 

the Minister/Ministries of Health. These positions are found at both the national and sub-national 

levels. Whether or not a country’s healthcare system was centralized or decentralized, 
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determined the authority and responsibility balance between the national and local Ministries of 

Health. Rather than the legislature, it was the Ministries of Health, whether they were found at 

the national or sub-national level, that held the authority to make decisions regarding health. The 

principals who these executives were accountable to were mostly political parties or coalitions, 

as well as the segment of the population responsible for electing said party or coalition. This was 

so as the voters elected the winning party or coalition, that would then select an executive 

amongst themselves as their leader, who then selects ministers from their party or coalition to 

serve in these executive public health positions. 

Some of the poorer countries we analyzed such as Nigeria, Bangladesh, and Turkey have 

received massive funding from NGOs. While such aid benefits recipient countries, not all 

countries can eventually support themselves without the aid. Turkey is a positive example here. 

The country received major funding from the World Bank for their overhaul of the health system 

and used those funds to make their system more efficient. However, with countries like Nigeria 

and Bangladesh, NGOs provide steady flows of funding and partially run the healthcare system, 

which is problematic, as they are not accountable to domestic actors and are unable to affect 

large-scale change to the healthcare system. In addition, these two countries are examples of the 

heavy involvement of private for-profit healthcare companies. These companies offer better 

treatment than other national options, but at a very steep cost. Their operation in these countries 

does expand the range of provided services but generally are unaffordable options for many 

consumers. 

 Most countries' constitutions assigned the government the responsibility for health in the 

country, however when it came to practice, the vast majority passed the torch of health provision 

to more local levels of authority, such as provinces, states, or municipalities. These local actors 
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tended to be responsible for the actual provision of health, via things like primary care, hospitals, 

or specialists, whereas the national governments in many cases tended to play more of an 

overseer role, regulating the health system, setting standards, and ensuring that state, local, or 

municipal health systems met certain standards. These findings clarify the fact that a gap exists 

between the de jure responsibility assignment for health and the actual institutional identity of 

decision-making authority over health. Generally, responsibility seems to belong to national 

governments, whereas frequently the more local levels of government have the authority to both 

make and implement specific health policies. 

 Overall, countries like Bangladesh and Nigeria were more dependent on private actors, as 

their weak provisional capacity enabled private markets to thrive. Thus, the role of their 

governments in health is relatively limited. Other countries in our sample, like Spain, Australia, 

Finland, Thailand, Hungary, Israel, Austria, and Algeria, had their health systems dominated by 

the public sector, which was well structured with a clear division of roles. Health decision-

makers as a rule were not subject to direct elections, and the vast majority of health agents were 

appointed by members of the executive branch like a prime minister, governor, or president. 

Countries like Argentina and Belgium had a more decentralized system where local ministers of 

health have more authority. There definitely exists a strong advantage of more developed 

countries having better organized, interconnected, and highly developed health systems, and 

further research is owed into how to effectively bring less developed health systems like those of 

Bangladesh or Nigeria up to speed. While research into the decision space of health systems in 

every country around the globe is needed to improve the accuracy of these findings, for the 

countries in our current sample we have developed a comprehensive map of their decision space 

environment. 
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Appendix 

 

Table 1: Accountability indicators in 14 countries, pre COVID-19 pandemic 

 
Table 2: Health finance roles across 14 countries, pre COVID-19 pandemic 

 


